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Chapter One

Introduction

Effective leadership has been identified as one of the essential building 

blocks in successful healthcare redesign in the United Kingdom (UK). In 

1997-9 the new Labour government set out plans for reform of the National 

Health Service (NHS) in a series of white papers and consultation 

documents: The New NHS: modern, dependable (England) (DH, 1997); 

Designed to Care (Scotland) (Scottish Office, 1997); Putting Patients First 

(Wales) (Welsh Office, 1998); and Fit for the Future (Northern Ireland) 

(DHSSPS, 1999). These documents feature improvements in quality as a 

prevailing purpose rather than a desirable accessory. This change in 

emphasize was seen as part of the evolution of the health service, building 

on and bringing conceptual coherence to earlier disparate policy initiatives. 

From this point, a process of reform and modernisation was initiated based 

on the ideology of patient centred services designed around the needs and 

aspirations of patients. Subsequently, the central importance of effective 

leadership at all levels was recognised as key to changing the culture of the 

NHS to facilitate the delivery of this radical reform and modernisation 

programme (DH, 1999[a], 1999[b] 2000, 2008[a]; Kitson, 2000). Therefore, 

leadership and particularly the need for clinical leadership has become a 

central policy for health reform, and is seen as a means to improving the 

quality of care.

In nursing, the role of the ward sister has long been recognised as key in 

determining the provision of quality patient care, acting as the frontline 

management role for the largest group of staff in the NHS. Indeed, it is 

frequently regarded as self-evident that the leadership style of the ward sister 

affects the quality of nursing care. This unspoken assumption that good 

nursing leadership is required to achieve good quality nursing care is 

supported in the UK professional nursing literature (Cunningham and Whitby, 

1997; Allen 2000). However, more robust evidence is required to 

demonstrate this with confidence. The association between the leadership 

style of the ward sister and the quality of nursing care, given by staff that they
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manage, is yet to be robustly demonstrated. This raises the question: Is there 

an association between the leadership style of the ward sister and the quality 

of nursing care given by staff that they manage? The research described in 

this thesis was designed to answer this question in an acute trust in Northern 

Ireland. It also sought to control for other key contextual factors that are 

postulated to affect the quality of nursing care.

Additionally, the contemporary leadership literature espouses a 

transformational leadership style to respond to the emerging paradigm in 

health care that require leaders who are able to be strategic in their thinking 

and facilitative in their style (Sofarelli and Brown, 1998; Jooste, 2004). This 

transformational approach is thought to help root organisational, team and 

individual goals in shared values and shared purpose.

Although there is evidence to demonstrate that leadership development, 

underpinned by a model of transformational leadership, has had a beneficial 

impact on individual leaders, there is a dearth of empirical evidence about the 

extent to which a transformational leadership style contributes to improved 

patient care. With the increased accountability of ward sisters for the quality 

of nursing care and the interest in transformational leadership as a viable 

style of organisational leadership, the current research examined the 

relationship between transformational leadership and the quality of nursing 

care. The exploration of the relationship between these two concepts should 

provide meaningful insights for transformational leadership theorists as well 

as healthcare managers and ward sisters. Also, when new leadership styles 

emerge it is important to understand how these leadership styles influence 

organisational effectiveness. The study attempts to gain perspective on how 

perceived transformational leadership among ward sisters influences the 

quality of nursing care given by staff that they manage.

This chapter will outline the background to the study, introduce the main 

concepts of the research (quality of patient care, ward leadership, and 

transformational leadership), describe the local context for the research and 
finally the aim of the study will be described.
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1.1 Background

The development of effective leaders is a key objective in recent health care 

policy in England (DH 2008 [a, b], 2007, 2005 2004, 2003, 2001 [a], 2000, 

1999[a], 1999[b], 1998, 1997) and similarly in Northern Ireland (DHSSPS, 

2006[a]; 2006 [b]; 2003, 2002, 2001, 1999). The main theme running 

throughout these documents is the need for leaders who are able to 

transform the context and culture of practice with the intended purpose of 

improving health outcomes, raising the quality of service delivery and 

improving the patient experience across the pathway of care. Appendix A 

gives a brief description of policy documents which highlight the importance 

of leadership for delivering on the NHS reform and modernisation 

programme.

1.2 Quality of Patient Care: statutory duty of quality

The quality of care patients receive when they are in hospital is critically 

important to patients, families and friends, staff, the health care system and 

society. The value that people should be looked after with compassion when 

they are ill, in pain or unable to look after themselves is felt deeply as a 

matter of principle. Society expects doctors to do no harm and the health 

care system to take care of people who are vulnerable (Goodrich and 

Cornwell, 2008).

During the late 1990s the new Labour Government was concerned that the 

NHS had been dominated by the needs of professionals for too long which 

had inhibited patient centred care where the patient has a major say in 

decisions about the care he or she receives. Moreover, there existed a 

pressing political imperative to stop the recent scandals of professional 

neglect, incompetence and misconduct (Allitt Inquiry,1994; Bristol Inquiry, 

2001; Alder Hay Inquiry, 2001; Shipman Inquiry, 2002). Concerns were also 

raised that the fundamentals of nursing such as safety, dignity, hygiene, 

nutrition and hydration were being overlooked (DH, 2001 [b]). There was a 

growing loss of trust and confidence by the public in the health professions to 

provide safe and effective care. Government had to be seen to improve
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Significantly, the introduction of clinical governance in 1998 signalled the 

Government’s intention to place quality at the heart of NHS reforms by 

placing pressure on providers to improve the quality of care for patients (DH 

1998). Prior to 1998, the principal statutory responsibilities of the UK NHS 

Trust Boards were to ensure proper financial management of the 

organisation and an acceptable level of patient safety. Trust Boards had no 

statutory duty to assure a particular level of quality. Maintaining and 

improving the quality of care was understood to be the responsibility of the 

relevant clinical professions. As of 1999, UK (England) NHS Trust Boards 

assumed legal responsibility for quality of care that is equal in measure to 

their other statutory duties (DH, 1999). In 2003 the Health and Personal 

Social Services (Quality, Improvement and Regulation) (Northern Ireland) 

Order 2003 applied the statutory duty of quality on HSS Boards and Trusts, 

which means that each organisation has a legal responsibility to satisfy itself 
that the quality of care it commissions or provides meets a required standard 

(DHSSPS, 2003). Clinical governance is the mechanism by which that 

responsibility is discharged.

The most widely cited formal definition of clinical governance describes it as: 

"a framework through which NHS organisations are accountable for 

continuously improving the quality of services and safeguarding high 

standards of care, by creating an environment in which excellence of care will 

flourish” (Scally and Donaldson, 1998, p61).

Clinical governance represents corporate accountability for clinical 

performance. Each NHS organisation is responsible and accountable for 

assuring the quality of service that it provides to both the public and its staff. 

Professional accountability, being responsible for your actions and for the 

outcomes of these actions, is part of the framework of clinical governance. 

Integral to this is effective leadership and clear lines of professional and 
organisational accountability.

standards of patient care generally and to overcome unacceptable variations

in efficiency, access and outcomes of care from place to place.
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1.3 Nursing Leadership: Ward sister role

The Making a Difference (DH, 1999[b]) document established the 

Government’s plans to strengthen leadership within nursing. The 

modernisation programme indicated that what was required was a new kind 

of clinical leader, “who can establish direction and purpose, inspire, motivate 

and empower teams around common goals and produce real improvements 

in clinical practice, quality and services” (DH[b], 1999, p.52). Such a 

statement recognizes the importance of leaders who can lead the 

development of practice across service boundaries and sustain a culture 

where quality is everyone’s business. As such the demand for leadership and 

specifically clinical leadership has never been stronger (Chevannes, 2000; 

Lett, 2002).

The centrality of the ward sister’s role in developing, maintaining and 

sustaining quality patient care and nursing expertise has been a consistent 

theme in the development of nursing practice. They are directly responsible 

for teams of nurses or midwives and nursing auxiliaries. Indeed nurses and 

midwives are the largest single budget item for the acute trust; they provide 

the majority of patient care and have the most extensive contact with patients 

and their relatives. As early as 1980, Pembrey identified the importance of 

the ward sister’s role in relation to the patient’s journey through a hospital 

system and their personal experience whilst in hospital. The current ideology 

of person-centred services has raised again, the need for the central role of 

the ward sister to be recognized, acknowledged and developed (Bradshaw 

1995; Kitson 1996; Cunningham & Kitson, 2000[a],[b]).

The need for skilled and competent ward sisters who can act as resource 

managers, clinical experts and champions of patient centred practice, is now 

acknowledged and supported by the nursing profession and Government 

policy (DH, 1999[b]; Cunningham & Kitson, 2000[a], [b]). Moreover, the 

recognition that the role needs to be strengthened and supported for the 

delivery of high quality nursing is now a key priority and work is ongoing to 

revise the role in each of the four UK countries (England, Northern Ireland,

5



1.4 Transformational leadership

The concept of transformational leadership really became eminent with the 

work of Burns (1978) who argues that in a transformational leadership culture 

leaders and followers raise one another to higher levels of motivation and 

morality rooted in common values. In healthcare, transformational leadership 

has been embraced as the most favourable and appropriate leadership 

theory for clinical nursing (Thyer, 2003); it is an empowering leadership style 

and one which is argued to be highly suited to the profession of nursing, 

characterized as it is as being caring and highly ethical (Biordi, 1993, 

Sofarelli and Brown, 1998). Manley (2000[a]) argues that such an approach 

to leadership enables leaders to integrate their roles of clinical expert; 

practice developer; resource manager and leader. A transformational 

leadership culture as described by Manley (2002) and Manley and 

McCormack (2003) is one were quality is everyone’s business, that positive 

change becomes a way of life, that the leadership potential is developed in all 

accompanied by a shared vision and valuing of staff.

The Five Practices of Exemplary Leadership model of transformational 

leadership developed by Kouzes and Posner (1987) has been advocated for 

use by the nursing profession in the UK and is described as “one of the most 

clearly articulated and tested contributions to the literature" (Bowles and 

Bowles, 2000, p70). This is a conceptual model of leadership, which the 

authors claim can be tested, learned and taught. The five practices of 

exemplary leadership: inspiring a shared vision, challenging the process, 

enabling others to act, modeling the way, encouraging the heart, have 

subsequently been developed into an instrument, the Leadership Practices 

Inventory, to provide information about the individual's leadership behaviour.

Scotland and Wales), (RCN, 2009; DH, 2008 [a]; Scottish Government, 2008;

Northern Ireland Practice and Education Council (NIPEC), 2010; Welsh

Assembly Government, 2008).
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The transformational concepts that make up the Leadership Practices 

Inventory were perceived to match well the underpinning values of the highly 

influential RCN Clinical Leadership Programme (RCN, 1997; Cunningham 

and Kitson, 2000[a], [b]; Cunningham and Mackenzie, 2005; Large et al, 

2005) and the RCN Practice Development Programme (RCN, 2004, Binnie 

and Titchen, 1998, 1999; McCormack et al 1999; 2004) who have built their 

innovative work around this model of transformational leadership.

1.5 Significance of the study
Whilst there is evidence to support the impact of transformational leadership 

on staff and organisational outcomes there is a paucity of empirical research 

to support the affects of transformational leadership on the quality of nursing 

care. Studies demonstrate that nurse managers who are perceived to have a 

transformational leadership style have staff who express increased job 

satisfaction (McNeese-Smith, 1995; Medley & Larochelle, 1995, Morrison et 

al, 1997, Loke, 2001, Doran et al 2004); increased organisational 

commitment (McNeese-Smith, 1995, Chiok Foong Loke, 2001, McGuire and 

Kennedy, 2006); increased productivity (McNeese-Smith, 1995, Chiok Foong 

Loke 2001); increased empowerment (Morrison et al, 1997), and, increased 

staff expertise (Houser, 2003); also, their units were found to have an 

organisational culture that was linked to organisational effectiveness (Casida 

and Pinto-Zipp, 2008); decreased staff turnover (Doran et al, 2004; Raup, 

2008); increased staff retention (Kleinman, 2004) and staff stability (Houser, 
2003).

More recently studies examining the link between transformational leadership 

and patient outcomes have found an increase in patient satisfaction 

(McNeese-Smith, 1999), lower prevalence of complications of mobility and 

lower prevalence of fractures (Anderson et al 2003), and higher levels of staff 

expertise which in turn were associated with lower incidence of adverse 

events (Houser, 2003). The evidence indicates a positive relationship 

between transformational leadership and improved patient outcomes, a 

relationship presumably mediated by the influence of staff performance. In 

the UK, findings from testing the innovative UK RCN Clinical Leadership
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Programme support the link between clinical leadership development and the 

quality of patient care (Cunningham and Kitson, 2000[a],[b]). Collectively, 

these studies suggest that transformational leadership may be an important 

indirect contributor to quality patient care.

However, few studies measured leadership by asking those who are led, but 

relied on self-reports by the leaders, none of the studies used an 

observational method to measure the quality of nursing care received by 

patients while care in progress, and only one study (Doran et al, 2004) 

controlled for the effects of contextual factors. This study is unique in 

combining all three areas of under representation in the literature. It is also a 

new area of research especially for the United Kingdom.

1.6 Context for the study

A ward sister leadership development programme was happening at the 

same time as the study in the acute trust. The leadership programme was 

implemented as part of a trust-wide strategy for nursing and midwifery. The 

broad aims of the Strategy were to improve patients’ experiences of nursing 

and midwifery care and to do so through developing leadership in the 

professions. Ward sisters were the focus for an action learning approach to 

leadership development, which offered both challenge and support as they 

worked to improve the quality of nursing care in their respective areas.

The implementation plan for the Strategy was based on a model for changing 

nursing and midwifery practice known as the PARIHS (Promoting Action on 

Research Implementation in Health Services) framework (Kitson et al 1998, 

Rycroft-Malone et al 2002). The framework suggests that successful change 

depends on three core elements: the credibility of the desired change in the 

eyes of those who must make the change; the context or environment in 

which the change takes place; and the way in which the change is facilitated.

The contextual factors that the PARIHS framework promotes as key to the 

successful implementation fall under the three broad themes of: culture,
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leadership and evaluation (Rycroft-Malone, 2004). Manley (2000[a]) following 

Drennan (1992) defines culture as the ‘way things are done around here’, 

and argues that culture is created at the level of the individual, team and 

organisation, such that it creates the context of practice. Following on this 

argument, Rycroft-Malone (2004) argues that if changes are to be made to 

the context of healthcare (the specific environment where implementation of 

change in practice may take place) then changing the prevailing culture may 

enable this to happen. The PARIHS framework proposes that leaders have a 

key role in transforming cultures and are therefore influential in shaping a 

context that is ready for change. Furthermore, leadership has been confirmed 

as a central construct that constitutes practice culture and in turn is shaped 

by it (Manley, 2000[a], 2000[b], 2004). However, the evidence base for the 

exact role that leaders might play is underdeveloped. The leadership style 

promoted as having the ability to transform cultures and therefore the context 

of care is transformational leadership (Kitson at al, 1998; McCormack et at, 

2002; Rycroft-Malone, 2004).

Therefore, a programme of leadership development was integral to the 

Strategy implementation process. This programme built on the pioneering 

work of the RCN Clinical Leadership Programme (CLP) (Cunningham and 

Kitson, 2000 [a],[b]). The CLP is an innovative programme which seeks to 

help participants become more effective clinical leaders and provide high- 

quality patient centred care. It has been used to enhance practice in 

particular clinical areas, and in groups of wards within acute trusts. Where 

this particular leadership development programme took a step forward was in 

harnessing these approaches within a strategic framework to achieve key 

objectives for the Trust as a whole (O’Halloran, Martin & Connolly, 2005).

Action learning was used as a key approach to enable the development of 

leadership knowledge, skills and expertise. The aspiration of the leadership 

programme was to facilitate the development of the leadership potential of 

ward sisters as a means of realizing the vision of transforming nursing and 

midwifery care so it is centred on the patient and whenever possible carried 

out in collaboration with the patient. Transformational leadership was the
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underpinning philosophy of the programme which was developed around 

Kouzes’ and Posner’s (2002[a]) model of transformational leadership.

Ward sisters who participated in the current study also undertook this 

leadership development programme thus helping to shed more light on and 

adding to the discussion concerning the relationship between leadership 

development and the quality of nursing care.

1.7 The aim of the study

The purpose of the study was to test the link between transformational 

leadership and the quality of nursing care, thus helping to determine if an 

emphasis on developing transformational leaders is an important 

organisational strategy to improve the quality of nursing care.

Specifically, the aim of the study was to describe the association between the 

leadership style of the ward sister and the quality of nursing care given by the 

staff that they manage, across an acute hospital trust in Northern Ireland. It 

also controlled for other contextual factors (span of control, grade mix and 

skill mix) that are postulated to affect the quality of nursing care.
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Chapter Two 

Literature review

The literature review is divided into six sections.

Section one appraises the theory contribution of the scholars most closely 

associated with transformational leadership and the model of 

transformational leadership chosen for this study will be described.

Section two examines the historical background of nursing leadership with 

the purpose of understanding how nursing leadership has developed and 

changed over time. Considering the historical, social and political background 

may throw light on transformational leadership as the contemporary 

leadership style that will contribute to better patient care.

Section three explores the role of the ward sister from a historical 

perspective, as it applies in the United Kingdom, and reviews seminal 

research studies which were carried out in 1980s.

Section four appraises contemporary empirical studies which examine the 

relationship between transformational leadership and organisational and staff 

outcomes

Section five appraises contemporary empirical studies which examine the 

relationship between transformational leadership and patient outcomes.

Section six appraises the contextual factors of span of control, grade mix 

and skill mix that are postulated to moderate and mediate the relationship 

between leadership and the quality of patient care. Finally, this section 

culminates in the presentation of the theoretical framework for the study.

11



Chapter Two: Section One 

Theory of transformational leadership

A number of leadership theories and models are postulated in the literature; 

however, as outlined in Chapter 1, the present study will focus on the theory 

of transformational leadership. The scholars most closely associated with 

transformational leadership are James MacGregor Burns, Bernard M. Bass 

and his colleague Bruce J. Avolio. The contribution that each of these 

scholars made to the concept and theory of transformational leadership will 

be discussed in the following section. The distinction between the concepts 

of transformational leadership and transactional leadership will be discussed 

including a brief distinction between a leader and a manager. Finally, the 

model of transformational leadership chosen for this study; Kouzes and 

Posner's (1987) Five Practices of Exemplary Leaders will be explained.

2.1.1 Definition of leadership
Leadership is a difficult concept to define. Bennis (1959) timelessly stated:

"... always, it seems, the concept of leadership eludes us or 
turns up in another form to taunt us again with its 
slipperiness and complexity. So we have invested an 
endless proliferation of terms to deal with it... and still the 
concept is not sufficiently defined." (p. 259).

Provocatively, Burns (1978) argued that contemporary studies of leadership 

failed to determine the exact meaning of the very phenomenon they sought 

to examine. Burns observed that although there was an abundance of 

leadership literature no central concept of leadership had emerged; and 

suggested this was because researchers were working in separate 

disciplines to answer specific questions unique to their specialty. He further 

argued that because of the work conducted in the field of humanistic 

psychology it was possible to make generalizations about leadership across
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cultures and time. He believed that once the essence of leadership was 

established, working out a useful classification of leadership types would be 

possible (Fairholm, 2001).

2.1.2 James MacGregor Burns
Burns (1978) was one of the first authors to embark on a more philosophical 

approach to understanding and describing leadership. In his seminal, Pulitzer 

prize-winning book, Leadership (Burns, 1978), he sets the stage for the 

evolution of a general theory of leadership that is inherently based in 

interpersonal relationships, motives and values. This general theory of 

leadership was developed, in part, by understanding the distinction between 

the concepts of transformational leadership and transactional leadership.

The essence of leadership

Burns (1978) defines the essential elements of leadership as power and 

purpose. In discussing these elements he played down the fascination 

people have with the concept of power. He argued that power was important 

in discussing leadership but it was not the essential nature of it. Burns 
(1978) states:

“Our main hope for disenthralling ourselves from our 
overemphasis on power lies more in a theoretical, or at least 
conceptual, effort, than in an empirical one... We must see power 
-  and leadership -  as not things but as relationships. We must 
analyze power in a context of human motives and physical 
constraints. If we can come to grips with these aspects of power, 
we can hope to comprehend the true nature of leadership -  a 
venture far more intellectually daunting than the study of naked 
power" (p.11).

Another major theme was that leadership is a relationship. Explicitly, Burns 

(1978) argued that leadership was a relationship of power for a specific 

purpose that was consistent, or eventually became consistent with the 
motives, needs and values of both the leaders and the led.
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In order to understand fully the elements of power, purpose, and relationship, 

Burns relied heavily on the concepts of motives and values and their impact 

on purpose and behaviour. He used Maslow’s (Maslow, 1954) hierarchy of 

needs theory and Kohlberg’s theory (Kohlberg, 1958) of moral stages of 

development to refine his ideas about the interplay between motives and 

values in leader-follower relationship (Fairholm, 2001). He maintained that 

leadership elevates people from lower to higher levels of needs and moral 

development, and that true leaders come from self-actualizing individuals 

who were motivated to grow, to be efficacious, and to achieve (London, 

2001) .

From this, Burns distinguished between leaders and mere power-wielders. 

He argued that leaders satisfy the motives and tap into the values of their 

followers, whereas power-wielders are intent only on realizing their own 

purposes. Whether or not the people over whom they exert power share the 

purposes, motives, and values is inconsequential to the power-wielder. To 

the leader, however, this sense of unity and shared values is their raison 

d'etre and the source of their transforming influence (Burns, 1978).

This distinction helped Burns elaborate on his most significant theme: 

leadership is a moral endeavour; leadership is much more than wielding 

power or manipulating others. He argued that power, purpose, relationship, 

motives and values are essential to leadership because the leader is 

engaged ultimately in lifting the morals of the follower in the cause of 

achieving a collective purpose. This moral component to leadership concerns 

Burns the most and is an important theme throughout the entire book 
(Fairholm, 2001).

These themes (power, purpose, relationship, motive, values, leadership vs. 

power-wielders, and the moral component) support Burns' general theory of 

leadership that was developed, in part, by distinguishing between the 

concepts of transactional and transformational leadership.
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According to Burns (1978) transactional leadership focuses mainly on 

rewards or exchange for performance. Burns defines transactional leadership 

this way:

“Such leadership occurs when one person takes the initiative in 
making contact with others for the purpose of an exchange of valued 
things. The exchange could be economic or political or psychological 
in nature: a swap of goods or of one good for money; a trading of 
votes between candidate and citizen or between legislators; 
hospitality to another person in exchange for willingness to listen to 
one’s troubles. Each party to the bargain recognizes the other as a 
person. Their purposes are related, at least to the extent that the 
purposes stand within the bargaining process and can be advanced 
by maintaining that process. But beyond this, the relationship does 
not go. The bargainers have no enduring purpose that holds them 
together; hence, they may go their separate ways. A leadership act 
took place, but it was not one that binds leader and follower together 
in a mutual and continuing pursuit of a higher purpose."

(Burns, 1978, p19-20)

On the other hand, transformational leadership focuses on the more personal 

side of organisational interactions. Words such as vision, culture, values, 

development, teamwork, and service make sense in the world of 

transforming leadership. Burns described transformational leadership this 
way:

“Such leadership occurs when one or more persons engage with 
others in such a way that leaders and followers raise one another to 
higher level of motivation and morality. Their purposes, which might 
have started out as separate but related, as in the case of 
transactional leadership, became fused. Power bases are linked not 
as counterweights but as mutual support for common purpose...The 
relationship can be moralistic, of course. But transforming leadership 
ultimately becomes moral in that it raises the level of human conduct 
and ethical aspiration of both leader and led, and thus it has 
transforming effect on both”

(Burns, 1978, p.20)
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Burns’ observations regarding transactional and transformational leadership 

served to support his general theory of leadership and the structure of moral 

leadership described above. To make the point more clearly Burns concludes 

that:

...to control things -  tools, mineral resources, money, energy -  is an 
act of power, not leadership, for things have no motives. Power 
wielders may treat people as things. Leaders may not....I define 
leadership as leaders inducing followers to act for certain goals that 
represent the values and the motivations -  the wants and needs, the 
aspirations and expectations -  of both leaders and follower. And the 
genius of leadership lies in the manner in which leaders see and act 
on their own and their follower’s values and motivations"

(Burns, 1978, p 18-19)

Accordingly, Burns (1978) suggests that the role of the leader and follower be 

united conceptually; both leaders and followers are central to the process of 

leadership. This is in contrast to earlier theories that focused on leadership in 

terms of characteristics and activities of the leader as being central to the 

process (for example: Great man, trait and behaviour theories). Within this 

approach, for the first time in leadersnip theory, followers and leaders are 

viewed as being equal contributors in achieving organisational goals (Khanin, 

2007). Moreover, Burns moved the focus away from talking about leaders to 

talking about leadership.

In addition, Fairholm (2001) argues that in distinguishing between 

transactional and transformational leadership Burns (1978) appeared to be 

differentiating the science of management from the art of leadership. Burns is 

most renowned for developing the distinction between transactional and 

transformational leadership which has been developed by other scholars 

(Bass, 1985, 1998; Bass and Avolio, 1988, 1994). However, Fairholm (2001) 

asserts that Burns’ great service to the study of leadership may lie less in the 

popular distinction between transactional and transformational leadership 

and more in the elevation of leadership as a philosophical and developmental
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2.1.3 Bernard M. Bass and Bruce J. Avolio
While Burns’ (1978, 2003) ideas stem from political leadership, Bass’ (1985, 

1998) approach is grounded in organisational management, military, 

business and educational organisations. Utilising Burns’ (1978) juxtaposition 

of transformational and transactional leadership, Bass (1985) put forward a 

theoretical and empirical approach in leadership studies: the transactional- 

transformational paradigm operationalised as the Multifactor Leadership 

Questionnaire (MLQ). Bass (1985) was the first researcher to advance the 

concept of measuring transformational leadership.

In his book Leadership and Performance: Beyond Expectations Bass (1985) 

argued that the extant leadership literature has solely examined the type of 

leadership that Burns (1978) described as transactional leadership. Bass 

(1985) argued, however, that various modes of transactional leadership can 

be more or less effective. Bass (1985) pointed out that transactional and 

transformational leadership has many commonalities. Both can be “directive, 

negotiative or persuasive, consultative, participative or delegative” (p29). 

However, what sets transformational leaders apart from transactional leaders 

is their ability to motivate followers to accomplish more than they would 

expect for themselves. Bass (1985) proposed that transformational leaders 

may improve followers’ performance beyond expectations if they succeed in 

accomplishing three interconnected objectives: first, if they raise followers' 

comprehension of the importance and value of desired outcomes; second, if 

they persuade followers to transcend their self-interest and embrace 

collective goals; third, if they alter followers’ need level or expand their 

portfolio of needs and wants (Khanin, 2007).

relationship between people who share common purpose, motivations and

values.

Bass’ (1985) book started an avalanche of empirical studies, most employing 

various forms of the Multifactor Leadership Questionnaire (MLQ) developed 

by Bass. The instrument incorporates three types of leadership, namely
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transformational, transactional, and laissez-faire (non-leadership). 1 here are 

five dimensions of transformational leadership as measured by the MLQ 

(5X); idealised attributes, idealised behaviours, inspirational motivation, 

intellectual stimulation, and, individualised consideration. In addition, the 

MLQ estimated three components of transactional leadership -  contingent 

reward, active management by exception and passive management by 

exception -  as well as laissez-faire style -  sometimes defined as the non

leadership component. All leaders display some degree of each style of 

leadership but effective leaders use a transformational leadership style more 

frequently than transactional and laissez-faire styles (Bass & Avolio, 1995). 

Figure 2.1.1 outlines the Multifactor Leadership Questionnaire (MLQ) 

dimensions and descriptions of the dimensions.

Figure 2.1.1 Multifactor Leadership Questionnaire (MLQ) Dimensions and 
Descriptions

Leadership Dimensions 
and Key Elements

Description

Transformational (fL) 
Leadership

TL is a process of influencing in which leaders change 
their associates awareness of what is important, and move 
them to see themselves and opportunities and challenges 
of their environment in a new way

idealised Attributes (IA) ■ Instil pride in others
• Go beyond self-interest for the good of the group
■ Act in ways that build others respect
• Display a sense of power and confidence

Idealised Behaviours (IB) ■ Talk about their most important values and beliefs
■ Specify the importance of having a strong sense of 

purpose
■ Consider the moral and ethical consequences of 

decisions
■ Emphasise the importance of having a collective sense 

of mission

Inspirational Motivation (IM) ■ Talk optimistically about the future
■ Talk enthusiastically about what needs to be 

accomplished
■ Articulate a compelling vision of the future
■ Express confidence that goals will be achieved

Intellectual Stimulation (IS) ■ Re-examine critical assumptions to question whether 
they are appropriate

• Seek differing perspectives when solving problems
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Figure 2.1.1 continued 
Leadership Dimensions 

and Key Elements
Leadership Dimensions 

and Key Elements
Description

Intellectual Stimulation (IS) ■ Get others to look at problems from many different 
angles

■ Suggest new ways of looking at how to complete 
assignments

Individualised Consideration 
(IC)

■ Spend time teaching and coaching
■ Treat others as individuals rather than just as a 

member of the group
■ Consider an individual as having different needs, 

abilities, and aspirations from others
■ Help others to develop their strengths

Transactional (TS) 
Leadership

Transactional leaders display behaviours associated with 
constructive and corrective transactions. Transactional 
leadership defines expectations and promotes 
performance to achieve these levels.

Contingent Reward (CR) ■ Provide others with assistance in exchange for their 
efforts

■ Discuss in specific terms who is responsible for 
achieving performance targets

• Make clear what one can expect to receive when 
performance goals are achieved

■ Express satisfaction when others meet expectations

Management-by-exception: 
Active (MBEA)

■ Focus attention on irregularities, mistakes, exceptions, 
and deviations form standards

■ Concentrate attention on dealing with mistakes, 
complaints and failures

■ Keep track of all mistakes
■ Direct attention toward failures to meet standards

Management-by-exception: 
Passive (MBEP)

■ Fail to interfere until problem becomes serious
■ Wait for things to go wrong before taking action
■ Show a firm belief “If it ain’t broke, don’t fix it"
■ Demonstrate that problems must be chronic before 

taking action

Laissez-Faire (LF) Presents the absence of a purposeful interaction between 
the leader and the follower, in which the leader avoids 
making decisions, abdicates responsibility, and does not 
use his or her authority. It is considered active to the 
extent the leader ‘chooses’ to avoid taking action.

Laissez-Faire (LF) ■ Avoid getting involved when important issues arise 
* Absent when needed
■ Avoid making decisions
■ Delay responding to urgent questions

Adapted from Bass and Avolio 1995; Avolio & Bass (2002)
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Bass believes that every leader displays each of the aforementioned styles to 

some extent; he calls this the Full Range of Leadership Model (Bass, 1998). 

An optimal leader would practice the transformational components more 

frequently and the transactional components less frequently. Bass and Avolio 

(1988) embrace this two-factor theory of leadership and believe that the two 

build on one another. The transactional components deal with the basic 

needs of the organization, whereas the transformational practices encourage 

commitment and foster change. Although Bass believes that transformational 

and transactional leadership are at opposite ends of the leadership 

continuum he maintains that the two can be complementary (Leithwood & 

Jantzi, 2000).

Bass and Avolio (1994) argue that the 21st century will require leadership 

that is flexible, developmentally-orientated, willing to accept diverse points of 

view and capitalize on them, and that has the ability to challenge a better 

educated workforce; they assert that transformational leadership is the 

leadership style required to address the changes in organisations during the 
coming century.

2.1.4 James M. Kouzes and Barry Z Posner

Sashkin and Rosenbach (2001) argued that even though Bass’s theory of 

transformational leadership helped to expand Burns’ work, it lacked both the 

study of personal leadership characteristics and the impact of culture within 

an organisation. Kouzes and Posner (1987) followed the work of Burns 

(1978) and Bass (1985) and created a model of transformational leadership 

that considered personal leadership behaviours used during times of 

leadership effectiveness and organisational success.

Kouzes and Posner (1987) expanded Bass’s theory by conducting research 

in the area of personal best leadership experiences. When Kouzes and 

Posner set out to research leadership they wanted to know how ordinary 

people accomplished extraordinary things in organisations. They developed a 

Personal-Best Leadership Experience questionnaire (Kouzes and Posner, 

2001) and used this questionnaire with thousands of managers, mostly in the
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middle to senior level positions, in a wide variety of organisations and 

industries in both private and public sectors. They also studied hundreds of 

non managerial leaders who made a difference in their organisation and 

communities, for example, teachers, health care professional, salespeople, 

religious leaders, committee chairpersons. Each person selected a project, 

programme or significant event that they characterized as their personal- 

best experience in leading others. Then the person answered questions 

about that experience. Many follow-up interviews were carried out to gather 

additional information.

After analyzing the data collected from questionnaires and interviews, 

Kouzes and Posner (1987) found that despite the variety in situations and 

types of leadership experiences, similar patterns were identified related to 

actions taken by the leaders during the experience. Through the analysis 

process they identified five distinct practices or sets of behaviours that 

leaders engage in to getting extraordinary things done in organisations: 

Model the Way, Inspire a Shared Vision, Challenge the Process, Enable 

Others to Act, and Encourage the Heart (Kouzes & Posner, 1987). This led 

them to develop a model for leadership, The Five Practices of Exemplary 

Leadership, and a quantitative instrument, the Leadership Practices 

Inventory (LPI), which measure the five distinct leadership practices (Kouzes 

and Posner, 1987). The qualitative development of the model of leadership 

and subsequent development of the LPI quantitative instrument appears to 

have been a rigorous and lengthy process taking place over a number of 

years. However, these efforts have been rewarded in a robust model of 

leadership which the authors claim can be tested learned and taught and in 

an instrument which has been proven to be reliable and valid and has stood 
the test of time.

Two studies conducted by Posner and Kouzes (1988, 1993) provide robust 

empirical evidence of the reliability and validity of the original LPI and are 

discussed in more detail in Chapter 3. In addition, Kouzes and Posner 

(2002[bj) provide further evidence to support the reliability and validity of a 

second edition LPI in a paper which brings together a substantial body of
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robust evidence conducted by independent researchers in a wide range of 

settings and countries. In this paper Kouzes and Posner conclude that:

‘‘The LPI has sound psychometric properties. Internal reliabilities for 
the five leadership practices (both LPI-Self and LPI-observer) are 
very good and consistent over time. The underlying factor structure 
has been sustained across a variety of studies and settings, and 
support continues to be generated for the instruments’ construct and 
concurrent validity. For the most part, findings are relatively 
consistent across people, gender, ethnicity and cultural 
backgrounds as well as across various organisational 
characteristics"

(Kouzes and Posner, 2002[b], p18)

From a nursing perspective, the highly influential RCN Clinical Leadership 

Programme Team considered the Leadership Practices Inventory to be the 

most suitable measure of leadership development and change for 

participants undertaking the RCN Clinical Leadership Programme. The 

decision was based on the experience of using different measures of 

leadership development, a review of the literature and the successful use of 

the Leadership Practices Inventory in Phase 2 of the programme. The 

transformational concepts that make up the Leadership Practices Inventory 

were perceived to match well the underpinning values of the Clinical 

Leadership Programme (Large et al, 2005).

2.1.4.1 The F iv e  P ra c tic e s  o f  E x e m p la ry  L e a d e rs h ip  and the 

L e a d e rs h ip  P ra c tic e s  In v e n to ry  (LPI)

Kouzes and Posner (2002[a]) argue that embedded in The Five Practices of 

Exemplary Leadership are behaviours that can serve as a basis to lead, 

known as the Ten Commitments of Leadership; there are two commitments 
of leadership for each of the five leadership practices.
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Model the Way

(1) Clarify values by finding your voice and affirming shared ideals

(2) Set the example by aligning actions with shared values

The first practice is Model the Way in which leaders role model the 

behaviours they want the see in their followers. Through action and 

involvement, leaders earn the right to lead and the respect of their followers. 

Kouzes and Posner (2002[a]) explained that there are two commitments that 

a leader needs to consider when improving the practice of Model the Way. 

First, leaders need to reflect on and clarify personal values, which will in turn 

build confidence in and guide personal decisions and thoughts. The second 

commitment is setting the example and involves generating shared values 

within the organization and basing organization decisions and practices 

around those established values. In many ways, Model the Way is about 

fostering common practices within the organization and then encouraging, 

motivating, and role-modeling those practices throughout the organization.

Inspire a shared vision

(1) Envision the future by imaging exciting and ennobling possibilities

(2) Enlist others in a common vision by appealing to shared aspirations

The second leadership practice is Inspire a Shared Vision. This is when the 

leader imagines what the organization could be and then creates a vision that 

is attainable and attractive. The leader connects this new vision to the hopes 

and dreams of his or her followers to generate passion and enthusiasm for 

realizing the vision. To do this, a leader must first commit to the charge of 

exploring exciting and courageous new opportunities assertively. Second, the 

leader must be committed to breathing life into the vision by encouraging 

shared aspiration. This commitment is accomplished by relationship building, 

and it is about aligning a shared vision that promotes both organizational and 
follower success.

Challenge the Process

(1) Search for opportunities by seizing the initiative and by looking outward
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(2) Experiment and take risks by constantly generating small wins and 

learning from experience

The third leadership practice is Challenge the Process. Exemplary leaders 

are pioneers who know that innovation and change involves experimentation, 

risk, and failure (Kouzes and Posner, 2002[a]). A leader understands that 

change can feel uncomfortable and then builds constituent confidence by 

pursuing change incrementally and by accomplishing small wins. In this 

practice, leaders are proactive, not reactive, and they are committed to 

seeking out innovation that will change and help the organization grow and 

improve. The second commitment in this area has to do with the leader’s 

ability to take calculated risks and to experiment with ideas and 

organizational practices to improve and grow.

Enable others to act

(1) Foster collaboration by building trust and facilitating relationships

(2) Strengthen others by increasing self-determination and developing 

competence

The fourth leadership practice is to Enable Others to Act. Successful leaders 

understand that leadership is a team effort and are not afraid to share the 

leadership process. Leaders foster collaboration and build trust by supporting 

and encouraging their followers to do good work. According to Kouzes and 

Posner (2002[a]) leader’s who are able to build trusting and collaborative 

relationships find that their followers are higher performers and even exceed 

their own personal expectations.

The first commitment in this category is a leader’s commitment to creating 

and encouraging cooperative goals and building trust within the organization. 

A leader can accomplish this by generating positive and healthy relationships 

in the work environment. The second commitment is relative to the leader’s 

willingness to empower and support opportunities for followers to share 

leadership and make discretionary decisions. To Enable Others to Act,
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leaders demonstrate their trust and commitment to the growth and 

development of their followers.

Encourage the heart

(1) Recognize contributions by showing appreciation for individual excellence

(2) Celebrate the values and victories by creating a spirit of community

Finally, exemplary leaders “Encourage the Heart of their followers to help 

them carry on in the face of challenge, frustration, and discouragement. 

Leaders know that “celebrations and rituals, when done with authenticity and 

from the heart, build a strong sense of collective identity and community spirit 

that can carry a group through extraordinarily tough times” (Kouzes and 

Posner, 2002[a], p. 21). Encouraging leaders have high expectations of 

themselves, as well as their followers and they are committed to rewarding 

and providing the support to help followers meet expectation. Leaders 

provide clear direction, encouragement, and feedback and stay actively 

aware of the motivational climate within the organization. Additionally, 

encouraging leaders create a spirit of community by scheduling and planning 

opportunities for celebrating organizational values and accomplishments. 

These leaders generate communal relationships by staying positive, being 

compassionate and caring, and generating an atmosphere of fun and 

excitement about the future direction of the organization.

Kouzes and Posner’s Five Practices of Exemplary Leadership, 

operationalised as the Leadership Practices Inventory, is summarised in 
Figure 2.1.2.
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Figure 2.1.2 Leadership Practices Inventory (LPI) Summary of statements

relating to each of the five exemplary practices (Kouzes and 

Posner, 2003 [a, b])

Five Exemplary Practices Summary of Statements

Model the Way

> Find your voice
> Set the example

■ Sets example of what is expected
■ Ensures that people adhere to agreed-on 

standards
■ Follows through on promises and commitments
■ Is clear about his/her philosophy of leadership 
• Ensures that goals, plans, milestones are set
■ Makes progress toward goals one step at a time

Inspire a Shared Vision

> Envision the future
> Enlist others

■ Talks about future trends
* Describes compelling image of future
■ Appeals to others to share dream of future
■ Shows others how their interests can be realized 
- Is enthusiastic and positive about future
■ Speaks with conviction about meaning of work

Challenge the Process

> Search for opportunities 
'r Experiment and take risks

■ Seeks challenging opportunities
• Challenges people to try new approaches
■ Looks outside the organisation for ways to 

improve
■ Asks “What can we learn”
■ Experiments and takes risks
• Takes initiative to overcome obstacles

Enable Others to Act

> Foster collaboration 
F Strengthen others

• Develops co-operative relationships
■ Listens to diverse points of view
• Treats people with dignity and respect
■ Supports other people’s decisions
• Lets people choose how they do their work
■ Ensure that people grow in their job

Encourage the Heart

> Recognize contributions
> Celebrate the values and 

victories

■ Praises people for a job well done
■ Expresses confidence in people’s abilities
• Creatively rewards people for their contributions
• Recognizes people for commitment to shared 

values
• Finds ways to celebrate accomplishments
• Gives team members appreciation and support

Underlying Kouzes and Posner’s Model of Exemplary Leadership Practices is 

the leader's ability to generate, encourage, and promote healthy, reciprocal, 

and collaborative relationships. This interpersonal or relational aspect of 

leadership has recently been connected to the emotional intelligence 

constructs that have gained popularity in recent decades (Mayer & Salovey, 
1997; Bar-On, 2002; Goleman, 1996).
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2.1.5 Transformational Leadership in Nursing
In 2000, the Royal College of Nursing (RCN) was asked by the Bristol Royal 

Infirmary Inquiry to outline its position on the nature of leadership and change 

in nursing. The position response was succinctly articulated in the following 

quotation, which incorporates key ideas from the transformational leadership 

approach:

‘‘Our fundamental position is that effective (nursing) leadership is 
contingent upon the articulation and implementation of a person- 
centred philosophy of care for the National Health Service. This 
means that all systems, processes, actions and decisions are 
driven by the desire to offer humane, compassionate, clinically 
and cost effective health care to those who require it.

Successful nursing leaders are those individuals (at whatever 
level in the organisation) who can sustain the integrity of this 
vision and more importantly know how to operationalise it in a 
variety of settings. "

(Kitson, 2000, p2)

Kitson (2000) asserts that transformational leadership requires ‘emotional 

intelligence’ (Goleman, 1996) as well as cool-headed rationality. More 

emphasis is placed on personal skills of being able to motivate and inspire 

others within the organisation to embrace a new vision, or new ways of 

working. Competencies required involve intellectual skills covering strategic 

and analytic skills; presentational skills demonstrating a self-confident, 

empathetic approach; and motivational skills showing consistency between 

values, goals and their achievement (Kitson, 2000). Finally, a personal style 

is needed that can cope with uncertainty and ambiguity and which is 

constantly scanning the outside world for events that might influence the 
organisation.

A transformational leadership style was welcomed by the RCN. Indeed, the 

RCN Leadership Programme (RCN, 1997; Cunningham and Kitson, 2000[a], 

[b]; Cunningham and Mackenzie, 2005; Large et al, 2005); RCN Practice
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Development Programme (Binnie & Titchen, 1998, 1999; McCormack et al, 

1999, 2004; RCN, 2004) and the concept of the consultant nurse (Manley, 

1997) have built their work around this model of leadership. The RCN 

“...believe it [transformational leadership] Is the most appropriate leadership 

style to promote a more effective health service consistent with an explicit set 

of values around the centrality of patient care” (Kitson, 2000, p3). In these 

programmes and associated evaluation studies, transformational leadership 

was operationalised and measured using Kouzes and Posner’s Five 

Practices of Exemplary Leaders operationalised as the Leadership Practices 

Inventory (LPI).
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Chapter Two Section Two

Historical background to nursing leadership

Ward sisters have always been held responsible for the quality of nursing 

care provided by staff that they manage, but with the advent of clinical 

governance ward sisters are being held accountable for the quality of nursing 

care more so than ever before. It is argued that the central role of the ward 

sister is to provide leadership that will make a difference to the quality of 

nursing care, yet surprisingly little is known about the extent to which different 

leadership styles contribute to better patient care.

To set in context the relationship between the leadership style of the ward 

sister and the quality of nursing care it is helpful to briefly consider how 

nursing leadership has developed and changed over time. Understanding the 

historical, social and political background may throw light on transformational 

leadership (as described in Chapter 2, Section 1) as the contemporary 

leadership style that will contribute to better patient care.

2.2.1 Nursing: development and role in society (19,h century)

In the very early years nursing had a religious and then military origin, with 

values steeped in the concepts of altruism and obedience (Abel-Smith, 

1960). Arising from the Christian teachings of love, brotherhood and service 

to others, the early church developed the orders of men and women who 

cared for the sick and weak. Organised nursing evolved from the concept of 

Christian altruism, interpreted as a service to humanity, devotion to others 

without thought of reward, done for the love of God. A religious background 

was viewed as essential in coping with suffering and death and a means of 

consoling patients (Lorentzon & Bryant, 1997).

In the Middle Ages, the concept of the holy war and the increasing religious 

zeal that fuelled the Crusades led to the development of military nursing. 

With the advent of the military nursing orders, historians report that a 

controlling element entered nursing with an emphasis on rank and obedience
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to superior officers (Girvin, 1998). The early military roots in nursing 

promoted controlling leadership styles in order to achieve greatest 

compliance with orders (Meighan, 1990).

2.2.1.1 The birth of modern nursing in the 19th century

The religious and military background, with its connotations of altruism and 

obedience, still has a residual effect on modern nursing, but it was not until 

the 19th century that nursing in the UK received one of its momentous shifts 

forward.

The two leaders most influential in shaping modern hospital nursing were 

Florence Nightingale (1820-1910) and Mrs Bedford-Fenwick (1857 -1947). 

For Nightingale, nursing was a vocation, literally a calling to the service of 

God. Christian devotion to the care of the sick was a tradition formerly carried 

by religious orders and Nightingale’s great achievement was to bring the 

Christian tradition into the secular hospital world thus creating the 

foundations for the growth of nursing as a respectable occupation for lay 

women. In effect, Nightingale firmly established nursing as a women’s 

occupation. To her, every woman was a nurse, and women who entered 

nurse training were only doing what came naturally to them as women 

(Nightingale, 1969, first published in 1860). The belief that nursing was an 

extension of women’s domestic roles was instrumental in establishing 

nursing as not only a women’s occupation, but one that was unskilled and of 

low value in comparison with men’s occupations, particularly medicine 

(Palmer, 1983; Porter, 1992). In addition Nightingale is also attributed with 

cementing the subservient role of nursing to medicine when she restricted 

nursing services to be carried out only when medically prescribed, thus 

making nursing an occupation which was defined by its role as assistant to 

medicine (Porter 1995; Salvage 1987; Kitching 1993).

Mrs Bedford-Fenwick valued the good influence of Christian principles in the 

hospital wards, but her strongest motive was to establish nursing as a self

regulating profession. Nightingale opposed Bedford-Fenwick’s campaign for 

registration because she believed that the primary importance it gave to
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educational qualifications and the emphasis it placed upon recognition and 

status undermined the essence of nursing as a Christian vocation. In the 

apprenticeship style of education championed by Nightingale, it was deemed 

that women as ‘natural nurses’ did not require education prior to working in 

hospitals under the supervision of male physicians (Palmer, 1983).

Bradshaw (1995) criticises contemporary nursing historians for neglecting the 

fundamentally important influence that Nightingale’s spiritual motivation had 

on nursing. In addition, she suggests that the holistic function of the Christian 

approach to caring and healing, promoted by Nightingale, has been largely 

overlooked. Modern historians (such as Davies, 1980; Baly, 1980, 1995; 

Dingwall et al, 1988) have been more inclined to highlight the battle for 

registration and formal professional status, presenting it as a struggle to free 

nurses from an oppressive religious ideology that kept women in a 

subservient, self-effacing roles. Binnie and Titchen (1998) argue that a 

balanced reading of both perspectives might suggest that, in fact, there was 

a light and dark side to both the vocational and professionalising traditions 

and that the style of practice that became established by the middle of this 

century was a product of each accommodating the other, in varying aspects 

of nursing life, with varying degrees of success.

Thus, the two traditions can be seen as leaving both helpful and 

handicapping legacies. From Miss Nightingale, nursing inherited its 

commitment to humane, holistic caring, an ethos which has continued to 

inspire and motivate individual nurses. But it carried with it the discipline, 

obedience and self-denial of the religious life, which, when translated into the 

secular world, inhibited the development of a strong, assertive, professional 

practice, with its own distinct identity. Mrs Bedford-Fenwick’s campaign 

resulted in British nurses being the first in the world to achieve legal 

professional status and it established a professional structure with a level of 

independence, in areas such as educational control and conduct and 

disciplinary matters. However, in trying to establish a proper education for 

nurses, Mrs Bedford-Fenwick shifted the focus of nursing away from the 

spiritual towards the scientific and, as ‘scientific’ in hospitals at that time
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referred to medical science, nursing education became more focused upon 

disease and treatment, rather than care of the suffering person (Binnie & 

Titchen, 1998).

2.2.1.2 Social context
Placing modern nursing in a social context, Dingwall (1979) suggests that 

much of Nightingale’s success was due to a receptive social climate in her 

time where there was a lack of involvement in the care of the sick by any 

religious orders. Nightingale’s opportunity was assisted by a demographic 

imbalance which had a reserve of unmarried middle-class women, a sizable 

group with the required education and moral character, regarded by society 

as reliable and trustworthy, and for whom there were scant other socially 

acceptable occupations (Dingwall 1979).

Nightingale conceived her hospital structure as an extension of the 

successful Victorian household, where upper-middle-class male doctors were 

in charge of upper-middle-class female nurses, who in turn were in charge of 

lower class female domestics (Salvage 1987). As a result, modern nursing is 

a product of Victorian social norms and values (Dingwall, 1979; Salvage 

1987), where the subservient role of nursing to medicine was ensured by the 

patriarch, who ensured that nursing was restricted to women (Dingwall 1979; 

Salvage 1987). This subservience of nursing was firmly rooted, and until 

recently, through the nursing socialisation process, student nurses learned by 

example to pay homage to the superiority of medical knowledge and medical 

behaviour (Cheng, 1990).

Florence Nightingale’s decision to model professional nursing on the 

Victorian household was strategic, but also accorded with the prevailing 

social order. The doctor/husband/father was wise, firm yet kindly; the 

nurse/wife/mother stayed in the background, dutiful, keeping order among 

the servants and ever watchful of her husband’s needs; and the patient / 

child was obedient, respectful and in awe of father. Many vestiges of this 
Victorian dispensation remain (Davies, 1999).
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2.2.1.3 The role of matron -  a century of autocratic leadership

Nightingale exercised power autocratically and promoted her model of 

leadership through the role of the matron. The matron developed during this 

time as an autocratic figure, set apart from the rank and file of the working 

nurses. Indeed, Nightingale called her nurse managers ‘Specials’, and they 

were, like their counterpart leaders in the military, drawn from the higher 

social classes of the time and treated differently in terms of education and 

reward systems (Woodham-Smith 1951).

These administrative positions offered an advancing scale of remuneration, 

an assured position and considerable social and professional prestige 

(Klakovich, 1994). The autocratic matron exercised control rather than 

leadership and perpetuated the ‘good woman-good nurse’ syndrome with 

military precision and regulation (Roberts 1983).

Fraser-Gamble claims that the autocratic matron led nursing services clearly 

and unambiguously until the 1960s (cited in Davidson and Cole, 1991). She 

also feels that the loss of the matron as the head of the service was a 

significant factor in nursing’s later leadership problems. However, Robinson 

(1991) claims that the matron was only able to exercise authority because 

she had the support of the medical staff, and therefore her power base was 

borrowed from the medical power base rather than arising out of genuine 

nursing knowledge and contribution. In reality the matron’s authority was 

more symbolic than functional, and the power and control was mainly over 

other women within the context of a male-dominated hierarchical healthcare 

system. The medical paternity allowed matrons to exercise this power and 

control as this ensured that medical orders would be carried out with military 

precision (Kitching, 1993). Accordingly, the power of the matron was 

autocratic and oppressive and did little to serve the needs of the profession in 

a developmental way (Robinson, 1991; Davidson and Cole, 1991).This is 
illustrated in the following quotations:

‘[A nurse] must begin her work with the idea firmly implanted in
her mind that she is only the instrument by whom the doctor gets
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his instructions carried out; she occupies no independent position 

in the treatment of the sick person.' (McGregor-Robertson, 1902)

‘No matter how gifted she may be, she will never become a 

reliable nurse until she can obey without question. The first and 
most helpful criticism I ever received from a doctor was when he 
told me I was supposed to be simply an intelligent machine for 
the purpose of carrying out his orders.' (Dock, 1917)

2.2.1.4 Summary of the 19,h century
Modern nursing emanates from the early nineteenth century, a time when 

women positioned themselves as the guardians of morality and considered 

that men were to be controlled but at the same time obeyed (Phillips, 2003). 

It is from this position that nursing as a female profession took its direction in 

relation to the predominantly male profession of medicine (Ohlen and 

Segesten, 1998). Nursing values were steeped in the concepts of altruism, 

morality and obedience; and the doctor-nurse-patient relationship was 

symbolised as the institutional family: male-female-child, where the male 

(doctor) was the patriarch figure who had to be obeyed. The power base 

(authority) of the matron was borrowed from the power base of medicine 

rather than arising out of genuine nursing knowledge and contribution; and 

the leadership style of the matron was autocratic and oppressive which did 

little to serve the needs of the profession in a developmental way.

The picture emerges of nursing as an occupation tied to its historical position 

as a subordinate group within healthcare. Developing from informal, home or 

church based roots in a hierarchical society; recruited as obedient servants 

by medicine, one of the most powerful and exclusive professions; dependent 

on cost-conscious employers for pay, conditions and access to education: it 

is not surprising that nurses have struggled to improve their lot.
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2.2.2 Nursing: role within the NHS (20th century)
Nursing carried this history, with its undercurrents of altruistic service, 

medical dominance and formal hierarchy, into the National Health Service 

(NHS) in 1948. At this time matrons were responsible for the organisation 

and administration of the nursing service as a whole and of the schools of 

nursing (Allan & Jolley, 1982). They supervised all the nursing care provided 

on their wards and were responsible for clinical teaching and supervision of 

nursing students assigned to their area. The military and religious origins of 

health care institutions had resulted in rigid hierarchical structures and rigid 

leadership style (Reverby, 1987). Power remained firmly in the hands of the 

medical profession and relatively little changed in the next few decades.

It is argued that many issues that affected the development of nursing 

leadership stem from medical authority over nursing and the ensuing doctor- 

nurse relationship, which had the potential to affect the quality of patient care 

not only in a positive way, but also negatively. For example, Hofling et al 

(1966) arranged for 22 student nurses working in clinical areas to receive 

phone calls from the ward doctor requesting them to give tablets to a patient. 

Not only was prescription over the telephone against hospital rules but twice 

the maximum daily dose (as stated on the drug packaging) was ordered. 21 

of the student nurses had to be prevented from giving the tablets, even 

though 11 of them later said that they knew the dosage was wrong. 

Meanwhile 21 of their colleagues not involved in the study stated that in 

similar circumstances they would not give the drug. These student nurses 

were prepared to obey medical authority against their better judgement and 

hospital policy. More experienced nurses appear to circumvent medical 

authority for the benefit of the patient by playing what Stein (1967) described 
as “the doctor-nurse-game”.

The game arises from the different socialisation of doctors and nurses. 

Doctors are very aware of the serious consequences of making mistakes: 

they deal with this by counter-phobic measures, assuming omniscient 

pretensions that cover their fear of failure. Nurses feed into this denial by not 

openly challenging the doctors’ omnipotence (Fagin and Garelick, 2004).

35



Nurses learn to offer advice in such a way (cryptically, non-verbally) that the 

decision appears to have come from the doctor. Both parties benefit by 

avoiding conflict, nurses feel good about offering wise advice, and doctors 

are able to tap into the nurses’ knowledge whilst preserving a self-concept of 

omniscience. Arguably, the patient is disadvantaged by inadequate 

communication between key personnel responsible for their care.

Historically, becoming a good nurse has been equated with the fulfilment of 

the doctors' wishes and instructions and, by playing the game nurses appear 

to do just that. Failure to play the game resulted in loss of career prospects 

(Fagin & Garelick, 2004).

However, during the later decades of the 20th century a range of influences 

brought about a shift in paradigm towards a management model for health 

care delivery which had consequences for the doctor-nurse relationship and 

significantly recognised the need for the development of nursing leadership. 

Additionally, the movement of nurse education into the universities and the 

push to gain professional status challenged the pattern of the doctor-nurse 

relationship and had an effect on the development of nursing leadership.

2.2.2.1 Salmon Report (1966)

During the early 1960’s, nursing was experiencing great difficulty in recruiting 

to the profession, and new approaches to retaining nurses in the service had 

to be considered. Dissatisfaction within and outside nursing with the 

recruitment and performance of nurse managers led the Minister of Health to 

set up a Committee on Senior Nursing Staff, chaired by Brian Salmon. The 

committee examined the preparation and role of senior nurses, seeking to 

provide clinical, managerial and educational career paths. The committee 

reported in 1966 (Ministry of Health and Scottish Home and Health 

Departments, 1966), recommending that ward sisters be supported by 

clinical specialists called nursing officers, and that nurses be represented at 

every level of management in the NHS. To achieve this, various types of 

training were suggested to prepare senior nurses for new roles and 

responsibilities. These changes meant the abandonment of the hospital
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matron as its lynchpin but, for the first time, nurses were given the 

hierarchical structure through which they could manage themselves apart 

from the medical function (Tilley and Tilley, 1999). The Salmon Report had 

recommended considerable training for nurses entering new senior roles but 

the report was implemented hastily, with no resources for training, no funding 

for staff to replace those who moved, and a salary structure which left the 

nurses still the poor relation on the management teams. Consequently many 

floundered in their new jobs and the nursing officers never developed as 

clinical experts. There was considerable opposition from doctors who 

resented the power of the new nurse managers over ‘their’ ward sisters and 

from sisters who resisted interference in ‘their’ wards. Clinical nurses had, on 

the whole, little or no contact with the more senior levels and questioned their 

credibility from the start, although their rank and positional authority over 

nursing appeared to be maintained. Consequently, many nursing officers 

became alienated from practice, reinforcing the already growing gap between 

management and practice (Jones et al 1981).

Nevertheless, by the 1974 reorganisation of the NHS many nurse managers 

were well placed and sufficiently experienced to be able to grasp the 

opportunities opening to them. The reorganisation introduced consensus 

management at all levels of the organisation. The management team 

consisted of a nurse, a doctor, a finance officer and an administrator, each 

managing their own staff and budget, operating as equals and making 

decisions by agreement. The large numbers of nurses translated into a large 

budget, allowing senior nurses to establish a power base within the 

management team. Baly (1995) comments:

“It was perhaps inevitable, and certainty not unique to 

nursing, that some exercised their power wisely and well and 

others did not; those who did not provided ammunition for 

future use by others who still saw nursing as a subordinate 

occupation and resented the power it was now acquiring. ”
(Baly, 1995, p. 287)
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2.2.2.2 Griffiths Report (1983)
This ammunition was used to devastating effect with the introduction of 

general management. In the early 1980s, the government asked Roy 

Griffiths, best known at the time for his association with the food retailing 

giant Sainsbury’s, to review the way in which the NHS was managed. The 

resulting NHS Management Enquiry report (DHSS, 1983) was critical of 

unwieldy management structures, the lack of leadership and the 

procrastinating consensus management that had developed in the NHS. In 

simple terms, Griffiths’ proposals included the introduction of simpler, flatter 

management structures, the devolvement of management responsibility to 

the lowest feasible level in the organisation, and a much more clearly defined 

upward accountability to general managers. Nursing functional hierarchies of 

management (in which nurses were managed by nurses) were stripped out at 

a stroke.

The devolution of service management to clinical teams, rather than 

functional hierarchies, was a central strand in the organisation of acute 

hospital trusts. The directorate system was potentially a threat to the values 

embedded in the nursing structures, but also presented opportunities. The 

directorate model was operationalised through doctor and senior nurse who 

managed the directorate supported by a business manager or administrator. 

Advantages and opportunities for nurses were created through this model; for 

example, for the first time, senior nurses had formal working relationships 

with doctors outside the clinical arena and were supported by business 

managers.

Nonetheless, the decentralisation process of the Griffiths reforms that 

destroyed many of the existing ranks and roles in nursing also gave rise to 

further marginalisation of nursing. Because nurses had come to rely upon the 

security of functional management positions - that is, nurses managing 

nurses -  they were ill equipped politically to compete against general 

managers for jobs. It quickly became clear that their voice in the new 

structures was much weaker, and they were in real danger of being 
completely marginalised.
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The Royal College of Nursing (RCN) protested but most nurses were 

strangely silent as a significant part of their career structure disappeared, 

along with the major part of their influence on the organisation and their 

autonomy within it. O’Halloran (1998) suggests a number of reasons why 

this could have happened. Firstly, the power nurse managers had within the 

organisation was largely bureaucratic, and it is in the nature of bureaucracy 

that functions are of greater importance than the person who fulfils them. 

Secondly, nurse managers had been forced by their administrative duties to 

leave their clinical skills behind, whilst clinical nurses, schooled as they were 

in the medical model, identified with their medical colleagues, often seeing 

nursing management as irrelevant or restrictive. O’Halloran (1998) argues to 

a certain extent this was true: senior nurses, ill prepared as many of them 

were for management, had too often reacted by emphasising petty details 

and avoiding, even stifling, change and development. This had resulted in 

many nurses breathing a sigh of relief when they disappeared and they were 

not inclined to ask for them back. He also highlights that there were 

honourable exceptions to this picture and prejudice against nurses meant 

that nurse managers were criticised for behaviour that administrators and 

doctors got away with. Finally, O’Halloran (1998) asserts that nurse 

managers, as nurses, had a weak power base in the NHS and little hold on 

the public imagination compared to consultants, who had tremendous 

personal and collegial power by virtue of their position as clinical experts, 

both in the NHS and in the public mind, regardless of their particular place in 

the management structure. Therefore, any reorganisation must take this into 

account and so allow doctors to retain a place of major influence. This was 
not so for senior nurses.

The introduction of general management dealt a body blow to nurse 

managers, taking away their control of the nursing budget and excluding 

them from policy making. However, it appeared to be the catalyst for the 

development of nursing and in particular in the development of leadership in 
nursing.
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2.2.2.3 Recognition of the need to develop nursing leadership
In January 1986 the Royal College of Nursing launched a campaign against 

general management reflecting the attack on standards of patient care and 

the professional opportunities that nurses felt they had foregone as a result of 

the Griffiths reforms. Nurses appeared to be demoralised and demotivated, 

and the cycle described by Burns (1978), of lack of motivation leading to lack 

of resources leading to lack of power, began to demonstrate itself. This 

negative cycle seemed to be the dominant and even destructive ethos that 

pervaded nursing in the 1980s and early 1990s.

It is not too difficult to see how these political and structural changes caused 

long-term problems for nurses. After the Griffiths reorganisations, when the 

impact of the lack of nurses at an influential level in the service began to be 

felt, it began to be more widely recognised that there was an urgent need to 

develop nurses for leadership positions in NHS.

From the middle of the 1980s, nursing began to look seriously at the notion of 

leadership within the profession. Although general management had offered 

new structures, giving nurses new opportunities to exercise leadership within 

the profession, it also highlighted the apparent lack of nursing leadership. 

The introduction of Trust boards, requiring a nurse director to sit on the 

board, drew attention to the need for nurses to be prepared for executive 

level working and to the gaps in career pathways and preparation processes 

that sometimes made these posts difficult to fill.

An attempt was made to try to increase the general profession’s interest in 

the nature of and need for leadership in nursing by the publication of the 

Department of Health’s A Strategy for Nursing (DH, 1989). This document 

contained a whole section on leadership and management, proposing seven 
action targets. The Strategy defined leadership as:

“Setting the pace and direction for change, facilitating innovative 
practice, ensuring that policy is up to date, that professional
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standards are set in relation to care and that a comprehensive 
service is developed over time. ’’

(DH, 1989, p.6)

The Strategy came in for fierce criticism. Salvage (1989) felt that the 

definition offered was simply a competency checklist and failed to take 

account of the more motivational factors of leadership. She also believed that 

this document did not recognise the difference between management and 

leadership. Salvage believed that nursing appeared to be unable to find 

effective leaders and that the Griffiths Report had highlighted this.

For many years, senior nurses had been exerting tight control over the mass 

of the workforce, largely by the power of their position. There had been few 

opportunities for nurses to develop leadership styles other than those related 

to the traditional power of position and rank, and ‘command and control’ style 

and the Strategy in many ways appeared to reinforce this. However, in spite 

of the criticism, the Strategy was a part of the process of nurses trying to 

explore the nature of leadership as it related to their own profession and of 

their beginning to be more constructive about developing leadership within 

the profession, rather than simply bemoaning its lack.

2.2.2.4 Nurse education and professionalism

The 1970s brought about a review of nurse education. The Briggs Committee 

was set up in 1970, under the chairmanship of University of Leeds history 

academic Professor Asa Briggs to consider the quality and nature of nurse 

training and the place of nursing in the NHS. Reporting to the then Labour 

government in 1972 (DHSS, 1972), it recommended a number of changes to 

professional nurse education, including the introduction of separate boards in 

each of the four UK countries with a specific responsibility for education. It 

also proposed a two-tier training course leading to two grades of nurse, the 

enrolled and registered nurse. The report also recommended the 

replacement with the regulatory structure (at the time, nine separate bodies 

regulated healthcare across the UK) with a unified council. A modified 

version of these proposals formed the basis of the Nurses, Midwives and
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Health Visitors Act (House of Commons, 1979), which resulted in the creation 

of the United Kingdom Central Council for Nursing, Midwifery and Health 

Visiting.

The United Kingdom Central Council (UKCC), the forerunner of the current 

Nursing and Midwifery Council (NMC), was a major driving force behind the 

development of nursing in the 1980s and 1990s, most notably in relation to 

educational credentials. In 1987, it published its final proposals for the 

‘Project 2000’ reforms of education (UKCC, 1987) which proposed that the 

two-tier training should be abandoned, and replaced by a single level, that of 

the registered nurse. Training for work at this level would consist of an 18 

month common foundation programme, followed by a further 18 months of 

specialist training. The aim of the reforms was to enable nurses to become 

‘knowledgeable doers’. This led to the integration of nursing education with 

the university sector in the 1990s and nurses completing their training with 

either a diploma or a degree.

Project 2000 was based on nursing’s unique caring function. It aimed to 

assert the occupation’s autonomy and distinctiveness from medicine through 

the developing of nursing models (Robinson, 1991). These models provided 

a framework to enable ‘holistic’ treatment, not treatment solely focused on 

discrete symptoms of disease (Robinson, 1991; Kitson, 1995). Nurses were 

encouraged to establish a close psycho-social therapeutic or ‘caring’ 

relationship with their patients and to use a systematic problem solving 

approach to care basing their practice on models devised for nursing 

(Pearson, 1989; Davies, 1996).

As a consequence of this radical reform in education nursing had moved 

from a system based on inspection and checking, usually undertaken by the 

traditional ward sister, to one where registered nurses are individually 

accountable for their professional practice. This shift was enshrined in the 

new legislation surrounding the United Kingdom Central Council and the new 

educational curriculum (Project 2000). A specific outcome for the individual 

nurse was that they could no longer be passive in their approach to dealing
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with patients or doctors. For example, in administering medicines, it became 

the nurse’s duty to be knowledgeable and assertive enough to employ their 

professional judgement rather than merely performing the task in strict 

compliance with a doctor’s written prescription (UKCC, 2000). Moreover, the 

UKCC document Scope of Professional Practice (UKCC, 1992) freed nurses 

to explore new roles and skills as long as they were competent to carry them 

out.

Since the late 1980s there has been a proliferation of post-basic courses and 

much greater access to higher education. Indeed, all nurses now complete 

their training with a diploma, many with a degree, and increasing numbers 

are gaining higher degrees. Nursing research is still under-resourced and 

under-funded but is beginning to address itself more systematically to 

practice issues, with greater numbers of peer-reviewed articles, and attempts 

to evaluate and summarise the evidence for nursing interventions. 

Increasingly educational paths are being developed for nurses wishing to 

advance their practice. Journals are published for particular clinical areas, as 

nurses specialise in the care of particular client groups. As health care has 

become more complex nurses have specialised in various areas of practice, 

gaining the knowledge and skills to serve their patients. Many nurses now 

have greater knowledge of their client group than do doctors, certainly the 

more junior doctors who work temporarily in specialist areas to gain 

experience. Furthermore, delegation of tasks such as administration of 

intravenous drugs and phlebotomy, from doctors to nurses, has been 

occurring since the early 1990s. This was viewed as an opportunity for 

nurses to increase their occupation’s status; coincidently, these changes 

came about at the same time as a gradual reduction in junior doctors’ hours 

in line with European Working Time Directive (EC Council Directive, 
93/104/EC).

Nevertheless, nurses have made considerable advances in their professional 

standing, supported by extensive university training, expansion of skills and a 

gradual taking over of responsibilities that used to be in the purview of 

medical practice. As a result professional boundaries have become formally
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blurred, which has had an affect on the balance of power and authority 

between doctors and nurses.

Stein et al (1990) revisited the “doctor-nurse game" and found nurses less 

willing to play their part in the game, more inclined to openly offer their views, 

and attaching more value to the nursing role as such, rather than seeing 

themselves primarily as doctor’s assistants. Overall, Stein et al (1990) felt 

that doctor-nurse relationships had improved. Porter (1995) carried out 

research into doctor-nurse relationships in a hospital in Northern Ireland in 

the early 1990s. He worked as a participant observer in an intensive care 

unit, and interviewed nurses from medical and surgical wards, and from a 

nursing development unit for rehabilitating older people. He found only 

intermittent use of the doctor-nurse game:

“...nurses were frequently observed to make informal suggestions 
about care to doctors, and were on occasion prepared to stand 
their ground in the face of medical disagreement. Informal overt 
decision making was a widely practised nursing strategy, used with 
differing degrees of assertiveness, depending on the situation and 
the status of the nurse and doctor involved. ”

(Porter, 1995, p.183)

The word “informal” is significant, because formal authority remains with the 

doctor. Porter acknowledges:

“...while decision making may now be done in the open, with 
nurses feeling it is their right to participate, both sides are also 
well aware that, in the last instance, the balance of power remains 
firmly in the hands of doctors"

(Porter, 1995, p. 93)

Whilst some doctors have been happy to relinquish some of their tasks to 

nursing (Radcliffe, 2000), there seems to be a distinction between nurses 

performing an extended technical role and nurses performing an enhanced 

caring/curative role (Murphy, 1996). Witz's (1994) account of the varying
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fortunes of Nursing Development Units (NDUs) illustrates this point. An 

Oxford NDU lasted just three years before closing, its closure being due in 

part to medical staff refusing to refer patients, being reluctant to provide 

emergency cover and claiming it to be unsafe. By contrast a Worthing NDU 

had the support of medical staff and was considered quite successful. 

However, whilst the nurses in Oxford had complete control over running the 

unit, effectively substituting the doctor-patient relationship, the nurses in 

Worthing NDU provided a supplementary service through their technical role 

extensions performing many of the tasks previously undertaken by junior 

doctors (Witz, 1994). The NDU programme aimed to demonstrate how ‘new 

nursing’ could transform patients’ experiences of care. Classically, in terms of 

change management, it had all the right ingredients; strong charismatic 

leaders in the units, committed staff, and a set of explicit values that guided 

the shift in culture. Nonetheless, what the NDU movement also demonstrated 

was how difficult it was to transform the culture of one professional group 

without engaging other groups, particularly those with the most power and 
control.

Saks (2009) points out in the quotation below that the current leadership 

challenge is how best all health care professions can serve the public, not 

only to protect patients who may be put at risk from diverted energies and 

poor communication, but also to protect the underpinning principles of a 

profession -  a mode of work that provides a service for the public good.

‘‘For all health professional groups including the still dominant 
medical profession, the leadership challenges in health care 
centrally include how the members can be persuaded to 
consistently serve the public good in practice where this may 
involve putting the public interest before their own professional 
interests. ”

(Saks, 2009, p69)
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2.2.2.5 Reform and modernisation of the NHS: focus on quality
and leadership

During the late 1990s the new Labour Government was concerned that the 

NHS had been dominated by the needs of professionals for too long which 

had inhibited patient centred care where the patient has a major say in 

decisions about the care he or she receives. Moreover, there existed a 

pressing political imperative to stop the recent scandals of professional 

neglect, incompetence and misconduct (Allitt Inquiry,1994; Bristol Inquiry, 

2001; Alder Hay Inquiry, 2001; Shipman Inquiry, 2002) Concerns were also 

raised that the fundamentals of nursing such as safety, dignity, hygiene, 

nutrition and hydration were being overlooked (DH, 2001 [b]). There was a 

growing loss of trust and confidence by the public in the health professions to 

provide safe and effective care. Government had to be seen to improve 

standards of patient care generally and to overcome unacceptable variations 

in efficiency, access and outcomes of care from place to place. The 

introduction of clinical governance signalled the Government’s intention to 

place quality at the heart of NHS reforms by placing pressure on providers to 

improve the quality of care for patients.

Additionally, the Government’s aspiration is that the NHS becomes patient- 

led. This requires “a change In culture where everything is measured by its 

impact on patients and benefits to people’s health. Becoming patient-led 

means thinking about the whole person and being as much concerned with 

health promotion and prevention as dealing with sickness and injury" (DH, 

2005, p5). This suggests support for a holistic approach to care delivery by 

the Government -  reflecting the underpinning principles of pre and post 

nursing registration courses.

Henceforth, a process of reform and modernisation was initiated based on 

the ideology of patient-centred services designed around the needs and 

aspirations of patients. Notably, the importance of effective leadership was 

recognised as key to delivering this radical reform and modernisation 

programme. Specifically, the NHS Plan (DH, 2000) places significant 

emphasis on leadership as a major vehicle for change and identifies the
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importance of leaders who have the ability to work with others across 

professional and organisational boundaries. Nurses and midwives are 

required to respond to the plan with a focus on the fundamentals of care, 

achieved through strong leadership, innovative ways of working, and actively 

involving patients in their care.

The Making a Difference (DH, 1999[a]) document established the 

Government’s plan to strengthen leadership within nursing, and described 

nurses, midwives and health visitors as "crucial to the Government’s plans to 

modernise the NHS and to improve the public's health" (DH, 1999[a], p.4). 

The modernisation programme indicated that what was required was a new 

kind of clinical leader, "who can establish direction and purpose, inspire, 

motivate and empower teams around common goals and produce real 

improvements in clinical practice, quality and services" (DH, 1999[a], p.52). 

As such the demand for leadership and specifically clinical leadership has 

never been stronger (Chevannes, 2000; Lett, 2002).The leadership approach 

advocated is transformational leadership -  where leaders work to enable 

others to change and cope with change. Arguably, it is through this type of 

leadership that the desired culture that will produce real improvements in 

clinical practice, quality and services wiil become a reality.

2.2.2.6 The ward sister: central to the delivery of quality patient care

Developing the leadership role of the ward sister is a central component in 

the effort to achieving high quality, safe, effective, patient centred care. This 

is because the ward sister role is:

■ the frontline management role of the largest group of NHS staff

• the interface between health care management and actual clinical care 
delivery

■ unique in that it combines responsibility for the daily delivery of care and 

the physical environment in which care is delivered, with managerial 

responsibility of those who deliver the care (the nursing team) and 

responsibility for those who receive that care (the patients).
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The ward sister role is therefore ideally situated in the hospital system 

because it is at the centre of the patient experience and can oversee and co

ordinate the different dimensions of service provision to patients.

However, this is not a new revelation as the importance of the ward sister 

role for quality standards of nursing and patient care has been known for 

years. In 1972, the Briggs report (DIHSS, 1972) singled out the ward sister 

role for particular mention: “The key figure in the ward team is, and will 

continue to be, the ward sister” (p42). Twenty years later, in 1992, a report by 

the Audit Commission (1992) stressed: “The ward sister holds the key to the 

ward: her management style determines the ethos and the direction of the 

ward and its response to change” (p51). More recently, in 2009, the Chief 

Executive and General Secretary of the Royal College of Nursing asserts:

“Ward sisters and charge nurses have many roles, but their responsibility is 

clear -  to oversee patient care on a ward” (RCN, 2009, p2).

Ward sisters have always been held responsible for the quality of nursing 

care provided by staff that they manage, but with the advent of clinical 

governance ward sisters are being held accountable for the quality of nursing 

care more so than ever before. Transformational leadership is advocated as 

the contemporary leadership style that will contribute to better patient care 

yet surprisingly little is known about the relationship between the leadership 

style of the ward sister and the quality of nursing care delivered by staff that 

they manage. Determining if there is a link between the leadership style of 

the ward sister and quality nursing care will contribute to building a better 

understanding of the most effective ways to invest in leadership development 
for quality improvement.
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Chapter Two Section Three

Role of the ward sister

The focus of this study is the leadership style of the ward sister as a possible 

determinant of the quality of nursing care. Therefore it is important to 

describe the ward sister role and assess the influence of the role on nursing 

care and the degree to which different leadership approaches might be 

expected to have an impact. This section explores the role of the ward sister 

from a historical perspective as it applies especially to the United Kingdom 

and reviews seminal research studies which were carried out in the 1980s.

2.3.1 Ward sister role: central to nursing

“The ward sister remains the key nurse in negotiating the 
care of the patient because she is the only person in the 
nursing structure who actually and symbolically represents 
continuity of care to the patient. She is also the only nurse 
who has direct managerial responsibilities for both patients 
and nurses. It is this combination of continuity in a patient 
area together with direct authority in relation to patients and 
nurses which makes the role unique and so important to 
nursing"

(Pembrey, 1980, p.85)

This quotation from seminal research undertaken by Susan Pembrey, The 

Ward Sister -  Key to Nursing (Pembrey, 1980), still resonates with the 

contemporary ward sister role in the United Kingdom and conveys the very 

essence of why the role is so important for nursing, for patients and for health 

care. Ward sisters are the front line managers of the largest group of staff in 

the NHS, and the interface between health care management and clinical 

care delivery. The role combines managerial responsibility for the daily 

delivery of care with managerial responsibility of those who deliver that care 

(the nursing team) and responsibility for those who receive the care (the 

patients). The ward sister role is therefore uniquely placed in the hospital
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system because it is, quite literally, at the centre of, and able to oversee, 

these different dimensions of service provision.

However, this statement is neither new nor a revelation. The ward sister role 

in the UK has long been recognised as the pivotal role in hospital ward life. It 

is the ward sister who has the key influence upon the style and quality of 

nursing care in the ward (Pembrey, 1980) and it has been shown that 

patients consider the sister to be responsible for the ward atmosphere, which 

they believe has a direct effect on their well-being (McGhee, 1961). The 

attitudes and behaviour of the ward sister have also been identified as the 

main determinants of the quality of a ward as a learning environment (Orton, 

1981; Ogier, 1982; Fretwell, 1982).

2.3.1.1 Expectations of the ward sister role
There have been various attempts over the years to clarify the expectations 

of the ward sister role. The literature suggests there are three key 

components: clinical nursing expert, manager and leader of the ward staff 

team and the ward environment; and educator (of nursing and nurses, other 

health care professionals, patients and carers).

Recently, the RCN undertook an investigation of the contemporary context of 

the ward sister role in the UK, including the experiences of the modern day 

ward sister, in order to ensure the role has remained fit for purpose (RCN, 

2009). The investigation took the form of six facilitated focus groups of ward 

sisters from different types of hospital trusts across England, drawn from 

mental health, child and adult ward settings. Approximately, 90 ward sisters 

took part. The findings and preliminary conclusions were subsequently 

discussed and validated with two further groups of ward sisters, and seven 

nurse directors, none of whom had been involved in the focus group 
discussions (RCN, 2009).

All participants highlighted role complexity as a challenge but there was 

agreement that the ward sister’s main purpose was "to lead nursing to deliver
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safe, quality care to patients at all times” (RCN, 2009, p.13). The following 

themes emerged as key skills, competencies and capabilities of the role:

“A leader of people and care: team builder; problem solver; facilitator; 
multi-tasker; quality and standards setter; a co-ordinator; an advocate; 
ability to stand up and be accountable 24 hours a day, seven days a 
week; be a role model; an influencer; a motivator and inspirer; an 
effective communicator; good interpersonal skills, including confidence; 
ability to set goals and lead team to achieve these; context reader.
A manager of staff and the care environment: finances and resources; 
an investigator; a mediator; ability to set personal and team 
boundaries; delegation.
An educator: a mentor; supervisor; motivator; staff developer; a 
graduate; nursing policy and practice awareness.
A nursing and clinical expert: clinical and care risk assessment; 
interface the clinical with the managerial; interface the generalist and 
the specialist; demonstrate care and caring.
A researcher: auditor and enact service improvement; IT skills"

(RCN, 2009, p. 15)

The report findings highlight that all focus groups were able to supply lists of 

the skills, competencies and capabilities needed to undertake the ward sister 

role. However, most found it very hard to define these in precise terms, which 

reflects the lack of clarity of agreement around the role, different expectations 

they and others had for the role, and that they had rarely been questioned or 

required to think about these. Furtnermore, the report highlights that work 

urgently needs to be done to strengthen and support the role for the delivery 
of high quality nursing (RCN, 2009).

2.3.1.2 Role conflict and role pressures

The broad scope of the ward sister role has led to some issues and 

challenges over the past fifty years and the literature makes frequent 

reference to the role conflict and role pressures. Goddard (1953) notes the 

tension within the ward sister role of being a hands-on nurse and clinical 

expert whilst also a leader and manager of the care environment. This was
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echoed in Redfern’s study of 134 ward sisters, which found 75 per cent were 

experiencing moderate to high levels of role conflict and job-related stress 

(Redfern, 1981). Fourteen years later, a study by Bowles (1995) reported role 

conflict related to a contrast in the perceptions of the ward sister role: doctors 

perceived it primarily as a clinical expert and clinical leader role, while health 

care managers perceive it primarily as a staff management role. Yet again, 

Allen (2001) described the growing complexity of the ward sister role and 

identified multiple sources of stress, including:

■ feelings of loss of control over their role and responsibilities

■ multiple responsibilities and demands on their time

■ unclear lines of management and accountability, compounded by loss of 

traditional professional lines

■ poor organisational support, particularly in relation to clerical and 

administrative assistance

■ the pressure of meeting unrealistic management imperatives

■ matters of ‘bad housekeeping’ which were beyond the power of ward 

sisters to remedy

■ lack of time to address staffing problems caused by shortages of 

permanent staff

■ poor teamwork with medical and other staff

■ lack of time to deal with patients and relatives.

These findings add support to the urgent review of the ward sister role. 

Indeed, ward sisters who took part in the RCN study (2009) highlighted the 

need to clarify and redefine the role because it is currently too broad. 

Furthermore, they argue that the fluidity of the role brings the risk of addition 

of further work. In particular, they highlighted that management was one of 

the key areas of role conflict and pressure. Ward sisters viewed their 

management work as one component of their role alongside clinical 

expertise, leadership and teaching, but perceived health care managers to 

view them primarily as managers of staff and ward resources. This view was 

reflected in their unanimous rejection of the title ‘ward manager’. All ward 
sisters who took part in the focus groups wanted a title that identified them as 
the lead nurse in charge of the ward.
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The relatively recent title change from ‘ward sister’ to ‘ward manager’ reflects 

the shift in emphasis towards general management. Ball (1998) charts the 

policy drivers that led to the change, which include the Griffiths report that led 

the way for general rather than clinical management of health care. However, 

the title change and its implications were not without criticism, or indeed 

opposition, from the nursing profession. For example, Lewis (1990) 

expressed concern because he believed the title ‘ward manager’ implied a 

loss of professional role. Roberts (1993) also criticised the change which she 

describe as veering towards middle management.

Research by Brunei University (Kinston, 1987) concurs and states that in 

order to achieve high standards of quality care the primary responsibility and 

focus of the ward sister role must be to lead nursing and nursing care, rather 

than to undertake broader managerial and administrative functions. A study 

by MacLeod (1994) adds further weight to this and states that the critical 

caring and compassion aspects central to nursing practice demand a clinical 

leadership role that can be frequently overlooked and taken for granted in 

favour of a broader management role.

Ball (1998) raises the whole issue of evidence in relation to a more 

managerial function for ward sisters in terms of whether greater management 

authority has actually been devolved to the ward sister role in reality. She 

concludes there is little evidence on both counts; for example, little evidence 

that ward sisters across England have direct control of their ward budgets. 

Yassin’s (1996) admittedly small study of 15 ward sisters found that while 

ward sisters were made to feel accountable for the ward budget, in practice, 

their decisions had to be scrutinised and agreed by their line manager. 

Menzies Lyth’s (1988) much larger survey of 200 ward sisters reached the 

same conclusion, stating that although the ward sisters had large workloads 

with increased responsibilities for management and teaching, they lacked the 

autonomy, authority and power over resources to carry through a role as 

manager. East and Robertson’s (1994) study of ward sisters concurs and 

reports wards sisters stated they had little control over the key issues
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necessary to manage their wards effectively, including the inability to 

influence appropriate ward staffing levels for patient safety.

In theory, ward sisters hold responsibility for the management of the ward 

and ward staff. However, many ward sisters stated they did not actually have 

the commensurate authority to effectively carry that out. So, in effect, they 

were being held responsible for ward management issues that they could not 

control, because the responsibility had not been fully devolved to them. The 

ward sister role has therefore been put into something of a management 

conundrum, with responsibilities for management that ward sisters do not 

have the authority or control to fulfil.

A similar conundrum may also apply to the ward sister fulfilling the role of a 

transformational leader. In the USA, McGuire and Kennedy (2006) suggest 

that the work environment itself may affect the nurse manager’s ability to fully 

exercise transformational leadership behaviours in actual practice as 

hospitals tend to be bureaucratic organisations and transformational 

leadership may not be fostered to the greatest degree possible. Furthermore, 

they argue that if an organisation rewards managers for performance 

measures of a transactional nature, such as productivity, cost management 

and policy compliance, there is little, if any motivation for exerting the efforts 

necessary to develop transformational characteristics. Conducting research 

in highly structured military settings led Masi and Cooke (2000) to similar 

conclusions. Their research indicated that the cultural climate found in 

bureaucracies may inhibit leadership style from influencing unit-level norms 
(Masi & Cooke, 2000).

2.3.2 Ward sister role: seminal research studies

In the UK, during the 1980s the role of the ward sister was the focus of a 

number of research studies published as part of the Royal College of Nursing 

research series. These studies examined the performance of the ward sister 

in relation to individualised nursing (Pembrey, 1980; Brown, 1989); the 

impact of the ward sister in creating a learning environment for students 

(Orton, 1981; Ogier, 1982; Fretwell, 1982, 1985); the components of the ward
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sister role and role conflict (Redfern, 1981) and, the educational needs of the 

ward sister (Stapleton, 1983); and underscore the link between the ward 

sister, the organisation and the quality of care.

Collectively, the studies not only emphasised how crucial the ward sister’s 

role was but also acknowledged that the role was complex and demanding, 

with responsibilities for standards of care, individualised nursing, teaching 

students and junior nurses, dealing with personnel issues of staff and the 

concerns of patients and their families, liaising with medical staff (and most 

other hospital departments), overseeing domestic staff, and undertaking 

administrative duties. The implication throughout the studies was that the job 

of the ward sister required considerable conceptual ability, the ability to make 

complex decisions and to pursue priorities as well as social, clinical teaching 

and managerial skills. Ogier (1982) skillfully illustrates the intricacies of the 

leadership style of the ward sister in the following visual image; “the 

leadership style of the ward sister is like a kaleidoscope with a multitude of 

facets each having an effect on the other"' (p22).

A recurring theme in the literature was the difficulty of balancing clinical, 
administrative and staff management responsibilities whilst at the same time 

providing strong leadership to the ward team. Pembrey (1980) and Binnie 

(1987) challenged traditional approaches by suggesting that the ward sister 

should become a manager of care, stepping back from ‘hands-on’ 

involvement in patient care and delegating responsibility for this to the 

registered nursing team, whilst assuming a monitoring and coordinating role 

to ensure high standards were maintained. However, Brown (1989) argued 

that the difficulty with this model was that, whilst it cleared the way for 

registered nurses to concentrate on clinical rather than management 

activities, it removed the ward sister from the immediate clinical arena, where 

she had always been regarded as an important role model for nursing staff 
and students.

Particularly, there was evidence that the management style and leadership 

style of the ward sister influenced the delivery of individualised nursing care
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and the efficacy of the ward as a learning environment. For example, 

Pembrey (1980) found that the degree to which the ward sister managed 

nursing was strongly associated with the degree to which the nursing was 

organised on an individual patient basis. While Ogier (1982) developed an 

emergent theory which postulated that: “Ward sisters who have a leadership 

style that is approachable, nurse learner orientated and sufficiently directive 

for the nature of the work, will have a pattern of verbal interaction with nurse 

learners that is perceived by the nurse learners to be propitious to them" 

(Ogier, 1982, p63).

Pembrey’s (1980) study made an important early contribution to the 

organisation of care debate in nursing. It highlighted the principle that 

individualised care depends upon individual nurses being allocated personal 

responsibility for the nursing care of specific patients. Pembrey considered it 

to be the ward sister’s responsibility to assess the particular needs of each 

patient, to prescribe appropriate nursing care, to delegate the total care of 

each patient to an individual nurse, and then, in due course to receive 

feedback on the effectiveness of the care by calling each nurse to account for 

her work. Of the fifty ward sisters that Pembrey observed, only nine were 

seen to complete this cycle of management activities associated with patient 

allocation and required to achieve individualised nursing. She further 

observed that ‘‘unless the sister had a concept of her role in relation to the 

management of the nursing and demonstrated this by differentiating her own 

role from that of the ward nurses, the nursing was not managed " (Pembrey, 
1980, p 75)

Two key factors were identified towards making the ward sister role more 

effective: preparation and development of the ward sister, and enhancing the 
managerial authority of the ward sister.

Many ward sisters identified role models (often other senior sisters) as the 

source of their ¡earned behaviour rather than formal management training, 

which inferred that preparation and development for the ward sister role 
should be closely linked to practice.
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The perceived threat to the authority of ward sisters, identified by Pembrey 

amongst others, was the increase in Nursing Officer posts in the NHS. 

Paradoxically, these new posts were proposed by the Committee on Senior 

Nursing Staff (Ministry of Health and Scottish Home & Health Departments, 

1966), to reduce the size of the ward sister nursing management role and 

was considered an early attempt to modernize and improve the profession’s 

career structure in an increasingly complex health service. These new 

‘middle management’ nursing roles were envisaged to have a strong clinical 

focus and provide practical support for ward sisters; however, this did not 

happen in the majority of hospitals, where Nursing Officers tended to lose 

their clinical focus and instead become another level in increasingly 

bureaucratic nursing management structures. The overall effect of the 

Committee’s recommendations was to reduce the nursing control and 

authority of the ward sister, while the complexity and the size of the job 

remained the same.

Pembrey (1980) put forward the argument that, if patients were to be 

managed in terms of individualised patient care, the organisational role and 

formal managerial authority of the ward sister role should be strengthened 

and enhanced. Essentially, the ward sister role should be more autonomous 

so that decisions could be taken at the point of action. However, it was 

recognized that the development of this autonomous role was not only 

dependent on the capacity of the individual to fulfill it but also on the support 

from the nursing profession to champion the development of the role.

Notably, Pembrey (1980) pointed out: ‘The role of the ward sister is a 

complex and senior nursing role, one that is unique in nursing and of vital 

importance to the proper nursing of patients; it is a role that the profession 

should not neglect’ (p.87). Unfortunately, however, that seems precisely what 

happened during the subsequent years right through to the late 1990s when 

the RCN led an action research study to identify the key factors for high 

standards of hospital ward nursing care. The study confirmed the role and 

leadership of the ward sister as absolutely fundamental (Cunningham and 

Kitson, 2000[a],[b]). As a consequence, the RCN developed a Clinical
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Leadership Programme which focuses on effective leadership development 

and support for the ward sister level of nursing.

The influence of the ward sister as a leader is clearly depicted in a quotation 

from Perry (1968):

"As the ward sister is in charge of a unit she must be a good 
leader, for only if she is will the members of the ward team be 
giving their best service to the patients. This is because all 
who work under the guidance of a good leader have the 
opportunity to use their special aptitude and skills to the full.
Moreover, latent talents are developed, satisfaction and 
confidence are gained, morale is good.

Members of a team under a good leader are interested in 
their work and want to do it well. ”

(Perry, 1968, p6)

This quotation typifies a common view of the importance of the ward sister’s 

leadership role in relation to motivating the ward team to deliver a good 

quality nursing care. Within the professional nursing literature there has been 

general agreement that good nursing leadership is required to achieve good 

quality nursing care (Cunningham & Whitby, 1997; Allen, 2000). Indeed, 

amongst colleagues, it is frequently regarded as self-evident that the 

leadership style of the ward sister affects the quality of nursing care. 

However, more robust evidence is required to demonstrate this with 

confidence.
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Chapter Two Section Four
Studies that examine the relationship between transformational 

leadership and organisational and staff outcomes

This section of the review appraises contemporary empirical studies which 

examine the relationship between transformational leadership and 

organisational and staff outcomes

In 2002, Vance and Larson undertook a review of leadership research in 

health care and business. The purpose of the review was to summarise 

research on leadership in health care and business literature and to identify 

the outcomes of leadership on individuals, groups and organisations. They 

reviewed health care literature from January 1970 to December 1999. 

Searches were limited to English language and four databases were 

included: Medline, PsycINFO, HealthStar (1975 -  1999), and the Cumulative 

Index of Nursing and Allied Health Literature (CINAHL, 1982 -  1999). For this 

period, 4,717 citations were reviewed and only 155 (3.3%) were reports of 

original research. Most of the health care literature on leadership consisted of 

anecdotal, commentary or theoretical discussion. Only two reports included 

data on the association between leadership and patient outcomes, both of 

which were conducted in the field of medicine (Pepe et al, 1993; Lomas et a/, 

1991).

Vance and Larson (2002) posed a number of potential research questions: 

What nursing leadership indicators are important in improving the quality of 

patient care outcomes? Does better patient care in organisations result from 

certain leadership styles or qualities? What are the effects of leadership on 

team and organisational outcomes? A major recommendation from the 

authors was that leadership must be extended beyond the interaction 

between the leader and the led to identifying specific outcomes for clients, 
the delivery of care to client, and organisational change.

Similarly, Cook (2001) reviewed the UK literature from 1992 to 1997 to 

explore the area of nursing leadership. In this period 91 references to
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‘leadership and nursing' were identified. Many of these were opinions on the 

poor state of nursing leadership. Limited work of an empirical nature was 

reported that identified why this was felt to be the case or what questions 

would be useful to pursue. Two empirically based studies were identified, 

Newchurch and Company (1995) and Antrobus (1997).

In 1995, Newchurch and Company with the NHS Executive published a 

report entitled: Sharpening the Focus: the Roles and Perceptions of Nursing 

in NHS Trusts. Part of this work was an extensive literature review of nursing 

leadership, and despite their extensive search into the nursing leadership 

literature, not one research paper into the subject was identified. The report 

indicated when nurse leadership preparation should begin and what type of 

preparation may be suitable for nurse leaders.

Antrobus (1997) reported a research study that profiled nursing leaders. The 

study examined contemporary nursing leadership in context, and four 

research questions were explored:

* What is the profile of nurse leaders who are considered to be effective in 
their leadership role?

■ How do leaders position themselves in relation to influencing in a political, 

executive academic and clinical capacity?

■ What knowledge base and skill set can be identified for influencing in 
each of these domains?

■ How do leaders operate to influence the context within which they are 
working?

Whilst it is not clear in the report, leadership appeared to relate to occupying 

a certain hierarchical status within organisations and it is assumed that the 

interviewees held significant strategic positions within their organisations.

In the past ten years research studies have started to be reported in the 

literature which examine the links between leadership and organisational 

outcomes, leadership and staff outcomes and leadership and patient
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outcomes. The following section will review empirical studies which examine 

the effects of leadership on organisational and staff outcomes, in particular, 

the influence of transformational and transactional leadership styles on the 

following organisational and staff outcomes: organisational culture, 

organisational commitment, staff nurse retention, staff nurse turnover, staff 

nurse stability, job satisfaction, staff expertise, productivity, empowerment 

and emotional exhaustion.

[Section 5 will review empirical studies which examine the effects of 

leadership on patient outcomes]

2.4.1 Leadership and organisational culture as explanatory constructs 

of organisational performance
Casida and Pinto-Zipp (2008) explored the relationship between the nurse 

managers’ leadership style and organisational culture of nursing units within 

an acute care hospital in New Jersey that had achieved excellent 

organisational performance as demonstrated by a consistent increase in 

quality of care and patient satisfaction ratings. The study was conceptualised 

around the framework of leadership and organisational culture as explanatory 

constructs of organisational performance. A descriptive correlational design 

was used to describe the nurse managers’ leadership style and the nursing 

unit's organisational culture of the sample. The leadership style was 

measured by the Multi-factor Leadership Questionnaire (MLQ) Form 5X- 

Short (Avolio & Bass, 2004), while the nursing unit organisational culture was 

measured by the Denison’s Organisational Culture Survey (Denison, 2007, 

cited in Casida and Pinto-Zipp, 2008).

The Multi-factor Leadership Questionnaire (MLQ) measures three distinctive 

types of leadership styles: transformational, transactional and laissez-faire 

(described in more detail in Section 1). There are five dimensions of 

transformational leadership: idealized attributes (formerly attributed 

charisma), idealized influence (behaviour), inspirational motivation, 

intellectual stimulation and individualised consideration. Transactional 

leadership comprises three components: contingent reward, management-
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by-exception (active) and management-by-exception (passive). Laissez-faire 

(non-transactional leadership) ‘represents the absence of a purposeful 

interaction between the leader and the follower, in which the leaders avoids 

making decisions, abdicates responsibility, and does not use his/her 

authority. It is considered active to the extent the leader “chooses” to avoid 

taking action.’ (Casida and Pinto-Zipp, 2008, p7). The MLQ uses a 5-point 

Likert scale (0=not at all to 4 = frequently, if not always).

The Denison’s Organisational Culture Model measures four types of 

organisational culture traits (adaptability, involvement, consistency and 

mission). It consists of 60 items which asks respondents to describe their 

organisational culture using a 5-point Likert scale (1= strongly disagree to 5 

strongly agree), higher scores are more desirable.

A convenience sample of nurse managers and staff registered nurses from 

the four acute hospitals in New Jersey participated in the study. All thirty 

seven nurse managers who consented to participate in the study returned the 

surveys. Of the 400 registered nurses, 278 (69.5%) consented to participate 

and returned the Multi-factor Leadership Questionnaire and Denison’s 

Organisational Culture Survey.

Scores for nurse manager’s leadership styles were obtained by calculating 

the composite transformational leadership score (M=2.8, SD=0.83), the 

composite transactional leadership score (M=2.1, SD=0.47) and the laissez- 

faire score (M=0.83, SD=0.90) as rated by their staff nurse’s. These 

leadership scores were correlated with the staff nurse’s ratings on their 

nursing unit organisational culture, which was obtained by calculating the 

composite score on the Denison’s Organisational Culture Survey (M=3.6, 
SD=0.58).

Correlational analyses showed a statistically significant correlation between 

leadership and higher scores in the organisational cultures variables. 

Transformational leadership showed a positive, moderately strong correlation 

with organisational culture (r=0.60, p=0.00), while transactional leadership
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(contingent reward) showed a positive but weak correlation with 

organisational culture (r=0.16, p=0.006). Conversely, laissez-faire leadership 

showed a negative correlation with organisational culture (r=-0.34, p=0.000). 

The researchers suggest that due to the higher correlation between 

transformational leadership and nursing unit organisational culture it could be 

inferred that transformational leadership and organisational culture 

contributed to the organisational effectiveness of the sample as 

demonstrated by their good performance ratings on quality of care and 

patient satisfaction. However, it should be noted that units included in the 

study were selected because they all met the inclusion criteria of 

documented organisational effectiveness, as demonstrated by good 

performance ratings on quality of care and patient satisfaction. Including units 

with poorer performance would have made the design stronger because it 

might have demonstrated a greater range of scores and correlations. 

Nevertheless, all transformational leadership components (idealised 

influence (attributed), idealised influence (behaviour), inspirational motivation, 

intellectual stimulation and individualised consideration) showed significant 

(p<0.01 level, two-tailed) moderate to strong positive correlations with all 

organisational culture traits (mission, adaptability, involvement and 

consistency) suggesting that a transformational leadership style may be more 

successful at shaping and creating an organisational culture that contributes 

to organisational effectiveness. Further research is required to test the link 

between transformational leadership and organisational culture as 
explanatory constructs of organisational performance.

The transactional leadership factor, ‘contingent reward', showed, moderate to 

strong positive correlations (range r=0.42 to 0.54, p<0.01 level, two-tailed) 

with all organisational culture traits (mission, adaptability, involvement and 

consistency). The researchers suggest that this finding is consistent with the 

understanding that contingent reward is a basic skill for first-line leaders like 

nurse managers. The focus of 'contingent reward' leadership is to clarify the 

roles and task requirements of the followers and provide the follower with 

material or psychological rewards dependent on the fulfilment of the job or 

contractual obligations (Avolio & Bass, 2004).
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The transactional leadership factor ‘management-by-exception (active)’ (the 

active vigilance of a leader whose goal is to ensure that standards are met) 

showed a positive but weak significant correlation (r=0.15, p<0.01 level, 

two-tailed) with the organisational trait ‘consistencyand the transactional 

leadership factor ‘management-by-exception (passive)’ (leaders that only 

intervene after non-compliance has occurred) showed a negative moderate 

significant correlation (range r=-0.34 to -o.41, p<0.01 level, two-tailed) with 

all of the organisational culture traits (mission, adaptability, involvement and 

consistency).

Finally, laissez-faire leadership showed negative weak to moderate 

significant correlations (range r=0.26 to 0.34, p<0.01 level, two-tailed) with all 

of the organisational culture traits (mission, adaptability, involvement and 

consistency).

Results should be interpreted in light of two main limitations. The correlation 

design of the study precludes conclusions in relation to causation. The 

sample was a convenience sample drawn from four acute hospitals therefore 

limiting generalisation of findings. However, the study highlights the potential 

of transformational leadership as a styla that nurse managers could use to 

shape nursing unit culture that typifies the four culture traits (adaptability, 

mission, involvement, consistency) that link to organisational effectiveness as 

evidenced by good performance ratings on quality of care and patient 

satisfaction. Notwithstanding, aspects of transactional leadership, in 

particular, ‘contingent reward' may also be an effective strategy in shaping 

the nursing unit culture linked to organisational effectiveness.

2.4.2 Relationship between leadership behaviours and job satisfaction, 
productivity and organisational commitment

McNeese-Smith (1995) compared the findings of two separate ex post facto / 

correlational studies conducted in different hospital settings to determine 

whether the use of certain leadership behaviours by department managers 

made a difference to employee outcomes of job satisfaction, productivity and 

commitment to the organisation. The conceptual framework for the study was
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derived from Kouzes and Posner’s model of leadership behaviours (Kouzes 

and Posner, 1987) (described in Section 1).

Study 1 was conducted in two Seattle suburban, non-profit, community 

hospitals. Each hospital had 200 to 250 beds and multiple outpatient 

services.

Forty one department managers met the study criteria; they managed a 

department for 6 months or more and were responsible for 10 or more 

employees for a minimum of three months. Approximately half of the 

managers were nurses in nursing departments and half were managers of 

other clinical and support departments such as business office, plant 

services, therapies, laboratory, dietary and pharmacy.

Up to fifteen staff nurses who had reported to their managers for three 

months from each of the 41 participating units were invited to participate and 

471 (77%) returned usable questionnaires.

Study 2 was conducted in a large Los Angeles county hospital associated 

with a major university. The hospital had 553 beds, outpatient services, and 

depended on both generated income and tax support for revenue. The Los 

Angeles study sampled only full-time registered nurses but the inclusion 

criteria, sampling technique and methodology were the same as the Seattle 

study.

Nineteen managers and 285 staff nurses received invitations to participate; 

all managers and 221 staff nurses (77.5%) returned usable questionnaires.

Four instruments and a demographic questionnaire were used to collect data: 

Leadership Practices Inventory (LPI-Self and LPI-Other) (Kouzes and 

Posner, 1987); Job-in-General Scale (Smith et al, 1989); Productivity Scale 

(McNeese-Smith, 1995); Organisational Commitment Scale (Porter et al, 

1974).
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■ Leadership Practice Inventory (LPI Self / Other) (Kouzes and Posner 

1987) measures the five leadership practices rooted in transformational 

leadership.
■ Job-in-general scale (JIG) (Smith et al 1989): measures overall job 

satisfaction and consists of 18 one-to-three word adjectives describing the 

employee’s feelings about the job in general. The employee responds 

‘yes’,’ no’ or '?’ if uncertain. The higher the overall or mean score, the 

greater the indication of job satisfaction.

■ Productivity scale (McNeese-Smith, 1995) measures the employee’s 

contribution to productivity and consists of 15 statements on a 5-point 

Likert scale from ‘slight contribution’ to ‘very high contribution'. 

Productivity indicators included: goal attainment, cost of labour and 

supplies, quality of service, employee growth, hours of care per unit of 

service, amount of work, deadlines, work organization, errors, sick leave, 

turnover and problem solving.

■ Organisational commitment scale (Porter et al, 1974) consists of 15 

statements on a 7-point Likert scale ranging from ‘strongly agree’ to 

‘strongly disagree’

Data were analysed separately for each study and were compared and 

contrasted.

The Seattle study showed a positive, statistically significant (p<0.001) 

correlation between the staff nurse’s perception of his/her manager’s use of 

five leadership behaviours, the composite leadership score (average score 

for the five practices) and the employee’s job satisfaction (range r = 0.24 to 

0.32; composite score r=0.30), productivity (range r = 0.18 to 0.25; composite 

score r = 0.23) and organisational commitment (range r= 0.28 to, 0.36; 

composite score r=0.36). However, these correlations were low to moderate. 

Los Angeles data showed similar results with higher correlations (p<0.001) 

between each of the five leadership behaviours, the composite leadership 

score and the employee’s job satisfaction (range r =0.41 to 0.49; composite 

score r=0.48), productivity (range r=0.31 to 0.35; composite score r=0.33) 

and organisational commitment (r= 0.38 to 0.49; composite score r=0.47).
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The researcher states that it was difficult to evaluate individual leadership’s 

unique predictive contribution because there were high intercorrelations 

among the leadership behaviours. Instead, multiple regression analysis, by 

simultaneous entry, was used to assess predictive capability of the model 

when all five behaviours were present. The Seattle data were analysed for 

each of the three outcomes controlling for gender. The regression results 

indicate that 11% of job satisfaction, 16% of organisational commitment and 

9% of productivity were explained by the use of leadership behaviours. 

Enabling others to act was the behaviour that emerged as the predictor of job 

satisfaction (R2 = 0.11, p<0.0001), and modelling the way emerged as the 

significant predictor of productivity (R2 = 0.09, p<0.0001). Challenging the 

process, enabling others to act and inspiring a shared vision were significant 

predictors of organisational commitment (R2 = 0.16, p<0.001).

In the Los Angeles data the regression results indicate that 27% of job 

satisfaction, 29% of organisational commitment and 15% of productivity were 

explained by the use of leadership behaviours. Inspiring a shared vision 

emerged as the strongest predictor of employee job satisfaction (R2 = 0.27, 

p<0.001). In relation to productivity two leadership behaviours showed 

statistical significance in predicting this outcome: encouraging the heart 

emerged as a negative coefficient whereas inspiring a shared vision had the 

strongest positive predictive effect within this model.

Differences in the studies included geographical areas, hospital types, 

funding, size and departments in the samples, gender, age, education, 

experience, part/full time status, ethnic composition of samples, and their 

political and socio-economic environment.

Despite the differences the Los Angeles study supported the Seattle study. 

The Los Angeles data demonstrated stronger, statistically significant 

correlations between the manager’s use of leadership behaviours and the job 

satisfaction, productivity and organisational commitment of the registered 
nurses.
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Similar to other studies, findings demonstrate that nurse managers rated 

themselves higher on transformational leadership than did their staff nurses. 

Nurse managers mean scores on the composite of transformational 

leadership behaviours in the Seattle study was 3.96 (SD=0.32) compared to 

their employees mean scores of 3.56 (SD=0.85); and, in the Los Angeles 

study nurse managers mean scores were 4.04 (SD=0.41) compared to their 

employees mean scores 3.67 (SD=1.00).

The researcher acknowledges that the generalizability of the results is limited 

by the non-experimental methodology and by the settings which were all 

acute-care hospitals. However, the fact that the results were replicated in 

two very different settings lends credibility to the findings and serves as a 

foundation for further investigation of leadership and organisational 

outcomes.

Chiok Foong Loke (2001) conducted a study to determine the effect of nurse 

manager leadership behaviours on full time registered nurse outcomes of job 

satisfaction, productivity and organisational commitment. The research was a 

replication of research carried out by McNeese-Smith (1995) in Seattle and 

Los Angeles. It was considered that comparison of the results of different 

types of settings would allow a better understanding of the relationship 

between leadership behaviours and employee outcomes and thus help to 

determine if leadership is worth the extra effort.

The conceptual framework for the study was derived from Kouzes and 

Posner’s model of leadership behaviours (Kouzes and Posner, 1987) 
(described in Section 1).

The setting was one of Singapore’s largest, acute-care tertiary hospitals. The 

hospital had 1600 beds including five intensive care units and one coronary 

care unit. A convenience sample of 20 managers, one from each of the 15 

wards, four intensive care units and one coronary care unit was included in 

the study. Managers included in the study had managed the department for 

at least six months and had been responsible for at least 10 employees for a
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minimum period of three months. Five registered nurses working under the 

supervision of the selected managers for 3 or more months were also 

included.

Five questionnaires were used for data collection: Leadership Practice 

Inventory (self/observer) (Kouzes and Posner, 1995), Job-in-General (JIG) 

scale (Smith et al, 1989) (measures job satisfaction), Productivity scale 

(McNeese-Smith (1995) (measures self-perception of productivity) and the 

Organisational Commitment Scale (Porter et al, 1974) and a demographic 

questionnaire.

All 20 managers returned the questionnaires representing a response rate of 

100%. The rate of return of staff nurse questionnaires per department was 

four to five, of which 97% (n=97) were useable.

Results show that a statistically significant linear relationship between job 

satisfaction and nurses’ age, career experience and their number of years 

employed in the hospital. These demographic variables were entered as 

control variables to job satisfaction in a regression analysis. A similar 

relationship was determined between productivity and the same set of 

demographic characteristics; nurses’ age, career experience and their 

number of years employed in the hospital, and they were entered as control 

variables to productivity in the regression analysis. Organisational 

commitment was found to be linearly correlated to nurses’ age and career 

experience, and the two variables were entered as control variables to 

organisational commitment in the regression analysis.

The relationship between the nurse manager’s use of leadership behaviours, 

as perceived by their staff nurses, and staff outcomes showed a significant 

(p<0.01) positive correlation between each of the leadership behaviours and 

productivity, job satisfaction and organisational commitment. The results also 

demonstrated a positive statistically significant correlation between the 

composite leadership behaviours and the three staff outcomes, of which job
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satisfaction was the highest (r=0.44, p<0.01), then organisational

commitment (r=0.29, p<0.01) followed by productivity (r=0.19, p<0.01).

Multiple regression analysis was used to assess predictive capability of the 

model when all five behaviours were present. The data were analysed 

separately for all three outcomes: productivity, job satisfaction and 

organisational commitment.

When controlling for nurses’ gender, age, their career experience and their 

number of years at the hospital, none of the leadership behaviours were 

found to be a predictor for productivity (R2 = 0.088, p=0.329). Holding the 

independent variables of nurses’ age, their career experience and number of 

years at the hospital constant, inspiring a shared vision and enabling others 

to act emerged as the significant predictors of job satisfaction (R2=0.292, 

p<0.01). As for organisational commitment, inspiring a shared vision and 

encouraging the heart emerged as the predictors of the model (R2 = 0.218,

p<0.01).

The regression results indicate that 29.2% of job satisfaction, 21.8% of 

organisational commitment and 8.8% of productivity were explained by the 

use of leadership behaviours. Moreover, inspiring a shared vision and 

enabling other to act emerged as the significant predictors of job satisfaction, 

while inspiring a shared vision and encouraging the heart emerged as 

significant predictors of organisational commitment. None of the leadership 

behaviours were significant predictors of productivity.

Comparing the results with the findings from the studies carried out by 

McNeese-Smith (1995), the researcher points out that despite the vast 

differences including geographical location, hospital types, funding, size and 

departments in the samples, gender, age, education, experience, part/full 

time status, ethnic composition and culture, and their political and socio

economic environment, some of the findings are similar to the original two 

studies. The staff outcomes of productivity, job satisfaction and 

organisational commitment were found to be statistically correlated to the
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managers' use of leadership behaviours, the scores were higher than the 

study in Seattle but similar to the findings in Los Angeles.

Also, similar to other studies, findings demonstrate that nurse managers 

rated themselves higher on transformational leadership than did their staff 

nurses. Nurse managers mean scores on the composite transformational 

leadership behaviours was 4.00 (SD=3.8) compared to staff nurses’ means 

scores of 3.28 (SD=0.65).

Based on the findings, Chiok Foong Loke (2001) concluded that staff 

outcomes of job satisfaction, productivity and organisational outcomes are 

affected by but not limited to nurse manager's use of leadership behaviours. 

There are other factors besides the use of leadership behaviours influencing 

employee outcome. The study was limited methodologically by the use of 

one hospital that was purposefully selected and by the small sample size 

which may not represent the general population of registered nurses in 

Singapore. The researcher acknowledges that results cannot be generalised 

outside the study setting. However, the researcher also points out that the 

findings are consistent with theoretical predictions and similar to previous 

studies which offset the limitations to a certain extent.

Building on previous studies, McNeese-Smith (1999) utilised an ex-post facto 

/ correlation design to examine the relationships among nurse manager 

motivation for power, achievement and affiliation, managerial leadership 

behaviours, staff nurse outcomes of job satisfaction, productivity and 

organisational commitment and patient satisfaction1.

The study was carried out in a large Los Angeles county hospital associated 

with a major university. The hospital had over 500 beds, extensive outpatient 

services and depended on both generated income and tax support for 

revenue.

1 See section  5 fo r a m ore  d e ta ile d  re v ie w  o f leade rsh ip  and  p a tie n t o u tco m e s
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All nineteen nurse managers, their full time registered nurse employees and 

patients from each of the participating units were selected as a convenience 

sample. Fifteen nurses, who had reported to their manager for 3 months or 

more, were selected from each of the participating units.

Seven instruments and a demographic questionnaire were used to collect the 

data.
■ Job Choice Exercise (JCE) (Stahl, 1986, Stahl and Harrell, 1982): 

measured nurse manager's perception of their focus on power, 

achievement and affiliation (completed by the nurse manager).

■ Power motivation question: measured staff nurses’ perception of their 

manager’s focus on power, achievement and affiliation. The wording was 

identical to the JCE but adapted for staff nurses to complete.

■ Leadership Practice Inventory (LPI Self / Other) (Kouzes and Posner 

1987) was used to measure the manager’s use of leadership behaviours, 

as perceived by the manager and their staff nurses. LPI-Other scores 

from staff nurses were used in the correlation analysis.

* Job-in-general scale (JIG) (Smith et al 1989): measured overall job 

satisfaction and consists of 18 one-to-three word adjectives describing the 

employee’s feelings about the job in general. The employee responds 

‘yes’,’ no’ or '?’ if uncertain.

■ Productivity scale (McNeese-Smith, 1995) consists of 15 statements on a 

5-point Likert scale from ‘slight contribution’ to ‘very high contribution'.

■ Organisational commitment scale (Porter et al, 1974) consists of 15 

statements on a 7-point Likert scale ranging from 'strongly agree’ to 

‘strongly disagree’

“ Patient satisfaction scale -  five items from the Patient Judgements of 

Hospital Quality Questionnaire (Meterko, Nelson and Rubin, 1990) were 

used; statements were presented on a 5-point Likert scale ranging from 

‘excellent’ to ‘poor’. In addition, four patient demographic questions and 

two questions at the request of the organisation: ‘Did anyone nurse seem 

to be in charge of your care?’ and ‘Did you ever meet the nurse manager 

(head nurse)?’
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Key findings of the study related to organisational and staff outcomes 

include:
■ Managerial motivation for power was negatively correlated with nurses’ 

perceptions of the manager as using all of the leadership behaviours 

(overall r = -0.28, p=0.0001) and staff nurse job satisfaction (r = -0.13,

p=0.006).
■ Managerial motivation for achievement was positively correlated with 

nurses’ perceptions of the manager as using all of the leadership 

behaviours (overall r = 0.26, p = 0.0001) as well as nurse job satisfaction 

(r = 0.25, p = 0.0002), nurse productivity (r = 0.15, p = 0.03) and nurses’ 

organisational commitment (r = 0.25, p = 0.0002).

■ Managerial motivation for affiliation did not show significant positive or 

negative relationships with nurse job satisfaction, productivity or 

organisational commitment.

From these studies evidence is emerging that supports the relationship 

between transformational leadership (as perceived by staff nurses) and staff 

outcomes of job satisfaction, organisational commitment and productivity. In 

particular, managerial motivation for achievement was positively correlated 

with use of transformational leadership behaviours as well as staff nurse job 

satisfaction, productivity and organisational commitment. However, a 

limitation of these studies is the number of measurement tools (seven in the 

above) used: the greater the number of measures, the greater the likelihood 

of finding associations between them that may occur by chance.

2.4.3 Leadership as an explanatory variable of organisational 
commitment

A descriptive correlational study carried out by McGuire and Kennedy (2006) 

in Cincinnati, examined the relationship between the leadership style of nurse 

managers and the organisational commitment of staff nurses who reported to 

them. Eleven out of a possible 21 eligible not-for-profit hospitals with greater 

than 150 beds agreed to participate. A convenience sample comprised 63 

nurse managers; criteria included nurse managers who had been in their
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current position for at least 6 months and, at least 5 or more of their direct 

reports also had agreed to participate (n=500).

The leadership style was measured by the Multi-factor Leadership 

Questionnaire (MLQ) Form 5X (Bass & Avolio, 2000), while the 

organisational commitment of staff nurse participants was measured using 

the Organisational Commitment Questionnaire (OCQ) (Mowday et al, 1979).

The OCQ is a 15-item questionnaire that uses a 7-point Likert response scale 

(strongly agree to strongly disagree). No specific details of what the OCQ 

measures were reported, however, the researchers provide a flow diagram 

which describes a conceptual framework linking the relationship between the 

leadership styles measured by the MLQ and organisational outcomes. 

According to this framework, transformational leadership results in a 

‘Competitive Advantage’ due to increased loyalty, organisational 

commitment, job satisfaction, morale and job performance. While 

transactional leadership maintains the 'Status Quo’ in that work is supervised 

and completed according to specifications, deadlines are met, limited job 

satisfaction for employees and low stable levels of organisational 

commitment. Finally, laissez-faire leadership contributes to ‘Organizational 

Demise’ in that no decisions are made, responsibilities are ignored and there 

is no purposeful interaction.

Findings demonstrate that nurse managers rated themselves higher on 

transformational leadership than did their staff nurses. Nurse managers’ 

mean scores on the transformational subscales ranged from 3.89 to 4.28, 

indicating their self-perceptions of being highly transformational compared to 

staff nurses’ means scores range from 2.90 to 3.97.

The researchers argue that although nurse managers may be strong 

proponents of transformational leadership they may be unable to 

demonstrate such leadership characteristics in actual practice. They suggest 

that the work environment itself may affect the nurse manager’s ability to fully 

exercise transformational behaviours as hospitals tend to be bureaucratic
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organisations and transformational leadership may not be fostered to the 

greatest degree possible. Furthermore, they argue that if an organisation 

rewards managers for performance measures of a transactional nature, such 

as productivity, cost management and policy compliance, there is little, if any 

motivation for exerting the efforts necessary to develop transformational 

characteristics. Conducting research in highly structured military settings led 

Masi and Cooke (2000) to similar conclusions. Their research indicated that 

the cultural climate found in bureaucracies may inhibit leadership style from 

influencing unit-level norms (Masi & Cooke, 2000).

Other findings demonstrated significant correlations, ranging from r=0.39 to 

r= -0.20 (p<0.01), between the staff nurse’s scores on the MLQ and the 

OCQ. No further breakdown of the results are reported although the 

researchers state that the results were consistent with transformational 

leadership theory except for the positive correlation (r=0.370, p<0.01) 

between ‘contingent reward' and organisational commitment. The 

researchers maintain, given the current emphasis health care organisations 

place on rewards and recognition as a means for retaining staff nurses, it is 

not surprising that contingent reward would be positively correlated with staff 
nurse organisational commitment.

Staff nurses who perceived their manager as more transformational also 

demonstrated a higher organisational commitment. ‘Idealised influence’, 

(charismatic leadership), was the transformational leadership characteristic to 

show the strongest positive correlation (r=0.39, p<0.01) with organisational 

commitment. Bass (1998) argues such leaders are admired and respected by 

their followers, and above all are trusted by others (Bass, 1998). Translating 

this premise into a nursing context, the researchers argue that staff nurses 

are more likely to respond favourably to role models that demonstrate 

integrity and strong ethical and moral values. They are also more likely to 

commit to organisations that espouse similar values and have exhibited 
these values in actions and not just words.
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Pearson's product-moment correlation revealed no significant correlation 

between the nurse manager’s self-assessed leadership characteristics and 

the degree of organisational commitment demonstrated by their staff nurses. 

The researchers acknowledge that such findings might suggest that when 

leadership characteristics are identified through self-assessment versus 

observation, little can be deduced from this self-examination as it relates to 

organisational commitment of others. Subsequently, they conclude:

“Perceptions of one’s own managerial strengths, talents or in this case 

leadership style may have little or no relationship to the behaviours 

demonstrated by those who are direct reports" (McGuire and Kennerly, 2006 

p 184).

In summary, the study adds support to the premise that transformational 

leaders promote a higher sense of organisational commitment to their 

followers. Moreover, it also illustrates the difficulties that may face nurse 

managers in demonstrating such leadership characteristics in actual practice 

due to the positioning of the role in organisations which, by nature, tend to be 

bureaucratic. In the study context, performance standards for nurse 

managers required them to be accountable for transactional processes such 

as budgets, productivity, and quality monitoring while at the same time they 

are required to display transformational characteristics by acting as a coach, 

mentor and leader. It is argued by the researchers (McGuire and Kennerly, 

2006) that on the best days, these job expectations are challenging to the 

most experienced nurse managers.

2.4.4 Relationship between leadership behaviours and staff nurse 

retention

Kleinman (2004) explored the relationship between managerial leadership 

behaviours and staff nurse retention. The premise for the study was that 

although both transformational and transactional leadership styles have been 

described as effective (Bass and Avolio, 2000), it is unclear which nurse 

manager leadership behaviours contribute most to staff nurse retention. The 

descriptive correlation study was conducted at a 465-bed community hospital 

in the north eastern United States. The study sample comprised of 79 staff
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nurses and 10 nurse managers, who completed demographic forms and the 

Multifactor Leadership Questionnaire (Bass & Avolio, 2000). Staff nurse 

turnover was defined as the percentage of staff nurses who had resigned for 

any reason during the six-month period from January 2003 through June 

2003. Nurse turnover for each unit was calculated on the basis of the number 

of employees who had resigned divided by the budgeted number of full-time- 

equivalent registered nurses.

Results demonstrate that, based on staff nurse perceptions of nurse 

manager leadership behaviours, ‘management by exception (active)’ was the 

only specific leadership behaviour significantly correlated with the staff nurse 

turnover (r=0.26, p=0.03). Significant differences were perceived regarding 

‘management by exception (active)’ behaviour based on the shifts that 

nurses worked most often. Nurses who most often worked evening or night 

shifts perceived a significantly higher mean frequency of ‘management by 

exception (active)' compared with perceptions of staff nurses who most often 

worked day shifts (F=3.3, df=5, n=64, p<0.01). The researcher asserts that 

contrary to the contention by Bass and Avolio (2000) that both 

transformational and transactional leadership styles constitute effective 

leadership behaviours, the transactional leadership behaviour of 

‘management by exception (active)’ appears to negatively influence staff 

nurse retention even at low frequencies found in this study.

In addition, findings demonstrate that nurse managers rated themselves 

higher on transformational leadership than did their staff nurses. This 

disparity in perception is supported in other nursing leadership studies 

(Dunham and Klafehn, 1990; McDaniel and Wolf, 1992; Dunham-Taylor, 

2000; McGuire and Kennedy, 2006). McGuire and Kennedy (2006) suggest 

that this disparity may result from a number of reasons, for example, role 

differences, past work experiences and previous interactions with other 

management personnel. Kleinman (2004) argues that it must be questioned if 

nurse managers really are transformational leaders if their staff nurses do not 

perceive that they demonstrate a high frequency of transformational 
behaviours.
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In summary, due to the small sample size, the unequal participant 

representation across shifts and a relatively low turnover rate of 4% the 

authors acknowledge that generalizability of the findings are limited to within 

the study setting. The transactional leadership style of management by 

exception (active) not only appeared to be a deterrent to staff nurse retention 

but also reflected leadership perceptions among staff nurses who worked 

evening or night shifts. The study also provides evidence regarding a trend in 

which nurse managers and staff nurses do not concur on the frequency of 

transformational leadership behaviours.

2.4.5 Relationship between leadership behaviours and job satisfaction
Medley and Larochelle (1995) explored the relationship of the head nurse 

leadership style to staff nurse job satisfaction. The Multifactor Leadership 

Questionnaire (MLQ) (Bass, 1985) and the Index of Work Satisfaction (IWS) 

(Slavitt et al 1986) were completed by 122 staff nurses employed throughout 

patient care areas in four acute care community hospitals in Florida. The IWS 

was built on Maslow’s (Maslow, 1954) and Herzberg’s (Herzberg, 1971) 

theories of work satisfaction and is a 44-item questionnaire which uses a 7- 

point Likert scale. It includes six components of job satisfaction (pay, 

autonomy, task requirements, organisational policies, interaction and 

professional status).

A principal components analysis was performed on the five subscale scores 

of the MLQ. Two factors emerged from this analysis (transformational and 

transactional), which indicates that staff nurses perceive their head nurses as 

demonstrating either a transformational or transactional leadership style. In 

the study, the leadership components included in the transformational 

leadership factor were charisma, individual consideration, intellectual 

stimulation and contingent reward. The second factor, transactional 

leadership, contained only one leadership component, management-by

exception. This pattern accounted for 85.1% of the variance within this 

sample. In the original research, Bass (1985) found contingent reward to be a 

component of transactional leadership but not of transformational leadership.

78



The job satisfaction scores of staff nurses were correlated with the 

transformational and transactional leadership scores of head nurses to 

determine the strength of this relationship. Nurse’s job satisfaction scores 

ranged from 44 to 251 (M=186.3, SD=30.2). The authors reported that ‘staff 

nurses’ level of satisfaction correlated positively with the transformational 

leadership style of head nurses (r=0.4010; p<0.001) but not with 

transactional leadership style (r=0.469, p< 0.001)' (Medley and Larochelle, 

1995, p 64). It was not clear how the overall job satisfaction score was 

calculated and indeed the correlation result for transactional leadership 

indicates a positive correlation and not a negative correlation as reported.

2.4.6 Relationship between leadership style and empowerment on job 

satisfaction of nurses
Morrison et al (1997) explored the relationship between leadership style, 

empowerment and its effect on job satisfaction among the nursing staff of a 

regional medical centre in USA. Researchers state that all 442 nursing 

department staff were invited to participate, including executives, nurse 

managers, licensed practical nurses, registered nurses, nursing assistants 

and various administration staff. The response rate was 64% with 275 

useable questionnaires returned.

The study used a descriptive design with a self-report survey instrument; the 

Multifactor Leadership Questionnaire (MLQ-5X) (Bass 1995) was used to 

measure leadership. Four items from Spreitzer’s (1995) psychological 

empowerment instrument to measure empowerment related to meaning, 

competence, self-determination, and impact. Job satisfaction was measured 

by a questionnaire developed by Warr e* al (1979). No further details were 

given regarding the instruments.

Data were collected by graduate students over a two week period. Data 

collectors were assigned specific shifts to provide opportunities for all nursing 
staff to be invited to participate.
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Both transformational and transactional leadership were positively related to 

job satisfaction with correlations of r=0.64 and r=0.35 (p<0.05) respectively. 

Transformational leadership was positively related to empowerment, with a 

correlation of r=0.26 (p<0.05). Empowerment was positively related to job 

satisfaction, with a correlation of r=0.41 (p<0.05).

All of the transformational leadership variables were positively related to job 

satisfaction and empowerment. Of the transactional leadership variables only 

contingent reward was positively related to job satisfaction and 

empowerment while management by exception (passive) was negatively 

related to job satisfaction and empowerment.

Hierarchical regression analyses was conducted to assess the contributions 

of empowerment and leadership style in predicting job satisfaction. 

Transformational leadership accounted for 30% variance in job satisfaction 

(R2 =0.30, p<0.01, n=275) while transactional leadership accounted for 10% 

variance in job satisfaction (R2 = 0.10, p<0.01, n=275)

The findings add support to the evidence that transformational leadership is 

associated with job satisfaction and empowerment both directly and 

indirectly, as empowerment was also found to be associated with job 

satisfaction. Only the contingent reward variable of transactional leadership 

had a positive correlation with job satisfaction and empowerment while 

management by exception (passive) had a negative correlation with both job 

satisfaction and empowerment.

A major limitation of this study is the lack of clarity in relation to whose 

leadership style was measured. It is not clear if participants were asked to 

report on their own leadership style or that of those in authority over them. 

Although it is thought to be the leadership style of their immediate line 

manager by the following statement “the nursing staff in this sample preferred 

that their leaders take a more active leadership role" (Morrison et al, 1997, 
p32).
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2.4.7 Impact of the manager’s span of control on leadership, job 

satisfaction and unit turnover
Doran, et al, 2004 examined the relationships between types of leadership, 

the number of staff that the managers were responsible for (span of control), 

and patient and nurse outcomes (nurses’ job satisfaction, patient satisfaction" 

and unit staff turnover). The study used a descriptive correlation design and 

was conducted in 51 units within seven teaching and community based 

hospitals in Canada. Participants included 41 nurse managers, 680 patients 

and 717 staff (registered and unregistered nurses).

A theoretical framework was presented integrating concepts drawn from 

three theories: transformational leadership theory, span of control theory and 

contingency leadership theory.

The inclusion criteria were nurse manager on medical, surgical, obstetrics 

and day surgery unit; staff registered nurses and registered practical nurses 

working full time or part-time on participating units; and patients on a 

participating unit, going home within 24 hours, 18 years or older and able to 

read and write English.

The manager’s leadership style was measured using the Multifactor 

Leadership Questionnaire (MLQ) Form 5X (Bass & Avolio, 2000). Manager’s 

span of control was the total number of staff reporting directly to the manager 

and was obtained from the managers. The McCloskey Muellar Satisfaction 

Scale (Muellar & McCloskey, 1990) was used to measure nurses’ job 

satisfaction. Turnover rate was defined as the percentage of nurses who left 

their position either by voluntary resignation or transfer to another unit during 

a one-year period (Song, et al, 1997). Turnover information was obtained 
from managers and human resources department.

A hierarchical linear model was used to test the study hypotheses: a) the 

manager’s leadership style has an effect on outcomes, as measured by staff

' See sec tion  5 fo r a m ore  d e ta ile d  re v ie w  of lea de rsh ip  a nd  p a tie n t outcomes
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satisfaction, and unit turnover; b) the manager’s span of control has an effect 

on outcomes, and c) the manager’s span of control has a moderating effect 

on the relationship between leadership style and outcomes.

Key findings of the study related to organisational and staff outcomes 

include:
■ Transformational and transactional leadership styles increase nurse’s job 

satisfaction.
■ Management by exception and laissez-faire leadership styles decrease 

nurse’s job satisfaction.
• Transformational leadership style decreases turnover

■ Wide span of control decreases the positive effects of transformational 

and transactional leadership styles on nurse’s job satisfaction

■ Wide span of control increases the negative effects of management by 

exception and laissez-faire on nurse’s job satisfaction

■ Wide span of control increases turnover

The results of the study support the importance of the manager’s leadership 

style and span of control in creating a positive working environment. The 

moderating influence of span of control on the effects of leadership on 

nurses’ job satisfaction demonstrates that no leadership style can overcome 

a wide span of control. However, no statistical results were included in the 

report thus limiting critical appraisal. Due to correlation design of the study, 

which precludes causation, and the relatively small sample size of nurse 

managers, caution should be taken in generalising the study findings to other 

hospitals, units and staff beyond those comparable to the study participants.

Raup (2C08) examined the impact of Emergency Department (ED) nurse 

manager leadership style on staff nurse turnover and patient satisfaction3 in 

academic health centre hospitals. The specific aims were to determine what 

types of leadership styles were used by ED nurse managers in academic

3 See sec tion  5 fo r a m ore  d e ta ile d  re v ie w  o f  lea de rsh ip  a nd  p a tie n t o u tco m e s
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health centres and examine their influence on staff nurse turnover and 

patient satisfaction.

The Multifactor Leadership Questionnaire (MLQ) (Bass, 1985) and a 

researcher-developed ED Nurse Manager Role and Demographics Survey 

were completed by 15 nurse managers and 30 staff nurses, representing 15 

of 98 possible sites (15.3%). Two randomly selected staff nurses completed 

the MLQ to validate the manager’s leadership style. Nurse managers were 

asked to enter their respective staff nurse turnover data and patient 

satisfaction data for the most recent full year. No further details are given in 

relation to the patient satisfaction survey or how turnover rate was calculated.

Key findings of the study related to organisational and staff outcomes 

include:

■ Eighty percent (n=12) of the ED nurses managers scored themselves 

highest in using a transformational leadership style, with 20% (n=3) 

validated by their staff nurses, thus limiting interpretation of the findings.

■ In addition, the use of transformational leadership styles by ED nurse 

managers was reflected in a trend toward lower nurse turnover rates and 

higher staff retention compared to the hospitals where ED nurse 

managers used more non-transformational leadership styles. Mean staff 

nurse turnover rate was 13% for nurse managers who used 

transformational leadership style compared with 29% for managers who 

used non-transformational leadership styles. The researcher states that 

the mean staff turnover rate associated with the transformational 

leadership style was well below the national average of 21.3% (American 

Organization of Nurse Executives, 2002). It is unclear if these findings 

relate to self assessed scores by ED nurse managers themselves or 
nurse manager scores that were validated by staff nurses.

In summary, transformational leadership style was linked with lower staff 

turnover compared to a non-transformational leadership style. However, the 

small sample size and the homogeneity of the sample (only ED nurse
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managers in academic centres) preclude generalization of results to the 

wider nurse manager population.

2.4.8 Relationship between leadership style, work stressors and 

emotional exhaustion among hospital nursing staff
A study carried out by Stordeur e t a l (2001) tested whether head nurses’ 

leadership behaviours could account for variance in nursing staff’s emotional 

exhaustion (a dimension of burnout) when the effect of work stressors was 

controlled for. The setting was a university hospital in Belgium which had 900 

beds. The sample comprised all 1593 registered nurses. Only staff nurses 

were involved in the study; head nurses and assistant head nurses were 

excluded. Leadership was measured using the Multifactor Leadership 

Questionnaire (MLQ), Form 5X, Bass and Avolio, 1991) Work stressors were 

assessed using the Nursing Stress Scale (Gray-Toft & Anderson 1981) which 

comprises 34 items divided into three subscales (referring to stress from the 

physical, psychological and social environment), role ambiguity (three items) 

and conflict (three items). Emotional exhaustion was measured using the 

Maslach Burnout Inventory (Malach & Jackson, 1981).

Out of the 1593 questionnaires sent out, 625 usable ones were returned, 

giving a response rate of 39.2%. The researchers acknowledge that this was 

a low response rate and compared demographic data (age, sex, tenure, full 

time / part time status) between the samole and the whole nursing population 

of the hospital, based on information received from the nursing director. No 

significant difference was detected and the researchers stated they were 

confident that their results do not contain any apparent systematic bias.

Correlational analysis demonstrated that transformational leadership and 

transactional leadership, ‘contingent rew ard ' were highly intercorrelated 

(range r=0.59 -  0.72, p<0.001), "...suggesting  that, a lthough  discrim inant, 

these  d im ensions tap into the sam e  b ro ad  dom ain" (Stordeur e t al, 2000, 

p539). The researchers recommend that future research is needed to further 
examine the factor structure of the MLQ in nursing.
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All five transformational leadership dimensions and ‘contingent rew ard ' were 

negatively correlated with emotional exhaustion suggesting to the 

researchers that when head nurses were viewed as transformational leaders 

and as rewarding their staff on a contingent basis, nurses reported less 

emotional exhaustion. However, none of the correlations reached statistical 

significance level.

Multiple regression analysis was performed to test the multivariate effect of 

works stressors and leadership behaviours on emotional exhaustion. First, 

work stressors were entered into the equation. As a whole, work stressors 

were found to explain 22% of the variance in emotional exhaustion [F = 

32.81, d f  =5, n=600, p<0.001, R2=0.22)]. Physical and social stressors as 

well as role ambiguity were significant predictors of emotional stress 

(p<0.001). In the second model, leadership variables were entered into the 

regression equation. As a whole, leadership dimensions explained 9% of the 

variance in emotional exhaustion [F= 6.93, df= 8, n=605, p<0.001, R2=0.09)]. 

Results demonstrate that having a head nurse who continuously monitors 

staff nurse’s performance in order to anticipate mistakes (m a n a g e m e n t b y  

exception , ac tive ) (p=0.0001), and intervenes to detect mistakes after the fact 

( m a n a g e m e n t b y  exception , p as s iv e ) (p=0.007) generates increased levels of 

emotional exhaustion among nursing staff. In the third and final model, work 

stressors and leadership dimensions were considered simultaneously as 

independent variables. The overall regression model explained 24% of the 

variance in emotional exhaustion [F=14.18, df= 13, n=600, p<0.001, 

R2=0.24)] with leadership dimensions contributing for 2% more than the work 

stressors alone in the prediction of the emotional exhaustion. The 

researchers note that stressors from the physical and social environment and 

role ambiguity remained significant predictors while, among leadership 

predictors, only m a n a g e m e n t by exception  (active ) remained significantly 

associated with emotional exhaustion after work stressors had been 

controlled for in the multiple regression analysis. Transformational and 

contingent reward leadership did not influence emotional exhaustion.
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2.4.9 Relationship between leadership, staff expertise and staff 

stability, and adverse events
Houser (2003) used qualitative and quantitative methods to answer the 

research question: What contextual factors influence the delivery of nursing 

care? The purpose of the study was to understand and measure the 

multivariate nature of the contemporary nursing care environment.

Qualitative inquiry methodology was used in the initial step to identify factors 

that affect demands on nurses. Thirty six nurses from an integrated delivery 

system in Ohio participated in a focus group and responded to the general 

question: “What elements of the workplace affect the demands on nursing 

staff?” Transcripts of the focus groups were analysed using a constant 

comparison method until saturation was reached. The central phenomena 

identified were: leadership, teamwork, resources, staff stability, expertise and 

workload. Review of transcripts provided some evidence of causal 

conditions, context and consequences for each phenomenon. These helped 

develop propositions that provide direction for model building.

The quantitative study evaluated the fit of the model. The unit of analysis for 

the study was the patient care unit. Forty six units in six hospitals and three 

long term care facilities were included in the study including emergency care, 

critical care, medical-surgical care, mother/child care and long term care. The 

sample included 55 nurse managers and 1142 registered nurses.

Measures for each of the factors in the model were identified. Leadership 

was assessed using the Leadership Practices Inventory (LPI) (Kouzes and 

Posner, 1987). The LPI was administered to all nurse managers and three 

randomly selected staff nurses. Nurse manager return rate was 91% and 

70.3% of staff nurses returned the LPI for their manager.

The work environment was assessed using the Work Environment Scale 

(WES) (Moos and Insel, 1994). The subscales for relationships and personal 

growth were used to measure teamwork and organisational support for the 

individual. The WES was administered to a 40% random sample (n=452) of
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all full-time and part-time registered nurses for the sample units. The low 

return rate of 32.2% was a significant limitation of the study.

Another limitation of measurement was access to a dependable, relevant 

measure of workload. Staff nurses in the study claimed that measures based 

on midnight census and lengths of stay were not meaningful in representing 

true workload, however, the researcher acknowledges that reliable 

alternative measures were not available for the study and therefore results 

must be interpreted with that caveat.

Data were analysed using a structural equation modelling process.

Key findings from the studies linking leadership to organisational and staff 

outcomes include:

■ Relationship-orientated leadership (as measured by the Leadership 

Practices Inventory) was related to low turnover (-2.191, p=.05), 

increased stability of staff (-2.191, p = 0.05) and higher levels of staff 

expertise (1.918, p= 0.05).

■ High levels of expertise were related to lower incidence of adverse events 

(-2.133, p = .05).

* Increased teamwork was related to lower incidence of adverse events 

(-2.043, p=.05).

“ Workload was not a significant predictor of outcome

This study demonstrated that leadership (as measured by the Leadership 

Practices Inventory) was associated with increased staff expertise and staff 

stability, which were related to lower incidence of adverse events.

2.4.10 Summary

A summary of the findings of research studies which examined the 

relationship between leadership, organisational and staff outcomes is 

Presented in Tables 2.4.1 and 2.4.2.
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Although studies have demonstrated the link between transformational 

leadership, organisational and staff outcomes the contribution of 

transformational leadership behaviours in predicting these outcomes was 

relatively modest, for example: the contribution of leadership behaviours in 

predicting job satisfaction was 11%, 27%, 29.2% and 30% (McNeese-Srnith, 

1995 [Seattle and Los Angeles studies]\ Chiok Foong Loke 2001; and, 

Morrison et at 1997 respectively); predicting organisational commitment was 

11%, 29% and 21.8% (McNeese-Smith, 1995; Chiok Foong Loke, 2001); 

and, predicting productivity was 9%, 15% and 8.8% (McNeese-Smith, 1995; 

Chiok Foong Loke, 2001). Therefore indicating there are other factors 

besides transformational leadership influencing these outcomes.

Furthermore, there may be moderating factors influencing the relationship 

between leadership style and outcomes that may indeed decrease the 

positive effects of the leadership style on outcomes. Doran et at (2004) found 

that the nurse manager’s span of control had a moderating influence on the 

relationship between leadership style staff nurse’s job satisfaction and staff 

turnover. Specifically, a wide span of control (total number of staff reporting 

directly to the manager) decreased the positive effects of transformational 

leadership on nurse’s job satisfaction and increased staff turnover.

The transformational leadership theory has been positively linked to a variety 

of organisational and staff outcomes. Studies demonstrate transformational 

leadership has a positive influence on job satisfaction (McNeese-Smith, 

1995; Medley & Larochelle, 1995; Morrison et at, 1997; Chiok Foong Loke 

2001, Doran et al, 2004), organisational commitment (McNeese-Smith, 1995, 

Chiok Foong Loke 2001, McGuire and Kennedy, 2006), organisational 

culture (Casida and Pinto-Zipp, 2008), productivity (McNeese, 1995; Chiok 

Foong Loke 2001), staff empowerment (Morrison et al, 1997), staff turnover 

(Doran et al, 2004, Raup, 2008), staff retention (Kleinman, 2004), staff 

stability and staff expertise (Flouser, 2003). It is notable that none of the 

studies were carried out in the United Kingdom.
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From a theoretical standpoint, the review supports the conceptual model of 

transformational leadership proposed by Bass (1985) and Kouzes and 

Posner (1987) and demonstrates that transformational leadership is 

significantly correlated with organisational and staff outcomes related to the 

health care setting, thus suggesting that organisations may benefit from 

promoting and supporting transformational leadership.

From a research point of view, the review revealed a lack of studies related 

to transformational leadership and its impact on organisational and staff 

outcomes in the United Kingdom. Additionally, the need for research that 

controls for the effects of other variables that may moderate or mediate the 

relationship between leadership style and outcome variables is required. 

Finally, organisational and staff outcomes were only indirectly related to 

patient care and often relied on self-report rather than reports from others or 

from direct observation - all strengths of the current study.
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Table 2.4.1 Summary of the relationship between leadership and

organisational outcomes

Organisational
outcomes

Author(s) Significant
findings

Comment

Organisational
commitment

Chiok Foong 
Loke (2001)

Increased 22% of organisational 
commitment was explained by 
the use of leadership 
behaviours

McGuire & 
Kennedy(2006)

Increased Staff nurses who perceived 
their manager as more 
transformational also 
demonstrated a higher 
organisational commitment

McNeese-Smith
(1999)

Increased Managerial motivation for 
achievement positively 
correlated with organisational 
commitment

Staff Nurse 
retention

Kleinman (2004) Decreased Transactional leadership style 
of management by exception 
(active) appeared to be a 
deterrent to staff nurse 
retention

NS Transformational leadership 
was not significantly correlated 
with staff nurse turnover

Staff Nurse 
turnover

Raup (2008) Decreased Trend of lower staff nurse 
turnover with transformational 
leadership

Doran et al (2004) Decreased Transformational leadership 
decreased turnover

Organisation
culture

Casida & Pinto- 
Zipp, 2008

Increased Transformational and 
transactional contingent 
reward leadership styles were 
associated with an 
organisational culture related 
to organisational effectiveness

Staff stability Houser (2003) Increased Relationship-orientated 
leadership was related to 
higher levels of staff stability
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Table 2.4.2 Summary of the relationship between leadership and staff

outcomes
Staff
outcomes

Author(s) Significant
findings

Comment

Job satisfaction Morrison et al 
(1997)

Increased Transformational and transactional 
leadership were positively related to 
job satisfaction.
Transformational leadership was 
positively related to empowerment, 
with a correlation of 0.26 (p<0.05). 
Empowerment was positively 
related to job satisfaction, with a 
correlation of 0.41 (p<0.05).

Chiok Foong 
Loke (2001)

Increased 29% of job satisfaction was 
explained by the use of leadership 
behaviours

Medley &
Larochelle
(1995)

Increased Positive relationships between 
transformational leadership and job 
satisfaction

McNeese- 
Smith (1999)

Increased Managerial motivation for 
achievement positively correlated 
with job satisfaction

Doran et al 
(2004)

Increased Transformational and transactional 
leadership style increased job 
satisfaction

Staff expertise Houser
(2003)

Increased Relationship-orientated leadership 
was related to higher levels of staff 
expertise

Productivity Chiok Foong 
Loke (2001)

Increased 9% productivity was explained by 
the use of leadership behaviours

McNeese- 
Smith (1999)

Increased Managerial motivation for 
achievement positively correlated 
with job satisfaction

Empowerment Morrison et al 
(1997)

Increased Transformational leadership was 
positively related to empowerment, 
Empowerment was positively 
related to job satisfaction.

Emotional
exhaustion

Stordeur et al 
(2001)

NS Transformational and transactional 
contingent reward leadership did not 
influence emotional exhaustion
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Chapter Two: Section Five

Studies that examine the relationship between ward leadership and
patient outcomes

This section of the review will evaluate empirical studies of the impact of the 

leadership style of the ward sister on the quality of patient care -  the focus of 

the study; in particular, the relationship between transformational leadership 

and patient outcomes.

The following electronic databases were searched (up until 1 March 2009) for 

published and unpublished literature using broad concepts of 

transformational leadership, nursing leadership and quality patient care:

CINAHL Plus with Full Text (EBSCO Nursing and Allied Health)

British Nursing Index (BNI) (EBSCO Nursing and Allied Health)

Medline (OVID)

PubMed 

Science Direct

Each database was searched individually (Table 2.5.1 presents an example 

of an individual search strategy employed), this was followed by a cross 

search of databases (CINAHL, BNI, EBSCO, Medline, PubMed). Internet 

based resources were searched for relevant research reports, policy 

documents and evaluations of leadership development programmes; and 

general searches of the World-Wide-Web were carried out. The reference 

lists of articles were examined for further studies.

The key words used to conduct the literature search included the following: 

leadership; transformational leadership; leadership style; management style; 

ward manager; ward sister; charge nurse; role; ward characteristics; patient 

outcomes; quality nursing care; determinants of quality nursing care. Mesh 

terms and expanded keyword searches were used where available.
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Table 2.5.1: Example of an individual search strategy employed: in the 

CINAHL (EBSCO Nursing and Allied Health)

Search terms Number

1. (MH “Leadership”) or (MH Management Styles) 12869

2. (MH “Nurse Manager+”) 4395

3. (MH “Quality of Nursing Care”) or (MH “Quality of 

Health Care”) or (MH “Quality Patient Care Scale”)

26357

4. (MH “Hospital Units+”) 31771

5. 1 and 2 624

6. 3 and 5 14

2.5.1 Approach to the literature
The literature search identified a vast amount of literature pertaining to the 

three broad concepts of leadership, nursing leadership and quality of patient 

care. However, when the search was refined to combine these concepts, a 

relatively small amount of studies were identified. This was the starting point 

for identifying research studies relating to the research question: Is there  an  

associa tion  b e tw e e n  the lead ersh ip  style o f  the w ard  s is ter a n d  the qua lity  o f  

nursing  care  g iven  b y  s ta ff that th ey  m a n a g e ?  Transformational leadership 

was the focus of the study and hence research that measured the 

relationship between transformational leadership and quality patient care at 

the ward or unit level was the primary focus for appraisal in this section of the 

literature review.

On initial search of the literature in 2004 no empirical studies were identified 

that specifically tested the link between the leadership style of the ward 

manager and the quality of nursing care given by staff that they manage. 

However, three studies were identified that examined the relationship 

between leadership and patient satisfaction, as part of their study (McNeese- 

Smith, 1999; Doran e t a l 2004; Larabee e t al, 2004); and a further study was 

identified that developed and tested a model which included the leadership 

style of the nurse manager as a contextual factor theorised to influence the 

delivery of nursing care (Houser, 2003). All four studies used leadership
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measurement tools that were rooted in the philosophy of transformational 

leadership.

Three further studies were identified (Anderson et al, 2003; Pollack & Koch, 

2003; Boyle, 2004) that measured leadership as part of their study; however, 

the leadership measurement was part of a subscale of other instruments, that 

were not specifically developed to measure transformational leadership. 

Nevertheless, the studies were included in the review as they are 

methodologically sound and add to the discussion on the association 

between leadership and patient outcomes.

Although not identified through the electronic database literature search 

strategy, a study which tested whether the intervention of a clinical leadership 

development programme improved the clinical leadership capability of 

participants (Cunningham and Kitson, 2000 [a] [b] was also included. The 

leadership programme was the renowned RCN Clinical Leadership 

Programme which was set up in 1995 and sought to identify how clinical 

nurses in recognised leadership positions could improve the quality of patient 

care.

In the intervening years a further three studies were identified that measured 

leadership and patients outcomes; including a systematic review examining 

the relationship between nursing leadership and patient outcomes (Wong 

and Cummings, 2007); a study that examined the impact of leadership styles 

used by Emergency Department nurse managers on patient satisfaction 

(Raup, 2008) and the first contemporary study from the UK examining the 

role of the ward manager and the impact that they have on the performance 

of their ward (Hay Group, 2006). The UK study was published as a brief 

report and no further details were available, however, it was included to 

highlight the increasing importance of this area of research within the UK.

Eleven empirical studies (Table 2.5.2) were identified in the literature which 

examine the relationship between nursing leadership and patient outcomes 

and will be discussed in more detail.
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Table 2.5.2: Empirical studies which examine the relationship between

leadership and patient outcomes

Author / Date / 

Journal

Title of publication Country

McNeese (1999) 
Jo u rn a l o f  
O rg an isa tio n a l 
B e h av io u r

The relationship between managerial 
motivation, leadership, nurse outcomes 
and patient satisfaction

USA

Anderson, e t a l (2003) 
N urs ing  R e s e a rc h

Nursing Homes as Complex Adaptive 
Systems. Relationship between 
management practice and resident 
outcomes

USA

Pollack & Koch (2003) 
C ritical C a re  M ed ic in e

Association of outcomes with 
organisational characteristics of neonatal 
intensive care units

USA

Houser(2003)
Jo u rn a l o f  N urs ing  
A dm in istra tion

A model for evaluating the context of 
nursing care delivery

USA

Raup (2008)
Journal of Emergency 
Nursing

The impact of ED nurse manager 
leadership style on staff nurse turnover 
and patient satisfaction in academic 
health center hospitals

USA

Larrabee, e t a l (2004) 
R e s e a rc h  in N u rs ing  & 
H e a lth

Predictors of patient satisfaction with 
inpatient hospital nursing care

USA

Boyle (2004) 
N u rs ing  E conom ics

Nursing unit characteristics and patient 
outcomes

USA

Doran e t a l (2004) 
C a n a d ia n  H e a lth  
S e rv ices  R e s e a rc h  
Fou n d atio n

Impact of the manager’s span of control 
on leadership and performance

Canada

Wong & Cummings 
(2007)
Jo u rn a l o f  N urs ing  
M a n a g e m e n t

The relationship between nursing 
leadership and patient outcomes: a 
systematic review

Canada

Cunningham & Kitson 
(2000 [a],[b])
N u rs ing  S ta n d a rd

An evaluation of the RCN Clinical 
Leadership Development Programme: 
part 1 and part 2

UK

Hay Group (2006)
.Hay Group Publication

Nurse Leadership: being nice is not 
enough

UK
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2.5.2 Leadership and patient outcomes studies

2.5.2.1 Systematic Review

A systematic review of original research is one of the most influential 

approaches to the analysis of scientific data (Greenhalgh and Donald, 2000; 

Davey Smith and Egger, 1998). A systematic review collects and analyses 

information from research reports in an attempt to gauge the cumulative 

weight of the evidence. No systematic reviews pertaining to the relationship 

between leadership and quality of patient care were found prior to the 

initiation of this study, however, since then, one systematic review has since 

been identified: The relationship between nursing leadership and patient 

outcomes: a systematic review (Wong & Cummings, 2007). This review was 

carried out by a PhD student and an Assistant Professor from the University 

of Alberta, Canada. The strength of evidence from the review is clearly 

dependent on the quality of the individual studies reviewed. However, the 

review itself must be carried out rigorously if its conclusions are to be relied 

upon. Sutton et al (1998) offer a series of recommendations for good practice 

in carrying out a systematic review, and these will be used to help evaluate 

the study by Wong and Cummings (2007). The evaluation of the review in the 

light of the recommendations is set out below.

T The objective and methods of the review should be set out before the 

study is done. This is to reduce the likelihood of the reviewers altering the 

terms of the review to favour a certain outcome once the material has 

been gathered. Wong and Cummings (2007) set out inclusion and 

exclusion criteria in sufficient detail and with sufficient clarity for a 

reviewer to follow. In addition, they adapted a screening tool from a 

previous systematic review to guide the reviewer. The main objective of 

the review was “... to describe the findings of a systematic review of 

studies that examine the relationship between nursing leadership and 

patient outcomes in health care organisations and to make 

recommendations for further study” (Wong and Cummings, 2007, p 509).

2. The compilation of studies should be comprehensive and the search 

methods and sources clearly documented. The review sets out a search
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strategy in sufficient detail for a reader to be able to replicate. However, 

the authors state that “the study was part of a larger systematic review 

that included all research studies (both quantitative and qualitative) in 

which leadership was measured” (Wong and Cummings, 2007, p509). 

This leaves the reader confused as the inclusion criteria indicated that 

both qualitative and quantitative research studies were included in the 

review. No other reviews by the authors were found in further literature 

searches. The main electronic databases were searched together with the 

Cochrane databases. Manual searches of specific relevant journals 

pertaining to nursing leadership were searched; professional, policy and 

research databases were searched. The reference lists of articles 

obtained through the initial search were searched. Search terms used 

included: leadership AND research, evaluation, measurement. Truncation 

was used, where appropriate for example “evaluates” and “measures”. 

This strategy identified over fourteen thousand titles and abstracts which 

were individually reviewed by a research team. This appears to have 

been a huge amount of work and perhaps a refined literature search 

would have been more efficient. Seven studies were included in their final 

analysis, all of which were reviewed in the current study.

Wong and Cummings (2007) list three main areas to be assessed during 

the screening process. Three questions guided this process: Does the 

study measure formal nursing leadership? Does the study measure 

patient outcomes? Is the relationship between nursing leadership and 

patient outcomes in health care organisations evaluated? 100% inter-rater 

reliability of the screening process was established. A search and retrieval 

flowchart is included in the review detailing the process and the number of 

articles retained and excluded at the various stages of the search 

strategy.

3- The m e th o d o lo g ica l qua lity  o f  the stud ies  sho u ld  b e  ass esse d , a n d  the  

a s s e s s m e n t criteria  reported . Wong and Cummings (2007) assessed the 

methodological quality of each published article using a quality rating tool 

used in two previous published systematic reviews. The adapted tool was
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used to assess four areas of each study: research design, sampling, 

measurement, statistical analysis. Thirteen items comprised the tool and 

a total of 14 possible points could be assigned for the thirteen criteria. 

Based on the points assessed, each study was placed in one of three 

possible categories: strong, moderate and weak. Each author quality- 

assessed the studies independently. The assessment criteria were 

framed as questions to which Yes or No responses were allocated 1 point 

or 0 points respectively. The questions included: Was the study 

prospective? Was probability sampling used? Was sample size justified? 

Was sample drawn from more than one site? Was anonymity protected? 

Response rate more than 60%? Is leadership measured reliably? Was 

leadership measured using a valid instrument? Are effects of leadership 

observed rather than self-reported? If scale was used for measuring 

effects, is internal consistency > .70. Was a theoretical model/framework 

used for guidance? If multiple effects studied, are correlations analysed? 

Are outliers managed? Wong and Cummings (2007) addressed the 

adequacy of the sample, the validity and reliability of the instruments used 

and the appropriateness of the statistical tests in the body of the review, 

all of which affect the validity of the results. Shared strengths and 

weaknesses of the studies were synthesised and presented.

4. Identification of a common set of outcome variables that is consistent with 

those in the primary studies. The review sought data that measured 

leadership and data that measured specific patient outcomes (for 

example: patient satisfaction, patient mortality and patient safety: adverse 

incidents and complications). This was consistent with the objective of the 

review, which was to describe the relationship between leadership and 

patient outcomes.

5. Extractor of outcome variables from primary studies using a reproducible 

standardised approach designed to avoid extractor bias. Two reviewers 

independently extracted outcome variables from each study, and rated 

their methodological quality using a standardised approach described in 3 

and 4 above.
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6. Where possible, perform a quantitative synthesis of primary study data, 

using methods that allow for important variations between studies. Wong 

and Cummings (2007) did not undertake to perform a quantitative 

synthesis of primary study data and recognise this as a limitation of the 

review. “A variety of outcome measures and heterogeneity of samples 

and settings precluded meta-analysis procedures and limited the 

consolidation of findings” (Wong and Cummings, 2007, p 520).

7. The resu lts  o f  the re v ie w  should  b e  e v a lu a te d  in the light o f  the issues  

iden tified  in the p rece d in g  reco m m en d atio n s . Wong and Cummings 

(2007) discuss a number of important issues. The methodological quality 

of the studies was assessed and scored in light of thirteen areas identified 

in the review, and the scores are presented in a table. Reasons for 

excluding studies are presented, together with significant differences in 

design between studies and the impact of this factor on the feasibility of 

combining outcomes for analysis. In particular, the differences in the 

outcome measures, the heterogeneity of samples and clinical settings 

meant that results could not be combined for meta-analysis. However, 

Wong and Cummings (2007) combined demographics of patients and 

nurses, where possible, as there were so few studies of nursing 

leadership and patient outcomes in the review (seven in total). The 

measurement of leadership and the indirect mechanisms by which 

leadership was related to patient outcomes were discussed in the body of 

the review. The outcome variables were categorised in themes based on 

content analysis and a summary of the study outcomes, relationship 

between leadership and patient outcomes, presented in a table and 

discussed in the main body of the review.

8- The k e y  as p e c ts  o f  the rep o rt shou ld  be c learly  p re s e n te d  in o rd e r to 

e n a b le  critical a p p ra is a l a n d  to facilita te  rep lication  o f  the rev iew . Wong 

and Cummings (2007) set out the main elements of the studies in tables, 

summary of the quality assessment, characteristics of included studies 

and a summary of study outcomes. Important issues were discussed in 

the text.
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9. The rep o rt should  Include a  discussion o f the m eth o d o lo g ica l lim itations o f  

the p rim ary  stud ies a n d  the re v ie w  itself. Recommendations should be 

explicit and detail the evidence on which they are based. Any proposal for 

future research should also recommend appropriate methodological 

requirements. Wong and Cummings (2007) discuss the methodological 

limitations of the primary studies systematically and in detail. They also 

discuss limitations of their own review. Their recommendations are based 

on the findings of the review and perhaps more interesting gaps in 

knowledge that the studies in the review did not address (or were not 

designed to address). Recommendations give sufficient detail to guide 

future research in relation to further advancing knowledge in the area of 

leadership and patient outcomes. Proposals for future research are 

consistent with the results of the review. Consequently, Wong and 

Cummings (2007) propose..."that fu rth e r stud ies  o f  long itud ina l a n d  

in tervention  n a tu re  in a  varie ty  o f  settings with m ore  d iverse  a n d  ran d o m ly  

s e le c te d  sam p les  a re  n e e d e d  to a d v a n c e  k n o w led g e  o f  the com plex  

co n tex tu a l a n d  m ultivaria te  in fluences  am o n g  lead ersh ip  a n d  p a tie n t  

o u tc o m e s ” (p 520).

Overall, Wong and Cummings’ (2007) review is methodologically sound and 

is reflective of the small number of studies that the review is based on in that: 

“A variety of outcome measures and heterogeneity of samples and settings 

precluded meta-analysis procedures and limited the consolidation of findings” 

(Wong and Cummings, 2007, p 520). However, the authors conclude that 

“findings from  the re v ie w  su g g est e v id e n c e  supporting a  pos itive  re la tionsh ip  

b e tw e e n  tran s fo rm atio n a l lead ersh ip  a n d  im p ro ved  p a tie n t ou tco m es  

( in c re a s e d  p a tie n t satisfaction  a n d  re d u c e d  p a tie n t a d v e rs e  eve n ts  a n d  

com plications, a  re la tionsh ip  p re s u m a b ly  m e d ia te d  b y  the in fluence  o f  s ta ff  

p erfo rm an ce  on o u tc o m e s ” (p 520). Importantly, for the current study all 

studies in the review were either from the USA or Canada, no studies in 

relation to the relationship between leadership and patient outcomes were 

identified in the United Kingdom.
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2.5.3 Studies that examine the relationship between leadership and

patient satisfaction (N = 4)

This section will evaluate the four studies (McNeese-Smith, 1999; Doran, et 

al, 2004; Larrabee, et al, 2004; Raup, 2008) that examine the relationship 

between leadership and patient satisfaction. The studies examined: 

relationships among nurse manager motivation for power, achievement and 

affiliation, managerial leadership behaviours, staff nurse outcomes of job 

satisfaction, productivity and organisational commitment and patient 

satisfaction (McNeese-Smith, 1999); relationships between leadership, span 

of control and outcomes measured by job satisfaction, patient satisfaction 

and unit turnover (Doran et al, 2004); the influence of registered nurse job 

satisfaction, context of care, structure of care, perceived nurse caring and 

patient characteristics on patient satisfaction (Larrabee et al, 2004); and, the 

impact of leadership styles used by Emergency Department (ED) nurse 

managers on nurse turnover and patient satisfaction. The overall objective of 

the four studies and the questions extracted relating to patient satisfaction 

are presented in Table 2.5.3 below.

Table 2.5.3: Studies associated with leadership and patient satisfaction:

overall objective and questions extracted relating to patient satisfaction

Author Objective of study Question extracted 
related to patient 
satisfaction

McNeese
(1999)

To examine the relationships 
among nurse manager motivation 
for power, achievement and 
affiliation, managerial leadership 
behaviours, staff nurse outcomes 
of job satisfaction, productivity and 
organisational commitment and 
patient satisfaction

Is there a relationship 
between managerial 
leadership behaviours 
and patient satisfaction?

Doran et al 
(2004)

To examine the relationships 
between leadership, span of 
control and outcomes as 
measured by nurses' job 
satisfaction, patient satisfaction, 
and unit staff turnover

Is there a relationship 
between leadership style 
and patient satisfaction?
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Table 2.5.3 continued

Author Objective of study Question extracted 
related to patient 
satisfaction

Larrabee, 
et al 
(2004)

To investigate the influence of 
registered nurse job satisfaction, 
context of care, structure of care, 
patient-perceived nurse caring, 
and patient characteristics on 
patient satisfaction

Is leadership style a 
predictor of patient 
satisfaction?

Raup
(2008)

To examine the impact of 
leadership styles used by ED 
nurse managers on nurse turnover 
and patient satisfaction as 
measured by the Full Range 
Leadership Model.

What is the impact of the 
predominant leadership 
style on patient 
satisfaction?

2.5.3.1 Setting
Three of the studies were conducted in the USA in acute care inpatient units 

of teaching hospitals (McNeese-Smith, 1999, Larrabee, et al, 2004, Raup, 

2008); and one study was conducted in Canada in acute care inpatient units 

of both teaching and community hospitals (Doran, et al, 2004). The focus on 

acute inpatient units of teaching hospital is similar to the current study which 

includes the hospital inpatient wards of an acute trust as the focus for the 

study. However, the health care system and the education system for nurses 

in the USA and Canada differ from the UK National Health Service (NHS) 

thus limiting the general transferability of results.

2.5.3.2 Study design

Study designs comprised: an ex-post facto / correlation design (McNeese- 

Smith, 1999); a descriptive correlation design (Doran et al, 2004); a 

predictive, non-experimental design (Larrabee et al, 2004); and, a descriptive 

design (Raup, 2008), thus limiting interpretations of causality. Three studies 

(McNeese-Smith, 1999; Doran et al, 2004; Larrabee et al, 2004) utilised a 

well developed theoretical or conceptual framework to ground their work. 

Two studies (Doran et al, 2004; Raup, 2008) collected data from multiple 

sites, which allowed for larger sample sizes and greater heterogeneity in the 

resulting samples. All studies were prospective in design as data
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requirements were developed in advance and collected concurrently. No 

studies utilised random sampling to recruit patient care units; a convenience 

sample was utilised for all studies. However, one study targeted all 

“E m e rg e n c y  D e p a rtm e n ts  nurse m a n a g e rs  o f the p rim ary  hospita ls  identified  

b y eac h  o f  the 101 a c a d e m ic  h ea lth  cen tres  lo ca ted  in the con tinen ta l U n ited  

S ta te s ” (Raup, 2008, p.405).

2.5.3.3 Sample

A total of 92 acute care in-patient units were involved: 19 units (McNeese- 

Smith, 1999); 51 units (Doran eta/, 2004); 7 units (Larrabee e t al, 2004); and, 

15 units (Raup, 2008). As the unit of analysis for the studies was the patient 

care unit level, sample size in three of the studies appeared to be relatively 

small. However, the studies were judged to have acceptable participant 

sample sizes for the purpose of their study.

The participating units were medical, surgical, obstetrics and day surgery unit 

(Doran e t al, 2004); medical, surgical and intensive step-down units 

(Larrabee, e t al, 2004); all nineteen acute care inpatient units in a 500 bed 

teaching hospital (McNeese-Smith, 1999) and emergency departments 

(Raup, 2008).

The specialty types of units were not identified in one study (McNeese-Smith, 

1999) and the numbers of different specialty types of units were not identified 

in two of the studies (McNeese-Smith, 1999; Doran e t a l 2004), thus limiting 

comparison of data between patient care units. In contrast, the homogeneity 

of the sample in the Raup (2008) study was acknowledged as a limitation of 

the study as results could not be generalised to other nurse managers who 

manage different types of patient care units.

2.5.3.4 Participants in the studies
In total, 82 nurse managers participated: 19 nurse managers (McNeese- 

Smith, 1999); 41 nurse managers (Doran e t al, 2004); and, 15 nurse 

managers (Raup, 2008); 7 nurse managers (Larrabee e t al, 2004).
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The total sample of nurses was 1058, which comprised: 221 registered 

nurses (McNeese, 1999); 717 registered nurses and registered practical 

nurses (Doran et al 2004); 90 registered nurses (Larrabee et al, 2004); and 

30 registered nurses (Raup, 2008).

The total sample of patients for three of the studies was 1341, which 

comprised: 299 patients (McNeese, 1999); 680 patients (Doran et al 2004); 

362 patients (Larrabee et al, 2004). In the Raup (2008) study, the number of 

patients that completed a patient satisfaction questionnaire was not reported 

(nurse managers were asked to enter the patient satisfaction scores for the 

most recent full year).

2.5.3.5 Measurement of leadership
Three studies (Doran, et al, 2004; Larrabee, et al, 2004, Raup, 2008) 

measured the leadership style of the nurse managers (n=63) using the 

Multifactor Leadership Questionnaire Form 5X (Bass & Avolio, 2000). The 

other study (McNeese-Smith, 1999) used the Leadership Practices Inventory 

(Kouzes & Posner, 1995) to measure the leadership behaviours of the nurse 

managers (n=19). Instrument reliability was reported in two of the studies 

(McNeese-Smith, 1999; Larrabee et al, 2004) and validity in two (McNeese- 

Smith, 1999; Raup, 2008), but all studies used instruments with established 

reliability and validity. Additionally, both these leadership measurement 

instruments are rooted in the philosophy of transformational leadership, 

which is the underpinning leadership theory for the current study.

In the studies that reported reliability, acceptable levels were achieved (alpha 

coefficients >70). McNeese-Smith, (1999) demonstrated internal consistency 

for the LPI instrument (Cronbach’s alpha=0.98 for LPI-Other composite; 0.84- 

0.85 for the subscales) [scores for items in the five transformational 

leadership subscales were summed and averaged for each nurse to produce 

a transformational leadership score]; and, Larrabee et al, (2004) 

demonstrated internal consistency for the MLQ instrument (Cronbach’s alpha 

= 0.63 -  0.95 for the subscales; and Cronbach's alpha = 0.95 for a 

transformational leadership score.
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In all studies, leadership was measured by asking staff nurses to complete 

instruments in which they rated the leadership of their nurse manager. This 

added to the construct validity of the measurement of leadership beyond 

leader self-report to a more observed measure of leadership (Bass & Avolio, 

1995; Dunham, 2000; Xin & Pelled, 2003). Self-report measures of 

leadership are subject to the influence of social desirability response bias 

(Polit & Beck, 2004). In one study (Raup, 2008) nurse managers completed 

the MLQ-self survey, however, two staff nurses from each unit also 

completed the MLQ-rater survey to validate the manager’s leadership style 

(Raup, 2008).

2.5.3.6 Measurement of patient satisfaction
Three of the studies (McNeese-Smith, 1999; Doran, et al 2004; Larrabee, et 

al, 2004) utilised the patient satisfaction with nursing subscale (or a modified 

version) of the Patient Judgements of Hospital Questionnaire (Meterko et al, 

1990; Rubin et al, 1990) to measure patient satisfaction. Raup (2008) did not 

specify the type(s) of patient satisfaction instrument utilised as data from 

existing patient satisfaction surveys carried out in each unit for the previous 

full year were utilised in the study.

McNeese-Smith (1999) used 5-items from the Patient Judgements of 

Hospital Quality Questionnaire (Meterko et al, 1990); while Doran et al, 2004 

used 21-items from the same tool (Rubin et al, 1990). Questions were rated 

using a 5-point Likert-type scale ranging from excellent to poor, with an 

option for ‘don’t’ know’. Larrabee et al, (2004) used a modified version of the 

nursing and daily care subscale of the Patient’s Judgement of Hospital 

Quality Questionnaire (Larrabee et al, 1995; Meterko et al, 1990). It consists 

of nine items with a 5-point Likert scale response format, from 1=poor to 5 = 

excellent. One item was a global measure of patient satisfaction.

McNeese-Smith (1999) also included four patient demographic questions and 

two questions at the request of the organisation: 'Did any one nurse seem to 

be in charge of your care?’ and ‘Did you ever meet the nurse manager (head 

nurse?’. The rationale was given that these responses would indicate if the
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primary nurse was coordinating and discussing the care with the patient and 

if the nurse manager was making patient rounds and talking with patients 

and/or families; aspects of nursing care considered to be important by the 

organisation.

Instrument reliability and validity were reported in two of the studies 

(McNeese-Smith, 1999; Larrabee e t a l 2004) and acceptable levels of 

reliability were achieved (alpha coefficients >70). Internal consistency 

reliability was reported as Cronbach’s alpha = 0.95, by the original 

researchers (Hays, e t al, 1990), for the subscale used by McNeese-Smith 

(1999). Larrabee e t al, 2004 reported internal consistency reliability of the 

modified instrument, Cronbach's alpha = 0.94.

2.5.3.7 Criteria for inclusion and sample: patients

The criteria for inclusion were similar in the three studies: participants had to 

be on the participating ward for 24 hours or more; be able to speak, read or 

write in English (McNeese-Smith, 1999; Doran e t al, 2004, Larrabee et al, 

2004); be 18 years of age or older (Doran e t al, 2004, Larrabee e t al, 2004); 

and without a psychiatric diagnosis (Larrabee e t al, 2004). No criteria for 

inclusion were reported by Raup (2008).

The patient target sample was reported in two studies: 10 patients per 

participating unit (Doran e t al, 2004); and, the first sixteen patients being 

discharged from each participating unit (McNeese-Smith, 1999); no target 

sample or period for patient data collection was reported by Larrabee e t a l 

(2004); patient satisfaction survey data for one full year were included for the 

participating units in the Raup (2004) study. The author acknowledged this as 

a limitation of the study “. ..th e  types o f  p a tie n t satis faction  m e a s u re m e n t  

instru m ents  u s e d  b y  a c a d e m ic  h ea lth  ce n te r e m e rg e n c y  d e p a rtm e n ts  m a y  

h a v e  va ried  b e c a u s e  the m eth o d s  a n d  instru m ents  for m eas u rin g  p a tie n t  

satisfaction  m a y  b e  e ith e r c o m m e rc ia l o r  institu tional specific" (Raup, 2008, 

407).
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2.5.3.8 Administration of patient satisfaction questionnaires

The patient satisfaction questionnaires were self-administered (Larrabee et 

al, 2004, Doran et al, 2004) or administered through interview (Larrabee et at, 

2004; McNeese-Smith, 1999). Larrabee et al (2004) assessed a patient’s 

reading ability to decide method of administration. McNeese-Smith (1999) 

reported that the researchers who developed the questionnaire (Hays et al, 

1990) found no difference between verbal or written administration of the 

questionnaire.

In the study by Raup (2008) nurse managers were asked to enter their 

patient satisfaction scores and the type of patient satisfaction survey used for 

the most recent full year as part of the online survey data collection.

2.5.3.9 Response rate: patients
A response rate of 99% (680 out of 686) was reported by Doran et al (2004). 

The number of patients who responded per participating unit was not 

reported. McNeese-Smith (1999) reported data were collected from 299 

patients: the target sample was the first sixteen patients discharged (n=304); 

the numbers of responses per unit were not reported. No response rates 

were reported by Larrabee et al, (2004) and Raup (2008).

2.5.3.10 Criteria for inclusion and sample: staff nurses
In the McNeese-Smith (1999) study, inclusion criteria were registered nurses 

employed in the participating unit for at least 3 months and who were in full 

time employment. A sample of fifteen registered nurses, who met the 

inclusion criteria, was randomly selected from the last payroll. All registered 

nurses employed on the study unit for at least 3 months were included in the 

Larrabee et al (2004) study. In the Doran et al, (2004) study inclusion criteria 

were staff registered nurses and registered practical nurses working full-time, 

part-time or casual on participating units; the target sample size was 10 

nurses per ward. No specific inclusion criteria were reported in the Raup 

(2008) study; two staff nurses were randomly selected from participating 

units to validate nurse manager’s leadership style.
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2.5.3.11 Administration of leadership measurement instruments

In two studies the leadership measurement instrument was administered 

following face-to-face contact, for example: the investigator and research 

assistants held several open sessions for staff nurses to provide information 

about the study and to request their participation; those who agreed to 

participate were asked to complete three questionnaires, which included the 

Multifactor Leadership Questionnaire, Bass & Avolio, 2000 (Doran et al, 

2004); registered nurse participants completed the nurse questionnaire 

(which included the Multifactor Leadership Questionnaire) while relieved of 

their patient care responsibilities (Larrabee et al, 2004).

McNeese-Smith (1999) used the postal method and Raup (2008) used 

electronic method to administer the leadership measurement. Participants 

were individually given a confidential, anonymous password and login to 

complete their respective surveys. Alternatives to online survey completion 

were available (i.e. phone interview and paper / fax).

2.5.3.12 Response rate: staff nurses

McNeese-Smith (1999) reported a 77.5% response rate (221 out of 285 staff 

nurses; mean 11.49; range 4 to 15 per participating unit (target sample was 

15 per ward). Doran et al (2004) reported a 96% response rate (717 out of 

744 staff nurses who attended the research information sessions and 

received questionnaires completed questionnaires). The number of 

respondents per unit was not reported (target sample was 10 staff nurses per 

unit). Raup (2008) reported 15 ED units out of a possible 98 had complete 

survey responses (15 managers and 30 staff nurses) a response rate of 

15%.

2.5.3.13 Demographic characteristics of the sample

Demographic characteristics of the sample were reported in two of the 

studies: nurse manager; staff nurses and patients demographic 

characteristics were reported by McNeese-Smith (1999) and nurse manager 

characteristics were reported by Doran et al (2004). Raup (2008) reported 

the demographic characteristics of nurse managers whose leadership style
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was more transformational. No demographical information was reported by 

Larrabee et al (2004).

2.5.3.14 Data analysis

Three studies used multivariate statistical procedures (correlational and 

multiple regression analysis) (McNeese-Smith, 1999); hierarchical modelling, 

multiple linear regression analysis (Doran et al, 2004); correlational and 

structural equation modelling (Larrabee et al, 2004); Raup (2008) did not 

report a data analysis plan.

2.5.3.15 Data aggregation
In two of the studies (McNeese-Smith, 1999; Doran et al, 2004) data were 

analysed at individual nurse level and aggregated to unit level. In the 

Larrabee et al (2004) study, RN data were matched to participating patients 

for whom they had provided care during the study period. The number of 

RNs matched to patients ranged from 1 to 12. Mean scores of predictor 

variables were calculated per patient. Larrabee et al (2004) acknowledged 

that a limitation to the internal validity of the study is that the aggregation of 

RN data to patients did not consider the rules about aggregation of data to 

units (Verran et al, 1995). Those rules are intended to validate that concepts 

measured at the individual level are representative of the group and that the 

instruments are reliable and valid at the group level. Issues related to data 

aggregation from individual to unit levels, without appropriate validation that 

the concepts measured at the individual level are representative of the group, 

apply to all three studies (Verran et al, 1995).

2.5.3.16 Mechanisms by which leadership was theorised to be 

related to patient satisfaction

In the studies, the mechanisms by which leadership was related to patient 

satisfaction were applied indirectly through changes in the work context or 

through influencing aspects of nurse behaviour that facilitated patient care 

and hence improved outcomes. Three of the studies postulated that positive 

leadership behaviours (transformational, empowering, and supportive) may
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be associated with outcomes through facilitation of better team work 

(McNeese-Smith, 1999; Doran et al, 2004, Raup, 2008).

Nurse job satisfaction was correlated with both positive leadership and 

patient satisfaction in one study (McNeese-Smith, 1999). Thus, it may be that 

effective leadership is related to patient outcomes through increased job 

satisfaction. However, in two other studies, there was no relationship 

between nurse job satisfaction and patient satisfaction (Doran et al 2004, 

Larrabee et al 2004).

In addition, two authors hypothesised that when leaders communicate clear 

expectations for practice, patient care processes are facilitated which, in turn, 

lead to improved outcomes (McNeese-Smith 1999; Doran et al 2004). 

Interestingly, McNeese-Smith (1999) found a positive association between 

manager’s motivation for power and patient satisfaction even when nurses’ 

ratings of leadership were negative.

Positive leadership behaviours of nurse managers were described as nurse 

managers who develop, stimulate and inspire followers to exceed their own 

self-interests for a higher purpose and are based on interactions between 

leader and followers (Doran et al, 2004); being innovative, creative, change- 

orientated and risk taking; creating a vision of the ideal and involving others 

in the excitement and the commitment; building teamwork, trust and 

empowering others to achieve goals; being clear about standards and 

values, setting an example and breaking tasks down into attainable wins; 

celebrating accomplishments and being supportive, caring and encouraging 

(McNeese-Smith, 1999).

2.5,4 Key findings from the studies linking leadership to patient

satisfaction

2.5.4.1 Doran e t  a l (2004)
■ Interestingly, a transactional leadership style as opposed to a 

transformational style was found to increase patient satisfaction.

110



■ Patient satisfaction was lower in units where managers had a large 

number of staff reporting to them.

■ Span of control (total number of staff reporting to directly to the manager) 

moderated the relationship between transactional leadership style and 

patient satisfaction. In particular, wide span of control decreased the 

positive effect of transactional leadership style on patient satisfaction.

■ For patient satisfaction, five confounding variables were found to have a 

significant effect on patient satisfaction.

- Increase of staff categories involved in patient care reporting to the 

manager was found to increase patient satisfaction.

- Four of the five variables were found to decrease patient satisfaction: 

nurse’s unit experience - units with managers who had longer tenure 

were found to have lower patient satisfaction; the number of staff 

categories not reporting to the manager: units that had a greater 

number of staff categories that did not report to the manager had 

lower patient satisfaction; the type of unit: more specifically, day 

surgery units were found to have lower patient satisfaction and units 

with high unpredictability were found to have lower patient satisfaction.

Notably, the authors do not present the statistics from the hierarchical

regression analysis in the publication.

2.5.4.2 McNeese-Smith (1999)
■ Managerial motivation for power was positively related to the mean 

patient satisfaction score (r = 0.32, p=0.0001) but negatively correlated 

with nurses’ perceptions of the manager as using all of the leadership 

behaviours (overall r = -0.28, p=0.0001) and staff nurse job satisfaction (r 

= -0.13, p=0.006).

■ Managerial motivation for achievement was positively related to patient 

satisfaction (r = 0.19, p = 0.004) and positively correlated with nurses’ 

perceptions of the manager as using all of the leadership behaviours 

(overall r = 0.26, p = 0.0001) as well as nurse job satisfaction (r = 0.25, p 

= 0.0002), nurse productivity (r = 0.15, p = 0.03) and nurses’ 

organisational commitment (r=  0.25, p = 0.0002).
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■ Managerial motivation for affiliation appeared to have little impact, either 

negative or positive, on patient satisfaction. However, the patients on 

units where managers were motivated for affiliation scored higher on 

knowing the nurse who was responsible for his / her care and knowing the 

nurse manager. Managerial motivation for affiliation did not show 

significant positive or negative relationships with nurse job satisfaction, 

productivity or organisational commitment.

■ Demographic data analyses did not show significant differences for 

patient satisfaction scores by age, gender or number of hospitals.

The author concludes that ‘‘It w as not possib le  to determ in e , from  this data,

w h e th e r m otivation  for p o w e r a n d  a c h ie v e m e n t a re  in conflict, o r w h e th e r the

id e a l m a n a g e r  m ight h a v e  so m e  portion o f  eac h "  (McNeese-Smith, 1999,

P257).

2.5.4.3 Raup (2008)

■ The impact of transformational leadership versus non-transformational 

leadership on patient satisfaction was not statistically significant (Fisher’s 

exact test (0.569) (exact sig. 2-sided).

■ The mean Emergency Department (ED) overall patient satisfaction score 

was 76.68% for managers who predominantly used transformational 

leadership style compared with 76.50% for managers who used a non- 

transformational style

■ Eighty per cent (n=12) of the ED nurses managers scored themselves 

highest in using a transformational leadership style, with 20% (n=3) 

validated by their staff nurses, thus limiting interpretation of the findings.

■ In addition, where ED nurse managers used transformational leadership 

styles this was reflected in a trend toward lower nurse turnover rates and 

higher staff retention compared with the hospitals where ED nurse 

managers used more non-transformational leadership styles. Mean staff 

nurse turnover rate was 13% on units where nurse managers were 

perceived to use transformational leadership styles compared with 29% 

staff nurse turnover rate on units where nurse managers were perceived 

to use non-transformational leadership styles.
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In summary, the leadership style was not found to be associated with patient 

satisfaction. Transformational leadership style was linked with lower staff 

turnover compared to a non-transformational leadership style. However, the 

small sample size and the homogeneity of the sample (only ED nurse 

managers in academic centres) preclude generalization of results to the 

wider nurse manager population.

2.5.4.4 Larrabee e t a t (2004)

Variables significantly and positively correlated with patient satisfaction were,

■ patient-perceived nurse caring,

■ patient age,

■ quality of life and

■ RN/MD collaboration.

Variables not found to be related to patient satisfaction were:

■ number of days hospitalized,

■ mental health status,

■ unit turbulence,

■ percent of budgeted RN FTEs that were filled,

■ ratio of patients to RN matched to patient days of hospitalization,

■ ratio of RNs to all nursing staff,

* aggregated RN job satisfaction, and

■ nurse manager leadership style

Variables that were found to be predictors of patient satisfaction included 

patient perceived nursing care (Beta 0.02, p = <0.001) and nurse/physician 

collaboration (Beta 0.02, p = 0.003). RN job satisfaction and the context of 

care variables of leadership, staffing and unit turbulence (m e a n  ratio  o f  

adm iss io n s  to d isch arg es  /  2 4 h r  for the days  the p artic ipa ting  p a tie n t w as  

h o sp ita lized ) were not found to be predictors of patient satisfaction.

2.5.5 Summary of the relationship between leadership and patient 
satisfaction

In two of the four studies, an increase in patient satisfaction was significantly 

associated with positive leadership behaviours. Specifically, McNeese-Smith,
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(1999) found that a relationship-orientated leadership style was associated 

with increased patient satisfaction; and, Doran et al, (2004) found that a 

transactional leadership style was associated with an increase in patient 

satisfaction. Conversely, Raup (2008) found that the type of leadership style 

did not appear to have any effect on patient satisfaction; and, Larrabee et al 

(2004) demonstrated that leadership style was not found to be a predictor of 

patient satisfaction.

Moreover, Doran et al (2004) found that the nurse manager’s span of control 

had a moderating influence on the relationship between leadership style and 

patient satisfaction. In particular, a wide span of control (total number of staff 

reporting to directly to the manager) decreased the positive effects of 

transactional leadership style on patient satisfaction.

To sum up, consistent links between leadership, in particular transformational 

leadership, and patient satisfaction have not been demonstrated in these 

studies; this may be due in part to the limitations of the studies, specifically, 

limitations in relation to internal validity (for example, validation of data 

aggregation from individual to unit level), homogeneity of the sample, the 

sample size of nurse managers, the types of patient satisfaction 

measurement instruments used and the use of survey methods only for data 

collection. However, the studies were, in the main, methodologically sound 

and have served to advance the understanding of the relationship between 

leadership and patient satisfaction.

2.5.6 Studies that examine the relationship between leadership and 

adverse events (N = 4)
This section will evaluate the four studies (Anderson et al, 2003; Pollack & 

Koch, 2003; Houser, 2003; Boyle, 2004) that examine the relationship 

between leadership and adverse events. The studies examined the 

relationships between management practices and resident outcomes 

(Anderson et al, 2003); tested the hypothesis that neonatal intensive care 

unit managerial practices and organisational processes were associated with 

neonatal outcomes (Pollack & Koch, 2003); tested a model representing
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contextual effects on nurse-sensitive patient outcomes (Houser, 2003); and, 

explored how organisational characteristics influence adverse events and 

failure to rescue to the level of the nursing unit (Boyle, 2004).

2.5.6.1 Setting

All four of the studies were conducted in the USA in nursing homes 

(Anderson et al, 2003); neonatal units (Pollack & Koch, 2003); acute care 

and long term care inpatient units of non-teaching hospitals (Houser, 2003); 

and acute care inpatient units of a teaching hospital (Boyle, 2004).

2.5.6.2 Study design
Study designs comprised: a cross sectional correlational design (Anderson, 

et al, 2003); multi centre design (Pollack & Koch, 2003); mixed method 

qualitative and quantitative design (Houser, 2003); and an exploratory cross 

sectional design (Boyle, 2004); thus limiting interpretations of causality. 

Three studies (Anderson, et al, 2003; Houser, 2003; Boyle, 2004) utilised a 

well developed theoretical or conceptual framework to ground their work. 

Three studies (Anderson et al, 2003; Pollack & Koch, 2003; Houser, 2003) 

collected data from multiple sites, which allowed for larger sample sizes and 

greater heterogeneity in the resulting samples. All studies were prospective 

in design as data requirements were developed in advance and collected 

concurrently. One study utilised proportional, stratified random sampling to 

represent the distribution of profits, nonprofits, geographic and racial diversity 

of the major metropolitan areas to recruit nursing homes (Anderson, et al, 

2003); and, one study targeted all neonatal units in the Washington DC 

(Pollack & Koch, 2003).

2.5.6.3 Sample
A total of 164 nursing homes (Anderson et al, 2003); eight acute care 

neonatal intensive care units (Pollack & Koch, 2003); 50 acute and long term 

inpatient units (Houser, 2003); and, 21 medical and surgical inpatient units 

(Boyle, 2004) were involved in the studies.

115



2.5.6.4 Participants in the studies
In total, 164 Directors of Nursing (Anderson et al, 2003) and 50 nurse 

managers (Houser, 2003); 8 nurses managers (Pollack & Koch, 2003); and, 

21 nurses managers (Boyle, 2004) were involved in the studies.

The total sample of registered nurses was 949, which comprised: 201 

registered nurses (Anderson, et al, 2003); 218 registered nurses (Pollack & 

Koch, 2003); 177 registered nurses (Houser, 2003); and 390 registered 

nurses (Boyle, 2004).

In addition, subjects in one study included seventy three physicians and 

seventy seven respiratory therapists (Pollack & Koch, 2003).

Patient outcome data (patient safety, complications, nosocomial infections 

adverse incidents and patient mortality) included resident outcomes in 164 

nursing homes (number of residents not reported) (Anderson, et al, 2003); six 

months data of patient discharges (n=11,496) (Boyle, 2004) and 522 infants 

weighing 500 -  1499g (Pollack & Koch, 2003). Houser (2003) did not report 

the time frame for data collection or the number of patients outcome data 

were collected from.

2.5.6.5 Measurement of leadership
Houser (2003) utilised the Leadership Practices Inventory (Kouzes & Posner, 

1987) to measure the leadership behaviours of the nurse managers (n=55). 

The tool was tested for construct validity and discriminant validity with strong 

results. Internal reliability for the LPI ranged from 0.69 to 0.85 as measured 

by coefficient alpha. Test-retest reliability averaged 0.93.

The other three studies used subscales of other measurement instruments to 

measure leadership. Anderson et al, (2003) used a subscale from a 

leadership scale developed by Sheridan et al (1992). The 28-item scale 

measures several dimensions of leadership and had previously 

demonstrated reliability as well as construct validity through hypothesis 

testing in a nursing home study (Sheridan et al, 1992). Anderson et al, (2003)
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used the mean score for eight, five-point items that measured relationship- 

orientated leadership. An alpha coefficient of 0.90 was obtained.

Pollack and Koch, (2003) utilised a survey instrument developed by Shortell 

et al. (1991) to assess key managerial practices and organisational 

processes, as perceived by nurses, physicians and respiratory therapists, 

which were hypothesized to be associated with neonatal outcomes. The 

instrument comprised seven constructs: leadership, communication, 

coordination, effectiveness, problem-solving, authority and job satisfaction 

and was composed of 109 items with Likert-scaled response options 

(1=strongly disagree, 5=strongly agree). Instrument reliability and validity was 

not reported for the instrument.

Boyle (2004) utilised the nurse manager support / leadership subscale of the 

Nursing Work Index (NWI-R[Bj) -  four factor version of the Nursing Work 

Index-Revised instrument (NWI-R) (Aiken and Sloane, 1997). Boyle (2004) 

demonstrated internal consistency for the NWI-R[B] four factor version: 

Cronbach alpha of 0.95 was found for all factors.

Instrument reliability was reported in three studies (Anderson, et al, 2003; 

Houser, 2003; Boyle, 2004); and validity in two studies (Anderson etal, 2003; 

Houser, 2003). In the studies that reported reliability, acceptable levels were 

achieved (alpha coefficients >70). Two of the leadership instruments 

measured relationship-orientated leadership, rooted in the philosophy of 

transformational leadership, which is the underpinning leadership theory for 

the current study.

In all studies, leadership was measured by asking staff nurses to complete 

instruments in which they rated the leadership of their nurse manager. This 

added to the construct validity of the measurement of leadership beyond 

leader self-report to a more observed measure of leadership (Bass & Avolio, 

1995; Dunham, 2000; Xin & Pelled, 2003). Self-report measures of 

leadership are subject to the influence of social desirability response bias 

(Polit & Beck, 2004). In one study (Houser, 2003) the nurse managers also
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completed the LPI-self questionnaire in addition to three randomly selected 

registered nurses for each ward manager.

2.5.6.6 Measurement of patient outcomes

Fourteen different patient outcome variables were reported relating to 

mortality; patient safety (adverse events); nosocomial infections and patient 

complications (see Table 2.5.4).

Table 2.5.4: Patient outcome variables measured in the studies

Patient outcome Author(s)

Patient mortality Houser, 2003; Boyle, 2004, Pollack & 

Koch, 2003

Failure to rescue Boyle, 2004

Medication errors Houser, 2003

Pressure ulcers Boyle, 2004

Falls Houser, 2003; Boyle, 2004

Fractures Anderson et al, 2003

Pneumonia Houser, 2003; Boyle, 2004

Urinary tract infections Houser, 2003; Boyle, 2004

Cardiac arrest Boyle, 2004

Behaviour problems Anderson et al, 2003

Restraint use Anderson et al, 2003

Complications of immobility Anderson et al, 2003

Neonatal PIVH/PVL Pollack & Koch, 2003

Retinopathy of prematurity 

(ROP)

Pollack & Koch, 2003

Houser (2003) did not report how, when and by whom data were collected in 

relation to patient outcomes of patient mortality, falls, medication errors, 

hospital infections: pneumonia and urinary tract infections. It is assumed that 

secondary data were collected from hospital administration databases.
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Pollack and Koch (2003) collected primary data from clinical records, from 1 

October 1994 to 30 April 1997, by using “...a process designated for each 

site to ensure optimal data collection” (p 1621).

Anderson et al (2003) collected secondary data from Texas Medicaid Nursing 

Facility 1995 Cost Reports, the Client Assessment Review and Evaluation 

Form 3652-A, which is part of the Texas nursing home Minimum Data Set 

(MDS). The cost reports provided size, ownership, and turnover data. A 

procedure was in place as part of the Texas Case Mix Project to test and 

improve interrater reliability of the MDS data. The average interrater reliability 

of the items from Form 3652-A were over 94% (Wilson et al, 1990).

Boyle (2004) reported that data on adverse events were obtained from 

standard hospital databases as ICD codes or as entries in free standing 

databases. The patient sample comprised patients discharged from the 21 

medical and surgical units between 1 March 2001 and 31 August 2001. 

Patient adverse event data were extracted for 3 months prior to and 3 

months post NWI-R survey.

2.5.6.7 Criteria for inclusion and sample

Anderson et al (2003) only included nursing homes that employed one or 

more registered nurse full time equivalents. Of 380 nursing homes invited to 

participate, 195 (51%) participated and 164 (43%) provided sufficient data for 

the analysis. An investigator visited each nursing home to collect data; it is 

unclear if survey data were self-administrated or collected through interview.

Pollack and Koch (2003) surveyed all staff by attaching the questionnaire to 

their individual pay cheques. A total of 218 nurses, 73 physicians, and 77 

respiratory therapists completed the survey during a two month period. The 

response rate for the professional groups was 47% for nurses, 75% for 

physicians and 62% for respiratory therapists.

Flouser (2003) administered the LPI to all nurse managers (n=55) and three 

randomly selected registered nurses from each unit. The method of
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administration was not reported. Manager return rate was 91% and 70.3% of 

staff nurses returned the LPI rating for their manager.

Boyle (2004) administered the NWI-R[B] survey to nurses (n=390) for the 21 

units involved in the study. No response rate was reported. The investigator 

administered the NWI-R[B] and collected survey data using a consistent 

approach and script for each unit. Nurses were eligible to participate provided 

they had consistent work assignment of 1 month or more to one of the units 

(Boyle, 2004).

2.5.6.8 Administration of leadership measurement instruments
In two studies (Anderson et al, 2003; Boyle, 2004) the leadership 

measurement instrument was administered by the investigator visiting the 

participating areas; the details of how data were collected is not reported. 

Pollack & Koch (2003) administered the questionnaires attached to pay 

cheques; and, Houser (2003) did not report the method of questionnaire 

administration.

2.5.6.9 Demographic characteristics of the sample

Demographic characteristics of the nurse sample were reported in two 

studies (Anderson et al, 2003; Boyle, 2004).

2.5.6.10 Data analysis
Three studies used multivariate statistical procedures: multiple linear 

regression model (Anderson et al, 2003); risk adjusted logistic and linear 

models, hierarchical modelling and multivariate analysis (Pollack & Koch, 

2003); structural equation modelling (Houser, 2003). Boyle (2004) utilised 

bivariate correlational analysis and linear regression.

2.5.6.11 Data aggregation
All four studies aggregated individual data to organisational level (nursing 

home) or unit level.
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The organisation (nursing home) was the unit of analysis in the Anderson et 

al (2003) study. The leadership scores were analysed at individual nurse 

level and aggregated to unit level. The scale scores for each leadership 

measure were averaged to create one score for each nursing home. 

Aggregation to the organisational level was justified (Florin et al, 1990) by eta 

squares of 0.65 for leadership (F = 1.70, p = 0.005).

The mean scores reflect the average facility-level prevalence rate for each 

resident outcome. Prevalence was calculated as the number of residents in 

the nursing home. Two measures for each of the 10 outcomes were available 

at 6-month intervals in the 1995 MDS data. To reduce the influence of natural 

variation, values for each indicator from the two periods were averaged. Four 

outcomes variables were created from the 10 items. Three items were 

averaged to measure resident behaviours, restraint use and complications of 

immobility. Fractures were measured using a single item. Combining these 

items to create outcome variables has been demonstrated previously by 

Anderson et al (1999).

A conservative approach for case mix adjustment was used to avoid 

incorrectly attributing poor quality to a nursing home; these outcomes could 

possibly be due to different resident characteristic between homes (Anderson 

et al, 1999). To adjust for case mix, prior to analysis, the variances in 

outcomes (due to 22 resident characteristics considered risk factors for poor 

outcomes) were controlled for in the analysis. The outcome indicator was 

regressed on the risk factors and the residual was saved as a risk-adjusted 

outcome variable. This strategy of saving residuals for analysis controlled for 

several resident characteristics without reducing statistical power has been 

demonstrated in previous research (Anderson et al, 1998; Anderson et al, 

1999; Zinn et al, 1993).

2.5.6.12 Mechanisms by which leadership was related to adverse 

events
Houser (2003) based the key model constructs for evaluating the context of 

care on qualitative findings of nurse focus groups. The construct of
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leadership was operationalised utilising Kouzes and Posner’s (1995) 

Leadership Practices Inventory (LPI) which Houser deemed to be consistent 

with nurses’ descriptions of effective leadership as visionary and relationship- 

orientated. Anderson et al (2003) provided a strong theoretical description of 

the impact of leadership on outcomes, suggesting that relationship-orientated 

leaders utilise practices that increase the rate of information flow, facilitate 

interpersonal connections among staff and provide diversity of cognitive 

perspectives, all of which facilitate more positive patient/resident outcomes. 

Using the theoretical model of complex adaptive systems, Anderson et at, 

(2003) suggested that effective management practices influence outcomes 

by creating “system parameters for self-organisation" (p. 18), and self

organisation refers to an individual’s ability to adjust his/her behaviour based 

on changing environmental demands. In this study, leadership was measured 

using the Sheridan et al (1992) relationship-orientated leadership instrument.

Two studies measured leadership using instruments in which leadership was 

one aspect of several organisational processes or factors being measured 

(Shorten et al, 1991; Aiken & Patrician, 2000). Boyle’s study used the Aiken 

et al, (1997) conceptual model of organisational characteristics to examine 

the impact on patient mortality and adverse events. Leadership in this model 

was measured as nurse manager/ organisational support, a subscale of a 

four factor version of the Nursing Work Index-Revised (NWI-R) (Aiken & 

Patrician, 2000). Nurse manager support in this instrument includes the 

provision of human and material resources for care and support for nurses’ 

participation in decision making that affects patient care. Similarly, Pollack & 

Koch (2003) used a modified version of the Shorten et al (1991) 

organisational assessment instrument in which the construct of leadership 

was one of several dimensions. Leadership in this instrument referred to the 

ability of individuals to influence others toward the achievement of relevant 

organisational goals through the setting of standards and clear expectations 

and the provision of resource support.

In the reviewed studies, the mechanisms by which leadership was related to 

patient outcomes were applied indirectly through changes in the work context
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or through influencing aspects of nurse behaviour that facilitated patient care, 

and, hence, improved outcomes. Four studies postulated that positive 

leadership behaviours (transformational, empowering, support) may be 

associated with outcomes through facilitation of more effective teamwork 

(Anderson et al, 2003; Pollack and Koch, 2003). Houser (2003) explained 

that empowering leadership may relate to patient outcomes by promoting 

greater nursing expertise through increased staff stability and reduced 

turnover. Several authors hypothesised that when clear expectations for 

practice, patient care processes are facilitated, which in turn, lead to 

improved patient outcomes (Anderson et al, 2003; Boyle, 2004).

2.5.7 Key findings from the studies linking leadership (indirectly)
to patient outcomes

2.5.7.1 Houser (2003)
■ Relationship-orientated leadership (as measured by the Leadership 

Practices Inventory) was related to low turnover (-2.191, p=.05), 

increased stability of staff (-2.191, p = 0.05) and higher levels of staff 

expertise (1.918, p= 0.05).

■ High levels of expertise were related to lower incidence of adverse events 

(-2.133, p = .05).

■ Increased teamwork was related to lower incidence of adverse events (- 

2.043, p=.05).

■ Workload was not a significant predictor of outcome

This study demonstrated that leadership (as measured by the Leadership 

Practices Inventory) was indirectly associated with the incidence of adverse 

events; relationship-orientated leadership was associated with increased staff 

expertise and staff stability, which were related to lower incidence of adverse 

events.

2.5.7.2 Anderson ef al, (2003)
■ Each management practice (communication openness; participation in 

decision-making, formalisation and relationship-orientated leadership)
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explained one or more of the resident outcomes aggressive behaviour, 

restraint use, complications of immobility, and fractures).

• Having more beds (Beta -2.46, P<0.01) and greater levels of RN 

participation in decision making (Beta 0.26, p<0.01) explained a lower 

prevalence of behaviour problems. These predictor variables accounted 

for 15% of the variance in aggressive / disruptive behaviour (R square 

.15) (n=154).

■ Having more beds (Beta -.287, p<0.001), a more experienced Director of 

Nursing (Beta -.184, p <0.05) with longer tenure (Beta -.189, p<0.05) and 

greater levels of communication openness (Beta -.226, p<.05) explained 

lower use of resident restraints. The predictor variables accounted for 

21 % of the variance in the use of restraints (R square .21 ) (n= 152).

■ Employing a Director of Nursing with more experience (Beta -.261, 

p<0.01), greater relationship-orientated leadership (Beta -.222, p<0.01), 

and less formalisation (Beta .288, p <0.01) explained a lower prevalence 

of complications of immobility. The predictor variables accounted for 15% 

of the variance in the prevalence of complications of immobility (R square 

= .15 (n=155).

■ Greater relationship-orientated leadership (Beta -.242, p<.01) explained a 

lower prevalence of fractures. The predictor variables accounted for 11% 

of the variance in the prevalence of fractures (R square = .11) (n=153).

■ Greater use of relationship-orientated leadership, defined as giving 

constructive feedback, helping staff resolve conflict, generating trust, was 

related to two of the four resident outcomes (prevalence of complications 

of immobility and fractures).

■ The authors comment that practices that increase communication and 

interaction among people are needed for better patient outcome.

2.5.7.3 Pollack & Koch, (2003)

■ Results demonstrated that a lower incidence of periventricular / 

intraventricular hemorrhage or periventricular leukomalacia (PIVH/PVL) 

but no other outcome was associated with higher overall scores (p=.0036) 

and higher sub-scores for leadership (p<.0001), communication (p= - 

.052), coordination (p= - 0.47), and conflict resolution (p= -0.20).
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• Higher values of the respiratory therapists’, nurses’ and physicians’ 

scores were associated with lower mortality rates (p=0.45) and 

bronchopulmonary dysplasia (BPD) (p=0057), PIVH/PVL (p<.0001), and 

retinopathy of prematurity (ROP) (p=.049) respectively.

* In multivariate analysis, the joint efforts of the professional groups’ scores 

were associated with the incidence of PIVH / PVL (p=00.47); nurses' 

scores were associated with lower incidence of PIVH/PVL (p=.0051). The 

association between the respiratory therapists scores and lower mortality 

rate (p=0.25) also remained significant in the multivariate analysis.

The authors conclude that the organisational processes and managerial 

practices as rated by healthcare professionals in neonatal intensive care 

units were associated with the development of mortality and chronic, severe 

morbidity. The organisational processes and managerial practices included: 

leadership, authority of the leader, teamwork, relationships and 

communication within the unit, coordination (relationships with other units in 

the hospital which facilitate ICU performance), conflict resolution and job 

satisfaction. However, specific processes or practices were not identified that 

accounted for these results.

2.5.7.4 Boyle (2004)

■ Three statistically significant relationships between unit management 

characteristics and adverse events were found:

- Autonomy / collaboration had a statistically significant inverse 

relationship with failure to rescue (24% variance) and a statistically 

significant positive relationship with pressure ulcer prevalence (18% 

variance).

- High continuity / specialization was associated with statistically 

significantly lower death rates (r = -0.48) and lower rates for cardiac 

arrest (r = -0.31) and accounted for 19% of variance in mortality.

- Higher degrees of nurse perceived autonomy / collaboration were 

associated with better outcomes for patients experiencing adverse 

events (failure to rescue and UTIs). When continuity/specialization 

was perceived as high, pneumonia, cardiac arrest and LOS were low.
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■ Practice control and nurse manager support did not have any statistically 

significant correlations with adverse events. However, high nurse 

manager support was associated with lower death rates (r = -0.48) and 

lower pressure ulcer prevalence (r = -0.31) emphasising the importance 

of nurse manager leadership in establishing unit practice expectations for 

staff that affect patient outcomes.

■ The author noted that unit level analysis provided a detailed picture of 

practice and patient care that cannot be achieved through hospital level 

study. Hospital level adverse event rates cannot provide information 

about unit patterns and variations at the care delivery site where nursing 

care takes place.

■ Results suggest an association between unit characteristics and adverse 

events. The four NWI-R (B) characteristics constitute elements of a 

professional practice environment for nurses. Certain NWI-R (B) 

characteristics had consistent associations with specific adverse events: 

autonomy/collaboration with failure to rescue and prevalence of pressure 

ulcers; practice control with UTI; and continuity / specialization with 

mortality. Nurse manager support had no significant findings.

■ The author asserts that the study results explicate the pivotal role of the 

nurse manager in establishing a work environment where nurses 

understand their accountability for professional practice and patient 

outcomes.

These studies demonstrate a link between leadership and patient outcomes 

but one that is not straightforward. As expected, the complexity of the 

environment means that that there are multiple determinants of patient care 

outcomes.

2.5.8 Summary of the relationship between leadership and patient 
mortality, patient complications and adverse events

The strongest association between nursing leadership and patient outcomes 

was with reduced patient adverse events and complications (Houser, 2003;
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Anderson et al, 2003). Specifically, Anderson et al, (2003) found a significant 

relationship between positive leadership practices (communication, 

openness, and formalisation, participation in decision-making and 

relationship-orientated leadership) and reduced prevalence of adverse 

events in nursing home residents, underscoring a strong association between 

leadership and safer patient care environments. Houser (2003) found a 

significant indirect relationship between leadership and reduced patient falls 

and medication errors through increased staff expertise and stability. Houser 

(2003) also found reduced incidence of pneumonia and urinary tract 

infections associated with positive leadership behaviours.

Pollack and Koch (2003) found a reduced incidence of neonatal 

periventricuar haemorrahage / periventricular leukomalacia (PIVH/PVL) 

associated with higher leadership ratings. Houser (2003) also found reduced 

incidence of pneumonia and urinary tract infections associated with positive 

leadership.

All three studies that measured mortality rates found an association between 

leadership and mortality rates, but only one was statistically significant. In the 

Houser (2003) study, the relationship was indirect through a positive 

relationship to greater staff expertise and staff stability that, in turn, was 

associated with lower patient mortality. It may be that effective leadership 

plays a key role in retaining and supporting experienced staff as experienced 

staff plays a role in reducing mortality rates (Tourangeau et al, 2002). 

However, the author did not report specific information in relation to outcome 

measurements.

Although Boyle (2004) did not find a significant association between nurse 

manager support and adverse events, results suggest an association 

between unit characteristics and adverse events. Certain unit characteristics 

had consistent associations with specific adverse events: 

autonomy/collaboration with failure to rescue and prevalence of pressure 

ulcers; practice control with UTI; and continuity / specialization with mortality. 

Thus highlighting the pivotal role of the nurse manager in establishing a work
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environment where nurses understand their accountability for professional 

practice and patient outcomes.

Findings of research studies which examined the relationship between 

leadership and patient outcomes are presented in Table 2.5.5.

To sum up, significant associations between leadership and reduced adverse 

events, patient complications and patient mortality have been demonstrated 

in these studies. The relationship was indirect through a positive relationship 

to greater staff expertise and staff stability and the use of relationship- 

orientated leadership behaviours.
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Table 2.5.5: Summary of relationship between leadership and patient

outcomes

Patient
outcomes

Author(s) Significant
findings

Comment

Patient mortality Houser, 2003; Reduced Through increased staff 
expertise and stability

Boyle, 2004,

Pollack & Koch, 
2003

NS

NS

High nurse manager support 
was associated with lower 
death rates.

Behaviour
problems

Anderson et al, 
2003

Decreased Greater RN participation in 
decision making and Director 
of Nursing experience.

Restraint use Anderson et al, 
2003

Decreased Higher communication 
openness and Director of 
Nursing experience.

Complications 
of immobility

Anderson et al, 
2003

Decreased Greater relationship- 
orientated leadership

Fractures Anderson et al, 
2003

Decreased Greater relationship- 
orientated leadership

Falls Houser, 2003; 

Boyle, 2004

Decreased

NS

Higher communication 
openness

Medication
errors

Houser, 2003 Decreased Through increased staff 
expertise and stability

Cardiac arrest Boyle, 2004 NS High nurse manager support 
was associated with lower 
death rates.

Failure to 
rescue

Boyle, 2004 NS High nurse manager support 
was associated with lower 
death rates.

Pressure ulcers Boyle, 2004 NS High nurse manager support 
was associated with lower 
pressure ulcer prevalence.

Hospital
infections:
Pneumonia

Houser, 2003; 

Boyle, 2004

Decreased

NS

Through increased staff 
expertise and stability

Hospital 
infections: 
Urinary tract 
infections

Houser, 2003; 

Boyle, 2004

Decreased

NS

Through increased staff 
expertise and stability

Neonatal
PIVH/PVL

Pollack & Koch, 
2003

Decreased Associated with better 
overall leadership scores 
and better subscales for 
leadership.
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2.5.9 UK studies

One contemporary UK study (Hay Group, 2006) was identified, when 

updating the literature review, which examined the role of the ward manager 

and the impact they have on the performance of their ward. The rationale for 

the study was clearly stated in question format: “At a time when there is 

increasing pressure on staffing and resources, what is the value of this 

management role? What impact does the ward manager have and is there a 

demonstrable link between the way they lead, the patient experience and the 

peiformance of the ward?” (Hay Group, 2006). The study was carried out by 

a global consulting firm Hay Group (www.haygroup.co.uk). However, the 

research was published as a brief report and presented as a leaflet. No 

further details were available, thus it was difficult to appraise the 

methodology employed by the researchers. Nevertheless, it was included to 

highlight the increasing importance of this area of research within the UK.

The setting for the study was seven acute hospital trusts in England, which 

included NHS Foundation Trusts, teaching / university hospitals and general 

acute providers serving a variety of urban and rural populations across the 

UK. Each trust nominated four ward managers to participate in the study. Six 

ward managers were excluded due to incomplete data. Data were analysed 

from 22 ward managers.

Of the 22 ward managers who took part, the authors reported that there were 

six high performing and six lower performing ward managers. It is not made 

explicit how high and low performers were categorised but it is assumed that 

the researchers utilised the following performance indicators, which they 

proposed the ward manager has an influence over, in order to identify high 

and low performers: patient satisfaction; amount and nature of complaints; 

nurse absenteeism rates; staff turnover; and the number of drug errors. No 

information is given about how this data was collected.
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The author reported that:

“High performing ward managers achieved 36% lower staff 
turnover and a 61% reduction in absenteeism compared to their 
low performing peers. Drug errors were 40% lower under the 
guidance of high performing ward managers. Potentially life 
threatening drug errors were more than 50%> higher for low 
performing ward managers. Across the range of indicators high 
performers showed, on average, 45% improvement in 
performance than their low performing peers. ”

(Hay Group, 2006)

In each group of high and lower performers the leadership style of each ward 

manager was examined and the ‘climate’ of each ward was examined, (how 

it feels for staff to work on that ward), to test if there was a link between the 

impact of the ward manager on staff and the performance of the ward. The 

authors assert that organisational climate predicts future performance and 

claim that it clearly differentiates high performing teams from those that 

deliver less value (Hay Group, 2006). The authors maintain that the 

behaviour of the ward manager and the choices they make on how to lead 

colleagues in the team, is one of the principal factors affecting organisational 

climate.

Measurement instruments used were the Leadership Style Inventory and 

Organisational Climate Survey (both were developed by the Hay Group 

consulting firm). The Leadership Style Inventory (LSI) measured six 

leadership styles: directive, visionary, affiliative, participative, pacesetting and 

coaching; and the Organisational Climate Survey measures the degree of 

engagement team members feel towards important team outcomes. The 

reliability and validity of the measurement instruments were not reported.

The authors argue that the underlying difference between high and low 

performing ward managers came down to the way they lead their staff and 

suggest that this is linked to the variety of leadership styles that the ward
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manager utilised. They report that high performing ward managers 

consistently used a wider variety of leadership styles with their teams: "Half 

of those on the top performing wards used four or more of the six leadership 

styles the LSI measures. On the lowering performing wards 20% of the ward 

managers used four or more styles. 80% of those on lowest performing 

wards were experiencing their ward manager using two or fewer styles" (Hay 

Group, 2006). This equates to approximately three, one and five ward 

managers respectively (n=6 in each group), hence, interpretation from the 

results should be viewed with caution.

According to the authors Affiliative and Coaching styles were the most 

commonly used leadership styles among ward managers. They report that 

over 60% of the ward staff managed by the 22 ward managers experienced 

their ward manager using these two styles. No details were given relating to 

the number of ward staff involved in the study or how this information was 

collected.

The remainder of the report focuses on explaining the effects of using and 

over utilising the Affiliation and Coaching styles, cautioning that both of these 

styles focus more on the individuals in the team, maximising their skills and 

potential and creating a friendly work environment, and focus less on the job 

that needs doing (Hay Group, 2006). The authors believe that the typical 

characteristics associated with the nursing profession -  kindness, empathy 

and a caring attitude -  are not enough on their own to be successful in a 

management position and recommend that ward managers will need to move 

away from styles of working with others that only aim to create harmony and 

a friendly working environment and balance these with being able to deploy 

styles that provide long term direction, engagement and a focus on 

standards.

The authors conclude by making eight recommendations advising Trusts how 

they can develop nurse leaders to make them more effective and maximise 

the chances of having consistently high performing wards.
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2.5.10 Relationship between the intervention of a leadership 

development programme and the quality of patient care

Cunningham and Kitson, 2000 [a], [b] used a mixed methodology pre-test / 

post-test together which incorporated an action research approach to test 

whether the intervention of the RCN Clinical Leadership Development 

Programme improved the clinical leadership capability of participants 

recruited onto the 18 month programme.

Four hospital trusts in England were randomly selected to test the 

programme according to predetermined criteria that covered physical, 

organisational and cultural aspects of the trusts. Six ward sisters were 

randomly selected from each of the four hospital trusts. In addition, one 

senior nurse per hospital was also selected.

2.5.10.1 Pre-test / post-test measurements included:

■ Leadership measurement: two leadership tools were piloted: the 

Multifactor Leadership Questionnaire (MLQ) developed by Bass (1990) 

and Kouzes and Posner’s (1995) Leadership Practices Inventory. 

Following piloting, both measures were found to be acceptable. The 

researchers decided to use the MLQ because of the more detailed 

breakdown of elements into transformational and transactional styles.

■ Organisation of care measurement: the Organisation of Care Tool 

(Bowman and Thompson, 1995) was used to provide a measure of how 

care was organised in the ward and whether it changed (from task to 

team or primary nursing) after the intervention. A key assumption in the 

measure is that quality patient care improves with the move from task to 

team or primary nursing.

■ Patient satisfaction measurement: the Newcastle Satisfaction with 

Nursing Scale (McColl et al 1996) was selected to obtain patients’ views 

of the nursing care before and after the intervention.

* Team effectiveness measurement: the Team Roles Effectiveness Tool 

(Poulton and West, 1993) was used to identify the extent to which ward 

leaders felt themselves to be part of an interdisciplinary team.
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2.5.10.2 Intervention programme

The elements of the leadership development programme included:

■ Personal development plans (PDPs) which specify individual learning and 

development needs and identify targets for improving performance. 

Participants started the programme by undertaking a personal 

assessment using a 360-degree feedback tool. From this assessment a 

personal development plan was produced which identified clear 

objectives, actions and mechanisms to achieve actions.

■ Action learning (AL) which is a method of personal, management and 

organisational development (Revans, 1998). It is a structured way of 

tackling everyday problems in a supportive yet challenging and informed 

way. It requires volunteers who come together on a regular basis to share 

their experiences. Prerequisites to successful action learning groups are 

non-judgemental attitudes, not imposing one’s views or attitudes, asking 

questions rather than giving advice, and respecting the views of others 

(Cunningham and Kitson, 2000[a]). The senior nurses’ action learning set 

was facilitated by the expert facilitator / lead researcher and the senior 

nurses facilitated an action learning set for ward sisters from their 

hospitals who were participating in the programme.

■ Workshops on common issues were organised for participants

■ Mentorship and networking were used in the programme.

* Observation of care involved an ‘insider’ from the clinical area and an 

‘outsider’, someone from another ward or who had an external role 

observing practice. Together they selected an area on the ward which 

they observed for a 30 minute period (conditional on obtaining patient and 

staff consent). Independent notes were made of everything they saw and 

heard and then they compare notes. Feedback was given to staff, issues 

were clarified and discussed and any action for improvement identified.

■ Patient narratives were used as a way of involving participants in directly 

obtaining patients’ experiences of being nursed in hospital. Each interview 

was recorded and patients were encouraged to tell their own study. 

Patients’ accounts were analysed, focusing on common areas for quality 

improvement and indicators for good practice.
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2.5.10.3 Process
The researchers emphasise that not only was the content of the intervention 

programme important, but the way it was introduced by the expert facilitator 

was seen to be central to its success. The intervention programme was 

introduced by the lead researcher, who was also the expert facilitator. In this 

role the expert facilitator helped participants to construct their personal 

development plans and coached them personally. In addition, the four senior 

nurses were mentored and facilitated in their own action learning set by the 

expert facilitator. This was deemed as preparation aimed at helping them to 

set up and run one action learning set with the ward sisters from their 

hospital. This created a cascade effect from the expert facilitator to each 

senior nurse whose role was to support the leadership development of ward 

sisters in their group.

2.5.10.4 Key findings
■ Leadership development

Twenty eight participants were recruited to the programme. One participant 

withdrew within the first six months and another changed jobs.

The MLQ questionnaire was completed by leaders themselves and also by 

colleagues on the wards who worked with the leaders. A total of 176 MLQ 

questionnaires were distributed at the pre-test stage of which 131 were 

returned giving an overall response rate of 74%. In the post-test stage, 231 

were distributed and 150 returned giving an overall response rate of 65%. 

The mean or range was not reported for each leader. Some problems were 

encountered with the length of the questionnaire and clarity of some of the 

questions.

To show the effect of the intervention on the leadership style of senior nurses 

and ward sisters, trends in individual responses were expected to improve 

significantly for the transformational characteristics and decrease for the 

transactional characteristics. For the senior nurses and ward sisters, the 

mean scores for all of the transformational characteristics increased and the 

mean scores for all of the transactional characteristics decreased. However,
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only the transformational characteristic inspiration and the transactional 

characteristic active management by exception were found to be statistically 

significant.

For ward staff, the mean scores for all of the transformational characteristics 

increased of which attribute charisma, inspiration and idealised contribution 

were found to be statistically significant. Mean scores for the transactional 

characteristics contingent reward and active management by exception also 

increased, however, none of the transactional characteristics were found to 

be statistically significant.

The majority of senior nurses and wards sisters rated themselves as being 

more effective; they were more satisfied with their leadership style and felt 

that their ward staff had exerted effort beyond the ordinary as a consequence 

of improvements in their leadership skills. Similarly, ward staff rated their 

ward sister as being more effective, were more satisfied with their ward 

sisters’ leadership style and felt that they exerted effort beyond the ordinary 

as a result of the programme.

The researchers highlighted that participants (and their ward staff) gave 

accounts of positive changes in their leadership behaviour, skills, attitudes 

and values as part of the process data collection and claim that this 

interpretative data was substantiated by the results of the MLQ. However, no 

qualitative data were presented in the report to support this claim.

■ Organisation of Care Tool (Bowman and Thompson, 1995)

Only ten leaders completed this tool post-intervention and of these only eight 

completed the pre-test. There were also ten participants for whom their staff 

sample completed the organisation of tool pre-test and post-test. Although 

acknowledged as a poor response, the researchers analysed the results by 

comparing the pre and post-test mean score differences for the participants 

(leaders) and the ward staff (followers)
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For leaders (n=8), the organisation of care mean pre-test score was 29.25 

(SD 3.88) and the mean post-test score was 32.00 (SD 4.21) giving a mean 

difference of 2.75 (2.12) which was found to be statistically significant 

(p=0.008 for the paired t-test). Similarly, for ward staff (n=10), the 

organisation of care mean pre-test score was 27.14 (SD 3.73) and the mean 

post-test score was 31.13 (SD 3.21) giving a mean difference of 3.98 (1.98) 

which was found to be statistically significant increase (p<0.001 for the paired 

t-test).

While these results show a significant change in the organisation of care in 

eight out of 24 wards as judged by participants and 10 wards as judged by 

the ward staff, the researchers caution against making generalisations 

because of the poor response rates. Both participants and ward staff found 

the Organisation of Care Tool measure to be time consuming to use and the 

researchers suggest that this may explain the low response rate. Also a key 

assumption was that the quality of patient care improves with the move from 

task to team or primary nursing.

* Newcastle Satisfaction with Nursing Scale (McColl et al 1996)

The research team set the response rate at 80 questionnaires per clinical site 

pre and post test. Ward clerks were asked to coordinate the distribution of 

questionnaires post discharge. The research team found it was unable to 

collect this quantity of data during the time period before the introduction of 

the intervention. Hence, it was not possible to demonstrate whether patients 

detected any improvements in the quality of nursing care.

Interdisciplinary team questionnaire (Poulton and West, 1993)

Five participants agreed to use the tool in the pre-test. Of these participants, 

the required team member responses (n=4 per team) were returned by four 

of the five groups. From the data returned the researchers determined that it 

was not possible to analyse trends in interdisciplinary teamwork.

137



■ Content and process evaluation

All elements of the programme appeared to be Important (although 

refinements were recognised), in particular, observation of practice and 

patient narratives were seen as crucial as they enabled nurses to explore 

how they delivered care to patients, helped them to recognise shortcomings 

and to do something about it. The themes emerging from process data: 

learning to manage self, developing and managing effective relationships 

with team members, patient focus, networking (internal and external) and 

political awareness were used to inform the theoretical framework for future 

clinical leadership development programmes.

■ Link between leadership and quality patient care

The findings of the MLQ questionnaire suggest a trend towards a more 

transformational leadership style by senior nurses and ward sisters (as 

perceived by senior nurses, ward sisters and ward staff); the findings from 

the limited data from the Organisation of Care Tool suggest a trend towards 

team or primary nursing to organise care. The assumption being that quality 

patient care improves with the move to primary nursing. The researchers 

argue that together these findings suggest that the way nursing care was 

being managed was altering in a way that that would support an 

improvement in patient care. This assumes that the effect of leadership on 

the quality of patient care was indirect through a move towards team or 

primary nursing. As data for the Newcastle Satisfaction with Nursing Scale 

were unable to be collected in the timeframe it was not possible to 

demonstrate whether patients detected any improvements in the quality of 

nursing care post intervention. However, the researchers point out that the 

reports collected from patient narratives and documented improvements 

nurses carried out as a result of observation of care demonstrated that 

patient care had improved. The report did not include qualitative data to 

support this claim.
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2.5.10.5 Strengths and limitations

A major strength of the study was the mixed method approach combining pre 

and post tests together with action research. The researchers assert that the 

leadership programme’s strength was seen to lie in its experiential work- 

based approach where the content and process of engaging were equally 

important to its success. The role of the expert facilitator was seen to be 

pivotal to successful implementation of the programme a fact which 

complicated the study design in that the expert facilitator was also the 

principal investigator. This lead to the question: How much of the effect in 

terms of improvement in leadership style was due to the leadership and 

facilitative skills of the expert facilitator and how much was due to the 

experience of being on the programme? This question was teased out by 

identifying that the expert facilitator concentrated efforts on the senior nurses 

who in turn facilitated ward sisters in action learning sets. Neither the MLQ 

nor the Organisation of Care tools detected any differences between 

hospitals suggesting that the senior nurses were able to undertake their 

facilitation role successfully.

However, the lack of time the expert facilitator had to devote to co-ordination 

of pre and post data contributed to a breakdown in communication and 

consequently the failure to collect data required to detect improvements 

experienced by patients. Furthermore, the Organisation of Care Tool was 

used to provide a measure of improvement in the quality of patient care, 

whether it changed from task to team or primary nursing after the 

intervention. This assumes that the effect of leadership on the quality of 

patient care is indirect through a move towards team or primary nursing. 

More robust evidence is required to confirm the link between the leadership 

style of the ward sister and the quality of nursing care perhaps through the 

measurement of direct observation of care -  the method employed in the 

current study.

Although the MLQ was piloted and selected because of the more detailed 

breakdown of elements into transformational and transactional styles, it was
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found to be lengthy, particularly as a repeat measure. Feedback from 

participants indicated that they wanted something simpler and shorter. 

Hence, in subsequent programmes the Leadership Practices Inventory 

(Kouzes and Posner, 2003) questionnaire was used (Large et al 2005). This 

finding influenced the use of the LPI in the current study.

Finally, the number of participants in the study was small (n= 27) therefore 

limiting generalizability of results. However, Large et al (2005) carried out a 

multi-case study evaluation of the RCN Leadership Programme in England in 

and found “...the CLP to be highly effective and acceptable programme of 

clinical leadership development” (p4). Leadership change was confirmed in 

the triangulated data of qualitative interviews of key stakeholders from the 16 

case study sites and from the findings of the baseline and post 360 degree 

Leadership Practices Inventory. However, one of the recommendations from 

the study was to explore patient and staff outcome indicators as a 

measurement of the impact of the Clinical Leadership Programme (CLP). 

This highlights that more robust evidence is required to confirm the link 

between the leadership style of the ward sister and the quality of nursing care 

with more confidence.

A summary of the studies reviewed and their characteristics is presented in 

Table 2.5.6.
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Table 2.5.6: Characteristics of the studies reviewed
Author(s), country, 
journal, objectives and 
conceptual framework

Setting, subjects and inclusion 
criteria

Design Key results (relationship  
between leadership and 
patient outcomes)

Limitations / Commentary

McNeese -  Smith 
(1999)
USA
J o u rn a l o f  O rg a n isa tio n a l 
B e h a v io u r

Objective
To examine the 
relationships among 
nurse manager 
motivation for power, 
achievement and 
affiliation, managerial 
leadership behaviours, 
staff nurse outcomes of 
job satisfaction, 
productivity and 
organisational 
commitment and patient 
satisfaction

Conceptual framework
Based on managerial 
motivation theory derived 
from McClelland (1987) 
and Stahl (1986)

Setting
500-bed university hospital

Subjects
Nurse managers 
Staff Nurses 
Patients

Measurement instruments
Leadership Practices Inventory 
(K o u ze s  & P o sn e r, 1995)
Job Choice Exercise (JCE) 
(motivation of manager -  
perception of manager) (S tah l, 
1986; S ta h l & H a rre ll, 1982) 
Power motivation question 
(motivation of manager -  
perception of staff nurse) 
Job-in-general scale (JIG) (Job 
satisfaction )(Sm//h e t al, 1989) 
Productivity scale (M cN e e se -  
S m ith , 1995)
Organisational commitment scale 
(P o rte r e t a l, 1974)
Patient satisfaction (PJHQ) - 5 
items of total scale (M e te rko  e t a l 
1990)

Design
E x -p o s t fa c to  / correlational design. 

Sample
Convenience sample 

Sample size
Patient care units (n = 19)
Nurse managers (n = 19)
Registered nurses (n = 221 ) 
Patients (n = 299)

Data collection
Questionnaires (nurse managers & 
staff nurses)
Interview (patients)

Data analysis
Managerial motivation, manager 
leadership and nurse outcomes 
were aggregated by individual 
nurse unless indicated to aggregate 
by department.
Patient data were aggregated by 
department. Frequencies, means, 
analysis of variance, correlation and 
regression techniques were used to 
analyse data.

Results
There were few significant 
relationships between manager 
leadership scores and patient 
satisfaction scores.

Motivation for achievement was 
most consistently related to 
leadership behaviours, nurse 
job satisfaction, productivity, 
organisational commitment and 
also patient satisfaction.

Motivation for power was 
negatively related to nurse 
outcomes but consistently and 
positively related to patient 
satisfaction.

Motivation for affiliation had little 
impact, either negative or 
positive, on managerial 
leadership scores, nurse 
outcomes or patient 
satisfaction.

The author suggests that 
being a caring, people- 
orientated leader is still 
desirable but is insufficient 
to influence positive 
employee and patient 
outcomes, and in the 
absence of other leadership 
skills and motivation, results 
in mediocre outcomes.

Limitations
Inability to compare 
individual nurse satisfaction, 
productivity and 
organisational commitment 
to satisfaction scores of 
patients cared for by the 
individual nurse.

Generalizability limited by 
the non-experimental 
methodology, by the setting 
and by the small sample of 
nurse managers
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Table 2.5.6 continued.
Author(s), country, 
journal, objectives and 
conceptual framework

Setting, subjects and inclusion 
criteria

Design Key results (relationship  
between leadership and 
patient outcomes)

Limitations / Commentary

Anderson, et al. (2003)

USA

N u rs in g  R e se a rch

Objective
To test complexity 
hypothesis about the 
relationship between 
management practices 
and resident outcomes, 
while controlling for case 
mix, size, ownership, and 
director’s tenure and 
experience.

Conceptual framework:
Complexity theory -  
Complex adaptive 
systems (CAS)

Setting
Nursing homes in Texas 

Subjects
Directors of nursing (DON), 
Registered nurses (RN)
Data pertaining to resident 
outcomes in the nursing homes 
included in the study.

Measurement / instruments
M a n a g e m e n t p ra c tic e s :
The DONs and RNs provided 
primary data about their 
perceptions of communication 
openness (Roberts & Reilly, 
1974), participation in decision 
making (Anderson e t a l. 1997) and 
formalisation (Hage & Aiken,
1969); RNs provided perceptions 
of relationship -orientated 
leadership (Sheridan e t al. 1992)

R e s id e n t o u tc o m e s :
10 resident outcomes were 
included relating to
• resident behaviours,
• complications of immobility,
• restraint use, a n d
• fractures

Design
Cross sectional correlational field 
study design

Sample
Proportional, stratified random 
sampling

Sample size
Nursing homes (n = 164)
Directors of nursing (n = 164) 
Registered nurses (n = 201); 
Resident outcomes in 164 nursing 
homes

Data collection

Questionnaires (DoN and RN)

Data were obtained from 1995 
Medicaid Cost Reports and the 
Texas nursing home Minimum Data 
Set and were linked to primary data.

Data analysis
Data were aggregated to 
organisational level in preparation 
for multiple regression analysis

Results
Employing a DON with more 
experience (Beta -.261, p<0.1 ), 
greater relationship-orientated 
leadership (Beta -.222, p<0.1 ), 
and less formalisation (Beta 
.288, p<0.01) explained a lower 
prevalence of complications of 
immobility (n=155)

Greater relationship-orientated 
leadership explained a lower 
prevalence of fractures (n=153) 
(Beta -.242, p<0.1).

Greater levels of 
communication openness 
explained lower use of resident 
restraints (n=152) (Beta -.226, 
p<05)

Greater levels of RN 
participation in decision making 
explained a lower prevalence of 
behaviour problems (n=154) 
(Beta 0.26, p<0.01)

Predictor variables explained 
11 %-21 % of the variance.

The author argues that 
practices that increase 
communication and 
interaction among people 
are needed for better patient 
outcome.

Greater use of relationship- 
orientated leadership, 
defined as giving 
constructive feedback, 
helping staff resolves 
conflict, generating trust, 
was related to two of the 
four resident outcomes 
(prevalence of complications 
of immobility and fractures)

Limitations
Generalisation limited by 
non-experimental study 
design, by restriction of 
sample to one state and by 
use of administrative data to 
estimate the resident 
outcomes variables.
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Table 2.5.6 continued.
Author(s), country, 
journal, objectives and 
conceptual framework

Setting, subjects and inclusion 
criteria

Design Key results (relationship  
between leadership and 
patient outcomes)

Limitations /  Commentary

Pollack & Koch (2003)
USA

C ritica l C are  M ed ic ine  

Hypothesis
Managerial practices and 
organisational processes 
as rated by professional 
groups were associated 
with neonatal outcomes

C o n c e p tu a l f ra m e w o rk
Discussion linked to 
theoretical framework 
proposed by Mitchell and 
Shorten (1997)

Setting
Eight acute care neonatal 
intensive care units

Subjects
Nurses
Physicians
Respiratory therapists 
Infants weighing 500 -  1499g 
Measurements 
P a tie n t o u tc o m e s  
28-day survival / death 
Bronchopulmonary dysplasia 
Periventricular / intraventricular 
haemorrahage or periventricular 
leukomalacia
Retinopathy of prematurity 
Length of hospital stay 
Days of mechanical ventilation

M a n a g e ria l p ra c tic e s  a n d  
o rg a n is a tio n a l p ro c e s s e s  
Survey instrument developed by 
Shortell e t at. (1991) which 
comprised seven constructs: 
leadership, communication, 
coordination, effectiveness, 
problem-solving, authority, and 
job satisfaction.

Design
Multi-centre cohort

Eligibility criteria (inclusion and 
exclusion) was reported in detail

Sample size
Nurses (n=218)
Physicians (n=73)
Respiratory therapists (n=77)
Infants weighing 500 -  1499g, (n = 
522)

Data collection
Participants (nurses, physicians and 
respiratory therapists) completed 
survey during a two month period.

Outcome data were collected from 
clinical records using a process 
designated from each site. Data 
collection period: 30 months

Data analysis
Risk-adjusted logistic and linear 
models were used to assess the 
association of outcomes with 
caregiver ratings.

Results
A lower incidence of PIVH/PVL 
was associated with higher 
overall scores (p=.0036) and 
higher sub-scores for leadership 
(p<.0001), coordination 
(p=0.47), and conflict resolution 
(p=0.20). Higher values of the 
respiratory therapists’, nurses’ 
and physicians' scores were 
associated with lower mortality 
rates (p=0.45) and BPD 
(p=0057), PIVH/PVL (p<0001), 
and ROP (p=.049) respectively. 
In multivariate analysis, the joint 
efforts of the professional 
groups' scores were associated 
with the incidence of PIVH /
PVL (p=00.47); nurses’ scores 
were associated with lower 
incidence of PIVH/PVL 
(p=.0051).

The association between the 
respiratory therapists scores 
and lower mortality rate 
(p=0.25) also remained 
significant in the multivariate 
analysis.

The authors conclude that 
organisational processes 
and managerial practices, as 
rated by healthcare 
professionals, in neonatal 
intensive care units were 
associated with the 
development of mortality 
and chronic, severe 
morbidity. Specific 
processes or practices that 
accounted for the results 
were not identified.

The design did not enable 
the identification of a specific 
problem that could be 
examined with a well defined 
intervention. Methodologies 
available to link elements of 
managerial proficiency to 
specific clinical interventions 
are limited.

In addition, the response 
rate of nurses was low 
(47%) and due to 
confidentiality non
respondents could not be 
targeted.
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Table 2.5.6 continued.
Author(s), country, 
journal, objectives and 
conceptual framework

Setting, subjects and inclusion 
criteria

Design Key results (relationship  
between leadership and 
patient outcomes)

Limitations / Commentary

Houser (2003)
USA

J o u rn a l o f  N u rs in g  
A d m in is tra tio n

Objective
To understand and 
measure the multivariate 
nature of the 
contemporary nursing 
care environment

Research question.
What contextual factors 
influence the delivery of 
nursing care?

Conceptual framework
Qualitative Inquiry phase 
of the study- themes were 
developed into a model 
which was tested as part 
of the study

Setting
Forty six patient care units in six 
hospitals and three long-term 
care facilities

Subjects
Nurse Managers (n=50) 
Registered Nurses (n=177)

Measurements
L e a d e rs h ip  P ra c tic e s  In ve n to ry  
(Kouzes and Posner, 1987) 
Teamwork:
W o rk  e n v iro n m e n t sc a le  (WES) 
(Moos and Insel 1994)
Three subscales -  two were 
used: relationship and personal 
growth dimension 
Resources
RN dollars; Agency dollars; 
Supply dollars 
Staff expertise  
Proportion of nurses (rated by 
their manager) belonging to the 
following categories 
Novice, Advanced beginner, 
Competent, Proficient and Expert 
Staff stability
Turnover rate: total number of 
nurses leaving divided by 
average staff complement

Design
Mixed method qualitative and 
quantitative design

Qualitative Inquiry - lived 
experiences of nurses from an 
integrated delivery system. Data 
were collected through focus 
groups attended by registered 
nurses (n =36)

The qualitative inquiry resulted in a 
visual model which included the 
themes: leadership, staff expertise, 
staff stability, teamwork, financial 
resources and workload.

Quantitative study:
Sample size
Nurse managers (n = 50) 
Registered nurses (n = 177)

Data collection
LPI administered to all nurse 
managers (n=55) and three 
randomly selected registered 
nurses for each manager. LPI 91% 
response rate from managers and 
70.3% staff nurses returned LPI

Results
Scores indicated that leadership 
was related to higher levels of 
staff expertise (1.918, p=.05) 
low turnover (-2.19, p=.05) and 
increased stability of staff 
(-2.191, p=.05)

High levels of expertise were 
related to lower incidence of 
adverse events (-2.133, p = 
.05).
Increased teamwork was 
related to lower incidence of 
adverse events (-2.043, p=.05).

Workload was not a significant 
predictor of outcome

Relationship -orientated  
leadership was linked to 
lower turnover, increased 
stability and staff expertise; 
staff expertise is linked with 
lower adverse incidents

Team work and staff 
expertise had significant 
effects on nurse-sensitive 
patient outcomes.

Limitations

The authors acknowledge 
that better measures of 
workload are needed to 
assure a comprehensive 
view of the demands on 
nursing staff. Nurses 
believed that volume 
measures based on 
midnight census and length 
of stay do not relate to 
patient outcomes. The study 
model supported that 
perception.
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Table 2.5.6 continued
Author(s), country, 
journal, objectives and 
conceptual framework

Setting, subjects and inclusion 
criteria

Design Key results (relationship  
between leadership and 
patient outcomes)

Limitations / Commentary

Houser (2003) c o n t ’d Workload
Length of stay: average length of 
hospital stay in days (midnight 
census)
Patient outcomes
Patient mortality 
Hospital infections
• Pneumonia
• UTI
• Medication errors
• Patient falls

Work environment scale was 
administered to a 40% random 
sample of registered nurses 
(n=452). Response rate of 39.2%

Method for data collection of 
other factors was not explicit.

Data analysis
Data analysis using a structural 
equation modeling process

Doran ef al (2004)
Canada
C a n a d ia n  H ea lth  
S e n /ice s  R ese a rch  
F o u n d a tio n

Objective
To examine the 
relationships between 
leadership, span of 
control and outcomes as 
measured by nurses' job 
satisfaction, patient 
satisfaction, and unit staff 
turnover

Conceptual framework
A theoretical framework 
was developed by the 
authors integrating

Setting
Seven teaching and community 
based hospitals, utilising 51 units 
within these hospitals

Subjects
Nurse managers, Nurses, Patients

Measurement instruments
Multifactor Leadership 
Questionnaire Form 5X (Bass & 
Avolio, 2000)
4 leadership subscales -  45 items

Patient satisfaction (21 items) from 
the Patient Judgements of Hospital 
Quality Questionnaire (PJHQ) 
(Rubin e t al, 1990) satisfaction with 
nursing care

Design
Descriptive correlation design 
using survey method to collect 
both individual and unit data

Sample
Seven hospitals with similar forms 
of organisational structure

Sample size
Nurse managers (n= 41)
Patients (n= 680)
Staff (n = 717) (registered nurses 
and registered practical nurses)

Data collection
Questionnaires

Data collection was conducted 
over a six month period

Results
Relationships between 
leadership, span of control and 
job satisfaction

Leadership styles
• TL and TS in c re a s e  nurses’ 

job satisfaction
• MBE and LF d e c re a se  

nurses’ job satisfaction
• TS in c re a s e s  patient 

satisfaction
• TL d e c re a s e s  turnover 
Span of control 
Nurses’ job satisfaction
Wide span of control decreases 
the positive effects of TL and 
TS leadership styles on nurses' 
job satisfaction

The authors conclude that 
the major contribution of 
their study is its finding that 
no leadership style can 
overcome a wide san of 
control.

Limitations
Generalizability limited by 
the non-experimental 
methodology and sample 
size.

No details of statistics 
reported therefore limiting 
critical appraisal of the 
study.

145



Table 2.5.6 continued
I Author(s), country, 
journal, objectives and 
conceptual framework

Setting, subjects and inclusion 
criteria

Design Key results (relationship  
between leadership and patient 
outcomes)

Limitations / 
Commentary

Concepts from 
transformational 
leadership theory, span of 
control theory, 
contingency leadership 
theory.

Data analysis

The study hypotheses were tested 
using the hierarchical linear model 
(Bryk & Raudenbush, 1992).

No details of data analysis reported

• Wide span of control 
increases the negative effects 
of MBE and LF on nurses’ job 
satisfaction

Patient satisfaction
• Wide span of control 

d e c re a s e s  patient satisfaction
• Wide span of control 

d e c re a se s  the positive effects 
of TL and TS on patient 
satisfaction

Larrabee, ef a l (2004)
USA
R e s e a rc h  in  N u rs in g  a n d  
H e a lth

Hypothesis
Predictors of patient 
satisfaction would include 
patient-perceived nursing 
care, RN job satisfaction, 
context of care, structure 
of care, and patient 
characteristics

Conceptual framework
Adaptation of the nursing 
systems outcomes 
research model (Mark, 
Sayler & Smith, 1996)

Setting
450-bed academic medical centre 
Medical units (n=2)
Surgical units (n=2)
Intensive care step down units 
(n=3)
Subjects
Patients
Registered nurses 
Measurement instruments
Multifactor Leadership 
Questionnaire Form 5X (Bass & 
Avolio, 2000)
Patient satisfaction 
Patients’ Judgement of Nursing 
Care (Larrabee e t a l, 1995) -  9- 
item
Subscale of PJHQ (Meterko e t al, 
1990).

Design
Predictive, non-experimental design 
Sample
Convenience sample 
Sample size 
Patients (n=362)
Registered nurses (n=90)
Data collection  
Patients
Questionnaire was self- 
administered or research assistant 
interviewed patient using the 
questionnaire 
Staff
Self -  administered questionnaire 
Data analysis
Descriptive, correlation and causal 
modeling analysis of data were 
performed.

Results
Variables that were found to be 
predictors of patient satisfaction 
included:

• Patient perceived nursing 
care (Beta .02, < 001)

• Nurse/physician 
collaboration: nurse 
perception (Beta .02, p=.003)

• RN job satisfaction not found 
to be a predictor of patient 
satisfaction

None of the context variables 
(leadership, staffing, unit 
turbulence) were predictors of 
patient satisfaction.

Limitations
Generalizability limited by 
the non-experimental 
methodology and by the 
homogeneity of the sample 
setting.

Limitation to internal 
consistency is that the 
aggregation of RN data to 
patients did not consider 
the rules about 
aggregation of data to 
units. Those rules are 
intended to validate that 
concepts measured at 
individual level are 
representative and reliable 
and valid at group level.
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Table 2.5.6 continued
A uthors), country, 
journal, objectives and 
conceptual framework

Setting, subjects and inclusion 
criteria

Design Key results (relationship  
between leadership and patient 
outcomes)

Limitations / 
Commentary

Boyle (2004)
USA
N u rs in g  E co n o m ics  

Objective
To explore the extent to 
which the relationship 
between organisational 
characteristics and 
outcomes exist at unit 
level

What is the relationship 
between specific 
organisational unit 
characteristics and 
adverse events?

Conceptual framework
Extend Aiken’s line of 
inquiry into how 
organisational 
characteristics influence 
adverse events and 
failure to rescue to the 
level of the nursing unit

Setting
944-bed teaching hospital 
21 medical and surgical nursing 
units

Subjects
Registered Nurses 
Patient discharge data

Measurement instruments
NWI -  R (B) four factor version of 
NWI-R (Aiken & Patrician, 2000)
-  includes measurement of 
leadership

“n u rse  m a n a g e r  s u p p o r t"  
le a d e rs h ip  s u b s c a le

Patient safety Adverse events
• falls
• pressure ulcers
• urinary tract infections
• pneumonia
• cardiac arrest
• mortality 
.  LOS
• failure to rescue

Design
Exploratory cross sectional design 
Sample
Registered nurses who had worked 
in the unit for 1 month or more 
Sample size
Registered nurses (n = 390)
6 months data of patient discharges 
(n = 11,496)
Data collection  
NWI-R questionnaire was 
administered to registered nurses 
(n = 390) 60% response rate 
Data on adverse were obtained 
from standard hospital databases. 
Data analysis
Data were aggregated into mean 
scores at unit level creating a 
sample size of 21 units

Bivariate correlation with Pearson’s 
r was used to detect linear 
relationships between variables

Multiple regression analysis for 
principal variables of NWI-R (B) 
factor scores (organisation 
characteristics), adverse events, 
nurse staff variables and unit level 
findings

Results
Autonomy/Collaboration had 
statistically significant inverse 
relationship with failure to rescue 
and a positive statistically 
significant association with 
pressure ulcer prevalence.

Continuity / specialization had a 
statistically significant correlation 
with death.

Practice control and nurse 
manager support did not have 
any statistically significant 
correlations with adverse events.

Nurse manager support had no 
significant findings

Autonomy / collaboration 
explained 24% of variance in 
failure to rescue and 18% of 
variance in pressure ulcer 
prevalence. Practice control 
explained 11% of variance in 
UTIs. Continuity/ specialization 
accounted for 19% of variance in 
mortality.

Limitations
One hospital as data 
source although 
counterbalanced by the 
control and reliability within 
a single organisation of 
data collection methods for 
dependent variables.

Sample size was reduced 
to the number of medical 
and surgical units within 
the organisation limiting 
statistical analysis.

Use of existing hospital 
data meant that the 
researcher had no control 
over the accuracy of data 
entry.

Difficult to get patient data 
chronologically linked to 
the day of stay, occurrence 
of adverse events, or 
secondary diagnosis 
assignment form computer 
based information systems 
in hospitals.

147



Table 2.5.6 continued
Author(s), country, 
journal, objectives and 
conceptual framework

Setting, subjects and inclusion 
criteria

Design Key results (relationship  
between leadership and patient 
outcomes)

Limitations / 
Commentary

Raup (2008)
USA
J o u rn a l o f  E m e rg e n c y  
n u rs in g

Objective
To examine the impact of 
leadership styles used by 
Emergency Department 
(ED) nurse managers in 
academic health centres 
on nurse turnover and 
patient satisfaction as 
measured by the Full 
Range Leadership Model

Setting
15 U S. Academic health centres 

Subjects
Emergency Department nurse
managers
Registered Nurses

Measurement instruments
Multifactor Leadership 
Questionnaire (MLQ) version 5X 
(Bass & Avolio, 2000)

Practice Demographics Survey

Staff turnover data for most 
recent full year

Patient satisfaction scores for 
most recent full year

Design
Survey

Sample
ED nurse managers (n=15) 
Registered Nurses (n= 30)
Patients who completed a patient 
satisfaction survey

Data collection
The nurse managers completed the 
Multifactor Leadership 
Questionnaires (MLQ) self survey 
on-line and also completed a 
practice setting demographic 
survey.

Nurse managers were asked to 
enter their respective staff nurse 
turnover and patient satisfaction 
scores and type of patient 
satisfaction survey used for the 
most recent full year

Two staff nurses from each site 
completed the MLQ rater survey to 
validate the manager’s leadership 
style.

Data analysis
No data analysis plan was reported.

Results
80% (n=15) ED nurse managers 
reported to use a transformational 
leadership style; with three out of 
the fifteen (20%) validated by 
their staff nurses

The impact of transformational 
leadership versus non- 
transformational leadership on 
staff nurse retention and patient 
satisfaction was not statistically 
significant (Fisher’s exact test 
(.569) (exact sig. 2-sided)

Mean staff nurse turnover rate 
was 13% for nurse managers who 
used transformational leadership 
style compared with 29% for 
managers who used non- 
transformational leadership 
styles.

Mean ED overall patient 
satisfaction score was 76.68% for 
managers who predominantly 
used transformational leadership 
style compared with 76.50% for 
managers who used a non- 
transformational style.

Limitations
Findings are limited to ED 
nurse managers working in 
academic health centres

Types of patient 
satisfaction measurement 
instruments used by 
academic health centre 
emergency departments 
may have varied because 
the methods and 
instruments for measuring 
patient satisfaction may be 
either commercial or 
institutional specific.

Only 20% of the nurse 
manager’s MLQ self 
reports were validated by 
two of their staff nurses 
therefore limiting 
interpretation of results.
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Table 2.5.6 continued
Author(s), country, 
joum ai, objectives and 
conceptual framework

Setting, subjects and 
inclusion criteria

Design Key results (relationship  
between leadership and 
patient outcomes)_______

Limitations / 
Commentary

Hay Group (2006)

UK

Hay Group Report 

O b je c t iv e
To examine the role of 
the ward manager and 
the impact they have on 
the performance of their 
ward

C o n c e p tu a l f ra m e w o rk
None reported

Setting
Seven acute trusts 

Subjects
Ward managers (n=22)

Measurement / instruments
Leadership Style Inventory 
(LSI) (Hay Group)
S ix  le a d e rs h ip  s ty le s  
m e a s u re d :

D ire c tive  
V is io n a ry  
A ffilia tiv e  
P a rtic ip a tiv e  
P a c e s e ttin g  
C o a ch in g

Organisational Climate 
Survey (OCS) (Hay Group) 
N o  d e ta ils  o f  in s tru m e n t g iven

O u tco m e  m e a s u re s
•  Patient satisfaction
• Amount and nature of 

complaints
• Nurse Absenteeism rates
• Staff turnover
• Number of drug errors

Design
Not reported

Methodology
Nurse-sensitive outcome measures were 
used to identify high and low performing 
ward managers. (No details were given as 
the how outcome data were collected)

Six high performer ward managers and a 
similar number of lower performers 
emerged.

Leadership style of each ward manager 
was looked at and the climate of each 
ward (how it feels for staff to work on that 
ward) to see if there was a link between 
the impact of the ward manager on staff 
and the performance of the ward.

Data collection
No details of how this was carried out. 
Tools used were Leadership Style 
Inventory and Organisational Climate 
Survey

Data analysis
Data analysis details were not explained. 
Descriptive statistics were reported.

Results
High performing ward 
managers
36% lower staff turnover 
57% reduction in absenteeism 
40% lower drug errors 
45% improvement in 
performance than their low 
performing peers

High performing ward 
managers consistently used a 
wider variety of leadership 
styles

50% of ward managers on high 
performing wards used four or 
more of the six leadership 
styles, the LSI measured, with 
their team.

On lower performing wards 
20% of the ward managers 
used four or more styles.

80% of those on lowest 
performing wards were 
experiencing their ward 
manager using two or fewer 
styles.____________________

The authors believe that 
the typical characteristics 
associated with the 
nursing profession- 
kindness, empathy and a 
caring attitude -  are not 
enough on their own to be 
successful in management 
positions. Hence the title of 
the report: 'N u rse  
L e a d e rs h ip  -  b e in g  n ice  is  
n o t e n o u g h  ’

Limitations
The study was carried out 
and published by a global 
consulting firm

No detailed research 
report available therefore 
limiting critical appraisal.

Highlights the increasing 
importance of this area of 
research within the UK.
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Table 2.5.6 continued
Author(s), country, 
journal, objectives 
and conceptual
framework________
Cunningham and 
Kitson (2000 [a,b])

UK

N u rs in g  S ta n d a rd  

Aim
To test whether the 
intervention of a clinical 
leadership development 
programme improved 
the clinical capability of 
senior nurses and ward 
sisters.

The leadership
development 
programme was the 
RCN Clinical
Leadership Programme 
which sought to identify 
how clinical nurses in 
recognised leadership 
positions could improve 
the quality of patient 
care

Setting, subjects and 
inclusion criteria

Setting
Four hospital trusts in 
England were randomly 
selected according to 
predetermined criteria

Subjects
Ward sisters 
Senior nurses
Colleagues who worked with 
the leader (followers) 
Patients

Measurement instruments
• Multifactor Leadership 

Questionnaire (Bass, 
1990)

• Organisation of Care 
Tool (Bowman and 
Thompson, 1995)

• Newcastle Satisfaction 
with Nursing Scale 
(NSNS) (McColl e t al, 
1996)

• Team Roles 
Effectiveness Tool 
(Poulton and West, 
1993)

Design Key results (relationship between 
leadership and patient outcomes)

Limitations I Commentary

Design
Mixed methodology: Pre-test/post- 
test with an action research approach

Sample
Ward sisters: six from each trust (n= 
24)
Senior nurses: one from each trust 
(n=4) (27 participants completed) 
Colleagues who worked with the 
leader (number not reported)
Patients: 80 satisfaction surveys per 
participant site 
Data collection (p re /p o s t  
in te rve n tio n )
M L Q : c o m p le te d  by the senior nurses 
and ward sisters and colleagues who 
worked with them
O rg a n isa tio n  o f  ca re : leaders and a 
sample of followers were asked to 
complete this tool.
N S N S : 80 questionnaires per 
participant site coordinated by ward 
clerks
T eam  R o le  E ffe c t iv e n e s s : 
participants were asked to complete

Data analysis
Descriptive, mean, SD, paired t-tests, 
qualitative

MLQ: 176 distributed pre-test: 
response rate 74%; 231 distributed 
post-test: response rate 65%. Trend 
towards transformational leadership 
P a rtic ip a n ts
All TL characteristics increased and 
all TS characteristics decreased post 
intervention (only in s p ira tio n  and 
a c tive  m a n a g e m e n t b y  e x c e p tio n  
were statistically significant). 
F o llo w e rs
All TL characteristics increased, also 
TS c o n tin g e n t re w a rd  and 
m a n a g e m e n t b y  e x c e p tio n  increased 
C ha rism a , in s p ira tio n  and id e a lise d  
c o n tr ib u tio n  were found to be 
statistically significant.
Organisation of care 
Response rate was poor - only 8 
leaders and 10 followers completed 
both pre and post test 
questionnaires.
Paired t-tests were found to be 
statistically significant for both 
leaders and followers. Trend towards 
more team and primary nursing to 
organise care.
Insufficient data to analysis patient 
satisfaction with nursing care or 
interdisciplinary team effectiveness.

Strength of the study was in 
the use of mixed methodology 
and the experiential work- 
based approach to leadership 
development.

Limitations
» Small sample size (n=27)
■ The use of the

Organisation of Care Tool 
to provide a measure of 
the quality of patient care 
i.e. the assumption that 
team and primary nursing 
will result in improvement 
in the quality of patient 
care

« Insufficient data to
measure the impact of the 
programme on patient 
satisfaction with nursing 
care
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2.5.11 Synthesis of literature review

Despite recognition of leadership as essential for creating change for 

effective patient care (Manley, 2000[a], 2000[b], 2004; Rycroft-Malone, 2004; 

Patrick and White 2005) few researchers have explored leadership as a route 

to improve patient care. In particular, there was a paucity of empirical studies 

that tested a leadership hypothesis and few studies that focused on the 

leadership style of nurse managers (managerial leadership) as a means of 

improving nursing care.

More specifically, in the United Kingdom, although a transformational 

leadership style has been advocated by the NHS (DH, 1999[a], 1999[b] 

2000) and championed by the RCN in their world renowned Clinical 

Leadership Programme (Cunningham & Kitson, 2000[a], [b]; Large et al, 

2005) it was surprising to find so few studies that focused on exploring 

transformational leadership as a means to improving the quality of nursing 

care. This is a new area of research in the United Kingdom - no studies were 

found that empirically tested the direct link between transformational 

leadership and the measured quality of nursing care, controlling for 

contextual variables.

The literature search identified nineteen studies from 1995 -  2009 (14 prior to 

commencement of the study in 2004) that examined the relationship between 

transformational leadership and organisational outcomes (n = 8), staff 

outcomes (n = 7) and patient outcomes (n = 11). The studies originated from 

five countries: USA (n = 13), Canada (n = 2), UK (n = 2), Singapore (n = 1), 

and Belgium (n= 1); the majority were quantitative in design (n=16); two used 

mixed methodology and one systematic review (Wong and Cummings, 2007) 

was identified after commencement of the study.

2.5.11.1 Appraisal of study quality
The majority of studies had some limitations but in the main were 

methodologically sound. Most of the studies were descriptive correlational 

designs, thus precluding conclusions in relation to causation. Other
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limitations included small sample size of nurse managers, convenience 

sampling, self-reporting of leadership behaviours, limited reporting of 

methodology and statistical analysis, homogeneity of the sample, validation 

of data aggregation from individual to unit level and the different types of 

patient satisfaction measurement instruments used within studies.

2.5.11.2 Effects of the paradigm shift in leadership theory: the 

leader-follower dyad

In the 1970s a major paradigm shift occurred in leadership theory. Burns 

(1978) elevated leadership as a philosophical and developmental relationship 

between people who share common purpose, motivations and values, 

described as transformational leadership. Accordingly, he suggested that the 

role of the leader and follower be united conceptually with both leaders and 

followers central to the process of leadership. Within this approach, for the 

first time in leadership theory, followers and leaders are viewed as being 

equal contributors in achieving organisational goals (Khanin, 2007). This is in 

contrast to earlier theories that focused on leadership in terms of 

characteristics and activities of the leader as being central to the process. 

Thus, Burns (1978) moved the focus away from talking about leaders to 

talking about leadership. The transformational leadership approach is thought 

to root organisational, team and individual goals in shared values and shared 

purpose.

It is argued that transformational leadership is a potential mediator for the 

quality of patient care, intimating that effective patient care requires 

transformational leaders at all levels in the organisation that will create a 

transformational culture implicating individuals, teams and the organisation. A 

transformational leadership culture as described by Manley (2002) and 

Manley and McCormack (2003) is one were quality is everyone’s business, 

that positive change becomes a way of life, that the leadership potential is 

developed in all accompanied by a shared vision and valuing of staff.
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2.5.11.3 Link between transformational leadership organisational 
and staff outcomes

Although studies demonstrated a link between transformational leadership, 

organisational and staff outcomes the contribution of leadership behaviours 

in predicting these outcomes was relatively modest, for example: the 

proportion of variation explained by the construct transformational leadership 

in predicting job satisfaction ranged from 11% to 30% (McNeese-Smith, 

1995, Chiok Foong Loke 2001 and Morrison et al 1997); predicting 

organisational commitment ranged from 11% to 29% (McNeese-Smith, 1995; 

Chiok Foong Loke, 2001); and, predicting productivity ranged from 9% and 

15% (McNeese-Smith, 1995; Chiok Foong Loke, 2001). Therefore indicating 

there are other contextual factors besides leadership behaviours influencing 

these outcomes.

Furthermore, there may be moderating factors influencing the relationship 

between leadership style and outcomes that may indeed decrease the 

positive effects of the leadership style on outcomes. Doran et al (2004) found 

that the nurse manager’s span of control had a moderating influence on the 

relationship between leadership style staff nurse's job satisfaction and staff 

turnover. Specifically, a wide span of control (total number of staff reporting 

directly to the manager) decreased the positive effects of transformational 

leadership on nurse’s job satisfaction and increased staff turnover.

2.5.11.4 Link between transformational leadership and patient 

satisfaction

The link between transformational leadership and patient satisfaction was not 

consistently demonstrated in the studies reviewed (n = 4). Only one study 

found that an increase in patient satisfaction was significantly associated with 

a transformational leadership style; this may be due in part to the limitations 

of the studies, specifically, in relation to internal validity (for example, 

validation of data aggregation from individual to unit level), homogeneity of 

the sample, the sample size of nurse managers, the types of patient 

satisfaction measurement instruments used and the use of survey methods 

only for data collection.
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2.5.11.5 Link between transformational leadership patient mortality, 
patient complications and adverse events

Studies reviewed demonstrated a link between transformational leadership, 

and adverse events but one that was not straightforward. The strongest 

association between nursing leadership and patient outcomes was with 

reduced patient adverse events and complications (Houser, 2003; Anderson 

et at, 2003). Specifically, Anderson et al, (2003) found a significant 

relationship between transformational leadership practices and reduced 

prevalence of adverse events in nursing home residents, underscoring an 

association between transformational leadership and safer patient care 

environments. Houser (2003) found a significant indirect relationship between 

leadership and reduced patient falls and medication errors through increased 

staff expertise and stability. Houser (2003) also found reduced incidence of 

pneumonia and urinary tract infections associated with positive leadership 

behaviours. Pollack and Koch (2003) found a reduced incidence of neonatal 

periventricuar haemorrahage / periventricular leukomalacia (PIVH/PVL) 

associated with higher leadership ratings.

All three studies that measured mortality rates found an association between 

transformational leadership and mortality rates, but only one was statistically 

significant. In the Houser (2003) study, the relationship was indirect through a 

positive relationship to greater staff expertise and staff stability that, in turn, 

was associated with lower patient mortality.

2.5.11.6 Mechanisms by which leadership was related to 

organisational, staff and patient outcomes
In the reviewed studies, the proposed mechanisms by which leadership was 

related to organisational, staff and patient outcomes were indirectly through 

changes in the work context and through influencing aspects of nurse 

behaviour that facilitated improved outcomes; thus suggesting that 

transformational leadership may have a mediating effect on the relationship 

between work context, characteristics of the nursing workforce and the 

quality of nursing care. The positive leadership behaviours (transformational, 

relationship-orientated, empowering, supportive) described in reviewed
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studies included facilitation of more effective teamwork (Anderson et al, 

2003; Pollack and Koch, 2003), facilitation of interpersonal connections 

among staff thus providing diversity of cognitive perspectives and increasing 

information flow, (Anderson et al, 2003), facilitation of greater nursing 

expertise through increased staff stability and reduced turnover (Houser, 

2003), giving constructive feedback, generating trust (Anderson et al, 2003), 

helping staff to resolve conflict (Anderson et al, 2003, Pollack and Koch, 

2003), facilitation of clear expectations and clear patient care processes 

(Anderson et al, 2003; Boyle, 2004) and establishing a work environment 

where nurses understand their accountability for professional practice and 

patient outcomes (Boyle, 2004). While portraying valuable perspectives, 

there appears to be little congruence across the leadership literature on how 

transformational leadership is operationalised in relation to improving the 

quality of nursing care and patient outcomes. Clear, cogent interventions, 

strategies, processes and practices, underpinned by a transformational 

leadership style, which specifically bring about improvements in the quality of 

nursing care, have not been articulated in the literature. From this review 

operationalizing transformational leadership appears to blur the differences 

between transformational leadership and facilitation. At the very least the 

concepts do not appear to be mutually exclusive. This is an important 

contribution to operationalizing the transformational leadership construct in 

relation to improvements in the quality of nursing care for further research.

2.5.11.7 Measurement of transformational leadership

The lack of clarity in relation to the definition and operationalizing of 

transformational leadership raises the question of how transformational 

leadership is measured in respect of improving the quality of nursing care. 

Two questionnaires that measured transformational leadership were 

reviewed. The Multifactor Leadership Questionnaire (MLQ) (Bass, 1985) and 

the Leadership Practices Inventory (LPI) (Kouzes and Posner, 1987). Both 

have been found to have sound psychometric properties of reliability and 

validity. The Leadership Practices Inventory was used in the current study, 

primarily because it was the questionnaire of choice used in the RCN Clinical 

Leadership Programme as the transformational concepts that make up the

155



Leadership Practices Inventory were perceived to match well the 

underpinning values of the Clinical Leadership Programme (Large et al, 

2005) and participants found it easier to use than the Multifactor Leadership 

Questionnaire.

The Leadership Practices Inventory (LPI) measures types of behaviours 

associated with transformational leadership from a generic perspective. The 

studies reviewed did not identify specific interventions, strategies or 

processes used by the leader (directly and indirectly) to influence the delivery 

of quality nursing care by staff that they manage. However, the five practices 

of exemplary leaders: Model the way, Inspire a shared vision, Challenge the 

process, Enable others to act, and Encourage the heart can be applied when 

assessing the leadership style in certain situations. Studies that used 

qualitative methods to understand leadership processes that facilitate the 

delivery of quality nursing care were lacking in the literature.

2.5.11.8 Summary

Collectively, studies suggest that transformational leadership may be an 

important contributor to quality patient care. Studies in the USA, Canada and 

Singapore demonstrate that nurse managers who are perceived to have a 

transformational leadership style have staff members who express increased:

• job satisfaction (McNeese-Smith, 1995; Medley & Larochelle, 1995; 

Morrison et al, 1997; Chiok Foong Loke 2001, Doran et al, 2004)

• organisational commitment (McNeese-Smith, 1995, Chiok Foong Loke 

2001, McGuire and Kennedy, 2006),

• productivity (McNeese, 1995; Chiok Foong Loke 2001)

• empowerment (Morrison et al, 1997),

Their wards / units were found to have an organisational culture that was 

linked to:

• organisational effectiveness (Casida and Pinto-Zipp, 2008),

• decreased staff turnover (Doran et al, 2004, Raup, 2008)

• increased staff retention and staff stability (Houser, 2003)
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In addition, studies examining the link between transformational leadership 

and patient outcomes demonstrated:

• increased patient satisfaction (McNeese-Smith, 1999)

• lower prevalence of complications of immobility (Anderson et al, 2003)

• lower prevalence of fractures (Anderson et al, 2003)

• lower incidence of adverse incidents (Houser, 2003, Anderson et al, 2003; 

Pollack & Koch, 2003)

From a theoretical standpoint, the review supports the conceptual model of 

transformational leadership proposed by Bass (1985) and Kouzes and 

Posner (1987) and demonstrates that transformational leadership is 

significantly correlated with organisational, staff and patient outcomes related 

to the health care setting, thus suggesting that transformational leadership 

may be an important contributor to quality patient care and therefore 

organisations may benefit from promoting and supporting the development of 

transformational leadership.

From a research point of view, the review revealed a lack of studies related 

to transformational leadership and its impact on organisational, staff 

outcomes and patient outcomes in the United Kingdom. Whilst there is 

evidence to support that leadership development, underpinned by a model of 

transformational leadership, has a beneficial effect on individual leaders 

(Cunningham & Kitson, 2000[a], [b]; Large et al, 2005), no studies were 

found that empirically tested the link between transformational leadership and 

the quality of patient care. Additionally, the need for research that controls for 

the effects of other variables that may moderate or mediate the relationship 

between leadership style and outcome variables is required. Finally, the 

measurement of leadership often relied on self-report rather than reports 

from those that observe the leader in their role and the measurement of 

patient care was through indirect methods -  none of the studies measures 

the quality of care through direct observational methods.
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2.5.11.9 What does this study add?

This is a new area of research in the United Kingdom -  no studies were 

found that empirically tested the direct link between transformational 

leadership and the quality of nursing care.

This study is unique in addressing three areas under represented in the 

literature:

• None of the studies used an observational method to measure the quality 

of nursing care while care is in progress

• Only one study controlled for the effects of contextual factors

• Few studies measured leadership by asking those who are led -  but 

relied on self-report by the leaders.
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Chapter Two Section Six

Studies have demonstrated that the leader’s ability to be effective is 

influenced by other contextual factors. The present study will control for the 

effects of the ward manager’s span of control and the characteristics of the 

nursing workforce: skill mix and grade mix, organisational factors that have 

been shown to affect the quality of nursing care.

2.6.1 Other organisational factors affecting the quality of nursing care

A number of other organisational factors have been linked to the quality of 

nursing care delivered to patients in acute hospital wards, including staffing 

levels (ratio of registered nurses to patients) (Blegan et al, 1998; Aiken et al, 

1998, 1999, 2002; Needleman et al 2002; Institute of Medicine, 2004); skill 

mix (Carr-Hill et al, 1992; McKenna, 1995; Carr-Hill & Jenkins-Clarke, 2003); 

grade mix (Tourangeau et al, 2002); and, span of control (Doran et al 2004). 

The relationships between variables are complex, with conflicting evidence 

on their effects, for example, the study by Carr-Hill et al (1995) showed a 

significant positive relationship between richer grade mix and nursing quality 

while Hurst’s (2003) analysis of dilute nursing teams did not always 

demonstrate a decline in quality. What is clear, however, is that staffing 

levels, skill mix, grade mix and span of control are likely to be linked to the 

quality of nursing care provided to patients in acute hospital wards

2.6.2 Span of Control

Span of control is defined as the number of people supervised by the 

manager. Using the principle of span of control proposed by Gulick (1937) 

and Urwick (1956), Meier and Bohte (2000) developed the theory of span of 

control. This theory proposes that in any organisation there is a certain size 

at which span of control reaches its maximum capacity to be effective, and 

increasing the size beyond this capacity adds no value and may even be 

harmful. Four management studies (Burke, 1996; Gittell, 2001; Hechanova 

Alampay & Beerh, 2001; Meier & Bohte, 2000) found span of control 

influenced outcomes. For example, Gittell (2001) found that groups with wide 

span of control (average span of control of 34) were significantly associated
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with lower performance compared with the groups with narrow span of 

control (average span of control nine). Qualitative data suggested that 

supervisors with smaller spans achieved positive results through working 

with, and providing intensive coaching and feedback to their direct reports.

The examination of span of control as a moderating variable on the 

relationship between leadership and outcomes was found in a few 

management studies and one healthcare study. A moderating variable 

specifies when and under what conditions a predictor variable influences a 

dependent variable (Baron & Kenny, 1986; Holmbeck, 1997). Three 

management studies (Cogliser and Schriesheim, 2000; Green et al, 1996; 

Schriesheim, Castro and Yammahno, 2000) found that when work unit 

increases in size, low-quality leader-member exchange increases; that is, 

relationships between managers and staff become less positive, which in turn 

affects staff performance.

In healthcare, Doran et al (2004) tested the moderating influence of span of 

control on the relationship between leadership and outcomes by examining 

the effects of the interaction between span of control and leadership on 

outcomes as measured by nurse’s job satisfaction, patient satisfaction, and 

unit staff turnover. Results indicate that wide span of control decreases the 

positive effects of transactional leadership style on patient satisfaction; 

decreases the positive effects of transformational and transactional 

leadership styles on nurse’s job satisfaction; increases the negative effects of 

management by exception and laissez-faire on nurse’s job satisfaction; and, 

increases turnover. The researchers conclude that no leadership style can 

overcome a wide span of control.

In the current study it is postulated that span of control is negatively 

associated with the quality of nursing care. It is also postulated that a wider 

span of control has a moderating effect on the relationship between 

transformational leadership and the quality of nursing care.

160



2.6.3 Characteristics of the nursing workforce: grade mix, skill mix and 

nurse: patient ratios

In order to help avoid confusion it is perhaps helpful to point out that the 

concepts of grade mix and skill mix are often similar in the literature. In 

essence, grade mix refers to the number of sisters, staff nurses and nursing 

auxiliaries required for the nursing team, that is, the number of staff of each 

grade. Whereas, generally, skill mix refers to the skills and experience of 

nursing staff within those grades, for example, how many years of experience 

does the staff nurse have in their present specialty, do they have a post-basic 

qualification in that specialty. In some studies skill mix is operationalised as 

grade mix. Like, Carr-Hill et al (1992) the current study operationalised the 

skills and experience of staff as grade mix. Carr-Hill et al (1992) justify the 

use of grade as an approximation of skill and experience as grading not only 

reflects job content, but staff on higher grades tend to have more 

qualifications, experience and skills than those on lower grades.

However, skill mix also refers to the proportion of registered nurses to 

unregistered nurses in the nursing team (RCN, 2006). In the current study 

skill mix was defined as the ratio of registered nurses and health care 

assistants reporting to the ward sister and expressed as the percentage of 

registered staff. This definition was based on how skill mix was defined and 

referred to in the acute trust where the study took place. It was important to 

make this distinction due to the ongoing debate in the nursing profession in 

the UK in relation to setting appropriate ward nurse staffing levels in NHS 

acute trusts (RCN, 2006).

2.6.3.1 Skill mix

A number of studies have examined the relationship between the proportion 

of nursing care provided by registered nurses and patient outcomes. A high 

proportion of registered nurses are often described as a rich skill mix. An 

important example is a study by Needleman et al (2002) which has been 

widely cited in the literature. They conducted one of the largest studies to 

date, using administrative data on the outcomes of care for over 5 million 

medical and over 1 million surgical patients in hospital across the US.
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Results differed between medical and surgical patients. A higher number of 

hours of care provided by registered nurses to medical patients were 

associated with a shorter length of stay and lower rates of some adverse 

events including urinary tract infections, upper gastro-intestinal bleeding, 

pneumonia, shock or cardiac arrest, and failure to rescue. No association 

was found between increased numbers of registered nurses and death in 

hospital, once failure to rescue patients had been accounted for. Nor did they 

find a relationship between the number of other health care workers providing 

nursing care, such a licensed practical nurses or nurses’ aides, and the 

occurrence of adverse events.

Their main findings were that the proportion of care provided by registered 

nurses was inversely related to adverse events, some of which were then, in 

turn, linked to mortality. The finding that a richer skill mix decreases patients’ 

experiences of complications and increases their chances of survival is 

supported by a number of other studies (Hartz et al, 1989; Manheim et al, 

1992; Tourangeau et al, 2002; Hewitt et al, 2003).

In the United Kingdom, an investigation undertaken by the Healthcare 

Commission (2006) sought to understand why nurse staffing varies so much 

across units in England and to find out whether a higher skill mix ratio had 

any impact on patient outcomes (Healthcare Commission, 2006). Compared 

to previous investigations they found that the quality of data on many aspects 

of the quality of care (for example, staff attitudes, complaints, communication, 

clinical care and outcomes such as accidents, incidents, and pressure ulcers) 

had improved. Important findings included a link between the use of 

temporary staff, lower levels of patient satisfaction, and higher rates of 

sickness and absence. The authors conclude that having a richer skill mix is 

likely to improve the safety and quality of care, as well as raise patient’s 

satisfaction levels. However, they also highlight the fact that some trusts 

seem to be able to produce good results with a relatively lean skill mix, which 

suggests that much remains to be understood about staffing patterns in the 

United Kingdom.
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In the United Kingdom there has been no nationally accepted system of 

determining the numbers and skill mix of nurses required on acute wards. 

The production of policy guidance on setting appropriate ward staffing levels 

by the Royal College of Nursing has raised awareness of the impact of 

nursing on patient outcomes, and methods of identifying resource 

requirements (RCN, 2006). In discussing ward staffing, the RCN (2006) 

recommends that a “skill mix ratio of 65% registered nurses to 35% health 

care assistants is regarded as the benchmark for the general ward staffing 

establishment, unless or until a thorough review of ward staffing levels has 

taken place’’ (RCN, 2006, p2).

2.6.3.2 Grade mix
Carr-Hill et al (1992) examined the links between skill mix and the quality and 

outcome of care provided. In this study, the concept of skill mix was 

operationalised as grade mix. A case study approach was adopted and data 

were collected from 15 acute medical and surgical wards at seven hospital 

sites in England and Wales. Data were analysed at three levels: at the level 

of patient / nurse interaction, at the level of the observation session (a two- 

hour observation of interactions of interactions between nurses and patients) 

and, at ward level. Results indicate that grade mix had an effect on the 

quality of care in that the quality of care was better the higher the grade (and 

skill) of the nurses who provided it.

However, Carr-Hill and Jenkins-Clarke (2003) analyzed the activity and 

workload of nurses on different grades and found that, in terms of division of 

labour, while there was a clear demarcation between different grades of staff, 

there appeared to be little difference in the types of task undertaken, leading 

the authors to suggest that staff skills are not being used effectively. Staff 

grades were identified as: senior registered nurses (G, H, I Grades), 

registered nurses (D,E,F Grades), and nursing support staff (A, B, C 

Grades), (nursing assistants, student nurses and nursing auxiliaries). With 

regard to skill mix, the report stated that “there appears too little increased 

specialisation between staff groups as overall staffing increases. An 

additional person of any grade does more of everything" (p8). Concerning
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flexibility, the authors argued that although staff are deployed differently 

within different specialties, there is little flexibility in this deployment in 

response to variations in patient demand. This indicates that the skills and 

experience of nursing staff are perhaps not used to the optimal in pursuit of 

providing quality nursing care.

2.6.3.3 Nurse: patient ratios
The number of registered nurses in a unit is perhaps the most basic crude 

measure of the amount of nursing care that patients receive (West et al, 

2006). In the USA a nurse: patient ratio is used when establishing the 

required nursing workforce. Numerous studies carried out in the USA have 

linked the established nursing workforce to patient outcomes such as 

mortality and adverse events including falls, skin breakdown, infections and 

other complications.

There is evidence that patients on wards with lower registered nurse: patient 

ratios are more likely to develop pressure sores (Westwood et al, 2003; 

Healthcare Commission, 2005), fall more often (Westwood et al 2003); are 

exposed to more medication errors (Needleman et al, 2001; Westwood et al, 

2003) and are more likely to develop healthcare associated infections 

(HCAIs) (Needleman et al, 2001; Westwood et al, 2003). They also appear to 

be readmitted more often (Hewitt et al, 2003) and develop complications 

such as pneumonia (Hewitt et al 2003; Needleman et al 2002; Tourangeau et 

al 2002; Cho et al, 2003).

Linda Aiken and her team at the University of Pennsylvania have contributed 

greatly to knowledge about the impact of nursing workload and nursing work 

environments (Aiken et al, 1994; 1997, 1998, 1999, 2002). Their work 

typically links information about patient mortality, adverse events and death 

following complications (failure to rescue) to survey data obtained from 

nursing staff that gives information about their workload and working 

conditions. A study carried out in 2002 focused on nurse-patient ratios and 

patient mortality in 168 hospitals in Pennsylvania (Aiken et al, 2002). Data 

about the outcomes of care for nearly a quarter of a million patients and
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survey responses from over 10,000 nurses were analyzed. They found that 

after taking account of the patients’ characteristics, (age and diagnosis), and 

controlling for hospital characteristics (size, teaching status and technology), 

each additional patient per nurse increased the odds of patient mortality and 

failure to rescue within 30 days of admission about 7%. Furthermore, each 

additional patient per nurse increased the odds of burnout by 23% and raised 

the odds of job satisfaction by 15% among nurses in this study. The 

researchers conclude that there are clear indications that in some settings 

the amount of work that nurses are expected to do is incompatible with high 

quality and safe care and that nurses pay a high emotional cost in such 

situations.

In the UK Rafferty et al (2006) have replicated Aiken’s US study. Their 

research in 30 English acute hospital trusts suggests that surgical patients in 

the hospitals with the lowest nurse: patient ratios have an increased rate of 

mortality.

Furthermore, Mark et al (2004) investigated the relationship between nurse: 

patient ratios and the quality of care in a sample of US hospitals. The study 

used data collected annually from 1990 until 1995 from 422 hospitals in 

eleven US states. Key outcome measures were mortality, pneumonia, 

pressure ulcers and urinary tract infections. Their most important finding was 

that there appeared to be a non-linear relationship between the number of 

registered nurses and patient mortality. Mortality fell until registered nurse 

staffing reached a certain point (4.62 full time equivalent registered nurses 

per 1, 000 inpatient days). Above this number no further improvement in 

mortality would be achieved by adding more nurses. There were no clear 

associations between nurse staffing and the other three quality measures. 

The researchers argue that as far as mortality is concerned there may be 

some optimum level of nurse staffing for different kinds of units and different 

kinds of patients. Additionally, they argue that, some units may be 

overstaffed and some understaffed. This study emphasises the importance of 

further research in this area to try to identify safe staffing levels and to 

minimise the waste of scarce nursing resources.
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2.6.4 Workforce characteristics and person-centred nursing
West et al (2004) and Hewitt et al (2003) warn of the methodological 

difficulties in claiming causal relationships between nurse staffing levels and 

patient outcomes because of the complexity of isolating all the numerous 

variables within research. Nevertheless there is growing evidence of 

registered nurse impact on a range of outcomes including patient quality and 

clinical outcomes. Therefore it follows that account must be taken of 

workforce characteristics (skill mix, grade mix, nurse: patient ratios) in order 

to deliver quality nursing care. This is supported in the framework for person- 

centred nursing developed by McCormack and McCance (2006). The 

framework comprises four constructs:

1. Prerequisites focus on the attributes of the nurses and include: being 

professionally competent; having developed interpersonal skills; being 

committed to the job; being able to demonstrate clarity of beliefs and 

values; and knowing self.

2. The care environment focuses on the context in which care is delivered 

and includes appropriate skill mix; systems that facilitate shared decision 

making; effective staff relationships; organisational systems that are 

supportive; the sharing of power; and the potential for innovation and risk 

taking.

3. Person-centred processes focus on delivering care through a range of 

activities and include: working with patient’s beliefs and values; 

engagement; having sympathetic presence; sharing decision making; and 

providing for physical needs.

4. Outcomes, the central component of the framework, are the results of 

effective person-centred nursing and include: satisfaction with care; 

involvement in care; feeling of well being; and creating a therapeutic 

environment.

In the framework, the relationship between the constructs suggest that in 

order to deliver positive outcomes for patients and staff, account must be 

taken of the prerequisites and the care environment, which are necessary for 

providing effective care through person-centred processes.
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2.6.5 Theoretical Framework
Drawing on the literature reviewed above, it is possible to propose a 

theoretical framework for the organisational determinants of the quality of 

nursing care received by patients. In addition to the leadership style of the 

ward sister, this framework focused on the span of control of the ward sister, 

the skill mix and grade mix of the nursing workforce.

2.6.5.1 Transformational leadership theory

This theory proposes that leadership is a process which is transcendent, 

uplifting, moral and often charismatic. It offers broad direction, strong 

commitment and raises both leaders and followers to principled levels of 

judgement. Transformational leaders induce followers to act for certain goals 

that represent the values and motivations of both the leader and follower 

(Burns, 1978). The transformational leader develops, stimulates and inspires 

followers to exceed their own self-interests for a higher purpose. In the 

context of this study it is postulated that a transformational leadership style is 

positively associated with the quality nursing care.

2.6.5.2 Span of control theory
This theory proposes that there is a certain size at which span of control 

reaches its maximum capacity to be effective and increasing size beyond this 

capacity adds no value and may even be harmful. It is therefore theorised 

that span of control directly influences the quality of nursing care. In the 

context of the study it is postulated that a wide span of control is negatively 

associated with the quality of nursing care.

In addition, there is evidence that span of control has a moderating effect on 

the relationship between leadership and the quality of nursing care. In the 

study carried out by Doran et al (2004) wide span of control decreased the 

positive effects of transactional leadership on patient satisfaction and the 

positive effects of transformational leadership on nurse’s job satisfaction. In 

the context of this study, it is postulated that a wide span of control has a 

moderating effect on the relationship between transformational leadership 

and the quality of nursing care. It is argued that even if ward sisters possess
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the desired transformational leadership style, their span of control may 

interfere with their ability to develop relationships with staff and therefore their 

ability to influence the quality of nursing care. That is, relationships between 

the ward sisters and staff become less positive, which in turn affects staff 

performance. It is argued that it is not possible to consistently provide 

positive leadership to a large number of staff, while at the same time 

ensuring the effective and efficient operation of a ward on a daily basis.

2.6.5.3 Characteristics of nursing workforce

There is growing evidence of the characteristics of the nursing workforce 

(skill mix, grade mix, nurse: patient ratios) on a range of outcomes including 

patient quality and clinical outcomes. In the context of this study the 

workforce characteristics of grade mix and skill mix were controlled for as this 

data was more accessible to collect in the acute trust. It is postulated that 

grade mix and skill mix are positively associated with the quality of nursing 

care.

In addition it is postulated that grade mix and skill mix have a mediating effect 

on the relationship between transformational leadership and the quality of 

nursing care. A mediator variable represents a mechanism through which an 

independent variable is able to influence a dependent variable (Baron & 

Kenny, 1986). It is argued that transformational leadership is associated with 

the quality of nursing care through an effect on staff expertise. It is further 

argued that the ward sister works with, and provides coaching and feedback 

to their nursing staff therefore developing their expertise. Therefore, it is 

postulated that the ward sister influences the quality of nursing care through 

a transformational leadership style which results in the development of the 

skills and expertise of the nursing team.

Baron and Kenny (1986) assert that a variable functions as a mediator 

variable when it meets the following conditions:

a) variations in levels of the independent variable significantly account for 

variations in the presumed mediator.
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b) variations in the mediator significantly account for variations in the 

dependent variable.

c) when a) and b) are controlled for, a previously significant relationship 

between the independent and dependent variables is no longer 

significant.

2.6.5.4 Theoretical propositions
The theoretical framework (Figure 2.6.1) proposes specific relationships 

between the following concepts:

Leadership style (the manner in which leaders express specific leadership 
behaviours as measured by the LPI))

1. Transformational leadership is positively associated with the quality of 

nursing care; this was the main focus of the research.

Grade mix (skill and experience of staff; the balance of different grades within the 
ward team expressed as a grade mix index for the ward)

2. Grade mix of the nursing workforce is positively associated with the 

quality of nursing care

3. Grade mix has a mediating effect on the relationship between 

transformational leadership and the quality of nursing care.

Skill mix (the balance of registered and unregistered staff reporting to the ward 
sister and expressed as the percentage of registered staff).

4. Skill mix of the nursing workforce is positively associated with the quality 

of nursing care

5. Skill mix has a mediating effect on the relationship between 

transformational leadership and the quality of nursing care.

Span of control (number of nursing staff who report directly to the ward sister)

6. A wide span of control is negatively associated with the quality of nursing 

care.

7. A wide span of control has a moderating effect on the relationship 

between transformational leadership and the quality of nursing care.
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Confounding variables

Confounding variables that may affect the response variable are included in 

the analysis but not theorised in the study's framework include the ward 

sister’s demographic variables of age and experience.
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Figure 2.6.1 Relationship between leadership, span of control, characteristics 

of the nursing workforce (grade mix and skill mix) and the quality of nursing 

care
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Chapter Three
Methods

The aim of the study was to describe the association between the leadership 

style of the ward sister and the quality of nursing care delivered to patients in 

their wards. It also sought to control for other contextual factors that are 

postulated to affect the quality of nursing care.

For this reason, a descriptive correlational design was selected using 

observational and questionnaire methods to collect data. Leadership style 

was the predictor (independent) variable and quality of nursing care the 

response (dependent) variable. Validated tools were used to measure 

predictor and response variables. The leadership style of the ward sister was 

measured by staff that directly observed the ward sister in their leadership 

role, using a 360 degree feedback instrument, and the quality of nursing care 

was measured through direct observation of practice. The unit of analysis 

was the ward. To further strengthen the research design data collection was 

carried out on two occasions, two years apart (2004 & 2006), and is 

explained in this way. When seeking to provide evidence of a causal link 

through observational research, it is helpful to be able to demonstrate 

associations at different times (Grimes and Schulz, 2002). So, if an 

association was found in both 2004 and 2006, this would provide stronger 

evidence of the association and therefore more evidence to suggest 

causation.

3.1 Operational definitions
For the purpose of the study leadership style was defined as the degree to 

which leaders express specific leadership behaviours, as measured by the 

Leadership Practices Inventory (LPI) (LPI/Self [a] and LPI/Other [b]) (Kouzes 

and Posner, 2003 [a] [b]), and the quality of nursing care was defined as the 

degree to which nurses engage in specific nursing interactions and 

interventions, as measured by the Quality of Patient Care Scale (Wandelt 

and Ager, 1974).
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A ‘ward sister’ was defined as the senior nurse who had responsibility for a 

ward, unit or outpatient department. In the main, this person was the ‘G’ 

Grade senior nurse who had ongoing (24 hour) responsibility for a ward, unit 

or department (other terms for this role include ‘ward manager’ or ‘charge 

nurse’); a number of Grade ‘F’ ward sisters were included because they had 

ongoing responsibility for the management of an outpatient department or 

day hospital facility.

A ‘ward’ was defined as a setting where nurses and midwives interact with 

patients or intervene directly or indirectly in meeting the patients nursing and 

health care needs. This included wards, units, departments and day hospital 

facilities. The ward was the unit of measurement.

3.2 Research setting
The research setting was an acute health and social care (HSC) trust in 

Northern Ireland. The trust had 585 beds and incorporated services from 

across four main sites. It cared for more than 300,000 patients (including 

30,000 inpatients and nearly 3000 births) every year. During this time the 

trust employed more than 2500 people, of which more than 1200 were 

nursing and midwifery staff. Nursing and midwifery staff were managed by 

directorate and department managers within medical, surgical, anaesthetics 

and theatres, obstetrics and gynaecology directorates, outpatients and 

cancer services departments.

At the time of the study the trust was preparing for major organisational 

change as part of the Review of Public Administration (RPA) which was 

launched by the Northern Ireland Executive in June 2002 with the final 

outcome announced by the Secretary of State in November 2005 (Northern 

Ireland Executive, 2005). Its purpose was to review Northern Ireland’s 

system of public administration with a view to putting in place modern, 

accountable and effective arrangements for public service delivery in 

Northern Ireland. Within Health and Social Care (HSC) there were two major 

phases for implementation of RPA. The first phase involved the 

establishment of the 5 new integrated Health and Social Care Trusts
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(previously 18 HSC trusts) and the Nl Ambulance Trust which took effect 

from 1 April 2007. The second phase completed in April 2009 witnessed the 

establishment of a Health and Social Care Board, a new Public Health 

Agency and a Patient Client Council to replace the previous four boards and 

health and social care structure.

3.3 The null hypothesis

The null hypothesis was that there was no association between the 

leadership style of ward sisters, as measured by the Leadership Practices 

Inventory (LPI), and the quality of nursing care given by staff that they 

manage, as measured by Qualpacs. It also controlled for other contextual 

factors (span of control, grade mix and skill mix) postulated to affect the 

quality of nursing care.

3.4 Population

The population of interest was nurses and midwives employed as ward 

sisters in acute hospital trusts in Northern Ireland.

3.5 Sample and Sample Size

A convenience sample of ward sisters in one acute trust in Northern Ireland 

was used for the study comprising forty-two ward sisters.

3.6 Ethical Approval and Confidentiality
Ethical approval for the study was obtained from the Research Ethics 

Committee of the Queen’s University Belfast (Appendix B). In addition, local 

ethical approval was obtained from the Medical Executive Committee at the 

Trust (Appendix C).

Data were anonymised wherever possible and kept locked in cabinets and 

offices. All electronic data was password protected. Only those directly 

concerned with data collection or analysis had access to the databases.
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3.7 Measurement of the quality of nursing care using Qualpacs

Qualpacs is a 68-item instrument designed to measure the quality of nursing 

care received by patients while care is in progress. It can be used in any 

setting which nurses are interacting with patients or intervening, directly or 

indirectly, in meeting the patient’s nursing and health care needs (Wandelt 

and Ager, 1974). Items are arranged in six subsections: Psychosocial- 

Individual; Psychosocial-Group; Physical; General; Communication and 

Professional Implications. Observers indicate the observed level of care on 

each of the items using a 5-point Likert-type scale with responses ranging 

from, ‘best care’, through 3 for ‘average’ care to 1 for ‘poorest care’. The 

higher the total score, the higher the perceived quality of care (Wandelt & 

Ager, 1974).

3.7.1 Rationale for choosing the Qualpacs tool
Qualpacs was chosen as the tool for measurement of the quality of nursing 

care for a number of reasons:

■ Qualpacs was designed to measure the standard of nursing care received 

by a number of patients, and that standard is then regarded as a 

reflection of the care to all the patients of that ward. An overall score gives 

a measurement of the quality of nursing care received by patients within a 

particular ward and therefore meets the criteria of quantifying the quality 

of nursing care within the unit of measurement for the study -  the ward.

■ Qualpacs addresses nurse-patient interactions and interventions in real 

time but also addresses contextual and organisation of care issues. 

Therefore Qualpacs measures a range of behaviours in relation to the 

quality of nursing care.

■ Qualpacs had previously been used in a variety of settings to measure 

the quality of care and had been tested for reliability and validity (Wandelt 

and Ager, 1974; Fox and Ventura, 1984; Harvey, 1991; Norman and 

Redfern, 1995; Redfern and Norman, 1995; Tomalin et at, 1993; 

Archibong, 1999).

■ First impressions of the Qualpacs tool may suggest that the instructions 

for use and the scoring system are lengthy and complex, however, with 

training and practice it is relatively straightforward tool to score and
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relatively easy to understand. It also uses terms familiar to practicing 

nurses.

■ The fact that Qualpacs does not require a statistical package to calculate 

the scores makes the tool accessible to practitioners who may wish to use 

the tool as part of a quality improvement or practice development 

programme.

■ Permission to use the tool is given by the authors as indicated in the 

following statement “... the “forms" may be reproduced for use, locally and 

without permission, either in exact copy or as modified to meet local 

interests and needs” (Wandelt and Ager, 1974, p71)

3.7.2 Development of the Qualpac tool
Professors Mabel Wandelt and Joel Ager led the development of the 

Qualpacs assessment tool in the 1970s. The idea and much of the content of 

Qualpacs originates from the Slater Nursing Competencies Rating Scale 

(Wandelt and Stewart, 1975), which evaluates the competencies displayed 

by an individual nurse as they care for patients. The nurse’s performance is 

measured against a given standard, which is provided by the scale. As the 

Slater Scale proved to be both effective and practicable in its use, the idea 

occurred that it might be possible to rephrase its items to construct a similar 

instrument to measure the quality of care received by a group of patients 

(Wandelt & Ager, 1974). Qualpacs measures the quality of care within a 

particular unit, as opposed to the quality of care administered by an individual 

nurse, which can be measured by the Slater Scale (Wandelt and Stewart, 

1975).

The Slater Scale, originally constructed by Doris Slater Stewart, consists of 

84 items, all of which were considered pertinent to the performance of a 

nurse. It was found that many of these items could also apply to the care 

received by a patient, with some adjustment to the wording. A conversion of 

the Slater Scale was developed and tested in three Detroit hospitals before 

being distributed throughout the United States of America. The testing, and 

subsequent results, appeared to indicate that the scale was both usable and
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reliable. Hospitals and nursing homes found that it drew attention to the 

differences and deficiencies in care, and that it provided baseline data for 

improvement programmes (Wandelt & Ager, 1974). The methodology for 

developing the original Slater tool is not reported in the published literature.

3.7.3 Description of the Qualpac tool

The process of nursing covers a very wide range of activities. For the 

purpose of this scale, these activities have been analysed, and organised 

into 68 elements of care. These elements, or items, have then been 

classified under six subsections, which are described in (the number of 

items ascribed to each of the subsections is also given).

Table 3.1: Brief description of Qualpac subsections and the number of items 

in each subsection

Subsection Number 
of Items

I Psychosocial: individual - Actions directed 

towards meeting psychosocial needs of 

individual patients.

15

II Psychosocial: group - Actions directed 

towards meeting psychosocial needs of patients 

as members of a group.

8

III Physical - Actions directed towards meeting the 

physical needs of patients

15

IV General - Actions that may be directed towards 

meeting either psychosocial or physical needs of 

the patient, or both at the same time.

15

V Communication -  Communication on behalf of 

the patient

8

VI Professional implications -  Care given to the 

patient reflecting initiative and responsibility, 

indicative of professional expectations

7

Total
68 items
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The items are written as statements describing the standard of care received 

by a patient: for example, the item 'Patient receives nurse’s full attention’ is 

classified under the heading 1Psychosocial: individual’, while the item 

‘Nursing procedures are adapted to meet needs of individual patient for 

treatment’ can be found under ‘Physical’ needs of the patient. An observer is 

required to judge the extent to which they can agree with the statement.

To help an observer in making decisions, the authors have provided 

examples of the kind of actions, which can lead to a judgement about a 

particular item of care. These examples are termed 'cues’. They can help an 

observer to select the most appropriate item when recording an observed 

action, and can remind observers about the sorts of activities which can be 

evaluated. A copy of the Qualpacs tool and a full list of cues for the 68 items 

can be found in Appendices D and E respectively, but, as an example, the 

cues provided for the item ‘Patient receives nurse’s full attention’ are as 

follows:

a) Patient is appropriately responded to, verbally and non-verbally, without 

being asked to repeat phrases;

b) Staff assumes positions that will aid in observation and communication 

with the patient;

c) Conversation of staff is restricted to patient who is receiving care;

d) The infant is looked at and talked to as he receives a bottle feed;

e) Questions are posed which encourage patient to express feelings;

f) Evidence is given by staff of anticipation of projected needs of patients.

The cues are not intended to be a comprehensive list of actions, but are 

suggestions. An observer may modify a cue to suit a particular environment, 

make additions, or construct a personal list of cues. These alterations do not 

affect the scale as it is the items which are scored and not the cues. The 

cues are simply illustrations of the kind of nurse actions which can be 

attributed to each of the items. It is recommended that observers should read 

through their cues just before commencing a period of observation, to refresh 

the memory, and should refer to them as necessary during the observation 

period (Wiles, 1987).
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3.7.4 Using the Qualpacs tool

Data collection using Qualpacs is carried out using a non-participant 

structured observation method, which involves continuous observation by 

experienced nurses of interactions and interventions during a specified 

period. Wandelt and Ager (1974) recommend that observation periods should 

relate to 15% or five of the patients within the unit. The minimum observation 

period is considered to be two hours, with time either side for reviewing 

documentation and care plans. Two nurses observe direct nurse-patient 

interactions or interactions performed on behalf of the patient during the two 

hour period. All observed interactions are analysed in terms of the 68 items, 

and scored from 1 to 5, with 5 attributed to the best performance and 1 to the 

poorest. Items that are 'not observed’ or ‘not applicable’ are not scored. 

These scores are then combined to produce an average score for each area 

of patient care and an overall score for care given on the ward or unit. The 

closer these total mean scores are to five, the better the standard of care 

being delivered.

3.7.5 Standard of measurement

When observers are judging the quality of nursing care it is necessary for an 

observer to have a standard that they can measure their judgement against. 

The authors acknowledge that a major complication in the use of Qualpacs is 

that none of the terms in the standard of measure are defined because the 

concept is too complex to define. However, they found that through testing of 

the Slater and Qualpacs tools that nurses hold common conceptions of care 

expected of a first level nurse. The standard of measurement, or yardstick, 

for Qualpacs is “the quality of care a first-level staff nurse is expected to 

provide” (Wandelt & Ager, 1974, p33). No allowance is made for the level of 

experience or seniority of the nurse performing the intervention.

The standard used in this study was further defined as -  ‘Average care’ is 

defined as the care that would be expected from a nurse or midwife who has 

been qualified for two years. The refinement was recommended by the Nurse 

Consultant who undertook the training and had experience in using the
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Qualpac tool. This resulted in a clearer, shared understanding amongst 

observers of the measurement ‘...quality of care a first level staff nurse is 

expected to provide’ (Wandelt and Ager, 1974, p33)

3.7.6 Professional judgement

Wandelt and Ager (1974) explain that the observer measures (judges) the 

quality of each nurse-patient interaction by figuratively holding the observed 

care of the interaction against the care of the standard of measurement as 

they have envisioned it. They will find that the observed care falls at some 

point on the yardstick, which is divided into 5 points, from best to poorest 

care.

The authors argue that having to use professional judgement strengthens 

Qualpacs in that all nursing decisions are based on judgement. This view is 

supported by Redfern and Norman (1995) who emphasise that “...a notable 

strength of Qualpacs’ is its unequivocal reliance on professional judgement, 

which is essential when rating personal interactions” (p120). However, they 

also caution that “...validating generic instruments is a particular problem 

because most require some kind of judgement of quality. Inclusion of 

judgement, even those of professional experts, means that the validity of the 

instruments measured by statistical techniques is likely to be low” (p 117).

3.7.7 Reliability and Validity of the Qualpacs tool

Any good instrument should have sound psychometric properties: reliability, 

and validity. In general, an instrument is reliable when it measures the same 

concept consistently and is valid when it measures what it is supposed to 

measure (Bryman, 2004). When Wandelt and Ager (1974) were developing 

Qualpacs, they conducted a number of tests to determine whether the 

instrument had sound psychometric properties. They found:

■ Inter-rater agreement ranged from 0.64 to 0.91 drawn from three studies 

carried out by the research team. The first study took place at the Harper 

Hospital, Detroit and was the most extensive of the three studies. A total
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of 96 patients drawn from all 21 wards in the hospital were observed by 

paired raters. Each patient was observed continuously for two hours by 

the pair of raters, who recorded their observations independently. The 

total score for the patients for a given observer was obtained by taking the 

mean over all items that had at least one observation. The intra-class 

coefficient for the 96 patients was 0.74. The second study was conducted 

in a Midwestern university hospital using the same method. The intra

class coefficient for the six patients observed was 0.91. The third study 

was obtained from a cancer care project in a Detroit hospital. The data 

comprised nine patients, each observed by three raters, and two 

additional patients observed by a single pair of raters. For the eleven 

patients the intra-class coefficient was 0.64.

■ Test-retest reliability over successive days was 0.98. Five patients were 

rated by one observer on two successive days using two hours 

continuous observation. The Pearson correlation between days was 0.98.

■ Convergent validity was investigated by comparing Qualpacs scores with 

independent judgements of the quality of care in the same wards. Eight 

supervisors and directors at the Harper Hospital were asked to rank order 

the 21 wards at the hospital in terms of quality of care given on the ward. 

Using the Spearman-Brown formula, the reliability of the ward ranks 

averaged over the eight judges was estimated to be 0.56. Ward scores for 

Qualpacs were obtained for the 21 wards using continuous observation 

data (described in the Harper study above). The rank order correlation 

between average ward ranks and average ward Qualpacs scores was 

0.44. When corrected for attenuation (for unreliability of the average ward 

ranks) using 0.56 as estimated reliability the correlation between ward 

ranks and Qualpacs became 0.52. Based on these results the authors 

conclude: ‘‘Qualpacs can be appropriately used to discriminate among 

patient care units in terms of quality of care given" (Wandelt and Ager, 

1974, p67).
■ Inter-item reliability was 0.96 using the Kuder-Richardson coefficient. To 

obtain an estimate of inter-item reliability, 88 observations from the 

Harper study (outlined above) were used. Item, subscale and total score 

variances and covariance were computed for the 55 items out of 68 which
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had been scored for at least 20 of the patients. Internal consistency was 

reported as 0.96 (Kuder-Richardson coefficient). In addition, evidence that 

the six subscales were measuring different aspects of patient care was 

reported in that forty out of fifty five items correlated more highly with their 

own subscale than with any of the other five.

Although limited, these studies provide evidence to support the reliability and 

validity of the Qualpac instrument. Since the development of Qualpacs other 

researchers have tested the inter-rater reliability and construct validity of the 

instrument (Fox and Ventura, 1984; Norman and Redfern, 1995; Redfern and 

Norman, 1995; Tomalin et al, 1993; Archibong, 1999). Polit and Beck (2004) 

define interrater reliability as the degree to which two raters or observers, 

operating independently, assign the same ratings or values for an attribute 

being measured or observed. Construct validity is the extent to which the 

instrument tests the hypothesis or theory it is measuring. There are two parts 

to construct validity: convergent validity requires that the scale should 

correlate with related variables; discriminant validity requires that the 

construct should not correlate with dissimilar variables (Bowling and Ebrahim, 

2005).

Support for internal consistency of Qualpacs was given by Fox and Ventura 

(1984). Internal consistency is the degree to which the subparts of an 

instrument are all measuring the same attribute or dimension, as a measure 

of the instrument’s reliability (Polit and Beck, 2004). Data for the study were 

obtained from two 36-bed surgical units by specially trained non-participant 

nurse observers following the procedures outlined in the Qualpacs guide. 

Four observers were selected and received didactic instruction in the use of 

the assessment protocol, supplemented by practice sessions, which included 

role playing and group discussion of ratings.

A sample of 269 patients was observed. Two patients in close proximity were 

observed simultaneously. Data were collected on two patients at a time. The 

data collection period consisted of one hour of chart review, two hours of 

direct observation and a one-hour period of retrospective rating.
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Variance component estimates were calculated for patients, subscales and 

observers (Fox and Ventura, 1984). Patient differences accounted for 46.2% 

of the variance, while subscales, observers, and their interaction only 

accounted for 1.0%, 1.6% and 0.5%, respectively. The researchers argue 

that observer inconsistency had little effect upon the data, since it only 

accounted for 1.6% of the variance.

Factor analysis was performed to determine the nature and number of factors 

that could best describe the concepts measured by the items representing 

the subscales of quality. The relationships of the items to those subscales 

were then examined. In most cases one item had to be excluded because of 

insufficient data. The exclusion of items was due to not applicable or not 

observed as missing data. Items with small amount of data were eliminated, 

starting with those with the least data until the computer routine was able to 

invert the matrix or reach convergence (Fox and Ventura, 1984). The 

Measure of Sampling Adequacy (MSA) (Kaiser, 1970), an index of the 

appropriateness of the matrix for factor analysis was also calculated.

The mean, standard deviation, coefficient alpha, average inter-item 

correlation and MSA were calculated and presented for each of the subscale 

areas of Qualpacs. The researchers reported that all the MSAs were

reasonable (ranging from 0.68 to 0.86). The researchers report: "this

indicates that a relatively high proportion of variance is shared among items 

and inspires confidence in the replicability of the factor analyses” (Fox and 

Ventura, 1984, p113). The coefficient alphas and average inter-item 

correlations for all subscales were high (range 0.70 to 0.92), indicating 

reasonably good discriminability among patients. Indeed, the researchers 

argue that the average inter-item correlation for all Qualpacs items was 0.26, 

which was high for such a mixture. The Qualpacs total had an alpha

coefficient of 0.95, which was reported as exceptionally high. The

researchers report that the six subscales of Qualpacs appear to possess 

adequate discriminant validity, they yield information that is highly correlated, 

but they do not appear to be redundant to a debilitating degree, according to 

the criteria given by Campbell and Fiske (1959). This is in keeping with the 

conceptual definition of the instrument, which strongly implies that quality of
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care in each area it describes is related to the quality in the other areas. 

Therefore the researchers conclude "...Qualpacs appears to be a tightly knit 

set of concepts applicable to the quality of nursing care" (Fox and Ventura, 

1984, p114).

However, the researchers caution that the apparently high internal 

consistency of Qualpacs might be a result of other less desirable forces. The 

high internal consistency may be due in part to rater halo effects or rater 

generalisation, that is, perhaps raters tend to see things as more consistent 

than they really are (Fox and Ventura, 1984). This has been highlighted in 

other studies that have found very little variation in scores even under very 

different ward conditions (Smith, 1986; Carr-Hill et at, 1992). Smith (1986) 

found a ceiling effect in that most scores fell in the upper range and put this 

down to the influence of the item’s cues which give examples of positive care 

only. By contrast, Carr-Hill et al (1992) found a tendency to low scores. 

Furthermore, Fox and Ventura (1984) argue that Qualpacs appears to have a 

rather narrowly defined application of quality of nursing care as a whole as 

the content of the items and “several hints" (p117) in the empirical results 

suggests that it concentrates upon the social-psychological and 

communicative aspects of the care process.

Norman and Redfern (1995) tested the construct validity of Qualpacs by 

comparing the congruence between Qualpacs’ items and the views of 

patients and nurses. A development of Flanagan’s (1954) critical incident 

technique (CIT) was administered as an interview to 102 patients and 80 

nurses to record significant events, observed or experienced by respondents, 

which they judged to be important examples of high or low quality of nursing 

care. Direct observations of incidents considered important with respect to 

quality of nursing by nurse observers supplemented the interview data. The 

observation occurred during the course of seventeen daytime shifts. 

Inductive analysis of the interviews and observations generated a total of 68 

themes relating to positive and negative aspects of the quality of care. 

Qualpacs’ items were tested against the interview data to validate the 

instrument against patients’ and nurses’ views of the quality of nursing care.
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The comparison assessed the importance of each item as determined by the 

frequency of respondents who addressed a Critical Incident Technique sub 

theme that represented the item. The items in Qualpacs considered by the 

respondents to be important to quality nursing care were ranked and items 

not considered important were identified. The construct validity test identified 

the CIT themes that were endorsed by each instrument. Eighty-eight per cent 

of the themes generated by the interviews were represented by items in 

Qualpacs. This demonstrates a considerable amount of overlap between 

Qualpacs and patients’ and nurses’ views of quality nursing care. 

Congruence between Qualpacs’ items and the views of patients and nurses 

provides evidence in support of construct validity of the instrument.

Redfern and Norman (1995) explored the validity of three nursing quality 

assessment instruments, Monitor (Goldstone et at, 1983; Goldstone, 1987 [a] 

[b]), Senior Monitor (an augmented modification of Monitor for elderly wards) 

(Goldstone and Maselino-Okai, 1986) and Qualpacs (Wandelt and Ager, 

1974). A multiple triangulation research design was used which included 

observation of and interviews with nurses and patients as well as 

administration of the instruments with the same patients and a question 

completed by the nurses in charge on ward organisation and their approach 

to nursing care. Inter-rater reliability was estimated, using the intra-class 

correlation coefficient (ICC), from the scores of two observers who watched 

the same event simultaneously and independently rated the relevant 

variables according to the instrument’s coding schedule.

The sample wards comprised an elderly and two surgical wards. Qualpacs 

was administered simultaneously with Senior Monitor in the elderly ward and 

one surgical ward and with Monitor in the two surgical wards. In each of the 

wards the instruments were administered to eight patients. Interrater 

reliability results for Qualpacs total scores for the elderly ward (E1) was 0.98 

(p<0.001) and for surgical ward (S2) was 0.82 (p<0.001) but it dropped to 

0.60 (p<0.05) for surgical ward (S9). The section score ICCs ranged from a 

low and non-significant 0.07 to a high 0.98 (p<0.001). Tests could not be 

made for the section ‘psychological-group’ because there were not enough
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observations for analysis. In the elderly ward all ICC section scores were 

0.85 or higher. None of the section scores in the surgical wards, except for 

the section professional implications (in surgical ward S2) reached 

significance level.

Instrument comparisons were made between Qualpacs and either Monitor or 

Senior Monitor using Pearson’s correlation coefficient. This indicated the 

extent of association between instruments when administered to the same 

patients at the same time. There were no significant correlations between 

Monitor and Qualpacs for three medical and four surgical wards. These 

results indicate low convergent validity, that is, the instruments measure 

different components of quality. However, comparing Senior Monitor with 

Qualpacs for four elderly care wards, the correlation coefficients were all 

positive and high although they were significant for two wards (r = 0.82, 

p<0.01; r=0.70, p<0.05) and when all wards were combined (r=0.58, p<0.01). 

The researchers report that this provides evidence to support convergent 

validity for Senior Monitor and Qualpacs. In concluding they suggest that 

since a close association between Senior Monitor and Qualpacs was 

demonstrated, choice of either of these instruments might be preferable to 

Monitor for use with elderly patients in medical and surgical wards as well as 

in elderly care wards.

Tomalin et al (1993) tested the inter-rater reliability of Qualpacs in a UK 

hospital. Inter-rater reliability was calculated from the scores of two observers 

who watched the same event simultaneously and independently rated the 

relative variables according to the method described in the Qualpac guide. 

These two sets of scores were then used to compute a ratio agreement 

calculation and an intra-class correlation coefficient. A ratio agreement of 85 

and 115, where 100 means perfect agreement, was taken to indicate 

acceptable reliability. Intra-class correlation coefficient (ICC) takes into 

account the error between two raters in both their absolute scores and the 

ranking of their scores (Tomalin et al, 1993).
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One elderly ward and two surgical wards were Included in the study. Eight 

patients were observed in the elderly ward over 6 days and eight patients 

were observed in a surgical ward over 5 days. After a nine month period 

intra-rater reliability was tested on another surgical ward, by the same 

observers, with three patients over 4 days. The ratio agreement value for the 

total mean scores across patients between the two observers in the elderly 

ward was 97, in surgical ward (S1) 98 and nine months later in surgical ward 

(S2) (with the same observers) was 104.The ratio agreement values for 

individual patients’ mean scores in all three wards varied from 84 to 106 in 

the elderly ward, from 93 to 110 in surgical ward (S1) and from 93 to 118 in 

surgical ward (S2).

The intra-class correlation coefficient ward score for the elderly ward was 

0.98, for the first surgical ward was 0.86 and the second surgical ward was 

0.67. These results were similar to Wandelt and Ager (1974) findings where 

the range in ICCs for Qualpacs was 0.64 to 0.91.

Archibong (1999) evaluated the impact of primary nursing practice on quality 

of nursing care in Nigeria using Qualpacs. Inter-rater reliability was checked 

on data collected when two raters worked in practice sessions using 

Spearman Rho's coefficient. The reliability for the total scale ranged from 

0.57 (on first practice) to 0.90 (on second practice after revision of 

procedure). The inter-rater reliability results of the sub-sections obtained 

before pre-implementation data collected were: psychosocial -  individual = 

0.9, psychosocial -  group = 0.8, communication = 0.6; physical = 0.9, general 

= 0.7, professional implications = 0.7 and total = 0.9. In the same study 

internal consistency of Qualpacs was recorded for 53 items out of 68 items 

that had been recorded for five patients in the pilot study. Internal 

consistency using Cronbach's alpha was 0.86.

In summary, these studies provide empirical evidence to support the sound 

psychometric properties: reliability and validity, of the Qualpacs instrument.
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3.8 Method for observation of practice using the Qualpac tool

A non-participant structured observation and review of patient records were 

employed using Qualpacs on two occasions over a two-year period

3.8.1 Population

The population of interest for the observation of practice was all nurses and 

patients in the forty two wards.

3.8.2 Sample

The sample comprised nurses and patients observed on the day of the 

observation of practice.

3.8.3 Sample size

All consenting nurses, midwives, nursing auxiliaries, health care assistants, 

student nurses who were involved with the care of the selected patients over 

the observation period were observed and their interactions and interventions 

with patients and interactions on behalf of patients were rated. The authors 

advise that “a valid and reliable measurement may be secured by deriving a 

mean score from the scores of as few a five patients per ward or 15 per cent 

of patients, whichever is greater” (Wandelt & Ager, 1974, p51).

3.8.4 Recruitment of observers

Despite the demonstrated reliability of Qualpacs, Wandelt and Ager (1974) 

recommend that two observers undertake the structured observation on each 

ward due to the complexity of the clinical situations and the use of 

professional judgement to underpin decisions made. They propose that the 

observers, those observed, and those who will base actions on findings will 

have more confidence in findings resulting from observations carried out by 

more than one person (Wandelt & Ager, 1974).

Other reasons for having two observers in this study included the following:

■ This was the first time the observers had used the Qualpac scale and a 

second observer was deemed important for support.
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■ It was thought that the participation of ward sisters in the observations of 

practice enhanced the credibility and acceptance of the evaluation in the 

eyes of their ward sister peer group.

■ It was also thought that observing practice in other clinical areas would be 

a learning opportunity for ward sisters to observe practice.

There were potentially 42 wards in the study. From a timing and workload 

perspective it was considered reasonable for each of 7 teams to observe 6 

clinical areas. Each team was made up of a lead observer paired with a co

observer.

Practice development facilitators or senior nurse managers were designated 

lead observers by the researcher and were paired with nominated ward 

sisters from each directorate, who were designated as the co-observer. The 

ward sisters were nominated by their line manager at the request of the 

researcher. Criteria for selection included capacity, commitment, willingness 

and enthusiasm to participate in the study.

3.8.5 Matching the lead and co-observers with wards

The lead and co-observers were randomly matched with wards and 

departments using the following procedure:

■ Clinical areas were numbered consecutively by site.

■ Clinical areas were coded 1-7 (7 lead observers and 7 co-observers) 

starting from a random point (chosen by the researcher’s supervisor).

■ Lead observers names were ‘picked’ from a ‘hat’ by the researchers’ 

supervisor and matched to wards as follows: first person picked was 

allocated wards coded 1; second person allocated to wards coded 2 etc

■ The same process was applied to match the co-observers. In order to 

reduce perceived bias ward sisters did not carry out observation of 

practice in their own ward. If their ward was picked for them it was 

replaced and picked again.
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3.8.6 Responsibilities of the lead observer
While the lead and co-observer had equal responsibilities in relation to 

carrying out the Qualpac observation, in addition, the lead observer was 

responsible for:

■ Agreeing dates for observations of practice with their co-observer.

■ Contacting ward sisters 48 hours prior to the observation period to 

confirm the day and time of the observation

■ Ensuring that the ward sister understood the criteria for selecting patients.

■ Ensuring ward sisters understood the consent process and had enough 

information leaflets and consent forms

■ Ensuring that posters were available for the ward area to display during 

the observation period

■ Answering any additional queries or issues

■ Informing the researcher of any issues that may arise

3.8.7 Preparation of Observers - enhancing inter-rater reliability
Although acceptable levels of inter-rater reliability were achieved in previous 

studies using Qualpacs (Wandelt and Ager, 1974; Fox and Ventura, 1984; 

Norman and Redfern, 1995; Redfern and Norman, 1995; Tomalin et al, 1993; 

Archibong, 1999) researchers suggest that reliability may be further 

enhanced by using a number of simple techniques. Tomalin et al (1992) 

found that training before data collection was crucial in helping to achieve 

acceptable levels of observer agreement. Their experience using Qualpacs 

suggested that detailed discussions of issues such as assigning boundaries 

to interactions, relating the items on the observation schedule to interactions 

and deliberately using the standard of measurement (the care expected of a 

first-level staff nurse) were important in achieving uniformity between 

assessors.

Washington & Moss (1988) suggest four aspects to achieving inter-rater 

reliability which users of predetermined tools might find useful. First, it is 

essential that observers understand the theoretical underpinnings of the 

research instrument. Second, the instrument needs clear and standard 

instructions. Third, training is necessary and, fourth, items in the instrument
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should be stated unambiguously and interpretation of the items must be 

reviewed until they are clearly understood by all observers.

In addition, personal communication with other users of the Qualpacs (Brigid 

Reid, Consultant Nurse, East Lancashire Hospitals, Jan Dewing, 

Independent Consultant Nurse, and England) suggested that observers 

utilising the scale need to have undergone training which:

■ Clarifies their concepts of ‘poor’ and ‘best’ practice

■ Refines their observation and recording skills

■ Promotes inter-rater reliability and encourages open debate and 

negotiation about aspects of care they perceive differently

■ Orientation to the scale should involve shared as well as independent 

study and practice

As a result, an external Independent Consultant Nurse who had experience 

in using the Qualpacs tool was employed to train the observers and facilitate 

awareness sessions for other nursing staff. A copy of the preparation 

programme is included in Appendix F.

The training programme was designed taking into account recommendations 

from the literature and the experience of others and was underpinned by the 

principles of practice development: participation, collaboration and inclusivity 

(McCormack et al, 2007). It comprised preparation activities which included 

introduction to the Qualpac tool through reading selected literature and 

making notes of any questions, a 15 -  20 minute observation of practice (with 

built in time for reflection) and a self assessment on getting to grips with the 

mathematics of the tool. The preparation activities were designed to 

introduce observers to the Qualpac tool and explain its use, help observers 

identify their learning needs, prepare observers to undertake observation in a 

practice setting and allow discussion of the ethical issues that might concern 

the observers.

191



This was followed by a one and a half day workshop. The first day included 

identification of individual learning needs, feedback from practice observation 

and other preparation activities, introduction to the Qualpac tool and scoring 

system, role play scenarios, further observation of practice in wards using the 

Qualpac tool, feedback and reflections from practice experience, practice 

calculating scores (obtained for the observation of practice), concluding with 

a summary of learning. The role play scenarios were independently scored 

by all of the observers, followed by thorough discussion and debate to gain a 

shared understanding of interpretation of items with the purpose of 

strengthening inter-rater agreement amongst the observers.

The second day included identification of learning needs, reflection on 

previous day activities and a session on ‘what if’ which was used to identify 

and clarify queries and concerns that the observer may have prior to 

commencement of observation of practice. It also included sessions on 

preparing verbal and written feedback to ward teams and dealing with 

challenging feedback situations.

3.8.8 Preparation of ward nursing staff
Nursing staff were prepared for the Qualpac observation in a number of 

ways:

■ Nursing staff members were invited to 1-hour awareness sessions 

facilitated by the Consultant Nurse. During these sessions expectations of 

ward staff by the observers and expectations of observers by ward staff 

were agreed in order to facilitate a process that would not be disruptive.

■ All ward sisters were involved in the process and were in a position to 

keep their staff informed and involved.

■ An information leaflet giving an overview of Qualpacs was developed and 

circulated to ward sisters for use when preparing their nursing staff. 

Copies of the Qualpac tool and Cue Sheets were also made available.

■ A staff information leaflet was developed for potential participants and 

used as part of the informed consent process (Appendix G)

■ Further explanation was given as requested
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■ Written consent was obtained from nursing staff participating in the 

observation of practice (Appendix H)

3.8.9 Preparation of other people in the ward at the time of the 

observation period

At the awareness sessions it was decided that ward sisters would make other 

members of the multi-professional team aware of the observation of practice, 

highlighting that nursing care was being observed which included 

communication with other members of the multi-professional team on behalf 

of the patient. In addition, a poster was developed to inform nursing staff, 

multidisciplinary staff, patients, relatives and visitors to the ward that an 

observation of practice was taking place. This was displayed during the 

observation period.

3.8.10 Selecting patients, nursing staff and time of observation
Due to organisational and observation constraints it was not possible to 

randomly select patients and staff to participate in the observation of practice, 

(for example: rapid throughput, transfer of patients to other wards, consent of 

patients, layout of the wards, matching staff who consent with patients who 

consent).

Ward sisters were given 48 hours notice prior to the observation in order to 

commence preparation of patients, staff and other people in the ward. 

Selection of patients, nurses and time for the observation was based on the 

following principles:

* patients, staff and time of observation should be representative of activity 

in the clinical area.

• time of the observation should be when it may be expected there will be 

numerous nurse-patient interactions.

Any patient in the ward at the time of the observation period was eligible to 

take part in the study. Ward sisters selected patients based on the following 

criteria:
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■ patients were able to give written consent to be a participant in the study 

or if unable to consent for themselves their next of kin, parents or 

guardian gave written assent.

■ patients were expected to receive a number of nurse interactions / and 

interventions over the two hour period.

■ participating patients would remain in the ward for the majority of the 

observation period (for example: patients would not be in the operating 

theatre during the observation period).

■ patients could be continuously observed without too much moving about 

from the observers

Similarly, any members of the nursing staff on duty at the time of the 

observation were eligible to participate. Ward sisters selected nursing staff 

based on the following criteria:

■ nursing staff members gave their written consent to be a participant in the 

study

■ nursing staff would be caring for patients who hade agreed to participate 

in the study

3.8.11 Patient consent

Written informed consent (Appendix I) was obtained from patients. All eligible 

patients were given an information sheet describing the study in non

technical language (Appendix J) and assuring them that participation was on 

a voluntary basis. The researcher’s name, address and telephone number 

were on the sheet should the patient require further information.

If a patient was a neonate or a child then the parent or guardian of the next- 

of-kin was asked to assent to the patient taking part in the study, and a 

modified consent form provided (Appendix K)

3.8.12 Nurse consent

Similarly, written informed consent (Appendix G) was obtained from nurses. 

All eligible nurses were given an information sheet describing the study 

(Appendix F) and assuring them that participation was on a voluntary basis.
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The researcher’s name, address and telephone number were on the sheet 

should the patient require further information.

3.8.13 Observation period

On arrival to the ward the observers made contact with the ward sister or 

nurse-in-charge and introduced themselves. When it was confirmed that the 

observation would go ahead the observers clarified if there were any unusual 

circumstances or any factors that could affect the standard of nursing care. 

Bed occupancy and staffing levels were recorded and a brief overview of the 

ward was noted. Consent forms from staff and patients were checked and 

collected to become part of the research record. At this stage the ward sister 

or nurse-in-charge introduced the observers to the participating nurses who 

in turn introduced the observers to the participating patients.

Learning about the patients

In preparation for the observation of practice the observers listened to any 

handover reports given by nursing staff about the patients that were 

participating; they read patient’s records and developed an outline plan of 

nursing care expected for the following two-hour period. This plan gave an 

indication of the actions that the observers could expect to see. Any 

additional information that was deemed necessary was sought from the 

nurse who introduced the observers to the patients.

Introduction to the patients

As part of the introduction the nurse explained briefly what the observers 

would be doing and why they were there, emphasising that the observer may 

not interact with the patients or staff members during the two-hour 

observation.

In response the observers acknowledged the introduction but avoided 

entering into any conversation with patients or staff members to any great 

extent. Among reasons, given by Wandelt & Ager (1974) for the observer not 

to interact with the patients were:

■ Interaction would interfere with the normal course of patient care
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■ It would interfere with the observers accomplishing their job of observing 

and rating activities of care received by the patient as normally provided 

by the staff

■ The observer may meet the needs of the patient that should be met by 

nursing staff.

The observers requested both patients and staff to proceed with care and 

activities ‘as usual' and gave assurances about anonymity in any reports and 

particularly for staff in relation to immediate and direct reporting to line 

managers. Participants were also advised that they could withdraw their 

consent at any time during the observation period.

During the observation period

During the observation period, the observers took the role of non-participant 

observers. They did not communicate with the patients, relatives or any 

member of staff, and everyone was informed that they were not to be 

engaged in conversation, or even in non-verbal exchanges. They did not 

contribute to nursing care, as interventions on their part would alter the care 

received by the patient.

The only circumstances under which the observers were permitted to 

intervene were those that were dangerous to the patient. For example: an 

observer would not watch while a patient fell out of bed, and would always 

alert the ward staff to any serious change in the patient’s condition; otherwise 

they should take note of all that occurred, or did not occur. Observers wore 

non-uniform clothing but with a name badge that conveyed a professional 

status, and yet did not, as would a nurse’s uniform, invite requests for 

information and assistance.

In observation studies, observers need to be aware of the potential for bias 

owing to the ‘Hawthorne effect’ where people change in some way as a result 

of being studied (Roethlisberger and Dickson, 1939). However, the effect of 

the observer appears to erode over time (Clark and Bowling, 1990) and it is
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argued that the collection of observation data should commence after a time 

when the reactive effect of the observer has worn off (Bowling, 2009). To 

reduce the ‘Hawthorne effect’ the observers sat at a distance from the 

patients being observed so that allowed them to be as inconspicuous as 

possible, yet observe interactions and interventions. The two-hour 

observation period was considered to be long enough to reduce the effect of 

the observer. Also, the observers had a preparation period (learning about 

the patient) prior to the observation commencing.

In addition, observers need to be aware of the potential for bias owing to the 

‘Halo effect’ where the observer is influenced by one characteristic in judging 

other, unrelated characteristics (Polit and Beck, 2004). For example, if the 

observer formed a positive general impression of a person they may be likely 

to rate the person’s behaviours more positively. Rating may also reflect the 

observer’s personality -  the error of leniency is the tendency for observers to 

rate everything positively, and the error of severity is the contrasting 

tendency to rate too harshly (Polit and Beck, 2004). The purpose of the 

training programme was to train the observers in such a way that accuracy 

was maximised and biases were minimised through assessing comparability 

through practice sessions and role play scenarios.

Keeping notes

Prior to commencing the observation the observers agreed on codes that 

they would use for participating patients and nursing staff. For example: ‘Pt T 

was the agreed code for Mr Smith, ‘Pt 2’ was the agreed code for Mr Jones, 

etc and the same for nursing staff ‘S/N T was the agreed code for Staff 

Nurse White, ‘S/N 2’ was the agreed code for Staff Nurse Black etc. Patient 

or staff members’ names were not used thus protecting anonymity. This 

assisted observers to identify who was involved in specific interactions for 

cross referencing, if needed, during comparison of scoring between the 

observers.

As this was the first time that any of the observers had used the Qualpacs 

tool outside of a training situation, following the training observations and in
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discussion with the Consultant Nurse, researcher and research supervisor it 

was agreed that the observers could keep detailed notes of all interactions 

that they observed in a notebook and score the interactions immediately 

afterwards. Each observer developed their own style in keeping notes that 

they felt worked for them. They were encouraged to make notes at the time 

of the interactions and interventions.

Nurse-patient interactions and interventions

Each nurse’s interaction with a patient was recorded as a separate event. It 

was permissible for observers to enter behind screens to watch some aspect 

of care, provided that the patient had no objection. However, if an interaction 

might compromise the patient’s privacy and dignity and could be heard but 

not seen the observers continued to record what they heard. It was agreed 

that observers could indirectly observe (by listening outside screens or doors) 

to a patient being assisted to wash or use the toilet. Knowing that the 

observers are nurses, patients do not seem to mind this intrusion but it was 

necessary to use sensitivity in determining the extent of the direct 

observation, and to respect their right to privacy.

An interaction is considered to be finished when there is some interruption in 

the communication between the patient and the nurse. The nurse may leave 

the room, or they may turn their attention to another person. Even if the same 

nurse soon returns to the patient, this is considered to be another interaction 

and the analysis and scoring should commence afresh (Wandelt and Ager, 

1974). The intention was to rate as many interventions and interactions 

during the two-hour time period, however, Wandelt and Ager (1974) state: 

"As few as four nurse-patient interactions may provide ample observations to 

allow rating a sufficient number of items to provide a reliable score" (p52).

After the observation period

After the two-hour direct observation period the observers thanked the 

participants (patients and nursing staff) and answered any questions that 

they had before reviewing the nursing notes to gain additional information 

needed to complete the Qualpac observation. The observers then looked for
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indirect evidence of care by consulting the records and charts. This evidence 

was also scored, using the same fixed standard.

3.8.14 Rating interactions and interventions

Following the observation period the observers retired to a quiet room away 

from the ward to independently review and rate the observed interactions and 

calculate the item, area and total mean scores. Each observer had a copy of 

the Qualpacs scale and a copy of cues and recorded all observations on a 

single copy.

Prior to commencement of rating the observations, the observers reviewed 

their notes and identified the interactions that they were going to score. They 

then commenced rating the interactions independently using the following 

guidance offered by Wiles (1987) which is summarised below.

As each nurse-patient interaction or nursing intervention is recalled, the 

observer mentally analyses the nurse’s actions. The observer will break 

these down into parts, and assign each part to one of the 68 items. For 

example, a nurse may approach a patient to offer him a drink. The observer 

may note the manner in which she addresses the patient, the degree of 

attention the patient receives, the skill with which the patient is encouraged to 

drink, and any record made of the care. Such an interaction could result in 

parts of the nurse’s actions being assigned to items 1, 3, 6, 13, 24, 26, 31, 

44, 49, 51 and 56, or even more depending upon the complexity and content. 

If an observer has a problem in selecting the most appropriate item for a 

particular item they may find the answer in the cue list.

The items to which the actions have been attributed must then be scored 

according to the standard to which they were performed. The scale allows an 

item to be rated as ‘best care’, ‘between’, ‘average care’, ‘between’ or 

'poorest care’ by placing a mark in the appropriate column. The observer who 

has watched a nurse offer a drink to a patient may believe that the kindness 

and attention shown to the patient was an average standard, while the
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encouragement to drink was a little less well done. The observer may note 

that there was no allowance for the patient’s personal preferences or abilities.

The observer would, therefore, mark items 1, 3, 6, and 26 as ‘average care’, 

items 31 and 44 as 'poorest care’, and items 13 and 24 in the ‘between’ 

average and poorest care column

The number and commencing time of each interaction is recorded at the top 

of the scale. As further interactions are rated, several scores will accumulate 

against some of the items. For instance, any communication between patient 

and nurse must result in some appraisal of the attention and kindness 

displayed. An item must be scored each time it is considered to be part of a 

new interaction, even if the nurse and the quality of their care both remain the 

same.

If care related to an item was not provided, although it was indicated in the 

plan or needed, then this is always regarded as ‘poorest care’. These 

omissions are recorded in the appropriate column (Wiles, 1987).

As previously mentioned, the Qualpac tool contains 68 items. However, not 

all items require to be rated in order to achieve a reliable measurement of the 

quality of care. Wandelt and Ager (1974) state that “Ratings of as few as 30 

items will yield a reliable measurement of the quality of care received by a 

patient” (Wandelt and Ager, 1974, p52).

3.8.15 Calculating the mean scores
The arithmetic, and the comparisons between the findings of the different 

observers, took place when the observers left the ward. Each observer 

(Observer A and Observer B) worked independently to calculate item, area 

mean and total mean scores on the Qualpac Scale using Steps 1 to 3. An 

example of a completed Qualpac can be found in Appendix L
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Step 1 -  Calculate the item mean scores

The first step in calculating the overall mean score (overall Qualpac score) 

was to find the mean score of each item. Every entry against an item is 

awarded a value on a five-point scale, from 5 for ‘best care’, through 3 for 

‘average’ care to 1 for ‘poorest care’. These figures are added together to 

give a total score for the item. This number is recorded above and to the left 

of the diagonal line in the ‘mean score’ column. The total score is then 

divided by the number of entries made against that item. The number is 

recorded below and to the right of the diagonal line. This procedure is 

repeated for each of the 68 items, with those items which were rated as ‘not 

applicable’ or ‘not observed’ receiving no score.

Step 2 -  Calculate the area mean scores

The mean scores of each of the areas can then be calculated in a similar 

manner. The mean scores of each of the items within an area are added 

together, and this total is divided by the number of items which received a 

score.

Step 3 -  Calculate the total mean score

The total mean score provides an overall measurement of the quality of care 

received by the observed patients. It is not arithmetically correct to use the 

mean scores of the area subsections to calculate the total mean. This may 

only be done by adding all the item scores together, and dividing this figure 

by the number of items which received a score, 'not applicable’ and ‘not 

observed’ items are excluded form these calculations.

Step 4 -  Calculate the combined Qualpac scores

The agreed Observer mean scores were calculated by adding the mean 

scores for Observer A and Observer B in each section and dividing by two.

3.8.16 Preparation of data for analysis
The data from each of the participating wards departments were entered into 

an excel spreadsheet and then imported into a SPSS (Version 17.0) (SPSS, 

2009) data file for analysis.
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3.9 Measurement of the leadership style of the ward sister using the 

Leadership Practices Inventory (LPI)

The predictor (independent) variable in the study was the leadership style of 

the ward sister. For the purpose of the study leadership style was defined as 

the degree to which leaders express specific leadership behaviours, as 

measured by the Leadership Practices Inventory (Kouzes and Posner, 2003 

[a,b]).

3.9.1 Description of the LPI

The Leadership Practices Inventory (LPI) is a 360-feedback tool that 

measures the frequency of behaviours associated with transformational 

leadership. Developed in the United States by James M. Kouzes and Barry 

Z. Posner, the LPI is now used internationally and in a wide variety of 

organisational settings including nursing (McNeese-Smith, 1999; Chiok 

Foong Loke, 2001; Houser, 2003; Large et al, 2005).

The conceptual framework for their model was developed from an analysis of 

people’s best leadership experiences and consists of “The Five Practices of 

Exemplary Leadership”, which they describe using the following constructs:

■ Challenging the process 

• Inspiring a shared vision

■ Enabling others to act

■ Modelling the way

■ Encouraging the heart

This led them to develop a quantitative instrument - the Leadership Practices 

Inventory (LPI) - that would measure the five distinct leadership practices 

they had identified from their qualitative analysis (Kouzes and Posner, 1987).

The original LPI comprised thirty behavioural statements that captured the 

leadership practices -  six statements for each practice. There were two 

forms of the instrument: the LPI-Self and the LPI-Other. A leader completed 

the LPI-Self form to rate his or her own behaviour, and four to five other
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people who reported to them completed the LPI-Other to rate their 

leadership behaviours. People were asked to use a five-point Likert scale to 

designate how often the leader demonstrated the behaviour: 1 = Rarely or 

Very Seldom, 5 = Very frequently or Almost Always (Posner and Kouzes, 

1988).

As a result of further research, the authors revised the LPI. One of the 

instruments was renamed, the LPI-Other became the LPI-Observer, to better 

specify their intent for use of the instrument - only people who directly 

observe a leader’s behaviour should complete an LPI-Observer form for that 

leader. A few of the statements were revised and editorial changes were 

made in other statements. The Likert scale was reformulated into a more 

sensitive ten-point scale ranging from 1 = Almost Never to 10 = Almost 

Always. Responses from observers were further categorized by the 

relationship to the leader (Manager, Direct report, Co-worker and Other). 

Otherwise the basic structure of the LPI was not changed (Kouzes & Posner, 

2002[b]).

Both the LPI-Self and LPI-Observer are identical except for the reference to 

self and observer. Each scale has 30 statements: six statements to measure 

each of the five leadership practices. Figure 2.1.2 (page 26) outlines a 

summary of statements relating to each of the five practices that comprise 

the Leadership Practices Inventory (Kouzes and Posner, 2002[a, b]).

Leaders complete the LPI-Self by rating themselves on the frequency with 

which they think they engage in each of the thirty behaviours. Five to ten 

other people -  usually selected by the leaders - complete the LPI-Observer 

form, rating the leader on the frequency with which they think they engage in 

each of the thirty behaviours. Respondents indicate their relationship to the 

leader - manager, co-worker, direct report, or other observer - but, with the 

exception of the leader’s manager, all the observers’ feedback is anonymous.

Posner and Kouzes (1988) found that there were differences between the 

leader’s self scores and the score provided by others about the leaders. They
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note that in itself this is not a remarkable finding because this phenomenon is 

characteristic of many psychological inventories but recommend to exercise 

caution when interpreting the LPI-Self scores independent of the LPI-Other 

feedback scores.

Although both the LPI (Self) and the LPI (Observer) questionnaire were 

administered as part of the study only the LPI-Observer results were used in 

the bivariate and multiple regressions analysis. To be explicit, leadership 

measurement was not self-assessed by the ward sister but was measured by 

staff that directly observed the ward sister in their leadership role and 

therefore had direct experience of the ward sister’s leadership style. 

However, the LPI-Self was used to determine if there was a difference 

between the ward sister score and their observer scores.

A copy of the LPI-Self and the LPI-Observer used in this study can be found 

in Appendix (L[a, b]). Permission to use the Leadership Practices Inventory 

(LPI) was granted by the authors (Appendix N), and copyright information 

requested by the authors was acknowledged on the instrument (Appendix 

M[a, b]).

3.9.2 Validity and Reliability of LPI
Two studies conducted by Posner and Kouzes (1988, 1993) provide 

empirical evidence of the reliability and validity of the original LPI. The first 

study (Posner and Kouzes, 1988) involved 2,876 managers and their 

subordinates representing a wide range of disciplines and organisations from 

both public and private sector. The sample included managers from 

Australia, England, Germany and Holland. Twenty two per cent of managers 

were female. Internal consistency estimates of reliability ranged from 0.70 to 

0.91, test-retest reliabilities were 0.93 and above, and social desirability bias 

tests were not statistically significant. In regression analyses the LPI 

explained nearly 55% of the variance around subordinates’ assessment of 

their leaders’ effectiveness (F=318.9, p<0.001) and discriminant analyses 

found that the LPI could be effective at grouping managers into various 

performance-based categories (Posner and Kouzes, 1988).
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The second study (Posner and Kouzes, 1993) was carried out to provide 

updated information about the reliability and validity of the LPI. The sample 

consisted of 36,000 managers and their subordinates, representing a wide 

range of disciplines and organisations from both public and private sector. 

Twenty nine percent were female. For the LPI-Self sample there were 5,298 

respondents and the LPI-Observer sample consisted of 30,913 respondents. 

Internal consistency estimates of reliability ranged from 0.80 to 0.91, test- 

retest reliabilities were 0.93 and above. There were no statistically significant 

differences between self and observer reports on three of the leadership 

practices: inspiring a shared vision, modelling the way, and encouraging the 

heart. For both challenging the process and enabling others to act, LPI-Self 

scores were significantly higher than those reported by others.

Male and female respondents were found to be more alike in their leadership 

practices than they were different. There were no statistically significant 

differences between challenging the process, inspiring a shared vision and 

enabling others to act. However, female managers reported engaging in 

modelling the way and encouraging the heart more frequently than did their 

male counterparts and this same difference was observed by others (Posner 

and Kouzes, 1993). Comparisons between American managers and their 

non-US organisational counterparts suggest that the five leadership practices 

generalise across cultural backgrounds (Posner and Kouzes, 1993).

Further psychometric testing on the second edition of the LPI was carried out 

by the authors and was consistent with those reported from the first edition of 

the LPI (Kouzes and Posner, 2002[b]). The total sample size used in the 

analysis was 17,908 (Self = 2,072, Manager = 1,426, Direct Report = 5,234, 

Co-worker = 5,591, and Other = 3,585). Internal reliability, as measured by 

Cronbach’s alpha, was above 0.75 for the LPI-Self as well as for all LPI- 

Observers and for each Observer category (range 0.75 -  0.93). Kouzes and 

Posner (2002[b]) provide further evidence to support the reliability and 

validity of the LPI in a paper which brings together a substantial body of
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evidence conducted by other researchers in a wide range of settings and 

countries.

However, there are relatively few studies conducted in the field of nursing. In 

a study of nurse managers (McNeese-Smith, 1995), the reliability coefficients 

from the LPI-Self (ranging from 0.58 to 0.84) were found to be lower than 

those for the LPI-Observer (ranging from 0.84 and 0.98). The LPI-Self lower 

range is slightly lower than previously reported. In another study by 

McNeese-Smith (1999) the LPI-Observer composite and subscales were 

found to be consistently high (LPi-Observer composite = 0.98; 0.84 to 0.85 

for the subscales). Generally, the nursing studies are consistent with those 

reported by Posner and Kouzes and Posner (1988, 1993).

In summary, these studies provide empirical evidence to support the sound 

psychometric properties: reliability and validity, of the LPI instrument. Indeed, 

Bowles and Bowles (2000) have described the LPI as “one of the most 

clearly articulated and tested contributions to the literature" (p70).

3.9.3 Method for administrating the Leadership Practices Inventory

A convenience sample of ward sisters from all forty two clinical areas in the 

acute hospital trust was drawn from. Ward sisters included in the study met 

the following criteria:

a) they had managed the ward for at least six months

b) they had given their written informed consent to undertake the LPI

3.9.4 Gaining consent

Given that some feedback can seem threatening, prior to undertaking the 

360 degree feedback it was deemed essential to communicate clearly about 

the purpose of undertaking the 360 degree feedback and making explicit 

confidentiality issues in respect of the research process. In particular, as part 

of gaining informed consent it was deemed important to provide an 

opportunity for wards sisters to thoroughly discuss their fears and concerns 

before they could make an informed decision about undertaking the LPI. 

Hence, in preparation for the ward sisters to make an informed decision a
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half-day workshop was developed, in collaboration with a Senior Nurse from 

another acute hospital in Northern Ireland who had experience using the LPI 

as part of a practice development programme for ward sisters.

The purpose of the workshop was to:

■ explore the feelings and opinions of ward sisters in relation to undertaking 

the Leadership Practices Inventory (LPI)

* understand the leadership practices evaluated by the LPI

■ reach consensus with regards to ‘the way forward’

A Claims, Concerns and Issues exercise was used as part of the consent 

process. Claims are favourable assertions about the topic, Concerns are 

unfavourable assertions about the topic and Issues are questions that reflect 

what any ‘reasonable person’ might ask about the topic and its 

implementation and usually emerge from Concerns (RCN, 2007). This 

approach is used in practice development when working collaboratively with 

stakeholders (RCN, 2007) and is derived from fourth generation evaluation 

(Guba and Lincoln, 1989), a constructivist approach, which makes repeated 

use of claims, concerns and issues (CCIs) when working with stakeholder 

groups.

The questions asked in the Claims, Concerns and Issues exercise were:

■ Claim: What are the positive things that can be stated about doing LPI?

■ Concern: List your concerns in relation to doing the LPI

■ Issue: Taking account of the claims and concerns identified what issues 

do this raise for you (usually phrased as questions).

As a result, ward sisters identified twenty questions that they needed 

answered in order for them to make an informed decision about undertaking 

the LPI. In response the researcher developed a Questions and Answers 

paper based on their questions. A copy of the paper can be found in 

Appendix O.
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This was distributed to each ward sister either via e-mail or internal post. 

After consideration the ward sisters were asked to complete and return a 

response form (Appendix P) indicating whether they would or would not 

undertake the LPI and if they would like any additional support. This form 

was taken as written consent to participate in the study.

3.9.5 Administration of the LPI

Each participating ward sister received an envelope that included:

■ One LPI -  self-questionnaire (Appendix M[a])

■ Thirteen LPI-Observers questionnaires (Appendix M[b])

■ Pre-addressed return envelopes addressed to the researcher

* Instructions for Completing Leadership Practices Inventory (LPI) Forms 

(Appendix Q)

The envelopes were hand-delivered by the researcher at a time that was 

suitable for the ward sister, the contents were explained and any additional 

questions answered. A return date of approximately four weeks was agreed.

Instructions for completing the Leadership Practices Inventory (LPI) were 

taken from the Sample Instruction Memo offered by Kouzes and Posner in 

the Leadership Practices Inventory (LPI) Facilitator’s Guide (Kouzes and 

Posner, 2001, p11 -12). A copy of the instructions memo can be found in 

Appendix P.

3.9.6 Preparation of observers

Ward sisters prepared people that they had chosen to be their observers. 

They were asked to use the following criteria for choosing observers:

■ Only choose people who directly observe you in your leadership role.

■ Choose people whom you feel will give you their honest opinion of your 

leadership behaviours.

■ Participation as an observer is voluntary.
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Observers were given the researcher’s name, address and telephone 

number to contact if they had any questions that they would like answered 

about the process or the study. Ward sisters were directed to use the 

instructions memo (Appendix P) as a guide when preparing observers. 

Instructions for completing the LPI are clearly outlined on the LPI-Self and 

LPI-Observer questionnaires.

3.9.7 Return of responses

Responses were returned directly to the researcher. The researcher 

contacted ward sisters by telephone or e-mail to let them know how many 

response sheets had been received by the return date. The ward sisters 

reminded all observers to complete and return their forms if they had not 

already done so. As participation was voluntary observers were not required 

to complete written consent. Returning the response sheet was taken as 

consent to participate.

3.9.8 Confidentiality

The researcher organised the response sheets for each leader into separate 

sections in a file that was stored in a locked cupboard in the researcher’s 

office. Only the researcher and research supervisor had access to the data.

3.9.9 LPI Scoring Software
The Leadership Practices Inventory (LPI), Revised Second Edition, Scoring 

Software was used to calculate individual scores and to create a feedback 

report for each ward sister (Kouzes & Posner, 2001). The software is easy to 

use and contains a Quick Tutor for complete instructions on how to use the 

software.

Data for each ward sister were entered into the scoring database by the 

researcher and the software produced a fifteen-page printout of each 

participant’s results. A copy of an anonymised feedback report can be found 

in Appendix R.
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3.9.10 Quality assurance

The researchers’ supervisor checked a sample (20%) of the ward sister’s 

completed response sheets against the data entered into the software 

package to check agreement.

3.9.11 Preparation of data for analysis

The LPI (Self) scores and LPI (Observer) average scores for each sub-scale 

were extracted from the reports and entered into an excel spreadsheet in 

preparation for importing into SPSS for statistical analysis.

3.10 Contextual factors postulated to affect the quality of nursing care
To control for other contextual data postulated to affect the quality of nursing 

care: span of control, skill mix, and grade mix were collected. Data were 

collected at two points, two years apart (1 February 2004 & 1 February 

2006).

3.10.1 Method of collecting contextual data

The Human Resource Management System holds records of all staffing the 

Health and Personal Social Services (HPSS) in Northern Ireland. Data is 

available by Health Board and Trust.

The following data were obtained from the Human Resources Department in 

excel files: ’Grade description’, ‘Cost Centre Description’, Total WTE’

From this data span of control (number of staff reporting to each ward sister), 

grade mix and skill mix were calculated for each ward participating in the 

study.

3.11 The potential effects of the researcher’s role in the organisation

At the time of the research the researcher held the post of Senior Nurse 

Practice Development in the Trust.

From a positive perspective, the researcher had built up relationships of trust 

thus reducing recruitment and participation barriers. Conversely, this may
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have encouraged socially desirable responses with increased pressure to 

report only good practice and good leadership practices in an effort to uphold 

the individual and the organisation’s reputation. This was possible, but the 

researcher was not in a position of authority offering rewards or sanctions. In 

fact, the Senior Nurse Practice Development role involved creating a culture 

of trust, where openness and honesty were seen as socially desirable 

responses. Additionally, the research role brought associated responsibilities 

and accountability under research governance procedures which were clearly 

articulated to ward sisters. For example, as part of the consent process to 

undertake the Leadership Practices Inventory (LPI), the only people that 

were permitted to see the individual results of the LPI were the researcher 

and the researcher’s supervisor. The researcher was not permitted to 

disclose individual LPI results with anyone else apart from the individual ward 

sister; only the individual ward sister was in a position to share their results 

with whoever they chose to support them through the process. If this was 

breeched the researcher may be open to disciplinary proceedings as part of 

research governance arrangements. This assurance appeared to give the 

ward sisters the confidence to ask a range of staff who observed them as 

leaders to give feedback on their leadership style.

3. 12 Steps taken to enhance reliability and reduce bias in data 

collection

Both the Qualpacs and Leadership Practices Inventory tools have been 

found to have sound psychometric properties of reliability and validity (see 

Chapter three, section 3.77 and 3.92). Further steps taken to enhance 

reliability and reduce bias in data collection will be described in this section.

3.12.1 Measurement of the quality of nursing care - using the Qualpacs 

tool

Despite the demonstrated reliability of Qualpacs, Wandelt and Ager (1974) 

recommend that two observers undertake the structured observation period 

due to the complexity of the clinical situations and the use of professional 

judgement to underpin decisions made. They propose that the observers, 

those observed, and those who will base actions on findings will have more
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Other reasons for having two observers in this study included:

■ This was the first time the observers had used the Qualpac scale and a 

second observer was deemed important for support.

* It was thought that the participation of ward sisters in the observations of 

practice enhanced the credibility and acceptance of the evaluation in the 

eyes of their ward sister peer group and the credibility for research 

purposes.

■ It was thought that observing practice in other clinical areas would be a 

learning opportunity for ward sisters.

3.12.2 Recruitment of observers
In order to enhance the credibility of the results and minimise the effects of 

social desirability bias each pair of observers was made up of a lead 

observer (either a practice development facilitator or senior nurse manager) 

and a co-observer (ward sister). As previously indicated the participation of 

ward sisters in the observation of practice was thought to enhance the 

credibility of the results in the eyes of the ward sister peer group. However, 

because the observation of practice was carried out in all wards it was 

recognised that there was a possibility that ward sisters may seek to give a 

positive response to their fellow ward sisters. To minimise the social 

desirability bias each ward sister was matched with a practice development 

facilitator or senior nurse who were independent of the wards allocated to be 

observed. The ward sisters were nominated by their line manager at the 

request of the researcher. Criteria for selection included capacity, 

commitment, willingness and enthusiasm to participate in the study.

3.12.3 Matching the lead and co-observers with wards
The lead and co-observers were randomly matched with wards and 

departments.

confidence in findings resulting from observations carried out by more than

one person (Wandelt & Ager, 1974).
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• Lead observers names were ‘picked’ from a ‘hat’ by the researcher’s 

supervisor and matched to wards. If the ward was within the senior 

nurse’s area of responsibility another name was picked from the hat.

■ The same process was applied to match the co-observers making sure 

that ward sisters did not carry out observation of practice in their own 

ward.

3.12.4 Preparation of observers

Training of observers before data collection was crucial to strengthen the 

validity and reliability of observations. Consequently, an external Independent 

Consultant Nurse who had experience in using the Qualpac tool was 

employed to train observers in the observation of practice method and the 

use of the Qualpac tool. Training was aimed at preparing observers to be 

objective when observing care, to observe for what was relevant to 

Qualpacs, to use the Qualpac tool consistently and gain a shared 

understanding of interpretation of items, to practice observations and receive 

feedback and to be aware and reduce the potential bias of Hawthorne and 

Halo effects when observing practice (See section 3.87, p184 for further 

details of how observers were prepared).

Reports from observers following the observation of practice suggested that 

despite being observed the nurses observed fell into habitual practices, 

whether good or bad, especially when working under pressure of time, 

despite being observed.

3.12.5 Interrater reliability

As part of the Qualpac calculation process, instructed by the Independent 

Nurse Consultant, if scoring between observers varied in a section by >0.5 

then observers examined the scoring for each item to discuss differences 

and agree a final average score. The researcher checked the independent 

calculations and combined calculations and inputted the combined average 

scores into an excel file before importing into a SPSS file.
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In addition, inter-rater reliability was estimated, using the intra-class 

correlation coefficient (ICC), from the Qualpac scores of the two observers. 

Intra-class correlation coefficient (ICC) takes into account the error between 

two raters in both their absolute scores and the ranking of their scores 

(Tomalin et al, 1993). ICCs for Qualpacs section scores ranged from total 

scores were 0.959 to 0.996 (p< 0.001) [see Table 3.2]

Table 3.2 shows the intra-class correlation coefficient Qualpacs section 

scores.

Qualpacs sections Intra-class correlation coefficient (ICC)

Psychological individual 0.982

Psychological group 0.996

Physical 0.989

General 0.982

Communications 0.986

Professional implications 0.959

3.12.6 Measurement of transformational leadership using the 

Leadership Practices Inventory

Measuring the leadership behaviours using 360 degree feedback was very 

challenging for some of the ward sisters. For the majority of the ward sisters 

this was the first time they had received feedback on their leadership style. 

Preparation of the ward sisters was essential, in particular, listening to and 

responding to their concerns was an important part of the consent process.

In preparation for ward sisters to make an informed decision a half-day 

workshop was developed to explore the feelings and opinions of ward sisters 

in relation to undertaking the LPI, to understand the leadership practices 

evaluated by the LPI and to reach consensus with regards to the way 

forward. The workshop was developed in collaboration with a senior nurse 

from another acute hospital in Northern Ireland who had experience using the 

LPI as part of a practice development programme for ward sisters.
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A Claims, Concerns and Issues exercise (Guba and Lincoln, 1989; RCN, 

2007) was used as part of the consent process. The questions asked in the 

Claims, Concerns and Issues exercise were:

Claim: What are the positive things that can be stated about doing the LPI? 

Concern: List your concerns in relation to doing the LPI 

Issue: Taking account the claims and concerns identified what issues do this 

raise for you (usually phrased as questions)

As a result, ward sisters identified twenty questions that they needed 

answered in order for them to make an informed decision about undertaking 

the LPI. In response the researcher developed a Questions and Answers 

paper based on their questions (For example: Who will have access to the 

information? Who will analyse the feedback? How will observers be 

selected? How will observers be prepared? What is in place if the outcome is 

negative?). This method proved successful as only two ward managers 

declined in 2004. One was undertaking a leadership course which required 

them to complete a 360 degree feedback; the other ward sister was due to 

retire and did not wish to undertake the LPI. In 2006 three declined to 

undertake the LPI two due to pressure of work and one due to personal 

reasons. In addition, this consultative approach appeared to give ward sisters 

reassurance about the nature and purpose of the research thus minimising 

pressure to attempt manipulations of results.

A possible weakness was that ward sisters selected a sample of their staff 

and others who observed them in their leadership role to complete the LPI 

feedback tool. However, to reduce the possibility of potential bias ward 

sisters were asked to recruit at least 10 staff that they managed (or all staff if 

the ward did not have 10 staff) and at least two others who observed them in 

their leadership role. In addition, a requirement of the tool was that the 

leader’s line manager must complete the tool. Therefore, it is unlikely that all 

participants would be biased towards the ward sister.

To further reduce bias, participants who were providing ratings for the ward 

sister were given standardised instructions to follow when completing the tool
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and were assured of confidentiality and anonymity. Completed 

questionnaires were forwarded directly to the researcher. Thus ward sisters 

did not have access to individual respondent results and could not identify 

individual respondent results in the report (apart from their line manager -  

who was aware that they would be identified in the report). To further reduce 

bias respondent results that gave the same rating to all answers (for 

example: all scores of ‘10’ or all scores of ‘2’ were omitted from the sample 

as outlined in the LPI software Quick Tutor instructions (Kouzes and Posner, 

2001). Finally, the researcher’s supervisor checked a sample of 20% of the 

ward sister’s completed response sheets against the data entered into the 

software package to check agreement -  100% agreement was achieved.

3.13 Planned analysis
Analysis was planned at the level of the ward. The twin aims of the analysis 

were to describe the association between the leadership style of ward sisters 

and the quality of nursing care delivered to patients in their wards, whilst 

controlling for the contextual factors that might affect the quality of nursing 

care.

Linear regression analysis was used to test this hypothesis using a three- 

staged approach:

■ Simple linear regression analysis of the main predictor variable (ward 

leadership) and response variable (quality of nursing care) was carried 

out to describe the size, shape and direction of the association between 

ward leadership and the quality of nursing care.

■ Bivariate linear regression analysis of each of the contextual factors and 

the quality of nursing care was carried out to screen out predictor 

variables for testing through multiple regression analysis.

■ Hierarchical multiple regression analysis was carried out to determine 

what pattern of the predictor variables is associated with scores on the 

response variable (quality of nursing care).
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Data analysis was performed using the Statistical Package for the Social 

Sciences (SPSS) Version 17.0 (SPSS, 2009). Throughout the thesis, 

statistical significance was applied at the 5% level (p < 0.5).

3.13.1 Simple linear regression analysis of the main predictor and 

response variables
Pearson product-moment correlation coefficient or alternatively Spearman’s 

Rho correlation coefficient (depending on the distribution of the data) were 

chosen to measure the strength, shape and direction of the linear association 

between the LPI scores and the Qualpacs score. This analysis was carried 

out at two points, two years apart.

3.13.2 Bivariate linear regression analysis
Bivariate linear regression analysis was used to screen out variables 

postulated to have an effect on the quality of nursing care. Variables that 

were statistically significant (p < 0.05) were used to build a multiple 

regression model.

Stevens (1996) recommends that “for social science research, about fifteen 

subjects per predictor are needed fora reliable equation” (p72). The potential 

sample included forty two wards and corresponding ward sisters therefore 

the total number of variables that should be entered into a multiple regression 

model should not exceed three. Consequently, the screening out process 

was a means of including the most significant variables and reducing the 

number of variables for testing through multiple regressions analysis.

The contextual predictor variables: span of control, skill mix and grade mix 

were measured by data that were classified as interval level of measurement 

and the response variable (quality of nursing care) measured by Qualpacs, 

was also interval level of measurement. Therefore, Pearson product-moment 

correlation coefficient or Spearman’s Rho correlation coefficient (depending 

on the distribution of the data) were chosen to describe the relationship 

between each of the predictor variables and the quality of nursing care. This 

analysis was carried out at two points, two years apart.
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Table 3.3 presents the statistical analysis plan which was used to build the 

multiple regression analysis model. The table gives details of the level of 

measurement for each of the predictor variables and response variable and 

the statistical tests used to describe the relationship between each of the 

contextual variables and the quality of nursing care.

Table 3.3: Statistical analysis plan for the bivariate linear regression analysis

of the predictor variables and response variable

Nature of predictor 
variable - interval

Nature of response 
variable -  interval

Tests

Leadership Quality of nursing care Correlation / simple linear 
regression

Average LPI score Overall Qualpacs score Pearson correlation or 
Spearman’s Rho

Span of control

Headcount (number of 
staff reporting to the 
ward sister) in each ward 
/  unit

Quality of nursing care 

Overall Qualpacs score

Correlation / simple linear 
regression

Pearson correlation 
or Spearman’s Rho

Skill mix Quality of nursing care Correlation / simple linear 
regression

% Registered Nurses for 
each ward

Overall Qualpacs score Pearson correlation or 
Spearman's Rho

Grade mix Quality of nursing care Correlation / simple linear 
regression

Grade mix index Overall Qualpacs score Pearson correlation or 
Spearman's Rho

3.13.3 Hierarchical multiple regression analysis

A hierarchical multiple regression model was constructed with quality of 

nursing care as the response variable and predictor variables identified 

through the linear regression analysis process. Predictor variables found to 

be statistically significant were included in the model.

The multiple regression analysis is designed to show how much variance in 

the quality of nursing care is accounted for by the joint predictive power of the 

predictor variables in the model. The output will also tell if the model predicts
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the quality of nursing care at a rate better than chance (Tabachnick and 

Fidell (1996).

In addition to showing the predictive value of the overall model, standard 

multiple regression expresses how well each predictor variable predicts the 

response variable, controlling for each of the others predictor variables. The 

regression shows how well each independent predictor variable in the model 

predicts the quality of nursing care, while controlling for other predictor 

variables. In other words it shows whether each variable is making a 

statistically significant unique contribution to the quality of nursing care. If the 

significant value is less that 0.05, then the variable is making a significant 

unique contribution to the prediction of the dependent variable. If greater than 

0.05, then it can be concluded that the variable is not making a significant 

contribution to the prediction of the dependent variable (Pallant, 2007).

3.13.4 Data preparation

In order to ensure confidentiality each of the wards were anonymised and 

allocated a code from 1 -  42 by the researcher. Data for each of the wards 

were collected at individual level (where appropriate) and entered into excel 

spreadsheets. Data were aggregated to ward level (where appropriate) and 

the final excel spreadsheet comprising aggregated data for each ward was 

imported into a SPSS (Version 17.0) data file for analysis. The final excel 

spreadsheet comprised the following headings: Ward code; Span of Control 

(Headcount) 2004; Span of Control (Headcount) 2006; Skill Mix 2004; Skill 

Mix 2006; Grade Mix 2004; Grade Mix 2006; Overall Qualpacs score 2004; 

Overall Qualpacs score 2006; Average LPI score 2004; Average LPI score 

2006. Table 3.4 outlines the composition of the ward level data.
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Table 3.4: Composition of the ward level data

Data label Description Level

Ward / Department Code numbers ranged 
from 0 1 - 4 2

Unit level

Year of data collection Data was collected at 
two points, two years 
apart (2004 and 2006)

Unit level

Qualpac score Overall Qualpac score 
for each ward / unit

Unit level

LPI score Average LPI score for 
each ward sister

Individual level

Skill mix % registered staff: 
unregistered staff

Collected at individual 
level and aggregated 
to unit level

Grade mix Grade mix index Collected at individual 
level and aggregated 
to unit level. Grade 
mix index calculated.

Span of control Number of staff 
reporting directly to the 
ward sister

Collected at individual 
level and aggregated 
to unit level

3.13.5 Qualpac Score
The Qualpacs tool measures the standard of nursing care received by a 

number of patients within a particular ward and that standard is then 

regarded as a reflection of the care to all the patients of that ward. An overall 

score gives a measure of the quality of nursing care within the unit of 

measurement for the study -  the ward. The higher the total score, the higher 

the perceived quality of care.

An overall score was calculated for each of the participating wards at two 

points in time (2004 and 2006).
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3.13.6 LPI score
The Leadership Practices Inventory tool measures leadership behaviours 

that have been associated with people who have a transformational style of 

leadership. An average score gives a measure of the leadership style of the 

ward sister as perceived by their line manager, a sample of their direct 

reports and a sample of other co-workers -  the higher the score the more 

frequently ward sisters have been perceived to employ leadership behaviours 

that have been associated with a transformational style of leadership.

In order to facilitate the regression analysis, an overall LPI score was 

calculated for each ward sister by adding the average scores for each of the 

five practices and dividing by five.

3.13.7 Span of control refers to the number of nursing staff who report 

directly to a ward sister. Span of control was measured by headcount, that is, 

the total number of nursing staff (registered and unregistered, full-time and 

part-time) reporting directly to the ward sister.

3.13.8 Skill mix was defined as the balance of registered and unregistered 

staff reporting to the ward sister and expressed as the percentage of 

registered staff.

3.13.9 Grade Mix

Grade mix was defined as the skills and experience of nursing staff. Like Carr 

et al (1992) the current study operationalised the skills and experience of 

nursing staff as grade mix. Carr-Hill et al (1992) justify the use of grading as 

an approximation of skill and experience as grading reflects job content, but 

nursing staff on higher grades tend to have more qualifications, experience 

and skills than those on lower grades.

At the time of the study, the grading system used by the organisation for 

ward based staff comprised grades from A to G. Grades A and B denoted 

unregistered nursing staff while Grades D to G denoted registered nursing
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staff (Grade C was not in use in the trust during the study period). The 

responsibilities of the nursing staff member is reflected in the grade of the 

post, staff are selected for the post based on qualifications, skills and 

experience therefore it is expected that staff who hold a Grade G (ward 

sister) post are better qualified and more experienced than someone who 

holds a Grade D (staff nurse) post, therefore, Grade G should be given a 

greater weighting in analysis. Hence a grade mix index was calculated by 

weighting the clinical grades.

A simple approach to calculate a grade mix index was adopted by giving 1 

point to the lowest grade (Grade A) up to 7 points for the highest grade 

(Grade G). This approach was similar to that used by Carr-Hill et al (1992). 

Each grade was allocated a weighting according to the rank order given to 

the grades by the organisation and multiplied by the whole time equivalent 

(WTE) for that grade [1.0 WTE = 37.5 hours per week).The full scale was 

Grade G = 7; Grade F = 6; Grade E/F = 5; Grade E = 4; Grade D = 3; Grade 

B = 2; Grade A =1. The totals for each grade were added and then divided by 

the total whole time equivalent for the ward to compute a single figure for the 

grade mix which became the Grade Mix Index. An example of the Grade Mix 

Index calculation is outlined in Table 3.5

Table 3.5: Example of the Grade Mix Index calculation

Grade *WTE for each 

grade

Weighting Adjusted weighted WTE

G 1.0 7 7.00

F 1.84 6 11.04

E 10.64 4 42.56

D 17.13 3 51.39

A 10.79 1 10.79
Total 41.4 122.78

Grade 

Mix Index

122.78 divided by Ĥ .4 = 2.97

*WTE = whole time equivalent [1.0 WTE = 37.5 hours per week].
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3.13.10 Quality assurance
The following processes were used to quality assure data collection and input

of data:

■ Overall Qualpac score: independently scored by two observers

• Input of LPI data: 20% of the sample were checked by researcher’s 

supervisor

■ Grade Mix, Skill Mix, and Span of Control: information was gained from 

Human Resources Management System (HRMS) database and verified 

by the directorate or department manager responsible for participating 

areas.

■ Input of anonymised data into excel was verified by an independent 

research assistant.

3.13.11 Descriptive statistics

Descriptive statistics were used to give an overview of the research setting

and ward sister sample as follows:

■ Acute hospital trust described in terms of breakdown of number of wards, 

in-patient beds, number of staff and whole time equivalents by hospital 

site at two points, two years apart.

■ Directorate /  Department described in terms of breakdown of number of 

wards, number of in-patient beds, number of staff and whole time 

equivalents by directorates / departments at two points, two years apart.

■ Wards: described in terms of breakdown of specialty, allocated beds, 

number of staff and whole time equivalents by ward at two points, two 

years apart

■ Ward sister sample described in terms of age, gender, contracted hours 

and grade.
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Chapter Four 

Results

4.1 Descriptive information: Acute Trust

The research setting was an acute trust in Northern Ireland. The trust had 

585 beds and incorporated services from across four main sites. Nursing and 

midwifery staff were managed by directorate and department managers 

within medical, surgical, anaesthetics and theatres, obstetrics and 

gynaecology directorates, outpatients and cancer services departments. 

There were forty-two wards managed by ward sisters.

More than 300,000 patients (including 30,000 inpatients and nearly 3000 

births) were cared for each year of the study. During this time the trust 

employed more than 2500 people, of which more than 1200 were nursing 

and midwifery staff. Table 4.1 shows the breakdown of the number of in

patient beds, wards, number of nursing and midwifery staff, headcount and 

whole time equivalents (WTE), by hospital site and year of study.

Table 4.1: Number of wards, beds, staff and whole time equivalents (WTE) in 

the acute trust in 2004 and 2006
Hospital sites Number of 

wards
Number of
in-patient
beds

Number of 
staff
(headcount)

Number of staff 
(WTE)

2004 2006 2004 2006 2004 2006 2004 2006

Site A 28 28 448 447 1002 1017 815.21 815.18
Site B 6 6 96 96 127 134 101.59 105.53
Site C 7 7 41 35 89 92 69.69 77.68
Site D 1 1 0 0 4 4 3.53 3.42
Total 42 42 585 578 1222 1247 990.02 1001.81

The main acute hospital (Site A) comprised 448 in-patient beds and 28 

wards; 1002 (815.21 WTE) nursing and midwifery staff were employed in the 

twenty eight wards. In 2006, the profile was similar with a decrease of one in-
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patient bed (447 in-patient beds) and an increase of nursing and midwifery 

staff by 15 (headcount 1017; WTE 815.18).

Site B was located approximately five miles from the main acute hospital site. 

In 2004, it comprised 96 in-patient beds and 6 wards, all within the medical 

directorate; 127 (101.59 WTE) nursing staff were employed increasing by 

seven in 2006 (headcount 134; WTE 105.53).

Site C was located approximately twenty six miles from the main hospital 

site. In 2004, it comprised 41 in-patient beds and 7 wards within medical, 

surgical, anaesthetics and theatres directorates and outpatients department; 

89 nursing staff were employed in the seven wards. In 2006, the in-patient 

bed profile reduced to 35 in-patient beds; and the nursing staff increased to 

92 (77.68 WTE).

Site D, located approximately 26 miles from the main hospital site, comprised 

of one outpatients department. In 2004, four nursing staff were employed in 

the department with the whole time equivalent decreasing slightly from 3.53 

to 3.42, in 2006.

Overall, during the two year period, the trust profile in terms of wards, in

patient beds, nursing and midwifery staff and associated whole time 

equivalents did not change to any great extent.

4.2 Descriptive information: Directorate

There were four main directorates (medical, surgical, anaesthetics and 

theatres, obstetrics and gynaecology) and two departments (outpatients and 

cancer services) in the trust. Table 4.2 shows the breakdown of number of 

wards/units, in-patient beds, number of nursing and midwifery staff, 

(headcount and whole time equivalents WTE), by directorate and year of 

study.
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Table 4.2: Number of wards, beds, staff and WTE by directorate in 2004 and 

2006

Directorate / 
Department

Number of 
wards

Number of 
in-patient 

beds

Number of 
staff

WTE

2004 2006 2004 2006 2004 2006 2004 2006

Medical 19 19 376 365 555 563 458.8 460.54

Surgical 7 7 132 136 260 268 214.47 218.46

Anaesthetics 
and theatres

6 6 6 6 176 186 144.65 152.98

Obstetrics & 
Gynaecology

6 6 71 71 170 167 124.8 122.82

Out-patients 3 3 0 0 41 41 31.45 30.47

Cancer 1 1 0 0 20 22 15.85 16.54

Total 42 42 585 578 1222 1247 990.02 1001.81

The medical directorate was the largest comprising nineteen wards, the 

surgical directorate comprised seven; anaesthetics and theatres and 

obstetrics and gynaecology comprised six; while out-patients and cancer 

services comprised three and one respectively. This profile did not change 

between the two points in time.

The number of in-patient beds in the medical directorate decreased by 

eleven, from 376 in 2004 to 365 in 2006; while the number of in-patient beds 

in the surgical directorate increased by four, from 132 in 2004 to 136 in 2006. 

In 2006, the number of nursing staff increased slightly in four of the 

directorates / departments: medical directorate (headcount increased by 8; 

WTE increased by 1.74), surgical directorate (headcount increased by 7; 

WTE increased by 3.99), anaesthetics and theatres directorate (headcount 

increased by 10; WTE increased by 8.33) and cancer department (headcount 

increased by 2; WTE increased by 0.69); while the number of midwifery staff 

decreased slightly: obstetric and gynaecology directorate (headcount 

decreased by 3; WTE decreased by 1.98) and, in the outpatient departments 

the headcount remained the same while the whole time equivalent decreased 

by 0.98.

226



There were forty two wards and units managed by ward sisters -  the focus of 

the study. Specialities included: cardiology, haematology, urology, ENT, 

paediatrics, neonatology, intensive care, A&E, minor injuries, stroke care, 

dermatology, obstetric and gynaecology, general surgery, general medicine 

and care of the older person.

4.3.1 Number of beds (allocated beds)

Twenty seven wards had in-patient beds ranging from 6 to 36. The largest 

wards were 36-bedded general surgical and general medical wards, while the 

smallest number of in-patient beds were located in specialist wards, intensive 

care and A&E (observation beds). The most frequent size of ward was 18 

bedded. Over a quarter (26%) of the wards had over 30 beds. This profile 

did not change over the two points in time.

4.3.2. Span of Control (Headcount number of nursing & midwifery staff reporting 
directly to the ward sister)

In 2004, the mean number of nursing and midwifery staff per ward was 29 

(SD 16.07; range 3 - 59). A&E and ICU had the largest number of nursing 

staff at 59 and 58 respectively. In over a quarter (26%) of the wards the ward 

sister managed over 40 staff members. In almost a quarter (24%) of the 

wards the ward sister managed less than 20 staff members.

In 2006, the profile was similar: the average number of nursing and midwifery 

staff per ward was 30 (SD 16.54; range 3 to 66). Again A&E and ICU had the 

largest number of nursing staff at 66 and 58 respectively. In over a quarter 

(26%) of the wards the ward sister managed over forty staff members. In 

over a quarter (26%) of the wards the ward sister managed fewer than twenty 
staff members.

4.3 Descriptive information: Ward
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4.3.3. Whole Time Equivalents (WTE)

In 2004, the average whole time equivalent for a ward was 23.57 (SD 13.92; 

range 2.14 -  50.00). In 2006 the profile was similar: the average whole time 

equivalent for a ward was 23.85 (SD 13.72; range 2.14 - 54.88). The greatest 

increase in whole time equivalent was in A&E (increase of 4.88 WTE) and 

the greatest decrease in whole time equivalent was in maternity ward 

(decrease of 5.43 WTE).

Table 4.3 shows a breakdown of the acute hospital trust by speciality, 

allocated beds, headcount and whole time equivalent for each of the forty two 

wards by year of study.

When seeking to provide evidence to support causal link through 

observational research, it is helpful to be able to demonstrate associations at 

different times (Grimes and Schulz, 2002). So, if an association is found in 

both 2004 and 2006, this provides stronger evidence of the association and 

therefore more strongly suggests causation.
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Table 4.3: Ward information: specialty, number of beds, number of staff and

WTE for the acute hospital trust

Specialty Number of beds Number of staff W1rE

-------------- ------- - 2004 2006 2004 2006 2004 2006
Cardiology (M) 32 32 52 55 47.48 49.05
General Medicine (M) 36 36 49 49 41.82 41.4
General Medicine (M) 36 36 50 50 41.62 41.93
General Medicine (M) 34 33 47 46 41.61 41.82
General Medicine (M) 18 18 28 30 25.96 24.81
Haematology (M) 17 13 32 29 27.89 25.15
Stroke Care (M) 18 18 31 32 24.11 24.65
Stroke Care (M) 18 18 27 29 20.52 21.84
Older People (M) 18 18 23 25 17.73 19.93
Older People (M) 20 20 29 27 22.59 20.46
Older People (M) 26 26 28 32 22.32 24.74
Older People (M) 22 22 26 28 21.41 22.78
Older People (M) 23 17 27 26 20.33 20.1
Older People (M) 0 0 5 5 4.47 4.47
Older People (M) 0 0 3 3 2.14 2.14
Dermatology (M) 10 10 12 13 10.28 11.24
Paediatrics (M) 34 34 49 47 37.59 34.68
Neonatology (M) 14 14 32 32 24.73 25.15
Ambulatory Paediatrics (M) 0 0 5 5 4.2 4.2
General Surgery (S) 36 36 48 51 40 39.84
General Surgery (S) 36 36 53 51 49 38.8
General Surgery (S) 18 18 30 27 23.06 22.97
Urology (S) 19 23 34 39 26.02 31.22
ENT (S) 17 17 28 27 20.25 20.25
A&E (S) 6 6 59 66 50 5 4 .8 8

Minor Injury Unit (S) 0 0 8 7 6.14 10.5
ICU (A) 6 6 58 58 49.57 48.71
Theatre (A) 0 0 53 56 42.94 46.13
Recovery (A) 0 0 25 26 20.71 21.19
Day Surgery (A) 0 0 22 25 17.55 21.61
Day Surgery (A) 0 0 14 16 11.73 12.61
X-Ray (A) 0 0 4 5 2.15 2.73
Maternity (O&G) 16 16 27 27 19.99 18.58
Maternity (O&G) 22 22 28 35 20.2 24.09
Maternity (O&G) 9 9 28 19 20.49 15.06
Maternity (O&G) 0 0 44 44 32 33.13
Gynaecology (O&G) 24 24 31 30 24.73 23.78
OPD (O&G) 0 0 12 12 7.39 8.18
OPD (OPD) 0 0 28 27 20.5 18.85
OPD (OPD) 0 0 4 4 3.53 3.42
OPD (OPD) 0 0 9 10 7.42 8.2
Cancer(C) 0 0 20 22 15.85 16.54
Total 585 578 1222 1247 990.02 1001.81

M = Medical Directorate, S = Surgical Directorate, A = Anaesthetics Directorate, O&G = 
Obstetrics & Gynaecology Directorate, OPD = Outpatients Department, C = Cancer 
Department
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The sample for the study was drawn from the ward sisters of the forty two 

wards in the acute hospital trust. Figure 4.1 presents a flowchart of the 

sample frame.

4.4.1 Sample size in 2004

Thirty-six ward sisters met the eligibility criteria (they had managed the ward 

for at least six months) and agreed to take part in the study.

In 2004 three ward sisters did not meet the first criteria as they were in an 

acting position and had not managed the ward for a minimum of six months; 

one ward sister was on long term sick leave at the time of data collection 

(during the month of February); two ward sisters declined to undertake the 

LPI. One ward sister was undertaking a leadership course and had to 

complete a 360 degree feedback as part of the course and did not wish to 

ask staff members to complete another feedback questionnaire. The other 

ward sister was due to take retirement within the year and did not wish to 

undertake the LPI. Thirty six ward sisters were included in the study and 

completed the leadership self-report (LPI -  Self) questionnaire.

4.4.2 Profile of ward sisters included in the study in 2004

Of the thirty six participants, thirty five were female and one male; the 

average age was forty five years (range 30 -  59 years). Twenty nine ward 

sisters were contracted to work full-time hours (37.5 hours) and seven ward 

sisters were contracted to work part-time hours (range 0.67 to 0.91 WTE). 

Thirty one ward sisters were paid at a ‘G’ grade and 5 were paid at an ‘F’ 

grade. Those at ‘F* grade did not have in-patient beds to manage but were 

responsible for the overall management of a department hence their inclusion 

in the study.

Seventeen ward sisters (47%) had been in post less than 2 years; seven 

ward sisters (19%) had been in post between 2-5 years; two ward sisters 

(6%) had been in post between 6-10 years; three ward sisters (9%) had been

4.4 Descriptive information: Ward sisters
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in post between 11-15 years; and seven (19%) ward sisters had been in post 

between 16-20 years.

4.4.3 Sample size in 2006

In 2006 four ward sisters did not meet the first criteria; two were in an acting 

position and two had recently been appointed to ward sister of that particular 

ward); five ward sisters were on sick leave at the time of data collection 

(during the month of February); and three declined to undertake the LPI (two 

ward sisters declined due to pressure of work and one ward sister declined 

due to personal reasons). Thirty ward sisters were included in the study and 

completed the leadership self-report (LPI-Self) questionnaire.

4.4.4 Profile of ward sisters included in the study in 2006

Of the thirty participants, twenty nine were female and one male; twenty 

seven ward sisters (64%) who remained in the same ward, undertook the LPI 

at both points in time; the average age was forty seven (range 33 - 61). 

Twenty three ward sisters were contracted to work full-time hours (37.5 

hours) and seven ward sisters were contracted to work part-time hours 

(range 0.5 -  0.92 WTE). Twenty five were paid as a G grade and five were 

paid as an F grade. Those at F grade did not have in-patient beds to manage 

but were responsible for the overall management of a department hence their 

inclusion in the study.

Four ward sisters (13%) had been in post less than 2 years; twelve ward 

sisters (40%) had been in post between 2-5 years; six ward sisters (20%) 

had been in post between 6-10 years; three ward sisters (10%) had been in 

post between 11-15 years; and five (17%) ward sisters had been in post 

between 16-20 years.

Table 4.4 presents a profile of the ward sisters by gender, age, years in 

current post, contracted hours (WTE) and grade in 2004 and 2006.

231



Figure 4.1 Flowchart of the ward sister sample frame
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Table 4.4 Profile of ward sister by gender, age, years in current post,

contracted hours (WTE) and grade in 2004 and 2006

Ward Sisters (N=36) Ward Sisters (N = 30)
2004 2006

Data N (%) ___  _ M
Gender
* Female 35 (97%) 29 (97%)
■ Male 1 (3%) 1 (3%)
Age (years)
- 30-34 3 (8%) 1 (3%)
- 35-39 7 (19%) 4(13%)
* 40-44 9 (26%) 8 (27%)
• 45-49 6 (17%) 7 (23%)
- 50-54 4 (11%) 2 (7%)
- 55-59 7 (19%) 6 (20%)
- 60+ 0 (0%) 2 (7%)
Years in current post
• <2 17 (47%) 4(13%)
- 2-5 7 (19%) 12 (40%)
• 6-10 2 (6%) 6 (20%)
■ 11-15 3 (9%) 3(10%)
• 16-20 7 (17%) 5(17%)
Contracted hours
(WTE) 0 (0%) 1 (3%)
« <25 7 (19%) 6 (20%)
■ 25-<37.5 29(81%) 23 (77%)
- 37.5
Grade
• G 31 (86%) 25 (83%)
- F 5(14%) 5(17%)

Appendix S shows a breakdown of ward sister’s information by grade, age, 

sex, whole time equivalent (WTE) and experience in 2004 and 2006

4.5 Descriptive information: Ward sisters who undertook the 

Leadership Practices Inventory (LPI)

The LPI-Self and LPI-Observer scales are identical except for the reference 

to ‘self and ‘observer’. Each scale has thirty statements, six statements to 

measure each of the five leadership practices. The ward sister completed the 

LPI-Self rating themselves on how often they used those behaviours on a 

scale from 1 to 10, with 1 meaning “almost never” and 10 meaning “almost 

always”. Similarly, a sample of people who directly observe the ward sister in 

their leadership role completed the LPI-Observer rating the ward sister on 

how they observed them using those behaviours on a scale from 1 to 10. The 

range of possible scores for each leadership practice was from 6 to 60.
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The LPI-Self and LPI-Observer scales were analysed to determine mean 

scores for the use of leadership behaviours (Appendix T, Tables 1-4 presents 

breakdown of subscales by ward, LPI-Self, LPI-Observer and year)

4.5.1 Comparison between LPI-Self and LPI-Observer

In 2004, 36 self-report (LPI-Self) and 442 observer (LPI -  Observer) 

questionnaires were returned. The average number of observer 

questionnaires returned for each manager was 12.5 (SD 5.24; range 5 - 29; 

mode 10; median 11). Ward sisters rated themselves highest in enabling 

others to act (mean 50.94; SD 5.28; range 33-59) and lowest in challenging 

the process (mean 42.22; SD 8.13; range 26 -  58) while staff members 

(observers) rated ward sisters highest in modelling the way (mean 49.6; SD 

5.05; range 35 -  57) and, like ward sisters themselves, lowest in challenging 

the process (mean 42.45; SD 5.95; range 29 -  56).

Table 4.5 presents leadership practices of ward sisters as rated by ward 

sisters on the LPI -  Self scale and staff members on the LPI-Observer scale 

for 2004

In 2006, 30 self-report (LPI-Self) and 326 observer questionnaires (LPI - 

Other) were returned. The average number of observer questionnaires 

returned for each ward sister was 10.8 (SD 4.6; range 5-29). Ward sisters 

rated themselves highest in enabling others to act (mean 50.50; SD 4.75; 

range 40 -  60) and lowest in inspiring a shared vision (mean 41.3; SD 8.50; 

range 24 -  59) while staff members rated ward members highest in modelling 

the way (mean 50.91; SD 4.53; range 38 -  56) and lowest in challenging the 

process (mean 45.13; SD 5.28; range 30 -  53).

Table 4.6 presents descriptive statistics of leadership practices of ward 

sisters as rated by ward sisters on the LPI -  Self scale and staff members on 

the LPI-Observer scale for 2006.
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Table 4.5 Leadership practices of ward sisterss as rated by themselves (LPI —  Self) and their observers (LPI-Observer) for 2004

Model Enable Encourage Challenge Inspire Composite LPI 2004

Self Observer Self Observer Self Observer Self Observer Self Observer Self Observer

Mean 49.44 49.67 50.94 48.96 46.58 44.31 42.22 42.45 42.94 42.52 46.43 45.38

Range 3 4 - 5 9 3 5-57 33-59 32-56 31-60 26-57 26-58 29-56 23-59 29-55 3 0 - 5 9 30-56

Std Dev 6.47 5.05 5.28 6.00 7.31 7.05 8.13 5.95 9.0 6.13 6.58 5.96
(Self N = 36; Observer N = 442; range of possible scores for each subscale was 6 -  60)

Table 4.6 Leadership practices of ward sisters as rated by themselves (LPI -  Self) and their observers (LPI-Observer) for 2006

Model Enable Encourage Challenge Inspire Composite LPI 2006

Self Observer Self Observer Self Observer Self Observer Self Observer Self Observer

Mean 48.9 50.9 50.5 50.12 46.2 47.3 42.7 45.1 41.3 45.14 45.94 47.71

Range 3 5 - 5 9 3 8-56 4 0 - 6 0 36-57 31 - 6 0 28-55 2 4 - 5 7 30-53 2 4 - 5 9 31 -55 31 - 5 9 28-55

Std Dev 6.18 4.53 4.75 4.83 7.13 6.50 7.52 5.28 8.49 5.53 6.31 6.50
(Self N = 30; Observer N = 326; range of possible scores for each subscale was 6 -  60)
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Table 4.7 presents the results of the LPI (Self) and LPI (Observer) mean 

scores, standard deviation and paired t-test for LPI subscales and composite 

scores in 2004. The paired t test shows the LPI subscales and composite 

scores for ‘self’ and ‘observer’ did not differ significantly in 2004.

Table 4.7: Comparison of LPI-Self and LPI- Observer results in 2004

2 0 0 4 (Se f) n=36 2004 (Observer) n=442 Comparison
Mean SD Mean SD t-value P

Model 49.44 6.47 49.67 5.05 0.171 0.865
Enable 50.94 5.28 48.96 6.00 -1.687 0.101
Encourage 46.58 7.31 44.31 7.05 -1.725 0.93
Challenge 42.22 8.13 42.48 5.95 0.171 0.865
Inspire 42.94 9.00 42.52 6.13 -0.298 0.768
Composite LPI 46.43 6.58 45.38 5.97 -0.879 0.385

(Highest possible score for each subscale was 60; six questions per subscale, scale 1-10)

Table 4.8 presents the results of the LPI-Self and LPI-Observer mean scores, 

standard deviation and paired t-test for LPI subscales and composite scores 

in 2006. The mean LPI subscales model the way, enable others to act and 

encourage the heart and the composite LPI scores for ‘self’ and ‘observer’ 

did not differ significantly in 2006. However, the mean LPI subscales 

challenge the process and Inspire a shared vision for ‘self and ‘observer’ did 

differ significantly in 2006.

Table 4.8: Comparison of LPI-Self and LPI-Observer results in 2006

2006 (Self) n=30 2006 (Observer) n = 326 Comparison
Mean SD Mean SD t-value P

Model 48.90 6.18 50.91 4.53 1.702 0.100
Enable 50.50 4.75 50.12 4.83 -0.376 0.709
Encourage 46.20 7.13 47.27 6.50 0.810 0.425
Challenge 42.70 7.52 45.13 5.28 2.210 0.035*
Inspire 41.30 8.49 45.14 5.53 3.145 0.004*
Composite LPI 45.93 6.31 47.71 5.15 1.721 0.096

(Highest possible score for each subscale was 60; six questions per subscale, scale 1-10)

Composite LPI-Observer scores were used for the bivariate correlational 

analysis as observed measures of leadership styles and behaviours by direct 

reports strengthens the validity of the results. Leadership measures by
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followers are free of social desirability response often associated with 

leaders’ self-report measures (Xin & Relied, 2003, Polit & Beck, 2004).

4.6 Descriptive information: Quality of Patient Care (Qualpacs)

The number of patients observed was 306 (n=175 in 2004 and n= 131 in 

2006). The number of nursing staff observed was 237 (n= 131 in 2004 and 

n= 106 in 2006). In 2004, nursing staff observed comprised 131 registered 

nurses, 57 nursing auxiliaries and 20 student nurses; while in 2006 nursing 

staff observed comprised 106 registered nurses, 35 nursing auxiliaries and 

14 student nurses. In total 237 registered nurses, 92 nursing auxiliaries and 

34 student nurses were observed.

In 2004 the number of interventions observed was 230 (range 4 - 1 5 ,  mode 

5, median 6). In 2006 the number of interventions observed was 184 (range 4 

-  9, mode 5, median 6). Appendix U (Tables 1 and 2) presents the number of 

patients and nursing staff observed and the number of interventions and 

items scored in the Qualpac proforma for 2004 and 2006.

In 2004, the mean Qualpac score for the 36 wards was 3.92 (SD 0.55, range

2.5 - 4.93). The highest subsection score was Psychosocial -  individual 

(mean 4.06, SD 0.65, range 2.5 - 5), while the lowest subsection score was 

Communication (mean 3.87, SD 0.68, range 2.25 -  5).

In 2006, the mean Qualpac score for the 30 wards was 4.56 (SD 0.40, range

3.5 -  5). The highest subsection score was General (mean 4.60, range 3.6 -  

5.00, SD 0.41), while the lowest subsection score was Communication (mean 

4.34, SD 0.66, range 2.3 -  5).

4.7 Descriptive information of wards managed by the ward sisters 
who took part in the study

The following section relates to descriptive information of wards who took 

part in the study in 2004 (n=36) and 2006 (n=30).
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In 2004, thirty six ward sisters met the eligibility criteria for the study and in 

2006 thirty ward sisters met the eligibility criteria for the study (see Figure 

4.1). The following section will describe data from the wards managed by 

ward sisters who undertook the Leadership Practices Inventory in 2004 and 

2006.

Specialities included: cardiology, haematology, urology, ENT, paediatrics, 

neonatology, intensive care, A&E, minor injuries, stroke care, dermatology, 

obstetric and gynaecology, general surgery, general medicine and care of the 

older person (See Table 4.9).

Table 4.9: Number of wards from each directorate included in the study

Directorate / Department Number of wards / Number included in study
departments in directorate 2004 2006

Medical 19 16 (84%) 15(79%)
Surgical 7 7(100%) 5(71%)

Anaesthetics 6 4 (67%) 3 (50%)
Obs & Gynae 6 6(100%) 5 (83%)
OPD 3 3(100%) 2 (67%)
Cancer 1 0 (0%) 0 (0%)

4.7.1 Number of beds (allocated beds)

In the 2004 sample twenty three wards (64%) had in-patient beds ranging 

from 6 to 36. The largest wards were 36-bedded general surgical or general 

medical wards, while the smallest in-patient unit was located in A&E 

(observation beds). The most frequent size of ward was 18 bedded. Eleven 

wards (48%) had over 20 beds.

In the 2006 sample twenty wards (67%) had in-patient beds ranging from 6 -  

36. The largest wards were 36-bedded general surgical or general medical 

wards, while the smallest in-patient unit was the intensive care unit. Eight 

wards (40%) had over 20 beds.
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Table 4.10: Specialty, number of beds, number of staff and WTE of wards

taking part in the study in 2004 and 2006

Specialty Number of beds Number of staff WfTE
~ --------- ----------------- 2004 2006 2004 2006 2004 2006

Cardiology (M) - 32 - 55 - 49.05
General Medicine (M) 36 36 50 50 41.62 41.93
General Medicine (M) 34 33 47 46 41.61 41.82
General Medicine (M) 18 18 28 30 25.96 24.81
Haematology (M) - 13 - 29 - 25.15
Stroke Care (M) 18 18 31 32 24.11 24.65
Stroke Care (M) 18 18 27 29 20.52 21.84
Older People (M) 18 18 23 25 17.73 19.93
Older People (M) 20 - 29 - 22.59 -

Older People (M) 26 26 28 32 22.32 24.74
Older People (M) 22 - 26 - 21.41 -

Older People (M) 23 17 27 26 20.33 20.1
Older People (M) 0 0 5 5 4.47 4.47
Older People (M) 0 0 3 3 2.14 2.14
Dermatology (M) 10 - 12 - 10.28 -

Paediatrics (M) 34 34 49 47 37.59 34.68
Neonatology (M) 14 14 32 32 24.73 25.15
Ambulatory Paediatrics (M) 0 0 5 5 4.2 4.2
General Surgery (S) 36 36 48 51 40 39.84
General Surgery (S) 36 36 53 51 49 38.8
General Surgery (S) 18 18 30 27 23.06 22.97
Urology (S) 19 - 34 - 26.02 -

ENT (S) 17 17 28 27 20.25 20.25
A&E (S) 6 - 59 - 50 -

Minor Injury Unit (S) 0 0 8 7 6.14 10.5
ICU (A) - 6 - 58 - 48.71
Theatre (A) 0 0 53 56 42.94 46.13
Recovery (A) 0 - 25 - 20.71 -

Day Surgery (A) 0 - 14 - 11.73 -

X-Ray (A) 0 0 4 5 2.15 2.73
Maternity (O&G) 16 16 27 27 19.99 18.58
Maternity (O&G) 22 22 28 35 20.2 24.09
Maternity (O&G) 9 9 28 19 20.49 15.06
Maternity (O&G) 0 0 44 44 32 33.13
Gynaecology (O&G) 24 - 31 - 24.73
OPD(O&G) 0 0 12 12 7.39 8.18
OPD (OPD) 0 - 28 - 20.5
OPD (OPD) 0 0 4 4 3.53 3.42
OPD (OPD) 0 0 9 10 7.42 8.2
Total 494 437 989 879 789.86 705.25

M = Medical Directorate, S = Surgical Directorate, A = Anaesthetics Directorate,
O&G = Obstetrics & Gynaecology Directorate, OPD = Outpatients Department, C = Cancer 
Department)
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Table 4.11: Skill mix and Grade mix index by ward and year of study

Specialty Ski I Mix Grac e Mix
2004 2006 2004 2006

Cardiology (M) - 0.82 - 4.00
General Medicine (M) 0.75 0.74 3.02 3.13
General Medicine (M) 0.75 0.74 3.21 3.20
General Medicine (M) 0.63 0.62 2.87 2.83
Haematology (M) - 0.68 - 2.93
Stroke Care (M) 0.68 0.69 2.87 2.94
Stroke Care (M) 0.61 0.64 2.68 2.84
Older People (M) 0.69 0.71 2.90 3.00
Older People (M) 0.57 - 2.54 -

Older People (M) 0.55 0.55 2.45 2.47
Older People (M) 0.57 - 2.54 -

Older People (M) 0.58 0.60 2.73 2.72
Older People (M) 0.60 0.60 3.09 3.09
Older People (M) 0.69 0.69 3.81 3.81
Dermatology (M) 0.84 - 3.62 -

Paediatrics (M) 0.83 0.84 3.38 3.54
Neonatology (M) 0.85 0.87 4.00 4.17
Ambulatory Paediatrics (M) 1.00 1.00 4.48 4.48
General Surgery (S) 0.70 0.70 2.75 2.98
General Surgery (S) 0.72 0.72 2.95 3.03
General Surgery (S) 0.69 0.69 2.95 2.95
Urology (S) 0.73 - 3.06 -

ENT (S) 0.79 0.79 3.27 3.48
A&E (S) 0.95 - 3.70 -

Minor Injury Unit (S) 0.87 0.84 4.10 4.30
ICU (A) - 0.95 - 3.70
Theatre (A) 0.81 0.81 3.29 3.35
Recovery (A) 0.91 - 3.82 -

Day Surgery (A) 0.91 - 3.94 -

X-Ray (A) 0.78 0.81 3.71 3.66
Maternity (O&G) 0.71 0.77 3.74 3.80
Maternity (O&G) 0.70 0.78 3.60 3.78
Maternity (O&G) 0.82 0.76 4.61 4.81
Maternity (O&G) 0.83 0.85 4.57 4.72
Gynaecology (O&G) 0.77 - 2.88 -

OPD (O&G) 0.89 0.90 3.72 4.54
OPD (OPD) 0.61 - 3.82 .

OPD (OPD) 0.85 0.82 4.12 3.81
OPD (OPD) 0.68 0.59 3.21 3.06

VI = Medical Directorate, S = Surgical Directorate, A = Anaesthetics Directorate,
O&G = Obstetrics & Gynaecology Directorate, OPD = Outpatients Department, C = Cancer 
Department)
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4.7.2 Span of control (number o f staff reporting directly to the ward sister)

In 2004, the mean number of nursing and midwifery staff per ward was 27 

(SD 15.64; range 3-59). A&E had the largest number of nursing staff at 59. 

In almost a quarter (22%) of the wards the ward sister managed over 40 

staff, (36% managed over 30 staff) members. Over a quarter (28%) of the 

wards the ward sister managed less than 20 staff members. The most 

frequent number of staff managed by a ward sister was twenty-eight.

In 2006, the profile was similar: the average number of nursing and midwifery 

staff per ward was 29 (SD 17.47; range 3- 58). ICU and theatres had the 

largest number of nursing staff at 58 and 56 respectively. In (30%) of the 

wards the ward sister managed over forty staff members (47% over 30 staff). 

In over a quarter (27%) of the wards the ward sister managed fewer than 

twenty staff members. The most frequent number of staff managed by a ward 

sister was twenty nine.

4.7.3 Whole Time Equivalents (WTE)

In 2004, the average whole time equivalent for a ward / unit was 21.94 (SD 

13.26; range 2.14 to 50.00). In 2006 the profile was similar: the average 

whole time equivalent for a ward was 23.51 (SD 14.39; range 2.14 to 49.05, 

median 23.53).

4.7.4 Skill Mix

In both 2004 and 2006, the percentage of registered nurses / midwives 

ranged from 55% in a ward caring for older people to 100% in a unit caring 

for ambulatory paediatric patients. The average skill mix was 75% registered 

nurses / midwives for both 2004 & 2006 (SD 0.12 and 0.11 for 2004 & 2006 

respectively; median 0.74 and 0.75 for 2004 & 2006 respectively; mode 0.69 

for both years). Table 4.11 presents skill mix by ward and year of study.

4.7.5 Grade Mix

In 2004 the mean grade mix index was 3.39 (SD 0.59; range 2.45 -  4.61; 

mode 3.21; median 3.28). In 2006 the mean grade mix was 3.50 (SD 0.64;
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range 2.47 -  4.81; mode 3.81; median 3.42). Table 4.11 presents grade mix 

by ward and year of study.

4.8 Model testing: bivariate correlation analysis and hierarchical 

multiple regression analysis

Hierarchical multiple regression analysis was employed to evaluate the 

theoretical model and determine how well predictor variables explained the 

response variable. The first step was to compute bivariate correlations for 

each of the predictor variables (ward leadership, span of control, grade mix, 

and skill mix), demographics variables (ward sister's age, experience), ward 

characteristics (allocated beds) and the response variable (quality of nursing 

care). The purpose of this step was to select significant variables to enter into 

the regression equation, and to decrease the possibility of making Type 1 

error caused by a larger number of predictors (Munro, 2001).

4.8.1 Correlation / simple linear regression analysis of the main 

predictor and response variables

On visually checking scatter plots outliers were suspected, so because a 

normal distribution cannot be assumed Spearman’s rho correlation coefficient 

was used as the standardised correlation coefficient for the bivariate linear 

regression analysis.

4.8.2 Relationship between leadership and quality nursing care

Figure 4.2 presents a scatter plot that illustrates the relationship between the 

leadership style of the ward sister and the quality of nursing care in 2004. 

The visual representation indicates little correlation between the composite 

LPI scores and the overall Qualpacs score in 2004. This was confirmed by 

Spearman’s rho correlation coefficient results (rs = 0.15, df = 34, sig = 0.932). 

Transformational leadership was not found to be correlated (positively or 

negatively) with the quality of nursing care and subsequently was not a 

predictor of quality of nursing care.
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Figure 4.2: Scatter plot showing the relationship between the leadership style

of the ward sister and the quality of nursing care in 2004.

However, in 2006, there was a statistically significant positive association 

between the LPI scores and Qualpacs scores (rs = 0.45, df = 28, p < 0.05, 2 

tailed). Transformational leadership style was found to have a positive effect 

on the quality of nursing care. The higher the nurses rated their ward sister 

as having a transformational leadership style, the higher the quality of 

nursing care was observed. Figure 3 presents a scatterplot that illustrates the 

relationship between leadership style of the ward sister and the quality of 

nursing care. The visual representation indicates a weak positive correlation 

between the LPI scores and the Qualpacs score. In general, as the LPI score 

increased the overall Qualpacs score increased, however, there were a 

number of cases where although the LPI score was high the Qualpac score 

was low and vice versa, there were a number of cases that although the LPI 

score was low the Qualpac score was high.
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Figure 4.3: Scatter plot showing the relationship between the leadership style

of the ward sister and the quality of nursing care in 2006.

4.8.3 Bivariate correlation analysis results for 2004

The bivariate correlation analyses for data collected in 2004 are presented in

Table 4.12. The analyses indicated a lack of correlation between all of the

predictor variables and the quality of nursing care for the 2004 data.

* No significant correlation was found between ward leadership and the 

quality of nursing care (r s= 0.15, df = 34, sig =0.932).

■ No significant correlation between span of control and leadership (rs 

=0.21, df = 34, sig = 0.214)

■ No significant correlation was found between grade mix and the quality of 

nursing care (r s = 0.10, df = 34, sig = 0.561).

■ No significant relationship was found between skill mix and the quality of 

nursing care (r s= -0.023, df = 34, sig =0.895).

■ No significant correlation between grade mix (rs =0.252, df = 34, sig = 

0.138) or skill mix and leadership (rs = 0.196, df = 34, sig = 0.252)
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Table 4.12: Bivariate correlation analysis matrix for data collected in 2004

" — — ........... Quafpacs LPI Headcount Grade mix Skill mix Age Experience

LPI
Spearman's rfio 0.015
Sig. (2-tailed) 0.932
N 36
Headcount
Spearman’s rho -0.099 0.212
Sig. (2-tailed) 0.567 0.214
N 36 36
Grade mix
Spearman’s rho 0.100 -0.252 -0.293
Sig. (2-tailed) 0.561 0.138 0.083
N 36 36 36
Skill mix
Spearman’s rtio -0 .023 -0.196 -0.050 0.764**
Sig. (2-tailed) 0 .895 0.252 0.774 0.001
N 36 36 36 36
Age
Spearman’s rho -0.083 -0.583** -0 .296 0 .393* 0.171
Sig. (2-tailed) 0.630 0.001 0.079 0.018 0.319
N 36 36 36 36 36
Experience Spearman’s
rho 0.204 -0.076 0.100 0.237 0.141 0.541**
Sig. (2-tailed) 0 .233 0.659 0.562 (0.164) (0.412) (0 .01)
N 36 36 36 36 36 36
Beds Spearman’s rho
Sig. (2-tailed) -0.151 0.299 -0 .596** -0 .705** -0.423** -0 .552** -0.182
N 0.380 0 .076 0.001 0.001 0.010 0.001 0.287

36 36 36 36 36 36 42
‘Correlation is significant at the 0.05 level (2-tailed); ** Correlation is significant at the 0.01 level (2-tailed)
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Table 4.13: Bivariate correlation analysis matrix for data collected in 2006
Qualpacs LPI Headcount Grade mix Skill mix Age Experience

LPI
Spearman’s rho 0.452*
Sig. (2-tailed) 0.012
N 30
Headcount
Spearman’s rho -0.350 0.117
Sig. (2-tailed) 0.058 0.537
N 30 30
Grade mix
Spearman’s rho 0.653** 0.338 -0.194
Sig. (2-tailed) 0.000 0.068 0.304
N 30 30 30
Skill mix
Spearman’s rho 0.393* 0.123 0.129 0.814**
Sig. (2-tailed) 0.032 0.517 0.497 0.000
N 30 30 30 30
Age
Spearman’s rho 0.174 -0.375* -0 .195 0.294 0.271
Sig. (2-tailed) 0.359 0.041 0.301 0 .115 0.147
N 30 30 30 30 30
Experience Spearman’s
rho 0.099 0.094 -0.039 0.190 0.237 0.394*
Sig. (2-tailed) 0 .602 0.620 0 .837 0.315 0.207 0.31
N 30 30 30 30 30 30
Beds Spearman’s rho
Sig. (2-tailed) -0.347 -0.072 0.640** -0 .484** -0.273 -0.393* -0.190
N 0.061 0.705 0.000 0.007 0.144 0.032 0.315

30 30 30 30 30 30 30
‘Correlation is significant at the 0.05 level (2-tailed); ** Correlation is significant at the 0.01 level (2-tailed)
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The bivariate correlation analyses for data collected in 2006 are presented in 

Table 14. The analyses indicated a significant correlation between ward 

leadership, skill mix, grade mix and the quality of nursing care. Span of 

control almost reached significance level. There was no correlation between 

the ward sister demographics of age and experience and the quality of 

nursing care.

* Relationship between leadership and the quality of nursing care

There was a significant positive relationship between leadership and the 

quality of nursing care (rs = 0.45, df = 28, p<0.05). The higher the nurses 

rated their ward sister as having a transformational leadership style, the 

higher the observed quality of nursing care.

■ Relationship between span of control and the quality of nursing care
There was a negative relationship between the span of control and the 

quality of nursing care which almost reached significance level (rs = -0.35, df 

= 28, p=0.058).

* Relationship between grade mix and the quality of nursing care

There was a significant positive relationship between the grade mix and the 

quality of nursing care (rs= 0.65, df = 28, p<0.01). Having a higher grade mix 

had a positive effect on the quality of nursing care.

■ Relationship between skill mix and quality of nursing care

There was a significant positive relationship between skill mix and the quality 

of nursing care (rs= 0.393, df = 28, p<0.05). Having a higher skill mix had a 

positive effect on the quality of nursing care.

4.8.4 Bivariate correlation analysis results for 2006
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■ Relationship between allocated beds and the quality of nursing care

There was a negative correlation between allocated beds and the quality of 

nursing care (rs= -0.347, df = 28, p-0.061) which almost reached significance 

level.

Relationship between skill mix and grade mix

Skill mix was highly correlated with grade mix (rs= 0.814, df = 28, p <0.01) 

suggesting, as expected, that they are not independent of each other.

In summary, from the bivariate correlation analysis the quality of nursing care 

at this time appears to be associated with the leadership style of the ward 

sister and enhanced if the skill mix and grade mix is richer.

4.8.5 Multiple regression analysis

The next stage was to construct a multiple regression model with quality of 

nursing care as the response (outcome) variable and predictor (explanatory) 

variables identified through the bivariate linear regression analysis process.

Bivariate analysis of 2004 data did not show any significant associations 

between any variables, therefore this data was excluded from the multiple 

regression analysis.

Predictor variables that were found to have a significant correlation at the 

bivariate analysis stage of 2006 data included:

■ Grade mix (rs = 0.653, df = 28, p = 0.000) p < 0.01

■ Ward leadership (rs = 0.452, df = 28, p = 0.012) p< 0.05 

- Skill mix (rs = 0.393, df = 28, p = 0.032) p< 0.05

As illustrated in the bivariate matrix, skill mix was significantly related to 

grade mix (rs= 0.814, df = 28, p <0.01) suggesting that colinearity existed 

between these variables. Tabachnick & Fidell (1996) recommend that the 

correlation (r) between explanatory variables in a regression model should 

not be greater than 0.70. As grade mix was more highly correlated with the
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quality of nursing it was the variable chosen to be included in the multiple 

regression equation.

Although the predictor variables of span of control and allocated beds 

indicated some relationship with the quality of nursing care, (rs was above 

0.3), the correlation did not reach significance level and was therefore 

excluded from the multiple regression analysis.

■ span of control (rs= -0.350, df = 28, p =0.058)

■ allocated beds (rs= -0.347, df = 28, p=0.061)

In a hierarchical linear regression, grade mix (grade mix index) was entered 

first and then leadership (LPI composite score) was added in the second 

block (based on ascending p values). Statistics checked in the SPSS 

programme were ‘R squared change’ and ‘part and partial correlations’. 

Options checked were ‘exclude cases pairwise’ -  which means that only 

those cases with all three variables were included in the analysis.

The purpose of the hierarchical linear regression was to address the refined 

research question: Can ward leadership (as measured by the LPI instrument) 

be used to predict the quality of nursing care (as measured by the Qualpacs 

instrument) while controlling for grade mix? In other words, if the possible 

effects of grade mix were controlled for was the LPI still able to predict a 

significant amount of variance in the quality of nursing care?

Table 4.14: Summary of Hierarchical Regression Analysis for variables 

predicting the quality of nursing care (N=28)

Variable B SEB B
Step 1

Grade Mix 0.38 0.09 0.60***
Step 2

Grade Mix 0.36 0.10 0.58***
Leadership (LPI) 0.01 0.01 0.07

Note. R2= 0.36 for Step 1; (ps <0.001) AR2 = 0.32 for Step 2 (ps= 0.47) *p<0.05, 
**p<0.01, ***p<0.001
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Table 4.14 presents a summary of the hierarchical regression analysis for 

variables predicting the quality of nursing care. The variable ‘grade mix’ was 

entered into the first block (Step 1) based on ascending p values at the 

bivariate correlation analysis. The R square for this block was 0.36 which 

means that grade mix explains 36% of the variance in the quality of nursing 

care. The statistical significance of the F-ratio of 15.95 for this model was 

0.000. As this value is lower than the critical value of 0.001 this means that 

the regression equation at Step 1 explained 36% of the variance in the 

quality of nursing care.

The variable entered on the second block was leadership (Composite LPI - 

Observer scores). The adjusted R square for this model was 0.32 which 

means that leadership together with grade mix explains 32% of the variance 

in the quality of nursing care. However, the statistical significance of the F 

ratio for this model was 0.68, as this value is above the critical value of 0.05 

this means that the second block (Step 2) in the regression equation (grade 

mix and leadership together) does not explain a significant proportion of the 

variance in the quality of nursing care.

The correlation (Beta) between ‘grade mix’ and 'quality of nursing care’ was 

0.60 when the leadership (LPI) predictor was taken into account. This 

correlation was significant at the 0.001 level. Having controlled for grade mix, 

the correlation (Beta) between LPI and the quality of nursing care was 0.07. 

This correlation was not significant at the 0.05 level.

4.8.6 Summary of the hierarchical multiple regression analysis

In a hierarchical multiple regression equation potential predictors of grade 

mix and leadership were entered in blocks (Step 1 and Step 2). Grade mix 

was entered first and leadership was entered in the second and final model. 

The final model indicated that when grade mix was controlled for leadership 

was not shown to be a predictor of the quality of nursing care.

250



■ Step 1: Grade mix model was significant F (1, 28) = 15.95, p<0.001

■ Step 2: Grade mix and Leadership (LPI) model was not significant F (2, 

27) = 0.17, p = 0.68

The bivariate correlation between ward leadership and the quality of nursing 

care was r2 = 0.452 (df = 28, two-tailed p = 0.012). However, the correlation 

between ward leadership and the quality of nursing care controlling for grade 

mix was not significant F (2, 27) = 0.17, p = 0.68). In other words, there was 

no significant relationship between ward leadership and quality of nursing 

care when grade mix was controlled for.

There was a stronger relationship between ward leadership and the quality of 

nursing care when grade mix was not controlled for. Once grade mix was 

controlled for the relationship between ward leadership and the quality of 

nursing care disappeared.

However, grade mix was found to be a significant predictor of the quality of 

nursing care. In the final model the correlation between grade mix and the 

quality of nursing care, controlling for leadership was highly significant (Beta 

= 0.58, p<0.001). R square was 0.160 which means that grade mix explained 

16% of the variance of quality of nursing care.

4.9 Post-hoc exploratory analysis between 2004 and 2006 variables

Based on the 2006 predictor variables, a post-hoc exploratory analysis was 

performed to see what might have changed between 2004 and 2006 that 

might explain the associations found in 2006 but not in 2004. Paired sample 

t-tests showed that of all the variables (excluding those that must change 

over time: age and experience [years in post]), only the significant predictor 

variables included in the multiple regression model (LPI and Grade mix) in 

2006 had changed. Table 4.15 presents results of paired t-tests between 

mean scores for variables in 2004 and 2006
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Table 4.15: Paired t-tests between mean scores for variables in 2004 and

2006

2004 2006 Comparison
Mean SD Mean SD t-value P

Composite LPI 45.60 5.45 47.75 5.35 -2.53 0.018*
Grade mix 3.41 0.61 3.50 0.66 -2.45 0.021*
Skill mix 0.74 0.11 0.75 0.11 -0.42 0.68
Headcount 27.07 16.50 27.30 16.71 -0.42 0.68
Allocated beds 14.56 13.32 14.30 13.16 1.158 0.257
Overall Qualpacs 3.87 0.73 4.61 0.35 -7.15 0.001*

‘Correlation is significant at the 0.05 level (2-tailed)

■ The mean LPI composite scores in 2004 (M 45.6, SD 5.45) and 2006 (M 

47.75, SD 5.35) differed significantly (t = -2.53, df = 26, two tailed p =

0.018)

■ The mean grade mix in 2004 (M 3.41, SD 0.61) and 2006 (M 3.50, SD 

0.66) differed significantly (t = -2.45, df= 26, two tailed p = 0.021).

- The mean skill mix in 2004 (M 0.74, SD 0.11) and 2006 (M 0.75, SD 0.11) 

did not differ significantly (t = -0.42, df=  26, two tailed p=0.68).

■ The mean headcount in 2004 (M 27.07, SD 16.50) in 2006 (M 27.30, SD 

16.71) did not differ significantly (t -0.42, df 26, two tailed p=0.68).

• The mean allocated beds in 2004 (M 14.56, SD 13.32) in 2006 (M14.30, 

SD = 13.16) did not differ significantly (t=1.158, df -  26, two tailed p = 

0.257).

■ The result was a change in response variable in 2006: the mean overall 

Qualpacs scores in 2004 (M 3.87; SD 0.73) and 2006 (M 4.61; SD 0.35) 

differed significantly (t - 7.15, df=  26, two tailed p>0.001).

252



Figure 4.4 Theoretical framework: Relationship between leadership, span of 

control, characteristics of the nursing workforce (grade mix and skill mix) and 

the quality of nursing care
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4.10 Summary of the results based on the theoretical model

The theoretical framework presented in Figure 4.4 was used to summarise 

the results of the study in the following section.

■ Leadership style

The ward sister’s leadership style had an effect on the quality of nursing care 

at the bivariate correlation analysis stage in 2006. There was a significant 

positive relationship between leadership and the quality of nursing care (rs = 

0.45, df = 28, p<0.05). The higher the nurses rated their ward sister as 

having a transformational leadership style, the higher the quality of nursing 

care was observed.

However, the correlation between ward leadership and the quality of nursing 

care controlling for grade mix was not significant F (2, 27) = 0.17, p = 0.68). 

In other words, there was no significant relationship between ward leadership 

and quality of nursing care when grade mix was controlled for.

■ Span of control

The ward sister’s span of control did not have a significant effect on the 

quality of nursing care. No significant correlation was found between span of 

control and the quality of nursing care in 2004 (rs = -0.099, df=  34, p=0.567). 

However, there was a negative relationship between the span of control and 

the quality of nursing care which almost reached significance level in 2006 (rs 

= -0.35, df=  28, p=0.058).

No significant correlation was found between span of control and the 

leadership style of the ward sister in 2004 (rs =0.21, df = 34, p= 0.214) or in 

2006 (rs =0.117, df=  28, p= 0.537).

■ Grade mix

In 2004, no significant correlation was found between grade mix and the 

quality of nursing care (rs = -0.252, df=  34, p= 0.138). However, there was a 

strong significant positive relationship between grade mix and the quality of
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nursing care in 2006 (rs = 0.653, df = 28, p = 0.001). Having a higher grade 

mix had a positive effect on the quality of nursing care.

In the hierarchical multiple regression model grade mix was found to be a 

significant predictor (explanatory) variable in the model (Beta = 0.58, 

p<0.001). R square was 0.160 which means that grade mix explained 16% of 

the variance of quality of nursing care. Grade mix was found to be a highly 

significant predictor of quality of nursing care.

■ Skill mix
There was no significant relationship between skill mix and the quality of 

nursing care in 2004 (rs = -0.023, df = 34, p=0.895). However, there was a 

significant positive relationship between skill mix and the quality of nursing 

care (rs= 0.393, df = 28, p<0.05). Having a higher skill mix had a positive 

effect on the quality of nursing care.

The bivariate correlation analysis showed that skill mix was significantly 

related to grade mix (rs= 0.814, df = 28, p <0.01) suggesting that colinearity 

existed between these variables. As grade mix was more highly correlated 

with the quality of nursing it was the variable chosen to be included in the 
multiple regression equation.

No significant correlation was found between skill mix and leadership in 2004 

(rs= -0.196, df = 34, p= 0.252) and in 2006 (rs = 0.123, df = 28, p= 0.517).
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Chapter Five

Discussion

The purpose of this study was to test the link between transformational 

leadership and the quality of nursing care while controlling for the possible 

effects of grade mix, skill mix and span of control. Proposed relationships 

between transformational leadership, grade mix, skill mix and span of control 

were presented in a theoretical model. Study findings are discussed in the 

context of the theoretical model.

The theoretical model proposes seven specific relationships:

1. Transformational leadership is positively associated with the quality of 

nursing care; this was the main focus of the research.

2. Grade mix of the nursing workforce is positively associated with the 

quality of nursing care.

3. Grade mix has a mediating effect on the relationship between 

transformational leadership and the quality of nursing care.

4. Skill mix of the nursing workforce is positively associated with the quality 

of nursing care

5. Skill mix has a mediating effect on the relationship between 

transformational leadership and the quality of nursing care.

6. A wider span of control is negatively associated with the quality of nursing 

care.

7. A wider span of control has a moderating effect on the relationship 

between transformational leadership and the quality of nursing care.

5.1 Strengths of the study

Results should be interpreted in light of three major strengths of the study 

which addressed areas of under representation in the literature.

Studies which use observation of practice to measure the quality of nursing 

care: there were no studies found which directly observed the quality of care 

given to patients by nurses. Other studies tend to measure patient
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satisfaction and adverse events as measures of quality. Whilst these 

measurements are important, the process of delivering nursing care is also 

an important aspect of quality. Feinstein (2002) argued that an over-reliance 

on outcomes of care can lead to a disassociation from care processes, with 

the very real possibility that patients may have good outcomes despite 

experiencing poor care, while others may have poor outcomes despite 

experiencing excellent care. It is also important to note that outcomes are 

unlikely to be attributable wholly to the interventions of a single professional 

group (Currie et al, 2005).

Studies that control for other possible determinants of quality of care: this 

study was the first to control for the effects of span of control, grade mix and 

skill mix.

Studies which measure leadership by asking those who are led: this study 

measured the leadership style of the ward sister through the use of a 360 

degree feedback tool (feedback from the ward sister’s line manager, nursing 

staff who they line manage and others who observe them in their leadership 

role at ward level). In addition the ward sister completed a self report, 

although not used in the data analysis provided information to compare the 

perceptions of ward sisters with others who observe them in their leadership 

role.

This study was unique in combining all three and in measuring these factors 

twice. Furthermore, this is a new area of research in the United Kingdom -  

no studies were found that empirically tested the direct link between 

transformational leadership and the quality of nursing care.

5.2 Limitations of the study
Results should also be interpreted in light of three main limitations. The 

correlation design of the study precludes conclusions in relation to causation. 

This limitation was counterbalanced by collecting data at two points, two 

years apart. Therefore, if an association was found at both points in time this

257



would provide stronger evidence of the association and therefore more 

strongly suggest causation.

The study took place in one acute trust in Northern Ireland and therefore 

relied on three hospitals within the one trust as the data source. Sample size 

was restricted by the number of ward sisters who met the criteria for the 

study and who consented to participate in the study (n=36 [2004] and n=30 

[2006] out of a possible 42 ward sisters at both points in time). This limited 

statistical analysis and reduced representation from each speciality in the 

acute hospital trust. Generalisations to other ward sisters and nursing staff 

outside the acute hospital trust participating in the study should be made 

cautiously.

Finally, ward sisters who participated in the study also undertook a 

leadership development programme between 2004 and 2006; however, the 

study design precluded collection of process data which may have given a 

greater insight into understanding the link between transformational 

leadership and the quality of nursing care.

5.3 Relationship between transformational leadership and the quality 

of nursing care

The main proposed relationship in the theoretical framework was the 

influence of transformational leadership on the quality of nursing care. This 

was tested by examining the association of the ward sister’s leadership style, 

as measured by the LPI, and the quality of nursing care, as measured by 

Qualpacs. It was postulated that the more frequently the ward sister was 

observed demonstrating transformational leadership behaviours the better 

the observed quality of nursing. Testing this relationship, at two points in time 

[2004 and 2006], using bivariate correlation analysis and hierarchical linear 

regression analysis was the main focus of the research.

At the first point in time, in 2004, no correlations were found between any of 

the predictor variables and the quality of nursing care at the bivariate
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analyses stage. However, in 2006, bivariate correlation analyses found 

statistically significant correlations between transformational leadership, 

grade mix, skill mix and the quality of nursing care, with span of control 

almost reaching significance level, thus giving support to the theoretical 

model.

• transformational leadership was found to have a moderate significant 

positive relationship with the quality of nursing care (the higher the nurses 

rated their ward sister as having a transformational leadership style, the 

higher the observed quality of nursing care) [rs = 0.45, p<0.05],

• grade mix was found to have a strong significant positive relationship (the 

richer the grade mix the higher the observed quality of nursing care) [rs = 

0.65, p<0.01],

• skill mix was found to have a moderate-weak significant positive 

relationship (the higher the skill mix the higher the observed quality of 

nursing care [rs = 0.39, p<0.05].

Grade mix was the only predictor variable entered into the hierarchical 

regression equation as span of control did not reach significance level and 

skill mix, as expected, was found to be highly correlated to grade mix; as 

grade mix was the stronger predictor variable at the bivariate correlation 

analysis stage it was entered into the equation. The purpose of the 

hierarchical regression analysis was to address the refined question: Can 

ward leadership (as measured by the LPI instrument) be used to predict the 

quality of nursing care (as measured by the Qualpacs instrument) while 

controlling for grade mix? In other words, if the possible effects of grade mix 

were controlled for was the LPI still able to predict a significant amount of 

variance in the quality of nursing care?

When grade mix was controlled for, transformational leadership was not 

shown to be a predictor of the quality of nursing care. In brief, 

transformational leadership exerted some effect, as demonstrated at the 

bivariate analysis stage, but it was not as strong as the effect of grade mix on 

the quality of nursing care.
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Comparisons and insights derived from empirical literature are limited as few 

studies were found that specifically examined the relationship between the 

leadership style of the ward sister and the quality of nursing care provided by 

staff that they manage. In the UK, the RCN Clinical Leadership Programme 

study (Cunningham and Kitson, 2000[a] [b]) found that a transformational 

leadership style affected how nursing care was being managed which in turn 

had a positive effect on patient care, demonstrated through patient narratives 

and from observation of care. The current study provides further evidence 

which supports the association between transformational leadership and the 

quality of nursing care. Therefore, suggesting that an emphasis on 

developing transformational leaders could be considered as one important 

organisational strategy to improve the quality of nursing care. However, 

determining what a transformational leadership intervention would look like, 

at organisational level, is not straightforward.

In the reviewed studies, the mechanisms by which leadership was related to 

organisational, staff and patient outcomes was indirectly through changes in 

the work context and through influencing aspects of nurse behaviour that 

facilitated improved outcome. The positive leadership behaviours described 

in these studies included:

• facilitation of more effective teamwork (Anderson et al, 2003; Pollack and 

Koch, 2003),

• facilitation of greater nursing expertise through increased staff stability 

and reduced turnover (Houser, 2003),

• facilitation of interpersonal connections among staff thus providing 

diversity of cognitive perspectives and increasing information flow, 

(Anderson et al, 2003),

• giving constructive feedback, generating trust (Anderson et al, 2003),

• helping staff to resolve conflict (Anderson et al, 2003, Pollack and Koch, 
2003),

• facilitation of clear expectations and clear patient care processes 

(Anderson et al, 2003; Boyle, 2004); and,
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• establishing a work environment where nurses understand their 

accountability for professional practice and patient outcomes (Boyle, 

2004)

While portraying valuable perspectives, there appears to be little congruence 

across the leadership literature on how transformational leadership is 

operationalised in relation to improving the quality of nursing care and patient 

outcomes. Clear, cogent interventions, strategies, processes and practices, 

underpinned by a transformational leadership style, which specifically brings 

about improvements the quality of nursing care have not been articulated in 

the leadership literature. From this review operationalizing transformational 

leadership appears to blur the differences between transformational 

leadership and facilitation. At the very least the concepts do not appear to be 

mutually exclusive. This is an important contribution to operationalizing the 

transformational leadership construct in relation to improvements in the 

quality of nursing care for further research.

Nonetheless, the positive association between transformational leadership 

and the quality of nursing care found in this study is congruent with the 

findings of Houser (2003), Anderson et al (2003), Pollack & Koch (2003) who 

found significant associations between transformational leadership and 

reduced adverse events, patient complications and patient mortality. In these 

studies the relationship was indirect through a positive relationship to greater 

staff expertise and staff stability and the use of transformational leadership 

behaviours. Insights from these studies may also be relevant to the results of 

this study.

The Houser (2003) study demonstrated that leadership (as measured by the 

Leadership Practices Inventory) was indirectly associated with the incidence 

of adverse events In that transformational leadership was associated with 

increased staff expertise and staff stability, which were related to lower 

incidence of adverse events. Benner’s (1984) work on expert practice and 

knowing the patient may help to explain this finding. In the study staff 

expertise was measured as the proportion of nurses rated by their respective
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managers as belonging in each of the following categories using Benner’s 

criteria: Novice, Advanced beginner, Competent, Proficient and Expert. 

Benner (1994) explained the profound effect that experience has on the 

decision-making process for nurses. She posits that the expert nurse 

operates at a higher reasoning level and internalizes basic principles through 

experience. In contrast the novice nurse with limited clinical experience is 

unable to integrate knowledge in the same way. Boyle (2004) reasons that 

subtle antecedent signs of an impending adverse event might prove difficult 

for a novice nurse to analyze, synthesize, and rapidly formulate a plan for 

intervention. Moreover, Houser (2003) argues that to gain a staff with 

experience and expertise, a level of staff stability must be present. In the 

Houser study leadership was identified as key in attracting and keeping 

expert nurses. Scores indicating strong leadership were related to higher 

levels of staff expertise and stability (Houser, 2003). Together, these studies 

bring to light that transformational leadership may contribute to increasing the 

quality of nursing care and reducing adverse events by affecting the work 

environment (how nursing care is managed) and by contributing to the 

development of staff expertise. This indirect effect may also be pertinent 

when exploring the relationship between leadership and grade mix.

Thus, from a theoretical viewpoint, it was posited that there was a 

relationship between transformational leadership and a richer grade mix on 

the basis that a transformational leader would recruit and retain staff and 

work effectively with senior nurses to secure a better skill mix for their ward. It 

was further posited that transformational leaders contribute to the 

development of staff expertise (either directly or indirectly) which is reflected 

in the grade mix.

Bringing together findings from the RCN study (Cunningham and Kitson, 

2000[a] [b]) and the Houser (2003) study suggests that transformational 

leadership may contribute to increasing the quality of nursing care and 

patient outcomes by:

■ shaping how nursing care is managed
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■ directly contributing to the development of staff expertise

■ indirectly contributing to the development of staff expertise

The connection may be that effective nursing leadership is essential to the 

creation of practice environments, which support nurses in developing their 

knowledge and skills resulting in improved quality of nursing care.

From a wider perspective, the role and potential influence of nurse leaders 

has been recognised as one of the contextual factors in the use, or not, of 

evidence in practice (Dopson et al 2002; Dopson & Fitzgerald, 2005). This is 

important in the discussion as the implementation of evidence is likely to lead 

to improved outcomes for patients and is therefore important for high quality 

patient care (Rycroft-Malone et al 2002). Frameworks designed to promote 

evidence-based practice explicitly or implicitly acknowledge the potential role 

of leaders (Kitson et al, 1998; Rycroft-Malone et al 2002; Stetler, 2001; 

Olade, 2003). For example, the PARIFIS (Promoting Action on Research 

Implementation in Health Services) framework (Kitson et al, 1998; Rycroft- 

Malone et al 2002) presents successful research implementation as a 

function of the relation between evidence, context and facilitation. The 

contextual factors that the PARIHS framework promotes as key to the 

successful implementation fall under the three broad themes of: culture, 

leadership and evaluation (Rycroft-Malone, 2004). Manley (2000[a]) following 

Drennan (1992) defines culture as the ‘way things are done around here’, 

and argues that culture is created at the level of the individual, team and 

organisation, such that it creates the context of practice. Following on this 

argument, Rycroft-Malone (2004) argues that if changes are to be made to 

the context of healthcare (the specific environment where implementation of 

change in practice may take place) then changing the prevailing culture may 

enable this to happen. The PARIHS framework proposes that leaders have a 

key role in transforming cultures and are therefore influential in shaping a 

context that is ready for change.

While these frameworks acknowledge the potential role of leaders the 

evidence base for the exact role that leaders might play is under developed.
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In an integrative review Gifford et al. (2007) described the leadership 

activities of nurse managers that might influence nurses’ use of research 

evidence. The review included 12 studies, 8 quantitative and 4 qualitative 

studies. Quantitative studies showed that leadership activities such as 

managerial support, policy revisions, and auditing were influential, while 

qualitative studies showed that leaders’ role modelling and valuing of 

research could facilitate research use. Furthermore, a secondary analysis of 

qualitative data collected as part of the Registered Nurses Association of 

Ontario Best Practice Guidelines project found that three broad leadership 

strategies were critical to the successful and sustained use of guidelines in 

practice (Gifford et al, 2006). These included: (1) facilitating staff to use the 

guidelines (2) creating a positive milieu of best practice, and (3) influencing 

organisational structures and processes. It also emerged that leadership 

behaviour could operate at many levels, which is consistent with recent 

research on determinants of the sustained use of clinical guidelines in 

practice (Davies et al 2006). These researchers found that one of the 

facilitators of sustained guideline use was nursing leadership, which included 

key leaders at front line and executive level in various positions, including 

champions, advanced practice nurses, managers and executives. The 

authors conclude that nursing leadership is critical to sustaining and 

expanding the use of clinical practice guidelines. This research indicates that 

there are factors within the context of care that can be modified. Rycroft- 

Malone (2008) asserts that investing in key individuals at multiple levels of 

the organization, and developing their leadership capacity and ability to 

support their colleagues and regulate systems and processes to influence the 

routine use of evidence in their practice, seems a potentially testable 

intervention to improve the quality of nursing care.

The existing evidence base suggests that transformational leadership may 

have a mediating effect on the relationship between work context, 

characteristics of the nursing workforce and the quality of nursing care. If this 

is the case, one might have expected to find a positive correlation between 

the LPI scores and grade mix. If a positive correlation between the LPI 

scores and grade mix was demonstrated this would help clarify the
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importance of transformational leadership in understanding the indirect link 

between transformational leadership and the quality of nursing care. From a 

pragmatic viewpoint it would substantiate a critical role for the ward sister in 

improving the quality of nursing care and reducing adverse events by 

developing staff expertise through the use of a transformational leadership 

style.

However, a positive correlation between LPI scores and grade mix was not 

demonstrated in the study (rs = 0.338, df = 28, p=0.068). Therefore, the 

argument that transformational leaders influence grade mix, a characteristic 

of the nursing workforce, was not supported by the research findings. 

Subsequently, transformational leadership was not found to function as a 

mediator variable as defined by Baron and Kenny (1986) as it did not meet 

the following conditions:

a) variations in levels of the independent variable significantly account for 

variations in the presumed mediator variable

b) variations in the mediator significantly account for variations in the 

dependent variable.

c) when a) and b) are controlled for, a previously significant relationship 

between the independent and dependent variables is no longer 

significant.

No significant correlation was found between leadership and grade mix thus 

indicating that the first condition was not met, perhaps because of the 

relatively small sample.

The hierarchical regression analysis found that the correlation between 

transformational leadership and the quality of nursing care controlling for 

grade mix was not significant F (2, 27) = 0.538, p = 0.469). Although 

transformational leadership was positively correlated with the quality of 

nursing care, when grade mix was entered into a regression model the 

effects of transformational leadership on the quality of nursing care ceased to 

exist. In other words, there was no significant relationship between the
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transformational leadership and quality of nursing care when grade mix was 

controlled for.

In fact, grade mix appeared to moderate the relationship between 

transformational leadership and the quality of nursing care. Specifically, in 

wards with a richer grade mix the association between transformational 

leadership and the quality of nursing care was not significant. Instead, a 

richer grade mix had a highly significant impact on the quality of patient care. 

A plausible argument to explain these results may be that as nursing staff 

become more autonomous in their roles the leadership role of the ward sister 

becomes less important.

5.4 Relationship between transformational leadership, grade mix and 

the quality of nursing care
Other proposed relationships in the theoretical model were the relationships 

between grade mix and the quality of nursing care. It was postulated that a 

richer grade mix increases the quality of nursing care. Also, the model 

explored the relationship between grade mix as a mediating variable between 

the direct influence of the ward sister’s leadership style and the quality of 

nursing care.

In 2004, no significant correlation was found between grade mix and the 

quality of nursing care (rs = -0.252, df = 34, p= 0.138). However, there was a 

strong significant positive relationship between grade mix and the quality of 

nursing care in 2006 (rs = 0.653, df = 28, p = 0.001). Having a higher grade 

mix had a positive effect on the quality of nursing care.

Additionally, in the hierarchical multiple regression model grade mix was 

found to be a significant predictor (explanatory) variable in the model (Beta = 

0.297, p<0.05). R square was 0.160 which means that grade mix explained 

16% of the variance of quality of nursing care. Grade mix was found to be a 

significant predictor of quality of nursing care. In other words, a richer grade 

mix was associated with a higher quality of nursing care. This is based on the
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premise that a person who is working at a higher grade is deemed capable of 

doing a more complex job.

Before discussing these findings in the context of the literature it is important 

to point out that the concept of grade mix, (as defined in this study) and skill 

mix (as defined in other studies) are similar. Like, Carr-Hill et al (1992) the 

current study operationalised the skills and experience of staff as grade mix. 

Carr-Hill et al (1992) justify the use of grade as an approximation of skill and 

experience as grading not only reflects job content, but staff on higher grades 

tend to have more qualifications, experience and skills than those on lower 

grades. However, this is similar to the definition of skill mix in other studies. 

Whereas, in the current study, skill mix was defined as the balance of 

registered nurses and health care assistants reporting to the ward sister and 

expressed as the percentage of registered staff. This definition was based on 

how skill mix was defined and referred to in the acute trust where the study 

took place.

With this in mind, these findings, demonstrating a positive influence of a 

richer grade mix on the quality of nursing care, are congruent with the 

findings of Carr-Hill et al (1992; 1995). Carr-Hill et al (1992; 1995) found that 

there was a significant positive relationship between richer grade mix and 

quality of nursing care. The finding that a richer skill mix decreases patients’ 

experiences of complications and increases their chances of survival is 

supported by a number of other studies (Hartz et al, 1989; Manheim et al, 

1992; Tourangeau et al, 2002; Hewitt et al, 2003).

There is strong evidence that account must be taken of grade mix in order to 

deliver quality nursing care. This is supported in the framework for person- 

centred nursing developed by McCormack and McCance (2006). In the 

framework, the relationship between the constructs suggest that in order to 

deliver positive outcomes for patients and staff, account must be taken of the 

prerequisites and the care environment, which are necessary for providing 

effective care through person-centred processes. The current study provides 

empirical evidence that supports grade mix as an important factor in the care
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environment, the context in which care is delivered, and arguably the 

prerequisites construct as grade mix is a proxy measure for nurse attributes.

5.5 Relationship between transformational leadership, skill mix and 

the quality of nursing care
As previously noted skill mix was defined as the balance of registered nurses 

and health care assistants reporting to the ward sister and expressed as the 

percentage of registered staff. This definition was based on how skill mix was 

defined and referred to in the acute trust where the study took place.

There was no significant relationship between skill mix and the quality of 

nursing care in 2004 (rs = -0.023, df = 34, p=0.895). However, in 2006 there 

was a significant positive relationship between skill mix and the quality of 

nursing care (rs= 0.393, df = 28, p<0.05). In order words, having a higher 

proportion of registered nurses in the ward team was related to a better 

quality of nursing care.

This findings supports the growing body of evidence that patients on wards 

with lower proportion of registered nurses are more likely to develop pressure 

sores (Westwood et at, 2003; Healthcare Commission, 2005), fall more often 

(Westwood et al 2003); are exposed to more medication errors (Needleman 

et al, 2001; Westwood et al, 2003) and are more likely to develop healthcare 

associated infections (HCAIs) (Needleman et al, 2001; Westwood et al, 

2003). They also appear to be readmitted more often (Hewitt et al, 2003) and 

develop complications such as pneumonia (Hewitt et al 2003; Needleman et 

al 2002; Tourangeau et al 2002; Cho et al, 2003).

However, neither this study nor other studies (Aiken et al, 2002; Lankshear et 

al 2005; Kane et al 2007) provide managers with the optimum level of nurse 

staffing (including skill mix) that will provide the most benefit to patients in 

terms of their experiences and outcomes from heath care. In the current 

study, the median skill mix ratio was 74% to 26% and 75 to 25% for 2004 & 

2006, respectively. From reviewing the literature it is clear that the 

relationship between nurse staffing and quality of care is complex and
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optimal level is staffing for quality, cost-effective patient care remains largely 

unknown.

As illustrated in the bivariate matrix, skill mix was significantly related to 

grade mix (rs= 0.814, df = 28, p <0.01) suggesting that colinearity existed 

between these variables. As grade mix was more highly correlated with the 

quality of nursing it was the variable chosen to be included in the multiple 

regression equation.

Although a higher proportion of registered nurse: health care assistants in the 

ward team was positively correlated with the quality of nursing care a 

stronger correlation was the combination of the number of staff on each 

grade that made up the ward team. That is, the number and grade of staff 

(ward sisters, staff nurses, enrolled nurses and health care assistants and 

nursing auxiliaries) required for each ward. A richer grade mix was strongly 

associated with the quality of nursing care.

This finding clarifies the importance of assessing the required skills of the 

entire team when determining staffing levels and not simply focusing on the 

proportion of registered nurses to health care assistants.

5.6 Relationship between transformational leadership, span of 

control and the quality of nursing care

Span of control refers to the number of nursing staff who report directly to a 

ward sister. Span of control was measured by headcount, the total number of 

nursing staff (registered and unregistered, full-time and part-time) reporting 

directly to the ward sister. In 2004, the average number of nursing staff 

reporting to the ward sister was 27 (range 3-59). In 2006, the profile was 

similar, the average number of nursing staff reporting to the ward sister per 

ward was 29 (range 3- 58). The ward sisters in the study had a smaller span 

of than the nurse managers in the Doran et al study (2004) where the 

average number of staff reporting the nurse manager was 77 (range 36 -  

151).
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Doran et al (2004) found that a wide span of control decreased the positive 

effects of transformational leadership on nurses’ job satisfaction and patient 

satisfaction and decreased patient satisfaction. In this study, span of control 

did not have a significant effect on the quality of nursing care. No significant 

correlation was found between span of control and the quality of nursing care 

in 2004 (rs = -0.099, df = 34, p=0.567). However, there was a negative 

relationship between the span of control and the quality of nursing care which 

almost reached significance level in 2006 (rs = -0.35, df = 28, p=0.058). In 

other words, in wards where ward sister’s had a wider span of control there 

was a tendency for the quality of nursing care to be not as good as in wards 

where the span of control was smaller.

Additionally, no significant correlation was found between span of control and 

the leadership style of the ward sister in 2004 (rs =0.21, df = 34, p= 0.214) or 

in 2006 (rs =0.117, df = 28, p= 0.537). The leadership style of the ward sister 

did not appear to have an influence on the number of nursing staff they had 

reporting to them, or vice-versa

The optimal size of span of control was not explored in the Doran et al (2004) 

study. The average number of staff reporting the nurse manager was 77 

(range 3 6 - 1 5 1 )  whereas the average number of nursing staff reporting to 

the ward sister in this study was 29 (range 3 - 58) which almost reached 

significance level.

5.7 Demographic variables

Experience of the ward sister was measured as the length of time in their 

current ward sister post. In 2004, forty seven per cent of ward sisters were in 

post less than two years decreasing to thirteen per cent in 2006. Results 

show that no significant relationship was found between the experience of 

the ward sister and their leadership style in 2004 (rs = -0.076, df = 28), p = 

0.659) or in 2006 (rs = 0.094, df = 28), p = 0.620). Experience (as measured 

by the length of time in post) was not found to be a predictor of a more 

transformational leadership style.
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However, there was a significant negative relationship between the age of 

the ward sister and their leadership style in 2004 (rs = -0.583, df = 34, 

p<0.01) and in 2006 (rs = -0.375, df = 28, p = 0.041, p< 0.05). The younger 

the ward sister the higher the observers rated them as having a 

transformational leadership style. Younger ward sisters tended to exhibit 

more transformational leadership behaviours. There were no studies found in 

the literature that correlated the age of the ward sister with their leadership 

style. However, in the bivariate correlational matrix age and experience did 

not significantly correlate with the quality of nursing care.

5.8 Relationship between the leadership style of the ward sister and 

the work environment
In the study, the leadership style of the ward sister did not correlate with span 

of control, grade mix or skill mix of the nursing workforce. This could be 

interpreted that the ward sister did not have an influence on the grade mix or 

number of staff reporting to them and raises the question: does the ward 

sister have sufficient control over the ward environment? McGuire and 

Kennedy (2006) suggest that the work environment itself may affect the 

nurse manager’s ability to fully exercise transformational leadership 

behaviours in actual practice as hospitals tend to be bureaucratic 

organisations and transformational leadership may not be fostered to the 

greatest degree possible. Furthermore, they argue that if an organisation 

rewards managers for performance measures of a transactional nature, such 

as productivity, cost management and policy compliance, there is little, if any 

motivation for exerting the efforts necessary to develop transformational 

characteristics. Conducting research in highly structured military settings led 

Masi and Cooke (2000) to similar conclusions. Their research indicated that 

the cultural climate found in bureaucracies may inhibit leadership style from 

influencing unit-level norms (Masi & Cooke, 2000).

The nature of the ward sister role and the context for it may limit the impact of 

transformational leadership styles so perhaps limiting the strength of 

relationship between leadership style and quality of care. The broad scope of 

the ward sister role has led to some issues and challenges and the literature
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makes frequent reference to the role conflict and role pressures. Allen (2001) 

described the growing complexity of the ward sister role and identified 

multiple sources of stress, including feelings of loss of control over their role 

and responsibilities. The recognition that the role needs to be strengthened 

and supported for the delivery of high quality nursing is now a key priority and 

work is ongoing to revise the role in each of the four UK countries (England, 

Northern Ireland, Scotland and Wales).

In the UK, the RCN (London) completed a review of the ward sister role, 

Breaking down barriers, driving up standards and made recommendations to 

strengthen the ward sister role for care quality in England. A review of the 

ward sister role has taken place in Scotland, Leading Better Care (Scottish 

Government, 2008) and Wales, Free to Lead Free to Care (Welsh Assembly 

Government, 2008). In Northern Ireland, a review of the ward sister role is 

currently taking place to clarify the role, identify the competencies required to 

be successful and to design development programmes for existing, new and 

aspiring ward sisters and charge nurses (NIPEC, 2010; RCN , 2010).

It is postulated that the review of the ward sister role may impact on the 

strength of the relationship between leadership style and the quality of 

nursing care.

5.9 Relationship between 2004 and 2006 results

Based on the 2006 predictor variables, a post-hoc exploratory analysis was 

performed to see what had changed between 2004 and 2006 that might 

explain the associations found in 2006 but not in 2004. Paired sample t-tests 

showed that of all the variables (excluding those that must change over time: 

age and experience [years in post]), only the significant predictor variables 

included in the multiple regression model (LPI and Grade mix) in 2006 had 

changed. A possible explanation is that during the two year period ward 

sisters who participated in the current study also undertook a leadership 

development programme which built on the pioneering work of the RCN 

Clinical Leadership Programme (Cunningham and Kitson, 2000 [a],[b]). 

Transformational leadership was the underpinning philosophy of the
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programme which was developed around Kouzes’ and Posner’s (2002[a]) 

model of transformational leadership.

Another possible explanation is that in 2004 nearly half of the ward sisters 

(47%) were in post less than two years and so their leadership style may not 

have had a chance to bring change but two years later it had.

5.10 Summary of the key findings

In summary, the theoretical model is partially supported by the findings of the 

study. Conceptually, the model served as a starting place to test the 

measurement of these factors and their relationship to each other. Figure 5.1 

highlights a summary the key findings in the context of the theoretical model

Figure 5.1: Summary of the key findings in the context of the theoretical 

model

■ Transformational leadership was positively associated with the quality of 

nursing care

■ Grade mix of the nursing workforce was positively associated with the 

quality of nursing care.

■ Grade mix was not found to have a mediating effect on the relationship 

between transformational leadership and the quality of nursing care. 

Instead grade mix was found to have a moderating effect on the 

relationship between transformational leadership and the quality of 

nursing care.

■ Skill mix of the nursing workforce was positively associated with the 

quality of nursing care.

■ A wide span of control was not found to be negatively associated with 

the quality of nursing care

■ A wide span of control was not found to moderate the effect on the 

relationship between transformational leadership and the quality of 

nursing care.
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Chapter Six

Conclusions and Recommendations

The study has shown that grade mix was a significant predictor of the quality 

of nursing care. A richer grade mix was associated with a higher quality of 

nursing care. This finding provides evidence to support the growing body of 

studies linking workforce characteristics with the quality of nursing care (Carr- 

Hill et al, 1992; Manheim et al, 1992; Tourangeau et al, 2002; Needleman et 

al 2002; Hewitt et al, 2003) and emphasises the need for a rich grade mix if 

the quality of nursing care is a priority.

In relation to the association between transformational leadership and the 

quality of nursing care, transformational leadership was found to have a 

positive association with the quality of nursing care (the higher the nurses 

rated their ward sister as having a transformational leadership style, the 

higher the observed quality of nursing care). However, the statistically 

significant association found at the bivariate correlation analysis did not stand 

up in regression analysis when grade mix was controlled for. Consequently, 

the null hypothesis - that there is no association between the leadership style 

of ward sisters, as measured by the Leadership Practices Inventory (LPI), 

and the quality of nursing care given by staff that they manage, as measured 

by Qualpacs (controlling for grade mix) -  was neither accepted nor rejected. 

In other words, although there was a hint of an effect between 

transformational leadership and the quality of nursing care the link was not 

convincingly demonstrated at both points in time. Given the multi-factorial 

nature contributing to the quality of nursing care, it was judged that the study 

may not have been large enough to detect a statistically significant effect, 

given that the leadership style is likely to have only a modest impact on the 

overall quality of care.

However, on the basis of the theoretical model, and acknowledging 

limitations, transformational leadership does appear to be linked with the
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quality of nursing care, mediated through the effects of workforce 

characteristics. This is consistent with other studies which demonstrate that 

transformational leadership is associated with positive patient outcomes 

through facilitation of the development of nursing expertise, facilitation of 

more effective teamwork, through increasing job satisfaction and staff 

stability and by shaping how nursing care is managed. Thus, in conclusion, 

an emphasis on developing transformational leaders could be considered as 

one important organisational strategy to improve the quality of nursing care.

6.1 Recommendations for further research

To further advance knowledge in the area of leadership and quality of nursing 

care, several recommendations are proposed based on the study.

6.1.2 Theoretical framework

Results of this study provide partial support for the theoretical model. Clear 

and cogent theoretical explanations of the mechanisms by which leadership 

influences quality of nursing care are warranted in future work. The study 

suggests that transformational leadership may be associated with the quality 

of nursing care indirectly through an effect on staff expertise. If the 

mechanism of leadership has a more indirect relationship with quality nursing 

care through staff, it would be important to be able to understand the myriad 

factors that determine how leaders are able to influence staff expertise and 

performance. In particular, it would be important to understand the effects of 

leadership on practice culture and in shaping a context where nursing staff 

are equipped to deliver high quality nursing care.

There is a need for research to explore the moderators and mediators that 

affect the relationship between leadership and the quality of nursing care. In 

particular, attention should be directed to understanding the effects of 

workforce characteristics on leadership and the quality of nursing care. 

Future testing of models should incorporate staff expertise as one of many 

mediating variables between specific leadership behaviours and the quality of 
nursing care.

275



6.1.3 Design and analysis

There is a need for greater emphasis on intervention and longitudinal studies 

that address the effects of various leadership development strategies on the 

development of staff expertise and the impact on the quality of nursing care 

in a larger array of clinical settings. Further research should take into account 

multi-site studies, appropriate sample size, random sampling and application 

of multivariate statistical analysis.

In addition, consideration should be given to complementing quantitative 

approaches with qualitative approaches to the examination of leadership, 

staff expertise and the quality of nursing care to develop richer contextual 

descriptions of nursing leadership and the connections to the quality of 

nursing care. Qualitative findings may help to elucidate the mechanisms by 

which effective leadership influences the responses and behaviours of 

nurses in relation to their care of patients.

Essentially, further research should consider mixed methods studies that 

include experimental methods to test a hypothesis linking leadership 

behaviours to quality nursing care and qualitative methods to better 

understand leadership processes that facilitate quality nursing care, and 

contextual variables that moderate or mediate leadership effects.

6.1.4 Measurement of leadership

From a practical perspective, measuring the leadership behaviours using 360 

degree feedback was very challenging for some of the ward sisters. For the 

majority of ward sisters, this was the first time they had received feedback on 

their leadership style from their line manager, staff who they manage and 

who observe them in their leadership role. Preparation of the ward sisters 

was essential, in particular, listening to and responding to their concerns was 

an essential part of the consent process and should be given due 

consideration in future studies using this method for data collection.

Wong and Cummings (2007) recommend the continued use of observed 

measures of leader’s styles and behaviours by their followers to strengthen
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the validity of results. In this study, in 2004, LPI Self and Observer subscale 

scores and overall composite scores did not differ significantly. In, 2006 LPI 

Self and Observer overall composite score did not differ significantly but the 

mean LPI subscales challenge the process and Inspire a shared vision for 

self and observer did differ significantly in that observers rated the ward 

sisters higher in these areas than the ward sisters rated themselves. This is 

in contrast with other studies (McNeese-Smith, 1995, Chiok Foong Loke, 

2001; Kleinman, 2004) who found that nurse managers mean subscale 

scores and composite scores were higher compared to their observers.

Including a self-report measurement of leadership in future research may 

give an indication of how the leader views their leadership style in 

comparison with those who observe them in their leadership position and 

may help to inform the findings. In addition, perhaps 360 degree feedback 

ratings as well as measures of actual performance of leaders should be 

incorporated into future studies. However, recognising the fears and 

concerns amongst ward sisters getting 360 degree feedback on their 

leadership style, collection of performance information for research purposes 

may also arouse similar fears and concerns and should be approached in a 

sensitive manner. Alternatively, the use of nursing metrics and nursing key 

performance indictors could be considered as a proxy measure for actual 

performance of the ward leader and the performance of the ward team.

Additionally, a clearer description of the mechanisms by which certain 

leadership practices contribute to positive changes in staff performance and 

quality of nursing care may be achieved by using a wider range of leadership 

measures in future studies. One study (Larrabee et al, 2004) suggested that 

operationalizing the context of care variables [such as leadership, staff 

expertise and quality of nursing care] from the patients perspective’ should 

be developed in future research. While challenging to consider, this idea may 

provide further evidence to support the theorized leadership-quality of 

nursing care relationship.
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6.1.5 Measurement of the quality of nursing care

This study utilised observation of practice and an instrument designed to 

measure the quality of nursing care received by patients while care is in 

progress.

Since 2008, the prioritisation of quality within the NHS (England) and the 

commitment to holding trusts accountable for quality has placed a focus on 

measuring quality of care. Subsequently, the Next Stage Review report (DH, 

2008[a]) made a commitment to develop an indicative set of metrics for 

nursing which may include: failure to rescue, infection, falls, pressure sores 

and compassion (Griffiths et al, 2008). In Northern Ireland, Improving Patient 

& Client experience (DHSSPS, 2008) incorporate the human relationship 

dimension of quality with standards around respect, attitude, behaviour, 

communication, privacy and dignity, of which measurement methods are 

currently being tested in practice. In addition, McCance (2008) is leading a 

research project to identify and develop measurement methodology for 

nursing and midwifery key performance indicators (KPIs). This work is 

strategically linked to the Improving Patient and Client experience standards 

(DHSSPS, 2008). In the future there will be a range of tested methods that 

can be used to measure the quality of nursing care across the spectrum of 

care.

6.1.6 Role of the ward sister

It is argued that the central role of the ward sister is to provide leadership that 

will make a difference to the quality of nursing care. This study demonstrates 

a link between the leadership style of the ward sister and the quality of 

nursing care, although the evidence was inconclusive. However, the link 

needs to be demonstrated more convincingly in order to validate the impact 

of nursing leadership on the quality of care.

The literature review highlighted that the professional development of the 

ward sister role had not been given priority for almost 30 years and with it the 

opportunity to demonstrate the impact of nursing leadership on the quality of 

nursing care had been lost. However, that is now changing due to the
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political focus on the role and the increasing “ward-to-board” accountability 

for the quality of nursing care through the clinical governance function of 

trusts. The recognition that the role needs to be strengthened and supported 

for the delivery of high quality nursing is now a key priority and work is 

ongoing to revise the role in each of the four UK countries (England, Northern 

Ireland, Scotland and Wales).

By virtue of their role, ward sisters are in a unique position to influence 

individuals and organisational context. Developing the leadership capacity of 

ward sister should become a central component in the effort to achieving 

high quality nursing care because it is at the centre of the patient experience 

and can oversee, coordinate and develop the different dimensions of service 

provision to patients. As facilitation appears to be a core skill of 

transformational leadership it is recommended that leadership development 

programmes designed for ward sisters should incorporate learning 

approaches that facilitate the development of skills in the use of a range of 

facilitation methods that will help ward sisters shape a culture that develops 

staff expertise and performance of the ward team.

Additionally, it is recommended that evaluation of the revised ward sister role 

should incorporate a study which tests the link between leadership, staff 

expertise and quality of nursing care and also uses qualitative approaches to 

develop richer contextual descriptions of nursing leadership and the 

connections to the quality of nursing care.

Pembrey (1980) concluded her seminal research publication, The Ward 

Sister -  Key to Nursing, with the following caveat for the nursing profession 

'...the role of the ward sister is a complex and senior nursing role, one that is 

unique in nursing and of vital importance to the proper nursing of patients; it 

is a role that the profession should not neglect' (p.87). This caveat is as 

relevant to-day as it was 30 years ago. Fortunately, in the UK countries, the 

journey has started to strengthen and support the critical role of the ward 

sister in the delivery of high quality care. Further research in this area is 

needed to support this effort.
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6.2 Recommendations for nurse leaders in Trusts

The NHS (and other healthcare organisations) cannot assume that by simply 

investing in leadership development programmes the quality of care will 

improve. Leadership development training cannot be treated as a magic 

bullet. Having a good leader is important but is not a substitute for good 

grade mix. A good leader may be overwhelmed by poor grade mix. Both are 

important components in improving the quality of nursing care. Leadership 

matters only if there is an appropriate team to lead.

Results provide empirical evidence of a strong relationship between grade 

mix and the quality of nursing care; grade mix has been shown to be a strong 

predictor of the quality of nursing care. Therefore, having the right grade mix 

in the ward team is likely to improve the quality of nursing care. Additionally, 

results provide evidence of a link between transformational leadership and 

the quality of nursing care. Consequently, leadership development, which 

has an emphasis on developing transformational leaders, is considered one 

important organisational strategy to improve the quality of nursing care.
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Appendix A

Brief description of policy documents which highlight the 

importance of leadership for delivering on the NHS reform 

and modernisation programme



P o lic y  a n d  le g is la t io n  d o c u m e n ts  f ro m  1 9 9 7 -  2 0 0 9  (U n ite d  Kingdom: E n g la n d  a n d  Northern Ireland) which highlight the importance of 
leadership for delivering of the NHS reform and modernisation programme

Policy document (England) Brief description

H ig h  q u a li ty  c a re  fo r  a ll:  N H S  N e x t  S ta g e  R e v ie w  
f in a l r e p o r t  (D H , 2 0 0 8 )

The final report of Lord Darzi’s NHS Next Stage Review sets out a vision for the NHS with 
quality at its heart. The report addresses national themes such as quality, leadership and 
the workforce. It states that there must be a stronger role for clinical leadership and 
management throughout the NHS. Fostering leadership for quality is a key theme.

Our NHS, Our Future: NHS next stage review- 
interim report (DH, 2007)

This interim report sets out Lord Darzi’s emerging vision to develop an NHS which will 
deliver effective, high quality services that are safe, personalized to individual needs and 
equally available to all. To achieve this, it emphasizes that greater influence must be 
placed in the hands of local NHS staff and others working in partnership across the 
service, based in the best available evidence, using the latest technological innovations 
and responding to the needs of local committees.

N H S  im p r o v e m e n t  p la n :  p u t t in g  p e o p le  a t  th e  
h e a r t  o f  p u b l ic  s e rv ic e s  (DH, 2004)

This document sets out the priorities for the NHS between 2004 and 2008. It supports the 
ongoing commitment to a ten year process of reform first set out in the NHS Plan. 
Leadership to improve team working and create an environment that supports the 
acquisition of new skills and a culture responsive to change is expressed within the 
document.

B u ild in g  o n  th e  b e s t :  c h o ic e , r e s p o n s iv e n e s s  a n d  
e q u ity  in  th e  N H S  (DH, 2003)

This strategy paper sets outs how the Government will make NHS services more 
responsive to patients by offering more choice across the spectrum of healthcare. Its main 
aim is to improve patent and user experience and build new partnerships between those 
who use health and social care and those who work in them. Emphasises that local 
leadership will be critical in taking the changes forward.

S h if t in g  th e  b a la n c e  o f  p o w e r  w ith in  th e  N H S :  
s e c u r in g  d e l iv e r y  (DH, 2001)

This document outlines the Government’s plans to give greater authority and decision 
making power to patients and frontline staff. Leadership for cultural and organisational 
change is a key principle for empowering frontline staff to use their skills and knowledge to 
develop innovative services with more say in how services are delivered and resourced.



P o l ic y  d o c u m e n t  ( E n g la n d ) B r i e f  d e s c r ip t i o n

T h e  N H S  P la n : a plan for investment, a pian for 
reform (DH, 2000)

This command paper outlines the vision of health service designed around the patient. 
T h e  N H S  P la n  signaled the importance of leadership and the need to redesign the NHS 
around the needs of patients. Nurses are required to respond to the plan by focusing on 
the essential elements of care, providing strong leadership which will enable innovative 
ways of working and active involvement of patients in their care.

T h e  H e a lth  A c t  (DH, 1999[a]) This legislation applied the statutory “duty of quality" on each Health Authority, Primary 
Care Trust and NHS Trust which means that each organisation has a legal responsibility 
to satisfy itself that the quality of care it commissions and / or provides meets a required 
standard.

M a k in g  a  D if fe re n c e :  S t re n g th e n in g  th e  N u rs in g ,  
M id w ife r y  a n d  H e a lth  V is it in g  C o n t r ib u t io n  to  
H e a lth  a n d  H e a th  C a re  (D H , 1 9 9 9 [b ])

This publication explains the Government’s strategic intentions for nursing, midwifery and 
health visiting and its commitment to strengthen and maximize the nursing, midwifery and 
health visiting contribution. M a k in g  a  D if fe re n c e  identified the development of leadership in 
nursing as a crucial component in forging the new framework for nursing in the modern 
NHS. It identified the importance of self-aware leaders, motivated to produce real 
improvements in clinical practice and to establish direction and purpose, to inspire and 
motivate their teams. In addition, it identified the need for leaders who have the ability to 
work across professional and organisational boundaries.

A  F irs t  C la s s  S e rv ic e :  Q u a l i t y  in  th e  n e w  N H S  
(DH, 1998)

This consultation document sets out and invites comments on the UK Government’s 
strategy for re-organisation of the NHS, which aims to create a modern service that 
delivers high quality services for all. It states that quality will be maintained by setting 
standards through National Service Frameworks and the National Institute for Clinical 
Excellence

T h e  N e w  N H S : m o d e rn , d e p e n d a b le  (DH, 1997) This White Paper sets out three areas for action to drive quality into all parts of the NHS: 
national standards and guidelines for services and treatments: local measures to enable 
NHS staff to take responsibility for improving quality; and a new organisation to address 
shortcoming.



P o l ic y  d o c u m e n t  ( N o r t h e r n  I r e la n d ) B r i e f  description

Safety First: A framework for Sustainable 
Improvement in the H PSS (D H SSPS, 2006[a])

Safety First: A framework for Sustainable Improvement in the H PSS set out a policy 
statement on safety. It stated that D H SSPS was committed to ongoing development of 
safer service as part of the Department’s drive to improve clinical and social care, service 
user experience and outcomes. Strong leadership, a focus on systems and on an 
organisational safety culture will reduce error.

The Quality Standards for Health and Social 
Care (DH SSPS, 2006 [b])

The Quality Standards for Health and Social Care -  Supporting Good Governance and 
Best Practice in the H PSS set out the quality standards D H SSP S considered people 
should expect form the H PSS. The standards identified five key quality themes: corporate 
leadership and accountability; safe and effective care; accessible, flexible and responsive 
services; promoting, protecting and improving health and social well-being; and effective 
communication and information. It represented a significant step in placing the needs of 
service users and carers at the centre of health and social services.

Health and Personal Social Services (Quality, 
Improvement and Regulation) (Northern Ireland) 
Order 2003 (DHSSPS, 2003)

Health and Personal Social Services (Quality, Improvement and Regulation) (Northern 
Ireland) Order 2003 applied the “statutory duty of quality” on H SS Boards and Trusts, 
which means that each organisation has a legal responsibility to satisfy itself that the 
quality of care it commissions and / or provides meets a required standard.

Circular H SS (PPM) 10 / 2002 Governance in the 
H PSS (DH SSPS, 2002)

D H SSPS guidance H SS (PPM) 10 (2002) asked health and social care bodies to formally 
develop and implement clinical and social care governance arrangements with a view to 
improving quality in the H PSS. This circular also stated the wide range of activities relating 
to the delivery of high quality care and treatment, and stated that clinical and social care 
governance arrangements must involve users in ways that are meaningful, appropriate 
and acceptable.

Best Practice -  Best Care (D H SSPS, 2001) Best Practice -  Best Care (D H SSPS, 2001) sets out the detail of a framework to improve 
the quality of care in Northern Ireland. This included links to national standard setting 
bodies such as the National Institute for Clinical Excellence (NICE) and the Social Care 
Institute for Clinical Excellence (SC IE) as well as the various codes of conduct for the 
regulated professions such as Medicine, Nursing and Social Work.



P o l ic y  d o c u m e n t  ( N o r t h e r n  I r e la n d ) Brief description

Fit for the Future -  A New Approach 
(DH SSPS, 1999)

This paper presents a vision of the H PSS as a single, integrated service, centred around 
primary care, directed by and accountable to the Assembly, It is a vision in which the 
needs of people come first, and the needs of organisations come second. Leadership and 
accountability are key themes in the document.



Appendix B

Letter from the Research Ethics Committee of Queen’ 

University Belfast giving approval for the study



Research Ethics Committee
Room 1009
Education Centre
Royal Group of Hospitals
Belfast BT12 6BA
Northern Ireland
Tel (028) 9063 2649
Fax Number (028) 90 319550

22 January 2004

Mrs Dawn Connolly 
Senior Nurse Practice 
Development

Dear Mrs Connolly

RESEARCH ETHICS COMMITTEE 

Application No: 13/04

Title of Project: Evaluating the impact on the quality of patient care of an action learning 
aPproach to leadership development amongst ward managers.

The above project was considered by the Research Ethics Committee at a meeting held on Tuesday 
20 January 2004. The Committee consulted the full protocol, considered the application form and 
the consent/patient information sheet and decided to give approval to your project on ethical 
grounds.

^  the study is being carried out in a hospital, this approval is conditional on informing the Hospital 
^ministration, making a note in the patients' chart that he/she has participated in the study and if it

CtlAIRMAN, RESEARCH ETHICS COMMITTEE 
* ^CULTY OF MEDICINE



Appendix C

Letter from the Office of the Medical Executive giving local 

approval for the study being undertaken at the trust



OFFICE OF THE MEDICAL EXECUTIVE

11 March 2004

Mrs D Connelly
Acting Senior Nurse Practice Development 
The Rowans

Dear Dawn

Re: Study: Evaluating the impact on the quality of patient care 
of an action learning approach to leadership development 
amongst ward managers

Thank you for your letter dated 2nd March 2004 and supporting 
correspondence relating to the above named study. This was 
discussed at the recent Medical Executive Committee meeting and 
approval given to the study being undertaken in

Yours sincerely

\

Dr C Humphrey 
Medical Director



Appendix D

Copy of the Quality of Patient Care Scale (Qualpacs) used
the study



QUALITY PATIENT CARE SCALE (Qualpacs)

p«ient (Nam e or No ): R a ,c r ( n° me ° r  N ° >

No:

Time:

ZXXI __I----1----!----

Psychosociau INDIVIDUAL

Actions directed toward meeting psychosocial 
reeds of individual patients

 ̂ Patient receives nurse's full attention. # D

' Patient is given an opportunity to explain his 

feelings. # D

^ Patient is approached in a kind, gentle and 
friendly manner. # D

^ Patient's inappropriate behaviour is responded to 
•a a therapeutic manner, # D

5
Appropriate action is taken in response to 
Qnticipated or manifest patient anxiety or 
distress. # D / * I

^ Patient receives explanation and verbal 
reassurance when needed. # D

Patient receives attention from nurse with 
Neither becoming involved in a nontherapeutic

8 Way. # d
Patient is given consideration as a member of a 
family and society. +/D*I

9
' Patient receives attention for his spiritua

reeds. +D/*I

1



^ The rejecting or demanding patient continues to 
receive acceptance. +D/*I

1 1 .

12.

13.

14.

15.

Patient receives care that communicates worth 

and dignity of man. # D

The healthy aspects of the patient's personality 

are utilised. # D/*I

^n atmosphere of trust, acceptance, and respect 
's created rather than one of power, prestige and 

Quthority. # D

appropriate topics for conversation are chosen.
#D
The unconscious or non orientated patient is 
cared for with the same respectful manner as 
the conscious patient. # D
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11

31 - 32

12

33 - 34

13

3 5 -3 6

14

3 7 -3 8

^ 3 9 ^ - 4 0 ^

15

41 - 42 - 43

Area 1 Mean

PsVCHOSOCIAL: GROUP

Actions directed toward meeting psychosocial 
needs of patients as members of a group

Patient as a member of a group receives warmth, 
'aterest, and attention from the staff. # D

Patient receives the help necessary to accept 
11 its on his behaviour that are essential to group 

Welfare. # D

Patient receives encouragement to participate in 
°r to plan for the group's daily activities. # D

19 > ,ne member of the group is provided with the 
°Pportunity to assume responsibility according to 

his capability. # 0

2



S ta f f  proposals fo r  pa tie n t a c tiv it ie s  
Qpp rop ria te ly  r e f le c t  in te re s ts  and needs o f th e  
group members. # D

2l- Patient is helped to vent his emotions in a socially 
acceptable way within the group. # D

Praise and recognition are given for achievement 
according to individual needs with respect for 
others in the group. # D

The rights and integrity of the group member 
are protected within the group structure. # D

PHySICAL

Actions directed toward meeting physical needs 
2 °f patients

• Cursing procedures are adapted to meet needs 
° f  individual patient for treatment. # D

Patient's daily hygiene needs for cleanliness and 
Qcceptable appearance are met. # D

k' Cursing procedures are utilised as media for 
c°mmunication and interaction with patient. # D

Physical symptoms and physical changes are 
identified and appropriate action taken. # D

® Physical distress evidenced by the patient is 
responded to quickly and appropriately. # D

29
Patient is encouraged to observe appropriate rest 
Qr'd exercise. # D / * I

3



30

31.

Patient is encouraged to take adequate diet. 
# t y * i

Action is taken to meet the patient's needs for 
adequate hydration and elimination. # D/*I

 ̂behavioural and physiological changes due to 
dedications are observed and appropriate action 

3 taken. # D/*i

Expectations of patient's behaviour are adjusted 
and acted upon according to the e ffect the 

3 dedication has on the patient. # D/*I 
Medical asepsis is carried out in relation to 
Patient's personal hygiene and immediate 
er|vironment. # D

35
Medical and surgical asepsis is carried out during 
teeatments and special procedures. # D/*I

36. fnv'eonment is maintained that gives the patient

37

38

feeling of being safe and secure. # D

Q̂fety measures are carried out to prevent 
PQtient from harming himself or others. # b

Established techniques for safe administration of 
dedications and parental fluids are carried out.
# b

SEk>edal

Acti°ns that may be directed toward meeting either
fsVcho|
D°th

ogical or physical needs of the patient or 
Qt the same time.

39■hQtient receives instruction as necessary. # b
26 - 27

39

4



Patient and family are involved in planning for 
$ care and treatment. # D / * I

Patient's sensitivities and right to privacy are 
protected. # D

 ̂Patient is helped to accept dependence / 
independence as appropriate to his condition. #  D

'■  ̂Resources within the millieu are utilised to
provide the  pa tien t w ith  opportun ities fo r  

Problem solving. # D
 ̂Patient is given freedom of choice in activities of 
daily living whenever possible and within patient s 

£ Qbility to make the choice. # D
 ̂Patient is given freedom of choice in activities of 
daily living that will stimulate his potential for 
Positive psychosocial growth and movement 
toward physical independence. # D / * I

i  • A c tiv itie s  are  adapted to  physical and mental 

^a b ilitie s  o f patient. # D / * I

Cursing care is adapted to  patient's  level and 
Pace o f development. # D

i  biversional and/or treatment activities are made 
Qvailable to the patient according to his 
Capabilities and needs. # D

49 D
' PQtient with slow or unskilled performance is 

g Qccepted and encouraged. # D 
* • Cursing care goals are established and activities

Performed which recognise and support the 
therapist's plan of care. # D / * I

Si interaction with the patient is within framework 
°f the therapeutic plan. # D



Close observation o f th e  p a tien t is ca rrie d  out 
w'th  minimal d is turbance . # D

^ Response to  th e  pa tie n t is appropria te  in 
eHergency s itua tions. # D

5?

^M m u n ic a t io n

0iTlrnunication on beha lf o f th e  pa tien t.

54.

55.

56.

^deas, facts, feelings, and concepts about the 
Patient are communicated clearly in speech to 
Medical and paramedical personnel. # D

family js provided with the opportunity fo r 
reciprocal communication with the nursing s ta ff. 
11 b / * i

^deas, facts and concepts about the patient 
cW |y  communicated in charting. *1

care

5?

5e.

59

&0

^e|| developed nursing care plans are established 
Qnd incorporated into nursing assignments. *1

^ertinent incidents o f the patient's behaviour 
Ur'n9 interaction with s ta f f  are accurately 

rePorted. it D /* I

St° f f  participate in conferences concerning 
pQt'ent care, # D

EffActive communication and good relationships 
other disciplines within the hospital are 

e'*tQb|ishcd fo r the patient's benefit. # D /* I

R e n t 's  needs are met through the use of
errals, both to the departments in the hospital 

nd to other community agencies. # D /* I
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S essional implications
r
Qre given to patient reflects initiative and 

esP°nsibi|ity indicative of professional expectations.

 ̂ decisions that are made by sta ff reflect 
knowledge of facts and good judgement. # D/*

^ ^idence (spoken, behavioural, recorded) is given 
by staff of insight into deeper problems and 
^eds of the patient. # D/*

 ̂ Changes in care and care plans, reflect 
c°ntinuous evaluation of results of nursing care. 
#b/*

5̂
bt° f f  are reliable, follow through with 
rcsponsibilities for the patient" care # D/*

^signed sta ff keep informed of the patient's 
condition and whereabouts. # D

^  Cn'-are given to the patient reflects flexibility in 
rL|les and regulations as indicated by individual 
PQtient needs. # D/*

8̂ Q
w"gamsation and management of nursing 
Qctivities reflect due consideration for patient 
needs. # D/*

7



Appendix E

Copy of the Cue Sheets for use with the Quality of Patient
Care Scale



CUE SHEETS

pSYCHOSOCIAL: INDIVIDUAL

Actions directed toward meeting psychosocial needs of individual patient

 ̂ Patient receives nurse’s full attention #D
a. Patient is appropriately responded to verbally and non-verbally, without being 

asked to repeat phrases.
b. Staff assumes positions that will aid in observation and communication with 

patient.
c. Conversation of staff is restricted to patient who is receiving care.
d. The infant is looked at and talked to as he receives a bottle-feeding.
e. Questions are posed which encourages patient to express feelings.
f. Evidence is given by staff of anticipation of projected needs of patient.

Patient is given an opportunity to explain his feeling. #D
a. Facial expression of staff indicates interest in and understanding of patient.
b. Patient is given time to talk.
c. Patient is allowed to complete sentence before staff speak or move away 

from patient.
d. Conversation is encouraged by staff using brief comments or leading 

questions to let patient know they are listening and interested.
e. Conversation is terminated in such a manner that patient understands 

reason for termination, leaving patient with a feeling of satisfaction about 
discussion.
(Patient's facial expression indicates this satisfaction.)

3
Patient is approached in a kind, gentle and friendly manner. #D
a. Staff speak clearly, in a soft and pleasant tone of voice.
b. Patient is called by name and informed of name of nurse through distinct 

enunciation.
c. Crying patients (all ages) are shown patience and understanding (verbally 

and non-verbally).
d. Patients are approached with a smile and encouraging word.
e. Patient is given opportunity to initiate verbalisation of needs.

1
Patient’s inappropriate behaviour is responded to in a therapeutic manner.
#D
a. Withdrawn patient is helped to consider various means for involvement or 

interactions with others.
b. Attention of adolescent who is teasing others and interfering with activities of 

others is redirected.
c. Patient who refuses examination or treatment is helped to think through 

various facets and alternatives in the situation.
d. Expressions of hostility are accepted; changes that can be made are made, 

and explanations of why some things cannot be changed are given; 
indications are given to the patient that the nurse is interested in knowing the 
patient’s feelings.

e. Staff communicates, in acceptable manner, dislike of abusive or provoking 
language or behaviour.



Appropriate action is taken in response to anticipated or manifest patient
anxiety or distress. #D /*I
a. Leading questions are asked to determine what the patient knows about 

pending therapy and to allow him to express fears.
b. The labouring mother is encouraged to express her thoughts and feelings 

about impending delivery, her own safety and the health of her baby.
c. Time is spent with the patient or arrangements are made to have someone 

else stay with anxious patient.
d. Physical indicators of anxiety and distress are noted, such as wringing of 

hands, diaphoresis, withdrawal, etc.
e. Patient’s repeated reference to a topic is noted and he is encouraged to 

discuss it.

Patient receives explanation and verbal reassurance when needed. #D / *1
a. Components and purpose of treatments or nursing care action are explained 

as appropriate.
b. Attempts are made to describe kind of pain or discomfort and what will be 

done and what patient might do to alleviate pain or distress.
c. Patient is helped to explore and understand why he feels about or behaves 

as he does, toward other patient’s actions to remind and reassure him of 
movement toward wellness.

d. Patient is informed of when staff will leave and when they will return.

Patient receives attention from nurse with neither becoming involved in a
non-therapeutic way. #D
a. Nurse-patient relationship is maintained by focusing on patient’s interests.
b. Child’s needs for affection and closeness are provided for, but child is helped 

to remember parents and siblings.
c. Appropriate terms of address are utilised by both nurse and patient rather 

than inappropriate endearing terms.
d. Monopoly of time of either patient or nurse is avoided.
e. Patient considering alternative actions is listened to and encouraged, but 

allowed to make own decision; staff is neither authoritarian nor patronising.

Patient is given consideration as a member of family. #D / *1
a. Care and treatment activities are provided at times that will least interfere 

with visiting family or friends.
b. Family is encouraged to participate in care of patient; mother is encouraged 

to feed child.
c. Patient is assisted to maintain communication with friends and colleagues -  

comfortable setting for visitors, assistance with telephoning, positioning and 
materials for letter writing, prompt mail delivery.

d. Rules are adjusted to meet special needs of patient or family eg underage 
child allowed to visit parent.

Patient receives attention for his spiritual needs. #D / *1
a. Patient’s religious beliefs and practices are respected.
b. Religious articles are handled with respect.
c. Pastor is promptly called when patient expresses desire to see him or nurse 

volunteers to call pastor.
d. Assistance is offered and patient is encouraged to attend the services of his 

faith available to him (within the limits of his physical ability to do so).

The rejecting or demanding patient continues to receive acceptance. #D /*l



a. Patient who refuses to talk is visited frequently by nurse who displays 
interest and gives assurance of “being there”.

b. Willingness to understand patient’s point of view is conveyed in relation to 
refused activity or treatment.

c. Patient who turns away or shouts, “go away”, is remained with, spoken to 
quietly and reassuringly and helped with resolution of need to reject attention 
offered.

d. Attempts are made to help patient clarify his understanding of the rationale 
for nurse actions or for treatments she proposes.

e. Call light is answered promptly and without hostility, despite frequency of 
demands.

Patient receives care that communicates worth and dignity of man. #D
a. Patient is cared for with kindness and helpfulness.
b. Patient is encouraged to make choices about daily care and allowed time to 

make decisions and to respond.
c. Requests and needs of hopelessly ill or dying patient are met with the same 

interest as that shown other patients.
d. Means and opportunities for communication are provided and utilised within 

communication limitations of patient speech loss or defect, deafness, limited 
language skills.

e. Physical movement of patient is managed so that minimal strain is inflicted.
f. Patient with permanent body defect is cared for in the same way as other 

patients.

The healthy aspects of the patient’s personality are utilised. #D /*I
a. Patient receives guidance in resolving a problem to decrease frustration of 

indecision.
b. Opportunities are provided for patient to receive satisfaction through 

contributing to others eg having child in wheelchair take toy to child confined 
to bed.

c. Patient’s abilities are pointed out, while focus on his disabilities is avoided.
d. Ways are provided and the patient is encouraged to enlarge his knowledge 

in areas that are of interest to him.
e. The patient’s sense of humour is responded to in an appropriate manner.
f. Conversation is directed into optimistic vein; dwelling on pessimistic outlook 

is subtly curbed.

At atmosphere of trust, acceptance and respect is created, rather than one of
power, prestige and authority. #D
a. Patient is trusted in as many ways as possible; he is allowed to perform 

those care activities within his capacity.
b. Patient is allowed to express his opinions and respect for his opinions is 

reflected in plans and activities of care.
c. Withholding ordered treatment or necessary care is not used to solicit patient 

co-operation.
d. Patient’s conversation or activities are not heedlessly disrupted.
e. Inappropriate comments or actions made by the patient are quietly and 

briefly pointed out to him.

Appropriate topics for conversation are chosen. #D



a. Topics of known interest to patient are introduced; particular sport, hobby, TV 
show, doll or neighbourhood activity.

b. Patient is encouraged to talk about personal interests and concerns eg 
children, family, what family is probably doing at home.

c. Conversation is guided to neutral or positive subject if argument develops or 
seems to be developing.

d. Discussions realistic to plans for and feelings about the future are 
encouraged whether expectation is complete recovery, living with limitations 
or death.

The unconscious or non-oriented patient is cared for with the same respectful
manner as the conscious patient.* #D
* Applies as well to lethargic, sedated or non-verbal patient.
a. Help is sought in moving the patient and moving is performed in a safe, 

gentle manner.
b. Conversation of staff is focused on matters about the patient and his 

immediate care, jocularity is avoided.
c. Patient is referred to by name and is spoken to in a well-modulated tone; 

discussion of patients condition or prognosis is avoided in patient’s presence.
d. Disorientated patient is informed about anticipated treatments, instructions 

are offered about what will be expected of him and interest in helping the 
patient to understand is evinced.

e. For the patient anticipating anaesthesia or other induced unconsciousness, 
anxiety regarding being unconscious is recognised and discussed. Patient is 
given support regarding confidentiality of his behaviour and conversation 
during period of unconsciousness.



pSYCHOSOCIAL: GROUP

^are received reflects recognition of the patient’s psychosocial needs as a member of a
group.

Patient as a member of a group receives warmth, interest and attention from 
the staff. #D
a. Conversation of group members is listened to and comments are made that 

promote patients continued interest.
b. Each member of the group is recognised and acknowledged by the staff.
c. Patients receive appropriate information about changes in group structure eg 

one of the ward patients is to remain in ICU overnight following surgery.
d. New patients are introduced to the group by staff.
e. When more than one staff member is working with a patient, the patient is 

given recognition as a part of that group.

'?■ Patient receives the help necessary to accept limits on his behaviour that are 
essential to group welfare. # D
a. Reasons for limitations that relate to “regulations” are identified eg no 

smoking with O2 in the room.
b. Group member receives necessary explanation and guidance regarding 

group aims.
c. Groups of adolescents are helped to plan games that include those with 

physical limitations, without placing undue attention on the latter.
d. Hostile expressions relating to limitations are accepted, but staff remains firm 

and consistent in maintaining these when necessary.
e. Reason for exclusion of an individual from a group is explained without 

embarrassment to either the individual or group.

ir Patient receives encouragement to participate in or to plan for the group’s 
daily activities. # D
a. Patient is helped to plan activities and time schedules, such as bathroom 

privileges.
b. Patient is encouraged to make plans helping others in the group eg when to 

take the paralysed patient to the sun-porch in a wheelchair.
c. Patients suggestions and assistance are sought in making changes in 

physical setting -  furniture arrangements, room assignments, etc.
d. Patient is helped to make arrangements for some social activities eg sharing 

of meals by three or four patients.

The member of the group is provided with the opportunity to assume 
responsibility according to his capability. # D
a. Mother with one or more children is given the opportunity to offer 

suggestions to “new” mothers.
b. Aggressive patient is encouraged to serve as member of committee 

providing support to “chairperson" but not take over chairperson’s duties.
c. Patient is provided with schedule for his examinations or treatment and it is 

suggested that he assume responsibility for being at the right place at the 
right time.

d. Patient is allowed to initiate preparations for meals, visits, or bedtime without 
being reminded each time that it is time to do these things.

e. The ambulatory patient is permitted to feed other patients in the room.



Staff proposals for patient activities appropriately reflect interests and needs 
of the group members. #D
a. Involvement of each patient in group activities is noted and subtle 

modifications suggested to ensure the appropriate involvement of all eg 
proposing that the child with the injured knee keep score for the volleyball 
games.

b. Ways of dividing group into small common-interest groups are suggested; 
checkers, pinochle, jigsaw puzzles, playing with dolls, building blocks, etc.

c. New diabetic is guided in discussing with others the disease and its meaning 
to them.

d. New mother is encouraged to attend infant bath demonstrations.

Patient is helped to vent his emotions in a socially acceptable way within the 
group. # D
a. Group is helped to establish guidelines and discussion of emotion-laden 

issues is encouraged eg children discuss experiences and feelings about 
schools and teachers or patients “debate” merits of various sides of political 
issues.

b. New mother is given opportunity to discuss her fears and hopes with other 
mothers, staff, other parents, etc.

c. Hostility is recognised and activities offered that demand physical strength, 
energy and movement eg a round or two with punching bag, volleyball or 
dodgeball.

d. Groups confined to the hospital for long periods of time (eg TB patients) are 
guided in discussing their feelings about isolation and restriction of physical 
activity and helped to devise activities appropriate to the limitations imposed 
eg developing a patient government.

e. Patients who have suffered a change in body image (amputation of lower 
limb, colostomy, mastectomy) are allowed to grieve without being forced to 
participate in activities before they are ready.

Praise and recognition are given for achievement according to individual 
needs with the respect of others in the group. # D
a. Staff move quickly to next activity when “braggart” has scored point; patient 

is helped to recognise his accomplishment in relation to his abilities and 
those of others; he is guided to recognise achievements of others.

b. Staff discuss and help patient recognise relationship of small 
accomplishment to potential for “next more difficult step" eg patient able to 
hold self up off bed for 30 seconds in preparation for crutch walking, 
mastectomy patient able to raise effected arm above head.

c. Child is praised for his self-control during an examination.

The rights and integrity of the group member are protected within the group 
structure. # D
a. Conversations about death are redirected by staff if one of the members is 

displaying anxiety.
b. The group members or patients are informed of the problems of the aphasic 

patient eg he can understand conversation but cannot contribute verbally.
c. The patient who is unable to eat without drooling is given help with feeding.
d. Hesitant patients are encouraged to join activities; less adept patients are 

assisted without the performance actually being done for them.
e. Provision is made for maintaining confidentiality when personal matters of 

the patient are involved.



Actions directed towards meeting the physical needs of patients.

Nursing procedures are adapted to meet needs of individual patients for 
treatment. # D
a. Sufficient time is allowed following patient’s smoking, eating or drinking when 

taking an oral temperature.
b. Equipment and materials are arranged on the side of the bed and in a 

convenient position for left handed patient to do his own tracheal suction.
c. General morning care of arthritic patient is left until last so no one will feel 

pressure of time and movements can be made slowly.
d. Colostomy irrigation is done at the time the patient states would be most 

convenient for him at home.

Patient’s daily hygiene needs for cleanliness and acceptable appearance are 
met. # D
a. Staff offer to comb hair of patient unable to do so for physical or mental 

reasons eg cardiac patient, patient with upper extremity injury, patient in 
state of emotional shock following loss of loved ones, regressed mental 
patient.

b. Disturbed patient is helped to shower, shave and select clean clothing or 
items of attire that go together.

c. Bedside environment is made near and orderly, soiled gowns are changed 
PRN.

d. Assistance is offered with oral hygiene eg brush is prepared and basin held 
for patient with upper extremity cast, dentures brushed under running water 
for patient unable to do this himself, child is taught proper brushing 
technique.

e. Body, dressing and air deodorisers are provided as indicated.

2s Nursing procedures are utilised as media for communication and interaction 
with patients. # D
a. Withdrawn patient is encouraged to talk of self, interests and family while 

receiving direct nursing care.
b. During each contact, staff encourage and allow time for the patient unable to 

speak (aphasic, tracheotomised, etc) to write some message; they allow 
some time to respond to each message in an unhurried manner.

c. Paraplegic patient is encouraged to discuss his progress in physiotherapy 
while nurse makes his unoccupied bed.

d. Mother is helped to listen to heartbeat of her unborn child and encouraged to 
talk about the baby and its meaning to her.

e. Patient is encouraged to assist, even in a small way, with particularly painful 
treatment eg burn dressing, repeated intramuscular injection.

27 Physical symptoms and physical changes are identified and appropriate 
action taken. # D
a. Cyanosis is noted; staff checks for bleeding, oxygen flow, position in relation 

to breathing.
b. Mottled tissues over bony prominences are noted; frequency of turning 

patient is increased and ways provided to keep pressure from area.
c. Languor and shallow breathing of small child is noted and appropriate action 

taken.

Physical



d. Undesirable weight loss is noted in eiderly clinic patient; patient is questioned 
about changes in eating habits, living conditions, appetite.

e. The fundus of the uterus is massaged to evaluate the possibility of 
postpartum haemorrhage.

Physical distress evidenced by the patient is responded to quickly and
appropriately. # D
a. Patient is moved up in bed and pillows are adjusted to provided a 

comfortable position and good body alignment.
b. Patient’s complaint of pain or burning at site of infusion prompts investigation 

for infiltration and possible removal of needle.
c. Signs of pain, restlessness, perspiration, facial contortion, are noted and 

action is taken to alleviate it eg change of position, medication, fresh 
dressing.

d. Excoriated buttocks of baby are noted and nappies changed frequently to 
keep baby clean and dry and soothing protective ointment or powder applied.

e. Patient with respiratory tract secretions is either helped to deep breathe and 
cough or is suctioned.

Patient is encouraged to observe appropriate rest and exercise. # D / *1
a. Patient is helped to understand role of rest in his treatment eg cardiac, 

thrombophlebitis, hepatitis, chorea.
b. Patient is helped to understand role of exercise in treatment of his illness eg 

post surgical, paralysis, traction or cast immobilisation.
c. Elderly patient is assisted out of bed; patient is encouraged to stand and to 

help self. Patient is given time to do for himself, but necessary assistance 
and protection is offered.

d. Patient is helped to plan ways to save movement and steps in accomplishing 
tasks of daily care.

e. New activities are suggested to patient; reading or light handicrafts for rest, 
playing pool or ping-pong for exercise.

Patient is encouraged to take adequate diet. # D / * I
a. Eating habits are discussed with patient to learn cultural and social habits as 

well as food likes and dislikes.
b. Patient is helped to know what constitutes an adequate diet.
c. Interest in displayed in attractiveness of patient’s tray and in appropriateness 

of food served; assistance is promptly given in making dietary corrections.
d. Pleasant atmosphere is provided for mealtime, company -  other patients, 

volunteers, and visitors -  provided wherever possible.
e. Special dietary needs or increased requirements of certain dietary 

constituents are discussed and appropriate foods on tray are pointed out to 
patient.

Action is taken to meet the patient’s needs for adequate hydration and
elimination. # D / * I
a. Elimination patterns are identified and steps taken to promote adequate 

elimination eg laxatives, proper diet, exercise.
b. Patient overanxious about elimination is given opportunities to discuss 

concerns and is provided with information to enhance understanding.
c. Fluids are encouraged in the dehydrated patient or the patient losing larger 

amounts of fluid eg diaphoresis with elevated temperature.
d. Intake and output is measured accurately eg N/G drainage, Foley catheter, 

wound drains, postpartal bleeding.



e. Diarrhoea in the infant is reported promptly and measures taken to alleviate 
the problem.

f. Measures are initiated to prevent elimination problems or problems of limited 
intake, whenever there is psychomotor retardation, as in the depressed 
patient.

Behavioural and Psychological changes due to medications are observed 
and appropriate action taken. # D / * I
a. Skin reactions of patients are reported and drug is withheld as necessary.
b. Disturbances in orientation are recorded and reported.
c. Anorexia is noted and reported in a patient on a digitalic preparation.
d. Relaxation and amount of sleep obtained in response to sedative is noted 

and reported.
e. The effect of a mucolytic agent administered during an IPPB treatment is 

noted; expectoration, productivity, quality of cough.

Expectations of patient’s behaviour are adjusted and acted upon according to 
the effect the medication has on the patient. # D / * I
a. Drowsiness and retarded psychomotor activity is accepted by supporting the 

patient when he points out that he is unable to participate in active 
discussions or sports.

b. For the tremulous patient, projects are selected that require little co
ordination.

c. Patient who has postural hypotension as a result of drug therapy is allowed 
to ambulate slowly without pressure to hurry.

d. Staff allow tranquillised or sedated patient ample time to respond to 
questions.

e. Photosensitivity is observed and patient is not expected to participate in 
outside activities for extended periods of time.

Medical Asepsis is carried out in relation to patient’s personal hygiene and 
immediate environment. # D
a. Staff wash hands as necessary eg on completing care of one patient and 

before moving to another, before beginning “clean” procedure, following any 
obvious contamination.

b. Floor is recognised as grossly contaminated area eg items picked up from 
floor are cleaned or replaced, hands are washed after picking up something 
from floor, staff avoid placing supplies or equipment on the floor.

c. In giving a bath, motion proceeds from the clean to the unclean areas.
d. All equipment used by or for patient is clean, tub, sitz bath, IPPB etc. used by 

more than one patient are cleansed will between uses; wheelchair, Floyer lift 
and carts for transporting supplies and equipment to patient are clean.

e. Soiled linen and dressings are changed promptly to prevent infection or skin 
breakdown to the patient.

Medical and Surgical Asepsis is carried out during treatments and special 
procedures. # D / * I
a. Dressings are handled so that surface that will cover wound and surrounding 

area remains sterile.
b. Site for injection of medication is cleansed properly prior to administration of 

drug.
c. Irrigations are done without contamination.
d. Cross-contamination is avoided eg gloves are changed between dressings 

for each stump of the patient with a bilateral amputation.



e. Breaks in technique are recognised and steps taken to correct them eg 
contaminated catheter is replaced by sterile catheter, gloves are changed if 
tear occurs.

f. Staff make appropriate judgement as to when medical or surgical asepsis is 
called for in Rx.

Environment is maintained that gives the patient a feeling of being safe and 
secure. #D
a. Assistance of a sufficient number of persons is obtained when a patient is to 

be lifted.
b. Siderails are provided per request by patient’ the necessity for siderails is 

explained.
c. Placement of various cords and tubing is noted; patient is informed of their 

presence and, as necessary, instructed about movement.
d. Reasons for “no smoking” signs in presence of oxygen administration are 

discussed with patient and visitors.
e. Patients allergies are known and measures taken to prevent exposure to 

allergies eg feathers, eggs, bleach.
f. Patient is properly secured when on Stryker frame, circle bed or some type 

of similar equipment.

Safety measures are carried out to prevent patient from harming himself or 
others. # D
a. Threats made by patient to harm himself or others are reported and 

precautions taken as indicated.
b. Patient whose behaviour indicates impulsiveness and confusion is protected 

by the continuous presence of staff or the appropriate use of equipment eg 
siderails and body restraints.

c. Staff ask for assistance when needed to provide safety for the patient himself 
and/or personnel.

d. Patient is given adequate instructions in use of self-operated, particularly 
powered equipment -  wheelchair, hi-low bed, water temperature controls, 
etc. -  so that he knows safe handling, capabilities and dangers.

Established techniques for safe administration of medications and parental 
fluids are carried out. # D
a. IV and tube feedings with medications added are labelled appropriately.
b. Those medications left at a bedside are properly labelled, they are left only 

where it is advisable and feasible for the patient to administer to himself, but 
only following adequate instructions to the patient.

c. Patient is addressed by name or asked to state name, or the identaband or 
bed tag is checked, before medication is given. Nurse remains with patient 
until medication is taken.

d. Medication tray is not left unattended where it could be a danger to one or 
more patients.

e. IV flow-rate and site are checked to assure appropriate administration.



general

39« Patient receives instruction as necessary. # D
a. Mother is guided as she picks up baby, staff demonstrate and have mother 

demonstrate holding baby for burping and bathing.
b. Uses of signal cord and intercom are demonstrated to newly admitted 

patient.
c. Medications patient will be taking at home are discussed, nurse ensures that 

he knows identity of each, purpose for which it is being prescribed, dosage 
and schedule for taking each and expected effects of medication.

d. Cardiac patient is given examples of how to conserve energy at home eg 
arrangement of cooking utensils in the kitchen.

e. Pre and post operative instruction in provided.

Patient and family are involved in planning for care and treatment. # D / * I
a. When giving instructions to patient, nurse involves family member if he is 

visiting, not only asking him to remain in room but actually including him in 
discussion.

b. Arrangements are made to have family member participate in treatment, 
eventually doing entire treatment if it is one that the patient will not be able to 
do for himself at home.

c. Plans are made with patient and family members to do care procedures at 
time when family member can participate, details of care needed at home 
are planned with patient and family members.

d. Patient is helped to communicate with family about needs for items and 
procedures of care after discharge eg wife to know diet, husband to know of 
work saving methods and devices, parents to anticipate teasing of child by 
other children and ways to help child cope.

41- Patient’s sensitivities and right to privacy are protected. # D
a. Sheets or towels are used as drapes to avoid unnecessary exposure of 

body.
b. Curtain is drawn around bed for procedures of physical care.
c. Arrangements are made to have patient taken to room where interview 

(social worker, psychologist, homemaker) can be conducted in private.
d. Sensitivities of maturing child and teenager are protected.
e. Dentures are promptly replaced after cleansing or after surgery for patient 

who is sensitive about being without them.

Patient is helped to accept dependence/lndependence as appropriate to his
condition. # D
a. Role of rest in treatment of disease is discussed, patient is reassured of 

gradual progress toward resumption of responsibility of doing for himself.
b. Patient undergoing surgery is helped to understand the purpose of early 

ambulation and exercise in the postoperative period eg out of bed to 
bathroom instead of urinal or bedpan.

c. Mother is encouraged to hold infant and offer bottle-feeding during early 
postpartal period.

d. Patient with disability of musculoskeletal system is helped to understand 
disease process, rationale for treatments and probable outcome.

Actions that may be directed toward meeting either psychosocial or physical needs of the
Patient, or both at the same time.



e. For a patient wishing to continue dependence the rationale for increasing 
independence is explained, the staff display empathy and provide support 
and encouragement as a patient performs required activities for movement 
toward independence eg a patient (any age) with an upper extremity or chest 
injury is supported and encouraged to wash his face, brush his teeth, do his 
hair and feed himself.

43. Resources with the Milieu are utilised to provide the patient with 
opportunities for problem solving. # D.
a. Patient is encouraged to suggest ways to accomplish ‘routine’ tasks despite 

limitations due to incapacitated or absent body feature. He is helped to plan 
placement of articles, as he will use them in hospital and at home or work.

b. Patient is helped to consider alternatives in relation to choices of diversional 
activity.

c. Child is helped to select the most appropriate toy for the situation eg kind of 
toy that can be used in bed, one that allows for solitary play or one that 
allows others to join in play.

d. Patient is asked to propose furniture arrangement that will provide for best 
use of day and artificial lighting and for least distressful light glares.

44- Patient is given freedom of choice in activities of daily living whenever 
possible. # D
a. Determination is made of whether patient is ‘early’ or ‘late’ riser, plans are 

made with him about timing for needed care.
b. Patient is allowed morning or evening shower or bath depending on custom 

and preference.
c. Patient is assisted to arrange for type of clothing he prefers to wear.
d. Requests are granted involving changes in daily routines that can be made 

without major disruptions in ward plans.

43- Patient is encouraged to take part in activities of daily living that will stimulate 
him for positive psychosocial growth and movement towards physical 
independence. # D / * I
a. ‘Early’ riser is encouraged to assist with serving morning coffee where a.m. 

coffee is a practice.
b. Stroke patient is encouraged to shave himself, electric razor is provided if 

indicated.
c. Patient is invited to help care for flowers -  his own or those of others.
d. Child is helped and encouraged to brush his teeth regularly.
e. Patient’s efforts and successes are recognised.

Activities are adapted to physical and mental capabilities of patient. # D / * I
a. Hard of hearing patient is provided with an earphone to facilitate listening to 

his radio or TV.
b. Confused patient is guided through steps of preparation for visit to therapist, 

reminds patients -  one step at a time -  about washing face and hands, 
brushing teeth, combing hair, dressing, storing night clothing, etc.

c. Time is allowed for small child or slow or hesitant patient to do things for 
himself so that he may develop confidence and independence.

d. Assistance is provided to patient before he reaches point of frustration at 
inability to perform task.

e. Long-term diabetic patient is allowed to administer own insulin while 
hospitalised.



Nursing care is adapted to patient’s level and pace of development. # D
a. A child is allowed to perform tasks of which he is capable and is provided 

with challenging tasks within his ability to learn and perform them.
b. ‘Contests’ related to learning new tasks are avoided when patients would 

experience frustration and feelings of inadequacy.
c. Instructions and performances of tasks to be learned are repeated as often 

as necessary.
d. Patient is helped to rethink a problem and decide whether to pursue a path 

different from one selected earlier.
e. A doll is used to illustrate the care of child scheduled for surgery will receive.

Divisional and/or treatment activities are made available to the patient
according to his capabilities and needs. # D
a. Stories are read to a small child.
b. Rubber ball is provided for stroke patient for hand exercise.
c. Older patient is taken to dayroom and time spent with him, he is encouraged

to visit or share activity, needlework, cards, programme on TV, etc.

Patient with slow or unskilled performance is accepted and encouraged. # D
a. Gentle persuasion is used to keep regressed patient moving in process of 

morning toilet and dressing.
b. Time is provided for the aphasic patient to speak.
c. A child with cerebral palsy is encouraged to learn to feed himself.
d. A dyspnoeic patient is allowed time ‘to catch his breath’ when moving in bed

or ambulating.

Nursing care goals are established and activities performed which recognise
and support the therapist’s plan of care. # D / * I
a. Arthritic patient receives encouragement and direction from nursing 

personnel in doing ordered hand exercises.
b. New mother is assisted with breast feeding eg proper cleansing of breast 

prior to feeding, proper positioning, etc.
c. Child’s tray is removed after 30 minutes regardless of amount of feed eaten, 

when purpose is to assist child to establish good eating habits and not play 
with food.

d. Toileting schedule is planned with paraplegic patient with view to achieving 
independence from indwelling catheter.

e. Patient with a decubitus ulcer is helped to plan a menu high in protein and 
encouraged to eat.

Interaction with the patient is within framework of the therapeutic plan. # D
a. Disoriented patient is helped to reorient himself by having reality pointed out 

to him when confused.
b. Patient with myocardial infarction is reassured that it is not too much bother 

to feed him.
c. Patient learning to use crutches is reassured that the nurse will remain near 

and will support him if needed, but is encouraged to walk with support of 
crutches.

Close observation of the patient is carried out with minimal disturbance. #  D
a. Quiet is maintained as staff move into and out of room for frequent checking; 

IV, 02 flow, urine output, etc.
b. Bed clothing is arranged so that it can easily be lifted to check on extremity.



c. Staff approach and stand quietly beside group engaged in game or 
conversation without interrupting or distracting attention of members of 
group.

d. Room of patient with suicidal tendencies is checked for harmful objects 
during daily cleaning.

Response to the patient is appropriate in emergency situations. # D
a. Staff wait until help is available to move patient who has fallen from bed.
b. Patient who has assumed posture to suit words of threatening to strike nurse 

is spoken to quietly.
c. Staff remain with child have asthmatic attack and summon available help.
d. Staff stay with convulsing patient for observation and to provide protection 

from injury.
e. Intravenous glucose is immediately prepared for the diabetic patient in 

severe insulin shock.



Communication on behalf of the patient.

*4. Ideas, facts, feelings and concepts about the patient are communicated 
clearly in speech to medical and paramedical personnel. # D
a. Feelings and thoughts expressed are neither mumbled nor highly emotional.
b. Complete description of patient’s behaviour is given without excessive 

repetition and used good sequence.
c. Reports of observations are factual and clearly stated leading to meaningful 

conclusions.
d. Questions are used to help aides report and describe patient’s condition and 

to ascertain that aides have understood plan for care.

5s- Family is provided with the opportunity for reciprocal communication with 
nursing staff. # D / * I
a. Explanations regarding treatment and therapy that the patient is receiving 

are stated clearly and in understandable terms.
b. Fears and concerns of the family are responded to in a manner which 

promotes an understanding and acceptance of their role in meeting the 
patient’s needs eg mother stays overnight in room with child who has had a 
tonsillectomy.

c. Family is kept informed of changes in patient’s condition eg the expectant 
father is given frequent reports on his wife’s progress during labour.

d. Family is used as a resource for additional information about the patient to 
develop a relevant plan of care eg daily activities, occupation, habit patterns.

Ideas, facts and concepts about the patient are clearly communicated in 
charting. * I
a. Precise and specific observations are recorded, few generalising clichés are 

used eg comatose, disoriented.
b. Possible interpretation of reasons for patient’s behaviour is recorded.
c. Sentence, structure is clear and grammatically correct; excessive use of 

abbreviations is avoided.
d. All pertinent facts or observations in a situation are included.
e. Written communication is legible, legal abbreviations only used.

Well-developed Nursing Care Plans are established and incorporated into 
nursing assignments. * I
a. Immediate and long-range objectives of care are included; changed as 

patient needs change, also dated.
b. Information is included about patient’s likes and dislikes.
c. Suggestions for modification of procedures that make care easier or more 

effective for patient are included.
d. Plan for implementation of progressive care is included relating to anticipated 

future needs of patient eg “plan to teach colon irrigation beginning tomorrow”.
e. Written assignments or worksheets reflect the objectives of the plan of care.

Pertinent incidents of the patient’s behaviour during interaction with staff are 
accurately reported. # D / * I
a. Nurse reports that patient refused to take IM injection with claim she hurt him 

last time she gave it.
b. Nurse reports patient’s refusal to it up in chair because patient states he was 

left up too long yesterday.

COMMUNICATION



c. Patient’s response during or after interaction with staff eg patient withdrew 
from group discussion after being reprimanded in front of group by nurse for 
telling vulgar story.

d. After instruction for giving self-injection, nurse charts patient’s response to 
his initial self-injection.

Staff participate in conference concerning patient care. # D
a. Staff volunteer observations they have made eg in team sports.
b. Pertinent information is given to the staff about a particular patient’s disease, 

condition and recommended treatment.
c. Staff offer proposals of approaches to care of particular patient.
d. Nurse asks questions that will elicit information or ideas from other workers.

Effective communication and good relationships with other disciplines within
the hospital re established for the patient’s benefit. # D / * I
a. Physical therapist is consulted to seek suggestions of what nursing staff 

might do to enhance patient’s treatment.
b. Social worked is called for a patient who might benefit from help eg payment 

of rent while in hospital, care of children during hospital stay.
c. X-ray or lab is notified promptly to clarify orders for preparation of patient or 

when patient will be delayed or unable to keep appointment.
d. Physician is notified of all pertinent information about patient; verbal reports, 

printed notes on front of chart, paging or telephoning, etc.
e. Occupational therapy consultation is requested for patient with severely 

injured head.

Patient’s needs are met through the use of referrals, both to departments in
the hospital and to other community agencies. # D / * I
a. VNA referral is made for new mother with first baby who is new to city and 

has no family or friends who can assist with teaching care of new baby.
b. Social worker is consulted about referral to visiting housekeeper for elderly 

patient who lives alone.
c. Local school system is called to arrange for home teaching for adolescent 

patient.
d. Adequate information regarding post-discharge clinic appointments is given 

to the patient eg location of clinic within hospital, time and date of 
appointment.



pro fessio n a l  im p l ic a t io n s

Care given to patients reflects initiative and responsibility indicative of professional 
exPectations.

62. Decisions that are made by staff reflect knowledge of facts and good
judgement. # D / * I
a. Room assignment of patient whose baby died during delivery is changed to 

avoid placing her in a room with mother with day old baby.
b. PRN analgesic and PRN hypnotic are administered at bedtime to second day 

postoperative patient with spinal infusion.
c. IV fluid is promptly slowed when postoperative patient manifests increased 

difficulty and rate of breathing.
d. Emphysema patient is served six small feedings a day.
e. Joking references made by patient about “jumping out of window” are 

responded to with increased periods of observation and by obtaining 
available information -  doctor, chart, etc. -  for adequate evaluation of 
behaviour.

f. Nurse aide seeks help when in doubt.

63- Evidence (spoken, behavioural, recorded) is given by staff of insight into
deeper problems and needs of the patient. # D / * I
a. Patient who lost first two children at birth is not left alone any more than 

necessary and nurses share her experience with her.
b. Staff attempt to help adolescent with severe acne to recognise and utilise 

assets and abilities to contribute to interest and happiness of others, thereby 
enhancing confidence and satisfaction in his own worth.

c. Staff provide support to dying patient by listening to his fears and by avoiding 
unrealistic clichés such as “you’ll be up and around in no time”.

d. Staff discuss possible approaches to be used with patient who has just 
sustained a change in body image eg hysterectomy, mastectomy, 
amputation, spinal cord transection hemiplegia.

Changes in care and care plans reflect continuous evaluation of results of
nursing care. # D / * I
a. Suggestion is made that wound be dressed after wife’s visit since changing 

the patient’s dressing before her visit focuses his attention on the wound to 
the extent that he discusses little else.

b. Referrals for home visits are made for the amputee patient when it is 
discovered that his recent return to dependency upon the staff is the result of 
his fears about his inadequacy in the home situation.

c. Passive exercises to the paralysed hand of the CVA patient have resulted in 
prevention of contractures and plans are made to continue them.

d. Suggestions or criticisms made by patient and family are utilised 
constructively in planning and evaluating care.

e. Change is suggested in types of foods since patient is not eating present diet 
and complains that it is “baby” food.

Staff are reliable: Follow through with responsibility for the patient’s care.
# D / * I
a. Staff ask for help in doubtful situations, rather than making errors.
b. Staff report when work is not completed.



c. Nurse views situation herself rather than depending on reports along eg 
visits patient on report of bleeding, checks conditions of very ill patients in 
preparation for change-of-shift report.

d. Assignments and work accomplished are periodically reviewed to replan, 
establish priorities and fulfil responsibilities.

e. Staff follows through on commitments they have made eg return to patient’s 
room at time stated, perform treatment when scheduled.

Assigned staff keep informed of the patient’s condition and whereabouts. # D
a. All assigned patients are visited to ascertain their condition before day’s 

tasks are begun.
b. Patient’s whereabouts are known along with reason for his being off the unit 

or away from bedside unit and when he is expected to return.
c. Current condition of patient is known as well as changes in past 24 hours 

and plans of care are reported to staff of succeeding tour of duty.
d. If indicated, patient is accompanied by staff when leaving unit for tests or 

conferences.

Care given the patient reflects flexibility in Rules and Regulations as
indicated by individual patient needs. # D / * I
a. Adjustments in visiting hours are made in accord with patient’s condition and 

special needs of his family.
b. Room change is provided as soon as possible for non-ambulatory patient 

who smokes when he is assigned to room where 02 is in use.
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QUALPACS
IN PRACTICE DEVELOPMENT WORK 

THURSDAY 5th -  FRIDAY 6th FEBRUARY 2004

There is a one and a half days workshop for practice developers and 3 awareness 
sessions for other staff (staff need only attend one of theses sessions).

Thursday 5lh February

Times: 9.00am -  5.00pm

9.00am Identify aims of the workshop 
Learning needs

9.15am Feedback from practice observation and other preparation activities

10.00am Introduction to Qualpaes and its use in practice development

10.30am Tea / Coffee

10.50am Understanding the sections and items

12.30pm Lunch

1.15pm Preparation for practice Qualpacs in a clinical area

1.45pm Qualpacs practice (an awareness session will run during this time for 
other staff)

3.00pm Feedback and reflections from practice experience

3.30pm Dealing with quantitative and qualitative material

4.30pm Summary of learning

5.00pm Close



Friday 6th February

Times: 9.00am -  12.00 midday

9.00am Identify aims of the workshop
Learning needs

9.15am Thoughts from Day 1
What if...

9.45am Preparing feedback to teams: written and verbal

10.30am Tea / Coffee

10.50am Dealing with challenging feedback situations

12.00md Close

Awareness sessions

There are two sessions which will be repeats of the session offered on Tuesday



P r a c t ic e  D e v e lo p m e n t  S t r a te g y

PREPARATION FOR USING QUALPACS 
IN PRACTICE DEVELOPMENT WORK

THURSDAY 5™ -  FRIDAY 6th FEBRUARY 2004

Preparation Activities

As most participants are not familiar with the Quality of Patient Care Scale 
(Qualpacs) and its use, the workshop may feel intensive. So 1 suggest participants 
prepare for the workshop in advance. The preparation outlined below is designed to 
introduce you to the tool, the practice of observation in a practice setting and the 
mechanics of Qualpacs. By engaging in preparation you are more likely to have 
thought through your needs and generate your own questions relating to the use of the 
tool in practice development work. It will also help to make the workshop more 
dynamic and relevant to your needs. I would regard activity l as essential and the 
others optional depending on your experiences.

Activity 1

15-30  minute observation of practice (you will need some set up time and reflection 
time as well)

You could do this activity in pairs

Agree with one clinical leader / manager access to a practice setting. You should 
negotiate to observe 3-6 patients / service users for a set time period. The patients 
should be representative of those in the setting (generally). The ward manager / leader 
will need to notify staff in advance and remind them on the day. They will also need 
to inform the patients on the day and ensure that they agree to the observation. You 
should aim to conduct the observation for a set time taking notes. Generally, you will 
not be speaking with them or the staff (but you can smile!).

On arrival ensure staff know what you are doing. Introduce yourself to the patients 
whom you will be observing. Find a chair and position to sit that gives you a good 
view but isn’t in the way.

What do you see?
What do you hear?
What can you smell?
What are you thinking?

Qualpac preparation. Jan Dewing January 2004



P r a c t i c e  D e v e lo p m e n t  S t r a te g y

Code patient and staff- do not use their names

For example:
Ptl
Pt2 etc

S/N lor 
RGN 1 
Dr 1

Record each interaction with a patient as a separate event. If you have an interaction 
where the patient and staff can be heard but not seen continue to record. You do not 
need to observe directly  anything that will detract from the patient's dignity and 
privacy. So you can indirectly observe (by listening) to a patient being assisted to 
wash outside screens or room without sitting in on it. You might directly observe a 
patient being taken to the toilet but not go in etc

Example
O bservation com m enced  1 1.00am
Room  /  bay is quiet. N oise can be heard  outside as s ta f f  w alk past. O ne s ta f f  voice can  
be clearly heard  shou ting  dow n the corridor. S tu ffy  s ta le  sm ell in the room. No  
w indow s open. Severa l dead  p lan ts  can be seen around  the room.
Pt 1 dosing
Pt 2 read ing  new spaper  
Pt 3 ly ing on bed  
Pt 4 in bathroom

11.03 Pt 1
R G N  1 p u ts  his head  round door looks around  and  goes away. P t starts to say  
som eth ing  to the nurse but he is gone.

11.09 Pt 3 given  painkillers. N urse takes chart aw ay and  dispenses m edication out o f  
p t  view. Brings them back in a pot.

RGN 2 Aux 1 
P atien t lying on bed
N urse com es in and  asks p a tien t to take 2 painkillers. N urse is fr iend ly  and  sm iles as 
she  starts talking. N o nam e check. Pt not he lped  to s it up strugg les to take painkillers. 
N urse goes to get a g lass o f  water. A ux com es up a n d  tells nurse there 's a  phone  call. 
D oes not say  excuse m e or sorry  to patient. N urse talks to aux w hile p t w aits f o r  w ater  
to sw a llow  tablets (now  in mouth).
N urse hands over w ater and  goes out o f  room. Says noth ing  to patient.

11.12 Pt 3 Aux 1
A u x  brings a cup o f  tea to help him  fe e l  better. M akes p i  com fortable in bed. D oes not 
leave ca ll bell w ithin reach.

2
Qualpac preparation. Jan Dewing January 2004



P r a c t i c e  D e v e lo p m e n t  S t r a te g y

N oise level fro m  s ta f f  ta lking outside room  goes up (nurse, doctor and  socia l worker). 
Can over hear p t  details being  discussed.

This is an example only. There is no one way to organise your notes. So have a go and 
see what happens.

Make as many notes as you can at the time you are observing.
At the end of your observation thank the patients and staff. Ask the patients how they 
felt about the observation. Ask some of the staff you observed the same thing.

Makes notes about anything that stands out for you and reflect on how you felt 
observing praetice. Bring your notes to the workshop.

Keep all your observation material stored safely.

Activity 2
Introduction to the Qualpacs tool.
Read the attached chapter Wiles A (1987) Quality of Patient Care Scale.
Make notes on any questions you have and bring these to the workshop. You may 
want to work on the scoring system in combination with the next activity.

Activity 3
Mechanics of the tool.
This is a short exercise designed to ensure you are able to work out our mathematical 
averages or means and it will introduce you to the scoring system used in Qualpacs. 
You may want to do this in combination with activity 2. However, if you had a clear 
understanding of the scoring system form reading the chapter you will not need to do 
this activity. Hence the need to have a calculator for the workshop! The scoring 
system is based on working out a series of mean scores:

- the line mean 
section means 
overall mean for the toll
combined section and overall means from both observers 

Let’s have a try....

Each item marked on the Qualpac grid (see the chapter) is given a value ranging from 
5 down to 1.

Best care = 5
Between best care and average care = 4 
Average care = 3
Between average care and poorest care = 2 
Poorest care = 1

Qualpac preparation. Jan Dewing January 2004
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P r a c t ic e  D e v e lo p m e n t  S t r a te g y

You will see something similar to this included at the header on each page of the 
Qualpacs tool:

Best care Between Average Between Poorest

Example 1
Item scores are calculated as follows:
2 items best score would score 10 in total (5+5 = 10)
1 item between best and average would score 4
3 items under average would sore 9 in total (3+3+3 = 9)
2 items under between average and poorest would score 4 in total (2+2=4)
5 items under poorest would score 5 (1+1+1+1+1 =5)

The total line score would be the sum of the individual scores (10+4+9+4+5) = 32 

Example 2
Now calculate the item scores and total line scores for the following:

Best care Between Average Between Poorest
4 items 3 items 6 items 5 items 2 items

Item score:
Total line score:

Next, the mean item score is calculated by: the total line divided by the total number 
of items scored in a line.

In the first example this would then be 32/13 
The 13 comes from (2+1+3+2+5)

Calculate the mean score in the second example:

In the workshop we will also calculate section means. This involves calculating the 
total line mean divided by the number of items scored (not the total number of items 
in each section). Just get the hang of the others and this will follow on easily at the 
workshop.

If you want to get more practice use the grid in the chapter -  see pages 31, 33-34. 
There are completed examples on pages 36 -  37.

Equipment for the workshops
You will need to bring with you 3 copies of the blank tool, notepad / book, pencil and 
a calculator. The notepad / book should be A4 or smaller and have not been used for 
anything else. (This will be used to note down qualitative material in observations).

See you at the workshop

Qualpac preparation. Jan Dewing January 2004
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Qualpac Workshop

QUALPACS
IN PRACTICE DEVELOPMENT WORK 

TUESDAY 10th -WEDNESDAY 11th JANUARY 2006

This is a one and a half days workshop for staff who will be carrying out 
Qualpacs, practice developers.
There will also be 3 consecutive awareness sessions for other clinical staff 
(staff need only attend one of theses sessions).

Tuesday 10th January

Times: 9.00am -  5.00pm

9.00am Identify aims of the workshop 
Learning needs

9.15am Feedback from practice observation and other preparation 
activities

10.00am Introduction to Qualpacs and its use in practice development

10.30am Tea / Coffee

10.50am Understanding the sections and items

12.30pm Lunch

1.15pm Preparation for practice Qualpacs in a clinical area

1.45pm Qualpacs practice (1.45- 2.45 an awareness session will run 
during this time for other staff)

3.00pm Feedback and reflections from practice experience

3.30pm Dealing with quantitative and qualitative material

4.30pm Summary of learning

5.00pm Close

Jan Dewing Consultancy January 2006



Qualpac Workshop

Wednesday 11th January

Times: 9.00am -  12.00 midday

9.00am Identify aims of the workshop
Learning needs

9.15am Thoughts from Day 1
What if...

9.45am Preparing feedback to teams: written and verbal

10.30am Tea/Coffee

10.50am Dealing with challenging feedback situations

12.00md Close

Awareness sessions (12.15-1.15 and 1.30 -  2.30)

There are two sessions which will be repeats of the session offered on 
Tuesday

Jan Dewing Consultancy January 2006



Practice Development Strategy

PREPARATION FOR USING QUALPACS 
IN PRACTICE DEVELOPMENT WORK

TUESDAY 10th -  WEDNESDAY 1 1th JANUARY 2006

Preparation Activities

As most of you may not be familiar with using the Quality of Patient Care 
Scale (Qualpacs), the workshop may feel like an intensive learning 
experience. Hopefully, you will have experienced the first round of Qualpacs 
and have some insight into what happens. But if you haven’t don’t worry. I 
suggest you prepare for the workshop in advance.

The preparation outlined below is designed to:

1. help you identify your learning needs
2. introduce you to the tool
3. the practice of observation in a practice setting
4. the mechanics of Qualpacs
5. give some thought to ethical issues that might concern you

By engaging in preparation you are more likely to have thought through your 
learning needs and generate your own questions relating to the use of the tool 
in practice development work. This will also help to make the workshop more 
dynamic and relevant to your needs.

I would regard the initial identification of your learning needs along with 
activity 1 and 2 as essential and the others as optional depending on your 
experiences. I realise it’s a busy time of year both at work and at home. But 
with a little thought and planning these activities can be fitted in before the 
workshop

If you have any questions about this preparation work please arrange to 
discuss this with a member of the Practice Development team before the 
workshop. Have fun!

Q u a lp a c  P re p a ra tio n . J a n  D e w in g  C o n s u lta n c y  D e c e m b e r  2 0 0 5 1



Practice Development Strategy

Learning Needs

You are going to be an assessor of care using the Qualpac tool. What do you 
need to learn in order to do this competently? Make a note here of what your 
learning needs are:

How effective you are is in part influenced by how you feel about what you will 
be doing. What feelings do you have about Qualpacs and what you are 
volunteering to do?

Hopes Worries or Fears

Assessing care with Qualpacs can mean you experience aspects of care that 
are both very good and can make you feel proud to be a nurse or to work with 
your colleagues. However, observing care from the perspective of a 
professional ‘outsider’ can sometimes mean you see and hear things that are 
not so positive. What sort of things would you feel uncomfortable seeing or 
hearing? Make a few notes here to share at the workshop

Q u a lp a c  P re p a ra tio n . J a n  D e w in g  C o n s u lta n c y  D e c e m b e r  2 0 0 5 2



Practice Development Strategy

Finally, another vital aspect of Qualpacs is the feedback to staff. It is vital that 
feedback is given in a fair and detailed way as it provides material or evidence 
for staff to use to develop their practice further and also acts as a ‘real’ 
challenge where the talked about values of staff about they work do not match 
what care is given or received by patients. There are key skills to offering 
feedback on both the scoring and the specific examples of what care is like. 
The process of feedback can be challenging both for the giver and for the 
receivers.

What skills do you 
already have in giving 
feedback?

What concerns do you 
have about giving 
feedback to a team?

What questions do 
you have about the 
feedback session?

Thank you for spending time on the above. Make sure you bring these 
completed sheets to the workshop as there will be activities based on your 
preparation above.

Q u a lp a c  P re p a ra tio n . J a n  D e w in g  C o n s u lta n c y  D e c e m b e r  2 0 0 5 3



Practice Development Strategy

Activity 1
A 15 -  30 minute observation of practice (you will need some set up time and 
reflection time as well)

You could do this activity on your own or in pairs

Agree with one clinical leader / manager access to a practice setting. There 
are advantages to going somewhere other than where you are working. But if 
time is pressing you can set this up in your own area. You should negotiate to 
observe 3-6 patients / service users for a set time period. The patients should 
be for the most representative of those in the setting. The ward manager / 
leader will need to notify staff in advance and remind them on the day. They 
will also need to inform the patients on the day and ensure that they agree to 
the observation. You should aim to conduct the observation for a set time 
taking notes as you go (so take paper and pencil). Generally, you will not be 
conversing with patients or the staff - but you can say hello, explain what you 
are doing and thank them when you finish. It is important you do not get 
involved in care unless there is an emergency situation or someone is at 
extreme risk of being harmed.

On arrival ensure staff know what you are doing. Introduce yourself to the 
patients whom you will be observing. Find a chair and position to sit that gives 
you a good view but isn’t in the way of care delivery.

What do you see?
What do you hear?
What can you smell?
What are you thinking and feeling?
Are there any particular concerns you have as a result of your observation?

Make notes as you go along. Code patient and staff -  do not use their names

For example:
Pt1
Pt2 etc

S/N 1or 
RGN 1 
Dr 1

Record each interaction with a patient as a separate event. If you have an 
interaction where the patient and staff can be heard but not seen continue to 
record what you hear and think/feel. You do not need to observe directly 
anything that will detract from the patient’s dignity and privacy. So you can 
indirectly observe (by listening) to a patient being assisted to wash outside 
screens or room without sitting in on it. You might directly observe a patient 
being taken to the toilet but not go in etc

Q u a lp a c  P re p a ra tio n . J a n  D e w in g  C o n s u lta n c y  D e c e m b e r  2 0 0 5 4
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E x a m p le
Observation commenced 11.00am
Room /  bay is quiet. Noise can be heard outside as staff walk past. One staff 
voice can be clearly heard shouting down the corridor. Stuffy stale smell in the 
room. No windows open. Several dead plants can be seen around the room.
Pt 1 dosing
Pt 2 reading newspaper 
Pt 3 lying on bed 
Pt 4 in bathroom

11.03 Pt 1
RGN 1 puts his head round door looks around and goes away. Pt starts to say 
something to the nurse but he is gone.

11.09 Pt 3 given painkillers. Nurse takes chart away and dispenses 
medication out of pt view. Brings them back in a pot. Says a formal hello to 
patient, not very friendly or warm asks patient their name (does not check 
wrist band) and asks patient to take medication.

RGN 2 Aux 1 
Patient lying on bed
Nurse comes in and asks patient to take 2 painkillers. Nurse is friendly and 
smiles as she starts talking. No name check. Pt not helped to sit up struggles 
to take painkillers. Nurse goes to get a glass of water. Aux comes up and tells 
nurse there’s a phone call. Does not say excuse me or sorry to patient. Nurse 
talks to aux while pt waits for water to swallow tablets (now in mouth).
Nurse hands over water and goes out of room. Says nothing to patient.

11.12 Pt3 Aux 1
Aux brings a cup of tea to help him feel better. Makes pt comfortable in bed. 
Does not leave call bell within reach.

Noise level from staff talking outside room goes up (nurse, doctor and social 
worker). I can over hear pt details being discussed.

This is an example only. There is no one right way to organise your notes. 
You might do it free hand or make a table with columns for each question. So 
have a go and see what happens.

Make as many notes as you can at the time you are observing.
At the end of your observation thank the patients and staff. Ask the patients 
how they felt about the observation. Ask some of the staff you observed the 
same thing.

Makes notes about anything that stands out for you and reflect on how you 
felt observing practice. Bring your notes to the workshop.

Keep all your observation material stored safely. Do not use the names or 
other details of staff or patients that could identify them.
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Activity 2
Introduction to the Qualpacs tool.
Read the attached chapter Wiles A (1987) Quality of Patient Care Scale.
Make notes on any questions you have and bring these to the workshop. You 
may want to work on the scoring system in combination with the next activity.

Activity 3
Mechanics of the tool.
This is a short exercise designed to ensure you are able to work out our 
mathematical averages or means and it will introduce you to the scoring 
system used in Qualpacs. You may want to do this in combination with activity 
2. However, if you had a clear understanding of the scoring system form 
reading the chapter you will not need to do this activity. Hence the need to 
have a calculator for the workshop! The scoring system is based on 
working out a series of mean scores:

- the line mean
- section means
- overall mean for the total section scores
- combined section and overall means from both observers where there 

are two people doing the Qualpac

Have a look at this ....

Each item marked on the Qualpac grid (see the chapter) is given a value 
ranging from 5 down to 1.

Best care = 5
Between best care and average care = 4 
Average care = 3
Between average care and poorest care = 2 
Poorest care = 1

You will see something similar to this included at the header on each page of 
the Qualpac tool:

Best care Between Average Between Poorest

Example 1
Item scores are calculated as follows:
2 items under best score would score 10 in total (5+5 = 10)
1 item under between best and average would score 4
3 items under average would sore 9 in total (3+3+3 = 9)
2 items under between average and poorest would score 4 in total (2+2=4) 
5 items under poorest would score 5 (1+1+1+1+1=5)

Q u a lp a c  P re p a ra tio n . J a n  D e w in g  C o n s u lta n c y  D e c e m b e r  2 0 0 5 6
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The total line score would be the sum of the individual scores (10+4+9+4+5) 
= 32

Example 2
Now calculate the item scores and total line scores for the following:

Best care Between Average Between Poorest
4 items 3 items 6 items 5 items 2 items

Item scores are:
Total line score is:

Next, the mean item score is calculated by: the total line divided by the total 
number of items scored in a line.

In the first example this would then be 32/13
The 13 comes from the number of times an item is present (2+1 +3+2+5)

The mean score in the second example is:

In the workshop we will also calculate section means. This involves 
calculating the total line mean divided by the number of items scored (not the 
total number of items in each section). Just get the hang of the first two shown 
here and this next bit on section means will follow on fairly easily at the 
workshop.

If you want to get more practice use the grid in the chapter -  see pages 31, 
33-34. There are completed examples on pages 36 -  37 for you to look at.

Equipment for the workshop
You will need to bring with you 3 copies of the blank Qualpac tool, notepad / 
book, pencil and a calculator. The notepad / book should be A4 or smaller and 
have not been used for anything else. (This will be used to note down 
qualitative material in observations).

See you at the workshop 
Jan Dewing
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R E S E A R C H  S T U D Y

Evaluating the impact on the quality of patient care of an action learning approach 
to leadership development amongst Ward Managers

ST A FF INFORMA TION SHEET

Dear colleague.

This letter asks for your help with our research into the impact of the Trust’s Strategy for Nursing and 
Midwifery on the quality of nursing care given to patients.

What is the research about?
The Trust is investing in its Ward Leaders (Ward Sisters and Charge Nurses) by offering them a 
programme of leadership development. The programme is designed to help Ward Leaders work with their 
teams to improve the quality of nursing care given to patients. This means we must (1) measure the quality 
of nursing care (2) assess your qualities as a Ward Leader (3) measure nurses’ opinions on the degree to 
which the organization supports nursing care. We will carry out these measures when the leadership 
development programme begins and repeat them after 18 months. This will allow us to assess the impact 
of the programme on the quality of nursing care and on ward leadership.

1. Measuring the quality of nursing care
We will measure the quality of nursing care by using a validated assessment tool and trained nurse 
researchers to observe and record how well nurses care for patients over a period of time (usually two 
hours). Individual nurses will not be identified in any way.

2. Assessing Ward Leadership
We will ask you to use a validated assessment tool to evaluate your effectiveness as a leader. You will also 
be asked to obtain the anonymous perceptions of members of your ward team using a related assessment 
tool. The results of this assessment will be confidential. The results will be available to you and will be 
used for the research but will not be communicated to anyone else.

3. Measuring nurses’ opinions on the T ru st’s support for nursing care
We will ask members of nursing staff to complete an anonymous validated questionnaire to obtain their 
opinion of the degree to which the Trust supports nursing care. This information will be used to help 
address barriers to improving the quality of nursing care in the Trust.

What if I do not wish to take part?
You do not have to take part in the study if you do not want to and you are free to stop at any time. You do 
not have to give a reason for your decision and your employment will not be affected.

What about privacy?
The results of the study will be published but individual staff members will not be identified.

Further information
If you have any questions about the study please feel free to ask. Further information is available from:

Mrs Dawn Connolly, Senior Nurse Practice Development, Tel. Ext. 2468
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RESEARCH STUDY

STAFF CONSENT FORM 

BLOCK CAPITALS PLEASE

N anie.pf member o f  staff:.............................................................................................

W ard/Department:.........................................................................................................

Name o f nurse.obtaining consent;...................................................

Evaluating the impact on the quality of patient care of an
action learning approach to leadership development amongst

Ward Managers

The nature o f this study has been fully explained to me by the nurse named 
above. 1 agree to take part in the study.

I understand that I am not obliged to take part in the study and may 
withdraw at any time without affecting my employment.

1 understand that the information gained will be treated confidentially and 
that published reports will not identify any individual.

Signature o f staff mem ......................................................... Date;......................  I

I confirm that 1 have explained the nature o f  the study to the m ember o f  staff 
named above.

Signature o f .nurse:.......................................................................Date;..........................



Appendix I 
Patient consent form



RESEARCH STUDY

PA TIENT CONSENT FORM 

BLOCK CAPITALS PLEASE

Name o f  patient ;.............................................................................................................

Hospi t a 1. n u mb er ;............................................................................................................

W ard/Departm ent:.........................................................................................................

Name .of.nurse .obtaining consent:....................................................

Evaluating the impact on the quality of patient care of an
action learning approach to leadership development amongst

Ward Managers

The nature o f this study has been fully explained to me by the nurse named 
above. 1 agree to take part in the study.

1 understand that I am not obliged to take part in the study and may 
withdraw at any time without affecting my continued care.

1 understand that the information gained will be treated confidentially and 
that published reports will not identify any individual.

Signature, o f  patient;.................................................................... Date;......................  I

I confirm that I have explained the nature o f the study to the patient named 
above.

S ig nature. o f n u rse Date:



Appendix J
Patient information sheet



RESEARCH STUDY

PA TIENT IN FORM A TION SHEET
Dear patient,

This letter asks for your help with our research into the impact of the Trust’s Strategy fo r  
N ursing and  M idwifery on the quality of nursing care given to patients.

What is the research about?
The Trust is investing in its Ward Managers (Ward Sisters and Charge Nurses) by 
offering them a programme of leadership development. The programme is designed to 
help Ward Managers work with their teams to improve the quality of nursing care given 
to patients. This means we must (1) measure the quality of nursing care and (2) ask 
patients for their opinion of the nursing care they receive. We are asking you to help us 
in one of these two areas.

1. Measuring the quality of nursing care
We will measure the quality of nursing care by using trained nurse researchers to observe 
and record how well nurses care for patients over a period of time (usually two hours). 
The nurse researchers will read your medical and nursing notes so that they can make a 
judgment about what care is best for you. In order to protect your privacy, the nurse 
researchers will not observe personal or private care.

2. Your opinion of the quality of nursing care
We will ask you to complete a questionnaire about your experience of nursing care on 
this ward and to tell us a little about yourself. This should take about 20 minutes. The 
questionnaire is anonymous and you will not be identified in any way.

What if I do not wish to take part?
You do not have to take part in the study if you do not want to and you are free to stop at 
any time. You do not have to give a reason for your decision and your future care will 
not be affected.

What about privacy?
The results of the study will be published but individual patients will not be identified. 

Further information
If you have any questions about the study please feel free to ask. Further information is 
available from the nurse in charge or from:

Mrs Dawn Connolly, Senior Nurse Practice Development, Tel. Ext. 2468

E v a l u a t i n g  th e  i m p a c t  o n  th e  q u a l i t y  o f  p a t i e n t  c a r e  o f  a n  a c t io n
le a r n in g  a p p r o a c h  to  le a d e r s h ip  d e v e l o p m e n t  a m o n g s t  W a r d  M a n a g e r s



Appendix K
Parent / Guardian consent form



RESEARCH STUDY

PARENT/GUA RDIAN CONSENT FORM 

BLOCK CAPITALS PLEASE

N am e.ofpatient;............................................................................................................

H ospitalnum ber;...........................................................................................................

W ard/Department:.........................................................................................................

Name o f  nurse, obtain ing consent;.............................................................................

Evaluating the impact on the quality of patient care of an
action learning approach to leadership development amongst

Ward Managers

The nature o f  this study has been fully explained to me by the nurse named 
above. I agree to my child (named above) taking part in the study.

I understand that my child is not obliged to take part in the study and may 
withdraw at any time without affecting his or her continued care.

I understand that the information gained will be treated confidentially and 
that published reports will not identify any individual.

Signature o f parent/guardi an:.................................................... Date;......................

Relationship to .pat i en t :...............................................................................................  I

I confirm that I have explained the nature o f the study to the parent/guardian 
named above.

Signature o f nurse;........................................................................Date;........................



Appendix L
Example of a completed Qualpac



Qtient (No.):

INTERACTIONS RECORD-{AMyPM

QUALITY PATIENT CARE SCALE (Qualpocs)

Rater ( No.)

No:

Time:

PsVCH O SO CIA L: IN D IV ID U A L

A ctions d irected  tow ard  m eeting  psychosocia l 

needs of ind iv idua l patients

Patient rece ives  nurse's full a ttent ion . # D

t

$

3

Patient is g iven  an  opportun ity  to expla in  their 
fee lings. # D

Patient is approached  in a kind , gent le  and 
fr iend ly  m anner . # D

Patient's inappropr iate  behav iour  is responded  

to in a th erapeutic  m anner. # D

appropriate action is taken in response to 
anticipated o r manifest patient anxiety or 
distress. # D /*I

Pat ient rece ives  exp lanat ion  and  verbal 
reassurance  w hen needed . # D

Patient rece ives  attent ion  from  nurse  with 

Neither becom ing  invo lved  in a nontherapeut ic  
way. # D

Patient is g iven  cons id erat ion  as a  m em ber of a 

fam ily  and  society . +/D*I

3
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27-28Pat ient rece ives  attent ion  for  their sp ir itua l 

needs. +D/*I
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i -  The re ject ing  or d em and ing  patient continues to 

1 receive  acceptance . +D /*I

p  Patient rece ives  care  that com m un icates worth 

and d ig n ity  of persons . # D

1^- 1 he h e a lth y  aspects  of the patient's persona lity  

are ut ilised . # D/*I

An atm osph ere  of trust , acceptance , and  respect 

is created  rather th an  one of pow er, prestige  and 

authority . U D

a p p ro p r ia te  top ics  fo r  conversation  a re  chosen.

[c . ̂
w' 1 he unconsc ious  or  non  orientated  pat ient is 

cared for  with th e  sam e  respectful m anner as 

the consc ious  pat ient . # D

^VCHOSOCIAL'. GROUP

\  A ctions d irected  tow ard  m eeting psychosoc ia l 

needs of pat ients  as  m em b ers  of a group

l6 - Patient as a  m em ber of a  group rece ives  w arm th , 

interest, and  attent ion  from  the staff , #

! Pat ient rece ives  th e  he lp  n ecessa ry  to accept 
lim its on  the ir  b eh av iour  that are  essentia l to

9 roup w e lfare . # D

■ Pat ient rece ives  encouragem ent to  part ic ipate  in 

°r  to p lan  for th e  group's daily  act iv it ie s . # t)

^ he  m em b er  of the  g roup  is provided  w ith  the  
apportunity to assum e  respons ib ility  accord ing  to

their capab ility . # t)

12

11 > ll
13

!o 4-

14 111 1

12- 3

15

Area 1 Mean

16 T i
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3
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17
1

18
,11

|2- 1

19 L 1

44 -  45

I)
Is  ^

46 - 47

50-51



I

p  Staff proposals for patient activities
appropriately reflect interests and needs of 
the group members. # D

r  Patient is helped to vent their emotions in a 
socially acceptable way within the group. # D 

I
^ Praise and recognition are given for 

Qchievement according to individual needs with 
Aspect fo r others in the group. # D

the rights and integrity of the group member 
 ̂ are protected within the group structure. # D
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I Actions directed toward meeting physical needs 
. °f Patients

1 Cursing procedures are adapted to meet needs 
° f  individual patient fo r treatment. # D

I 5- Patient's daily hygiene needs for cleanliness and 
1 acceptable appearance are met. U D

?6 ' ^arsing procedures are utilised as media for 
cammunication and interaction with patient. # D

Physical symptoms and physical changes are27
 ̂ identified and appropriate action taken. # D 

28f  ' hysical distress evidenced by the patient is 
responded to quickly and appropriately. # D

Patient is encouraged to observe appropriate 

rest and exercise. # D/*I
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Patient is encouraged  to take adequate  diet, 

j  # tV * I

3l- Action is taken  to meet the patient's needs for 

adequate hyd rat ion  and e lim ination . # D/*I

P- behavioural and  physio log ical changes due  to 

d ed icat ions  are  observed  and appropriate  

action taken . # D/*I
33- Expectations of patient's behaviour are  

adjusted and  acted  upon accord ing  to the  

effect the m ed ication  has on the  patient. # 

D/*I
M edical aseps is  is carried out in re lation to 

patient's persona l hyg iene  and im m ed iate  

environm ent. # D

I Medical and surgical asepsis is carried out 
during treatm ents and special procedures. #

b/*I

Environment is maintained that gives the 
Patient a feeling of being safe and secure. # D

Safety m easures  are  carried  out to prevent 

Patient from  harm ing  them se lf  or others. # D

Established techniques fo r safe administration 
° f  medications and parental fluids are carried

°ut. # D

'^ERAL
Motions that m ay be d irected  toward  m eeting 

e'ther p sycho log ica l or physical needs o 

Patient or both at the sam e tim e.

29- Patient rece ives instruction  as necessary . # D
39

l
26-27
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%  à

I
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40.

41.

I
42.

¿3.

45.

46

47

48. 

)

49.

50.

I

31.

Patient and family are involved in planning for 
care and treatment. # D/*I

Patient's sensitivities and right to privacy are 
protected.# D

Patient is helped to accept dependence / 
independence as appropriate to his condition. # D

Resources within the millieu are utilised to 
provide the patient with opportunities for 
problem solving. # D
Patient is given freedom of choice in activities of 
daily living whenever possible and within patient's 
Qbiliry to make the choice. f t D

Patient is given freedom of choice in activities of 
daily living that will stimulate his potential for 
positive psychosocial growth and movement 
toward physical independence. f t  b / * I

Activities are adapted to physical and mental 
capabilities of patient. f t  D/*I

Parsing care is adapted to patient's level and 
pace of development. f t  D

biversional and/or treatment activities are made 
Qvailable to the patient according to his 
capabilities and needs, f t  D

Patient with slow or unskilled performance is 
accepted and encouraged. f t  D 
Cursing care goals are established and activities 
Performed which recognise and support the 
therapist's plan of care. f t D/*I

Interaction with the patient is within framework 
°f the therapeutic plan, f t  D
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E ffective  communication and good relationships 
with o ther disciplines within the hospital are 
established fo r  the patient's benefit. # D/ I

60 111

i r

ISI
/S ^

Patient's needs are met through the  use o f 
re fe rra ls  both to  the departments in the  hospital 

' QnH ____  # r i / * I

7 3 - 7 4

61 X
Area V Mean

XL i

75 - 76 - 77

b c v  4



PoptSSlONAL IMPLICATIONS

a' 2 g iven  to  pat ient reflects in it iative  and 

v ^ p o ss ib ility  ind icat ive  of professional expectations .

d e c is io ns  that are  made by staff r e f l e c t  
know led ge  of facts  and good jud gem ent . # b/*

63 p
' e v id e nce  (spoken , behavioural, recorded ) is given 

by staff  of insight into deeper prob lem s and 

needs of th e  pat ient . # b/*

G a n g e s  in care  and care p lans, reflect 

cont inuous  e va luat ion  of resu lts of nurs ing  care.
n d/*

Y,
S taff are  re liab le , fo llow  through with 

e x p a n s ib i l it ie s  for the pat ient"  care  # b /*

^  A ss igned  staff  keep inform ed of the  patient's 
cond it ion  and  w hereabouts. # b

^  c are  g iven  to th e  patient reflects f lex ib ility  in 

r oles and  regu lat ions  as ind icated by ind iv idua l 
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f ^ ° r9Qnisation and management of nursing
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Appendix M

[a] Copy of Leadership Practices Inventory LPI-Self

[b] Copy of Leadership Practices Inventory LPI-Observer
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Pc
JAMES M. KOUZES/BARRY Z. POSNER

SELF

Your Name:

INSTRUCTIONS

Write your name in the blank above. On the next two pages are thirty state
ments describing various leadership behaviors. Please read each carefully. Then 
look at the rating scale and decide how frequently you engage in the behavior 
described.

Here’s the rating scale that you’ll be using:

1 = Almost Never
2 = Rarely
3 = Seldom
4 = Once in a While
5 = Occasionally

6 = Sometimes
7 = Fairly Often
8 = Usually
9 = Very Frequently 

10 = Almost Always

In selecting each response, please be realistic about the extent to which you 
actually engage in the behavior. Do not answer in terms of how you would like 
to see yourself or in terms of what you should be doing. Answer in terms of 
how you typically behave—on most days, on most projects, and with mostI pe0ple'

For each statement, decide on a rating and record it in the blank to the left 
5  of the statement. Do not leave any blank incomplete. Please remember that all 
f  statements are applicable. If you feel that any statement does not apply to you, 

in all likelihood it is because you do not frequently engage in the behavior. In 
this case, assign a rating of 3 or lower. When you have responded to all thirty 
statements, turn to the response sheet on page 4. M ake sure that you write your  
name on the response sheet in the blank marked "Your Nam e." Transfer your 
responses and return the response sheet according to the instructions provided.

For future reference, keep the portion of your LPI-Self form that lists the 
thirty statements.

I

'C opyright © 2003
Ja m es M K o u zes and Barry Z  Posner 
All rights reserved.
U sed with perm ission.'
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SELF
Tc what extent do you typically engage in the following behaviors? Choose the
number that best applies to each statement and record it in the blank to the left
of the statement.

1 2  3 4 5 6 7 8  9 10
Almost Rarely Seldom Once Occasionally Sometimes Fairly" Usually Very Almost 
Never in a While Often Frequently Always

------ 1. 1 seek out challenging opportunities that test my own skills and
abilities.

------ 2. I talk about future trends that will influence how our work gets
done.

------ 3. 1 develop cooperative relationships among the people I work with.

------ 4. I set a personal example of what 1 expect from others.

____ 5. I praise people for a job well done.

------ 6. I challenge people to try out new and innovative approaches to their
work.

------ 7. 1 describe a compelling image of what our future could be like.

____ 8. 1 actively listen to diverse points of view.

------ 9. 1 spend time and energy on making certain that the people 1
work with adhere to the principles and standards that we have 
agreed on.

------ 10. I make it a point to let people know about my confidence in their
abilities.

------ 11.1 search outside the formal boundaries of my organization for innova
tive ways to improve what we do.

------12. 1 appeal to others to share an exciting dream of the future.

____ 13. 1 treat others with dignity and respect.

14. 1 follow through on the promises and commitments that
____ 1 make.

------ 15. 1 make sure that people are creatively rewarded for their contribu
tions to the success of our projects.

2
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1 2 3 4  5 6 7 8 9  10
Almost Rarely Seldom Once Occasionally Sometimes Fairly Usually Very Almost 
Never in a While Often Frequently Always

------ 16. I ask “What can we learn?” when things do not go as expected.

------ 17. I show others how their long-term interests can be realized by enlist
ing in a common vision.

------ 18. I support the decisions that people make on their own.

------ 19. 1 am clear about my philosophy of leadership.

------20. I publicly recognize people who exemplify commitment to shared
values.

------21.1 experiment and take risks even when there is a chance of failure.

------22. I am contagiously enthusiastic and positive about future possibilities.

------23. 1 give people a great deal of freedom and choice in deciding how to
do their work.

------24. 1 make certain that we set achievable goals, make concrete plans, and
establish measurable milestones for the projects and programs that we 
work on.

------25. 1 find ways to celebrate accomplishments.

------26. 1 take the initiative to overcome obstacles even when outcomes are
uncertain.

------27. I speak with genuine conviction about the higher meaning and
purpose of our work.

------28. 1 ensure that people grow in their jobs by learning new skills and
developing themselves.

------29. 1 make progress toward goals one step at a time.

------30. 1 give the members of the team lots of appreciation and support for
their contributions.

N ow  turn to th e  r e sp o n se  sh e e t  a n d  fo l lo w  th e in stru ction s f o r  tra n s fe r r in g  y o u r
respon ses.
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JAMES M. K O U Z E S /B A R R Y  Z . PO SN ER

SELF

Your Name:

INSTRUCTIONS

Write your name in the blank above. On the next two pages are thirty state
ments describing various leadership behaviors. Please read each carefully. Then 
look at the rating scale and decide how frequently you engage in the behavior 
described.

Here’s the rating scale that you’ll be using:

1 = Almost Never
2 = Rarely
3 = Seldom
4 = Once in a While
5 = Occasionally

6 = Sometimes
7 = Fairly Often
8 = Usually
9 = Very Frequently 

10 = Almost Always

In selecting each response, please be realistic about the extent to which you 
actually engage in the behavior. Do not answer in terms of how you would like 
to see yourself or in terms of what you should be doing. Answer in terms of 
how you typically behave—on most days, on most projects, and with most 
people.

For each statement, decide on a rating and record it in the blank to the left 
of the statement. Do not leave any blank incomplete. Please remember that all 
statements are applicable, If you feel that any statement does not apply to you, 
in all likelihood it is because you do not frequently engage in the behavior. In 
this case, assign a rating of 3 or lower. When you have responded to all thirty 
statements, turn to the response sheet on page 4. M ake sure that you write your  
name on the response sheet in the blank marked "Your N am e.” Transfer your 
responses and return the response sheet according to the instructions provided.

For future reference, keep the portion of your LPl-Self form that lists the 
thirty statements.

I

“Copyright © 2003
James M Kouzes and Barry 2 Posner 
All rights reserved.
Used with permission."
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JAM ES M. K O U Z E S /B A R R Y  Z . P O S N E R

OBSERVER

Name of Leader:

INSTRUCTIONS
This instrument has been designed to assist a nonmanagerial leader in assess
ing the extent to which he or she engages in certain leadership behaviors.
You are being asked by the leader whose name appears above to help with 
this assessment.

On the next two pages are thirty statements describing various leadership 
behaviors. Please read each statement carefully. Then look at the rating scale 
and decide how frequently this leader engages in the behavior described.

Here’s the rating scale that you’ll be using:

1 = Almost Never
2 = Rarely
3 = Seldom
4 = Once in a While
5 = Occasionally

6 = Sometimes
7 = Fairly Often
8 = Usually
9 = Very Frequently 

10 = Almost Always

In selecting each response, please be realistic about the extent to which the 
leader actually engages in the behavior. Do not answer in terms of how you 
would like to see this person behave or in terms of how you think he or she 
should behave. Answer in terms of how the leader typically behaves-—on most 
days, on most projects, and with most people.

For each statement, decide on a rating and record it in the blank to the left 
of the statement. Do not leave any blank incomplete. Please remember that all 
statements are applicable. If you feel that any statement does not apply to the 
leader, in all likelihood it is because this person does not frequently engage in 
the behavior. In this case, assign the leader a rating of 3 or lower. When you 
have responded to all thirty statements, turn to the response sheet on page 4. 
Do not write your name on the response sheet. Transfer your responses and return 
the response sheet according to the instructions provided.

For future reference, keep the portion of your LP1-IC: Observer form that 
lists the thirty statements.

I
ght © 2003 
M Kouzes and Barry 
is reserved.
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OBSERVER
To what extent does this person typically engage in the following behaviors?
Choose the number that best applies to each statement and record it in the
blank to the left of the statement.

1 2 3 4  5 6 7 8 9  10
Almost Rarely Seldom Once Occasionally Sometimes Fairly Usually Very Almost 
Never in a While Often Frequently Always

He or She:
------ 1. Seeks out challenging opportunities that test his or her skills and

abilities.
------ 2. Talks about future trends that will influence how our work gets done.
------ 3. Develops cooperative relationships with the people he or she works

with.
------ 4. Sets a personal example of what he or she expects from others.
____ 5. Praises people for a job well done.
------ 6. Challenges people to try out new and innovative approaches to their

work.
------ 7. Describes a compelling image of what our future could be like.
____ 8. Actively listens to diverse points of view.
------ 9. Spends time and energy on making certain that people’s actions are

consistent with the values and standards that have been agreed on.
------ 10. Makes it a point to let people know about his or her confidence in

their abilities.
------ 11. Searches outside the formal boundaries of the organization for innov

ative ways to improve what we do.
------ 12. Appeals to others to share in his or her dream of future possibilities.
------ 13. Treats others with dignity and respect.
------ 14. Follows through on the promises and commitments that he or she

makes.
------ 15. Makes sure that people are creatively rewarded for their contributions

to the success of our projects.
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1 2  3 4 5 6 7 8 9 10
Almost Rarely Seldom Once Occasionally Sometimes Fairly Usually Very Almost
Never in a While Often Frequently Always

He or She:
------ 16. Asks “What can we learn?” when things do not go as expected.
------ 17. Shows others how it is in their long-term interests to work together

toward a common vision.
------ 18. Supports the decisions that people make on their own.
------ 19. Is clear wi'h others about what it means to do ones best.
------20. Publicly recognizes people who exemplify commitment to shared

values.
------21. Experiments and takes risks in his or her work even when there is a

chance of failure.
------22. Is contagiously enthusiastic and positive about future possibilities.
------23. Gives others freedom and choice in making decisions about issues

that affect them.
------24. Takes an active part in making certain that achievable goals, concrete

plans, and measurable milestones are set for the projects and 
programs we work on.

------25. Finds ways to celebrate accomplishments with his or her team.
------26. Takes the initiative to overcome obstacles even when outcomes are

uncertain.
------27. Speaks with genuine conviction about the higher meaning and

purpose of our work.
------28. Takes an active role in helping people learn and develop

in their work.
------29. Makes progress toward goals one step at a time.
------30. Gives the members of the team lots of appreciation and support for

their contributions.
N ow  turn to the resp o n se  sh ee t  a n d  fo l lo w  th e  in stru ction s f o r  tr a n s fe r r in g  y o u r

respon ses .
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OBSERVER
RESPONSE SHEET

Name of Leader:.----------------------------------------------------------------------------------------
I Am This Leader’s (Check one):
□  Manager □  Constituent/Project Team Member Q  Peer □  Other

Instructions: If the leader’s name and relationship to you (the observer) are not indi
cated above, please write the leader’s name in the blank and check the appropriate 
box indicating your relationship to the leader. (For example, if you are a coworker in 
this leader’s department, check Peer.) Do not write your name on this sheet. Separate the 
response sheet from the rest of the LPI-IC by tearing along the perforated line. Trans
fer the ratings for the statements to the blanks provided on this sheet. Remember to 
assign a rating of 3 or less for any statement you feel you do not have enough informa
tion to adequately assess. Please notice that the numbers of the statements on this 
sheet are listed from left to right.

After you have transferred all ratings, return the form according to the “Important 
Further Instructions" below,

1 2. 3. 4. . 5.

6 7. f i . 9. 10.

11 12. 13 14. 15.

16 17. 18. 19 20.

21 22. 23. 24 25.

26. 27............ 28 29. 30.

Important Further Instructions
After completing this response sheet, return it to:
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KOUZES POSNER INTERNATIONAL 
15419 Banyan Lane 

Monte Sereno, California 95030 
FAX: (408)354-9170

June 28, 2004

Mrs. Dawn Connolly 
Senior Nurse Practice Development 
Craigavon Area Hospital 
68 Portadown, Craigavon BT63 5QQ 
Northern Ireland, UK

Dear Dawn:

Thank you for your request to use the Leadership Practices Inventory (LPI) in your 
dissertation. We are willing to allow you to reproduce the instrument as outlined in 
your email, at no charge, with the following understandings:

(1) That the LPI is used only for research purposes and is not sold or used in 
conjunction with any compensated management development activities;
(2) That copyright of the LPI, or any derivation of the instrument, is retained 
by Kouzes Posner International, and that the following copyright statement is 
included on all copies of the instrument: "Copyright © 2003 James M.
Kouzes and Barry Z. Posner. AH rights reserved. Used with permission.";
(3) That one (1) bound copy of your dissertation and one (1) copy of nil 
papers, reports, articles, and the like which make use of the LPI data be sent 
promptly to our attention; and,
(4) That you agree to allow us to include an abstract of your study and any 
other published papers utilizing the LPI on our various websites.

If the terms outlined above are acceptable, would you indicate so by signing one (1) 
copy of this letter and returning it to us. Best wishes for every success with your 
research project.

Cordially,

Barry Z. Posner, Ph.D.
Managing Partner I

I understand and agree to abide by these conditions:

(Signed)
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Leadership Practices Inventory (LPI)

1. How do we agree whether to undertake LPI or not?
After you have considered the answers to all of the questions posed you will hopefully be in 
a more informed position to make a decision whether to undertake the Leadership 
Practices Inventory.

2. Why do we want this process carried out?
Leadership development is an integral component of our Strategy for Nursing and 
Midwifery hence the title "Developing Leaders - Transforming Care".

Policy Context
The strategy addresses important elements of Best Practice -  Best Care (DHSSPS, 2002), 
the NHS Plan (DOH, 2000) and the work of the NHS Modernisation Agency (DOH, 2002).
In particular the imperatives to involve patients in decision making about their care, to 
design services around the expressed needs of patients, to develop transformational 
leadership in nursing and midwifery and to measure the quality of care.

NIPEC recognise the importance of leadership in their Development Framework for 
Nursing and Midwifery consultation document (NIPEC, 2004): “There is a need for all 
nurses and midwives to develop their personal leadership ability and those in specific 
leadership positions need to provide clear direction and vision. Such leadership ability 
helps to promote good standards of practice among peers, subordinates and other 
colleagues” (p10).

The Strategy recognises that the Ward Manager role is key - but that additional support is 
needed.

The aims of the Strategy are to achieve sustained, patient-centred, practice development in 
every ward and unit in the Trust by:

• providing a framework and process which will facilitate the development of the 
leadership potential of Ward Leaders

• facilitating Ward Leaders and their teams in the development and implementation of 
local action plans that are consistent with the Trust’s Strategy for Nursing and 
Midwifery

•  identifying and addressing organisational issues that impact on the quality of nursing 
and midwifery care

•  rigorously evaluating the success of the implementation process in terms of its impact 
on patient care, patient satisfaction, organisational issues, and ward leadership

(Strategy for Nursing and Midwifery, Developing Leaders -  Transforming Care, p17)

The purpose of carrying out the Leadership Practices Inventory is to provide you 
individually and in confidence with information relating to your leadership qualities and 
provide the organization with an overview of leadership amongst ward managers.

There is a lot of research on the LPI -  from literally hundreds of thousands of people. That 
research consistently shows that the more frequently you use the LPI behaviours, the more

I



likely It is that you'll be seen as an effective leader. When leaders use the LPI behaviours 
they are seen as:

• Being more effective in meeting job-related demands
• Being more successful in representing their units to upper management
• Creating higher-performing teams
• Fostering loyalty and commitment
• Increasing motivational levels and willingness to work hard
• Reducing absenteeism, turnover and dropout rates
• Possessing a high degree of personal credibility

(Kouzes & Posner, 2001, p27)

Kouzes and Posner (2001) found that when people succeed in their use of the five 
leadership practices, they enhance their contributions to their organisations and to their 
families and communities as well.

The five practices of exemplary leadership are:

• Challenging the process
• Inspiring a shared vision
• Enabling others to act
• Modelling the way
• Encouraging the heart

3. Support for ward managers: who and how?
Kouzes and Posner (2001) emphasise that leadership development is self-development. 
Taking the LPI, reviewing and analysing the results, and making action plans are only the 
first steps of a self-improvement journey. Growing in leadership ability, just like growing in 
other areas of life, continues as long as people commit to improvement and then follow up 
with action.

The level of support required will depend on your individual, self-identified needs. A 
number of options are offered:

• There is a participant's workbook that accompanies the feedback report. This 
workbook can be used to guide self-directed interpretation and action planning. It 
takes the participant step-by-step through the report, offers suggestions for improving 
behaviours in the five practices of exemplary leadership and helps the participant to 
develop an action plan.

• You can work through the workbook with the help and support of the Practice 
Development Facilitator from your Action Learning Set.

• You can work through the workbook with your Action Learning Set members (you do 
not have to share your results with members but can discuss the process).

• You can choose who you would like to support you -  it is recognised that some of you 
may already have support mechanisms in place



4. Where does the information go?
In order to generate a report the information from the questionnaires require to be inputted 
into a special software package that will automatically generate a report. Once completed it 
is proposed that questionnaire (both self and observers) will be forwarded to Dawn 
Connolly, the Senior Nurse Research for input into the software package. Confidentiality 
and protection of data generated by research are explicit requirements under the Research 
Governance Framework (DHSSPS, 2002) thus you will be the only person who will decide 
who you would like to share your report with (if anyone). Individual information is generated 
for your use only.

An overall report will be available for the Trust and assurances are given that no individuals 
or wards / departments will be identified. Collective information will be utilised to develop a 
leadership development programme for Ward Managers.

5. What’s going to be done with the results?

The purpose is to give individuals and the organisation an opportunity to develop the
leadership potential within the Trust for the benefit of patient care.

• You will use your results to identify your strengths and possible areas for improvement 
the participant’s workbook will guide you through this process.

• The collective results will help identify strengths and areas for improvement and the 
results will contribute to the development of a leadership programme.

• The results will also be used in the research report. No individuals or wards / 
department will be identified.

6. Who will have access to it?
In order to carry out the administration and analyses process as few people as possible will 
have access to your information:

• Yourself
• Others you choose to have access to it, for example, a personal facilitator
• Senior Nurse Research -  Dawn Connolly, Senior Nurse Research (in strictest 

confidence)
• Research supervisor- Dr Peter O'Halloran, Queen’s University Belfast (in strictest 

confidence; to ensure the research is rigorously carried out and to evaluate the 
research student)

Anonymous information will be shared in the form of a report to the Trust and in research 
reports or publications arising from the research.

7. Who will analyse the feedback?
It is proposed that Dawn Connolly Senior Nurse Research will input the data into the 
software package that generates the individual report. This will be carried out in 
compliance with research governance protocols which ensure confidentiality and data 
protection (see question 14).
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8. How will the observers be prepared?
You can choose to prepare your ‘observers’ or alternatively the Practice Development 
Team can prepare them. A guidance information checklist will be devised in collaboration 
with Ward Managers.

9. How will the observers be selected?
You will be asked to choose ten observers who you feel would give an honest and fair 
assessment of your leadership behaviours. This should include your:
• Line manager (1)
• Direct reports (staff who you are in charge of) (minimum of 3)
• Co-workers / peers (for example another ward manager)
• Other who observe you on a regular basis (for example members of the 

multidisciplinary team)

10. How long is the whole process going to take?
The feedback process should take no longer than two weeks after all the questionnaires 
(self and obsen/ers) have been received. A personal leadership plan and organisational 
leadership programme will be developed and implemented and the LPI repeated in 
approximately one year as a means to evaluate the effectiveness of the individual personal 
plans and organisation programmes.

11. Is this a one off or will we reuse it in the future?
It is planned to re-administer the LPI after one year in order to determine if the strategies 
that we are using affects the leadership qualities of ward managers and in turn the quality 
of patient care.

Through the evaluation process it will be established if periodic use of the LPI would be 
beneficial for Ward Managers or other staff groups.

12. Will there be more emphasis on the negative aspects?
The focus of the Strategy for Nursing and Midwifery is to support Ward Managers in their 
role for example: through facilitated Action Learning, facilitated development of local action 
plans, setting up of an Organisational Development Group to take forward organisation 
issues identified by ward managers. In addition to these methods of developing leadership 
potential, another way the Strategy for Nursing and Midwifery aims to support ward 
managers is through personal leadership development plans and through an organisational 
leadership development programme. This is in keeping with the ethos of the Knowledge 
and Skills Framework that is an integral component of Agenda for Change. We want to 
create a positive learning and development culture where feedback is regarded as a 
learning and development opportunity and not portrayed as a personal criticism.

It is natural for each one of us to focus on the negatives about ourselves, however, we 
have to develop strategies to turn these perceived negatives into positives (perhaps with 
the help of a personal facilitator if that is your preferred way of learning). It is a challenge 
for all of us to create an environment where support and challenge (not criticism or 
confrontation) is welcomed and encouraged.
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13. What is in place if the outcome is negative?
There are a number of support mechanisms already in place if you choose to avail of these 
(for example: Action Learning Set, Practice Development Facilitator, Clinical Services 
Manager / Department Managers, Midwifery Supervisor). You are encouraged to consider 
your options and choose who you would like to support you if you feel the outcome is 
negative. You may already have mechanisms in place that you use when you have an 
issue -  these can still continue if you wish. Alternatively you can suggest whom you would 
like to be your personal facilitator.

It is important that your support mechanism is in place before you undertake the LPI.

14. How can we guarantee confidentiality?
There are a number of policies in place that will help guarantee confidentially:

The Research Governance Framework (DHSSPS, 2002) states that researchers are 
responsible for “protecting the integrity and confidentiality of records and data generated by 
research" (DHSSPS, 2002, p35). If researchers fail to comply with this requirement, they 
will be subject to disciplinary processes through the normal management channels.

Data Protection Act (1998) provides statutory protection for personal data.
Your data will be kept in one place on a dedicated computer in a locked office. Files will be 
password protected. You will be given a unique ID number and this will be kept in a 
separate password protected file. This means that your name will not be kept with your 
results -  your report will be identified through your ID number.

15. Do staff know the difference between management and leadership?
The LPI is very focused on leadership behaviours and the questions asked will guide 
observers to rate leadership behaviours as opposed to management behaviours.

16. Is it just part of the research?
The research is an integral part of the Strategy for Nursing and Midwifery “Developing 
Leaders -  Transforming Care” and provides a framework for systematically implementing 
and evaluating the Strategy. The Health Foundation Award highlights the importance of this 
area from a national perspective.

17. Will it be rolled out to other staff?
The focus initially is for Ward Managers, however, Clinical Services Managers /
Department Managers and members of the Practice Development Team will also be invited 
to complete the LPI.

18. How do you stop colluding between staff?
Preparation of observers will be key- explaining why it is important to complete the LPI 
independently, and agreeing ground rules' for everyone involved will be included in the 
preparation session.

19. How will the staff know me well enough?
The LPI measures behaviours that are observable. Therefore ward managers who have 
been in a leadership position for a short period of time should gain from the process. 
Remember you will choose who you feel will give you an honest and fair assessment.
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20. How will patients benefit from doing it?
We know that nurses and midwifes make a difference to patients. We know that the ward 
manager has a key role in achieving high quality patient care. Ward managers are directly 
responsible for over 1500 nursing, midwifery and nursing auxiliary staff - nearly 50 percent 
of all staff in the Trust -these staff provide the majority of patient care and have the most 
extensive contact with patients and their relatives. However, ward managers cannot act in 
isolation. They require active support if they are to effectively lead their staff in the midst of 
considerable pressures faced by the Trust as a whole. The Strategy for Nursing and 
Midwifery -  “Developing Leaders -  Transforming Care” focuses on actively supporting 
ward managers to develop their leadership potential.

This is a unique opportunity to be involved in a project aimed at making a difference to 
patients and staff. Although you may feel that you are in the ‘spotlight’ at the moment you 
have a unique opportunity to shape the future role of the ward manager at the Trust and 
beyond.
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Leadership Practices Inventory (LPI) 

Ward Manager response form
Name:

Ward:

Do you wish to use the LPI?
Yes No

If you answer “No", you are not obliged to give a reason for your 
answer. However, it would help us to create a more effective 
leadership development process if you could give a reason for your 
decision below:

If “Yes”, who would you prefer to prepare those acting as your 
observers?

Self
Practice Development Facilitator (PDF)
Self and PDF together

Would you like support to help you respond to 
feedback from the LPI?

If “Yes”, what form of support would you prefer (please tick all that 
apply)?

Use of “participant’s workbook” -------
Personal facilitation by agreed member of PD Team 
Discussion with members of Action Learning set 
Use of your existing support system

Signature:.......................................................  Date:................

Please return this form in the ore-addressed envelope provided

Yes No
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DIRECTORATE OF NURSING AND QUALITY

M E M O R A N D U M

TO: Ward Managers

FROM: Mrs Dawn Connolly, Senior Nurse Practice Development

RE: Instructions for Completing Leadership Practices Inventory
(LPI) Forms

DATE:

Attached are your LPI-Self and your LPI-Observer forms. The response for these forms need to
be completed and sent for scoring no later than_____________ . Here’s what you need to do:

Step 1: Choose your Observers -  which should include:

Manager Category: Your line manager and your Clinical Services Manager
Direct Report Category: *At least 10 direct reports -  or all direct reports if there are less than

10 (ie staff nurses, nursing auxiliaries).
Work on the principle that the more direct reports you ask to 
respond the more informative the feedback

Co-worker Category: At least two peers who have observed your leadership practices
(eg allied health professionals, doctor, ward clerk, specialist nurse, 
liaison nurse etc).

Step 2: On each LPI-Observer form, write your name in two places: in the blank marked
“Name of Leader” on the first page and in the same blank on the response sheet.

Step 3: On each LPi-Observer response sheet, designate that observer’s relationship to
you (your manager, your direct report, your co-worker, or other) by putting a check 
mark in the appropriate box. Do not write the observer’s names on their response 
sheets.

Step 4: Distribute the LPI-Observer forms to the appropriate people. Tell them to be sure
to complete every blank. Explain to your observers that the scoring software will 
calculate their scores by category (manager, direct report, co-worker, or other) -  
not by name. Tell them that they should not put their names on their forms or 
return their forms directly to you. Emphasise that this procedure protects their 
anonymity so that they can feel free to evaluate your leadership behaviour 
honestly. Reassure them that at no time will anyone pressure them to reveal how 
they rated your leadership behaviour.



‘ ‘ Important Note“

Anonymity isn’t possible in some situations. Obviously, if you want feedback from 
your manager and you only have one manager, you’ll know that person’s identity. 
This shouldn’t be a problem, but you need to explain this fact to your manager. In 
other cases, however, preserving anonymity can be problematic. If your observer 
group includes only one direct report or one co-worker, for example it’s obvious 
who said what.

Consequently, it’s best to have feedback from at least two people -  preferably 
three or more -  in each observer category. The scoring software prints out 
separate feedback for the Direct Report category unless that feedback is from one 
person; the same is true for the Co-worker category. When there’s only one 
person in either of these categories, the software print’s the person’s feedback in 
the Other category, to protect the person’s anonymity. When you’re distributing 
LPI-Observer forms and explaining anonymity, you may need to clarify how the 
software works, in order to ease people’s minds.

For some participants, ensuring observer anonymity may be more important than 
receiving feedback from different categories of observers. In this case all the 
participant’s may be instructed to mark the Other box on all observers’ response 
sheets. However, it is often useful and important to distinguish between the 
responses of direct reports and co-workers, for example, so consider what may be 
lost if all observers are identified as Other.

Step 5: Tell your observers to send in their completed response sheets no later than 14th
April 2006. Suggest that they keep the inventory form, though, so that they can 
refer to it later.

Step 6: Complete the LPI-Self and send in your response sheet. Be sure to complete
every blank.

You will receive your individual report within one week of receiving all your LPI forms. As I will 
not know your observers I will be depending on you to ensure that your observers return your 
completed LPI forms no later than ________________________ .

If you require further clarification please do not hesitate to contact me.

With best wishes

©awn

Mrs  D CONNOLLY
Senior Nurse Practice Development



Appendix R

Copy of an anonymised LPI feedback report



The Kouzes/Posner

LEADERSHIP PRACTICES INVENTORY

Confidential Feedback 
for
Example of LPI Report

(c) C o p yrig h t 2001 Jam es M. K ou zes a n d  B a rry  Z. Posner.
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L E A D E R S H IP  P R A C T IC E S  IN V E N T O R Y

P r o f i le  fo r  E x a m p le  o f  L P I R e p o r t

Craigavon Area Hospital Group Trust

SELF LPI OBSERVER RATINGS

AVG AGR M D1 D2 D3 D4 D5 D6 D7 D8 D9 Cl C2

ENABLING
OTHERS TO ACT 54 54.8 H 50 56 56 60 51 60 49 57 58 54 57 49

MODELING 
THE WAY 50 54.3 H 51 57 54 60 50 54 50 57 55 57 60 47

ENCOURAGING 
THE HEART 55 48.2 M 33 57 51 60 51 51 39 51 48 49 45 44

CHALLENGING 
THE PROCESS 46 46.4 M 31 47 52 58 45 50 44 52 45 53 45 35

INSPIRING A 
SHARED VISION 49 45.8 M 23 50 54 58 50 46 41 50 47 45 44 41

AVG = Average of all LPI Observer ratings

AGR = Degree of consistency between observer scores, with H = High, 
M = Moderate, and L = Low degree of consistency or agreement

M = Manager D = Direct Reports C = Coworkers

Summary
(e) C o p yrig h t 2001  J a m es M. K o u zes a n d  B arry  Z. P osner.

P u b lish ed  b y  Jossey-B ass/P feiffer. A ll righ ts reserved . 2
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LEADERSHIP PRACTICES INVENTORY

Profile for Example of LPI Report

Craigavon Area H ospital G roup Trust

ENABLING OTHERS TO ACT

Self 54.0
Manager ¡LLT 1.......50.0
Direct Reports LA:. L.UL"L2ZLEIIIir  t-,■■ ' - L A _□ 55.7
Coworkers IHZ__IHZZZL_— T .~- -i.~’—LEL.— - 3 — "'ll. . . I------ ■ I------- 1 53.0

MODELING THE WAY

Seif r " '  Lr:" .-m e .: ’ ayt :"z t  'XiiiL::!7i;LT3vTTT!T:;..lh___i_IZZ3 50.0
Manager n r u r u j c  _ l l e i . : a .. .:iT :zr.xzT Z _rzr:::: 51.0
Direct Reports EIZ.-E20LLZHET.T2ZCJ7LIZn~.̂ I 3IIIZ:’Z—J.EIZELTEiIZZXITIC»:LIIZZZ] 54.9
Coworkers I' -- TULL. l-.,'.. "V T£ !...■.UZITTUrrZZTrTZ:^ 53.5

ENCOURAGING THE HEART

Self m 1 1 "... 55.0
Manager = Z L \J ---- ' L l I ."....:..L' .' .L -j ..........1 ......  1...  . .I..........i 33.0
Direct Reports EEL...J-3IZZEII^S:Ty^T 7T'., .. . ... I .......1 50.8
Coworkers l-------L----- i_LL..;.LlL_— □— ------32LU— EC.— J  _  1---- 1 44.5

CHALLENGING THE PROCESS

Self [Z— x sETTTT-r:~irrrr- \ ~ r .  ;T:TEiz :i : : r : r .!.'-E' 1......................... 46.0
Manager LL'LL—- Vi!’ -:. I... ..CXT:3'C.ZLJlCZ.L, 1.1...; A Li tLi—Z_ll—.... .L------ L....... J------- 1 31.0
Direct Reports t3ZZZICEECC3Z3CZIZZEZEr;7~^ ^  49.6
Coworkers u —.... -X_IEEICECEEI.7171 ---- 1 — I.......... 1 40.0

INSPIRING A SHARED VISION

Seif c iz c z iE n iiic z x EdJLE-crTE ^ ^   49.0
Manager !.... —3—-. ----X.3 jz\ I l  ----- I — 1 — H—  31 — ~ .1 23.0
Direct Reports ■A . ^ r z ^ z c i z j sz z z ^ n n c in c n -  " _ □ = □  49.0
Coworkers L---- riZJ_3n._^Z"IZZC2'7.!ilEU7T.-irZlTIIZIZZir.-,„....1------- L....... J 42.5

Once Almost
Rarely in a While Sometimes Usually Always

Almost Seldom Occasionally Fairly Very
Never Often Frequently

Summary Graph

(c) C o p yrig h t 20 0 1  J a m es M. K o u zes a n d  B a rry  Z P osner.

P u b lish ed  b y  Jossey-B a ss/P fe iffer . A ll r ig h ts  reserved . 3
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LEADERSHIP PRACTICES INVENTORY 

Profile for Example of LPI Report 

Cralgavon Area Hospital Group Trust

S -  Self M = Manager
D = Direct Reports C = Coworkers

Percentile Ranking
(c) Copyright 2001 James M. Kouzes and Barry 2. Posner.

Published by Jossey-Bass/Pfeiffer. All rights reserved. 4
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LEADERSHIP PRACTICES INVENTORY

Profile for Example of LPI Report

★
Craigavon Area Hospital Group Trust

Leadership Behaviors Ranked by LPI Observer Ratings

13. Treats people with dignity and respect
14. Follows through on promises and commitments
4. Sets example of what is expected

19. Is clear about his/her philosophy of leadership 
18. Supports other people's decisions
8. Listens to diverse points of view
3. Develops cooperative relationships 

30. Gives team members appreciation and support
28. Ensures that people grow in their jobs
29. Makes progress toward goals one step at a time

9. Ensures that people adhere to agreed-on standards 
24. Ensures that goals, plans and milestones are set 
16. Asks "What can we learn?"
2. Talks about future trends

10. Expresses confidence in people’s abilities 
23. Lets people choose how to do their work

5. Praises people for a job well done
22. Is enthusiastic and positive about future
15. Creatively rewards people for their contributions 
26. Takes initiative to overcome obstacles

27. Speaks with conviction about meaning of work
11. Looks outside organization for ways to improve
20. Recognizes people for commitment to shared values 

1. Seeks challenging opportunities
6. Challenges people to try new approaches

17. Shows others how their interests can be realized 
25. Finds ways to celebrate accomplishments
21. Experiments and takes risks

7. Describes compelling image of future
12. Appeals to others to share dream of future

SELF OBSERVERS

ENABLING 10 10.0
MODELING 8 9.5*
MODELING 10 9.3
MODELING 6 9.3*
ENABLING 9 9.2
ENABLING 9 9.2
ENABLING 10 9.1
ENCOURAGING 10 9.1
ENABLING 8 9.1
MODELING 8 8.8
MODELING 10 8.8
MODELING 8 8.6
CHALLENGING 8 8.6
INSPIRING 9 8.5
ENCOURAGING 9 8.2
ENABLING 8 8.2
ENCOURAGING 10 8.2*
INSPIRING 8 8.2
ENCOURAGING 10 7.9*
CHALLENGING 7 7.9

INSPIRING 8 7.8
CHALLENGING 6 7.8*
ENCOURAGING 8 7.7
CHALLENGING 8 7.7
CHALLENGING 9 7.5*
INSPIRING 8 7.5
ENCOURAGING 8 7.2
CHALLENGING 8 7.0
INSPIRING 8 6.9
INSPIRING 8 6.8

* Difference between Observers' and Self rating was greater than 1.5

1
1-------

2
-----1------

3 4
----- 1------------- 1-------

5
------- f-

6 7 8 9 10

Almost
Never

Rarely Seldom Once
in a While

Occasionally
-------- 1--------------- 1------

Sometimes Fairly 
Often

----- 1------
Usually

-------1---------
Very

Frequently

------1
Almost
Always

Behaviors Ranking
(c) C opyrigh t 2001 Jam es M. K ouzes a n d  B arry Z. Posner.

P ublished b y  Jossey-B ass/Pfeiffer. A ll rights reserved. 5



CHALLENGING THE PROCESS

Profile for Example of LPI Report 

Craigavon Area Hospital Group Trust

LEADERSHIP PRACTICE

16. Asks "What can we 
learn?"

26. Takes initiative to 
overcome obstacles

11. Looks outside organization 
for ways to improve

1. Seeks challenging 
opportunities

6. Challenges people to 
try new approaches

21. Experiments and takes 

risks

SELF LPI OBSERVER RATINGS

AVG M D1 D2 D3 D4 D5 D6 D7 D8 D9 Cl C2

8 8.6 9 7

7 7.9 4 8

6 7.8 4 7

8 7.7 5 9

9 7.5 5 8

8 7.0 4 8

9 10 9 8 9

9 10 9 8 7

9 10 8 8 9

8 9 6 8 8

8 10 8 10 5

9 9 5 8 6

9 9 10 8 6

9 8 10 5 8

8 9 7 9 5

9 8 9 7 6

9 5 8 9 5

8 6 9 7 5

CUMULATIVE RATINGS: 46 46.4 31 47 52 58 45 50 44 52 45 53 45 35

1 2 3 4 5
I 1---------------- 1------------

6 7 8 9 10
1-------------1-------

Almost Rarely Seldom Once Occasionally

--------i ---------------- 1-------

Sometimes Fairly

------1-------

Usually

-------J----------

Very

------1

Almost
Never in a While Often Frequently Always

C h a l l e n g i n g

(c) Copyright 2001 James M. Kouzes and Barry 2. Posner.
Published by Jossey-Bass/Pfeiffer. All rights reserved. 6



© Profile for Example of LPI Report

Craigavon Area Hospital Group Trust

_ CHALLENGING THE PROCESS

16. I ask "What can we learn?" when things do not go as expected:

Seif
Manager
Direct Reports a m
Coworkers .¿KS&  1 : , . □

26. I take the initiative to overcome obstacles even when outcomes are 
uncertain:

Seif ^  .. ' " f ' ' .r ~"J=3
Manager ! - -  E- - L- ---------1----— 1--------- 1-------- 1---------L ------- ]
Direct Reports t̂ ZTSiZ
Coworkers fT ~ D 'T ! u ZZTT'X•.K 't ' tJ jim ' S ' .Jf .T f-' -X_— I 1... „1 ,,J

11. I search outside the formal boundaries o f my organization for 
innovative ways to improve what we do:

Self g a m i m m r » 7 r . i : r rn T t7 g T E rT E :t i i........ i .... i
Manager t--— .t ■ ■' . t ...... a-*. .... - t—..... -J.......... i ...— I ......  I 1
Direct Reports i . ...a
Coworkers L - —L -f—‘—....1: ~js:^  I I —I

1. 1 seek out challenging opportunities that test my own skills and abilities:

Self c.i^rrxizr:rii:rz.T~iFi-T3x:£r:^^ ' ~r~~m
Manager f r - ^ T :v.r T:...........i 1 -  i —
Direct Reports -------1-----~ a
Coworkers c u c z c x r r H C T C T  S P r a 3 C a S 2 3 S I^ l l -------- 1. 1 ----- J

6. I challenge people to try out new and innovative approaches to their 
work:

Self r ^ -.:_ :i.n m in r a r n r 'n r r : -t m — -m:.T T m n m T " r m -■  —-------- 1
Manager ...... i 1 i r  i — i
Direct Reports C .X2!-:'J.LC lC ^^.in '..',.:rrm ^ ^-r^^ m T rvrr^rTrTr---p — i--------1
Coworkers crnr2LIT7;T ''F r ~ T ^ ^ -:'w v ,'^rt'.,'.:-T..'. ?; 1 i i —— i

21.1 experiment and take risks in my work even when there is a 
chance of failure:

Self
Manager 
Direct Reports 
Coworkers

C3ZTX-

irjx.n.;:,77~r:

! ■V-*'I... 1 1 1 ! i ------ 1
'--ra n azrm ■ m :• x a r s n -----

LIT. ac

8.0
9.0 
8.9
7.0

7.0
4.0 
8.7 
6.5

6.0
4.0 
8.3
7.0

8.0
5.C
8.2
6.5

9.0
5.0 
7.9
7.0

8.0
4.0 
7.6
6.0

Once Almost
Rarely in a While Sometimes Usually Always

---1------1------1------(------1------1------1------1------1------1
Almost Seldom Occasionally Fairly Very
Never Often Frequently

C h a l l e n g i n g  G r a p h

(c) Copyright 2001 James M. Kouzes and Barry Z  Posner
Published by Jossey-Bass/Pfeiffer All rights reserved 7



INSPIRING A SHARED VISION

Profile for Example of LPI Report 

Craigavon Area Hospital Group Trust

LEADERSHIP PRACTICE SELF LPI OBSERVER RATINGS

AVG M D1 D2 D3 D4 D5 D6 D7 D8 D9 Cl C2

2. Talks about future 9 8.5 5 10 9 10 8 7 9 9 10 9 8 8
trends

22. Is enthusiastic and positive 8 8.2 3 8 10 10 8 9 8 9 9 8 8 8
about future

27. Speaks with conviction about 8 7.8 3 9 9 1 0 1 0 8 6 8 8 8 7 8
meaning of work

17. Shows others how their 8 7.5 6 8 9  10 8 8 5 9 6 7 8 6
interests can be realized

7. Describes compelling 
image of future

8 6.9 3 8 8 9 8 6 8 8 7 6 6 6

12. Appeals to others to share 

dream of future
8 6.8 3 7 9 9 8 8 5 7 7 7 7 5

CUMULATIVE RATINGS: 49 45.8 23 50 54 58 50 46 41 50 47 45 44 41

1 2 3 4 5
--------- 1____ - -

6
1-------

Almost

-----1-------------1-------- -

Rarely Seldom Once Occasionally
■------- H--------

Sometimes
Never in a While

7 8 9 10
—I-------- 1----------1-----------1
Fairly Usually Very Almost
Often Frequently Always

I n s p i r i n g

(e) Copyright 2001 James U. Kouzes ami Barry Z. Posner,
Published by Jossey-Bass/Pfeiffer. All rights reserved. 8



INSPIRING A SHARED VISION

Profile for Example of LPI Report 

Craigavon Area Hospital Group Trust

2. I talk about future trends that w ill influence how our work gets done:

sei f  m r r s r m T r T  m x r i r i - z r r T  9.0
Manager r g i r j .7S 2 X 7 £ IS 3 ? ..ra g j u .i ..... i. i . ..— I----------1--------J 5.0
Direct Reports L -~ ^ r r ^ / T ^ T ^ n , : r - ^ i r r iT ; T T ^ z : ; i .. x  j....;:v-T,r ' : ' -r : i 9.0
Coworkers r r T T J t ' t f c jiXT - ¿-t il. :.~MtU..T7. I , -------- ----------'i 8.0

22. I am contagiously enthusiastic and positive about future 
possibilities:

Self r r m r - T r r e m — T m r x r r t m T r : .Tn,:,,” nTg r - 7 " i ............r  - —  n  8.0
Manager - —t i l l ; . .1—  i ..3 3.0
Direct Reports f . m .J T T im r  ■ " ^ X ~ 7 T X t r r r r r r 3 ! T ^ .r r :V :7 L X r- : i .j . ~'~TI 8.8
Coworkers -r.-r-TJ-------- .u — z i 8.0

27. I speak with genuine conviction about the higher meaning and 
purpose o f our work:

Self m . m m i e m r r x z m i . t ' . T i r j n r m  i n o  8.0
Manager '^TUT  i i-------- i.— i — ... . i , ,_J 3.0
Direct Reports 8.4
Coworkers I Z I Z Z ]  7.5

17. I show others how their long-term interests can be realized by 
enlisting in a common vision:

Self c m r T i r m i r r m m m i iT . : . : :  t ' e :n i z i r c  rrr; i i 8.0
Manager ~_.i......... i— .— li------ Z l 6.0
Direct Reports ------- ~::ii 7.8
Coworkers m r i r m ^ m a i l - . I i m m i i m r i........  i m i x m z i  7.0

7. 1 describe a compelling image o f what our future could be like:

Self c z z z c iz ::: m m  x m r r :  1 i.:  m i.: ' rr. . IT—=3
Manager -'ijRr Ml fai l '
Direct Reports 
Coworkers

h . JILalELfe*!*«arti. ---1 - .
ci. " E r x .  m . - m r i m m - m i ..~r •, r____

J--------1
1 .....~1

8.0
3.0 
7.6
6.0

12. I appeal to others to share an exciting dream o f the future:

Self
Manager 
Direct Reports 
Coworkers

r r  ;■'* °’ J7Tii — . ' i V " t « t ' ’T T h i p — r , ’ ' 7 T ~ ? ~ T ~ r ~ ........ r  1 8 0
ST’rvwrs---------—1--- -— ------- 1-----------1 D A

jjtj- t t -------— *tnr~-.--,t— -  i y .;.i. ,. 7.4
tf-I. ----- 1 ? f h m v:i:c : ~ i r a . 3 E Z Z Z E Z I 1 ....].......TTl 6.0

Once Almost
Rarely in a While Sometimes Usually Always

—I------1------ 1------1------1------1------1------1------1------1
Almost Seldom Occasionally Fairly Very
Never Often Frequently

I n s p i r i n g  G r a p h

(c) Copyright 2001 James M. Kouzes and Barry Z  Posner.
Published by Jossey-Bass/Pfeiffer. All rights reserved. 9



ENABLING OTHERS TO ACT

Profile for Example of LPI Report 

Craigavon Area Hospital Group Trust

LEADERSHIP PRACTICE

13. Treats people with dignity 
and respect

8. Listens to diverse 
points of view

18. Supports other people's 
decisions

28. Ensures that people grow 
in their jobs

3. Develops cooperative 
relationships

23. Lets people choose how 
to do their work

SELF LPI OBSERVER RATINGS

AVG M D1 D2 D3 D4 D5 D6 D7 D8 D9 Cl C2

10 10.0 10 10 10 10 10 10 10 10 10 10 10 10

9 9.2 9 10 9 10 8 10 9 9 10 8 10 8

9 9.2 7 9 9 10 9 10 10 10 10 9 9 8

8 9.1 9 9 9 10 10 10 7 9 10 9 10 7

10 9.1 8 10 10 10 8 10 7 9 8 10 9 10

8 8.2 7 8 9 10 6 10 6 10 10 8 9 6

CUMULATIVE RATINGS: 54 54.8 50 56 56 60 51 60 49 57 58 54 57 49

-t- T- 4-
Alraost Rarely Seldom 
Never

Once Occasionally 
in a While

Sometimes

4-
Fairly Usually 
Often

10
H

Very Almost
Frequently Always

E n a b l i n g

(c) Copyright 2001 James M  Kouzes and Barry Z. Posner.
Published by Jossey-Bass/Pfetffer. All rights reserved. 10



ENABLING OTHERS TO ACT

Profile for Example of LPI Report 

Craigavon Area Hospital Group Trust

13. I treat others with dignity and respect:

seif
Manager LLTT ...'.1J. : . ..I . i :..5 3EBECH ” 1.“5533535n S L —JX~7~7~r,
Direct Reports r . x .v;7 r " X T i T n : ^ .:7 T 7 '- '^
Coworkers f r ' r ~.~n~T. " f r rjZ '̂.l»- . 3 5 3 H I 2ZIZ5r 3 B I i—33

8. I actively listen to diverse points o f view:

Seif
Manager Ci3L ..7..l3X7rLJ-L—. 2. .1.! -.I.I d tU w X X -d/.t l .-iilLTgJ- 1331—3Z.1------ 3
Direct Reports
Coworkers g T 7 r r c :: r r r r :^ 7 r r r r £ x :g=ZEr z T ^

18. I support the decisions that people make on their own:

Self
Manager 
Direct Reports 
Coworkers

28. I ensure that people grow in their jobs by learning new skills 
and developing themselves:

Self
Manager 
Direct Reports 
Coworkers

3. I develop cooperative relationships among the people 1 work with:

Self
Manager 
Direct Reports 
Coworkers

23. 1 give people a great deal of freedom and choice in deciding how 
to do their work:

Self
Manager 
Direct Reports 
Coworkers

10.0
10.0
10.0
10.0

9.0
9.0 
9.2
9.0

9.0
7.0 
9.6 
8.5

8.0
9.0
9.2
8.5

10.0
8.0
9.1
9.5

8.0
7.0
8.6
7.5

Once Almost
Rarely in a While Sometimes Usually Always

---1------ (------1------ 1------1------1------1------1------1------1
Almost Seldom Occasionally Fairly Very
Never Often Frequently

E n a b l i n g  G r a p h

(c) Copyright 2001 James M. Kouzes and Barry Z. Posner.
Published by Jossey-Bass/Pfeiffer All rights reserved. 11



MODELING THE WAY

Profile for Example of LPI Report 

Craigavon Area Hospital Group Trust

LEADERSHIP PRACTICE

14. Follows through on promises 

and commitments

19. Is clear about his/her 
philosophy of leadership

4. Sets example of what 
is expected

29. Makes progress toward goals 

one step at a time

9. Ensures that people adhere 
to agreed-on standards

24. Ensures that goals, plans 
and milestones are set

SELF LPI OBSERVER RATINGS

AVG M D1 D2 D3 D4 D5 D6 D7 D8 D9 Cl C2

8 9.5 9 10 9 10 8 8 10 10 10 10 10 10

6 9.3 9 10 10 10 9 10 9 10 9 10 10 6

10 9.3 9 10 9 10 8 10 10 9 10 9 10 8

8 8.8 8 9 9 10 9 10 6 9 9 10 10 7

10 8.8 9 9 9 10 8 9 7 9 8 9 10 8

8 8.6 7 9 8 10 8 7 8 10 9 9 10 8

CUMULATIVE RATINGS: 50 54.3 51 57 54 60 50 54 50 57 55 57 60 47

10
h + 4-

Almost Rarely Seldom 
Never

Once Occasionally 
in a While

Sometimes

4-
Fairly Usually 
Often

---- 1------------1
Very Almost

Frequently Always

Modeling
(c) Copyright 2001 James M. Kouzes and Barry Z. Posner.

Published by Jossey-Bass/Pfeiffer. All rights reserved. 12



MODELING THE WAY

Profile for Example of LP! Report 

Craigavon Area Hospital Group Trust

14. I follow through on the promises and commitments that I make:

Seif tztzti
Manager rzcc:z7T—j=L-rx:-ccLcr=:cjzz:::7i. n - ;  t b l  nz. x rx i ;
Direct Reports LsZLZZT .■?: r : i \ZZXZZSZ33ZZJZ^jZ£SZZZZZXZCrittZZ ttV :vi , I 
Coworkers E^ ^ . ' r r n r x i - a.: L'.T.'....T;.T'¿¿i 'I'L..-.1- ..': Z..JCIIZII I .T~I-~ZXCZ3J

19. I am clear about my philosophy o f leadership:

Self
Manager 
Direct Reports 
Coworkers

4. I set a personal example o f what 1 expect from others:

Self t r m r v—- T -  -t • ••-
Manager s s e e s ^  rz i^ z z z rr r : . i : : i r ' T 3 u ; r L ^ - J i r 3 r r ^ r ^ = r : j
Direct Reports czzzz J" .:z:nzzzzzzzz:zzz-ZTZz ;.:vzzzzrzz:.:xzzzzTZ] i
Coworkers G i r ? n r iT r 7 ? r * M u :4 - :g n r a ^  i

29. I make progress toward goals one step at a time:

Self
Manager 
Direct Reports 
Coworkers

E3 -.,t— *~r
^ .... ,.... ......n

9. 1 spend time and energy making certain that the people I work 
with adhere to the principles and standards that we have agreed on:

Self
Manager C..C. ¿t:r ,.-& rsa rr^ 2 C T - - in 'y ia * ^ ^
Direct Reports IB M M lB C W w iiB W 'ir 'T T .— r - r - . - r r r r— T rm a n i w n ---------1
Coworkers cr.:r: lE E E S E czE m  t-Z '~ :x czz3 r  ~ ~ : j

24. I make certain that we set achievable goals, make concrete plans 
and establish measurable milestones for the projects and programs 
that we work on:

Self
Manager 
Direct Reports 
Coworkers

8.0
9.0
9.4

10.0

6.0
9.0 
9.7
8.0

10.0
9.0 
9.4
9.0

8.0
8.0
9.0
8.5

10.0
9.0 
8.7
9.0

8.0
7.0 
8.7
9.0

Once Almost
Rarely in a While Sometimes Usually Always

---1------1------1------1------1------1------1------1------1------1
Almost Seldom Occasionally Fairly Very
Never Often Frequently

M o d e l i n g  G r a p h

(c) Copyright 200] James M. Kouzes and Barry Z. Posner.
Published by Jossey-Bass/Pfe\ffer. All rights reserved.



ENCOURAGING THE HEART 

Profile for Example of LPI Report 

Cralgavon Area Hospital Group Trust

LEADERSHIP PRACTICE SELF LPI OBSERVER RATINGS

30. Gives team members 
appreciation and support

10. Expresses confidence in 
people's abilities

5. Praises people for a 
job well done

15. Creatively rewards people 
for their contributions

20. Recognizes people for
commitment to shared values

25. Finds ways to celebrate 
accomplishments

AVG M D1 D2 D3 D4 D5 D6 D7 D8 D9 Cl C2

10 9.1 7 10 9 10 10 9 8 10 9 10 10 7

9 8.2 9 8 9  10 8 9 5 8 7 9 9 8

10 8.2 7 10 8 10 9 10 5 8 7 7 10 7

10 7.9 3 10 8 10 8 6 8 9 9 8 8 8

8 7.7 3 9 9 10 8 9 8 8 8 8 6 6

8 7.2 4 10 8 10 8 8 5 8 8 7 2 8

CUMULATIVE RATINGS: 55 48.2 33 57 51 60 51 51 39 51 48 49 45 44

1 2 3 4
----- 1------

5
--------- 1-------------

6 7 8 9 10
1 1 1 

Almost Rarely Seldom Once Occasionally
1----------

Sometimes

----- 1------

Fairly

------1---------

Usually

----- 1--------

Very

--------1 ■

Almost
Never in a While Often Frequently Always

E n c o u r a g i n g

(c) Copyright 2001 James M. Kouzes and Barry Z  Posner.
Published by Jossey-Bass/Pfeiffer A U rights reserved. 14



ENCOURAGING THE HEART

Profile for Example of LPI Report 

Craigavon Area Hospital Group Trust

30. I give the members o f the team lots o f appreciation and support 
for their contributions:

Self
Manager 
Direct Reports 
Coworkers

10. I make it a point to let people know about my confidence in their 
abilities:

Self
Manager 
Direct Reports 
Coworkers

5. I praise people for a job well done:

Self
Manager 
Direct Reports 
Coworkers

15. I make sure that people are creatively rewarded for their 
contributions to the success o f our projects:

Self c r r z n r ^ x r j  /.'„r v i
Manager i .....j .. i ....— i —  i . I. , .1
Direct Reports
Coworkers czæci: . tv.,m ::1 ■1 -mi* — l _ _ i

20. 1 publicly recognize people who exemplify commitment to shared 
values:

Self
Manager 
Direct Reports 
Coworkers

25. 1 find ways to celebrate accomplishments:

Self
Manager 
Direct Reports 
Coworkers

m r r r r -Tt ---.i i i ::
f „ r T T . . r ^ -------------- ~ r — r - , - - T

c r x z n - ; TT~^rz£c~r~Tr i -

... I. I : I. I
Tt -.--r-n - : 1 ]

10.0
7.0
9.4
8.5

9.0
9.0
8.1 
8.5

10.0
7.0
8.2
8.5

10.0
3.0 
8.4
8.0

8.0
3.0
8.6
6.0

8.0
4.0
8.0
5.0

Once Almost
Rarely in a While Sometimes Usually Always

---1------1------1------1------1------ 1------1------1------1------1
Almost Seldom Occasionally Fairly Very
Never Often Frequently

Encouraging Graph
(c) Copyright 200] James M Kouzes and Barry Z. Posner.

Published by Jossey-Bass/pfeiffer. All rights reserved. 15



Appendix S

Profile of ward sisters by grade, age, whole time 

equivalent (WTE) and experience in 2004 and 2006



Table 1 shows profile of ward sisters by grade, age, whole time equivalent (WTE) and 
experience in 2004

Code Grade Age Sex WTE Experience
3 G 37 F 1 2-5 years
4 G 46 F 1 16-20 years
6 G 38 F 1 2-5 years
7 G 31 F 1 2-5 years
8 G 47 M 1 16-20 years
9 G 30 F 0.8 < 2years

10 G 42 F 0.8 < 2 years
11 G 43 F 1 < 2 years
12 G 41 F 1 < 2 years
13 G 52 F 1 < 2 years
14 G 49 F 1 11-15 years
15 G 56 F 1 2-5 years
16 G 57 F 1 16-20 years
17 G 40 F 1 < 2 years
18 G 42 F 0.91 6-10 years
19 G 38 F 1 < 2 years
20 G 38 F 1 < 2 years
21 G 39 F 1 < 2 years
22 G 57 F 1 16-20years
23 G 34 F 0.67 < 2 years
24 G 40 F 1 < 2 years
25 G 38 F 1 < 2 years
27 G 40 F 1 2-5 years
28 G 46 F 1 16-20 years
29 G 52 F 1 16-20 years
31 F 56 F 0.83 11-15years
33 G 52 F 1 6-10years
34 F 56 F 1 < 2 years
35 G 43 F 0.8 < 2 years
36 F 59 F 1 2-5 years
37 F 53 F 0.8 11-15 years
38 G 43 F 1 < 2 years
39 G 49 F 1 < 2 years
40 F 39 F 1 < 2 years
41 G 47 F 1 2-5 years
42 G 58 F 1 16-20 years



Table 2 shows profile of ward sisters by grade, age, whole time equivalent (WTE) and
experience in 2006

Code Grade Age Sex WTE Experience
1 G 36 F 0.91 <2 years
3 G 43 F 1 <2 years
4 G 48 F 1 16-20 years
5 G 35 F 1 < 2 years

7 G 33 F 0.91
6

-10 years
8 G 49 M 1 16-20 years
9 G 53 F 1 < 2years

10 G 39 F 1 6-10 years
T T G 45 F 1 2-5 years

12 G 43 F 1 2-5 years
14 G 51 F 1 11-15 years
15 G 58 F 1 6-10 years
17 G 42 F 1 2-5 years
20 G 40 F 1 6-10 years
21 G 41 F 1 2-5 years
22 G 59 F 1 16-20 years
23 G 36 F 0.5 2-5 years
24 G 42 F 1 2-5 years
26 G 58 F 1 2-5 years
27 G 42 F 1 6-10 years
28 G 48 F 1 16-20 years
31 F 58 F 0.83 11-15 years
34 F 58 F 1 2-5 years
35 G 45 F 0.8 2-5 years
36 F 61 F 1 2-5 years
37 F 55 F 0.8 11-15 years
38 G 45 F 1 2-5 years
40 F 41 F 0.92 2-5 years
41 G 49 F 1 6-10 years
42 G 60 F 1 16-20 years



Appendix T

Tables 1- 4 presents breakdown of subscales by ward, 

LPI Self, LPI Observer and year



T a b le  1: L e a d e rs h ip  P ra c t ic e s  In v e n to ry  (L P I -S e lf )  2 0 0 4  N 3 6

Code Model Enable Encourage Challenge Inspire Mean

3 36 42 34 31 29 34.4

4 52 54 54 51 52 52.6

6 53 53 51 44 48 49.8

7 50 54 55 46 49 50.8

8 54 54 49 43 47 49.4

9 52 49 52 41 46 48

10 46 50 41 39 40 43.2

11 53 ” 54 55 52 51 53

12 34 48 42 31 25 36

13 35 33 31 26 23 29.6

14 54 51 42 37 33 43.4

15 53 55 49 34 36 45.4

16 58 58 55 52 54 55.4

17 46 51 47 43 38 45

18 56 57 56 58 55 56.4

19 49 51 54 44 46 48.8

20 59 59 60 56 59 58.6

21 39 44 41 36 36 39.2

22 51 57 47 41 44 48

23 52 52 45 39 47 47

24 50 54 40 49 46 47.8

25 52 48 46 44 47 47.4

27 53 52 48 49 52 50.8

28 45 44 40 29 28 37.2

29 57 55 51 36 42 48.2

31 44 48 33 30 28 36.6

33 49 51 38 45 40 44.6

34 51 54 49 40 47 48.2

35 55 53 56 56 52 54.4

36 47 54 49 41 45 47.2

37 56 58 56 56 57 56.6

38 43 46 38 35 44 41.2

39 52 48 47 42 40 45.8

40 46 49 45 41 41 44.4

41 44 43 42 40 39 41.0

42 57 51 39 43 40 46

Mean 49.53 50.94 46.58 42.22 42.94 46.43

Max 59 59 60 58 59 58.60

Min 34 33 31 26 23 29.60

Median 51.5 51.5 47 41.5 44 47.3

Mode 52 54 49 41 47 50.80

SD 6.38 5.28 7.31 8.13 9.00 6.58



T a b le  2  L e a d e r s h ip  P r a c t ic e s  In v e n to r y  ( L P I - S e l f )  2 0 0 6  N =  3 0

Code Model Enable Encourage Challenge Inspire Mean
1 45 49 41 43 43 44.2
3 48 46 52 39 41 45.2
4 48 52 46 48 47 48.2
5 36 40 31 31 24 32.4
7 50 53 51 44 44 48.4
8 59 60 59 57 58 58.6
9 54 52 42 38 33 43.8

10 48 51 52 41 41 46.6
11 43 47 45 39 36 42
12 49 50 48 43 43 46.6
14 54 51 42 39 35 44.2
15 50 50 48 34 32 42.8
17 47 55 53 41 39 47
20 59 59 60 56 59 58.6
21 46 46 41 37 37 41.4
22 43 48 38 36 31 39.2
23 48 50 44 44 42 45.6
24 51 52 45 50 49 49.4
26 50 48 41 42 43 44.8
27 57 57 53 56 52 55
28 56 56 52 46 46 51.2
31 37 48 36 34 29 36.8
34 35 41 31 24 24 31
35 44 46 43 39 44 43.2
36 47 49 48 42 42 45.8
37 50 48 49 45 40 46.4
38 52 55 50 51 49 51.4
40 55 54 56 53 50 53.6
41 50 46 44 45 42 45.7
42 56 56 45 44 44 49

Mean 48.9 50.5 46.2 42.7 41.3 45.92
Max 59 60 60 57 59 58.6
Min 35 40 31 24 24 31

Median 49.5 50 45.5 42.5 42 45.6
Mode 50 46 41 39 43 44.2
SD 6.18 4.75 7.13 7.52 8.49 6.31



Table 3 Leadership Practices Inventory (LPI-Observer) 2004 N = 442

Code Model Enable Encourage Challenge Inspire Average
3 51.7 51.7 45.5 45.4 45.8 48.0
4 46.8 50.3 48.8 41.1 41.4 45.7
6 55.4 53.1 51.6 49.6 48.7 51.7
7 54.3 54.8 48.2 46.4 45.8 49.9
8 50.6 51.5 46.2 42.2 40.8 46.3
9 52.6 54.4 49.8 46.1 46.4 49.9

10 53.1 52.1 46.7 44.8 44.5 48.2
11 48.4 49.7 44.8 39.9 41.2 44.8
12 50.2 52.0 46.4 42.5 44.8 47.2
13 44.5 41.0 34.5 37.0 33.5 38.1
14 35.3 32.0 25.6 29.8 29.1 30.4
15 49.2 46.3 44.7 42.6 41.7 44.9
16 51.2 52.9 50.1 44.7 44.2 48.6
17 51.1 49.2 44.4 41.5 41.4 45.5
18 56.0 56.0 55.5 55.0 54.9 55.5
19 53.5 53.4 51.9 49.0 49.5 51.5
20 56.9 56.3 56.7 55.5 54.8 56.0
21 47.2 50.9 44.0 39.2 38.4 43.9
22 49.6 48.1 38.8 37.6 37.2 42.3
23 51.7 53.7 43.7 40.2 47.0 45.6
24 53.2 54.2 51.1 48.0 50.5 51.4
25 49.9 50.2 43.2 41.6 42.3 45.4
27 55.9 56.0 54.1 50.6 50.1 53.3
28 51.8 49.8 44.3 42.9 42.0 46.2
29 41.0 35.6 32.4 28.3 29.3 33.3
31 47.3 46.7 39.4 39.0 37.9 42.1
33 41.6 41.6 37.6 34.2 36.3 38.3
34 38.4 41.6 33.0 29.0 28.6 34.1
35 48.0 48.6 40.8 40.9 41.0 43.9
36 42.6 40.9 35.4 33.2 32.0 36.8
37 52.1 53.3 48.6 42.0 43.0 47.8
38 45.9 46.1 41.6 42.9 40.0 43.3
39 43.7 37.7 33.6 41.6 41.5 39.6
40 55.0 54.1 50.4 48.6 49.4 51.5
41 51.6 47.0 45.3 43.9 41.5 45.9
42 52.4 49.6 46.3 43.2 41.8 46.7

Mean 50.2 49.0 44.3 42.8 42.7 45.38
Maximum 56.9 56.3 56.7 55 54.9 56.0
Minimum 35.3 32 25.6 29 29.1 30.4

SD 4.68 6.00 7.05 6.00 5.98 5.96
Mode 51.7 56 #N/A #N/A 45.8 49.9

Median 51.2 50.3 45.1 42.6 41.9 45.8



Table 4 Leadership Practices Inventory (LPI-Observer) 2006 N= 326

Code Model Enable Encourage Challenge Inspire Mean
1 55.8 53.3 49.8 48.3 48 51
3 50.9 49.1 44.6 45.9 44.6 47
4 50.8 53.5 51.2 47.6 43.9 49.4
5 49 49.4 45.9 45 43.7 46.6
7 54.1 54.5 51.4 46.4 47.1 50.7
8 54.8 54.1 50.2 45.1 45.6 50
9 41.5 42.7 37.6 35.5 34.7 38.4

10 50.7 52 48.1 44.3 41.6 47.3
11 47.7 48.5 47.6 45.8 43.5 46.6
12 52.6 52.1 48.8 47.9 46.5 49.6
14 39.2 35.8 29.6 34.9 33.3 34.6
15 53.2 51.5 49.9 46.4 47.6 49.7
17 47.6 44.9 40.9 40.1 40.7 42.8
20 54.7 53.1 55 52.8 52.6 53.6
21 51 52.6 49.3 43.3 44 48
22 52.6 50.9 48.5 45.8 46.5 48.9
23 55.1 55.1 54.3 51.4 51.8 53.5
24 56.3 56.5 54.5 52.2 55.2 54.9
26 53.5 45.5 42.2 40.5 40.6 44.5
27 55.9 55.6 53.8 52.6 52.6 54.1
28 48 49 43.5 42 44.5 45.4
31 49.8 47.9 44.2 41.9 42 45.2
34 38 38 27.8 29.6 31.2 32.9
35 52.2 53.2 51 50.2 51.5 51.6
36 50.6 49.2 47.2 45.1 44.7 47.4
37 52.2 52.6 52.3 44.9 43.9 49.2
38 53.3 51.7 49.1 47.7 49.1 50.2
40 52.6 51.6 49.2 47 48.7 49.8
41 51.1 47.5 48 43.4 44.4 46.9
42 52.5 52.2 52.6 50.4 50 51.5

Mean 50.9 50.1 47.3 45.1 45.1 47.71
Maximum 56.3 56.5 55 52.8 55.2 54.9
Minimum 38 35.8 27.8 29.6 31.2 32.9

SD 4.53 4.83 6.50 5.28 5.53 5.15
Mode 52.6 52.6 #N/A 46.4 43.9 46.6

Median 52.2 51.7 49.0 45.8 44.7 49.05



Appendix U

Tables 1 & 2 presents the number of patients and 

nursing staff observed and the number of interventions and 

items scored in the Qualpacs proforma for 2004 and 2006



Table 1: the number of patients and nursing staff observed and the number of

interventions and items scored in the Qualpac proforma for 2004

Ward
code

Patients 
observed 
N= 201

Nursing staff observed
Interventions 
N= 268

Items scored
(out of 68 
items)

RN
N=162

NA 
N= 71

Std Nurses 
N= 22

1 5 5 2 1 8 34
2 4 3 2 0 5 60
3 4 5 3 1 6 49
4 3 2 1 0 5 41
5 4 5 4 0 6 48
6 4 5 1 1 11 52
7 4 3 3 1 6 46
8 4 3 2 0 7 37
9 4 8 2 2 6 41

10 6 4 2 0 5 55
11 4 5 1 2 11 50
12 6 3 0 1 12 45
13 5 3 1 0 5 *22
14 4 2 1 0 7 *24
15 4 3 4 1 6 30
16 4 4 2 1 6 53
17 6 2 4 1 7 52
18 4 3 1 1 7 30
19 5 2 4 1 6 45
20 4 2 2 0 6 34
21 4 4 2 0 5 38
22 4 2 1 0 5 37
23 4 4 1 0 6 47
24 4 3 0 0 5 36
25 4 3 1 0 6 58
26 4 6 2 0 7 59
27 4 5 1 1 7 31
28 3 6 1 3 5 42
29 4 6 1 1 6 48
30 4 5 2 1 6 50
31 2 2 0 0 5 42
32 5 7 2 0 6 49
33 15 2 2 0 15 43
34 5 2 2 0 4 20
35 3 7 1 0 4 *27
36 5 3 2 0 5 31
37 3 2 1 0 5 45
38 17 2 1 0 7 *26
39 5 5 2 1 5 30
40 6 5 3 1 6 *22
41 5 3 0 0 5 38
42 3 6 1 0 5 30



Table 2 the number of patients and nursing staff observed and the number of

interventions and items scored in the Qualpac proforma for 2006

Ward
code Patients

Nursing staff Interventions 
N= 258 ItemsRN NA Std Nurses

1 4 4 1 0 5 37
2 4 3 2 0 5 35
3 4 4 1 1 6 39
4 4 7 1 0 5 30
5 4 4 2 0 6 34
6 6 4 1 2 6 51
7 4 3 2 1 5 46
8 4 4 2 0 9 41
9 4 3 1 1 8 38

10 4 3 2 1 5 40
11 4 5 1 2 6 45
12 6 5 1 1 6 42
13 11 4 1 0 6 39
14 4 4 2 0 6 52
15 5 3 1 0 7 44
16 4 3 3 0 5 30
17 5 3 2 1 5 41
18 4 2 1 1 8 30
19 5 4 3 1 6 39
20 4 3 2 2 6 36
21 4 3 2 2 5 30
22 4 2 0 0 8 34
23 4 5 1 0 5 30
24 4 2 1 0 8 44
25 4 2 2 0 8 35
26 3 5 0 2 4 52
27 5 4 1 0 5 30
28 4 4 1 0 6 55
29 4 5 1 0 6 50
30 5 6 1 0 *2 47
31 2 2 1 0 7 33
32 6 7 2 0 5 30
33 7 3 4 0 6 38
34 6 2 1 0 6 30
35 4 2 2 0 5 30
36 5 2 1 0 5 37
37 3 2 0 0 6 52
38 5 3 0 0 8 30
39 2 3 1 0 5 30
40 8 4 2 0 8 *24
41 6 4 0 0 7 38
42 4 5 1 0 6 35


