THE RELATIONSHIP BETWEEN INDIVIDUAL CHARACTERISTICS OF
REGISTERED NURSES, CHARACTERISTICS OF NEW GRADUATE NURSE
TRANSITION PROGRAMS AND CLINICAL LEADERSHIP SKILL

by-

Kathy B. Chappell
A Dissertation
Submitted to the

Graduate Faculty

of
George Mason University
in Partial Fulfillment of
The Requirements for the Degree
of
Doctor of Philosophy
Nursing

Compmittee:

’ M %f% 4rth Dr. Kathy C. Richards, Chair
W ZL(/(JQ/V-——" Dr. Carol Urban, 1% Reader

Dr. Lois Tetrick, 2" Reader

j MM Dr. Kathy C. Richards, Assistant Dean,
Doctoral Division and Research
Development

7/,;»77«@4 / W Dr. Thomas R. Prohaska, Dean, College of

Health and Human Services

Date: # / 44 / S0\ Spring Semester 2014
George Mason University
Fairfax, VA

AL 4




The Relationship between Individual Characteristics of Registered Nurses,
Characteristics of New Graduate Nurse Transition Programs and Clinical Leadership
Skill

A Dissertation submitted in partial fulfillment of the requirements for the degree of
Doctor of Philosophy at George Mason University

by

Kathy B. Chappell
Masters of Science
George Mason University, 1995
Bachelor of Science
University of Virginia, 1988

Director: Kathy C. Richards, Professor
Department of Nursing

Spring Semester 2014
George Mason University
Fairfax, VA



Two manuscripts have been submitted to peer-reviewed journals as partial fulfillment of

the requirements for the degree of Doctor of Philosophy at George Mason University.



©00]

This work is licensed under a creative commons
attribution-noderivs 3.0 unported license.

ii



DEDICATION

This work is dedicated to my husband, Steve, and children, Merrie and Emily, for their
unwavering patience and support throughout this long journey.

iii



ACKNOWLEDGEMENTS

I would like to thank the following individuals who encouraged and supported me to
complete this work:

My dissertation committee, especially Dr. Kathy Richards, who taught me to dig deeper
think harder, and use every bit of what I have learned throughout my education. Dr.
Scott Barnett who patiently tolerated my numerous emails and phone calls, provided me
with much needed editing support, and always maintained a sense of humor. Dr. Karen
Drenkard who encouraged me to start the journey and Dr. Ellen Swartwout, my
wonderful friend, who walked beside me every step towards final completion. And
finally, my many friends, colleagues and family members who provided a consistent
stream of encouragement, along with the occasional “Are you done yet?”

b

v



TABLE OF CONTENTS

Page
LSt OF TADIES ...ttt s e e e viii
LISt OF FIGUIES ...ttt r et ix
AADEELOEE e sxms 345530 i snomemos e cnmcmsasres oy sssmsrsres omss o i w4835 55 SR8 S e e s cmemente X
CINARUET KM ¢ cossmrnmanases 255555.605mn eommmmnm s e s 55 A 583 K s ermemess 1
i i d 13 Len o O 1
Purpose StatemeEnt ........c.c.cueurieiriririeieie et 3
Research QUESHION........c.cueuiuririririeieieieee ettt 4
S T T TCANIE consuscsasssas sssonnarnennunnnnnavms oewsmsmmmsns i s e wessss sy i ge R e85 80 RS SESES S o an s 4
Conceptual FIAMEWOTK i ssissisn ammmmmassessormmserssesersssassassessrssssassssessassmssmssassssses 10
Conceptial MOdEL ..ot 16
Independent Variables.........ccovireueuiicuereeiceeieeeeeeeeeeeeeeeeeessesee e ses e ses e 18
B x5 5 e e e R TS S ARS8 A SRS B o e 18
Type of primary NUISIng deGIee. ........ceueueviueueeeeieeeererereeeeeeeeeee e e e oo 19
Previous leadership eXperiencCe. ........ceueuvveiieieieieieeeeeeeeeeeeseseseseseseseseses e, 20
Previous experience in health Care. .............ocoevueeieeeieeeneeeeeeeeeeeeseee e, 21
Clinical experience as a registered NUISE. ..........c.oveveveveveeereeeeereeeeeeeeereeeeeeesns 22
Length of new graduate nurse transition program. .............ccceeeeeeeveeereeevererereosoersrnn, 23
Quality Of MENTOT SUPPOTLL......cvrveuiuerrrrrrerersereeeietere et eeeeeeeeeesesesseseseseseeses e, 24
Perceived improvement in professional development through participation in
supplemental courses to promote critical thinking, leadership and/or delegation..... 25
Overall quality of new graduate nurse transition program. .............eeoeveeveverrernn.... 28
Dependent or outcome Variable. ...........oceveeieeeieieieeeeeeeeeeeeeeeseseses e es e, 29
SUMMALY ...ttt ettt e et es et e s e e e s e 32
ChADPLET TWO....c.ciiiieieieeietetete ettt sttt s e e e e e e s s s s s es e s 34
ReVIEW Of the LItEIatUrE. ......c.cceeueuererirereeeeeeeteeceeeete ettt e e e, 34
New Graduate Nurses — The First Two Years of Practice .........coevevueeevereeeerennnn 48
The first work experience of new graduate nurses in their own voices. .................. 48



Why new graduate nurses leave their first poSItion..........cceeevvvieeeenerereeeeeeereeeeeeen. 53

Job satisfaction of new graduate NUISES. ..........ceoveveveieiieiieeiieeeeeeeeeeeeeee e eeeessenens 56
New graduate NUISe COMPELENCE. ......cuerrrereerererieerereereeescseeteseeeesesreeeeeseeeseseseeeseesenes 58
Leadership TREOTY......c.coeirirririeiieeeeeeete ettt et e seee e ete s e aes 60
Leadership in Bedside Clinical NUISING.......ccovevereeiereriieeircicecieececeteeeeeereeeeeveseeneeeeeas 62
Clinical Leadership Skill and New Graduate NUISES..........c.ecveveverereeeeeeererereerssssesenas 68
Clinical Leadership Skill, New Graduate Nurses and New Graduate Nurse Transition
PIOGIAIMS. ..ottt b sttt et e e e s ee e e e eeesenes 71
Gap in the LITETAtUTE ......cccoveveiiririeicieiirireeeee ettt 81
MR (L ITURTRR sttt B35 st oo R P R SRS 83
METROAS ...ttt ettt et sttt e ees 83
ReESEArCh DESIN....c.coviuiieiiiiiiieieie ettt e et e s 83
Population and Sample...........ceeeeeriririeiininininneeee e eaes 84
PETETN LGN, osvowsosmcons e o 6545080 66 ki nmcmmsersmems s s v S e S S S AR 84
Danap e g ST o v s . 5545:5 e misemss e oSS 84
INCIUSION CIILETIA. .euveuiurneirieuirieieteertee ettt ettt ee e seaneaens 84
INSTUMENTATION. .. ..viiiieierieteteicete ettt ere st et se et ne s e e e seennaes 85
Data Collection PTOCEAUIES.........cvrvrueeeiereeiretieeteeeeeeeeee ettt see s e eeseesenas 87
Data ANALYSIS ......cevviueieriirieinieinieiete ettt ettt ettt es s e e aenees 89
Human Subjects PIOtECHION .......ueveveuiririreiieieeiisiete ettt neeeae 94
CHAPIEE TOTIT s 156655515 6554 6 mnamsnonmmsss sncommensvmsmmmnssseesvenes nesp e ss Erpssmyss sy SRS R TSRS RS S R oA 95
Participant and program characteriStiCs ........coeeuererirrerieeereiereiieeceeeeceeereee s et see e ees 95
RESUIES ...ttt ettt e et aean 97
Additional fINAINGS.....ccccerireriririneeeeeee ettt ettt ene 97
Previous leadership or healthcare eXperience. ..........ccoveueeveueeeeeereeeeeeeeeeeeeessrersseen, 97
Academic PIEPATALION i i imsssmomsnansnsmeesmsesrevrensenereserssssserssassnsss s sossesesmess 98
Remaining employed within the organization..............cccoceveveeeereeeeeeeeeeeeeesieeesan, 98
CRAPLET FIVE ...ttt ettt ettt et n e s et e s sesenens 99
Summary of fINAINGS ......c.eetreiirrierieeieeee ettt ettt 99
OIS cosenussmsussmmssnnssinmsn s5mais kot mmemmmmmemsamenm s sramsorm ey R S S R RS 101
L2 DR S oo cnsensccmmmsessosessisnisas s 5 momresensamsemrrmone s iecmymss s 101
APDPENAICES......cviiiiiiiiiiieteiec ettt ettt et e et et n e st et eaenens 104
APPENDIX A ..ottt ettt ettt nenees 106

Vi



APPENDIX B

References

.............................................................................................................

.......................................................................................................................

vii



LIST OF TABLES

Table Page
Table 1. Conceptual and Operational Definitions of Study Variables................oo........... 30
Table 2. Participant DemographiCs. ...........c.euiueueveereeeeeeeeeeerereseseesesesse e 37
Table 3. Program CRaracteriStiCs. .......uuuurumruiririeieeereeereeeeeesesessesesesessses oo 40
Table 4. Instruments, Program Outcomes, Effect Size, and Change in Leadership Score.

........................................................................................................................................... 42

viii



LIST OF FIGURES

Figure Page
Figure 1. Benner’s conceptual framework: Novice to Expert (based on the Dreyfus Model
OF SKill ACQUISIHION).......vuvuerriuririeiaiiitese et eeee e es s s e s e 14
Figure 2. Transition to Practice and Clinical Leadership Skill Model ............ooeoveovve.... 15

Figure 3. Systematic review process to evaluate the relationship between: 1.) new
graduate nurses and clinical leadership skill; and 2.) new graduate nurse transition
programs and clinical leadership SKill...........ocoeuiuieiueuiueueeereeeeeeeeee e 35

ix



ABSTRACT

THE RELATIONSHIP BETWEEN INDIVIDUAL CHARACTERISTICS OF
REGISTERED NURSES, CHARACTERISTICS OF NEW GRADUATE NURSE
TRANSITION PROGRAMS AND CLINICAL LEADERSHIP SKILL

Kathy B. Chappell, Ph.D.
George Mason University, 2014

Dissertation Director: Dr. Kathy C. Richards

This non-experimental, retrospective study explored the relationship between
individual characteristics of registered nurses, characteristics of new graduate nurse
transition programs and clinical leadership skill in a cohort of registered nurses with up to
two years of clinical experience. The conceptual framework for this study was based on
Benner’s Novice to Expert model. Independent variables for individual characteristics of
registered nurses included age, primary nursing degree, previous leadership experience,
previous healthcare experience and months of clinical experience as a registered nurse.
Independent variables for new graduate nurse transition programs included length of the
new graduate nurse transition program, assigned mentor (first level variable)/quality of
mentor support (sublevel variable), participation in classes to improve professional
development skill (first level variable)/perceived improvement in professional

development (sublevel variable) through participation in supplemental courses designed



to promote critical thinking ability, leadership skills and/or delegation skills; and quality
of overall new graduate nurse transition program. Clinical leadership skill (CLS) was the
outcome variable for this study. The strongest predictors of clinical leadership skill were
overall quality of the new graduate nurse transition program, length of the new graduate
nurse transition program and months of clinical experience as a registered nurse.
Hierarchical regression modeling using first level variables accounted for 6.9% of the
variability in CLS (R2 =.084, Rzadj“: .069, F =5.761, p=.000). Hierarchical regression
modeling using sublevel variables improved overall model prediction to 12.6% (R*=
162, Rzadj: 126, F =5.203, p=.001). Additional findings included larger within
subjects effect sizes for new graduate nurse transition programs using the University
HealthSystem Consortium/American Association of Colleges of Nursing curriculum
when compared to other curriculum, and significantly higher retention rates for new
graduate nurse transition programs > 24 weeks in length when compared to new graduate

nurse transition programs < 12 weeks.



CHAPTER ONE

Introduction

Transforming the current United States health care system into an affordable,
safe, high-quality and accessible system will depend on the ability of registered nurses to
function as skilled leaders in all practice arenas (IOM, 2011). From advocating for an
individual patient at the bedside to advocating for the nursing profession through policy,
it is critical that nurses develop leadership skills that enable them to promote
collaboration among disciplines, lead innovative change within organizations, and make
critical patient-care decisions (Bowles & Candela, 2005). Nurses must be capable of
leading care that is both patient-centered and technologically complex. Nurses must be
able to lead committees, interprofessional teams, hospitals and health care systems (IOM,
2011).

Nursing leadership has been primarily studied in relation to nurses in formal
leadership positions as opposed to nurses providing direct patient care. Increasing
evidence has demonstrated, however, that it is essential for bedside clinical nurses to
possess and utilize clinical leadership skill to ensure that patients are cared for safely and
appropriately (Abraham, 2011; Aiken, Cimiotti, Sloane, Smith, & Neff, 2011; Kliger,
Lacey, Olney, Cox, & O’Neil, 2010; Kutney-Lee, Lake, & Aiken, 2009; Lucero, Lake, &

Aiken, 2010; Patrick, Laschinger, Wong, & Finegan, 2011; Rani, Brennan, & Timmons,



2010; Tregunno, Jeffs, Hall, Baker, Doran, & Bassett, 2009). Patrick, Laschinger,
Wong & Finnegan (2011) define clinical leadership skill as “staff nurse behaviours that
provide direction and support to clients and the health care team in the delivery of patient
care” with five defining characteristics: clinical expertise, effective communication,
collaboration, coordination and interpersonal understanding. These characteristics were
derived from the seminal work conducted by Posner and Kouzes to develop an
instrument that measured the behaviors of leaders: the Leadership Practices Inventory
(LPI) (Posner & Kouzes, 1988; Posner & Kouzes, 1993). The five factors identified in
the LPI instrument include: Challenging the Process, Inspiring a Shared Vision, Enabling
Others to Act, Modeling the Way, and Encouraging the Heart. Although congruent with
the leadership practices of nurses in formal leadership positions, the focus of clinical
leadership skill is the client and health care team as opposed to individuals reporting to
and working with a nurse in a formal leadership position.

Studies evaluating clinical leadership skill of new graduate nurses have primarily
been focused in two areas: outcomes of interventions specifically designed to improve
the clinical leadership skill of new graduate nurses independent of processes used to
transition them into the practice setting; and outcomes of programs such as residency or
internship programs specifically designed to improve the transition of new graduate
nurses from academia into the practice setting. Studies evaluating “independent”
intervention programs have been conducted with new graduate nurses who were
specifically selected based on “high leadership potential” and results have demonstrated

an improvement in clinical leadership skill from pre to post-program (Abraham, 2011;



Dyess & Parker, 2012; Dyess & Sherman, 2011; Rae, 2011). Studies evaluating clinical
leadership skill as an outcome of a transition program such as a residency or internship
have generally demonstrated a progressive improvement of clinical leadership skill from
pre to post-program (Blanzola, Lindeman, & King, 2004; Bratt, 2009; Cleary, Matheson,
& Happell, 2009; Goode, Lynn, Kresk, & Bednash, 2009; Halfer, Graf, & Sullivan, 2008;
Hatler, Stoffers, Kelly, Redding, & Carr, 2011; Kowalski & Cross, 2010; Roud,
Giddings, & Koziol-McLain, 2005; Varner & Leeds, 2012; Williams, Goode, Kresk,
Bednash, & Lynn, 2007) . Results of these outcome studies, however, have been limited
by factors such as small sample sizes, lack of comparison groups, dependence on self-
report measures of improvement, and single-site studies. There is limited evidence to
demonstrate whether clinical leadership skill improves over time without interventional
programs, whether individual characteristics of new graduate nurses have a relationship
with clinical leadership skill, or whether different types of transition programs for new
graduate nurses improve clinical leadership skill similarly.
Purpose Statement

The purpose of this study was to determine the combination of variables among
individual characteristics of nurses and characteristics of new graduate nurse transition
programs that best predicted clinical leadership skill in registered nurses within the first
two years of practice. Independent variables included individual characteristics of
registered nurses (age, primary nursing degree, previous leadership experience, previous
experience in health care, and clinical experience as a registered nurse) and

characteristics of new graduate nurse transition programs (length of transition program;



quality of mentor support; perceived improvement in professional development through
participation in supplemental courses to promote critical thinking ability, leadership
and/or delegation; and quality of overall new graduate nurse transition program).
Clinical leadership skill was the outcome variable for this study.
Research Question
1. Which combination of variables best predicts clinical leadership skill in
registered nurses with up to two years of clinical practice: age; primary
nursing degree; previous leadership experience; previous experience in health
care; clinical experience as a registered nurse; length of new graduate nurse
transition program; quality of mentor support; perceived improvement in
professional development through participation in supplemental courses to
promote critical thinking ability, leadership, and/or delegation skills; and
quality of overall new graduate nurse transition program?
Significance
In today’s acute health care environment, the demand for novice nurses to assume
leadership responsibility in the clinical setting has grown exponentially and increasing
evidence indicates they are not ready to do so (Berkow, Virkstis, Stewart, & Conway,
2008). As soon as they enter into the practice environment, new graduate nurses must act
as leadérs when advocating for patient needs, negotiating boundaries with family
members and communicating critical information to physician colleagues. They must
also be capable of providing direction to others, escalating up the chain of command, and

assuming accountability for their own gaps in knowledge or performance (Dyess &



Sherman, 2009; Keller, Meekins, & Summers, 2006). Academic nursing programs begin
the process of developing nursing students to function as leaders in the clinical setting but
the academic setting will never approach the complexity and demands of the clinical
environment (Keller et al., 2006; Ulrich, Krozek, Early, Ashlock, Africa, & Carman,
2010).

Teaching leadership skills to new graduate nurses presents a unique challenge.
Novice nurses are overwhelmed upon initial entry into the practice environment
(Duchscher, 2001; Keller et al., 2006). They are consumed with juggling multiple
priorities, trying to fit in with the team and not harming a patient (Bratt, 2009). They are
focused on learning tasks and applying new skills (Halfer & Graf, 2006). Leadership
development is not seen as an initial priority. It is believed that clinical leadership skill in
new graduate nurses develops over time through the process of mastering tasks,
developing the ability to problem solve, and gaining confidence in decision-making
(Keller et al., 2006). Developing clinical leadership skill in novice nurses may be
particularly challenging because many nurses entering the field, such as those prepared at
the associate degree level, may not have had access to fundamental nursing theory and
leadership development courses. Yet, in the practice environment, it is essential that all
new nurses effectively use clinical leadership skill.

The majority of new graduate nurses take their first positions in acute care
hospitals with fast-paced, complex and demanding clinical environments (Bowles et al.,
2005). All hospitals provide transition programs for new graduate nurses into the clinical

setting though types of transition programs vary significantly in both quality and length



(Baxter, 2010; Kowalski et al., 2010). New graduate nurse transition programs may be
limited to a brief hospital orientation followed by a short clinical orientation to the
practice environment over a period of as little as 1 —2 weeks. Or, new graduate nurse
transition programs may be robust and comprehensive with a variety of support systems
and supplemental experiences that take place over a period of many months. Transition
programs for new graduate nurses that include support systems such as mentors and
supplemental courses designed to promote professional development of the new nurse are
generally referred to as internship or residency programs. Internship and/or residency
programs often occur over a period of six or more months.

In 2002, the Joint Commission recommended that hospitals implement nurse
residency programs to transition new graduate nurses into the practice setting due in part
to the large number of young nurses who left the field within the first two years of
practice (IOM, 2011). The Joint Commission did not dictate specific recommendations
in relation to length of residency programs but did define the residency period as
“planned, comprehensive periods of time during which nursing graduates can acquire the
knowledge and skills to deliver safe, quality care that meets defined (organizational or
professional society) standards of practice” (IOM, 2011).

Outcomes for new graduate nurses completing new graduate nurse transition
programs, most often referred to as internship and/or residency programs in the literature,
have been positive. Nurses completing new graduate nurse transition programs have
demonstrated an improvement in work satisfaction, employee engagement, self-

confidence, commitment to the organization, time management skills, relations with team



members, clinical leadership skill, critical thinking skills, role socialization, absenteeism
and clinical competence (Altier & Kresk, 2006; Anderson, Linden, Allen & Gibbs, 2009;
Beecroft, Dorey, & Wenton, 2007; Beecroft, Kunzman, & Krozek, 2001; Blanzola et al,
2004; Bratt, 2009; Bratt & Felzer, 2012; Cleary et al., 2009; Goode et al., 2009; Halfer et
al., 2006; Halfer et al., 2008; Hatler et al., 2011; Herdich & Lindsay, 2006; Kowalski et
al., 2010; Krugman & Bretschneider, 2006; Olson-Sitki, Wendler, & Forbes, 2012: Park
& Jones, 2010; Roud et al., 2005; Setter et al., 2011; Ulrich et al., 2010; Varner et al.,
2012; Williams et al., 2007). In general, turnover rates of new graduate nurses in
organizations that have implemented new graduate nurse transition programs such as
internship and/or residency programs have been significantly reduced resulting in a
positive return on investment for the organization (Altier et al., 2006; Beecroft et al.,
2001; Beecroft et al., 2007; Bratt, 2009; Goode et al. 2009; Halfer et al., 2008; Herdich
et al., 2006; Hillman & Foster, 2011; Keller et al., 2006; Kooker & Kamikawa, 2010;
Kowalski et al., 2010; Krugman et al., 2006; Maxwell, 2011; Newhouse, Hoffman,
Suflita, & Hairston, 2007; Olson-Sitki et al., 2012; Pine & Tart, 2007; Salt, Cummings &
Profetto-McGrath, 2008; Setter et al., 2011; Trepanier, S., Early, S., Ulrich, B., & Cherry,
B., 2012; Ulrich et al., 2010; Williams, Sims, Burkhead, & Ward, 2002). |

Clinical leadership skill as an outcome variable for new graduate nurse transition
programs has been evaluated in a small number of studies, and scores have demonstrated
an improvement from baseline through the period of internship and/or residency (Cleary
et al., 2009; Goode et al, 2009; Halfer et al., 2008; Hatler et al., 2011; Kowalski et al.,

2010; Roud et al., 2005; Thomson, 2011; Williams et al., 2007). In most studies



measuring clinical leadership skill as an outcome variable, the transition program was at
least 1 year in length. In addition, the majority of published research related to new
graduate nurse transition programs and clinical leadership skill has been limited to pre-
and post-study outcomes of baccalaureate prepared nurses or have failed to differentiate
outcomes by degree type.

The process of developing clinical leadership skill takes place over time. In new
graduate nurses, leadership ability grows as the new nurse becomes more confident in the
clinical setting. Qualitative studies of new graduate nurses over the first year of practice
reveal that they are not ready to assume leadership roles or provide leadership in the
clinical setting for at least six months and require support for at least a year or longer
(Duchscher, 2001; Dyess et al., 2009; Dyess et al., 2011; Fink, Krugman, Casey &
Goode, 2008; Pellico, Brewer, & Kovner, 2009; Rani et al., 2010; Wangensteen,
Johansson, & Nordstrom, 2008). Quantitative studies reveal improvement in clinical
leadership skill at six months and beyond (Bartlett, Simonite, Westcott, & Taylor, 2000;
Blanzola et al., 2004; Bratt, 2009; Cleary et al., 2009; Dyess et al., 2011; Dyess et al.,
2012; Goode et al., 2009; Halfer et al., 2006; Halfer et al., 2008; Kowalski et al., 2010;
Olson-Sitki et al., 2012; Roud et al., 2005; Thomson, 2011; Varner et al., 2012; Williams
etal., 2007). This development over time is congruent with Benner’s Novice to Expert
framework. In the Novice or Advanced Beginner stage, new graduate nurses are not
ready to function in a clinical leadership role. As they move toward the stage of
Competent, they become able to apply leadership skills in the clinical setting. Studies

evaluating the relationship between clinical leadership skill and academic preparation



have reported that new graduate nurses feel they do not receive sufficient preparation in
leadership content, including areas such as delegation and prioritization (Candela &
Bowles, 2008; Kramer, Maguire, Halfer, Budin, Hall, Goodloe, Klaristenfeld, Teasley,
Forsey, & Lemke, 2012).

In 2011, the Institute of Medicine published The Future of Nursing: Leading
Change, Advancing Health (IOM, 2011). Recommendations to transform the future of
health care delivery in the United States through the nursing workforce were presented.
Specific recommendations included expanding opportunities for nurses to function in
leadership roles and widely implementing nurse residency programs (IOM, 201 1). In
addition, the IOM recommended that the effectiveness of nurse residency programs be
evaluated in relation to improving nurse retention, nursing competence and patient
outcomes (IOM, 2011).

Clinical leadership skill is a critical competency that registered nurses must
possess to provide safe patient care (Patrick et al., 2011). The clinical nurse must possess
the knowledge and skills necessary to take care of acutely ill patients, and must also take
action if there is any threat to patient safety. The decision to take action is an example of
a clinical leadership skill (Tregunno et al., 2009). In a study conducted by the Nursing
Executive Center of the Advisory Board Company, only 18% of nursing leaders were
satisfied with the ability of new graduate nurses to take initiative (Berkow et al., 2008).
Yet, taking initiative is essential if the safety of a patient is threatened. In a qualitative
study exploring nursing leadership and patient safety in the critical care environment,

researchers recommended that frontline nurses be supported in the clinical leadership role



to ensure patient safety and that they be encouraged to develop advanced communication
and conflict resolution skills (Tregunno et al., 2009). In this study, the ability of nurses to
ensure patient safety was provided by “on-the-spot leadership” (Tregunno et al., 2009).

In summary, it is critical that registered nurses possess clinical leadership skill to
ensure a safe patient environment in complex, acute clinical settings. A growing body of
research has provided some evidence that new graduate nurse transition programs such as
internships and/or residency programs promote clinical leadership skill, however the
majority of research has been limited to baccalaureate prepared new graduate nurses or
outcomes have not been differentiated by degree type. In addition, the majority Qf
research has focused on outcomes of programs that are 1 year in length and programs that
have included mentorship and supplemental courses to promote professional
development. Previous research has minimally explored the relationship between clinical
leadership skill and individual characteristics of nurses such as age, degree type, previous
leadership experience, previous experience in health care and clinical experience as a
registered nurse. Therefore, the most robust predictors of clinical leadership skill are still
unknown.
Conceptual Framework

The concept of a new graduate nurse transition program as a strategy to improve
the transition from academia into the practice setting is most frequently based on
Benner’s Novice to Expert conceptual framework though other theoretical models have
been cited in the literature including researcher developed models, Donabedian’s

paradigm of structure, process, outcome; Community Learning Design; Chandler’s
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Empowerment Model and Bicultural framework; Cohen’s Mentor Theory; Schoessler
and Waldo’s Developmental Transition Model; Experiential Learning Theory; and
Performance-Based Development System framework (Altier et al., 2006; Beecroft et al.,
2007; Blanzola et al., 2004; Bratt, 2009; Bratt et al., 2012; Goode et al., 2009; Halfer et
al., 2008; Hatler et al., 2011; Herdich et al., 2006; Hillman et al., 2011; Keller et al.,
2006; Krugman et al., 2006; Maxwell, 2011; National Council of State Boards of
Nursing, 2009; Newhouse et al., 2007; Olson-Sitki et al., 2012; Park et al., 2010; Pine et
al., 2007; Salt et al., 2008; Schoessler & Waldo, 2006; Setter et al., 2011; Thompson,
2011; Trepanier et al., 2012; Varner et al., 2012; Williams et al., 2002).

According to Benner, new nurses pass through five stages of skill development:
Novice, Advanced Beginner, Competent, Proficient and Expert (see Figure 1). In the
Novice stage, new nurses lack experience and are incapable of applying concepts taught
in the classroom within the clinical setting. In the Advanced Beginner stage, new nurses
have some experience in the clinical setting and are just beginning to discriminate
between normal and abnormal. They are learning to prioritize tasks in order of
importance. In the Competent stage, nurses have a sense of mastery over the clinical
setting. They are capable of prioritizing and projecting into the future, however they lack
the speed and proficiency of a more experienced nurse. Benner states that the stage of
Competent takes approximately 2 — 3 years of work within the same setting to achieve.
In the Proficient stage, nurses see situations as a “whole” and uses experience to guide
and predict. In the final stage, Expert, nurses have extensive experience and decision-

making skills are well internalized. In conjunction with skill development, Benner
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described three levels of skill performance including: change from confidence about
abstract principles to the application of concrete experience; change in the learner’s
awareness from sub-parts to the situation as a whole, and; a change from observer to
active performer (Benner, 1984).

A new graduate nurse transition program is designed to help the new nurse
successfully navigate from the Novice or Advanced Beginner stage to the stage of
Competent. Although there is variation in both the length and characteristics of new
graduate nurse transition programs, most include at least a hospital/organization
orientation followed by a unit-based orientation with a preceptor. During the unit-based
orientation, the new graduate nurse works with a preceptor to learn the necessary skills
for the practice setting. It is the preceptor’s role to provide an environment conducive to
learning, breaking down complex skills into smaller, more manageable tasks until the
new graduate nurse is capable of “putting it all together.” A new graduate nurse learns
both from performing skills and vicariously from watching the preceptor perform tasks
and problem solve. New graduate nurse transition programs that include additional
support systems such as mentoring and courses designed to promote professional
development of the new graduate nurse are described by Benner as important for new
graduate nurses because they support the experiential learning process that is required for
transitioning to higher levels of practice. Benner has estimated that the time required to
move from the Advanced Beginner stage to Competent is at least 12 months and one
cannot be rushed through the process, which provides some validation for transition

programs that support the new graduate nurse for at least one year (Benner, 1984). The

12



process of developing clinical leadership skill is embedded in Benner’s framework and
occurs concurrently with the process of developing competency. For example, a nurse in
the Novice or Advance Beginner stage must be taught to recognize signs that a patient is
deteriorating and know how to take appropriate action which is a clinical leadership skill.

Benner’s conceptual framework provided rationale for evaluating the
development of clinical leadership skill in new graduate nurses within the first two years
of practice. New graduate nurses complete orientation within the first two years of
clinical practice, and are moving from the stage of Advanced Beginner towards
Competent. The time period of two years allowed the researcher to evaluate the
relationship between individual characteristics of nurses, characteristics of new graduate
nurse transition programs and clinical leadership skill while minimizing the impact of
other variables such as additional work experience, practice-based educational

programs/courses, advanced academic degrees, or nursing certification.
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Conceptual Model

The conceptual model for this study (Figure 2) was developed based on Patricia
Benner’s Novice to Expert Conceptual Model (Benner, 1984). Benner’s work was
founded on the Dreyfus Model of Skill Acquisition by Stuart and Hubert Dreyfus
(Dreyfus and Dreyfus, 1980).

This research study explored the transition of new graduate nurses from the stages
of Novice/Advanced Beginner to the stage of Competent and the impact of specific
variables on clinical leadership skill. The relationship between individual characteristics
of registered nurses (age, primary nursing degree, previous leadership experience,
previous experience in health care, ‘;:md clinical experience as a registered nurse) and
characteristics of new graduate nurse transition programs (length of program; quality of
mentor support; perceived improvement in professional development through
participation in supplemental courses to promote critical thinking ability, leadership
and/or delegation; and quality of overall new graduate nurse transition program) and
clinical leadership skill were evaluated.

New graduate nurses first entering the clinical setting are in the stage of Novice or
Advanced Beginner, depending on the amount and quality of clinical experience attained
during their undergraduate programs. New graduate nurses who have had more exposure
to the clinical setting are more likely to exhibit characteristics of nurses in the Advanced
Beginner stage, as they have begun to build a body of clinical experience that can be used
as a reference for decision-making (Benner, 1984). New graduate nurses also enter the

clinical setting with a variety of individual characteristics that include age, type of
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primary nursing degree, previous leadership experience, previous experience in health
care and clinical experience as a registered nurse. These characteristics may also
influence clinical leadership skill in this population, though existing research evaluating
these variables is limited.

Characteristics of new graduate nurse transition programs that provide additional
support during transition from academia into the clinical setting may have a relationship
with clinical leadership skill. Allowing sufficient time for new graduate nurses to attain
clinical skills required in the practice setting addresses the task-oriented nature of the new
graduate nurse, thereby helping the new nurse to fit in with the team and complete work
in a timely manner. Time also provides opportunity for new graduate nurses to move
from making decisions based on rules to making decisions based on analysis of data,
context and/or patient/family needs. Mentors supplement the work of preceptors by
focusing on professional growth needs of the new graduate nurse as opposed to teaching
the new graduate nurse technical skills needed to provide care in the clinical setting.
With a mentor, new graduate nurses have the opportunity to share feelings and concerns
with a support person who is removed the day to day work of providing patient care.
Supplemental courses that provide professional growth opportunities for new graduate
nurses meet developmental needs specific to the transition period between
Novice/Advanced Beginner and Competent. During this period, new graduate nurses
need to develop critical thinking ability such as the ability to question, analyze,
synthesize and interpret information. New graduate nurses must learn how to be a leader

including how to plan and prioritize care in the clinical setting. New graduate nurses also
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need to learn how to delegate appropriately as a member of the health care team.
Evidence from a small number of previous research studies has demonstrated a
relationship between certain characteristics of new graduate nurse transition programs
(length, mentorship and supplemental courses to promote professional development) and
clinical leadership skill for primarily baccalaureate prepared nurses, however has
minimally explored new graduate nurse transition programs that do not include these
specific characteristics (Blanzola et al., 2004; Bratt, 2009; Cleary et al., 2009; Goode et
al., 2009; Halfer et al., 2008; Hatler et al., 2011; Keller et al., 2006; Kowalski et al.,
2010; Olson-Sitki et al., 2012; Roud et al., 2005; Thompson, 2011; Varner et al., 2012;
Williams et al., 2007).
Independent Variables

The independent variables related to individual characteristics of nurses measured
in this study included age, primary nursing degree, previous leadership experience,
previous experience in health care, and clinical experience as a registered nurse. The
independent variables related to new graduate nurse transition programs measured in this
study included length of new graduate nurse transition program; quality of mentor
support; perceived improvement in professional development through participation in
supplemental courses designed to promote critical thinking ability, leadership skills
and/or delegation skills; and quality of overall new graduate nurse transition program.

Age. The majority of studies evaluating new graduate nurses reported age as a
demographic variable, and chronologic age was rarely been reported in relation to

evaluating outcomes of new graduate nurse transition programs or clinical leadership
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skill. Because the majority of research on new graduate nurse transition programs has
been conducted with new graduate nurses, the age of participants may vary to a lesser
degree. The average age of a new graduate nurse is 31 (Sigma Theta Tau International
Nursing Honor Society, 2010). The most common age range for studies of new graduate
nurses is mid-20s to mid-30s.

In developing the Clinical Leadership Survey, Patrick (2010) evaluated ageasa
potential extraneous variable. Age was found to have a weak but statistically significant
correlation with clinical leadership skill (r = .14, p <.01) and was not included in the
clinical leadership model for analysis. Previous research studies evaluating age and
leadership practices have demonstrated inconsistent findings with some studies finding a
relationship between age and leadership practices and other studies finding no
relationship (Kouzes & Posner, 2002; Manning, 2002). Age was evaluated as a factor
related to turnover intent in one research study, and was determined to have a statistically
significant relationship with younger nurses more likely to indicate turnover intent
(Beecroft et al., 2007). The relationship of age to development of clinical leadership skill
was important to evaluate as new graduate nurses of different ages may require more or
less support to transition from academia to the clinical setting.

Type of primary nursing degree. The majority of studies evaluating new
graduate nurse transition programs in relation to development of clinical leadership skill
has been conducted with graduates of baccalaureate nursing programs, or has been
conducted with baccalaureate and associate’s degree prepared nurses however outcomes

have been reported in aggregate. One research study compared clinical leadership
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outcomes of new graduate nurses by degree type. Findings demonstrated no difference in
clinical leadership scores on two of three instruments used in the study, and associate
degree nurses having higher overall clinical leadership scores on one of three instruments
as compared to baccalaureate-prepared nurses. Therefore, there was a lack of sufficient
evidence to evaluate whether new graduate nurses prepared at different levels developed
clinical leadership skill differently or required more or less support transitioning into the
clinical environment.

Because the Essentials of Baccalaureate Education for Professional Nursing
Practice requires leadership content such as organizational and systems leadership for
quality care and patient safety to be integrated into curricula, there was reason to believe
that baccalaureate prepared nurses may have higher clinical leadership skill than nurses
prepared at the associates or diploma level (American Association of Colleges of
Nursing, 2008).

Previous leadership experience. In developing the Clinical Leadership
Survey, Patrick (2010) evaluated self-reported previous leadership training as a potential
extraneous variable. Previous leadership training had a small but statistically significant
relationship to clinical leadership skill (r = .10, p <.05). Previous leadership experience,
however, was not evaluated by Patrick as a potential extraneous variable nor was data
collected on whether participants had previous leadership experience.

The Leadership Practices Inventory, upon which the Clinical Leadership Survey

was derived, was developed through case study analysis of individuals’ “personal best”

experiences as a leader (Posner et al., 1988). According to Posner and Kouzes,
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individuals éan be taught to use leadership behaviors, and leaders build success from
previous positive experiences (Kouzes et al., 2002). According to Bandura’s Self-
Efficacy Theory, individuals who have had successful leadership experiences in one
setting are more confident and may translate those experiences to different settings
(Bandura, 1977). This is also congruent with Benner’s Novice to Expert theoretical
framework in which new graduate nurses progress through stages using experiential
learning and draw from previous experiences as a reference for making decisions
(Benner, 1984). New graduate nurses with previous leadership experience may therefore
have higher clinical leadership skill as compared to new graduate nurses without previous
leadership experience.

Previous experience in health care. Previous experience in health care had
not been measured as a variable in relation to the outcome variable of clinical leadership
skill, however had been evaluated as a variable in relation to clinical competence. In a
study evaluating new graduate nurses’ perceptions of their own competence and
objectively measured using a performance-based clinical competence system, new
graduate nurses who had previous experience in health care such as nursing assistants,
nursing externs, licensed practical nurses or emergency medical technicians rated
themselves higher on perceptions of confidence related to patient care and were more
successful in performing skills than new graduate nurses without health care experience
(Marshburn, Engelke, & Swanson, 2009).

Based on Bandura’s Self-Efficacy Theory and Benner’s Novice to Expert

theoretical framework, new graduate nurses who have had previous health care
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experience may therefore translate those experiences to different settings and may draw
on those experiences to deliver patient care as a new nurse (Bandura, 1977; Benner,
1984).

Clinical experience as a registered nurse. In developing the Clinical
Leadership Survey, Patrick (2010) evaluated clinical experience as a registered nurse as
potential extraneous variable. Clinical experience was found to have a weak, but
statistically significant relationship with clinical leadership skill. Due to the weak
magnitude of the correlation (r = .14, p <.01), Patrick chose not to include clinical
experience in the model for analysis. |

Other research studies evaluating staff nurse leadership behaviors have
demonstrated a relationship between experience/expertise and leadership skill (Tregunno
et al., 2009; Rani et al., 2010). A relationship between experience/expertise was
identified in nurses seen as the “patient safety” leader on a unit (Tregunno et al., 2009).
On a mental health ward, nurses lacking experience/expertise relied on nurses with more
experience to provide leadership on the unit (Rani et al., 2010). In Beecroft, Kunzman
and Krozek (2001), new graduate nurses participating in a 6 month internship program
with an average of 8 months of clinical experience performed as well or better on
periodic measures of nursing role conception, nursing autonomy, and skills competency
self-confidence as compared to a control group that did not participate in the internship
program and had up to 2 years of experience. The results of this study suggested that
participation in a new graduate nurse transition program may mediate the effect of

clinical experience on clinical leadership skill (Beecroft et al., 2001).
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Length of new graduate nurse transition program. Previous research
measuring clinical leadership skill as an outcome variable of new graduate nurse
transition programs has demonstrated that nurses participating in transition programs that
are at least 6 months in length have an improvement in clinical leadership skill as
measured by the Casey-Fink Graduate Nurse Experience Survey, Essentials of
Magnetism Scale, Gerber Control Over Nursing Practice Scale, Halfer-Graf Job/Work
Environmental Satisfaction Survey, Leader Empowerment Behaviors Scale, McCloskey-
Mueller Satisfaction Scale, Nurses’ Self-Concept Questionnaire, Schwirian’s Six-
Dimension Scale of Nursing Performance, Schutzenhofer Professional Nursing
Autonomy Scale, Student Leadership Practices Inventory, manager evaluations, and
hermeneutic analysis of focus group data (Bratt, 2009; Cleary et al., 2009; Goode et al.,
2009; Halfer et al., 2008; Hatler et al., 2011; Keller et al., 2006; Kowalski et al., 2010;
Olson-Sitki et al., 2012; Roud et al., 2005; Thomson, 2011; Varner et al., 2012; Williams
et al. 2007). Two studies evaluated clinical leadership outcomes using manager
evaluations in addition to participant self-assessment. Participants in one new graduate
nurse transition program that was 24 weeks in length and implemented in a United States
Navy hospital demonstrated an improvement in new graduate nurses’ clinical leadership
skill as measured by self, manager and peer evaluations (Blanzola et al., 2004). In
Blanzola, Lindeman and King (2004), new graduate nurses may not be representative of
the general population of new graduate nurses however as military nurses have additional
training in leadership development. Another study evaluating outcomes of a two-year

residency program reported qualitative findings from Nurse Managers who described
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participants as having higher levels of unit committee involvement and being selected for
leadership roles including charge nurse, preceptor, mentor and unit educator earlier than
would have otherwise been expected (Varner et al, 2012). Clinical leadership skill has
been minimally evaluated as an outcome variable for new graduate nurse transition
programs that are less than 6 months in length.

Quality of mentor support. Most new graduate nurse residency programs that
measured clinical leadership skill as an outcome variable included mentoring as a
component of the program (Beecroft et al., 2007; Blanzola et al., 2004; Bratt, 2009;
Cleary et al., 2009; Goode et al., 2009; Halfer et al., 2008; Hatler et al., 2011; Keller et
al., 2006; Kowalski et al., 2010; Thomson, 2011; Varner et al., 2012; Williams et al.
2007). Mentoring is a one-to-one trusting relationship that encompasses formal or
informal supporting, guiding, coaching, teaching, role modeling, counseling, advocating
and networking. The purpose of mentoring is to support the growth and development of
nurses as they transition into professional practice (American Nurses Association, 2011).
Mentorship has been associated with improved job satisfaction, competency, autonomy,
decision making, patient satisfaction, patient outcomes, nursing satisfaction,
professionalism and retention in previous research studies (Fox, 2010; Halfer et al., 2008;
Komaratat & Oumtanee, 2009; Kooker et al., 2010; Ronsten, Andersson, & Gustafsson,
2005). One study evaluating the relationship between a newly established mentoring
program for new graduate nurses demonstrated a significant improvement in retention for
one hospital over a 3 year period (p =.02) and a significant reduction in vacancy rates for

the other participating hospital over a 4 year period (p = .03) (Latham, Ringl, & Hogan,
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2011). The direct relationship between quality of mentor support and clinical leadership
skill had not been evaluated in previous research studies.

Perceived improvement in professional development through
participation in supplemental courses to promote critical thinking, leadership
and/or delegation. New graduéte nurses participating in new graduate nurse transition
programs that included supplemental activities designed to promote critical thinking
demonstrated a significant improvement in their ability to understand expectations,
manage demands of the job, and work effectively as members of the health care team.
By the end of the program, they also reported feeling that their professional contributions
on the unit were valued, they were more confident in their clinical skills and were
generally more satisfied and committed to the organization (Altier et al., 2006; Anderson
et al., 2009; Beecroft et al., 2007; Blanzola et al., 2004; Bratt, 2009; Bratt et al., 2012;
Hatler et al., 2011; Herdich et al., 2006; Hillman et al., 2011; Maxwell, 201 1; Olson-
Sitki et al., 2012; Pine et al., 2007; Rosenfeld, 2004; Thomson, 2011; Trepanier et al.,
2012; Ulrich et al, 2010; ). Nurses completing a one-year new graduate nurse transition
program developed by the University HealthSystem Consortium (UHC) and the
American Association of Colleges of Nursing (AACN) that included supplemental
courses to promote critical thinking ability demonstrated a statistically significant
improvement in their ability to organize and prioritize their work, to communicate with
team members and patients, and to provide clinical leadership on their units (Fink et al.,
2008; Goode et al, 2009; Kowalski et al., 2010; Krugman et al., 2006; Setter et al., 2011;

2

Williams et al., 2007). Critical thinking ability is defined as the ability to use
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questioning, analysis, synthesis, interpretation, inference, inductive and deductive
reasoning, intuition, application, and creativity (American Association of Colleges of
Nursing, 2008). Strategies used to improve critical thinking ability include but are not
limited to interactive learning techniques such as thoughtful questioning, case study
analysis, discussion, debate, journaling and reflection. There is an association between
items in the CLS and critical thinking ability such as: “I am able to provide evidence-
based rationale for my clinical decisions”, and “I engage in reflective practice and try to
understand what went well and what did not go well.”

Initiatives designed to increase staff nurse leadership ability have demonstrated a
statistically significant increase in leadership ability as measured by the Leadership
Practices Inventory (LPI) and the Nursing Activity Scale (NAS) (Kliger et al, 2010).
These initiatives provide an opportunity for bedside clinical nurses to identify a unit-
based quality problem and take leadership in designing interventions to address the
problem. Curricula include strategies to improve patient safety, efficiency, effectiveness,
communication, project management skills, team building, managing change, leadership
and critical thinking. In addition to increase in scores on the LPI and NAS, nurses
participating in supplemental courses designed to improve leadership skill increased
participation in unit-based and departmental leadership roles, initiated a research study,
published an article and were promoted at a rate of 20% compared to 0.3% in the general
staff nurse population (Kliger et al., 2010). In Anderson, Linden, Allen and Gibbs

(2009), new graduate nurses applied clinical leadership skill such as the ability to

prioritize and plan care and work as a member of an interdisciplinary team through
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interactive sessions in a new graduate nurse residency program. Outcomes demonstrated
that the new graduate nurses participating in this residency program significantly
perceived an improved ability to understand performance expectations, manage the
demands of the job and work as an accepted and valued member of the healthcare team
(Anderson et al., 2009). These items are reflected in the CLS in such items as “I
negotiate with and support members of the inter-professional health-care team to help
patients achieve their goals,” “I engage in meaningful conversations with colleagues to
foster our ability to provide patient-centered care” and “I actively listen to colleagues’
diverse points of view.” In studies evaluating the outcomes of innovative programs
designed to improve leadership skills of new graduate nurses, two programs (Novice
Nurse Leadership Development Institute and Early Clinical Career Fellowship leadership
development pilot) resulted in improvements in the leadership abilities of new graduate
nurses (Dyess et al., 2011; Dyess et al., 2012; Rae, 2011).

Confidence in delegation to unlicensed assistive personnel (UAP) was evaluated
in relation to leadership style of staff nurses practicing in a large, non-teaching hospital.
Leadership styles were classified as supportive, directive and participative. There was no
relationship between leadership styles and confidence in delegation. There was a
relationship, however, between experience, academic degree and confidence in
delegation. Among less experienced nurses, baccalaureate or higher prepared nurses
were more confident in delegating to UAPs than associate or diploma prepared nurses,
though as nurses gained experience, the confidence level of associate or diploma

prepared nurses increased (Saccamano & Pinto-Zipp, 2010). The ability to successfully
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manage work flow and multiple tasks in the patient care setting includes the ability to
delegate appropriately (Saccamano et al., 2010). One item that reflects delegation in the
CLS is “I negotiate with and support members of the inter-professional healthcare team
to help patients achieve their goals.” Overall mean scores for the item “able to delegate
effectively” improved from 3 weeks to 8 months for new graduate nurses participating in
a one-year residency program, however the increase was not statistically significant
(Kowalski et al., 2010). In contrast, the same item in another study and measured at 6
months and 12 months demonstrated a statistically significant increase at p = .007
(Olson-Sitki et al., 2012). One recent qualitative research study described new graduate
nurse frustration with lack of preparation in delegation as the most commonly cited
dimension requiring clarification in the practice setting (Kramer et al., 2012).

Overall quality of new graduate nurse transition program. Overall
quality of a new graduate nurse transition program has been associated with a decrease in
turnover and higher satisfaction with nursing as a career. In a study conducted by the
North Carolina Center for Nursing, perceived quality of orientation had a statistically
significant relationship with turnover (p =.01). Nurses who perceived that their
orientation program met their needs were less likely to leave the organization and were
3.3 times more satisfied with nursing as a career (Scott, Engelke, & Swanson, 2008).
Another study conducted in 2010 by Rheume, Clement and LeBell demonstrated no link
between satisfaction with orientation program and intent to leave which was contrary to

previous research findings.
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Dependent or outcome variable. The dependent or outcome variable for this
study was the score on the Clinical Leadership Survey (CLS). The CLS measures
clinical leadership skill of bedside clinical nurses including clinical expertise, effective
communication, collaboration, coordination and interpersonal understanding. Scores are
summed and averaged. Higher mean scores on the 15 item instrument indicate higher
clinical leadership skill. The concept of clinical leadership skill for bedside nurses is
based on the five leadership practices of nurses in formal leadership positions as
described in Posner and Kouzes’s model of leadership - Challenging the Process,
Inspiring a Shared Vision, Enabling Others to Act, Modeling the Way, and Encouraging
the Heart (Patrick, 2010). Primary study variables are conceptually and operationally

defined in Table 1.
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Summary

It is essential that new graduate nurses develop leadership skills that can be
applied in the clinical setting. Developing those skills, however, takes time. Initially,
new graduate nurses are overwhelmed and focus almost exclusively on mastering tasks,
integrating into the health care team and avoiding harming a patient. These behaviors are
developmentally appropriate for the stages of Novice and Advanced Beginner according
to Benner’s theoretical framework. As new graduate nurses become more confident in
their abilities, they are able to analyze the care they provide, think more critically and
apply clinical leadership skill. They begin to proactively manage their work and assume
responsibility for directing the care of their patients. The development of clinical
leadership skill is critical for patient safety.

New graduate nurses require a significant amount of time and support to become
competent care providers. New graduate nurse transition programs that include support
components such as mentors and supplemental classes to promote professional
development have been shown to improve clinical leadership skill of new graduate nurses
in a small number of studies. The relationship of variables such as age, primary nursing
degree, previous leadership experience, previous experience in health care, and clinical
experience as a registered nurse to clinical leadership skill in new graduate nurses have
been minimally explored in the literature.

In today’s health care environment, it is critical that organizations provide

sufficient support to ensure that new graduate nurses are able to practice competently and
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safely in acute care environments. Resources required to develop and maintain new
graduate nurse transition programs are costly, however, and evidence to validate the
characteristics of transition programs that are most effective for all new graduate nurses
to develop clinical leadership skill is still needed. Currently, there is insufficient
evidence to determine whether characteristics of individual nurses (age, degree, previous
leadership experience, previous experience in health care and clinical experience as a
registered nurse) have a relationship with clinical leadership skill. In addition, there is
insufficient evidence to determine the relationship between characteristics of new
graduate nurse transition programs (length; inclusion of mentorship; inclusion of classes
designed to promote professional development including critical thinking ability,
leadership and/or delegation; and quality of overall new graduate nurse transition
program) and clinical leadership skill for all new graduate nurses. This study provides
empirical evidence of the variables that predict clinical leadership skill in registered

nurses within the first two years of practice.
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CHAPTER TWO

Review of the Literature

A systematic review of the literature was conducted following the
Preferred Reporting Items for Systematic Reviews and Meta-Analysis (PRISMA)
guidelines (Moher, Liberati, Tetzlaff, & Altman, 2009) (Figure 3). Electronic databases
(CINAHL, Medline and Cochrane Library) were searched from January 2000 to J anuary
2013 to identify studies evaluating the relationship between new graduate nurses,
transition programs into the clinical setting and clinical leadership skill. Search terms

29 &« 2% &6 EEIN14

included “new nurse”, “new graduate”, “new graduate nurse”, residency”, “internship”,
“orientation”, “transition” and “leadership”. Additional limitations on the search
included: English language, research studies and published in peer-review journals.
Ninety-three articles were identified. An additional 3 articles were identified through
bibliography review. Nineteen duplicate articles were eliminated. Upon review of
abstracts, 28 articles did not pertain to the topic and were excluded. Forty-six full text
articles were assessed for eligibility and 25 articles were excluded. Studies were
excluded if they did not evaluate the relationship between new graduate nurses and
clinical leadership skill or did not evaluate the relationship between new graduate nurses

2

new graduate nurse transition programs and clinical leadership skill.
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93 articles identified through 3 additional articles identified
database searching through bibliography search

74 articles retained after duplicates
removed

74 articles screened

28 articles
excluded

46 of full-text articles assessed for
eligibility

25 full-text articles
excluded

21 of studies included in qualitative
analysis

21 of studies included in quantitative
synthesis

Figure 3. Systematic review process to evaluate the relationship between: 1.) new graduate
nurses and clinical leadership skill; and 2.) new graduate nurse transition programs and clinical

leadership skill
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A total of 21 articles were retained. Five articles were classified as evidence
related to clinical leadership skill and new graduate nurses not related to a new graduate
nurse transition program. Sixteen articles were classified as evidence related to clinical
leadership skill, new graduate nurses and new graduate nurse transition programs.

The following information was evaluated for studies meeting inclusion criteria:
participant demographics, program characteristics, and study outcomes (see Tables 2, 3
and 4). Effect sizes were calculated for inclusion studies if data was reported (see Table
4). A synthesis of the 21 articles meeting inclusion criteria are presented in the sections:
Clinical Leadership Skill and New Graduate Nurses, and Clinical Leadership Skill, New
Graduate Nurses and New Graduate Nurse Transition Programs. An overview of
characteristics of new graduate nurses, leadership theory, and leadership in bedside
clinical nursing precede these sections and provide background and context for the

research question.
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New Graduate Nurses — The First Two Years of Practice

According to a survey conducted by the Nursing Executive Center, Advisory
Board in 2007, new graduate nurses account for approximately 10% of a hospital’s
nursing workforce, with the number expected to increase as the current nursing
workforce approaches retirement (Berkow et al., 2008). New graduate nurses are
entering practice environments that are extremely demanding, requiring a high degree of
clinical proficiency, critical thinking ability and clinical leadership skill. The transition
process from academia to practice has been characterized asa period of extreme stress for
new graduate nurses as they struggle to learn the requisite skills and behaviors of
professional registered nurses. Studies provide evidence that new graduate nurses need
considerably more support in the clinical environment than they are currently receiving
(Bowles et al., 2005; Duchscher, 2001; Dyess et al., 2009; Fink et al., 2008; Halfer et al.,
2006; Pellico et al., 2009; Romyn, Linton, Giblin, Hendrickson, Limacher, Murray,
Nordstrom, Thauberger, Vosburgh, Vye-Rogers, Weidner, & Zimmel, 2009;
Wangensteen et al., 2008; Zeller, Doutrich, Guido, & Hoeksel, 201 D).

The first work experience of new graduate nurses in their own voices.
New graduate nurses describe the transition process from academia into the practice
setting as a period of extreme stress with associated high levels of anxiety, fear, and
frustration (Bowles et al., 2005; Duchscher, 2001; Dyess et al., 2009; Fink et al., 2008;
Halfer et al., 2006; Pellico et al., 2009; Romyn et al., 2009; Wangensteen et al., 2008).
They describe feeling unprepared by their academic programs for the demands of the

clinical environment and frequently blame their nursing schools for being unable to easily
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transition. Initially, they focus on trying to fit in with the staff, mastering clinical skills
associated with the new role and completing work within the allotted shift. As they gain
experience, they begin to reconcile the expectations they originally held of the clinical
setting and begin to adapt to the realities of the work demands. As they continue to grow
and develop, they are able to focus beyond the immediate task at hand and appreciate
their role as a registered nurse, including their ability to provide care to ill patients and
their families.

A number of studies have explored the initial work experiences of new graduate
nurses, and the transit‘ion process has been remarkably similar over time and in a number
of different countries. Qualitative studies have provided the most vivid descriptions
through the voices of new graduate nurses in their own words. Frequently, these studies
have recommended increasing support provided to new graduate nurses over a prolonged
period of time.

Duchscher (2001) explored the perceptions of new graduate nurses in the first six
months of practice in an acute care environment using a qualitative phenomenological
approach. Although the sample size was small (n = 5), study findings were explored in
detail through two in-depth interviews as well as personal Jjournaling by subjects over a
period of six months. Overall, the subjects in this study described the transition process
as traumatic which was consistent with previous studies and felt that their academic
programs had not adequately prepared them to function as registered nurses in the clinical

setting (Duchscher, 2001). Duchscher (2001) concluded that new graduate nurses require

a significant amount of support from preceptors, nursing staff and nursing managers as
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well as an “adequate” length of orientation to successfully transition, though adequate
was not defined specifically with a measure of time.

Researchers used a descriptive survey to examine the perceptions of new graduate
nurses’ first work experience in the state of Nevada (Bowles et al., 2005). A total of 352
nurses completed the survey which equated to a 12% response rate. Over 90% of new
graduate nurses classified the work as “stressful” and not conducive to providing safe
patient care. New graduate nurses also reported that administration failed to listen to
their concerns or provide opportunity for advancement (Bowles et al., 2005).

Halfer and Graf (2006) explored the experience of 84 new graduate nurses
completing a structured orientation to a pediatric unit over a period of 18 months.
Similar to previous study findings and congruent with Benner’s Novice to Expert
conceptual framework, new graduate nurses were focused on mastering tasks and getting
the job done within the time allotted for the first three — six months of practice. At 12
months, new graduate nurses began to describe feeling satisfied with their level of
competence and being part of the health care team. Recommendations from this study
included providing professional development opportunities and mentoring for up to 18
months (Halfer et al., 2006).

Analysis of open ended questions using the Casey-Fink Graduate Nurse
Experience Survey validated high levels of stress for new graduate nurses within the first
six months of practice (Fink et al., 2008). Role transition difficulties included issues
related to role change such as autonomy, responsibility, and the charge nurse role; lack of

confidence is areas such as skills, delegation, and critical thinking; workload such as
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challenges with organizing, prioritizing, and time management; fear related to passing the
NCLEX, harming a patient, and making a medication error; and orientation issues related
to technology, multiple preceptors, and information overload. Although levels of stress
reduced over time, over 40% of new graduate nurses still expressed challenges with role
transition at one year post-hire (Fink et al., 2008). New graduate nurses expressed a
desire for additional support throughout the first year which included manager support
and feedback, mentorship, consistent preceptors, gradual increase in patient/nurse ratios
and opportunity to socialize with physicians and staff (Fink et al., 2008).

Qualitative analysis of secondary data from a nationwide study of newly licensed
registered nurses (n = 612) revealed similar findings as previous studies (Pellico et al.,
2009). Five overall themes were identified and researchers described them as: colliding
expectations, the need for speed, you want too much, how dare you, and change is on the
horizon. Researchers recommend comprehensive residency and orientation programs for
new graduate nurses to support transition into the clinical setting (Pellico et al, 2009).

Dyess and Sherman (2009) explored new graduate nurses’ transition and learning
needs using a qualitative approach and hermeneutic analysis. Participants described the
first year as feeling both “confident and fearful,” In addition, participants described poor
communication with physicians and other members of the interdisciplinary team,
horizontal violence in the workplace, and a feeling of professional isolation without
supportive guidance. They described work environments that required complex critical
thinking skills, and receiving contradictory information from colleagues which resulted in

further confusion. Researchers recommended long-term transition programs for at least
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one year, training in interprofessional communication skills, teaching strategies to
respond to horizontal violence, a link to leadership support persons, and consistent
preceptors who focus on the positive (Dyess et al., 2009)

The experiences of new graduate nurses are similar in the United States as in
other developed countries, providing evidence that the transition process from academia
into the practice setting is challenging despite cultural differences. In a qualitative study
of new graduate nurses in Canada, new nurses described a practice gap between
educational preparation and requirements in the clinical environment, unrealistic
expectations of those in the clinical environment in relation to new graduate nurse
competency, insufficient opportunity for developing skills in nursing programs, the
requirement for supportive preceptors and mentors, and the need for new graduate nurse
transition programs such as internships or residencies (Romyn et al., 2009). New
graduate nurses in Norway described a pattern of progression over a year, moving from
fear and chaos in the first few months, through gaining experience, and finally toward
becoming competent. Consistently, these nurses identified the need for extended support
in a positive environment. Being put into a leadership role such as a charge nurse in the
early stages of transition were particularly stressful to the new graduate nurse
(Wangensteen et al., 2008).

In summary, evidence from qualitative research studies has demonstrated that the
transition period from academia into the practice setting is extremely stressful for new
graduate nurses regardless of clinical setting and is congruent among nurses from

different countries. Studies suggest that new graduate nurses require transition programs
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that include opportunities for professional development over a prolonged period of time,
which may be up to 12 — 18 months. In addition, evidence suggests that new graduate
nurses benefit from the support of a mentor throughout the transition period.

Why new graduate nurses leave their first position. The turnover rate of
new graduate nurses has continued to remain shockingly high, with rates approaching
50% or more. The immediate fiscal impact to an organization of the loss of one nurse
may be as high as $88,000 (Krsek, 2011). The long term effect of not being able to
sustain a nursing workforce is a major public concern. Researchers have explored why
new graduate nurses leave their first position in an attempt to understand and then address
the high turnover rate.

In a study of new graduate nurses employed for five years or less, researchers
found that 30% of nurses left their first position within one year and 57% had left their
first position within two years (Bowles et al., 2005). Results revealed that most new
graduate nurses perceived the work environment to be stressful and not conducive to
providing safe patient care. There were no significant differences in the perceptions of
new graduate nurses in relation to education (ADN vs BSN). The most common reasons
new graduate nurses cited for leaving their first job were related to patient care concerns
and concerns about the work environment. Recommendations included empowering staff
nurses, providing opportunities for shared-decision making on the unit, extending
orientation with assigned preceptors and mentors, and developing leadership skills in new

nurses (Bowles et al., 2005).
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In a longitudinal study of new graduate nurses over a period of five years,
researchers in Canada explored the relationship between characteristics of a new graduate
nurse transition program (orientation and mentorship), psychological empowerment and
perceptions of the work environment with intent to leave (Rheume, Clement, & LeBel,
2010). Researchers found no relationship between the following variables: “length of
orientation program, satisfaction with orientation program, length of mentorship program
and satisfaction with mentorship program” and the variable “intent to leave” which was
contrary to previous research findings. Clinical leadership skill of new graduate nurses
was not explored in this study, though leadership and support provided by nurse
managers was found to have a statistically significant inverse relationship with intent to
leave.

A qualitative study of six registered nurses with 24 — 30 months of clinical
experience explored why they chose to stay employed in their first nursing position.
Results revealed that these new graduates remained with their current employer because
they experienced a culture of support at all levels of nursing, from staff to managers to
nursing executive leaders. They also described themselves as having the personal ability
to persevere in the face of frustration or adversity, understanding that competence as a
nurse developed over time. These new graduate nurses described frustration with their
academic preparation and strongly recommended that nursing students have increased
exposure to the clinical setting earlier and for longer periods of time (Zeller et al., 2011).
In this study, residency and mentorship programs were not specifically cited as part of the

decision to remain in nursing, however the characteristics of workplace support and need
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for extended orientation/clinical exposure described by these nurses are congruent with
support provided through residency programs with mentorship.

In a study conducted within hospitals designated by the American Nurses
Credentialing Center’s Magnet Recognition Program' , researchers explored the
relationship between characteristics of new graduate nurse transition programs,
characteristics of a healthy work environment and turnover rates. New graduate nurses
employed in units classified as Very Healthy Work Environments (VHWI) and Healthy
Work Environments (HWE) were significantly more likely to stay employed as compared
to new graduate nurses who were employed in units classified as Work Environments
Needing Improvement (p = .000) (Kramer, Halfer, Maguire, & Schmalenberg, 2012).
Researchers found no relationship between academic preparation, type of clinical unit,
type of new graduate nurse transition program and retention rate. New graduate nurse
transition programs were classified in the study as transition plus integration (mean
length = one year), transition plus some integration (mean length = one year), and
transition only (mean length = three months). Researchers cited lack of data from
academic medical centers as a concern in evaluating the relationship between type of new
graduate nurse transition program and retention rate. Four of six academic medical
centers failing to submit retention data had transition only programs therefore limiting the
ability to adequately test the relationship between different types of transition programs
and retention rate (Kramer et al., 2012).

In summary, studies evaluating why new graduate nurses leave their first

positions have demonstrated that a significant number leave due to high levels of stress or
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a stressful work environment, concerns related to patient safety such as nurse/patient
ratios, and lack of empowerment. Research on nurses who chose to stay in their first
pésitions reflected a collaborative and supportive work environment, the nurse’s personal
ability to persevere over time, and the understanding that competence developed over
time. The need for a supportive environment with an extended support infrastructure was
commonly cited as critical to ensuring new graduate nurses are successful in the
transition into the clinical setting.

Job satisfaction of new graduate nurses. Researchers have explored
variables related to job satisfaction and the relationship of job satisfaction to intent to stay
and/or turnover in new graduate nurses.

Roberts, Jones & Lynn (2004) explored the differences in job satisfaction for four
different categories of registered nurses: 1.) recent graduates of a baccalaureate of
science in nursing (BSN) program working in med/surg, psychiatric, pediatric and
maternal health specialty areas; 2.) newly licensed RNs and registered nurses who had
returned to complete a BSN-RN program; 3.) RNs working in the inpatient or outpatient
setting; and 4.) RNs who were likely to remain in their current position as compared to
those unlikely to remain. The researchers wanted to better understand what impacted job
satisfaction in order to develop better recruitment and retention strategies for new
graduate nurses. One significant finding from the study revealed that nurses who were
likely to remain in their jobs for at least one year reported significantly higher job
satisfaction on seven of eight dimensions of the McCloskey-Mueller Satisfaction Scale.

Researchers concluded that it is critical for nursing administrators to measure and address
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job satisfaction for newly licensed RN as it may significantly impact future job
intentions (Roberts et al., 2004).

A secondary analysis of data collected by the North Carolina Center for Nursing
was used to explore job and career satisfaction, intent to leave and turnover for new
graduate nurses with more than six months but less than 24 months experience (Scott et
al, 2008). New graduate nurses’ turnover was significantly associated with orientation
length (p = .008) as well as perceived quality of orientation (orientation met needs) (p =
.01). New graduate nurses who indicated that their orientation met their needs were 3.3
times more satisfied with nursing as a career. Job satisfaction, career satisfaction and
attending a continuing education program on job delegation were significant predictors of
intent to leave current position. Researchers concluded that orientation to the first
position is a critical component of both job satisfaction and turnover. Results were also
congruent with Benner’s conceptual framework and the amount of time that it takes a
new graduate nurse to become a competent practitioner, suggesting a relationship
between length of orientation and the development of competence with overall job
satisfaction (Scott et al., 2008).

In a study of newly registered nurses with an average of 11 months of work
experience, researchers evaluated job satisfaction, organizational commitment, search
behavior and intent to stay employed in their current position (Kovner, Brewer, Greene,
& Fairchild, 2009). Job satisfaction and organizational commitment were positively and
significantly associated with autonomy and mentor support. There was an inverse

relationship between newly registered nurses with a baccalaureate degree and intent to
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stay, similar to a previous study which suggested that baccalaureate nurses were less
likely to tolerate unacceptable work conditions (Scott et al., 2008). This study
demonstrated that transition programs including mentorship are important to ensuring job
satisfaction in new graduate nurses.

In summary, research on job satisfaction in new graduate nurses and the
relationship between job satisfaction and intent to stay has demonstrated that that the
following variables are positively related to intent to stay: autonomy, opportunity for
professional development, supervisory/mentor support, workgroup cohesion, overall job
satisfaction, length of orientation, and perceived quality of orientation program. First
experiences of new graduate nurses play an important role in levels of future satisfaction,
which may impact decision to remain employed within an organization. Therefore, it is
critical that transition programs for new graduate nurses are of sufficient length and
quality.

New graduate nurse competence. The competence of new graduate nurses
entering the acute care clinical setting is of significant concern to both nursing
administrators as well as to new graduate nurses themselves. Neither group feels that a
new graduate nurse is competent to provide care in the clinical setting upon initial entry
into practice.

A study conducted by Berkow and colleagues (2008) evaluated new graduate
nurse performance of 36 different measures using a researcher developed instrument.

The instrument was developed using an iterative process with input from over 100

different industry experts. Overall, frontline nursing leaders on units staffed with more
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BSN graduates were more satisfied with new graduate competence. The competencies
with the lowest satisfaction ratings were ability to keep track of multiple responsibilities
(12%), contflict resolution (12%), ability to prioritize (12%), ability to anticipate risk
(11%) and delegation of tasks (10%). All six items categorized as management of
responsibilities ranked in the bottom third of the list indicating that frontline managers
are least satisfied with new graduate nurses’ competence in this area.

Marshburn, Engelke and Swanson (2009) evaluated the relationship between new
graduate nurses’ perception of their own competence using the Casey-Fink Graduate
Nurse Experience Survey (subscales patient care and professional role) and competence
as objectively measured using a performance-based clinical competence system. New
graduate nurses with previous health care experience were more likely to meet criteria for
problem management than nurses without previous health care experience. In addition,
nurses who met criteria for problem management on the performance-based clinical
competence system scored significantly higher on perceptions of competence related to
patient care and professional role than nurses who did not meet criteria. Study findings
demonstrated that there is a positive relationship between self-confidence in performing
skills and successful performance. In addition, there was a positive relationship between
previous work experience in health care and successful performance.

In summary, research evaluating the competence of new graduate nurses has
demonstrated that frontline nursing leaders are more satisfied with the competence of
baccalaureate prepared nurses as compared to associate’s degree prepared nurses and

least satisfied with the competence of new graduate nurses in skills associated with
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management of responsibilities. One study demonstrated a positive relationship between
self-confidence in skills and successful performance of skills and previous work
experience in health care and performance of skills.

Leadership Theory

Leadership as a construct has been studied for decades and continues to develop
as researchers explore what is known and what is not known about leaciers and leadership
(Avolio, Walumbwa, & Weber, 2009). Leadership theory has evolved from studying the
individual in isolation which resulted in theories such as trait theory (one possesses
leadership traits) to studying the individual in relation to interactions with others
(followers, peers, supervisors), interactions with the environment (work setting, different
cultures), or as part of a model within a larger context (strategic, global, social) (Avolio et
al., 2009). Recent research in leadership has focused on a more holistic view of
leadership, how the process of developing leadership skills occurs, and multi-modal
methods of studying leadership (Avolio et al., 2009).

One model of leadership that has been used in nursing research is Posner and
Kouzes leadership model (Kouzes et al., 2002; Cardin & McNeese-Smith, 2005; Loke,
2001; Williams, McDowell, & Kautz, 2011). Posner and Kouzes (1988) explored
behaviors, as opposed to an individual’s personal traits, of managers through in-depth
analysis of case studies in which the manager described an experience when he/she
accomplished something extraordinary within an organization, a “personal best.”
Through analysis, five practices of great leaders emerged. These practice behaviors were

described by Posner and Kouzes as: Challenging the Process, Inspiring a Shared Vision,
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Enabling Others to Act, Modeling the Way, and Encouraging the Heart (Posner et al.,
1988; Posner et al., 1993).

The behavior, “Challenging the Process,” describes leaders who search for
opportunities, experiment and take risk. “Inspiring a Shared Vision” is the ability of a
leader to envision the future and enlist the support of others to achieve goals. Leaders
who use behaviors that are described as “Enabling Others to Act” are capable of fostering
collaboration and strengthening others through their own actions. “Modeling the Way”
describes a leader who sets an example and one who plans for and celebrates small wins.
Finally, “Encouraging the Heart” is a leader behavior in which the leader recognizes the
contributions of others and celebrates accomplishments (Posner et al., 1988).

Posner and Kouzes developed their model of leadership and their instrument to
measure leadership behavior, the Leadership Practices Inventory (LPI), from studying the
behaviors of individuals who were currently working in formal leadership/managerial
roles. Patrick (2010) used Posner and Kouzes’ leadership model as the foundation to
develop an instrument to measure clinical leadership skill of bedside clinical nurses
working in a staff position. Using characteristics identified from analysis of literature,
Patrick (2010) defined clinical leadership behaviors as clinical expertise, effective
communication, collaboration, coordination and interpersonal understanding. Bedside
nurses having clinical expertise are those that are capable of challenging the status quo,
questioning, and negotiating the best care for patients (Patrick, 2010). Effective
communication was defined as the ability to inspire and empower others, articulate

clearly, and clarify information (Patrick, 2010). Collaboration and coordination included
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the ability to build trusting relationships, share information, negotiate, remain flexible

and inspire others (Patrick, 2010). Interpersonal understanding was defined as the ability

to establish personal relationships, to clarify values and to possess interpersonal

competence (Patrick, 2010). Patrick aligned these clinical leadership behaviors with

Posner and Kouzes leadership model as follows (Patrick et al., 2011):

Posner and Kouzes Leadership Behaviors

Patrick’s Clinical Leadership Behaviors

Challenging the Process
Continuous learning
Question the status quo
Debrief failures and successes

Inspiring a Shared Vision
Setting vision or purpose

Finding a common ground
Enabling Others to Act
Sharing information and resources

Building trusting relationships

Modeling the Way
Creating shared values
Achieving small wins

Encouraging the Heart
Creating supportive relationships

Recognizing contributions

Leadership in Bedside Clinical Nursing

Clinical expertise
Clinical expertise
Interpersonal understanding

Effective communication
Collaboration
Effective communication
Collaboration

Collaboration
Effective communication
Interpersonal understanding

Interpersonal understanding
Collaboration, coordination

Interpersonal understanding
Effective communication
Interpersonal understanding
Collaboration

The vast majority of published literature on leadership and nursing is focused on

nurses in formal leadership roles such as managers, directors and chief nursing officers.

Leadership has been predominantly studied in relation to such variables as leadership
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style, the impact of leadership behaviors on staff and patient outcomes, and staff
perceptions of leadership behaviors and style. There is a growing body of evidence that
bedside clinical nurses must demonstrate leadership skill in an increasingly acute
healthcare environment to ensure that patients are cared for safely and appropriately
(Abraham, 2011; Kliger et al., 2010; Patrick et al., 2011; Rani et al., 2010; Saccomano et
al., 2010; Tregunno et al., 2009).

Evaluating leadership skill at the clinical level has been a recent focus of nursing
research. The predominance of literature in this area has been published within the past
ten years as a building body of evidence has demonstrated the relationship between
nursing care and positive patient outcomes (Aiken et al., 2011; Kutney-Lee et al., 2009;
Lucero et al., 2010). Nurses at the bedside are responsible for consistent surveillance and
assessment of patients to identify any sign of abnormality or concern that might require
closer monitoring, intervention or communication to and/or assistance of other members
of the health care team. Bedside nurses, then, must possess the leadership skill required
to identify and use evidence for making practice decisions, communicate clearly and
effectively with all members of the health care team, maintain a patient-centered focus of
care, and question patient care decisions that may not be evidence-based or in the best
interest of a patient (Patrick etal., 2011). The following is a summary of research studies
related to leadership ability in bedside clinical nurses, with two studies comparing less
experienced nurses to those with more experience.

In an effort to understand nursing leadership in the context of a safe patient

environment in a critical care unit, researchers conducted multi-disciplinary focus groups
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to evaluate key characteristics of a nurse leader (Tregunno et al., 2009). Staff nurses,
physicians, allied health providers and nursing leaders participated in a total of 31 focus
groups and totaled 188 participants. The “patient safety” nurse leader was described as
an experienced nurse who others “go to” for help. This individual has extensive
knowledge in nursing and critical care and a proven track record in providing safe care
(Tregunno et al., 2009). The “patient safety” nurse has a good overview of unit
operations, demonstrates responsibility in ensuring safe patient care, identifies situations
that place patients at risk and intervenes to prevent or reduce risk. The “patient safety”
nurse also advocates for patients, mentors less experienced colleagues and communicates
the value of changes designed to improve patient care. Patient safety was viewed as the
responsibility of frontline nurses who are most readily able to identify and intervene in
situations to ensure patient safety (Tregunno et al., 2009).

Initiatives such as Transforming Care at the Bedside (TCAB), the Integrated
Nurse Leadership Program (INLP) and the Clinical Scene Investigator (CSI) Academy
are all grant-funded, demonstration projects designed to increase staff nurse leadership
capability and competence in quality improvement strategies such as identifying
problems, implementing innovative change and evaluating outcomes (Kliger et al., 2010).
TCAB is a program dedicated to improving a selected patient outcome with a secondary
purpose of developing leadership ability of bedside nurses to proactively identify and
solve problems. Rapid response teams, improved communication strategies, and
workplace redesign are several of the initiatives that have been supported through the

TCAB grant and have demonstrated success in the clinical setting at improving patient
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safety. The Nursing Leadership Perspectives Program (NLPP) is a program developed
and implemented at the Mayo Clinic in Rochester, Minnesota (Abraham, 2011). The
NLPP is designed to improve the leadership skills and professional behaviors of staff
nurses within the organization. Data collected pre and post program using the Leadership
Practices Inventory (LPI) instrument and the Nursing Activity Scale (NAS) demonstrated
a statistically significant difference in scores. Other outcomes of the program included
increased participation in unit-based and departmental leadership roles, initiation of a
research study, and publication of an article. Promotion rate of participants in the NLPP
was 20% as compared to 0.3% in the general staff nurse population.

Researchers in Ireland conducted a qualitative study to explore how staff and
middle-level managers developed leadership skills to include taking charge of a shift/unit
in a mental hospital (Rani et al., 2010). Focus groups of managers, staff nurses and care
technicians were conducted with staff nurses subcategorized into two groups: newly
graduated (qualified) or new to the mental hospital setting and staff nurses with greater
than five years of experience within the setting. Results of the study demonstrated that
staff nurses experienced a gap between their academic preparation and the requirements
of the clinical setting which resulted in reliance on more experienced nurses for decision-
making (Rani et al., 2010). Managers concurred that staff nurses new to the clinical
setting were not prepared to assume leadership roles (Rani et al., 201 0). Managers and
staff nurses identified lack of clinical leadership training or transition programs to the
clinical setting as a concern and that training in leadership should not be provided until

the new nurse had been in the clinical setting for a period of six to eight months. Clinical
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leadership skills recommended by managers, staff nurses and care officers alike included
communication, assertiveness, confidence, conflict resolution, delegation, decision-
making and time management.

A study was conducted to evaluate leadership style of staff nurses and their
confidence in delegating to unlicensed assistive personnel (UAP) (Saccomano et al.,
2010). Delegation is one component of clinical leadership skill cited in the literature.
Leadership style was measured using the Path-Goal Leadership Questionnaire (PGLQ)
and confidence in delegation was measured using the Confidence and Intent to Delegate
Scale (CIDS). A total of 158 registered nurses participated in the study and were
classified into two groups based on experience: less than five years and greater than five
years of experience. Educational preparation was distributed among diploma or
associates degree prepared nurses (52%), baccalaureate prepared nurses (42%) and non-
nursing baccalaureate or masters degree preparation (6%). In nurses with less than five
years of experience, baccalaureate or higher prepared nurses were more confident in
delegating to UAP. As ﬁurses gained more experience, the confidence level of diploma
or associates degree prepared nurses was greater than that of baccalaureate or higher
prepared nurses. There was no relationship between leadership style (supportive,
participative or directive) and confidence in delegating to UAP in this study. Limitations
in this study included convenience sample from one organization limiting generalizability
of findings; method of categorizing leadership style through use of the PGLQ instrument;

and the inability to connect leadership score to type of unit on which the nurse was
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employed thereby the researchers were unable to determine if nurses in units such as
critical care were limited in the ability to delegate tasks due to patient acuity.

In summary, research studies evaluating leadership ability in bedside clinical
nurses is limited as the majority of leadership research has focused on nurses in formal
leadership positions. A small number of studies evaluating leadership ability in bedside
nurses have demonstrated that the leadership skills of frontline nurses have a positive
impact on patient safety. In addition, intervention strategies to increase the leadership
skills of bedside nurses have resulted in an improved patient safety environment,
increased participation of bedside nurses in organizational leadership roles, initiation of
research studies by bedside nurses, publications by bedside nurses and a significant
increase in promotion rates of nurses participating in intervention programs as compared
to the general population of nurses. One international study of new graduate nurses
described an academic — practice gap in relation to leadership development and
researchers recommended that leadership training be provided to new nurses after they
had been in the clinical setting for at least 6 months. Confidence in delegating to
unlicensed assistive personnel was evaluated in relation to leadership styles of staff
nurses. No relationship between leadership style and confidence in delegation was found.
Researchers did find a relationship between confidence in delegation, academic
preparation and length of clinical experience with baccalaureate —prepared nurses more
confident initially and diploma or associate’s degree prepared nurses becoming more

confident with greater clinical experience.
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Clinical Leadership Skill and New Graduate Nurses

Few studies have explored clinical leadership skill in new graduate nurses beyond
measuring clinical leadership skill as an outcome variable of a new graduate nurse
transition program. One program highlighted in the literature, however, describes an
innovative academic-practice partnership program specifically designed to promote
leadership skills of new graduate nurses (Dyess et al., 2009; Dyess et al., 201 1; Dyess et
al., 2012). This program was independent of a new graduate nurse transition program.
International studies from the United Kingdom and Scotland have also described clinical
leadership development of recently graduated nurses independent of new graduate nurse
transition programs (Bartlett et al., 2000; Rae, 2011).

To address the academic-practice gap identified both in the literature and by
nursing leaders of local health care organizations, a qualitative study was designed to
determine learning needs of new graduate nurses in preparation for creating a Novice
Nurse Leadership Development Institute (NNDI) (Dyess et al., 2009). Pre and post-
program focus groups with 81 new graduate nurses were conducted and data were
analyzed using a hermeneutic method. All new graduate nurses had less than 12 months
of experience and were specifically selected by their organization to participate in the
NNDI based on a high potential for professional and leadership contribution to the
organization (Dyess et al., 2009). Demographics revealed that 80% of the nurses were
employed in an acute care facility, predominantly in med/surg or telemetry units. The
NNDI was a stand-alone program, held in addition to the orientation programs that

currently existed. Results of the analysis resulted in several recommendations by the
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researchers to effectively support new graduate nurses in the transition from acédemia to
the practice setting. New graduate nurses need at least 12 months of support to transition
into the practice setting including further support in developing clinical judgment and
skills and orientations greater than 12 months for specialty clinical areas. New graduate
nurses need training in interprofessional communication skills and strategies to handle
horizontal violence. New graduate nurses need access to nursing leadership for support
and guidance as well as consistent preceptors who are supportive and encouraging.

In 2011 and 2012, quantitative outcomes of the Novice Nurse Leadership
Development Institute (NNDI) were described in the literature (Dyess et al., 2011; Dyess
etal.,, 2012). A total of 109 participants had completed the program. Outcome measures
included scores on the Student Leadership Practices Inventory (SLPI), a self-report
instrument developed by Kouzes and Posner; and the PES-NWI, an instrument to
measure characteristics of the practice setting. At the conclusion of the NNDI,
participant scores on the SLPI significantly improved from baseline (p = .004). Scores
on the PES-NWI, however, decreased significantly from baseline (p =.001) though this
was attributed to the expected dissatisfaction of new graduate nurses adjusting to the
practice setting as described in previous research studies (Duchscher, 2001).Researchers
in the United Kingdom conducted a prospective, longitudinal study to compare nursing
competence of baccalaureate prepared nurses (BA (Hons) Adult Nursing, four year
program) and diploma program nurses (Project 2000 diplomates, three year program)
over the first post-graduate year (Bartlett et al., 2000). Data were collected upon

graduation and at six and 12 months post-graduation. Results demonstrated that
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leadership scores for both baccalaureate-prepared and diplomates improved from baseline
to 12 months. Leadership scores for diplomate nurses were slightly higher overall than
the scores of baccalaureate-prepared nurses at baseline énd at 12 months. In addition,
self-assessment scores of newly graduate nurses and their supervisors/mentors were
generally in agreement indicating‘that the new graduates had a realistic assessment of
their own abilities (Bartlett et al., 2000).

An Early Clinical Career Fellowship (ECCF) leadership development pilot
program was implemented in 2007 by the National Health System (NHS) Scotland for
newly registered nurses and midwives with less than two years of clinical experience.
The goal of the ECCF pilot was early investment in candidates deemed to have high
potential for career progression into leadership positions. Evaluation of the program in
2010 demonstrated that ECCF fellows were seen as suitable candidates for promotion,
contributed at both the local and national level to nursing practice and professional
development, published in academic journals and spoke at national conferences. In
addition, they worked with local colleagues to promote practice improvements and were
promoted to higher grade positions such as charge nurses earlier in their careers than
would otherwise have been expected. Researchers concluded that investing in new
graduate nurses and midwives with high potential for leadership ability resulted in
development of clinical leaders (Rae, 2011).

In summary, evidence from an innovative leadership development program for
novice nurses and from two international studies have demonstrated that investment in

new graduate nurses who are deemed to have high potential for future leadership
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positions has been positive. One international study evaluating the progression of
leadership skills for baccalaureate and diploma prepared nurses provided evidence that
leadership skills improve over the first post-graduate year regardless of educational
preparation.

Clinical Leadership Skill, New Graduate Nurses and New Graduate Nurse
Transition Programs

Reports in the literature have demonstrated a relationship between some types of
new graduate nurse transition programs and clinical leadership skill of new graduate
nurses as evidenced by both self-reported measures and peer/supervisor evaluation
(Beecroft et al., 2001; Blanzola et al., 2004; Bratt, 2009; Cleary et al., 2009; Goode et al.,
2009; Halfer et al., 2008; Hatler et al., 2011; Kowalski et al., 2010; Olson-Sitki et al.,
2012; Roud et al., 2005; Thomson, 2011; Turner & Goudreau, 2011; Varner et al., 2012;
Williams et al., 2007). Clinical leadership skill was most often measured through self-
report though three studies did evaluate leadership ability using peer and supervisor
evaluation of the new graduate nurse (Blanzola et al., 2004; Bratt, 2009; Varner et al.,
2012). A review of studies is presented chronologically.

Outcomes of a six month RN internship pilot in a pediatric acute care setting
demonstrated that the clinical leadership skill of new graduate nurses as measured by the
Schutzenhofer Professional Nursing Autonomy Scale were comparable to or better than
the clinical leadership skill of registered nurses with more than twice the clinical
experience (Beecroft et al., 2001). The Schutzenhofer Professional Nursing Autonomy

Scale is an instrument that measures professional autonomy defined as “the practice of
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one’s occupation in accordance with one’s education, with members of that occupation
governing, defining, and controlling their own activities in the absence of external
controls.” While the Schutzenhofer Professional Nursing Autonomy Scale was not
designed to specifically measure clinical leadership skill, items on the scale reflect
behaviors that are defined by Patrick (2011) as clinical leadership skill including: “Voice
opposition to any medical order to discharge a patient without an opportunity for nursing
follow-up if the teaching plan for the patient is not completed” and “ Refuse to administer
a contraindicated drug despite the physician’s insistence that the drug be given” and
“Develop effective communication channels in my employing institution for nurses’
input regarding policies that affect patient care” (Beecroft et al, 2001). A total of 50 new
graduate nurses participated in the pilot program and were compared to 25 new graduate
nurses who completed orientation prior to the implementation of the pilot. New graduate
nurses were prepared at the associate, baccalaureate and master’s degree levels. Results
were reported in aggregate between pilot and control groups, and were not differentiated
by degree type.

Blanzola, Lindeman and King (2004) reported that Navy Nurse Corps new
graduate nurses completing a newly developed internship program demonstrated an
improvement in clinical leadership skill through an improvement in confidence,
competency and personal comfort with the nursing role. Using a quasi-experimental
design with control and experimental groups, new graduate nurses completing the
internship program (experimental group) rated themselves higher on core clinical

competencies than the control group, including showing initiative, communicating clearly
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and proactively solving problems. Peer and manager evaluations corroborated the higher
self-assessment scores. In addition, qualitative data from new graduate nurses in the
experimental group indicated they were more confident in their ability to take complex
assignments, heavier patient loads and charge nurse responsibilities. Qualitative peer
input revealed that new graduate nurses in the experimental group demonstrated higher
leadership, clinical skills and knowledge, teamwork, attitude and communication as
compared to new graduate nurses in the control group (Blanzola et al., 2004). Sample
size was small, limiting generalizability of results. All new graduate nurses were
prepared at the baccalaureate level.

A study of new graduate nurses participating in a 12 month entry into practice
program in Aotearoa/New Zealand demonstrated a statistically significant improvement
in the frequency of leadership behaviors (p = .002) between the start of the program (at 7
weeks) and the conclusion of the program (at 7 months) using the Schwirian’s 6-
Dimensions of Nursing Practice (6-DNP) scale (Roud et al., 2005). There was no
significant difference in the quality of leadership behaviors. Five items measured the
domain of leadership. Study limitations include small sample size (n = 33) and moderate
reliability and validity measures for the Schwirian 6-DNP instrument domains (.60 - .76).
Educational preparation was described as “newly graduated registered comprehensive
nurses.”

Leadership content was incorporated into a residency program at the Texas
Medical Center in response to observation that new graduate nurses needed leadership

skill development to function as safe, competent direct care providers (Keller et al.,
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2006). Graduate level leadership content included such topics as evaluating own
personality styles and leadership traits, understanding formal and informal leadership
roles, and handling conflict. Teaching/learning strategies included lecture, discussion,
role playing and writing exercises. Leadership content was originally included in the first
six months of the program but program coordinators found that new graduate nurses were
not ready for the material at that time. Subsequently, leadership content was moved to
later in the residency program. Retention was the only reported quantitative outcome
measure (89.2% at one year) however anecdotal evidence that leadership content was
perceived positively was reported by new graduate nurses (Keller et al., 2006). Program
directors reported that they expected an improvement in outcomes of care, patient safety,
clinical productivity and patient and staff satisfaction as a result of the residency program
(Keller et al., 2006). Nurses prepared at both the baccalaureate and associate degree
levels participated in the program. Results were reported in aggregate for degree.
Beecroft, Dorey and Wenton (2007) evaluated the relationship of new graduate
nurse turnover intent with individual characteristics, work environment variables, and
organizational factors. In addition, prospective prediction of new nurse turnover was
compared to actual nurse turnover at 18 months of employment following completion of
a 22 week new graduate nurse residency program. Leadership was measured by the
Leader Empowerment Behaviours Scale (LEB), with higher scores indicating higher
levels of empowerment. New graduate nurses who had higher leadership scores on the
LEB following completion of a new graduate nurse residency program were less likely to

express turnover intent than nurses with lower leadership scores (p <.0001) (Beecroft et
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al., 2007). Nurses education levels were classified as “AA (associate arts) and lower”
and “BS (bachelor of science) or higher.” Turnover intent for degree types was evaluated
at an outcome level, with nurses prepared at the BS or higher as exhibiting elevated levels
of TI as compared to nurses prepared at the AA or lower level. This finding is congruent
with previous research findings indicating that baccalaureate prepared nurses may be less
likely to tolerate unsatisfactory work environments (Scott et al., 2008; Kovner et al.,
2009).

In studies evaluating clinical leadership skill of new graduate nurses participating
in transition programs developed collaboratively by the University Health System
Consortium and the American Association of Colleges of Nursing (UHC/AACN),
clinical leadership skill improved over the period of the internship and/or residency
program from baseline through one year (Goode et al., 2009; Williams et al., 2007). The
UHC/AACN Residency Program uses two different measures to assess new graduate
nurse confidence in clinical leadership skill, the Casey-Fink subscale of
Communication/Leadership and the Gerber Control Over Nursing Practice subscale of
Clinical Leader. New graduate nurses (n = 655) progressively increased in clinical
leadership skill over the one year residency program and score increases were statistically
significant at p <.001 (Communication/Leadership subscale) and p < .03 (Clinical
Leader) (Goode et al., 2009). All nurses were prepared at the baccalaureate level or
higher.

In response to high turnover rates of new graduate nurses in an acute care

pediatric hospital (20%), an internship program was developed using evidence from
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previous successful programs as well as feedback from new graduate nurses in the
organization (Halfer et al., 2008). Comparisons were made between two groups of new
graduate nurses, those oriented before the internship was developed (pre-implementation,
n = 84) and those oriented after the internship was developed (post-implementation, n =
212). Data were collected using an instrument developed and tested by the researchers,
the Halfer-Graf Job/Work Environment Satisfaction Survey. Items on the survey related
to leadership include: “understanding leadership expectations”, “ability to manage the
demands of the job”, and “input used to address unit issues.” The item “understanding
leadership expectations” increased over time, from baseline to 18 months (p < .0001).
The item “ability to manage the demands of the job” increased after 6 months (p <
.0001). And, the item “input used to address unit issues” increased over time (p <.005).
Overall job satisfaction was significantly higher in the post-implementation group as
compared to the pre-implementation group (p = .046), turnover rate was improved to
12% from 20% and the lower rate was sustained through two years. Authors noted that
support for new graduate nurses is indicated for at least 18 months. Educational
preparation was not reported.

A year-long residency program designed by the Wisconsin Center for Nursing, a
collaborative academic/practice/association partnership, resulted in “transformative”
changes for nurses participating in the program, particularly in rural areas of the state
(Bratt, 2009). Nurse residents, those nurses who participated in the residency program,
were described by their managers as being a “pool of ready leaders” and were guided

toward leadership training programs. Nurse residents actively participated on hospital
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committees and projects to improve care or the work environment. They also assumed
preceptor and coaching roles at a faster rate than nurses who had not participated in the
residency program (Bratt, 2009). Educational preparation was not reported.

Participants completing a one year transition to practice mental health nursing
program for new graduate nurses in Australia demonstrated an improvement in self-
reported leadership skills from baseline to post-program. Data were collected using the
Nurses’ Self-Concept questionnaire developed by Corwin, a 36-item instrument
measuring six factors: nurse general self-concept, caring, staff relations, communication,
knowledge and leadership (Cleary et al., 2009). Sample size was small (n = 44) and
content was specifically chosen for new graduate nurses entering the field of mental
health nursing limiting generalizability of results. Educational preparation was not
reported.

With support of a grant from the Health Resources and Services Administration
(HRSA), two hospitals in Las Vegas, Nevada developed a one-year new graduate nurse
residency program with the goal of preparing and retaining safe, competent practitioners
(Kowalski et al., 2010). Baccalaureate-prepared and associate-degree nurses participated
in the residency program. Outcomes were evaluated using the following instruments:
Preceptor Evaluation of Resident (developed by hospital staff educators), Pagana’s
Clinical Stress Questionnaire, Spielberger’s State-Trait Anxiety Inventory, and the
Casey-Fink Graduate Nurse Experience Survey. Scores on the

communication/Leadership domain of the Casey-Fink instrument increased significantly

from baseline (three months) to post-program (12 months) for all nurses (p = .022),
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though only 14 nurses completed both pre and post measures limiting generalizability of
results (Kowalski et al., 2010). Baccalaureate and associate-degree nurses participated
in the residency program. Data were reported in aggregate for degree.

Using a Dedicated Transition Unit (DTU) as part of a one year transition to
practice program with Clinical Scholar preceptors and Advanced Practice Nurse mentors,
new graduate nurses scored higher on post-program measures of nurse-physician
relationships, autonomy and control over practice as compared to pre-program measures
using the Essential of Magnetism scale by Kramer and Schmalenberg (Hatler et al.,
2011). Though clinical leadership skill was not measured directly, teamwork and having
control over practice decisions are elements of the Clinical Leadership Survey.
Educational preparation was not reported.

Outcomes of new graduate nurses prepared at both the baccalaureate and
associate-degree level were compared following participation in a new graduate
residency program in a large, Magnet designated academic medical center in North
Carolina. Data were collected using the McCloskey-Mueller Satisfaction Scale (MMSS),
the Casey-Fink Graduate Nurse Experience Survey (CF), and the Gerber Control Over
Nursing Practice Scale (CONP). There were no statistically significant differences
between baccalaureate and associate-degree nurses for communication and leadership
(CF) and clinical leadership (CONP) scores. There was a statistically significant
difference between baccalaureate and associate-degree nurses for control and
responsibility scores (MMSS), with associate-degree nurses having higher scores as

compared to baccalaureate nurses. Scores for communication and leadership (CF)
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improved steadily from baseline through 12 months for both baccalaureate and associate-
degree nurses. Scores for control and responsibility (MMSS) and clinical leadership
(CONP) demonstrated the same pattern for both baccalaureate and associate-degree
nurses with higher scores at baseline, dipping at six months and increasing though not
returning to baseline at 12 months (Thomson, 2011).

Using a qualitative study design, researchers documented the experience of new
graduate nurses transitioning into the Emergency Department (ED) while participating in
supplemental educational support seminars during the first year of employment. The
support seminars were conducted every three weeks throughout the traditional orientation
and precepted-experience. Analysis of narratives revealed that new graduate nurses
transitioning into the ED exhibited a growing sense of professionalism including “the
practice of clinical leadership” (Turner et al., 2011). New graduate nurses identified the
supplemental seminars as contributing to their professional growth. Five nurses
participated in the study. Four nurses were prepared at the diploma level. One nurse was
prepared at the baccalaureate level. All were female.

Researchers in Illinois used a non-experimental, repeated measure mixed-methods
design to evaluate the impact of a new graduate nurse residency program on overall new
graduate nurse experience, satisfaction, and retention. Baccalaureate-prepared and
associate-degree nurses participated in the residency program. Using the Casey-Fink tool
administered at six months and 12 months post-program start, there was a statistically

significant improvement in five of the six items within the domain of communication and
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leadership (p <.05) (Olson-Sitki et al., 2012). Sample size was small (n = 31) limiting
generalizability of results. Data were reported in aggregate for degree.

Following a merger into a larger health system, two hospitals in southwestern
Ohio experienced “overwhelming” nurse vacancy rates and a new graduate nurse
turnover rate of 50% in the first year of employment (Varner et al., 2012). In response,
the organizations developed a two year new graduate nurse residency program with the
goals of recruiting and retaining the nursing workforce while promoting lifelong learning.
An additional goal of the program was development of clinical leadership skill.
Evaluation measures were obtained from stakeholder groups including new graduate
nurses participating in the program, nursing managers/leaders, and patients. Managers
provided qualitative data of program outcomes including increased unit committee
involvement and selection for leadership roles including charge nurse, preceptor, mentor
and unit educator (Varner et al, 2012). Nurses prepared at the baccalaureate and
associate degree levels participated in the program. Data were reported in aggregate for
degree.

In summary, overall studies evaluating clinical leadership skill as an outcome
variable of new graduate nurse transition programs have demonstrated an increase in
leadership ability from baseline to post-program. Three studies revealed leadership
scores in at least one domain dipping at six months from baseline and improving by 12
months. Studies have generally been limited to comparison of pre and post measures in
single convenience samples, though four studies did compare pre and post measures of an

intervention group to a control group that had completed an orientation prior to the

80



revised intervention residency program. One study compared clinical leadership
outcomes of baccalaureate-prepared nurses with associate-degree nurses. One study
evaluated the relationship between leadership and turnover intent.
Gap in the Literature

Research evidence has demonstrated that the transition process for new graduate
nurses from academia into the clinical setting continues to be a period of significant
stress, often resulting in high turnover rates within the first two years of practice.
Outcomes of new graduate nurses participating in new graduate nurse transition programs
have included a reduction in turnover rates, as well as an improvement in new graduate
nurses’ confidence and clinical competence. Few studies have examined the relationship
between age, academic degree, prior leadership experience, prior health care experience,
clinical experience as a registered nurse and clinical leadership skill. A small number of
studies have demonstrated a relationship between participation in a new graduate nurse
transition program and an improvement in clinical leadership skill. The majority of
published research related to new graduate nurse transition programs and clinical
leadership skill has been conducted using convenience samples with pre and post
program measures and no comparison or control group. In addition, most studies
aggregated results to include nurses prepared at all degree levels without differentiation
by degree or were conducted with baccalaureate prepared nurses only.

It is critical that bedside clinical nurses possess clinical leadership skill in today’s
fast-paced, acute care environment yet there was minimal evidence in existing literature

in relation to the variables that predicted clinical leadership skill. For registered nurses
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within the first two years of practice, individual characteristics of nurses entering new
graduate nurse transition programs and specific characteristics of new graduate nurse
transition programs are likely to have a relationship with clinical leadership skill.
Therefore, this study explored the relationship between these variables and clinical
leadership skill in registered nurses with up to two years of clinical practice. Hierarchical
regression was used to evaluate the explained variance in clinical leadership skill in
relation to the predictor variables of characteristics of individual nurses and

characteristics of new graduate nurse transition programs.
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CHAPTER THREE

Methods

This chapter describes how the study was conducted. It includes the research
design, population, sample, setting, instruments, data collection procedures, data analysis,
and ethical considerations of this study.

Research Design

This research study utilized a non-experimental, retrospective, descriptive design
to evaluate the combination of variables that best predicted clinical leadership skill in
new graduate nurses with up to two years of clinical experience. Study variables were
analyzed in relation to characteristics of individual registered nurses (age, primary
nursing degree, previous leadership experience, previous experience in health care and
clinical experience as a registered nurse), characteristics of new graduate nurse transition
programs (length of new graduate nurse transition program; quality of mentor support ;
perceived improvement in professional development through participation in
supplemental courses to promote critical thinking ability, leadership and/or delegation;
and quality of overall new graduate nurse transition program) and the relationship of

these variables with clinical leadership skill.
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Population and Sample

Population. The population for this study was all new graduate nurses
employed in an acute health care setting with up to 24 months of clinical experience. The
sample was drawn from acute care hospitals that agreed to allow data collection for the
purpose of this study. The researcher obtained support for the study from two Directors
of national new graduate nurse residency programs as well as a Chief Nursing Officer of
a large healthcare system in Virginia and the Director of Research at a large health care
system in New York that had no formal national residency programs.

Sample and Setting. Twenty-three hospitals throughout the United States
participated in data collection. All but two hospitals were part of a larger healthcare
system. Hospitals and healthcare systems represented: Colorado, Hawaii, Kansas,
Illinois, Nevada, New York, Pennsylvania, Texas, Virginia, and Washington, DC.

There were 4617 registered nurses within the participating hospitals and/or
hospital systems meeting eligibility requirements. A total of 306 surveys were analyzed
which was a response rate of 6.6%. For a hierarchical regression analysis with 9
predictors, Mertler and Vannatta (2005) recommend using 15 subjects per independent
variable to provide a reliable regression equation. The recommended sample size for this
study was 135. To allow for cases that were not complete or not usable for analysis, the
sample size goal was 200 cases. Final sample for analysis in this study was 306 cases
which provided sufficient power for analysis.

Inclusion criteria. All registered nurses with up to 24 months of clinical

experience were invited to participate in the study. Participants were included if they met
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the following criteria: currently employed in an acute care hospital as a registered nurse,
less than or equal to 24 months of clinical experience as a registered nurse, consented to
participatihg in the study, and fluent in English.
Instrumentation

Evaluating and measuring clinical leadership skill in bedside clinical nurses has
been conducted using both qualitative and quantitative methods. Qualitatively,
researchers have used data from focus groups, individual nurses, peers and/or supervisors
to evaluate clinical leadership skill of bedside nurses. Quantitatively, clinical leadership
skill has been measured using instruments such as the Casey-Fink Graduate Nurse
Experience Survey, Essentials of Magnetism Scale, Halfer-Graf Job/Work Environmental
Satisfaction Survey, Schwirian’s Six-Dimension Scale of Nursing Performance, Student
Leadership Practices Inventory and the Schutzenhofer Professional Nursing Autonomy
Scale. A newly developed instrument derived from a valid and reliable tool used to
measure leadership ability of nurses in formal leadership positions, the Leadership
Practices Inventory (LPI), had recently been published. This new instrument is the
Clinical Leadership Survey (CLS) and was developed by Patrick (2010). The CLS was
used to measure the outcome variable, clinical leadership skill, in this study.

Characteristics of individual nurses (age, degree, previous leadership experience,
previous experience in health care, and clinical experience as a registered nurse) and
characteristics of new graduate nurse transition programs (length of program; quality of

mentor support; perceived improvement in professional development through

participation in supplemental courses designed to promote critical thinking, leadership
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and/or delegation; and quality of overall new graduate nurse transition program) were
collected using a researcher developed questionnaire. The dependent variable was
measured using the Clinical Leadership Survey (CLS) instrument, which was developed
by a Canadian nursing researcher (Patrick, 2010). The CLS was a newly developed
instrument designed to measure clinical leadership skill in staff nurses. It is based on the
five leadership practices in Posner and Kouzes’ leadership model (Challenging the
Process, Inspiring a Shared Vision, Enabling Others to Act, Modeling the Way, and
Encouraging the Heart), a model which has been used to evaluate leadership practices of
nurses in formal leadership positions (Posner et al., 1988; Posner et al., 1993).  Face
and content validity of the instrument were demonstrated by a panel of six experts, and
the Content Validity Index was reported as 85% which is considered acceptable for a new
instrument. Following face and content validity, the researchers surveyed 1160 staff
nurses working in acute care settings using a registration list from the Colleges of Nurses
of Ontario. The final sample size was 480, which was equivalent to a 46% response rate.
The newly developed CLS was administered to staff nurses concurrently with two other
valid and reliable instruments, Posner and Kouzes® Leadership Practices Inventory (LPI)
and the Conditions for Work Effectiveness Questionnaire II (CWEQ-II) based on
Kanter’s organizational empowerment theory. The LPI measures staff nurses perceptions
of nurse manager leadership behaviors. The overall Cronbach alpha reported in the study
was 0.97 with subscale ranges from 0.93 to 0.95. The CWEQ-II measures staff nurses’
structural empowerment. The overall Cronbach alpha reported in the study was 0.89 with

subscale ranges from 0.64 to 0.85. The CLS instrument initially contained 41 items and
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measured staff nurses’ clinical leadership behaviors. Responses were rated using a 5
point Likert scale ranging from almost never to almost always. Subscales of the newly
developed instrument were based on the five leadership practices of Posner and Kouzes’
leadership model (Challenging the Process, Inspiring a Shared Vision, Enabling Others to
Act, Modeling the Way, and Encouraging the Heart) and included: Clinical leadership -
challenging the process, Clinical leadership - inspiring a shared vision, Clinical
leadership - enabling others to act, Clinical leadership - modeling the way, and Clinical
leadership - encouraging the heart. The original instrument was modified following
confirmatory factor analysis, and resulted in a final instrument of 15 items with 3 items
measuring each clinical leadership construct. Initial Cronbach alpha’s for the subscales
ranged from .64 - .78 and overall Cronbach alpha was 0.86. In addition to the CLS,
researchers added two items to measure overall perception of staff nurses’ perception of
themselves as a clinical leader. Cronbach alpha of the two-item scale was 0.78. The
conceptual model was used to evaluate the structure of the instrument using structural
equation modeling and demonstrated a good fit (3* = 402.7, d.f. = 101, p<.05 CFlI=
0.95, TLI = 0.94, RMSEA = 0.08).
Data Collection Procedures

Data were collected using an electronic survey tool with encryption,
SurveyMonkey . Study information and informed consent were included on the first
page of the survey.

A pilot study was conducted following IRB approval to test the methods of data

collection and to evaluate the format of and items in the electronic survey. Data from
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pilot testing were used to make minor revision to the electronic survey to improve clarity
of items. IRB re-approval was obtained following minor changes in wording and
formatting.

The electronic survey was delivered via electronic transmission (email or letter
attached to email) to new graduate nurses with up to two years of clinical experience or
posted within hospitals such as on an intranet to all nurse employees. Reminders were
initiated by hospital points of contact. Time to complete the survey was reported as 15 —
20 minutes.

All data remained confidential using a password protected survey tool site and a
password protected computer. No individual other than the researcher had access to the
data. Once data were downloaded from the electronic survey tool into the password
protected computer, the data set in the electronic survey tool was deleted. Once all data
were downloaded, the IP address, which could link to an individual, was deleted from the
data set in the password protected computer.

An incentive award was used to entice nurses to participate in the study, with the
exception of one healthcare system that required removal of the incentive award. Two
VISA gift cards valued at $100 each were awarded to two different nurses. To be eligible
for the VISA gift card, participants were required to enter an email address when
completing the study. All email addresses were held confidentially with the researcher in
the password protected computer. The VISA gift card was awarded to two participants
randomly by counting the total number of participants, then using a computer program to

select two random numbers (http://andrew.hedges.name/experiments/random/). All
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nurses who entered an email address were eligible for the incentive award. An email
address was not required for participation in the survey but was required to receive the
incentive. The VISA gift card was awarded after reaching at least 200 subjects
participating in the survey.

Data Analysis

Data were cleaned, coded and analyzed using PASW Statistics 18 (formerly
SPSS) software. Once downloaded and IP addresses were removed, the data set was re-
saved into a separate file which was used for analysis. Each data set by participant entry
was assigned an identification number starting with one and numbered consecutively
until the last data set entry. Data were pre-screened prior to conducting analysis to
evaluate accuracy of data collected, identify and assess effect of missing data, assess
outliers, and assess adequacy of fit between the data and the specific statistical test
(Mertler et al., 2005).

Missing data were evaluated by calculating frequencies with potential effects
determined by assessing range, minimum and maximum. Missing data were evaluated to
assess whether the missing values occurred in a random manner or if there was a pattern
to the missing data. Missing data were random and minimal per case, and analysis
proceeded without replacing data. Cases that included a substantial amount of missing
data such as failure to complete the survey were deleted.

Univariate outliers for variables in the data set were identified by visually
inspecting each case and by calculating box plots. Outliers that were significant were

individually evaluated to assess for data entry error. Outliers were re-entered if the
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researcher was able to determine the correct entry such as re-entering the value “three
days” when the entry was a decimal. If the researcher was unable to determine the
correct value, the outlier was deleted. There were a significant number of outliers from
expected values in variables “length of time for hospital orientation” and “length of
clinical orientation with preceptor.” These variables were retained in the data set
however were not used in analysis as it appeared individuals failed to correctly interpret
the item on the survey.

Normality of the independent variables (age, clinical experience as a registered
nurse, length of new graduate nurse transition program, quality of mentorship and overall
quality of new graduate nurse transition program) and of the dependent variable (mean
score on CLS) were evaluated for normality by calculating skewness and kurtosis.
Within a normal distribution, skewness and kurtosis values should lie between +1 and -1
(Mertler et al., 2005). The following variable failed to demonstrate normal distribution:
age (positively skewed distribution). Linearity was assessed through examination of
standardized residual plots. Distributions were moderately clustered to the right of the
residual plot indicating some violation of normality within the variables (Mertler et al.,
2005). Transformation of age was evaluated in the regression analysis, however results
were unchanged therefore the untransformed value was used.

Following data cleaning and analysis for normality, descriptive data were re-
calculated including frequencies, mean, standard deviation, and range as appropriate for

the variable. Correlation was performed for quantitative variables.
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To assess group differences in select variables, analysis was conducted using t-
tests, ANOVA and ANCOVA. Evaluation of CLS scores by type of leadership position
held prior to RN (employed vs volunteer) and by type of healthcare position prior to RN
(employed vs volunteer) was conducted using t-tests. Evaluation of CLS scores by
primary nursing degree was conducted using ANOVA (diploma removed as only 1 case).
Evaluation of CLS scores by primary nursing degree controlling for clinical experience as
a registered nurse was conducted using ANCOVA (diploma removed as only 1 case).

A series of stepwise linear regression models were developed to evaluate the
relationship between predictor or independent variables and the dependent variable. Prior
to conducting stepwise linear regression, primary nursing degree was re-coded into
dummy variables to allow for entering into the regression equation. In addition, the
variables quality of mentor support and extent to which classes improved professional
development skills were classified as sublevel variables as not all participants had a
mentor or professional development classes associated with their new graduate nurse
transition programs. First level variables were added to the model which included
assigned mentor (yes/no) and participated in classes to promote professional development
skill (yes/no). Analysis was conducted with both first level and sublevel variables.

Predictor variables entered into the equation included age, primary nursing degree
(dummy coded), previous leadership experience, previous healthcare experience, clinical
experience as a registered nurse, length of new graduate nurse transition program,
assigned mentor/quality of mentor support, classes included/extent to which classes

improved professional development skills, and quality of overall new graduate nurse
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transition program. Predictor variables chosen for the regression equation were based on
the study conceptual model. The dependent variable was mean score on the CLS.

A series of hierarchical regression models were developed to evaluate the
relationship between the predictor or independent variables and the dependent variable.
Hierarchical regression models allow for analysis of clustered data. Predictor or
independent variables should be minimally correlated with each other and be highly
correlated with the dependent variable. When predictor or independent variables are
moderately to highly correlated with each other, multicollinearity exists, meaning that
they are measuring the same, or much of the same, information. Multicollinearity was
assessed by looking at the correlation matrix of the independent variables to identify
moderate to high correlations. In addition, tolerance statistics (tolerance and variance
inflation factor) were obtained for each independent variable to assess for
multicollinearity.

Because individual characteristics of new graduate nurses are pre-existing
conditions, i.e. they are present or not present prior to the new graduate nurse
participating in a transition program, initial hierarchical regression models were
conducted with the independent variables: age, primary nursing degree (dummy coded),
previous leadership experience, previous experience in health care and clinical
experience as a registered nurse. Analysis then proceeded with entering the independent
variables that pertain to the characteristics of new graduate nurse transition programs
including: length of program, assigned mentor/quality of mentor support, classes

included/perceived improvement in professional development through participation in
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supplemental courses designed to promote critical thinking, leadership and/or delegation,
and quality of overall new graduate nurse transition program.

Results of the regression equation were analyzed in terms of how well the
predictor or independent variables explained scores on the dependent variable. First, the
model summary was evaluated. The model summary displays correlation indices
including: multiple correlation (R), squared multiple correlation (R?), and adjusted
squared multiple correlation (Rzadj). The squared multiple correlation represents the
amount of variance in the dependent variable that is explained by each predictor or
independent variable. In addition to the model summary, an ANOVA table with F-test
and level of significance was created for each step in the model. A significant F-test is
interpreted to mean that the model significantly predicted the dependent variable. The
final table produced in analysis is the coefficients table which includes the
unstandardized regression coefficient (B), the standardized regression coefficient (B), ¢,
and p values. Collinearity statistics are also reported as part of the coefficients table.

In addition to regression modeling, evaluation of effects of healthcare systems
and/or hospitals on the dependent variable was conducted by calculating intraclass
correlation (ICC). ICC is the ratio of variance between groups at the second level of
hierarchy, or healthcare system and/or hospital level, to the variance within those groups
(Tabachnick & Fidell, 2007). Evaluation of ICC permits the researcher to assess whether
there is an association between the healthcare system and/or hospital and the dependent
variable, i.e. whether there are differences in the dependent variable that are associated

with characteristics of the healthcare system and/or hospital. If ICC is minimal, there is
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no meaningful average difference between groups at the healthcare system and/or
hospital level, then analysis may proceed at the individual (first) level (Tabachnick et al,
2007). Increase in ICC results in a higher Type I error rate.
Human Subjects Protection

Approval for this study was obtained from the George Mason University Office of
Research Subject Protection (Human Subjects Review Board). Participating hospitals
were provided with the HSRB approval letter. If required by the participating hospital,
the researcher also completed IRB applications for the specific organization.

Confidentiality of individual and hospital data was strictly maintained by the
researcher. Email addresses that link response data to the email address were separated
prior to data analysis. Email addresses were kept in a separate electronic file from the
response data. The IP addresses were removed from the data set permanently. The
resulting data set was stored electronically as the final data set for analysis. Although the
data set included some personal identifiers such as age, current clinical unit, and years of
clinical experience, due to the number of hospitals participating in the study, it was
impossible to identify an individual. All data are reported in aggregate and data are not

able to be linked to a specific organization.
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CHAPTER FOUR

This chapter reports the results of statistical analyses used to examine the
relationship between individual characteristics of registered nurses (RN) and
characteristics of new graduate nurse transition programs (NGNTP) that best predicted
clinical leadership skill (CLS) in RNs with up to two years of experience. The chapter
begins with an overview of participant and NGNTP characteristics. Results of
hierarchical modeling and additional findings follow.

Data were collected in 23 hospitals throughout the United States. A total of 306
surveys were included in the final data set for analysis (response rate 6.6%).
Frequencies, means, standard deviations and ranges were calculated for quantitative
variables as appropriate. Correlation was performed to evaluate those with a
statistically significant relationship with the dependent variable. T-tests, ANOVA and
ANCOVA were conducted to test group differences for study variables. A series of
regression models were evaluated to identify statistically significant predictors of CLS
among study variables. Intraclass correlation was evaluated to assess the relationship
between the healthcare system and/or hospital and CLS.

Participant and program characteristics
The mean age of respondents was 27.94 years (range 20 — 58), with 72% of

respondents age 20 — 29 years old. The majority of respondents were female (90.6%),
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non-hispanic (91.9%), and Caucasian/white (74.1%). Over 75% of respondents were
prepared at the baccalaureate level. The remainder of the sample was prepared at the
associate-degree level (20.9%), masters-degree level (1%) or by diploma program
(0.3%). |

The mean length of clinical experience as an RN was 10.88 months (range 1 — 24
months). Most respondents were still employed in the same organization as originally
hired (86.3%), and of those employed within the same organization; most remained on
the same unit as originally hired (88.6%). The majority had not been employed (78.4%)
or volunteered (72.9%) in a formal leadership position before becoming an RN. The
majority of respondents were employed in healthcare before becoming an RN (55.9%)
and a large number volunteered in healthcare before becoming an RN (41.8%). Almost
all respondents were employed in a staff nurse position (99.7%). The majority did not
function in the charge nurse role, precept nursing students or precept new nursing
employees.

The average length of a NGNTP was 22.6 (range 4 — 52 weeks). The majority of
programs were less than 24 weeks in length (72.5%). Approximately half of all NGNTPs
included mentor support (49.5%). If mentor support was provided, most respondents
used the mentor as a resource (75.6%) and described mentor support as moderately strong
or strong (72%). Almost all NGNTPs included classes to improve clinical skill ability
(95.5%). RN participated in classes to improve clinical skills and the majority described
the extent to which classes improved clinical skills as moderate improvement (39.9%)

and moderately significant improvement (32.5%). The majority of NGNTPs included
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classes to improve professional development skill (84.6%). RN participated in classes to
improve professional development skill and the majority described the extent to which
classes impfoved professional development skill as moderate improvement (36.4%) and
moderately significant improvement (35.7%). Overall quality of the NGNTP was
described by respondents as good (46.3%) and strong (30.1%).
Results

Based on the study conceptual model, a series of hierarchical regression models
using both first level and sublevel variables were created. The strongest predictors of
CLS were self-reported overall quality of the NGNTP, length of the NGNTP and months
of clinical experience as an RN. Among individual characteristics of RNs, months of
experience as an RN was a statistically significant predictor of CLS and accounted for
1.1% of the variability in CLS (R*=.014, R%,;= 011, F = 4.296, p = .039). When entered
as a group of variables, months of clinical experience as an RN and characteristics of
NGNTPs predicted 6.9% of the variability in CLS (R*=.084, Rzaag: 069, F=5.761,p=
.000). Analysis was also conducted with sublevel variables. Hierarchical regression
modeling with months of clinical experience as an RN and NGNTP characteristics
including sublevel variables (n = 122) improved overall model prediction to 12.6% (R*=
162, Rzadj: 126, F =5.203, p=.001). Intraclass correlation coefficient was .0913
suggesting minimal variation at the hospital/health care system level.
Additional findings

Previous leadership or healthcare experience. There was no statistically

significant difference in CLS between respondents who had held an employed or
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volunteer leadership position prior to becoming an RN as compared to those respondents
who had not held a similar position (p =.210). There was no statistically significant
difference in CLS between respondents who were employed or volunteered in healthcare
prior to becoming an RN as compared to those respondents who had not held a similar
position (p =.737).

Academic preparation. There was no statistically significant difference CLS
for respondents with different academic preparation for primary nursing degree (p =
.281). There was no statistically significant difference in CLS for respondents with
different academic preparation for primary nursing degree when controlling for months
of clinical experience as an RN (p =.129).

Remaining employed within the organization. Odds ratio calculation
demonstrated that RNs participating in NGNTPs > 24 weeks were 21 times more likely
to remain employed within the organization when compared to NGNTPs < 12 weeks in

length.
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CHAPTER FIVE

This chapter provides a summary of study findings, including how these findings
provide a better understanding of the relationship between individual characteristics of
registered nurses (RN), characteristics of new graduate nurse transition programs
(NGNTP), and clinical leadership skill (CLS). Implications of study results will be
presented. The chapter concludes with strengths, limitations and recommendations for
future research.

Summary of findings

In this study, the combination of variables that best predicted CLS in registered
nurses with up to two years of clinical practice were months of clinical experience as an
RN and characteristics of NGNTPs including length of the NGNTP, quality of mentor
support, perceived improvement in professional development skill through participation
in supplemental courses to promote critical thinking ability, leadership, and/or delegation
skills, and overall quality of the NGNTP. These variables accounted for 12.6% of the
variability in CLS (R =.162, Rladj = .126, F = 5.203, p=.001). Among all variables,
self-reported overall quality of the NGNTP was the strongest predictor of CLS (p <.001).
Individual characteristics of nurses including age, primary nursing degree, previous
leadership experience and previous healthcare experience were not statistically

significant predictors of CLS.
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Overall quality of the NGNTP, while the strongest predictor of CLS, is difficult to
interpret though is consistent with previous research findings (Scott et al., 2008). There
was limited data collected in this study to evaluate what characteristics of a NGNTP
relate to overall quality. Evidence from this study suggests that NGNTPs > 12 weeks are
associated with the perception of higher quality. In addition, the correlation between
quality of mentor support and self-reported overall quality of a NGNTP suggests that
mentors may play a role in perception of quality (» = .434, p = .000).

In this study cohort, there were no statistically significant differences in CLS
between RNs who had different primary nursing degrees, previous leadership experience,
or previous health care experience. There was also no statistically significant relationship
between age and CLS. These results imply that all RNs may benefit from participation in
NGNTPs regardless of individual characteristics, and that NGNTPs do not need to be
tailored to accommodate RNs with different backgrounds.

In this study cohort, CLS was negatively correlated with length of a NGNTP (r =
-.138,p <.05). This may reflect a pattern variation as described in previous research
studies whereby RNs have higher CLS scores at baseline, which then dip at 6 months and
increase but do not return to baseline at 12 months. Nurses may enter the practice setting
confident in their clinical leadership skill but confidence may wane as the nurse adjusts to
the realities of the clinical setting. It may also imply that longer NGNTPs do not
positively impact CLS.

Organizational retention was significantly higher for NGNTPs > 16 weeks in

length when compared to NGNTPs < 12 weeks in length. In the longest NGNTPs (>24
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weeks), RNs were 21 times more likely to remain employed within the organization as
compared to RN participating in NGNTPs < 12 weeks (p =.003). This is a significant
finding as the investment in NGNTPs can be substantial and retention is one outcome that
can be used to justify the investment. This finding is also consistent with previous
research on retention and turnover in this population.

In summary, RNs with up to 24 months of clinical experience have higher CLS
when they participate in NGNTPs that they perceive to be of high quality. They also are
significantly more likely to remain employed within the organization as originally hired
when they participate in NGNTPs that are greater than 12 weeks in length. Much of the
variance in CLS however remains unexplained.

Strengths

A major strength of this study was the sampling method which permitted
evaluation of the relationship between individual characteristics of nurses, characteristics
of NGNTPs and CLS within multiple facilities across the United States. This improves
the generalizability of findings. In addition, this study was among the first to evaluate
outcomes for NGNTPs that were less than 22 weeks in length.

Limitations

This study has several limitations. First, the study design was limited to self-
report measures of quality. This limits the ability to evaluate and control for specific
characteristics of NGNTPs such as type of curriculum, number and quality of
supplemental experiences provided, number of hours of precepted and/or mentor time,

and the quality of the relationship between the RN and the preceptor or mentor. Data
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were not collected on organizational characteristics which limit the ability to evaluate and
control for variables that might impact CLS. Reliance on self-report measures of
program length is a limitation as RNs may not accurately recall specific time frames.
Finally, the response rate of 6.6% was relatively low and may not accurately reflect the

population of RNs with up to 24 months of clinical experience.
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APPENDIX A

Permission to use Clinical Leadership Survey

March 11, 2012

Kathy Chappell

Kathy.Chappell@ana.org

Dear Kathy,

Thank you for your request to use the Clinical Leadership Survey (CLS) in your

dissertation. | am giving you permission to reproduce the instrument as outlined in

your request.

Best wishes for your success.

Allison Patrick, RN, PhD

Allison.Patrick1 @sympatico.ca
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Overview of Research Study and Informed Consent

RESEARCH PROCEDURES

This research is being conducted to evaluate the relationship between individual characteristics of registered nurses,
characteristics of new graduate nurse transition programs and clinical leadership skill in registered nurses with less than
24 months of clinical experience. If you agree to participate, you will be asked to complete an electronic survey which will
take approximately 20 — 30 minutes to complete.

RISKS
There are no foreseeable risks for participating in this study.
BENEFITS

There are no benefits to you as a participant other than to further research in the field of new graduate nurse transition
programs.

CONFIDENTIALITY

The data in this study will be confidential. All data will be collected using a password protected survey tool site with
encryption and stored in a password protected computer. No individual other than the researcher will have access to the
data. Once data have been downloaded from the electronic survey tool into the password protected computer, the data
set in the electronic survey tool will be deleted. Once all data are downloaded, the IP address, which could link o an
individual, will be immediately deleted from the data set in the password protected computer. Your name will not be
included on the survey and other collected data. A code will be placed on each survey response and other collected data,
and all responses will be reported in aggregate. While it is understood that no computer transmission can be perfectly
secure, reasonable efforts will be made to protect the confidentiality of your transmission.

PARTICIPATION

Individuals will be eligibie to participate in this study if they meet the following criteria: curmrently employed in an acute
care hospital as a registered nurse, less than or equal to 24 months of clinical experience as a registered nurse, give
consent for participation in the study, fluent in English. Your participation is voluntary, and you may withdraw from the
study at any time and for any reason. If you decide not to participate or if you withdraw from the study, there is no
penalty or less of benefits to which you are otherwise entitled. There are no costs to you or any other party. All email
addresses will be held confidentially with the researcher in the password protected computer.

CONTACT

This research is being conducted by Kathleen Chappell, MSN, RN at George Mason University. She may be reached at
571-258-8743 for questions or to report a research-related problem. The responsible faculty is Dr. Kathy Richards. Dr.
Richards may be reached at 703-993-1962. You may contact the George Mason University Office of Research Integrity &
Assurance at 703-993-4121 if you have questions or comments regarding your rights as a participant in the research.

This research has been reviewed according to George Mason University procedures governing your participation in this
research.

Version date: 3.12.13
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Overview of Research Study and Informed Consent

RESEARCH PROCEDURES

This research is being conducted to evaluate the relationship between individual characteristics of registered nurses,
characteristics of new graduate nurse transition programs and clinical leadership skill in registered nurses with less than
24 months of clinical experience. If you agree to participate, you will be asked to complete an electronic survey which will
take approximately 20 — 3D minutes to complete.

RISKS
There are no foreseeable risks for participating in this study.
BENEFITS

Thetearenobmeﬁlstoyouasaparlicipantomermantomrﬂretmeardlinmeﬁeldofnewgraduatenursetrmsitim
programs.

CONFIDENTIALITY

The data in this study will be confidential. All data will be collected using a password protected survey tool site with
encryption and stored in a password protected computer. No individual other than the researcher will have access to the
data. Once data have been downloaded from the electronic survey tool into the password protected computer, the data
set in the electronic survey tool will be deleted. Once all data are downloaded, the IP address, which could link to an
individual, will be immediately deleted from the data set in the password protected computer. Your name will not be
included on the survey and other collected data. A code will be placed cn each survey response and other collected data,
and all responses will be reported in aggregate. While it is understood that no computer transmission can be perfecty
secure, reasonable efforts will be made to protect the confidentiality of your transmission.

PARTICIPATION

Individuals will be eligible to participate in this study if they meet the following criteria: currently employed in an acute
care hospital as a registered nurse, less than or equal to 24 months of clinical experience as a registered nurse, give
consent for participation in the study, fluent in English. Your participation is voluntary, and you may withdraw from the
study at any time and for any reason. If you decide not to participate or if you withdraw from the study, there is no
penalty or loss of benefits to which you are otherwise entitlied. There are no costs to you or any other party. All email
addresses will be held confidentially with the researcher in the password protected computer.

CONTACT

This research is being conducted by Kathleen Chappell, MSN, RN at George Mason University. She may be reached at
571-259-8743 for questions or to report a research-related problem. The responsible faculty is Dr. Kathy Richards. Dr.
Richards may be reached at 703-993-1962. You may contact the George Mason University Office of Research Integrity &
Assurance at 703-993-4121 if you have questions or comments regarding your rights as a participant in the research.

This research has been reviewed according to George Mason University procedures governing your participation in this
research.

Version date: 3.12.13
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*1. Do you agree to participate in this survey?

O Yes
O No

110



Introduction

INDIVIDUAL CHARACTERISTICS OF REGISTERED NURSES AND CHARACTERISTICS OF NEW GRADUATE NURSE
TRANSITION PROGRAMS SURVEY

Thank you for participating in this important study to evaluate individual characteristics of registered nurses,
characteristics of new graduate nurse transition programs and clinical leadership skill. Clinical leadership skill is a critical
competency that registered nurses must possess to provide safe patient care in today’s acute care clinical environment.
This study will help to identify the variables that contribute to the development of clinical leadership skill in new graduate
nurses transitioning from academia into the clinical setting. All data will be kept confidential and will only be reported in
aggregate.

Please respond to every item on the survey as applicable. Most items are answered in multiple choice format. A few
items are answered in open-ended free text.

The time required to complete the survey is approximately 20 — 30 minutes.
Kathy Chappell
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Individual Characteristics of Registered Nurses

The following questions (2 - 37) collect information about the individual characteristics of registered nurses. Some
questions require a response and some questions only require a response if applicable. This section should take
approximately 10 - 15 minutes to complete.
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% 2. Please enter your age in years:

L=,

%3, Please indicate your gender:

*4. Please indicate your ethnicity:

O Hispanic
O Not Hispanic

%5, Please indicate your race:
O African-American

O Asian

(O caucasianwaie

O Hispanic

O Mutiracial

O Native American

O Native American/Eskimo

O omer
O unknawn

*6. Please enter the nursing degree you obtained upon graduating from nursing school
prior to starting your first job as a new graduate registered nurse:

O Assoclats aagree
O Dipioma
O Baccalaureata cagre2 (traditional)

O Baccalaureate degree (2nd cegree)

O Masters degrae
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7. Please enter the highest degree you have obtained that was not a degree in nursing
(non-nursing degree):

O Asspolte
O oigioma

O saccatavreats
O wastars

O Doctorate

O NfA of no otner gagree

* 8. Please enter the number of months that you have been working as a registered nurse
since graduating from nursing school:

*9. Please enter the name of the organization where you are currently employed:

*10. Are you currently employed in the same organization where you were first hired as a
registered nurse:

Ow
O Yes

11. If you are not currently employed in the same organization where you were first hired
as aregistered nurse, how many organizations have you worked in since graduating from
nursing school:

12. If you are not currently employed in the organization where you were first hired as a
registered nurse, what was the reason you left the organization?

O Mova/transtar

O Dissatisfiad/unhappy

O Better pay/banafits elsawhere

O Raturn to schaol

O Firedtinvoluntarily terminated position
(O oianot pass NeLex

O prametoncp

O an In area af availadle

O over

() ta st in same organization)
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13. Free text response to Other from Question 12:

*14. Are you currently working on the same unit where you were first hired as a
registered nurse?

O o
O Yes

1S. If you are not currently working on the same unit where you were first hired as a
registered nurse, how long were you employed on the first unit as a registered nurse
before leaving (number of months):

16. If you are not currently working on same unit where you were first hired as a registered
nurse, what was the reason you left the first position?

O Dissatsfieaiunhappy with manager
O Dissatisfiad/unhappy with cinlcal ar2a
O Dissatisfied/unnappy with co-aomkes
O Dig not pass NCLEX

O Pasition of Interest avallatie elseanara
O Pramation opportunity elsewnere

O ome

O NUA (sl working on sams unit)

17. Free text response to Other from Question 16:

% 18. Prior to your first job as a registered nurse, did you hold a formal leadership position
in an employed position (i.e. Director, Manager or similar in which you supervised other
people)?

O o

O Yes

19. If you held a leadership position prior to your first job as a registered nurse, please
indicate the formal leadership position held in an employed position (free text):

20. If you held a leadership position prior to your first job as a registered nurse, please
indicate the length of time you held the formal leadership position in an employed position
(respond in number of years; use fraction for less than 1 year, i.e. 6 months = % year):
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% 21. Prior to your first job as a registered nurse, did you hold a formal leadership position
in a volunteer position (i.e. Director, Chair or similar in which you supervised or directed
others -could include such positions as Parent'Teacher Association President’ Vice-
President; local community faskforce; sports club leader)?

)
O Yes

22. If you held a leadership position prior to your first job as a registered nurse, please
indicate the formal leadership position held in a volunteer position (free text):

23. If you held a leadership position prior to your first job as a registered nurse, please
indicate the length of time you held the formal leadership position in a volunteer position
(respond in number of years; use fraction for less than 1 year, i.e. 6 months = % year):

%24, Prior to your first job as a registered nurse, were you employed in health care?
O e
O ves

25. If yes to question 24, please indicate health care field:
O Nursing (tach, aide or simllar)

O Ucensed Fractical Nurse

O Nursing Externvintern

O Megical (physiclan's assistant)

O Pnarmacautical (pharmacy tech or similar)
O Dentistry (hyglenist or similar)

O Occupatonal Therapy (tech, alde or similar)
O Paysical Therapy (1ech, alde or simiar)
O Respiratory Theragy (tech, ada or simiar)
O Raciology {tech, alde or simliar)

O Emergency Mecical Techniclan

26. Free text response to Other from Question 25:
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27. If you were employed in health care prior to your first job as a registered nurse, how
many years were you employed in health care (use fraction for less than 1 year, i.e. 6
months = %z year):

|
*28. Prior to your first job as aregistered nurse, did you volunteer in health care?
Ow
O Yes

29. If you volunteered in health care prior to your first job as a registered nurse, please
indicate health care field:

O Nursng

[ , Emergency medicine (EMT, EMT Cardlac, EMT Paramadic or simllar)

O Fire Fignier
O omer
O NA

30. Free text response to Other from Question 29:

31. If you volunteered in health care prior to your first job as a registered nurse, how many
years did you volunteer in health care (respond in number of years; use fraction for less
than 1 year, i.e. 6 months = Y2 year):
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* 32. Please indicate the type of clinical unit on which you are currently working (choose
unit type that most closely resembles your unit):

O Adult Criveal Care Unit
O Emargancy Depanment
O Float oot

O Ganaral Megical

O Ganeral Pedlatrics
O Ganearal Surgical

O Heme-Oncology

O Mixed Maa/Surg

O Neonatalintensive Care

O Qostatrics
O Other

O Padlatric Intensive Cara
O Parioperative/OR

O Post Partum

O Paroperative!PACU
O Psychlatry

O Telemetry

O Transplant Unit

O Omar

33. If Other to question 32, please indicate type of unit (free text):

% 34. Please indicate your current position as a registered nurse (select position that most
closely describes your role):

O Staf nurse

O Manager/Assistant Manager (mid-level manager) witn at least 50% direct patient care rasponsidllity
O ManagerAssisiant Manager (mid-level managar) with <50% dlrect patient care rasponsibliity

O Director/Assisiant Director with at least S0% direct patent care rasponsibiity

O Director/Assistant Diractor with «<50% direct patient care responsipiiity

*35. Do you function in the Charge nurse role (individual in charge for a clinical shift)?
O
O Yes
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% 36. Do you currently precept nursing students?
Ow
O Yes

% 37. Do you currently precept new nurse employees?
O
O Yes
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Characteristics of New Graduate Nurse Transition Programs

The following questions (38 - 52) coliect information about characteristics of new graduate nurse transition programs.
Some questions require a response and some questions only reguire a response if applicable. This section should take
approximately S - 10 minutes to complete.

% 38. How long was your entire new graduate nurse transition program (to include general
hospital orientation, unit-based orientation, mentorship (if any), supplemental classes held
as part of the transition program (if any)) - please answer in number of weeks:

l

*39. How long was your general hospital orientation only (in number of weeks; use
fraction for less than 1 week):

l

*40. How long was the unit-based, clinical orientation with a preceptor (in number of
weeks):

*41. Did you have an assigned mentor associated with your new graduate nurse
transition program? (A Mentor is not your preceptor but someone else who is formally
assigned or available to you to provide guidance and support for your professional
development in a one-to-one trusting relationship that encompasses formal or informal
supporting, guiding, coaching, teaching, role modeling, counseling, advocating and
networking during your orientation program).

Chm
O Yes

42. If you had an assigned mentor associated with your new graduate nurse transition
program, how long was the mentor available for you (in number of weeks):

I

43. If you had an assigned mentor available for you, did you use the mentor as a resource?

O
O Yes
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44. If you used your mentor as a resource, please rate the quality of support provided by

your mentor on a scale of 1 - 5 (1 = no support, 2 = little support, 3 = moderate support, 4 =
moderately strong support, 5 = strong support):

O 1= na suppart

O 2 = ittle suppart

O 3 = moderate suppon

O 4 = moderately strong suppart

O § = strong suppon

45. If you had an assigned mentor available for you and you did not use the mentor as a
resource, why not (free text)?
|
* 46. Did your new graduate nurse transition program include classes that were
specifically designed to improve your clinical skills? (Clinical skills are defined as tasks or
procedures required to take care of patients and might include such skills as IV insertion,
blood glucose monitoring, electrocardiograph reading/interpretation, IV pumps).

Omw

O Yes

47. If your new graduate nurse transition program included classes to improve your
clinical skills, did you participate in classes that were designed to improve your clinical
skills?

O
O Yes

48. If you participated in classes that were designed to improve your clinical skills to what
extent did these classes improve your ability to perform clinical skills on a scale of 1 - 52 (1
= no improvement, 2 = little improvement, 3 = moderate improvement, 4 = moderately
significant improvement, 5 = significant improvement)

O 1 = no Improvemant

O 2 = IItti2 Improvemant

O 3 = modarata Improvement

O 4=me Y slgnificant Impe

O S = significant Improvement
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*49. Did your new graduate nurse transition program include classes that were
specifically designed to promote your professional development such as critical thinking
ability, leadership skills and/or delegation skills?

- Classes designed to improve critical thinking ability might include questioning, analysis,
synthesis, interpretation, inference, inductive and deductive reasoning, intuition,
application, and creativity. Examples might include using interactive leaming techniques
such as thoughtful questioning, case study analysis, discussion/debate, journaling or
reflection.

- Classes designed to improve leadership skills might include items such as providing
direction and support to clients and the health care team in the delivery of patient care for
the purpose of achieving positive patient outcomes. Examples might include advocating
for a patient, following the chain of command, identifying and using resources.

- Classes designed to improve delegation skills or the process of assigning work to
another individual while remaining accountable for the task. Examples might include
delegating to unlicensed assistive personnel or understanding when it is appropriate to
delegate a task.

Om
O ves

50. If your new graduate nurse transition program included classes to promote your
professional development such as critical thinking ability, leadership skills and/or
delegation skills, did you participate in classes that were designed to promote your
professional development?

O No
O Yes
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51. If you participated in classes that were designed to promote your professional
development such as critical thinking ability, leadership skills and/or delegation skills to
what extent did these classes improve your professional development on a scale of 1 - 52
(1 = no improvement, 2 = little inprovement, 3 = moderate improvement, 4 = moderately
significant improvement, 5 = significant improvement)

O 1= no Improvement

O 2 = [Ittia Improvement

O 3 = moderate impravement

O 4 = moaerately significant Improvement

O 5§ = significant Improvemant

*52. On a scale of 1 - 5, please rate the overall quality of your new graduate nurse
transition program: (1 = poor, 2 = fair, 3 = moderate, 4 = good, 5 = strong)
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Clinical Leadership Survey

In your role as a staff nurse providing direct patient care, you are being asked to reflect on a wide range of leadership
behaviors that you may use in your practice. Look at the rating scale and decide how frequently you engage in the
behavior described. Indicate your choice by entering the appropriate rating (1-5) in the blank space beside the number.
Please assign a rating for every statement.

*53. Please response to each item.

1 = 3IMost naver 2= occaslonally 3J=somecfthetime & = mostoftne time 5= amost Jways
vénen | am concemea O O O O O
about tha patient's well
paing, | take rsks Dy
qu!tﬂonmg orgess andior
treatments.

1 am abie 10 provide O O O O O

evidenca based ratonale
for my clinical decisions.

| éngage In refiactive O O O O O

practice and try to
undarsiana what want wail
ang what ¢ig not go well.

| negotats with and suppon O O O O O

members of the inter-
professional heaith-cara
123m to help patients
achleva thair goals.

| am engaged when
communicating with
patients to achleve patient-
centared goals.

O
O
O
O
O

1-engage In meaningtul
conversations aith
colleaguas t fosier our
abiiity to provice patient-
centered cars.

@
O
O
O
O

1 actively listen to
colleagues’ diverse paints
of view.

| @stadiish tharapeutic
relationships witn patients
ana thair families that are
basad on trust

| cevelop cooperative
relatonships with my peers
ana coleagues.

1 @0 my best 10 follow
through on the promises
and commitmants | make to
patients.

O O O 0O O
O O O O O
Q O Qg O O
O O O O O
o O O O O

1 try 10 ensure we work
toward achlevania goals
and estadiish measuraable
objectivas In achiaving

124



clinical patient Quicames.

| am committad to patient-
centareg cara.

| publicty acknowiedge my
colieagues who exemplity
commitment o professianal
values.

| provias positive feeback
10 colleagues when their
actions contributa to the
well being of patients ana
tnalr familles.

1ind ways to celebrate
collaagues’
accomplishments.

Overall, | conslger myself a
ciinical leader in my
practice.

| cemonstrate lsader
DEN3viees In my pracyce.

O O

O

ON®,

O

O O

O

O O

O

QO

O
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I

Thank you for participating in this important study to evaluate individual characteristics of registered nurses,
characteristics of new graduate nurse transition programs and clinical leadership skill.

If you have any questions or concems after participating in this survey, please contact Kathy Chappell at 571-259-8743.

54. Please include any comments related to this survey that would be valuable to improve
the data collection process. Thank you!

55. How long did it take you to complete the entire survey?

L
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