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The purpose of this prospective, descriptive, cross-sectional, correlational study 

was to explore the relationship between staff nurses’ perceptions of first line manager 

coaching behaviors and nursing work environment characteristics, professional work 

satisfaction, job satisfaction, and intent to stay.  Staff nurses perceived managers as 

engaging in certain coaching behaviors more frequently than others.  Behaviors that 

supported effective interpersonal relationships were reported as occurring more 

frequently, but behaviors that supported one-on-one interactions focusing on individual 

development occurred less frequently.  Managerial coaching behaviors were positively 

correlated with eight work environment characteristics which comprise professional work 

satisfaction, with medium to large effect sizes noted.  Coaching behaviors also 

demonstrated positive relationships with job satisfaction and intent to stay.  Correlational 

analyses and regression analyses illuminated the relationships between the variables.  

Mediation analysis of managerial coaching and the eight work environment 

characteristics defining professional work satisfaction provided fuller understanding of 

the relationship in prediction of intent to stay.  The eight characteristics acted as either 
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total or partial mediators of managerial coaching when predicting intent to stay.  

Demographic characteristics, managerial coaching and professional work satisfaction 

explained 41.4% of the variance in job satisfaction.  Demographic characteristics, 

managerial coaching, professional work satisfaction, and job satisfaction explained 37% 

of the variance in intent to stay.   
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CHAPTER 1 

Introduction 

 Improving the nurse work environment has been identified as a critical challenge 

facing nursing leaders to achieve desired outcomes of quality patient care, professional 

work satisfaction, and retention of nurses (Aiken, Clarke, Sloane, Lake, & Cheney, 2008; 

Institute of Medicine [IOM], 2004; Kramer, Schmalenberg, & Maguire, 2009).  

Moreover, studies of the nurse work environment identified the relationship between first 

line managers and staff nurses as a key factor in satisfaction and retention of nurses 

(Kramer et al., 2007; Taunton, Boyle, Woods, Hansen, & Bott, 1997). Because the 

quality of superior/subordinate relationships influence how well individuals assimilate 

and perform within organization, it is important for first line managers to understand how 

their behavior supports work satisfaction and retention of nurses (Anthony et al., 2005; 

Force, 2005; Kramer et al., 2007; Sluss & Ashforth, 2008; Taunton et al., 1997). 

 Coaching has re-emerged in the nursing literature as a strategy for enhancing 

leadership skills and promoting work satisfaction and retention of nurses (Anthony et al., 

2005; Kowalski & Casper, 2007; Kramer et al., 2007; Stedman & Nolan, 2007; Yoder, 

1995).  The primary purpose of coaching is to improve the skills of the employee as they 

relate to the present job situation, and to promote personal and professional development 

through an interpersonal relationship between the first line manager and employee 

(Crane, 2005; Peterson & Hicks, 1996; Yoder, 1995).  However, there is a paucity of 

empirical evidence directly related to coaching and the nurse work environment.  Further 
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study of coaching within nursing is therefore important for several reasons.  First and 

foremost, providing career development support is a pivotal role for first line managers 

and is related to work satisfaction and retention of nurses (Coomber & Barribal, 2006; 

Cummings et al., 2008; Gardulf et al., 2009; Kovner et al., 2007; Kramer et al., 2007).  

However, recent nursing research related to coaching has focused more on executive 

coaching for senior nurse leaders (Karsten, Baggot, Brown, & Cahill, 2010; McNally & 

Lukens, 2006).  Only four studies focused on coaching as a developmental relationship 

for staff nurses (Donner et al., 1997; Fielden et al., 2009; Tapke, 2011; Yoder, 1995). 

 Secondly, coaching is an effective strategy for leaders who use a relational 

leadership/management style (e.g., resonant or transformational) because of the 

interpersonal nature of coaching (Batson & Yoder, 2009).  This is important, because 

relational or humanistic styles of leadership were reported to be positively related to 

improving work environment outcomes.  For example, Cummings et al. (2009) reported 

that use of relational leadership styles led to more frequent and positive outcomes than 

more task focused leadership styles.  Furthermore, nurse leaders who provided effective 

communication and feedback about work performance (Blegen, 1993; Kramer et al., 

2007) and promoted empowerment and self-efficacy in their staff                      

(Laschinger & Finegan, 2005; Manojlovich, 2005) positively influenced nurse 

satisfaction.   

 A third reason for studying coaching is to better understand and differentiate this 

relationship from other career development relationships.  Currently, the nursing 

literature lacks an appropriate level of differentiation between coaching and mentoring 
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practices (Batson & Yoder, 2012).  Coaching and mentoring are distinctly different 

developmental relationships (Batson & Yoder, 2012; McNally & Cunningham, 2010), 

and lack of sufficient differentiation decreases the ability to evaluate the effectiveness of 

either as a leadership practice.  Additionally, mentoring is often presented within the 

nursing literature as the preferred relationship for career development                       

(Bally, 2007; Borges, 2004; Latham, Hogan, & Ringl, 2008), but may not be appropriate 

if the individual lacks the necessary skills and experience to fully benefit from the 

relationship (Kram, 1988; McNally & Cunningham, 2010). 

 Furthermore, it is important to recognize the ever increasing complexity of the 

clinical nurse manager role.  Over the past 30 years, the role of the first line manager has 

undergone significant changes related to healthcare restructuring.  Most of these changes 

have had negative implications for nursing leadership practice because they resulted in 

increased spans of control and weakened the support systems for nurses at all levels 

within the organization.  In spite of the negative influence of healthcare restructuring on 

nursing leadership practice, empirical evidence demonstrating the value of relationally 

based leadership practices in nursing has facilitated the evolution of nursing leadership 

practices toward a more supportive, relational paradigm (Cummings et al., 2009;      

Kramer et al., 2007b; Kowalski & Casper, 2007; Laschinger & Finegan, 2005).    

 Finally, the ongoing study of magnet and magnet aspiring hospitals has refined 

measurement of the unique aspects of the nurse work environment that contribute to 

satisfaction and retention of nurses.  Measurement of nurse manager support behaviors 

has changed based on ongoing research (Kramer et al., 2007).   Additionally, findings 
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from previous research also have led to development of an instrument to specifically 

measure coaching from the staff nurse perspective, which was a limitation of earlier 

studies (Yoder, 2002).  Therefore, the ability to evaluate the influence of managerial 

coaching on the nurse work environment, nurse satisfaction and intent to stay is 

enhanced. 

 This study was conceived from a desire to better understand the relationship between 

managerial coaching practices and staff nurse perceptions of the nurse work environment, 

work satisfaction, and intent to stay.  The findings can be used to identify strategies for 

further leadership development regarding coaching behaviors.  Leadership practices, like 

clinical practices, must be grounded in evidence to maximize organizational outcomes.  

Although nursing leaders often do much to encourage nurses to use evidence based 

approaches to clinical practice, the same emphasis is not typically applied to managerial 

practices (Walshe & Rundall, 2001).  Much of current nursing administrative practice is 

adopted from business or management practices without evaluation of effectiveness, or 

consideration of the uniqueness of the nursing work environment.  When evaluation of 

the effectiveness of a management theory or practice occurs, or when development of 

specific measures of that practice within the work environment are constructed, then 

appropriate evidence for its use and effectiveness is established                                      

(Walshe & Rundall, 2001).  One example of this is the use of Kanter’s theory of 

organizational empowerment (1993).  Nurse researchers have developed nursing specific 

measurements of Kanter’s theory as it is operationalized in the work environment of 

nurses, which has produced much useful evidence of how empowerment of nurses can be 
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achieved (Laschinger, 1996; Laschinger, Sabiston, & Kutzscher, 1997;             

Laschinger, Finegan & Wilk, 2009).  Therefore, evaluation of managerial coaching 

through research can begin to generate the evidence for more effective practice. 

 The study was developed using previous research of coaching as a career 

development relationship (Yoder, 1995), clarification of coaching attributes through 

concept analysis (Batson & Yoder, 2012), and the use of an instrument developed to 

measure specific managerial coaching behaviors (Yoder, 2002). This approach provided a 

solid foundation for evaluating the relationship between specific leadership behaviors 

within managerial coaching and nursing work environment factors empirically 

established as influencing both work satisfaction and intent to stay (Kramer et al., 2009). 

Purpose 

 Because of the need to understand how coaching can be used to support staff nurse 

career development, improve the nursing work environment, and contribute to 

professional and overall work satisfaction and retention of staff nurses, the purpose of 

this prospective, descriptive, cross-sectional, correlational study was to explore the 

relationship between staff nurses’ perceptions of first line manager coaching behaviors 

and nursing work environment characteristics, professional work satisfaction, overall job 

satisfaction and intent to stay. 

Background and Significance 

 Research identifying critical attributes of healthy and professional nursing work 

environments originally developed from the need to identify and promote key recruitment 
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and retention strategies during a cycle of the nursing shortage in the early 1980’s 

(McClure, Poulin, Sovie, & Wandelt, 1983; McClure & Hinshaw, 2002).  The landmark 

study of “Magnet” facilities provided a foundation for the next three decades of research 

into the nurse work environment.  This body of research rapidly included a focus on 

patient safety, stemming from the negative influence of restructuring of healthcare 

delivery systems during the 1980’s and 1990’s (Aiken et al., 2008; IOM, 2004).  Studies 

of the nursing work environment and, more specifically, the attributes of Magnet 

hospitals have provided clear evidence that leaders influence all other attributes of a 

healthy nursing work environment (Aiken et al., 2008; Kramer & Schmalenberg, 2002, 

Kramer & Schmalenberg 2005a; Kramer et al., 2009; McClure et al., 1983;                

Leiter & Laschinger, 2006). 

 The mandate to ensure quality patient outcomes as well as nurse work satisfaction 

and retention was made more challenging by the evolution of the nurse manager role in 

response to restructuring of healthcare delivery systems (Batson & Yoder, 2009;        

IOM, 2004;).  For example, an increased span of control became the norm               

(Lucas, Laschinger, & Wong, 2008), and changes in leadership responsibilities had 

negative effects on patient care (Aiken, Clarke, Sloane, Sochalski, & Silber 2002;      

IOM, 2004), work satisfaction (Laschinger, Wong, McMahon, & Kaufman, 1996; 

Manojlovich, 2005), and retention of qualified nurses                                            

(Taunton, Boyle, Woods, Hansen, & Bott, 1997).  In spite of these challenges, quality 

nursing leadership was a factor that mitigated negative effects of restructuring 

(Laschinger et al., 1996; Lucas et al., 2008,), served as a protective factor for staff nurse 
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burnout (Kanste, Kyngas, & Nikkila, 2007; Leiter & Laschinger, 2006), and increased 

retention through promotion of empowerment and unit based development of 

professional practice (Cummings et al., 2008).   

 A new cycle of nursing shortage has begun and its effect on the nursing work 

environment is contingent on a complex set of social, political, and economic factors at 

the local, state, national, and even international level (Aiken, 2008;                         

Buchan & Aiken, 2008; Buerhaus, 2008; Buerhaus, Auerback, & Staiger, 2009;    

McHugh, Aiken, Cooper, & Miller, 2008).  The new national cycle of nurse shortage is 

projected to be at a level not yet experienced.  An aging baby boom population also will 

create increased demand for healthcare services.  Furthermore, the projected nursing 

shortage is estimated as a shortfall of approximately 400,000 to 800,000 bedside nurses 

by 2020 (Buerhaus, 2008).  However, previous research showed that relational leadership 

reduced the negative influences of such cycles.  Exploring the relationship between 

managerial coaching and healthy nursing work environment characteristics will expand 

the body of knowledge concerning nursing leadership practices, which can in turn inform 

strategies to improve leadership practices in healthcare organizations.  
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Statement of the Problem 

Research Questions 

 The following research questions were developed for this study: 

1. To what extent do staff nurses perceive coaching behaviors by nurse 

managers? 

2. What is the relationship between coaching and nursing work environment 

characteristics as perceived by staff nurses? 

3. What is the relationship between coaching, professional work satisfaction, 

overall job satisfaction and intent to stay in staff nurses? 

4. What is the relationship between coaching, nursing work environment 

characteristics, professional work satisfaction, intent to stay, and the staff 

nurses staff nurses’ demographic characteristics? 

Conceptual Framework 

 The conceptual framework for this study was developed through an extensive 

literature review of the variables of interest and a concept analysis of coaching.  The 

framework was informed by humanistic theories of leadership, career development 

relationships, and theoretical models described in studies regarding the nursing work 

environment. 
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HUMANISTIC THEORIES OF LEADERSHIP 

 The genesis of humanistic theories of leadership was the human relations 

movement catalyzed by the Hawthorne Studies in the late 1920s (Kirkpatrick, 2009).   

Although the initial experiments were to evaluate the effectiveness of changes in the 

work environment such as lighting or lunch breaks, Elton Mayo’s purposeful inclusion of 

participative and considerate leadership behaviors in subsequent experiments provided 

insight into work motivation as being something more complex than a transaction of 

work for pay.  Subsequent theoretical models developed and frequently used in nursing 

studies include Abraham Maslow’s hierarchy of needs (1968), Hersey & Blanchard’s 

situational leadership theory (1969), Rosabeth Kanter’s research about organizational 

empowerment (1977), James Burn’s transformational leadership (1978), and Daniel 

Goleman’s resonant leadership (2002). 

 Humanistic theories of leadership are concerned with the development of the 

individual within an organizational context and view the primary role of leadership as 

managing the polarity between individual and organizational needs (Bass, 1990).  This 

polarity is comprised of organizational leaders’ need to structure roles and 

responsibilities in the interest of achieving specific goals, contrasted with the individual’s 

nature as a self directed and motivated organism.  The hallmark of humanistic models is 

the ability of leaders to modify the organization in a manner that allows individuals to 

realize their needs for growth and self-expression, while contributing to the 

accomplishment of organizational goals (Avolio et al., 2003; Bass, 1965; Burns, 1978; 

Kanter, 1977).  
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 Humanistic leadership theories provided conceptual underpinnings for studies of 

both nursing leadership and the work environment and are recognized as having strong 

potential to improve the work environment of nurses.  Cummings and colleagues (2009) 

completed a systematic review of nursing research related to leadership style and 

outcomes related to the nursing workforce and work environment.  Their findings 

contrasted studies of humanistic/relational leadership styles such as transformational 

(Bass, 1985), situational (Hershey & Blanchard, 1969), organizational empowerment 

(Kanter, 1977), and emotional intelligence (Goleman, 2002) with leadership styles that 

were primarily task oriented.  Evaluation of 53 studies revealed that humanistic 

leadership styles contributed to significant increases in staff satisfaction (24 studies), 

leadership satisfaction (6 studies), organizational commitment (9 studies), and significant 

decreases in emotional exhaustion (4 studies).  Conversely, task focused leadership styles 

were found to contribute to significant decreases in job satisfaction (10 studies) and 

organizational commitment (5 studies), as well as significant increases in emotional 

exhaustion (4 studies). 

CAREER DEVELOPMENT RELATIONSHIPS 

 Coaching variables in the conceptual framework were identified through a review 

of the literature concerning career development relationships.  Career development 

relationships are intended to provide additional support for learning and growth at all 

levels and stages of individuals’ careers and are most effective when they meet the needs 

of both the developers and the people being developed (Ellinger & Bostrom, 1999; 
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Higgins & Kram, 2001; Higgins & Thomas, 2001; Kram, 1988; Yoder, 1995).  

According to Kram (1988), developmental relationships are essential because they 

promote both technical and interpersonal skill development, which then results in 

increased organizational effectiveness and professional work satisfaction.  She developed 

a model for evaluating mentoring relationships that was comprised of both instrumental 

functions, which she termed career functions, and interpersonal support functions, which 

she termed psychosocial functions.  The ultimate purpose of mentoring is long term 

career advancement.  Subsequent evaluation of mentoring found that traditional 

mentoring relationships are rare, and current relationships generally include only career 

or support functions (Higgins & Thomas, 2001). 

 In a qualitative study of managerial coaching behaviors, Ellinger & Bostrom (1999) 

identified that behaviors in a coaching relationship fell into two distinct categories, very 

similar to Kram’s model.  Instrumental aspects of coaching were called facilitating 

behaviors, and interpersonal support behaviors were termed empowering behaviors.  

Behaviors within these two categories were different from those in mentoring.  Therefore, 

variables for this study were developed through a concept analysis of coaching using the 

framework developed by Ellinger & Bostrom (1999). 

MODELS OF THE NURSE WORK ENVIRONMENT 

 Nursing work environment variables of interest were determined from a review of 

the literature and consideration of specific conceptual approaches and instruments to 

study the work environment.  Several instruments were available that measured specific 
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attributes of the nurse work environment.  These instruments were initially developed 

through study of the unique attributes of the nurse work environment and continue to be 

refined as new evidence emerges.  The variables identified by Kramer and Schmalenberg 

(2004) as “essentials of magnetism” were selected as part of the conceptual framework 

for this study for several reasons.  These variables were identified through refinement of 

an earlier measurement, the Nursing Work Index, and validated as important from the 

perspective of staff nurses (Kramer & Schmalenberg, 2002).  Additionally, Kramer & 

Schmalenberg (2008) continued to evaluate and refine the instrument to ensure that the 

instruments continued to measure work environment issues appropriately.  Furthermore, 

their measurement of professional work satisfaction is intended to measure those growth 

needs in the higher levels of Maslow’s hierarchy when all variables are met at a certain 

level.  Finally, first line manager support is measured more completely than other 

available instruments.  Kramer et al., (2007b) reported that coaching was identified as a 

supportive leadership practice in their study to revise the measurement of nurse manager 

support behaviors. 

CONCEPTUAL FRAMEWORK FOR COACHING, WORK ENVIRONMENT, SATISFACTION, 

AND INTENT TO STAY  

Figure 1 represents the proposed middle-range theory depicting the relationship of 

the variables of interest for the study.  Solid lines represent known relationships from the 

literature between the dependent variables and dotted lines represent the relationships of 
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interest between coaching and staff nurse demographic variables, work environment 

variables, professional work satisfaction, and intent to stay. 

Staff nurse demographics (e.g., age, formal education, specialty certification) 

influence work environment variables, work satisfaction, and intent to stay                

(Aiken et al., 2008; Kramer et al., 2010).  Generational differences were proposed as 

influencing the coaching relationship (Batson & Yoder, 2009; Sherman, 2006;            

Weston, 2006), but the relationship between staff nurse demographics and coaching 

behaviors has not yet been empirically established.   

The staff nurse experiences the nursing work environment at the unit level 

(Kramer et al., 2010; Schmalenberg & Kramer, 2008).  Therefore, the coaching 

relationship occurs within the context of the work environment at the unit level between 

the first line manager and the staff nurse.  It has been recognized that differences in 

professional work satisfaction and intent to stay vary between types of units            

(Boyle, et al., 2006; Schmalenberg & Kramer, 2008).  For this reason, evaluating the 

coaching relationship at the unit level will allow for further evaluation at the 

specialty/service line, hospital, and system level if possible.  The relationships between 

nurse manager coaching behaviors identified for this study, work environment variables, 

professional work satisfaction, and intent to stay have not yet been established.  However, 

recent studies reported that leadership practices directly and indirectly influenced all 

other work environment variables (Kramer et al., 2010; Laschinger & Leitner, 2005;                

Sellgren et al., 2008).  Moreover, in conjunction with other work environment variables, 

leadership practices influenced work satisfaction and retention (Aiken et al., 2008; 
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Kramer et al., 2010).  Furthermore, nursing studies of factors related to work satisfaction 

identified coaching behaviors such as clarifying expectations, providing feedback, and 

providing support for development as positively related to work satisfaction and retention 

(Blegen, 1993; Coomber & Barribal, 2006; Kovner et al., 2006; Taunton et al., 1997). 

OPERATIONAL DEFINITIONS 

 The following definitions clarified the major concepts of the study: 

Managerial Coaching is defined as “ an ongoing, face-to-face process of 

influencing behavior by which the manager (superior, supervisor) and employee 

(subordinate) collaborate to achieve increased job knowledge, improved skills in 

carrying out job responsibilities, a stronger and more positive working relationship, and 

opportunities for personal as well as professional growth of the employee”             

(Yoder, 1995, p. 291).  

Managers use two broad categories of behaviors when coaching, those that facilitate the 

process of learning and skill acquisition and behaviors that promote individual 

empowerment and the development of self-efficacy (Ellinger & Bostrom, 1999).  In this 

study, coaching was measured using the Yoder Coaching Instrument.
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FIGURE 1 

Proposed Middle Range Theory of Managerial Coaching 
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Nursing work environment (NWE) is comprised of eight critical work attributes that 

define professional practice, and all must be present at a certain level to result in professional 

work satisfaction for nurses (Kramer & Schmalenberg, 2004).  For the purposes of this study, 

NWE was measured using the Essentials of Magnetism II tool (EOM II).  The EOM II is 

comprised of the following eight subscales: 

(1) Support for education is the extent to which nurses perceive their organization 

supports education through availability, financial support, rewards, and recognition 

(Kramer & Schmalenberg, 2004; Schmalenberg et al., 2008). 

 (2) Working with clinically competent peers is defined as the extent to which 

nurses seek national specialty certification, university education, and participate in peer 

appraisal processes (Kramer & Schmalenberg, 2004, Schmalenberg et al., 2008). 

 (3) RN/MD relationships are defined as a continuum of relationships between 

staff nurses and physicians.  The continuum moves from collegial relationships based on 

equal but separate knowledge of the patient, mutual trust, and respect for that knowledge, 

to hostile/adversarial relationships with uneven power and hostility, which hinder 

communication about the patient (Schmalenberg & Kramer 2009). 

 (4) Autonomy is the freedom to act in the best interest of the patient.  This 

includes the ability to make independent clinical decisions within the sphere of practice 

and interdependent decisions where practice overlaps.  Use of evidence based practice is 

the foundation for such decision making (Kramer & Schmalenberg, 2008). 
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(5) Control over practice is a participatory process using a formally organized 

practice structure that allows nurses to provide input and engage in decision making 

about practice issues (Kramer et al., 2008). 

(6) Nurse manager support is defined as those behaviors demonstrated by the first 

line manager who has 24 hour responsibility for the operation and strategic planning of 

one or more hospital units.  Behaviors are categorized as both managerial and leadership.  

Managerial behaviors include staffing and scheduling, providing direct patient care, 

directing the activities of the unit, and providing resources for staff.  Leadership 

behaviors include orienting physicians to work collegially with nurses, promoting 

teamwork, helping resolve conflicts, promoting organizational values, and autonomous 

decision making (Kramer et al., 2007). 

 (7) Perceived adequacy of staffing is defined as staff nurse perceptions that 

staffing patterns on the unit allow for provision of safe and effective care (Schmalenberg 

et al., 2009). 

(8) Concern for the patient is paramount is defined as a patient centered culture 

within the organization.  There is organizational support at all levels that encourage and 

expect nurses to act in the patient’s best interest for safety and quality care (Kramer et al., 

2009). 

 Professional work satisfaction is defined as the total score of the eight subscales 

previously described.  It measures the extent to which staff nurses perceive the work 

environment to be healthy and allows them to provide quality patient care              

(Kramer et al., 2009).  Professional work satisfaction is differentiated from job 
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satisfaction in that it is concerned with the aspects that allow nurses to provide quality 

care and enjoyment of their jobs and is intended to meet higher level needs on Maslow’s 

hierarchy (Kramer et al., 2009). 

Job Satisfaction is defined as the extent to which people like their jobs and 

considers all aspects of the job as well as the individual’s personal values, ideals and 

goals.  Job satisfaction was measured by the measurement of job satisfaction on the first 

EOM instrument. 

 Intent to stay is defined as the intent on the part of the nurse to remain in the same 

position on the same unit.  In this study, intent to stay was measured using Price’s Intent 

to Stay Questions as modified by Yoder (1995). 

 Demographic variables are selected human population characteristics such as 

gender, age, specialty nursing certification, etc. that could potentially influence the 

process and outcome variables within the model.  An investigator designed demographic 

data collection sheet was used in this study. 
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Significance of the Study 

ASSUMPTIONS 

 The following assumptions were made for this study: 

1. Quality patient care and outcomes are dependent on adequate numbers of 

qualified, competent nurses in the work environment. 

2.  Effective leadership is essential to improve the work environment. 

3. Nurses have inherent desires to improve performance and appreciate 

opportunities for professional growth and development. 

Limitations 

The first limitation of this study is that it used a nonrandom convenience sample of staff 

nurses within a single healthcare network of magnet and magnet aspiring acute care 

hospitals.  Due to potential sample bias, the findings from this study might not be 

representative of other staff nurses in other settings.  Second, the variables were 

measured with self-report instruments.  One potential issue associated with self-report 

instruments pertinent to this study is the forced range of choices for the survey 

instruments.  None of the instruments used contained a neutral rating choice, which 

potentially forced staff nurses to make what might seem like an unnatural choice for a 

particular item.  One other potential problem is that staff nurses may have responded 

from the perspective of how nurses in a magnet facility would answer.  Although 

confidentiality of data was assured as part of the informed consent process, there may 
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have been some hesitancy in smaller units and facilities to fully participate in the study if 

staff nurses perceived their data might be traced back to them.  This may have influenced 

overall response rates and limited the ability to evaluate data at the facility level for one 

hospital.  Finally, a cross-sectional design is not as strong as a longitudinal design.  

However, a cross-sectional approach was appropriate, based on the exploratory nature of 

this study (Polit & Beck, 2008).   

Chapter Summary 

 The past 27 years of research regarding the nursing work environment 

demonstrated the influence of leadership on other aspects of the nurse work environment 

(Aiken et al., 2008, IOM, 2004, Kramer et al., 2007b, Kramer et al., 2010).  Additionally, 

quality relationships between managers and staff nurses offset negative aspects of the 

work environment resulting from cycles of nurse shortages and healthcare restructuring.  

Furthermore, recent nursing literature identified coaching as a leadership practice with 

potential to improve the nurse work environment, increase professional work satisfaction, 

and promote retention of qualified nurses at the bedside, but there is little empirical 

evidence of coaching’s relationship to these variables.  The proposed study attempted to 

determine these relationships and the knowledge gained from this study expanded what is 

currently understood about the effectiveness of coaching practices by first line managers.  

Moreover, the findings contributed to greater understanding of what types of coaching 

behaviors are most frequently experienced by staff nurses and how these are related to 

aspects of the work environment that are known to foster a sense of professional and 
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overall satisfaction with work.  Furthermore, the study illuminated the complex 

relationship between coaching practice and key attributes of the work environment that 

result in retention of nurses.  Finally, this study provided evidence to guide skill 

development of first line managers in effective coaching practices.  
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CHAPTER 2 

Review of the Literature 

Current coaching research in both the business and nursing literature is primarily 

focused on external, professional coaches, whose activities are directed toward improving 

the job performance of upper level managers and executives.  Consequently, limited 

published research exists that identifies and measures the specific coaching behaviors of 

first line managers or examines the relationship between coaching behaviors, work 

attributes, and employee outcomes in either the business or nursing literature          

(Batson & Yoder, 2012; Ellinger, Ellinger, & Keller, 2003;                                             

Hamlin, Ellinger, & Beattie, 2006).  This section includes a review of the literature 

related to managerial coaching in both the nursing and business literature. Additionally, it 

explores the proposed relationship between managerial coaching as leader behavior and 

essential attributes of the nurse work environment, staff nurse characteristics, and 

outcomes of job satisfaction and intent to stay. 

Coaching 

DEFINITIONS OF COACHING 

The word coach originated in the 1500’s to describe a particular type of horse 

drawn carriage, called a koczi, which was built in the Hungarian town of Kocs         

(Stern, 2004; Wenzel, 2000).  The town was situated on the banks of the Danube on the 
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main road between Budapest and Vienna.  The quality of the carriage design spread 

throughout Europe and the Hungarian term was translated into German as kutsche, then 

into French as coche, and eventually adopted by the English as coach (Stern, 2004).  

Subsequent use of the word coach evolved to describe tutors, who accompanied students 

on their travels to promote their studies by reading to them (Stern, 2004, Wenzel, 2001).  

Over time, the term coach took on a variety of meanings in academia and sports.  The 

first reported use of the word in athletics occurred in the 1880’s when rowing crews 

referred to their trainers as coaches (Evered & Selman, 1989).  Coaching first emerged in 

the business literature in the early 1950’s as a training method for employees similar to a 

master-apprentice relationship (Evered & Selman, 1989).  Over time, various 

conceptualizations of coaching as a relationship emerged in a variety of disciplines 

including education, sports, nursing, sociology, psychology, human resource 

development, and business management (Boyatzis et al., 2006; Ellinger & Bostrom, 

1999; Evered & Selman, 1989; Heslin et al., 2006; Longenecker & Neubert, 2005;     

Yoder, 1995).  This resulted in a proliferation of definitions without clear consensus of a 

definition or model of coaching, or agreement on the roles and behaviors of coaches 

(Evered & Selman, 1989; Peterson & Hicks, 1996). 

Coaching has been described in the business literature in a variety of ways.  For 

example, Evered and Selman (1989) focused on coaching as a communication process.  

They defined coaching as “the managerial activity of creating, by communication only, 

the climate, environment, and context that empowers individuals and teams to generate 

results” (p 18).  Similarly, Graham et al. (1994) emphasized the communication process, 
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but expanded the description to include other relational aspects.  They described coaching 

as “creating a climate of communication, mutual respect, ongoing observation, feedback, 

trust, and, and a focus on performance objectives” (p. 82).  Subsequently, Peterson and 

Hicks (1996), described coaching with a focus on both process and value to the employee 

as “a process of equipping people with the tools, knowledge, and opportunities they need 

to develop themselves and become more effective” (p 6).  Hunt and Weintraub, (2002) 

also focused on the interpersonal aspects of coaching in their definition as “an 

interaction between two people, usually a manger and employee, aimed at helping the 

employee learn from the job in order to promote his or her development” (p. 5).  More 

recently, Crane (2007) described coaching as an enabling process to help employees 

reach their potential “in a way that they feel helped” (p. 7).   

While each of these descriptions is useful, they do not fully explicate the 

structure, process, and desired outcomes of coaching.  For the purpose of this study, the 

definition provided by Yoder (1995), in her study of military nurses is most complete and 

will serve as the definition of managerial coaching: 

“Coaching is an ongoing, face-to-face process of influencing behavior by which 

the manager (superior, supervisor) and employee (subordinate) collaborate to achieve 

increased job knowledge, improved skills in carrying out job responsibilities, a stronger 

and more positive working relationship, and opportunities for personal as well as 

professional growth of the employee.” (p. 291).  

Because this relationship occurs specifically between a manager and direct report, 

it excludes other types of coaching relationships, such as executive coaching, as well as 
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other types of career development relationships, such as mentoring.  To further 

differentiate and provide specificity of this measurement, it is useful to consider the 

context in which coaching occurs. 

CONTEXT OF COACHING 

For the purpose of this study, it is useful to understand the paradigm shift that 

moved coaching from a primarily task focused process to a relational process.  Coaching 

first emerged as a concept in the management literature during the 1950’s as a role 

responsibility of supervisors to develop subordinates through a hierarchical relationship 

(Evered & Selman, 1989).  Coaching during this period was focused on job skills 

development, and was described more as a prescriptive process than a supportive 

relationship.  The early process of coaching was described in the literature as a control-

order-prescription paradigm (Ellinger & Bostrom, 1999; Evered & Selman, 1989).  

Managerial practice in American society at that time was based on principles of authority, 

hierarchy, and division of labor.  As a result of this viewpoint, the main work of 

managers was defined as the control and management of both processes and people.  

During the 1970s, the management literature also focused on adapting sports coaching 

principles to managerial situations, but continued to operate within the control-order-

prescription paradigm of coaching (Evered & Selman, 1989).   

During the 1980’s and early 1990’s the concept of coaching began to evolve, 

related to emerging evidence of a different set of managerial practices that were more 

relationally focused (Ellinger & Bostrom, 1999; Evered & Selman, 1989).  The 
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differentiating feature of this paradigm shift was the importance of the quality of the 

relationship between the supervisor and subordinate.  Theoretical and conceptual 

influences during this time evolved from an examination of specific leadership behaviors 

and studies of organizational cultures (Ellinger & Bostrom, 1999).  Managing individual 

performance was identified as the most important role responsibility of first line 

managers during this period (Kraut et al., 1989), but more interpersonal strategies to 

accomplish this were identified by different leadership models, such as system 4 

leadership (Likert, 1967), situational leadership (Hershey & Blanchard, 1969), 

transformational leadership (Bass, 1985), and the leadership practices model           

(Kouzes & Posner, 1987).  For example, Likert’s four factor management theory (1967) 

proposed that effective leadership was contingent on supportive relationships with 

subordinates, and participation with employees in decision making and goal setting.  

Managers who were perceived as more supportive by employees were believed to have 

more influence on subordinate performance.  This has been substantiated in studies of 

goal setting, where supportive participation by the manager resulted in employees who 

set higher goals and verbalized greater understanding of how to reach their goals   

(Latham & Saari, 1979; Ronan, Latham, & Kinne, 1973). 

Additionally, organizational models of leadership, such as the theory of the 

learning organization (Senge, 1990) and the theory of organizational and structural 

empowerment (Kanter, 1993) were found to be influential in evolving the coaching 

paradigm (Ellinger & Bostrom, 1999).  Leaders and managers in learning organizations 

were described as teachers and facilitators of the learning process, charged with the 
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accountability to develop the knowledge capital of the organization (Senge, 1990).  The 

use of dialogue as a communication process between managers and employees changed 

the nature of the superior-subordinate relationships in learning organizations, and 

represented a radical departure from traditional models of staff development          

(Ellinger & Bostrom, 1999).  Consequently, the focus on the importance of both 

communication and the need to develop others through a more interpersonal process 

resulted in the evolution of managerial coaching to a more relationally and supportive 

practice focused on integrating needs fo   r personal and professional growth           

(Batson & Yoder, 2012; Ellinger & Bostrom, 1999; Evered & Selman, 1989). 

As previously stated, managerial coaching initially was provided through a 

prescriptive process (Evered & Selman, 1989).  The manager, based on either direct 

observation or reports from others, assessed the employee’s performance and provided 

both feedback and expectations for improvement.  Both feedback and goal setting were a 

one way communication process from the manager to the employee, and were primarily 

focused on the needs of the organization (Ellinger & Bostrom, 1999; Evered & Selman, 

1989).  The coaching process was based on initiating structure by the manager and a 

supportive relationship was considered from a paternalistic viewpoint                            

(Ellinger & Bostrom, 1999; Evered & Selman, 1989).  As new, more relationally focused 

theories of management and leadership continued to emerge, the need for both initiating 

structure and psychosocial support in the coaching relationship was identified.  

Therefore, coaching behaviors were categorized by Ellinger & Bostrom (1999) as 

facilitating (initiating) and empowering (psychosocial).  Facilitating behaviors are those 
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behaviors necessary to facilitate the process of coaching and include establishing a 

coaching relationship, clarifying expectations, providing feedback, participating in goal 

setting, and providing training.  Empowering behaviors are those behaviors that promote 

individual or psychological empowerment and development of self efficacy, and include 

role modeling, promoting a sense of positive accountability, challenging and broadening 

perspectives, and removing obstacles (Batson & Yoder, 2012). 

FACILITATING BEHAVIORS 

In current definitions of coaching, the primary focus is on the quality of the 

relationship between the supervisor and subordinate in creating the context for personal 

and professional development of subordinates.  Although managers are responsible for 

coaching all employees regardless of tenure in the organization, coaching cannot be 

sustained without development of a relationship consisting of mutual trust and positive 

regard.  This requires the manager to know and regard the employee as an individual with 

specific knowledge, values, beliefs, skills, and motivation (Batson & Yoder, 2012; 

Burdett, 1998; Ellinger & Bostrom, 1999; Evered & Selman, 1989; Longenecker, 2010).  

As the relationship is created, the manager endeavors to understand what is important to 

the employee, in terms of both professional and personal goals.  The manager also strives 

to assess both motivation and ability as it relates to job performance.  Additionally, the 

manager must be clear about performance expectations within the unit and organization, 

and provides information about the mission, vision, and goals that link to the employee’s 

job and expected performance.  In return, the employee demonstrates receptivity to 
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feedback and goal setting and attempts to meet the goals of the organization through 

excellent work performance (Batson & Yoder, 2012; Evered & Selman, 1989;         

Ellinger & Bostrom, 1999; Longenecker, 2010).   

Employees are unable to improve job performance without having a clear sense of 

the difference between unacceptable, acceptable, and exceptional work performance.  

Feedback represents information about the effectiveness of work behavior, and can be 

obtained from self-assessment as well as from superiors, peers, and subordinates     

(Burdett, 1998; Ellinger & Bostrom, 1999; Longenecker, 2010).  Three specific types of 

feedback were identified in the literature.  These were categorized as observational, 

reflective, or third party feedback.  Observational feedback was defined as direct 

observation by the manager, and was the most frequent source of performance feedback 

provided to employees.  Acceptance of observational feedback was contingent on the 

employee’s belief that the feedback was an accurate portrayal of performance.  

Employees were more likely to perceive feedback as genuine and demonstrate a 

willingness to respond to performance feedback if they trusted the credibility of the 

manager as knowledgeable about their job and interested in their welfare                    

(Ilgen et al., 1979; Kinicki et al., 2004).  Trust in leadership was found to be a necessary 

precursor to effective feedback to subordinates (Dirks &Ferrin, 2002).  Indeed, trust, 

integrity, openness and honesty have been referred to as the essential tools of coaches        

(Burdett, 1998).  Because leaders have authority to make decisions that highly influence 

employees, perceptions about the trustworthiness of managers become important. In a 

meta-analysis of trust in leadership and resultant job performance of employees, trust was 
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found to be positively related to satisfaction with leadership (r = .51), and was negatively 

related to turnover intention (r = -.40) (Dirks & Ferrin, 2002).  Trust in leadership also 

was found to positively influence organizational commitment and job performance.  

Furthermore, feedback that was specific, timely, and delivered in a positive and 

supportive manner was perceived as most helpful in addressing performance issues 

(Crane, 2007; Ellinger & Bostrom, 1999; Ellinger et al., 2008; Peterson & Hicks, 1996).  

In a study of nurses’ perceptions of manager support behaviors (Kramer et al., 2007b), 

the ability to provide genuine feedback, both positive and negative was identified as a 

key nurse manager support behavior.  Conversely, when the source of feedback was not 

perceived as credible, there was less receptivity to feedback and less desire to change 

performance.  Providing feedback that was unclear, not clear, not provided in a timely 

manner, and delivered in an accusing manner was perceived by employees to be the least 

supportive type of feedback and created trust issues with leadership (Dirks & Ferrin, 

2002; Ellinger et al., 2008). 

Reflective feedback is another form of observational feedback, but is 

differentiated as the ability of the manager to “hold the mirror” so employees are able to 

reflect and make their own assessments about performance (Ellinger & Bostrom, 1999).  

This is intended to promote self-reflection about behaviors and is related to the manager’s 

ability to empower the employee to take a broader perspective about issues and develop a 

sense of positive accountability for decisions and performance.  An example of reflective 

feedback recognized by staff nurses as supportive manager behavior is when the nurse 
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manager helps the staff nurse debrief clinical decisions with the intent to evaluate both 

successes and mistakes as opportunities for learning and growth (Kramer et al., 2007b). 

The final category of feedback is third party feedback, which is usually achieved 

through 360 degree or peer appraisals that measure performance                            

(Ellinger &Bostrom, 1999; Luthans & Peterson, 2004; Peterson & Hicks, 1996).  Third 

party feedback only gained partial acceptance by employees.  Employees reported 

difficulty in reconciling differences between self-ratings and other’s ratings and need for 

assistance when determining how to address conflicting information.  Researchers 

suggested that coaching is definitely warranted when using 360 degree assessment tools 

(Luthans & Peterson, 2004).  Additionally, use of 360 degree assessments was facilitated 

when the manager and employee were able to mutually determine the metrics for 

performance feedback.  This is not always possible and lessens employee satisfaction 

with this type of tool (Dirks & Ferrin, 2002; Luthans & Peterson, 2004).   

Helping employees to set goals to close the gap between actual performance and 

intended performance is the next step in the coaching relationship.  Manager participation 

in goal setting increased both the type of goal and understanding how to proceed to goal 

attainment.  Employees who were able to set goals through a participatory process were 

able to set harder goals and better understand how to reach their goals                        

(Latham & Saari, 1979).  Additionally, participative goal setting increased motivation 

and accountability by the employee for completing goals (Batson & Yoder, 2012; 

Kowalski & Casper, 2007; Lantham & Saari, 1979).  Once goals are established, the 

manager meets periodically with the employee to monitor progress to the goal and to 
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make any necessary adjustment in the development plan, or provide additional support 

and encouragement (Batson & Yoder, 2012; Crane, 2007; Evered & Selman, 1989; 

Ellinger & Bostrom, 1999; Longenecker, 2010).  Coaching, especially in terms of 

monitoring employee performance once goals are set, continues to provide a feedback 

loop about intended performance.  Combining goal setting with ongoing feedback was 

found to improve performance more than goal setting alone (Luthans & Peterson, 2004; 

Neubert, 1998). 

The final facilitating behavior on the part of the manger is providing resources for 

training and skill development.  The manager is not expected to have either the time or 

requisite skills to provide all instruction and training for employees.  Involving others 

who do possess expertise and can assist the employee in improving performance allows 

for greater effectiveness in coaching (Batson & Yoder, 2012; Crane, 2007; Peterson & 

Hicks, 1996).  The manager is responsible, through ongoing monitoring of progress, to 

ensure that identified resources are adequate to provide the employee with the necessary 

training.  Coaching feedback after training is needed to ensure the employee has 

opportunities to practice and incorporate new skills and knowledge into performance 

(Crane, 2007; Peterson & Hicks, 1986; Luthans & Peterson, 2004).   

EMPOWERING BEHAVIORS 

Empowering behaviors are those actions on the part of the manager that promote 

individual or psychological empowerment through development of self-efficacy      

(Batson & Yoder, 2012; Ellinger & Bostrom, 1999).  Individual and psychological 
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empowerment in the workplace is demonstrated when staff feel confident to act in the 

best interest of the patient and are competent to do so.  This is the foundation for 

autonomy and control of nursing practice (Kramer et al., 2007a).  Managers use four key 

behaviors that are intended to promote a sense of competence and self-efficacy.  These 

behaviors are role modeling, promoting a sense of positive accountability for decisions 

and actions, challenging to broaden perspectives and removing obstacles to goal 

attainment.  Role modeling is perhaps the most essential behavior for any leader.  

Although previously stated, it cannot be emphasized enough that the essential tools of the 

coach to provide a supportive relationship are trust, integrity, openness, and honesty 

(Burdett, 1998).  In evaluating the effectiveness of the manager as a role model, it is 

important to acknowledge that communication is nonverbal as well as verbal, and the 

actions of the manager communicate powerful messages to the employee, which can be 

positive or negative (Batson & Yoder, 2012; Burdett, 1998; Longenecker, 2010).  Role 

modeling was described by nurses in a study of nurse manager support                    

(Kramer et al., 2007b) as “walking the talk.”  This was found to be important specifically 

in terms of role modeling collegial relationship with physicians and providing 

expectations for relationships with other departments through leadership behavior.  

Employees draw inferences about the character of the manager through his or her actions 

and it is these inferences that influence attitudes and behaviors toward the manager.  

Consequently, performance, job satisfaction, and organizational commitment also are 

influenced (Burdett, 1998; Dirks & Ferrin, 2002; Ellinger & Bostrom, 1999).  When the 
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manager demonstrates trust, openness, honesty, and fairness, the consequences are 

positive for the employee and the organization.  

In contrast, when managers are ineffectual or poor role models, the consequences 

are negative.  In a cross-national study of ineffective managerial coaching behaviors 

(Hamlin, Ellinger, & Beattie, 2007), ineffective coaching behaviors were described as 

being too authoritarian, intense, and withholding information.  Ineffective managerial 

coaches were described as task rather than people oriented.  They also were found to be 

overly judgmental, directive, and inaccessible to employees.  Consequently staff 

expressed low: (1) trust in leadership, job satisfaction, and (3) organizational 

commitment, as well as high intent to leave (Hamlin et al., 2007). 

The second key empowering behavior is promoting a sense of positive 

accountability.  This represents helping employees continue to work through what may 

be tough issues, as well as fostering commitment to practicing new skills and attitudes.  

The manager helps the employee understand that it is important to evaluate mistakes as 

well as successes from the viewpoint of what can be learned.  Although employees may 

prefer vicarious learning from the mistakes of others, the ability to debrief about errors 

from the viewpoint of learning rather than assignment of blame provides an opportunity 

for powerful growth.  Employees then have a greater sense of confidence that they are 

supported when they take calculated risks and are able to learn from their errors as well 

as their successes, which ultimately promotes autonomy (Batson & Yoder, 2012; Ellinger 

& Bostrom 1999; Kramer et al., 2007b).  Fostering a sense of positive accountability for 

decisions is intended to assist the employee in retaining ownership of goals while 
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experiencing support and feedback (Batson &Yoder, 2012, Crane, 2007; Ellinger & 

Bostrom, 1999; Kramer et al., 2007b; Peterson & Hicks, 1996; Yoder, 1999).  Manager 

behaviors include active listening and reflective questioning rather than providing 

answers.  This allows employees to generate their own insights rather and ultimately 

promotes higher levels of self efficacy (Ellinger & Bostrom, 1999). 

The third empowering coaching behavior is helping employees to broaden their 

perspectives when addressing issues.  The manager facilitates this through challenging 

employees to think through all aspects of the issue and ensuring they are aware of all 

sides of an issue or argument.  Within the nurse work environment, use of evidence based 

practice literature to guide nursing decisions is an example of this.  This also represents 

purposeful guidance by the manager to help employees explore the potential greater 

impact of their decisions, and to ensure that decisions incorporate the broader aspects of 

patient safety, quality care, and organizational goals and values                                        

(Ellinger & Bostrom, 1999; Kramer et al., 2007b). 

The final empowering behavior in managerial coaching is that of removing 

obstacles that employees perceive to be in the way of goal attainment.  Effective coaches 

must ensure their employees have the tools, information, supplies, and authority they 

need to perform (Burdett, 1998; Ellinger & Bostrom, 1999; Longenecker, 2010).  

Removing obstacles is a tangible demonstration of respect and engenders trust in leaders 

because it sends a message that the manager is serious about the success of employees.  

Longenecker (2010) suggests that ensuring that people have no obstacles to performance 
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may be the coach’s most important job and this aspect of coaching is not always given 

the attention it deserves. 

DIFFERENTIATING COACHING 

 It is important to distinguish managerial coaching, which is the focus of this 

study, from other related concepts.  First and foremost, coaching and mentoring are 

frequently misconstrued and used interchangeably in both the business and nursing 

literature (Batson & Yoder, 2012, 2012; Ellinger & Bostrom, 1999;                           

Evered & Selman, 1989; Yoder, 1995).  Coaching and mentoring are both career 

development relationships (CDRs) that provide for socialization and integration of an 

individual within an organization and support personal and professional learning      

(Batson & Yoder, 2012; Higgins & Kram, 2001; Kram, 1988; Yoder, 1995).  Although 

both coaching and mentoring rely on an effective interpersonal dyadic relationship, there 

are specific differences in the intent, nature, and structure of the relationship, as well as 

behaviors used to facilitate growth and learning.  Mentors can be any person within or 

outside the organization who have the necessary attributes to provide career development, 

whereas managerial coaching specifically dictates that the coaching role be filled by an 

employee’s direct supervisor (Batson & Yoder, 2012; Ives, 2008; Yoder, 1995).  

Additionally, the mentoring relationship is more interpersonally intense and directive in 

nature, whereby the mentor offers expertise and experience through advice and specific 

instruction (Higgins & Thomas, 2001; Kram, 1988; Ives, 2008; Yoder, 1990).  Coaching, 

in contrast, is more collaborative and guided, wherein managers work closely with 
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employees to help them identify ways to improve performance and engage in personal 

development (Batson & Yoder, 2012, Ellinger & Bostrom, 1999; Ives, 2008).  Finally, 

mentoring is intended to address long term career advancement goals and provide for 

leadership succession planning, whereas the primary intent of coaching is to address 

performance in a current role and assist in integrating the personal values, developmental 

needs, and objectives of the individual with the overall mission and goals of the 

organization (Batson & Yoder, 2012; Higgins & Thomas, 2001; Yoder, 1995). 

 It also is important to distinguish managerial coaching from executive coaching, 

which is another area of current research interest.  The term executive coaching emerged 

in the 1980’s to describe leadership development activities for middle and executive level 

managers in organizations (Judge & Cowell, 1997).  Executive coaches are usually 

external to the organization and are consulted to help address specific gaps in 

performance or competency (Hall, Otazo, & Hollenbeck, 1999).  Executive coaches 

provide important feedback that executives would normally never receive about personal 

performance, career, or organizational effectiveness.  Because the role of executive 

coaches is to enhance career development, executive coaching provides a valuable and 

high trust context for executives to improve performance.  This is especially important 

when extreme confidentiality and anonymity are necessary to prevent career derailment 

(Hall et al., 1999).  While executive coaching may be desirable based on these attributes, 

it is not a cost effective strategy for providing developmental support to all employees 

and may not meet employee needs for job specific training                                     

(Agarwal, Angst, & Magni, 2009; Hall et al., 1999).  Additionally, a primary 
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responsibility of first line managers is to provide feedback and developmental 

opportunities for employees (Kraut et al., 2005; Evered& Selman, 1989;                 

Kramer, Schmalenberg, & Maguire, 2009).  Moreover, a positive and supportive 

relationship between the first line manager and the employee has been demonstrated to be 

an essential attribute of a healthy work environment for nurses (Kramer et al., 2007b; 

Kramer et al., 2009).  Therefore, managerial coaching is a more effective strategy for 

ensuring employee development and alignment of both personal and organizational goals 

(Anthony et al., 2005; Comber & Barribal, 2006; Kowalski & Casper, 2007;         

Stedman & Nolan, 2007).   

MANAGERIAL COACHING RESEARCH 

Extant research about managerial coaching is viewed in the literature through two 

primary lenses.  The first, and most frequently reported in the nursing literature, is of 

managerial coaching as a career development process designed to promote socialization 

and ongoing development throughout a nurse’s career.  Socialization of nurses is 

recognized as an iterative process, enhanced by the quality and number of career 

development relationships that a nurse is able to experience throughout the career span 

(Batson & Yoder, 2012; McGillis-Hall et al., 2004; Yoder, 1995).  A second frame of 

reference is the view that managerial coaching is part of a holistic performance 

management system which provides for ongoing employee development through 

performance appraisal, goal setting, and coaching (Gregory & Levy, 2010).  This 

viewpoint is present in most human resource development literature.  A third and recent 
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perspective is to evaluate managerial coaching as a relational leadership behavior, which 

is also the focus of this study.  Each perspective and their empirical evidence will be 

discussed. 

Coaching as a Career Development Relationship 

Managerial coaching is a superior/subordinate career development relationship 

(CDR) that is intended to assist the employee to develop the skills and knowledge for 

success through an interpersonal relationship of mutual respect and trust                 

(Batson & Yoder, 2012).  Career development relationships are intended to support 

personal and professional learning at all stages of career development, and are most 

effective when they are mutually beneficial to the developer and the person being 

developed (Batson & Yoder, 2012; Higgins & Kram, 2001;   Higgins & Thomas, 2001; 

Kram, 1988; Yoder, 1995).  A distinguishing feature is facilitation of both technical and 

interpersonal skill development, which results in increased organizational effectiveness as 

well as job satisfaction.  Multiple or overlapping CDRs can occur and research has 

demonstrated that career satisfaction is positively related to the number and types of 

developmental relationships experienced (Higgins & Thomas, 2001; Kramer et al., 2007; 

Yoder, 1995).  Although CDRs emerge from a variety of sources (Higgins & Thomas, 

2001), managerial coaching is within the specific domain of first line supervisors and 

managers.  Studies of managerial coaching as a CDR are limited in the nurse work 

environment, and inconclusive as to the effectiveness of the relationship                
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(Donner, Wheeler, & Waddell, 1977; Fielden, Davidson, & Sutherland, 2009;         

Yoder, 1995).    

In a study of military nurses, Yoder (1995) evaluated 5 different CDRs 

(precepting, peer-strategizing, sponsoring, coaching, and mentoring), and their influence 

on job satisfaction, professionalism, and intent to stay.  Only 61% of the nurses in the 

study reported involvement in a CDR.  Of these, the most frequently reported CDR was 

coaching.  Staff nurses also perceived this CDR to be the most valuable.  Job satisfaction 

within this group of nurses was found to be slightly higher than reports by Magnet nurses.  

Additionally, job satisfaction measured by the Nursing Work Index (NWI) was higher for 

the CDR group than the non-CDR group (F = 6.4, p = .01). There was no statistically 

significant difference in professionalism between nurses who reported experience of a 

CDR and those who had not (F = 7.4, p = .08).  Finally, intent to stay was positively and 

significantly higher in the group experiencing a CDR (F = 7.4, p = .007). 

Stimulated by Yoder’s research, Donner and colleagues (Donner, et al., 1997) 

evaluated the manager’s role in career development during the turbulence of restructuring 

and downsizing in the 1990’s.  The purpose of the study was to identify the role of nurse 

managers in supporting career development.  Consistent with the premise that nurses 

benefit from experiencing more than one type of CDR, the nurses in the study reported 

receiving career development from a variety of sources, including peers and family.  

Only 47% of the nurses participating in the study identified immediate supervisors or 

another manager as the source of their CDR.  Coaching was the most frequently 

described CDR between the manager and the staff nurse.  Of interest in this study was the 
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feedback from staff nurses who did not seek out coaching as a CDR.  The negative effect 

of healthcare restructuring on the nurse manager role was the most frequently cited 

reason by staff nurses.  First line managers were perceived as untrustworthy because they 

were the communicators of layoffs and restructuring initiatives.  Additionally, because of 

increased span of control and pressure to focus on economic efficiency, managers were 

perceived as inaccessible to staff nurses.  Nurse outcomes such as job satisfaction or 

intent to stay were not measured in this study. 

In a recent study, Fielden, Davidson, and Sutherland (2009) studied coaching and 

mentoring practices to assess the relative benefits over time of each method as a CDR.  In 

this longitudinal study, nurses received either coaching or mentoring by a manager within 

their organization.  Both groups reported increased skills and knowledge, as well as 

perceived increased career support, personal career efficacy, and organizational support.  

Overall, staff nurses who received mentoring reported higher perceived visibility and 

credibility within the organization, and slightly higher promotion opportunities.  

Consistent with the literature regarding mentoring, the interpersonal nature of the 

relationship was more intense and interpersonally focused than the coaching relationship.  

However, it is important to provide the following observations about this study.  First, the 

focus of this study was development of clinical leaders, in which case mentoring would 

be expected to provide greater advantage, because it focuses on long term career 

advancement, and the provision of both visibility and credibility are specific mentoring 

behaviors that are not found within coaching.  This supports the premise in the literature 

that a mentor provides for challenging assignments and uses personal influence to 
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increase visibility and credibility for the protégé (Higgins & Thomas, 2001; Kram, 1988; 

Yoder, 1995).  Additionally, the researchers stated that because mentoring was more 

focused on current performance, it may be more appropriate at the early stages of an 

individual’s career.  This conjecture is not supported by evidence.  The literature 

concerning mentoring actually suggests that mentoring may not be the most appropriate 

relationship early in a career when basic skills and knowledge are not established.  

However, because mentoring is seen as the ultimate CDR, individuals may pass up other 

types of CDRs that may be more appropriate to initial competency development      

(Kram, 1988).  Moreover, the nursing and business literature support coaching as 

effective throughout an individual’s career, especially at times of transition to new job 

roles and responsibilities (Burdett, 1998; McNally& Cunningham, 2010,                

Peterson & Hicks, 1986; Longenecker, 2010).  Finally, because mentoring and coaching 

were evaluated for their effectiveness for what was basically a career advancement 

situation, it would be expected that nurses who received mentoring would receive more 

long term career benefit.  The researchers offered the explanation that mentoring may 

include more aspects of coaching behaviors, and conversely coaching may include fewer 

aspects of mentoring behaviors, which is accurate. However, their conclusion that 

mentoring is more flexible in meeting the individual needs of all nurses is an example of 

how lack of understanding of each as a separate and distinct CDR continues to permeate 

the literature. 
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Coaching as Part of a Performance Management Program 

 The human resource literature views managerial coaching as part of an overall 

performance management program.  Therefore, the goal of managerial coaching is 

primarily to support the delivery and use of feedback, which in turn assists with the 

identification and attainment of goals.  It is used in conjunction with formal appraisals of 

subordinates to identify areas for improvement as well as opportunities for further 

advancement (Gregory & Levy, 2008; London, Mone, & Scott, 2004;                     

Ellinger & Bostrom, 1999).  Within this structure, managerial coaching is able to provide 

employees with the means and opportunities to become more proactive in identifying 

opportunities for growth and development (Gregory & Levy, 2008; Latham et al., 2005; 

London et al., 2004).   

 In a qualitative study of managerial coaching behaviors in learning organizations, 

Ellinger & Bostrom (1999) developed a conceptual model of coaching, which assisted in 

the development of an instrument to measure managerial coaching behaviors. The 

Cronbach’s alpha for the instrument was .87.  The instrument was used to measure the 

extent of managerial coaching behaviors perceived by managers and employees and the 

relationship between coaching behaviors, job satisfaction, and job performance in the 

warehouse distribution industry (Ellinger, Ellinger, & Keller, 2003).  This study sample 

was interesting to the researchers because turnover in this particular industry ranged 

between 80% - 100% (Ellinger et al., 2003).  Managers perceived that they were serving 

in a developmental role by engaging in coaching behaviors to a high degree, whereas 

their employees perceived that frequency of coaching behaviors was moderate.  
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Employees reported setting expectations, providing feedback and providing resources as 

the most frequent coaching behaviors demonstrated by managers but only to a moderate 

degree.  In contrast, managers perceived the most frequent behaviors provided for 

development were feedback and challenging employees to broaden their perspectives.  

Employee perception of managerial coaching was a positive and significant predictor of 

job satisfaction, explaining 61% of the variance (t = 15.08, p = .00).  Employee 

perception of managerial coaching also was found to explain 33% of the variance in job 

performance (t = 2.20, p = .03). 

 Coaching effectiveness also was demonstrated to be contingent upon the 

manager’s ability to provide feedback (Kinicki et al., 2004).  In a longitudinal study of 

employees’ responses to performance feedback, the researchers reported that the ability 

of employees to accept and act on feedback was related to the presences of a feedback 

rich environment, the credibility of the manager as a source of feedback, and an accurate 

performance appraisal process.  A feedback rich environment was described as one that 

was specific, frequent, and intended to help support improvement in performance.  

Supervisory trust and the perception that the supervisor was knowledgeable and able to 

provide direct observation were all factors that contributed to the manager’s credibility as 

a source for feedback.  Finally, if the process or tools used to measure performance were 

perceived to be accurate, the employee was more likely to perceive the feedback as 

accurate and use it to identify goals for improved performance. 

 One additional coaching study in business evaluated the influence of coaching at 

varying levels in an organization, between employees and managers, and again between 
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managers and directors concerning production of work (Agarwal et al., 2009).  Coaching 

was conceptualized as emanating from coaching intensity at the executive level to middle 

managers, who in turn provided coaching intensity to staff, resulting in increased job 

satisfaction and sales performance.  Coaching intensity was operationalized as the degree 

to which the supervisor provided effective developmental feedback to the subordinate.  

All managers participating in the study had received formal managerial coaching training.  

This study is interesting because recommendations from the researchers parallel those in 

nursing; nurse executives should assume more responsibility for coaching subordinates in 

an effort to disseminate a coaching culture (McNally & Cunningham, 2010).  Coaching 

intensity by the first line manager was positively and significantly related to job 

performance but the magnitude of the relationship was small (r = .25).  Managerial 

coaching intensity did not have any significant influence on overall job satisfaction.  The 

intensity of coaching from executives to managers was found to be significantly lower 

than the intensity of coaching between first line managers and employees and did not 

result in increased job satisfaction or increased sales performance on the part of 

managers.  The results suggest that coaching may have a separate focus at greater 

hierarchical levels within the organization.  Additionally, the researchers believed the 

results were related to fewer opportunities for coaching between executives and 

managers.   

 Managerial Coaching as a Relational Leadership Practice 

 

 Until very recently, studies of leadership in the nurse work environment focused 

on leadership structure, organizational determinants, and leadership styles rather than 



 46 

specific leadership practices that contribute to work satisfaction and retention of nurses 

(Kramer et al., 2007b).  While these constructs do not provide direct evidence of 

coaching effectiveness, they emphasize participative, facilitative leadership behaviors 

emanating from the same conceptual models that influenced managerial coaching 

practice.  Furthermore, they describe the necessary organizational conditions, such as 

participative decision making, organizational empowerment, competency development of 

staff and concern for quality that are foundational for effective coaching.  The ability of 

an organization to support and promote coaching is a necessary precursor for success 

(Agarwal et al., 2009; Gregory, 2010).  

A recent study of coaching in nursing examined the relationship between 

transformational and transactional leadership style, coaching, work performance, job 

satisfaction, work relationships and work commitment (Tapke 2011).  Coaching was 

positively and moderately correlated with transformational leadership (r = .84, p ≤ .01).  

Coaching also was positively and moderately correlated with the transactional leadership 

behavior of contingency reward (r = .592, p ≤ .01). There was a significant difference in 

coaching behaviors between leaders that were categorized as highly transformational and 

those that were categorized as highly transactional (t (22) = 2.93, p = .044).  Coaching 

behaviors of highly transactional leaders were positively and highly correlated with work 

performance (r = .20, p ≤ .01) and job satisfaction (r = .71, p ≤ .01), and positively and 

moderately correlated with work relationships (r = .67, p ≤ .01) and organizational 

commitment (r = .67, p ≤ .01).  This was the first study to provide empirical evidence 

linking coaching to transformational leadership.  A limitation of this study is that it 
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focused on chief nursing officers as leaders and their direct reports who were first line or 

middle managers.  Educational level of all participants in the nurse leader category          

(n = 53) was at the graduate level was at the MSN/MBA/MHA or doctoral level.  

Additionally educational preparation of the follower group (n = 302) also was high.  The 

most common job title in the follower group was director.  Fifty percent of followers had 

a MSN/MBA/MHA and 21 had a PhD.  Of the remaining number, 90 had a BSN.  Only 

11 nurses in the follower group had an Associate Degree or Diploma degree as their 

highest nursing degree.  Because previous evidence supports the use of career 

development relationships among nurses who had advanced educational preparation                  

(Anthony et al., 2005), one would expect strong relationships between coaching, 

leadership style and the outcomes evaluated.  In spite of this limitation, this was the first 

study to clearly demonstrate the effectiveness of coaching as a relational leadership 

practice.  Consequently, examination of coaching behaviors in the context of what 

promotes satisfaction and retention within the nurse work environment will add to the 

body of evidence regarding coaching effectiveness. 

The Nurse Work Environment 

 The nurse work environment has been described as a set of interconnecting 

physical surroundings, relationships, structures, and conditions that influence and 

determine growth and action for nurses (Kramer, Schmalenberg, & Maguire, 2010).  

Studies of the nurse work environment initially emerged from the need to manage 

voluntary turnover of employees, which had reached as high as 50% in some facilities 
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during the 1970’s (Aiken, 2002; Price, 2004).  Early models for studying work 

satisfaction and turnover of employees were developed outside the discipline of nursing 

and represented economic, social, and psychological perspectives related to determinants 

of work and work satisfaction (Price, 2004; Stamps, 1997).  Although hospital 

environments and specifically the work environment of nurses were the target settings for 

studies using these models, findings did not provide specific measurement of all the 

unique job determinants most relevant to satisfaction of nurses, which is the distinct 

advantage of an occupation specific model (Price & Mueller, 1981).  The beginning 

development of such a model occurred in 1981, with the landmark study of magnet 

hospitals. 

THE LANDMARK MAGNET STUDY 

 In 1981, the Governing Council of the American Academy of Nurses appointed a 

special task force to study the issue of recruitment and retention of nurses in hospitals 

during a cycle of nurse shortage.  They hoped to take a fresh perspective toward the 

problem by identifying new strategies that might be more successful in addressing a 

chronic issue.  The specific charge of the Task Force on Nursing Practice was to 

“examine characteristics of systems impeding and/or facilitating professional nursing 

practice in hospitals” (McClure et al., 2002, pp. 1).  A previously published study of 

nursing turnover in Texas hospitals (Wandelt, Pierce, & Widdowson, 1981) provided a 

key insight for the task force.  In spite of very real struggles with nurse recruitment and 

retention efforts, some organizations experienced no trouble in either recruiting or 
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retaining qualified nursing staff.  The task force recommended authorization of a study to 

evaluate a national sample of what would be known as magnet hospitals, to identify those 

attributes that were essential to their success.  From this study, replicable strategies could 

be identified and disseminated to assist others experiencing trouble with attracting and/or 

retaining nurses.  This study was unique because the researchers attempted to learn from 

what seemed to be working (positive deviance) and develop a profession specific set of 

work attributes that promoted satisfaction and retention of nurses. 

 The qualitative, descriptive study reported that magnet hospital characteristics 

were centered in three primary areas; nursing administration, professional practice, and 

professional development.  These characteristics were consistently reported by all 

hospitals, regardless of geographic location, type of hospital or size of the facility and 

became known over time as the forces of magnetism (McClure et al., 2002;              

Triolo, Scherer, & Floyd, 2006).   

After dissemination of the original magnet study by the Academy of Nursing, 

quantitative measurement of the work environment was accomplished by Kramer and 

Schmalenberg through development of the Nursing Work Index [NWI]                  

(Kramer & Hafner, 1989; Kramer & Schmalenberg, 2005).   Between 1984 and 2000, this 

instrument was used by a variety of researchers to evaluate a subset of the original set of 

magnet facilities and other hospitals regarding key determinants of job satisfaction and 

retention for nurses (Aiken, 2002; Kramer & Schmalenberg, 2002;                          

McClure & Hinshaw, 2002).  Magnet hospitals continued to demonstrate higher scores 

related to the 14 forces of magnetism and greater levels of work satisfaction, intent to 
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stay, and organizational commitment than non magnet hospitals (Aiken, 2002, 

Schmalenberg & Kramer, 2008).   

At the same time, related to significant healthcare restructuring in the early 

1990’s, researchers were developing and using other measurements of the nurse work 

environment, which represented a blend from both magnet research and organizational 

management research.  Both magnet and non-magnet related studies of the nurse work 

environment helped to refine and distinguish issues important to nurse satisfaction and 

retention and provide more accurate measurement of issues important to professional 

practice.  One important set of studies by Kramer and colleagues                                        

Kramer & Schmalenberg, 2002), which identified the essentials of magnetism, are of 

particular importance to the evaluation of managerial coaching practices and work 

environment variables. 

ESSENTIALS OF MAGNETISM 

In 2001, based on findings from their ongoing research, Kramer and 

Schmalenberg (2005) developed a new conceptualization of the nurse work environment, 

which they described as the essentials of magnetism [EOM].  Using Donnabedian’s 

structure-process-outcome paradigm and Maslow’s hierarchy of needs as the conceptual 

underpinnings for the model, they redefined a magnet hospital as: “one that attracts and 

retains nurses who are job satisfied because they can give high quality patient care” 

(Kramer & Schmalenberg, 2005, pp. 277).  Over time, they believed the NWI no longer 

provided an accurate measurement of key attributes of magnet work environments.  
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Additionally, the NWI had been developed from the perspective of experts in nursing 

administration theory and practice, rather than the viewpoint of staff nurses, who were 

the providers of care within the work environment.  They re-evaluated the original study 

findings as well as the NWI measurement tool from the perspective of staff nurses to 

determine exactly which processes were perceived as those allowing nurses to provide 

high quality patient care.  The eight essentials of magnetism reported from that study 

were: (1) working with other nurses who are clinically competent, (2) good nurse-

physician relationships and communication; (3) autonomy, (4) a supportive nurse 

manager, (5) control over nursing practice, (6) support for education, (7) perceived 

adequacy of nurse staffing, and (8) a culture where concern for the patient is paramount.  

Further study using grounded theory as the inquiry method provided identification and 

validation of measurements for each of the processes (Kramer & Schmalenberg, 2004; 

Kramer & Schmalenberg, 2005). 

The eight essentials of magnetism are interrelated.  While they exist as processes 

in their own right, they also serve as structures that support each other                     

(Kramer & Schmalenberg, 2004).  An example of this is autonomy.  Autonomy is the 

freedom to act in the best interest of the patient, but requires support for education and 

ongoing competency development as well as nurse manager support to achieve.  

Furthermore, the essentials of magnetism were generated from ongoing research and 

represent the most accurate and parsimonious measurement of the unique aspects of the 

nurse work environment from the perspective of staff nurses (Schmalenberg et al., 2005).  

Therefore, they are the most appropriate measurement to examine the relationship 
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between managerial coaching, staff nurse perceptions of the nurse work environment, and 

self-report of professional work satisfaction, overall job satisfaction, and intent to stay.  

The relationship between what is known about coaching effectiveness and its relationship 

to each essential of magnetism will be discussed. 

Clinical Competence and Working with Clinically Competent Peers 

The ability to work as part of a team of highly skilled practitioners has been 

consistently cited in studies of magnet hospitals as a key satisfier for nurses                 

(McClure et al., 1983; Kramer, 1981; Kramer & Schmalenberg, 2005a;                       

Schmalenberg et al., 2008).  Competency in the nurse work environment is defined as the 

ability of staff nurses to translate knowledge, skill and judgment into high quality patient 

care.  During research to develop the essentials of magnetism, staff nurses identified 

clinically competent peers as the most important characteristic of a healthy work 

environment (Schmalenberg et al., 2008).  Competency development is dependent upon 

support for education and nurse manager support.  Because the primary purpose of 

coaching is to assist the employee to close the gap between desired and actual 

performance and to continually improve performance in the job, it is believed that 

perceptions of positive managerial coaching behaviors also would be linked to increased 

perceptions of competency in the work environment.  Both coaching and mentoring 

continue to be identified in studies of the nurse work environment (Fielden et al., 2009; 

Kramer et al., 2007), but as previously stated, evidence for the relationship between 

coaching and staff nurse competency development is limited.  The general nursing 
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literature continues to support mentoring as the preferred CDR in the nurse work 

environment (Fielden et al., 2009). 

Nurse and Physician Relationships 

Effective nurse/physician relationships are essential because they result in optimal 

outcomes for patients (Kramer & Schmalenberg, 2003; Schmalenberg et al., 2005a, 

2005b).  These relationships exist on a continuum from positive (collegial) to negative 

(hostile, adversarial and abusive) and are measured by the percentage and consistency of 

physicians who demonstrate the relationship (true for most physicians most of the time to 

not true for any physician).  Nurse manager support has been described as the sine qua 

non support structure for this process (Schmalenberg et al, 2005a, 2005b).  In their study 

of nurse physician relationships, Schmalenberg and colleagues (2005a, 2005b) reported 

that nurse manager support was found to positively contribute to effective nurse and 

physician relationships in a number of ways.  The first was by making expectations for 

nurse and physician communication clear, holding staff accountable for establishing 

collaborative and collegial processes, and also acting as a role model for expected 

behavior.  The second was the ability of the manager to provide what are essentially 

coaching behaviors such as listening without judging, suggesting alternative approaches, 

and providing feedback.  Additionally, nurse managers ensured the development of 

competence and recognized achievement such as completion of additional formal 

education or national specialty certification.  Finally, nurse managers promoted 

autonomous nursing practice by ensuring that critical pathways or protocols were 

collaboratively developed and available to nurses for decision making.  These actions 
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helped to diminish the power differential and change the socialization processes that were 

found to influence interdisciplinary relationships reported in the nursing and medical 

literature (IOM, 2004; Cook et al., 2001; Hendel et al., 2007; Makary et al., 2006). 

The type of nursing unit also was found to influence perceived quality of nurse 

and physician interactions with job satisfaction (Boyle et al., 2006).  Staff nurses in 

operating rooms, emergency departments, and critical care units reported the lowest 

overall job satisfaction.  This was attributed to medical pervasiveness, or the frequency 

and continuous presence of physicians within the unit.  Additionally, these three types of 

units also reported the lowest overall satisfaction with nurse manager support.  This is 

consistent with findings that nurse manager support behaviors facilitate effective nurse 

and physician relationships (Schmalenberg et al., 2005a, 2005b). 

Autonomy 

Regardless of the conceptual framework used to study the nurse work 

environment, the ability to practice autonomously has been shown to be a factor 

consistently and positively related to job satisfaction and perception of quality of care 

(Aiken & Smith, 1994; Kennerly, 2000; Kramer &Schmalenberg, 2002;                  

Kramer et al., 2007a).  Two separate meta-analyses of factors contributing to the work 

satisfaction on nurses identified that autonomy was positively related and had a moderate 

effect of nurses’ job satisfaction (Blegen, 1993; Zangaro & Soeken, 2007).  Of 

importance is the fact that these studies were conducted before and after significant 

periods of hospital restructuring, which contributed to changes in nurse manager span of 

control and responsibilities.  Zangaro and Soeken (2007) reported that correlations 
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between job satisfaction and autonomy for studies published between 1991 and 1999 

were lower than studies published between 2000 and 2003.  These findings were 

attributed to two factors.  The first was an increasing emphasis on nursing autonomy 

related to hospitals seeking magnet status in the later studies.  Magnet hospitals and 

hospitals aspiring to magnet status have consistently demonstrated higher levels of nurse 

autonomy than non-magnet hospitals (Aiken, Smith, & Lake, 1994;                          

Kramer & Schmalenberg, 2002; McClure et al., 1983).  Additionally, the increase in 

autonomy was attributed to a generational influence of increasing numbers of Generation 

X and Generation Next nurses, who have a greater desire for work environments that 

support collegial relationships and allow for greater autonomy in clinical decision 

making. 

Evaluating the relationships between leader support behaviors, autonomy, and 

nurse satisfaction was problematic because the nursing literature did not always provide 

sufficient differentiation between the concepts of autonomy and control over nursing 

practice (Kramer & Schmalenberg, 2002).  Professional autonomy is traditionally 

considered the ability to make practice decisions without evaluation from sources outside 

the profession (Kramer &Schmalenberg, 2002).  The concept of autonomous practice 

continues to be confusing to nurses at the bedside because so much of what nurses do for 

patients is accomplished within the medical plan for care and many decisions require 

sanction by the physician before action can be taken.  Kramer and colleagues (2007a) 

provided further clarification of the evolving nature of autonomy.  Professional autonomy 

was found to have both independent and interdependent spheres of practice, and staff 
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nurses in their study defined autonomy as “the freedom to act based on what you know in 

the best interests of the patient, to make independent clinical decisions in the nursing 

sphere of practice and interdependent decisions in those spheres where nursing overlaps 

with other disciplines” (Kramer et al., 2007a, p. 41).  Professional autonomy was 

enhanced by nurse manager support, effective RN/MD relationships, support for 

education, and a culture where concern for the patient is paramount                        

(Kramer et al., 2007a).  Nurses in the study emphasized the role of the nurse manager in 

expecting and supporting autonomous practice. 

This empirical evidence suggests a positive relationship between managerial 

coaching and staff nurse perceptions of autonomy because coaching is intended to 

promote personal efficacy and a sense of positive accountability. The ability to practice 

autonomously was demonstrated to be directly related to supervisory support.  This 

included setting expectations for ongoing competency development, use of current best 

practice evidence as the basis for decisions, and providing both feedback and support for 

decisions, even when the decision was not totally correct (Kramer et al., 2007a).  These 

behaviors on the part of the nurse manager also describe both facilitating and 

empowering coaching behaviors (Batson & Yoder, 2012).  The expected outcome of such 

leader behaviors is a sense of positive accountability on the part of the staff nurse, 

defined as the ability to know and make decisions that benefit the patient with 

supervisory support to make such decisions (Kramer et al., 2007a).  Nurse leaders also 

were expected to actively support the renegotiation of scope of practice when it benefits 

patient care outcomes.  One example of this is the concept of failure to rescue and the 
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emergence of rapid response teams to address this clinical issue.  The reality that the 

nurse must often act in the patient’s best interest without first securing a physician order 

to do so is being more openly addressed by both nursing and medical leaders.  First line 

managers role model a collaborative approach to developing and refining protocols for 

such situations.  This results in increased staff nurse perceptions that they are supported 

to act in the patient’s best interest (Kramer et al., 2007a). 

Nurse Manager Support 

Quality leadership at all levels of the organization is a necessary precursor for a 

healthy and productive nurse work environment (McClure & Hinshaw, 2002).  The 

leadership style identified in the original magnet study was identified as participative, 

creative, and presented a clear philosophy for nursing practice.  Leaders at every level of 

the organization from the nurse executive to the first line supervisor were empowered and 

in turn provided for empowerment of nurses through organizational structures and 

leadership support.  Participative leadership styles and organizational empowerment of 

nurses were reported to be differentiating factors that supported nurse satisfaction and 

retention (Cummings et al., 2009; Force, 2005; Laschinger et al., 1999). 

Studies of leadership practices within the nurse work environment identified the 

role of the first line nurse manager as pivotal for nurse satisfaction and retention 

(Anthony et al., 2005; Coomber & Barriball, 2007; Force, 2005, Germain & Cummings, 

2010; Kramer et al., 2007b; Laschinger et al., 1999; Taunton et al., 1997).  Nurse 

managers are able to influence satisfaction and retention because they have firsthand 

knowledge of the challenges and issues that are important to staff nurses.     
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Supervisory support in the form of communication, recognition of work and feedback 

was reported to have a positive relationship to job satisfaction (r = .447) in a meta-

analysis of variables related to nurses’ job satisfaction (Blegen, 1993).  Furthermore, 

supervisory support was found to be a significant predictor of several outcomes in a study 

of nurses in three units with differing types of unit governance (n = 81) in a hospital in 

the central south United States (Hall, 2007).  Supervisory support was reported to explain 

17 % of the variance in collective efficacy (p < .05), which was defined as the ability of 

the unit members to achieve departmental goals.  In addition, supervisory support 

explained 17% of the variance in job satisfaction (p < .0001), and 13% of the variance in 

nurse turnover (p < .05).   

Using an integrated theoretical framework of work satisfaction and turnover based 

on the work by Price (2004) and Gurney et al. (1997), Kovner and colleagues (2006) 

examined a variety of factors associated with job satisfaction.  Supervisory support was 

significantly and positively related to work satisfaction (r = .541).  Supervisory support 

was defined as the degree to which supervisors supported and encouraged employees.  Of 

interest in this study was a separate variable, mentor support, which was measured as 

access to an appropriate professional for sponsorship, protection and professional 

influence.  Mentor support was not found to influence job satisfaction in this study. 

Conversely, studies that identified a lack of supervisory support demonstrated 

negative consequences for organizations.  In these studies, the perceived lack of support 

by nurse managers was cited as a major reason and often the main factor for both 

dissatisfaction and turnover of nurses.  For example, in a study evaluating leadership 
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influence on turnover of nurses by Taunton and colleagues (1997), 100% of the nurses 

who left the organization and responded to the survey (n = 124), cited the first line 

manager as a factor related to their decision to leave the organization.  More recently, in a 

study of factors related to work satisfaction of Swedish nurses (n = 833), the lack of 

supervisory support was cited as a major factor contributing to work dissatisfaction 

(Gardulf et al., 2008).  Nurses cited lack of recognition of personal competence by 

managers, as well as lack of clear goals for work performance and the opportunity to 

engage in feedback and goal setting with managers as a major source of dissatisfaction 

with their work environment.  One third of the nurses in the study reported that they did 

not have a yearly performance appraisal with their immediate supervisor or did not have a 

personal plan for their own professional development. Only half of the nurses in the study 

perceived that they received feedback and support from their supervisor or manager on an 

ongoing basis. 

More recently, as part of the endeavor to provide the most appropriate 

quantitative measurement of nurse work environment attributes, Kramer and colleagues 

(2007b) reevaluated the concept of nurse manager support from the perspective of the 

staff nurse at the bedside.  Over the past 20 years, the role of the nurse manager has 

increased in complexity, and has shifted from a focus on primarily managerial functions 

to an expanded focus on leadership behaviors.  Nurses identified the need for both types 

of behaviors as necessary for work satisfaction and retention.  Coaching and career 

development activities were identified as desired leadership behaviors.  Coaching 

behaviors identified as desirable included providing clear expectations for performance, 
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role modeling expected behaviors, holding staff accountable for outcomes of care 

decisions in a positive, constructive manner, and increasing staff nurse input into unit 

decisions.  Career development behaviors identified in the study included coaching staff 

to develop career plans for personal and professional growth, encouragement to seek 

advanced competence through specialty certification or formal education and providing 

access and support for educational programs.  These findings support the premise that 

staff nurses desire and appreciate opportunities to increase their personal and professional 

competence, and view the nurse manager as a critical resource for such activities.  

Therefore, coaching may be the best CDR for first line managers to use to promote staff 

nurse career development. 

Control of Nursing Practice 

Control of nursing practice within the nurse work environment is understood to be 

the ability of the staff nurse to provide input, exchange information, and participate in 

decision making on issues of importance to the nursing profession, the practice of 

nursing, and the quality of care (Kramer, Maguire & Schmalenberg, 2006;                        

Kramer et al., 2009; Kramer & Schmalenberg, 2003; McClure et al., 2002).  It is 

primarily expressed in nursing organizations as some form of shared governance.  Shared 

governance [SG] is designed to facilitate participative decision making through the key 

constructs of partnership, ownership, equity, and accountability (Porter-O’Grady, 2003).  

Having a shared governance structure does not automatically ensure that participative 

decision making will occur, rather it requires personal and organizational change on the 

part of both leadership and staff nurses.  Leaders at all levels must ensure access to 
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power, opportunity, and resources as well as promote decision making efficacy on the 

part of staff nurses to facilitate shared governance (Porter-O’Grady, 2003).  When nurse 

managers did not provide support for SG at the unit level, SG was viewed with cynicism 

by nurses, as having style without structure.  In such instances, SG was not sustainable 

(Havens, 1994; Laschinger & Wong, 1999).  It is recognized from evaluations of SG as a 

practice that it is challenging to implement and requires optimism, persistence, and an 

ongoing commitment to ensure that is it a useful forum for nurses (Porter-O’Grady, 2003; 

Hess, 1995; Kramer et al., 2009). 

The access to resources, opportunity and information are the foundations of power 

for all individuals according to Kanter’s theory of organizational empowerment (1993), 

which has been used as part of the measurement for the presence or absence of control 

over nursing practice.  For nurses to be able to participate in SG, they must have the 

necessary power and authority, as well as access to resources and opportunities to do so.  

In addition to appropriate power, nurses must demonstrate ability to use power 

effectively.  Although the relationship between coaching and control of nursing practice 

has not been empirically established, coaching has been identified in articles discussing 

implementation of SG as a first line management process for assisting staff in the cultural 

change process (Batson, 2004; Porter-O’Grady, 2001). 

It is intuitive that managers can assist nurses to increase control of nursing 

practice through coaching, especially in organizations that are seeking to achieve magnet 

status.  It has been acknowledged in the nursing literature that the journey to magnet 

designation is accomplished over several years because the shift to more participative 
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styles of leadership and the use of research are the two most frequent challenges for 

organizations seeking such designation (Caldwell et al., 2009).  This would include 

developmental activities such as learning to work within committee structures, or how to 

evaluate and use evidence based practice (EBP) in reviewing and revising policies.  

Managers, especially at the unit level, are important to provide the context and 

framework to support transition and change.  One example of this is the study by 

Caldwell and colleagues (2009), who reported that nurse managers who demonstrated 

support for evidence based practice and the ability to prepare their staff for the need to 

adopt evidence based practice were more successful in helping their staff move toward 

adoption of evidence based practice at the unit level.  This finding parallels evidence by 

Latham & Saari (1998) that supervisory support and participation in goal setting results 

in employees who are able to set more difficult goals and have better understanding of 

how to reach those goals. 

Support for Education 

Support for education in the nurse work environment is demonstrated by 

availability of resources that encourage both informal and formal educational pursuits by 

employees.  Formal education, such as seeking completion of a baccalaureate degree or 

pursuing graduate education is facilitated by flexible scheduling, tuition reimbursement 

or scholarships, and other creative incentives such as on site courses affiliated with 

universities.  This allows for a better educated and competent workforce, which in return 

provides an environment that supports quality patient care                                            

(Kramer & Schmalenberg, 2005a). 
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Continuing education activities within the organization are focused on three areas; 

(1) orientation of new staff, (2) maintenance education to ensure training for new 

technology or periodic review of knowledge required for specific positions and 

departments within the organization, and (3) enrichment education activities that allow 

opportunities for a variety of broader educational opportunities such as regional or 

national conference attendance, or attainment of specialty certifications.  Orientation of 

new employees includes specific mechanisms to address on-boarding and socialization 

needs of nurses differentiated by experience level.  These include residency or 

specialized orientation programs for new graduates.  During orientation, the most 

frequently experienced career development relationship is precepting, but this also is the 

time for the first line manager to establish a coaching relationship.  Once initial 

orientation is complete, the first line manager and the employee should be able to 

determine goals for the immediate period and the manager can continue to cultivate the 

relationship.  Coaching should be provided throughout the time the staff nurse remains on 

the unit and should be provided at a frequency that meets the needs of the employee.  It is 

recognized that individuals have different levels of ability and motivation, and that. 

Once acceptable performance is established, longer term (stretch) goals can be identified 

that provide a sense of enrichment and overall professional and personal growth 

(Longenecker, 2010).  These can include such issues as seeking specialty certification, 

advanced formal education, or further training on new, emerging technology         

(Kramer et al., 2007a) 
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Perceived Adequacy of Nurse Staffing 

The perception of adequate resources, including sufficient numbers of nurse to 

care for patients is an important determinant of satisfaction and turnover for nurses 

(Aiken et al., 2002, Kramer &Schmalenberg, 2005b).  How staff nurses express 

perceived adequacy of staffing has, over time, come to include the skill mix and the 

competency of peers as well as the actual number of nurses present to care for patients 

(Kramer & Schmalenberg, 2005b).  Providing appropriate staffing is perceived to be a 

tangible expression of nurse manager support (Kramer et al., 2007b), and within the 

context of coaching, represents the efforts of the manager to remove obstacles by 

ensuring the staff nurse is equipped with the appropriate resources to provide quality 

care.  Additionally, individualized coaching that focuses on staff nurse development of 

autonomy and self-efficacy also contributes to the overall perception of adequacy of 

staffing, because clinically competent peers are a critical component of staffing from the 

perspective of the staff nurse (Kramer & Schmalenberg, 2005b). 

A Culture Where Concern for the Patient is Paramount 

The desired outcomes of a healthy and productive nurse work environment are 

nurse job satisfaction, retention of competent nurses, and quality patient care (Kramer & 

Schmalenberg, 2005a; Kramer et al., 2009a).  For these outcomes to be sustainable, there 

must be a pervasive, patient centered culture supported at all levels of the organization 

(Kramer et al., 2009b).  The original magnet study in 1983 identified that the pervasive 

culture at all levels of magnet organizations was focused on quality patient outcomes 

(McClure et al., 1983).  To achieve a culture where concern for the patient is the most 
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important defining attribute requires effective leadership at each level.  When 

establishing a coaching relationship, the manager ensures the employee has a clear 

understanding of the vision, values, goals, and expectations for patient care that are part 

of the unit and the larger organization.  Coaching is intended to integrate the individual 

skills, abilities, and knowledge with purposeful performance toward the goals of the unit 

and the organization (Batson & Yoder, 2012; Ellinger & Bostrom, 1999;                  

Evered & Selman, 1989).   

It is important to note that leadership practices, such as coaching, occur within the 

context of organizational culture.  If coaching is not viewed as an important process at 

higher levels of the organization, then less priority will be given to such activities.  

Access to information, communication, and resources, which are the foundations of 

empowerment, will not be present for nurse managers, who in turn will not be able to 

empower their staff through coaching behaviors.  For example, leaders in magnet and 

magnet aspiring facilities were found to place more emphasis on career development 

activities for staff.  In a study of leadership qualities in magnet and non-magnet nurse 

leaders, Upenieks (2003) found that both nurse executives and nurse managers in magnet 

facilities placed the ability to be visible, accessible, and supportive to the staff at the top 

of their list of important leadership qualities while non-magnet nurse leaders focused 

more on character traits of leadership such as flexibility, self-confidence, fairness, and 

business acumen.  The organizational climate in magnet facilities was believed to 

contribute to the ability of magnet leaders to focus on professional development of 

nurses, whereas the organizational culture of non-magnet facilities was believed to be 
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more focused on balancing cost efficiency with quality.  Although all facilities have this 

imperative, it was believed that the approach to quality and cost were very different in the 

magnet versus the non-magnet facilities (Upenieks, 2003).   

In a related study of the pivotal role of nurse managers in staff nurse retention, 39 

nurse managers participated in a qualitative study to provide insight into how they 

viewed their jobs relative to the issue of staff nurse retention (Anthony et al., 2005). 

Providing resources was identified as the key technical role of nurse mangers.  

Professional roles included staffing, ensuring staff competency, role modeling, coaching, 

and mentoring.  A key finding of this study was that role expectations identified by the 

participating nurse managers were different based on the educational level of the nurse 

manager.  Nurse managers with less than a BSN did not identify coaching or other career 

development relationships as part of their role and identified proper staffing as the key 

professional role.  Nurse managers with a BSN identified proper staffing, ensuring 

competency, role modeling and providing support as key professional roles.  Nurse 

managers prepared at the graduate level identified these roles as well, but also identified 

coaching and mentoring as key retention activities (Anthony et al., 2005). 

DEMOGRAPHIC CHARACTERISTICS 

The following demographic characteristics were reported as influencing coaching 

practices in the nursing and business literature, and therefore merit discussion in this 

literature review. 
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Educational Level 

The educational level of nurses has been demonstrated to be related to nurse and 

patient outcomes.  In a study of surgical patient mortality and its relationship to the 

educational level of hospital nurses, Aiken and colleagues (2008) reported that surgical 

patients cared for in hospitals with a higher proportion of  registered nurses with a 

bachelor’s degree or higher experienced a substantial survival advantage over those who 

did not.  This finding was independent of staffing levels and the opportunity for survival 

increased when added to the effect of staffing levels. 

Hospital staff nurses prepared at the BSN level represented 43% of all nurses in 

2000. Currently, nurses who returned to complete a BSN after another initial degree in 

nursing represent 22% of this number. However, enrollment in baccalaureate nursing 

programs decreased by almost 10% between 1995 and 2000.  One reason for the decline 

may be related to restructuring efforts in healthcare organizations during the 1990’s.  

During this time, hospitals reporting education support such as tuition reimbursement or 

other incentives for nurses returning to school declined from 60% in 1992 to 53% in 

2000.  During the same time, nurses returning to school to pursue further studies declined 

from 14% in 1984 to 9% in 2000 (Health Resources and Services Administration 

[HRSA], 2010). 

In 1980 nurses educated at the baccalaureate level represented 22.3 % of nurses 

and nurses educated at the baccalaureate level or beyond represented 27.5% of nurses.  In 

2008, this number increased to 38.8% educated at the baccalaureate level and 50% of 

nurses educated at BSN or above (HRSA, 2010).  Although the relationship between 
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managerial coaching and educational levels of nurses is not established in the literature, it 

is known that nurses who are educated at the BSN level or above are encouraged to seek 

out career development relationships as part of their overall socialization as nurses. 

Age 

Age has usually been identified as a factor in job satisfaction and turnover, but the 

strengths of the reported relationships have varied over the years, reflecting differing 

influences within the nature of work itself as well as generational life experiences.  In 

their study of nurse turnover, Price and Mueller (1981) identified a negative relationship 

between age and turnover.  They postulated that younger nurses may have higher rates of 

turnover than older nurses because they have entry level jobs, earn less money, 

participate little in decision making, have less expertise, fewer social connections within 

the workplace, and fewer kinship responsibilities that may influence intent to stay.  

Therefore, reported structural determinants of work such as pay, more basic routines, less 

integration in the workplace, and less kinship responsibilities were correlated with age. 

The current literature continues to demonstrate higher mobility and turnover 

among nurses who are younger, but attributes this finding to a generational difference.  

There are currently four generational cohorts in today’s work environment with differing 

values regarding the nurse work environment (Apostolidis & Polifroni, 2006;           

Batson & Yoder, 2009; Stuenkel et al., 2005).  These values and generational differences 

were found to influence work satisfaction and intent to stay, which are primary outcomes 

of the proposed study. The millennial generation has been reported in the nursing 

literature to be second only to the baby boom generation in size and represents the age 
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cohort that views a nursing career as a succession of different job opportunities                 

(Wieck, 2008).  They also view a supportive relationship from the first line manager as a 

right and expect frequent feedback and coaching.  This is contrasted with the baby boom 

generation who view their relationship with the first line manager on a more formal and 

hierarchal level and desire coaching that is more aligned with the earlier prescribe-control 

paradigm of coaching (Batson & Yoder, 2009; Stuenkel et al., 2005; Yu & Miller, 2005).  

Nurses from generation X want feedback and recognition about performance and they 

want to collaborate in goal setting (Weston, 2001; Wieck, Prydun, & Walsh, 2002).  The 

emerging evidence about the nurse work environment suggests age may be related to 

staff nurse perceptions of managerial coaching behaviors, professional job satisfaction, 

and intent to stay (Farag, Tullai-McGuiness, & Anthony, 2009; Wieck et al., 2002). 

Outcomes 

 Two outcomes have been selected for this study because of their relationship to 

leadership practices and the nurse work environment.  Job satisfaction and intent to stay 

are key desired outcomes of productive and healthy nurse work environments and are 

shown to be influenced by leadership behaviors, including coaching behaviors, in both 

the business and nursing literature.  To more fully understand the linkages between job 

satisfaction and intent to stay, it is first important to understand theories of work 

motivation.  Theories of work motivation provide the conceptual underpinnings for many 

theories and models of job satisfaction and turnover.  This discussion is not intended to 

be a comprehensive review of the evolution of work motivation theories, but will provide 
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a basic overview of theories that provided conceptual guidance for evaluation of 

management and leadership practices within the nurse work environment. 

THEORIES OF WORK MOTIVATION 

 Most theories or models measuring work satisfaction and turnover either directly 

reference or infer a relationship to a theory off work motivation as part of their 

conceptual foundation.  The issue of how individuals are motivated within the work 

setting is viewed as a fundamental building block of effective theories of both 

management and leadership practices (Steers, Mowday, & Shapiro, 2004).  One problem 

common to managers and leaders is that they mistakenly assume that motivation and 

satisfaction of employees is the same thing (Hersey, Blanchard, & Johnson, 2001;            

Locke, 1969; Stamps, 1997).  Motivation is concerned with behavior, while satisfaction is 

primarily concerned with feelings.  Stamps defines motivation as “needs, wants, impulses 

or drives that influence people to certain behaviors or actions” (Stamps, 1997, p. 10).  

Hersey et al. further explain that “motives are the ‘whys’ of behavior.  They arouse and 

maintain activity and determine the general direction of the behavior of an individual 

and are the mainsprings of action” (Hersey et al., 2001, p. 24).  Therefore, contemporary 

theories of work motivation are concerned with those factors or events both within and 

outside the work environment that energize, channel and sustain desired work behaviors 

within organizations (Hersey et al., 2001; Stamps, 1997; Steers et al., 2004).   
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Stamps (1997) posited that the most useful classification of motivation theories to 

facilitate understanding of the relationship between motivation and satisfaction is the 

categorization as either a content or process theory.    

 Content theories of motivation are concerned with what motivates behavior, 

regardless of whether the variables exist within the individual or are part of the attributes 

of the organization (Stamps, 1997, p. 11). The most commonly referenced content 

theories of motivation dealing with the nurse work environment include Maslow’s 

Hierarchy of Needs (Maslow, 1954, 1968) and Herzberg’s Dual-Factor Theory of Job 

Satisfaction and Motivation (Herzberg, Mausner, & Snyderman, 1959, 1967).   

Maslow hypothesized that people are motivated by a hierarchy of needs from 

basic needs of safety and security to higher level needs of self-actualization and           

self-transcendence (Maslow, 1968).   These needs were grouped into two categories, 

deficiency needs and growth needs.  Three needs were defined as deficiency needs and 

are grouped at the bottom of the pyramid.  These needs were identified as physiological, 

safety and security, and a sense of belongingness and love.  While Maslow’s theory is 

depicted as a rigid hierarchy, he notes that the order in which these needs are filled does 

not always follow a standard progression.  The second set of needs was identified as 

growth needs, which includes esteem,  the need to know understand and explore, 

aesthetic needs for symmetry, order and beauty, self-actualization needs of reaching 

one’s potential, and self-transcendence needs which reflect the ability of individuals to 

move beyond egocentricity to assist others in fulfilling their potential.  Once a lower level 

need is satisfied, it is no longer a motivator for action.  However, if at some time a future 
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deficiency is identified in a lower level need, the individual will act to remove the 

deficiency.  Therefore, job satisfaction is a function of the degree to which a person’s 

needs are met by the work situation.    

Maslow’s theory has been criticized for its ability to operationally measure higher 

level needs of self-actualization. Additionally, his study of self-actualized individuals was 

almost exclusively limited to highly educated white males, which makes his findings 

difficult to generalize to other groups of individuals (Neher, 1991).  In spite of these 

shortcomings, Maslow’s theory has been one of the most resonant and enduring models 

of motivation and is frequently used as a conceptual underpinning for many humanistic 

theories of leadership.  For example, Burns’ seminal work on transformational leadership 

(1978) identified the essence of leadership power as the extent to which the leader can 

satisfy or appear to satisfy the specific needs of his/her followers.  He states “these needs 

may be higher or lower, but they are a continuing, dynamic, and variegated linkage 

between group leaders and followers “(Burns, 1978, p. 294).  Bass and Aviolo’s Full 

Range Theory of Leadership (1985) also used Maslow’s theory to describe a continuum 

of leadership behaviors from the absence of leadership (laissez-faire) to transformational 

leadership.  Transformational leaders are believed to engage the higher level growth 

needs identified by Maslow toward achievement of organizational goals.   

 In contrast, Herzberg et al. (1967) separated needs into two categories, hygiene 

factors and motivation factors.  The first set of needs was called hygiene factors or 

maintenance factors, because they prevented job dissatisfaction, much in the same way 

that good hygiene prevented disease.  Additionally, these factors must be maintained on a 
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continual basis, because their effect on job attitudes and performance are temporal. When 

these factors are perceived as not being maintained at sufficient levels for the individual, 

they become dis-satisfiers.  These factors are not an intrinsic part of the job, but they are 

related to the conditions under which work is performed.  These environmental factors 

include policies and administration, technical supervision, interpersonal relations with 

supervisors and peers, status, work conditions, and job security and personal life 

(Herzberg et al, 1967).  Herzberg stipulated that these factors do not produce satisfaction, 

but rather produce dissatisfaction when they are either absent in the work environment or 

are provided in insufficient amounts.   

Herzberg identified these factors that produce satisfaction as motivator factors.  

Motivator factors include achievement, recognition, opportunity for advancement, the 

nature of the work itself, and the potential for growth and responsibility (Herzberg et al., 

1967).  These factors are believed to be internal to the individual or intrinsic to the job or 

the work itself.  Consequently, these factors are believed to positively influence 

employees in their work and result in increased satisfaction with work and increased 

commitment to the organization.  Herzberg’s categorization of needs views the primary 

source of satisfaction and motivation as arising from the work itself, whereas Maslow 

views satisfaction as arising from work and other aspects of one’s life (Stamps, 1997).  

Herzberg’s theory has been extensively criticized for the unusual way in which he views 

satisfaction and dis-satisfaction (Locke, 1975; Stamps, 1997).  In spite of this criticism, 

Herzberg’s theory has been used extensively in management research.  In the nursing 

literature, Herzberg’s theory has been used as the conceptual framework for several 
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studies.  Langan et al. (2009) used Herzberg’s theory in a mixed methods study of 

registered nurses who had left nursing but continued to maintain their RN licensure.  

Nurses in the study reported that dis-satisfaction with work conditions such as 12 hour 

shifts, and poor interpersonal relationships with both colleagues and nursing 

administration as primary reasons for leaving.  These are all hygiene-maintenance factors 

and support Herzberg’s theory.  Furthermore, in the qualitative responses from the 

nurses, they reported immense satisfaction from the opportunity to provide care for 

patients, but were overwhelmed and stressed when work conditions prevented them from 

being able to provide high quality care.   One finding that was not consistent with 

Herzberg’s theory was that not all nurses in the study appreciated the opportunities for 

growth and development.  Such opportunities were viewed as conflicting with work-life 

balance issues.  

 The second category of motivation theories are called process theories, which 

focus on the organizational means by which an employee’s motivation may be initiated 

or sustained.  The first of these is Vroom’s Expectancy Theory, which postulates that 

work motivation is increase if the individual perceives a positive relationship between 

effort, performance and rewards (Hersey et al., 2001; Stamps 1997).  If the individual 

perceives that he/she will be able to achieve a certain level of performance by his/her 

efforts, and that such efforts and performance will be recognized and rewarded, then 

his/her performance will increase or improve.  If efforts and performance result in 

negative consequences, then performance will decrease or deteriorate.  Such positive or 

negative consequences of actions result in development of work preferences.  Therefore, 
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work motivation is guided by the individual’s perception of preferences and expectations 

(Stamps; 1997).  Expectancy theory has been used in nursing to explore acceptance of the 

use of nursing care plans (Shea, 1986), evaluate nurses’ attitudes toward computer use 

(Burkes, 1991), and to assist in helping women understand and utilize interventions for 

cancer prevention (Sennott-Miller, 1994). 

 Porter and Lawler (1968) developed an expanded explanation of expectancy 

theory which incorporated personality and skills.  The model stipulates that the 

individual’s perception of the task to be performed, and the ability to do the task.  Also 

recognized in the model is the intrinsic reward of satisfaction related to the actual 

performance of the job as well as extrinsic rewards such as recognition or financial 

incentive.  The perceived equity of rewards is believed to intervene between reward and 

satisfaction.  Hence, job satisfaction is the result of the perceived fairness of the reward 

for performance.   

 Work motivation theories highlight the complex role between motivation and 

satisfaction in the work setting.  Indeed, work motivation theories provide the conceptual 

framework for development of middle range theories of management, leadership, job 

satisfaction, and turnover (Stamps, 1997).  

JOB SATISFACTION  

Job satisfaction is generally defined as “the extent to which employees like their 

jobs” (Stamps, 1997, p. 13).  However, this definition does not fully capture the 

complexity of the nature of job satisfaction.  Another explanation commonly used in 
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studies of turnover is that job satisfaction is the degree of positive affective orientation 

toward employment (Price & Mueller, 1981).  Locke (1969) offers perhaps the most 

complete conceptualization of job satisfaction.  He defines job satisfaction as “the 

pleasurable emotional state resulting from the appraisal of one’s job as achieving or 

facilitating the achievement of one’s job values.  Job satisfaction is a function of the 

perceived relationship between what one wants from one’s job and what one perceives it 

as offering or entailing” (Locke, 1969, p. 321).  Locke’s definition highlights the reality 

that job satisfaction is a highly individualized, complex, and affective phenomenon.   

 Because job satisfaction is such a complex and affective phenomenon, a definitive 

model of job satisfaction in nursing is hard to identify.  However, research based on 

humanistic theories of work motivation and job satisfaction helped to differentiate some 

important aspects of job satisfaction in the nurse work environment.  One useful 

conceptualization of job satisfaction in the nursing literature is that job satisfaction is 

differentiated as either organizational or professional in nature.  Organizational or overall 

work satisfaction results from satisfaction of lower level needs in Maslow’s hierarchy 

such as pay, benefits, work schedules, distributive justice, and tasks related to the work 

itself (Hinshaw et al., 1987; Lacey et al., 2011).  Professional work satisfaction, in 

contrast, is believed to address higher level needs in Maslow’s hierarchy and is concerned 

with aspects of the work itself (Hinshaw et al., 1987; Lacey et al., 2011;         

Schmalenberg & Kramer, 2008).  Aspects of the work that allow the nurse to provide 

quality patient care, such as working with competent peers, collegial relationships with 

physicians, and autonomy, all contribute to professional work satisfaction. 
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 Job satisfaction is an important outcome variable because it is inextricably linked 

to behavioral intent to stay which is, in turn, an important predictor of turnover.  Most 

aspects of work that influence turnover of employees within organizations exert their 

influence through job satisfaction.  Several models have been developed to explain 

turnover which incorporate measure of both organizational and professional job 

satisfaction.  Although they vary in complexity and in the specific factors identified to 

predict behavior, they usually describe a multistage process reflecting affective (job 

satisfaction and commitment), decisional (intent to stay or leave) and behavioral 

(retention or turnover) processes (Hinshaw et al., 1987; Irvine & Evans, 1995;           

Price, 2004; Price & Mueller, 1981; 1986; Stamps, 1997).  The Price-Mueller model is 

perhaps the most well known in nursing (Price & Mueller, 1981).  The model was 

developed from intensive review of economic, psychological, and sociological 

measurements of turnover prevalent at the time, and continued to be refined as new 

evidence regarding determinants of turnover were found in the literature (Price, 2004).  In 

a study of registered nurses in seven hospitals (Price & Mueller, 1081), job satisfaction as 

found to significantly and positively influence intent to stay (r = .26, p < .001) and intent 

to stay was found to negatively influence turnover (r = .37, p < .001).  The overall model 

was found to explain 12% of the variance in turnover.  Although this variance is small, it 

highlights the reality that job satisfaction is a complex phenomenon.  Mary variables now 

known to influence job satisfaction such as supervisor support and RN/MD relationships 

were not incorporated into earlier causal models.  In spite of this shortcoming, Price and 

Mueller’s model continues to be used as a causal model for measuring both job 
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satisfaction and turnover.  Taunton et al. (1997) evaluated the influence of nurse manager 

leadership on staff nurse satisfaction and retention using the Price-Mueller model.  The 

sample (n = 1171) was taken from four urban hospitals in a Midwestern metropolitan 

area.  Staff nurses who perceived their manager as more considerate perceived the system 

for rewards and recognition as more equitable (r = .26), and reported more opportunities 

for promotion (r = .30) as well as greater control over their practice (r = .31).  Staff 

nurses who perceived their manager as influencing personnel decisions related to 

promotions perceived ore promotional opportunity (r = .21), and control over practice     

(r = .30).  Manager consideration and structuring expectations, work group cohesion, 

enjoyment and intent to stay were the most important variables influencing retention.  

Both manager consideration and intent to stay directly influenced retention.  Manager 

consideration represented the degree to which the manager was perceived as regarding 

the comfort, well-being, and contributions of staff.  Recommendations from the study 

focused on the need for managers to provide more consideration than structuring 

behaviors as these behaviors most directly influenced staff nurse perceptions of 

distributive justice, promotional opportunities and control over nursing practice.  More 

recently, Kovner et al., (2005) used the model as a framework to examine factors 

contributing to nurses’ job satisfaction.  The causal model was reported to explain 54% of 

the variance in job satisfaction.  More than 40% of the variance in work satisfaction was 

explained by high levels of autonomy, distributive justice, supervisor support, and 

variety, more promotional opportunities, and lower levels of work-to-family conflict and 

organizational constraints.  Of special interest to the proposed study, both supervisory 
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and mentor support were measured in this study, but mentor support was not found to 

have a significant relationship to job satisfaction. 

 Leveck and Jones (1996) also used a causal model to examine the influence of 

management style on nurse retention.  This model examined organizational and 

professional work satisfaction as separate constructs.  The impetus for this study was 

concern that hospital restructuring efforts might jeopardize the quality of care and set the 

stage for future nursing shortages.  The purpose of the study was to model the nurse 

practice environment and to demonstrate its effect on staff nurse retention and perceived 

quality of care.  The model explained 49% of the variance in nurse retention and 39% of 

the variance in process aspects of quality of nursing care.  Management style was 

significantly related to professional job satisfaction (r = .63, p ≤ .05), overall job 

satisfaction (r = .80, p ≤ .05), job stress (r = -.71, p ≤ .05), group cohesion                        

(r = .67, p ≤ .05), retention (r = .47, p ≤ .47), and quality of care (r = .26). 

Although job satisfaction has been studied from a multitude of perspectives with 

conflicting results, three meta-analyses integrated nurse job satisfaction research from the 

1970s through 2000.  Blegen (1993) reviewed 250 published and unpublished studies 

about nurse job satisfaction and a total of 48 studies met her criteria for research 

reporting a measure of overall job satisfaction correlated with other variables.  Mean 

correlations were calculated and weighted by sample size to describe the effect of the 

relationships between job satisfaction and each variable.  A total of 13 significant 

variables were identified with varying degrees of effect.  Job satisfaction was most 

strongly correlated with job stress (r = -.609) and moderately related to organizational 
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commitment (r = .527).  Additionally, job satisfaction was moderately correlated with 

communication with supervisor (r = .447), autonomy (r = .419), recognition (r = .415), 

and routinization (r = -.412), although less correlated with communication with peers      

(r = .358).  Variables with low relationships to job satisfaction included fairness               

(r = .295), and locus of control (r = -.283).  Finally, four additional variables were found 

to have negligible correlations to job satisfaction.  These included age (r = .133), years of 

experience (r = .086), education (r = .070) and professionalism (r = .060).  Pay or 

compensation was not included as one of the variables because it did not appear 

frequently enough in the studies analyzed. 

Irvine and Evans (1995) approached the subject of job satisfaction from a dual 

perspective of the correlates of job satisfaction and the relationship between satisfaction 

and turnover.  Although their meta-analysis includes overlap of articles with Blegen’s 

meta-analysis, they extended their findings to include evaluation of job satisfaction in 

relation to behavioral intent to stay in a job or leave.  Price and Mueller’s (1990) model 

of turnover was used to guide the study.  Variables were reported if they were included in 

a minimum of four studies.  Job satisfaction was reported in terms of economic, 

sociological and individual factors, consistent with Price and Mueller’s (1990) 

conceptualization of turnover.  Economic factors were found to have weak correlations to 

job satisfaction and included pay (r = .23) and alternative employment opportunities       

(r = -.13).  Sociological variables were categorized as either job characteristics or work 

environment characteristics.  Only one job characteristic, routinization, was strongly 

correlated with job satisfaction (r = -.52). Job characteristics with moderate correlations 
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to job satisfaction included autonomy (r = .46), feedback (4 = .38), role conflict (r = -.35), 

and role ambiguity (r = -.33).  The final job characteristic, work overload, was weakly 

correlated to job satisfaction (r = .16).  Work environment variables with a strong 

correlation to job satisfaction included supervisory relationship (r = .51), and leadership 

(r = .51).  All other work environment variables showed a moderate relationship to job 

satisfaction.  These included stress (r = -.39), advancement opportunities (r = .38), and 

participation (r = .35).  Individual variables in the study all demonstrated weak 

correlations with job satisfaction.  These included age (r = .16), experience, (r = .12), and 

organizational tenure (r = .10).  The authors reported that because they used studies that 

included supervisor communication styles, they evaluated their data against Blegen’s 

(1993) findings.  Although in two instances (autonomy and stress) lower relationships 

were found, the study reported higher correlations for four variables (supervisor 

leadership, routinization, age, and experience).  They believed that while some upward 

bias existed, it was small.  Additionally, they reported substantial overlap in the 95% 

credibility intervals between both studies.  Several findings from these two meta-analyses 

had implications for this study.  First, supervisory support was found to have a moderate 

and positive relationship to job satisfaction.  Although past and current measures of 

supervisory support in the nurse work environment do not specifically address coaching 

behaviors, they do emphasize the contribution of leadership to job satisfaction.  

Additionally, studies that used both global, single item measurements and multiple item 

measurements of job satisfaction were included in these meta-analyses.   
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More recently, Zangaro and Soeken (2007) completed a meta-analysis of selected 

variables related to nurse job satisfaction.  Their primary interest was to evaluate studies 

accomplished subsequent to Blegen’s meta-analysis to evaluate the factors associated 

with job satisfaction subsequent to the most recent period of healthcare restructuring.  In 

addition to job satisfaction, autonomy, job stress, and nurse-physician collaboration were 

major concepts of interest for the study. They evaluated studies published between 1991 

and 2003 which provided quantitative analysis of data, reported sample sizes and 

sufficient statistical data to compute effect sized of relationships between job satisfaction 

and at least one variable of interest.  A total of 563 studies were evaluated for the 

inclusion criteria and a final sample of 31 studies were used to complete the               

meta-analysis.  Job satisfaction was found to be moderately correlated to job stress(r = -

.43), nurse-physician collaboration (r = .37), and autonomy (r = .30).  There was a 

significantly stronger correlation between job stress and job satisfaction reported by 

nurses in US hospitals in this study, which was consistent with the findings by Blegen 

(1993).  It was suggested that increased job responsibilities at the unit level and increased 

patient loads were contributing factors.  The addition of the variable of nurse-physician 

relationships was an important addition to what is known about variables that influence 

job satisfaction, but the exclusion of measurement of other variables present in the studies 

was a limitation of this meta-analysis.  

These meta-analyses supported the premise that meeting higher level growth 

needs as described by Maslow provides more opportunity for job satisfaction.  They also 

highlighted nurse manager support as important for professional work satisfaction of 
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nurses.  It is important to recognize that first line managers provide support to critical 

aspects of professional work satisfaction.  For example, first line leaders influence nurse 

and physician relationships by modeling collegial interactions with physicians and acting 

to support nurses and resolve conflicts (Kramer et al., 2007b).  Additionally, they control 

and provide staffing resources.  Finally, they provide financial resources to support 

education and staff development, which are necessary precursors for autonomy and 

control of nursing practice. 

The study measured job satisfaction in two ways.  The EOM II is intended to 

measure two outcomes, professional work satisfaction and perceived quality of care, 

which are two desired outcomes of a healthy work environment.  The EOM II instrument 

provides measurement of professional work satisfaction which is the total score of the 

eight subscale scores.  Professional work satisfaction was differentiated from overall job 

satisfaction based on this literature review.  Overall job satisfaction was measured using a 

10-point single item indicator from the original EOM instrument.  This question asks 

“considering all aspects of your job as well as your own values, ideals and goals, how 

satisfied are you with your current nursing job” (Schmalenberg & Kramer, 2008, p.4).  

Global single item indicators require that respondents consider all aspects of a 

phenomenon in accordance with their own values, ideals, and situations           

(Youngblut & Casper, 1993).  Therefore, all aspects of the work environment are 

considered when rating this item.  
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INTENT TO STAY 

Although retention of staff is the desired outcome of effective leadership practices 

and a professional work environment, it is generally accepted that turnover of staff can be 

positive when it results in renewal and infusion of new ideas and practices.  However, 

turnover is considered dysfunctional when it results in loss of high performing 

employees, impacts quality of care and services, and creates an economic burden for the 

organization (Hinshaw et al., 1987; O’Brien-Pallas et al., 2009; Price & Mueller, 1981).  

Because the negative effects of turnover are detrimental to healthcare organizations 

trying to maintain quality of care in an environment of increasing pressure for cost 

containment, retention of staff has been an impetus for the proliferation of studies to 

identify specific factors that influence work satisfaction and intent to stay.  Measurement 

of actual turnover in organizations is often difficult because of the variety of ways in 

which turnover is measured.  Definitions of turnover and accuracy of the reason for 

turnover are often inconsistent, which makes it difficult to compare or generalize findings 

between studies (Hayes et al., 2006, Tai et al., 1998).  Because of this inconsistency, one 

important contribution of development of causal models is the identification of 

behavioral intent to either stay or leave the organization as a predictor of turnover. 

Perhaps as a result of the findings from the landmark magnet study, research 

focus began to include more purposeful evaluation of leadership influences on job 

satisfaction and intent to stay.  Taunton et al. (1997) used causal modeling to explore the 

relationship between nurse manager leadership and hospital staff nurse retention.  

Building on previous models by Hinshaw et al. (1987) and Price and Mueller (1986), the 
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researchers focused on nurse manager characteristics as a predictor of job satisfaction and 

intent to leave.  Retention was related to four predictor variables, manger characteristics 

(leadership style and power), organizational characteristics (control over practice, 

distributive justice, promotional opportunity and unit structure), work characteristics 

(autonomy, instrumental communication, work group cohesion, and job stress), and 

nursing characteristics (education, tenure expectations at employment, years in job and 

profession, opportunity elsewhere).  Job satisfaction and commitment were intervening 

variables between the four sets of predictors and intent to stay.   Turnover was measured 

as retention at the unit level of the organization for one year. The model was reported to 

explain 22% of the variance in turnover and unit separation.  During the six month study 

period, 6.3% of nurses in the study (n=1171) separated from their unit and the 

organization, and 4.3% separated from their unit by transfer to another unit within the 

organization.  This was similar to Price and Mueller’s (1981) finding of 6.8% nurse 

turnover.   

This model was subsequently used to study the influence of leadership on critical 

care nurses’ intent to stay (Boyle et al., 1999).  The model explained 52% of the variance 

in intent to stay in a sample of critical care staff nurses in four urban hospitals.  The 

inclusion of nurse manager characteristics explained more variance in intent to stay than 

previous models.  The manager leadership style of structuring expectations was related to 

instrumental communication (r = .24) and personal stress (r = -.24), while consideration 

was related to group cohesion (r =.22), autonomy (r = .17), personal stress (r = -.15), and 

situational stress (r = -.15).  The authors recommended nurse manager training that 
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emphasized a participative management style as a strategy to increase satisfaction with 

nurse manager leadership. 

Chapter Summary 

From the preceding review of the literature it is evident that empirical data are 

needed to answer questions concerning the possible value of managerial coaching in 

relation to staff nurse perceptions of work environment, professional work satisfaction, 

and intent to stay.  Although the literature concerning both managerial coaching and the 

nurse work environment highlight the importance of facilitative leadership practices, little 

empirical evidence of managerial coaching effectiveness is available for evaluation.  

Furthermore, the relationship between managerial coaching, nurse work environment 

variables, and outcomes for nursing have yet to be studied in a systematic way.  As 

presented, the review of the literature provided direction for the prospective, descriptive, 

correlational study of managerial coaching and staff nurse perceptions of work 

environment, professional work  
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CHAPTER 3 

Methodology  

This chapter describes the methods used to conduct this study.  It includes a 

description of the research design, sample and selection criteria, procedures for data 

collection, instruments and their related psychometric properties, data analysis 

procedures, and processes to ensure the protection of human subjects. 

Research Design 

A descriptive, prospective, cross-sectional, correlational design using survey 

methodology was used to determine the relationship between managerial coaching and 

staff nurse perceptions of work environment variables, professional work satisfaction, job 

satisfaction, and intent to stay.  Because little empirical evidence exists to evaluate 

managerial coaching practices in the business or nursing literature, a descriptive 

correlational design was an appropriate place to begin.  The major limitation of a 

descriptive correlational design is the inability to infer causality (Burns & Grove, 2005; 

Polit & Beck, 2004); however, the descriptive, cross-sectional, correlational design used 

for this study was appropriate for several reasons.  Although much research exists 

describing the influence of leadership style on aspects of the nurse work environment, job 

satisfaction, and intent to stay, there is no published research evaluating the relationships 

between managerial coaching and work environment variables.   

Additionally, a limitation of previous studies of coaching was a lack of empirically 

based instruments to measure coaching (Yoder, 2002).  This study used an instrument 
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developed specifically to measure managerial coaching from the perspective of the staff 

nurse.  Furthermore, instruments measuring important attributes of the nurse work 

environment originally developed from the perspective of administrative practice 

(Schmalenberg & Kramer, 2008).  The instrument used to measure attributes of the nurse 

work environment and professional job satisfaction for this study was developed and 

refined through ongoing research of the nurse work environment from the aspect of the 

staff nurse (Kramer & Schmalenberg, 2005; Schmalenberg & Kramer, 2008).  Therefore, 

a descriptive, cross-sectional, correlational design was appropriate to explore the 

relationship between managerial coaching behaviors, important aspects of the nurse work 

environment, professional work satisfaction, job satisfaction, and intent to stay.   

SAMPLE 

 A convenience sample of staff nurses in acute care hospital settings from the 

Seton Healthcare Family was used for the study.  The Seton Healthcare Family (SHF) is 

comprised of 10 hospitals and several ambulatory clinics within Austin and central south 

Texas.  The SHF has a reputation for having a professional work environment for nurses.  

A commitment to a professional practice environment by organizational leaders was 

validated through Magnet designation and re-designation of four SHF hospitals by the 

American Nurses Credentialing Center (ANCC) since 2002.  They are Seton Medical 

Center Austin, University Medical Center at Brackenridge, Seton Northwest Hospital, 

and Dell Children’s Medical Center of Central Texas.  Additionally, five hospitals, 

including a psychiatric hospital, two rural hospitals, one community hospital, and a 



 89 

recently opened medical center in Williamson County have received ANCC designation 

as Pathway to Excellence Hospitals.  They are Seton Shoal Creek, Seton Edgar B. Davis, 

Seton Highland Lakes, Seton Southwest, and Seton Medical Center Williamson.  Finally, 

Seton Medical Center Hays, which opened in 2010, is in the process of applying for 

ANCC designation as a Pathway to Excellence hospital.   

A unique aspect of the SHF practice environment is the organization of nursing 

practice and the shared governance model at the network level.  Each shared governance 

council represents a group of nursing specialty areas and a nursing congress provides the 

forum for evaluating practice issues that affect more than two specialty areas.  Therefore, 

policies and procedures guiding nursing practice are consistent throughout the network.  

This structure allows for interdisciplinary collaboration with other diagnostic and 

therapeutic professions such as social work, radiology, respiratory therapy and 

laboratory.  These healthcare disciplines also collaborate across the network within each 

discipline.  Moreover, there is a strong emphasis on using the best evidence to evaluate 

and refine nursing practice.  

INCLUSION AND EXCLUSION CRITERIA 

Registered nurses working at the bedside in any of the 10 acute care hospitals 

within the SHF participated in the study.  Only staff nurses who provided direct patient 

care at least 50% of the time were eligible to participate.  This included staff nurses who 

acted as charge nurses or team leaders within the Seton care model, but did not have 

formal first line manager responsibilities.  Because measurement of work environment 



 90 

variables were related directly to the work of staff nurses at the bedside, nurses who did 

not participate in direct patient care activities, such as some unit educators, or nurses who 

had formal supervisory or manager responsibilities, were not eligible to participate in the 

study.  Licensed vocational nurses (LVNs) also did not meet eligibility requirements 

because the work environment instruments measured characteristics such as autonomy 

and control of practice that were outside the LVN scope of practice. 

Staff nurses in the SHF participate annually in the National Database of Nursing 

Quality Indicators (NDNQI) RN Job Survey.  The sample of RNs eligible to participate 

was originally calculated from the list of nurses invited to participate in the 2010 RN Job 

Survey and was updated when information regarding the sample size for the 2011 RN Job 

Survey was obtained.  The final population for possible participation in the survey was 

determined to be 2,485 nurses across the SHF. 

POWER ANALYSIS 

Power analysis allows for estimation of the occurrence and reduction of Type II 

errors (Polit & Beck, 2004).  Significance level, power, and effect size for the statistical 

method are used to predict the sample size.  The significance level for the study was set at 

p = .05, which represents the risk of a type I error.  The power level was set at .80, which 

represents a 20% risk for committing a Type II error, which is considered acceptable in 

behavioral science research (Burns & Grove, 2005; Polit & Beck, 2004).  Effect size is 

defined as how strong the effect of the independent variable is on the dependent variable.  
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The medium effect size for linear multiple regression analysis was used (small            

effect = .02, medium effect = .15, and large effect = .35). 

A power analysis was calculated to determine the sample size for linear multiple 

regression, using G*Power 3 software (Erdfelder, Faul, & Buchner, 1996).  A total of 15 

independent (predictor) variables were used for the analysis and two dependent variables. 

The first set of predictors consists of the scores for managerial coaching and the subscales 

of the EOM II (total 9 predictor variables). Supervisory support, autonomy, leadership 

behaviors and nurse-physician relationships demonstrated low to moderate correlations to 

job satisfaction in three meta-analytic studies (Blegen, 1993; Irvine & Evans, 1995; 

Zangaro & Soeken, 2007).  The second set of predictors consists of demographic 

variables of interest, such as age, experience, tenure on unit, educational level, time in 

relationship with manager, and frequency of interaction with manger.  Demographic 

characteristics were found to have low correlations with job satisfaction and intent to stay 

(Blegen, 1993, Irvine & Evans, 1995, Price & Mueller, 1981;      Zangaro & Soeken, 

2007).  The sample size calculations indicated that for the statistical tests proposed, an 

alpha level of p = .05, a desired power of .80 and effect size of .05, a sample size of 389 

nurses was needed for the study.  Over sampling of at least 30% was used to minimize 

the risk of incomplete data sets.  Therefore, the final desired sample was 505 nurses.  

Because this was dissertation research and not directly associated with a SHF initiative, 

the response rates were anticipated to be lower than similar studies conducted within the 

SHF as part of their organizational assessment program. 
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Data Collection Procedures 

The principal investigator (PI) initially met with the SHF Vice President/Chief 

Nursing Officer to explain the purpose of the research and obtain support for the study.  

Overall support was provided with the understanding that each site also would need to 

provide approval for that specific site to participate.  The PI met with each site based 

chief nursing officer/director to explain the purpose of the study and obtain permission to 

administer the survey instruments for that site.  Approval and support for participation 

was obtained for all 10 facilities. 

Permission to conduct this study was obtained from the Seton Institutional Review 

Board and the University of Texas at Austin Institutional Review Board.  After IRB 

approval was obtained, the survey instruments were provided to the participants in two 

formats.  The first was an online survey, which was uploaded on the SHF intranet to 

allow participants to complete the survey online.  The chief nursing officer of the SHF 

provided information technology support for the study within the SHF.  The PI worked 

with the information technology staff to ensure correct uploading of the survey and any 

identifying information could be delinked to provide confidentiality for the nurses 

participating in the study.  A group of volunteers not eligible to participate in the study to 

pilot test the survey process completed the online survey, prior to the start of the survey.  

Twenty volunteers completed the survey as part of the pilot test and provided feedback to 

the PI and information technology staff; final adjustments were made to the web format 

based on their feedback.  The web based survey was not separated into specific pages and 

choices for rating each instrument were only found at the beginning of each instrument.  
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Because of the length of two of the instruments, volunteers were required to continually 

scroll back to the beginning of a particular instrument to review the rating choices.  The 

average time to complete the survey in this format was 20 to 25 minutes.  A final edit was 

made to the format to ensure the rating choices appeared throughout each instrument at 

an interval comparable to a normal page length.  After this change was made, an 

additional ten nurses completed the final format of the survey to ensure the proposed edit 

resolved this issue.  This was confirmed and the volunteers reported that the time to 

complete the survey ranged from 15 to 25 minutes.  The PI also was provided a secure 

login and password to access the online database of survey responses at regular intervals 

to determine response rates. 

Anecdotal reports identified lack of computer access or lack of sufficient time to 

complete the online survey as potential barriers to completion.  Therefore, the survey 

instrument also was made available as a paper survey to all participating units. A point of 

contact was established at each facility to make the paper surveys available to staff 

members.  Completed surveys were returned directly to the PI through the Seton 

interoffice mail system or through direct mail to the researcher’s home address. 

A slightly adapted version of the internet, mail, and mixed-mode survey method 

described by Dillman (2009) was followed in order to obtain a maximal response rate.  

Prior to initiation of the study, the PI met with the Nursing Executive Council and the 

Nursing Leadership Team for the network to provide information regarding the survey.  

Information about the study was communicated to staff members prior to dissemination 

through unit communication as well as presentations at specialty council meetings and 
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Nursing Congress.  Additionally, throughout the data collection period the PI met with 

staff members during change of shift huddles, at staff meetings, at educational 

presentations, and as requested to provide information and answer questions.  These 

information sessions occurred throughout the week, on weekends, and during evening 

and night shift hours as needs were identified through communication with the site 

nursing directors or managers, or by direct request from staff nurses.  The PI also was 

available by email and phone to respond to questions from staff members. 

The initial survey period was scheduled for four weeks, based on previous response 

to similar types of work environment surveys within the network.  At the start of the 

survey period, the Seton Medical Center Austin Chief Nurse transmitted an email 

indicating support for the PI to all staff nurses throughout the network.  The email also 

provided basic information about the study, invited nurses to participate, and provided a 

link to the online web survey.  A follow up email reminding staff nurses about the survey 

was sent at two to three week intervals throughout the data collection period.  The Seton 

webmaster inserted a colorful box in the upper corner of the Seton intranet homepage that 

alerted the nurses to the survey and acted as a direct link to the informed consent form 

and survey.  Updates were provided by the PI at least weekly to facility nursing directors 

regarding participation levels via email.  These were forwarded by the site based chief 

nurses/directors to their specific leadership teams at each site.  The desired sample size 

was not reached during the initial proposed data collection period and visual examination 

of completed surveys indicated that complete statistical analyses might not be possible 

because of incomplete surveys.  The survey period was extended and both the online 
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survey and paper survey were made available throughout the network until the required 

sample size was reached to allow for complete statistical analysis.  The final survey 

period was 10 weeks.  The PI received a total of 614 surveys throughout the entire data 

collection period. 

Instruments  

DEMOGRAPHIC DATA 

The PI developed a demographic data collection instrument to collect essential 

information concerning the demographic characteristics of the participants.  These 

demographic items included age, gender, ethnicity, highest level of education, specialty 

nursing certification,  SHF work site,  years worked within the SHF, unit assignment, 

time worked on unit, primary shift assignment, length of relationship with current 

manager, and frequency of interactions with first line manager.  The inclusion of these 

variables was based on a review of the nursing literature concerning managerial coaching 

and the nurse work environment. 

ESSENTIALS OF MAGNETISM II INSTRUMENT (EOM II) 

The EOM II is intended to measure those aspects of the nurse work environment 

that promote the ability of nurses to provide quality patient care                      

(Schmalenberg & Kramer, 2008).  The EOM II was derived from the Nursing Work 

Index, the original instrument designed by Kramer and Schmalenberg to measure the 

work environment (Kramer & Hafner, 1989).  The Nursing Work Index (NWI) was a 65 
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item instrument based on a comprehensive list of environmental factors identified in the 

1983 Magnet study (McClure et al., 1983).  It measured two of the four outcomes used to 

determine the original set of magnet hospitals, job satisfaction and productivity.  In 2001, 

Kramer and Schmalenberg used a reduced set of 37 items from the Nursing Work Index 

to identify those factors that nurses perceive as most important in allowing them to give 

quality care (Kramer & Schmalenberg, 2002).  Nurses in the 2001 study identified eight 

factors, which were subsequently termed the “essentials” of magnetism.  These eight 

factors were used to develop the Essentials of Magnetism Tool (EOM).  The eight factors 

deemed as essential for provision of quality patient care are measured through eight 

subscales within the instrument.  These subscales reflect: (1) working with other nurses 

who are clinically competent, (2) good nurse-physician relationships and communication, 

(3) nurse autonomy and accountability, (4) supportive nurse manager-supervisor, (5) 

control over nursing practice and practice environment, (6) support for education, (7) 

adequate nurse staffing, and (8) concern for the patient is paramount.  The EOM also 

measured two outcomes, quality care and job satisfaction, using global single-item 

indicators. Validity and reliability studies of the EOM were conducted in 2003 and 

criterion validity was established by the “known group” method of nurses in magnet 

hospitals (Kramer & Schmalenberg, 2004).   

In 2006, substantive changes were made to two subscales of the EOM, adequacy of 

staffing and nurse manager support, based on continued evaluation of the instrument and 

extension of the grounded theories used to develop the EOM.  The revised EOM was 

renamed as the EOM II (Kramer & Schmalenberg, 2008).  The EOM II is a 58 item 
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instrument measuring the eight “essentials” and one global single-item measurement of 

quality of care.  The global single-item indicator measuring job satisfaction was replaced 

by the total score of the EOM II, which represents professional work satisfaction.  The 

psychometric properties of the EOM II were evaluated through secondary analysis of the 

EOM II data aggregated from 10,514 nurses in 34 hospitals.  In that sample, 18 were 

magnet hospitals and 16 were comparison hospitals.  Internal consistency reliability 

ranged from .83 to .97.  These findings were comparable to Cronbach’s alpha for the 

2003 studies (.80 to .90) using the EOM (nurse manager support and adequacy of staffing 

not compared).  The total EOM score measuring professional work satisfaction could not 

be compared to the previous measure of job satisfaction because of the revisions made to 

the two subscales. 

The psychometric properties of the global single-item indicators were not 

established in these studies.  However, the researchers reported the same relationships 

were evident in previous studies (Aiken et al., 2002; Ulrich et al., 2007).  Single-item 

indicators, although not widely used, allow the subject to take personally salient features 

of the situation into account when providing a response and are consistent with the 

emphasis on wholism and individualism in nursing (Youngblut & Casper, 1993).  

Additionally, single-item measurements have the advantage of being less expensive and 

less burdensome to collect, score, and interpret (DeSalvo et al., 2006).  Furthermore, 

single-item indicators were used in other studies of the nurse work environment to 

measure intent to stay (Larrabee et al., 2003; Price & Mueller, 1981, 1986).  Because 
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these single item indicators have consistently represented the construct of interest, they 

were considered appropriate measures for the study. 

YODER COACHING INSTRUMENT  

 The Yoder Coaching Instrument was developed to provide a concept specific 

measurement of managerial coaching.  In an initial study of the influence of career 

development relationships, job satisfaction, and intent to stay in a sample of military 

nurses, Yoder (1995) modified an instrument originally designed to measure mentoring.  

The coaching subscale of this modified instrument had high internal consistency (.98) but 

consisted of 50 items.  Subsequently, the instrument was refined to an instrument 

comprised of 33 items.  Coaching was the most frequent relationship reported by the 

nurses in the study and was positively related to job satisfaction.  Additionally, many 

staff nurses in the study provided unsolicited comments concerning their reasons for 

staying or leaving the Army (Yoder, 2002).  Those who voiced intent to stay described 

supportive behaviors by their head nurses.  Conversely, those who voiced intent to leave 

cited the lack of managerial support and lack of career development opportunities.  Yoder 

believed that further study of coaching as a career development relationship required 

development of an instrument specifically to measure managerial coaching.   

Subsequently, Yoder provided assistance to another military nurse desiring to 

develop a managerial coaching survey as part of her graduate work at the Master’s level. 

An initial survey instrument was developed and reviewed by a management expert, who 

reported the instrument measured the salient aspects of managerial coaching.  The 
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instrument was subsequently used in a study to evaluate the influence of coaching on job 

satisfaction in a sample of 102 practicing staff nurses in North Carolina (Weis, 1996).  

Internal consistency of the coaching instrument in that study was .96.  Findings from the 

study demonstrated that job satisfaction was highly correlated with coaching (r = .65). 

In October, 1997, the Tri-service Nursing Research Program provided Yoder with 

funding to complete psychometric testing of the coaching survey.  The first phase of 

testing consisted of focus groups to evaluate user acceptability, face validity, and content 

validity.  Three focus groups totaling 27 staff nurses completed the coaching survey.  

Two focus groups were used for initial evaluation and the third focus group was used to 

validate instrument changes suggested by the initial focus groups.  The average time to 

complete the instrument was six minutes.  Respondents reported ease of completion and 

clarity of the instrument.  The revised instrument consisting of 40 items was then sent to 

a larger sample of 774 nurses with a final response rate of 366 useable surveys.  Internal 

consistency for the instrument was .98.  Ten items had inter-item correlations equal to or 

exceeding .80, indicating that they shared 64% or more of the same variance.  Because it 

could not be determined if this indicated redundancy in the items or subtle distinctions 

that respondents were unable to understand, it was decided that the instrument should be 

used in additional studies before further refinement was undertaken.  The instrument was 

then administered to additional nurses to determine test-retest reliability.  The final 

number of respondents for the test-retest analysis was 202.  The test-retest reliability 

produced a correlation of .91.  A principle components factor analysis was undertaken.  

This confirmed the survey measured a single concept, coaching. 
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The Yoder Coaching Instrument consists of 40 items determined to have high user 

acceptability.  The instrument was reported to take between 6 to 10 minutes to complete.  

The survey consists of an opening statement “How often or likely is it that your first-line 

manager…,” which can then be completed by the respondent for each item.  Answers 

consist of a Likert scale ranging from 1 (never) to 4 (always).  The total score of all items 

represents the frequency of coaching behavior perceived by the respondent.  Possible 

scores range from 40 to 160.  Higher scores reflect the respondents’ perceptions that 

more coaching behaviors were exhibited by their managers (Yoder, 2002).  Because this 

instrument specifically measures the major concept of interest to the researcher, 

managerial coaching, it is the most appropriate instrument for use in this study. 

 INTENT TO STAY QUESTIONS 

Due to the study’s cross-sectional design, a direct measure of turnover was not 

feasible.  However, the strength of the relationship between behavioral intention and 

turnover justified the use of intent to stay as a dependent variable (Irvine & Evans, 1995; 

Steel & Ovalle, 1984).  As previously stated, Price and Mueller (Price, 2002) developed a 

causal model based on research in the areas of job satisfaction, organizational 

commitment, and turnover.  Price and Mueller (1981, 1986) used a single or two item 

measurement of behavioral intent in early studies.  Price argued that “the validity of 

single item measures is mostly assessed by construct validation, that is, by determining 

whether the hypothesized relationships are found” (Price, 1986, p. 55).  Therefore, a 

single item measurement was reliable because the concept of intent to stay did hold up in 
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studies using the Price-Mueller model and a reliability coefficient of .85 was reported for 

their two-item index of intent to stay (Price & Mueller, 1981).   

Ongoing evaluation of the model led Price to suggest additional questions to be 

added by other researchers using the model (Yoder, 1992).  For example, Guerney (1990) 

used a modification of the Price-Mueller model to study job satisfaction and intent to stay 

of nurses with doctoral degrees.  Price suggested additional questions to measure intent to 

stay to the researcher.  Behavioral intent was evaluated using three questions measuring 

intent to stay or leave and one question evaluating a desire to quit.  Internal reliability of 

the overall instrument was .86 (Guerney, 1990).  Additionally, Yoder (1992) used seven 

behavioral intent items in her study of military nurses, again suggested by Price.  The 

seven questions had an internal reliability of .89.  The first six questions suggested by 

Price for Yoder’s study were used in this study.  The seventh question asked about 

maintaining a nursing career after military retirement, which was not pertinent to this 

study.  Table 1 provides an overview of measurement aspects of the variables of interest 

in this study.  In summary, the survey consisted of four instruments: (1) the Demographic 

Data Sheet; (2) the EOM II; (3) the Yoder Coaching Instrument; and (4) Intent to Stay 

Questions.  The survey instrument contained 119 questions and required an average of 15 

to 25 minutes of the participants’ time for completion.  The average time for completion 

was verified by the group who completed pilot testing of the online survey. 
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TABLE 1. 

STUDY VARIABLES AND INSTRUMENTS 

 

Variables 

 

Components 

 

Instruments 

 

Subscales 

 

Items 

 

Demographic 

Characteristics 

 

Age 

Gender 

Race/Ethnicity 

Tenure on unit 

Length of time working 

with supervisor 

Highest education level 

Unit  

Shift 

Total RN experience 

Length of tenure at SFOH 

Length of tenure on unit 

SFOH facility 

Frequency of interface 

with first line manager 

 

 

Demographic 

Data Sheet 

 

None 

 

12 

 

 

Nurse Work 

Environment 

 

 
Clinically Competent 

Peers 

RN/MD Relationships 

Autonomy 

Nurse Manager Support 

Control of Nursing 

Practice 

Support for Education 

Adequacy of staffing 

Concern for Patient  

 

 

EOM II 

 

 

Clinically Competent Peers 

RN/MD Relationships 

Autonomy 

Nurse Manager Support 

Control of Nursing Practice 

Support for Education 

Adequacy of staffing 

Concern for Patient 

 

 

58 

 

Managerial 

Coaching     

 

Behavioral aspects of 

Coaching 

 

Yoder 

Coaching 

Instrument 

 

None 

 

40 

 

Work 

Satisfaction 

 

Overall Job Satisfaction, 

and  

Professional Work 

Satisfaction  

 

EOM II 

 

 

 

 

None 

 

 

Intent to Stay 

 

 

Behavioral intent to stay 

 

Price’s Intent 

to Stay 

Questions 

 

None 

 

6 
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Protection of Human Subjects 

PRIVACY AND CONFIDENTIALITY OF PARTICIPANTS 

Permission to conduct this study was obtained from the Seton Institutional 

Review Board and the University of Texas at Austin Institutional Review Board. The 

Seton IRB approved the study with the stipulation that data would be reported in the 

aggregate to protect each respondent’s anonymity.  The following information was 

provided to each potential participant: (1) the purpose of the study; (2) procedures for 

completing the survey; (3) the confidential treatment of survey results; (4) the voluntary 

nature of participation; and (5) the lack of repercussions for not participating in the study.  

Participants were informed that completion of the online or paper and pencil survey 

provided informed consent for the survey.  Participants also were informed that they 

could decline to participate in the study at any point during the survey process. 

Participants were not asked to provide an email address and only the hospital and 

unit number were collected for aggregation of data.  Throughout the survey period, the PI 

participated in site based meetings with both staff members and nurse leaders to provide 

additional information and answer questions.  As previously described, this included 

invitations to unit staff meetings, or scheduled time on the unit to provide information 

and answer questions as requested.  The PI also was available via email and phone to 

answer questions about the study. 
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CONFIDENTIALITY OF THE RESEARCH DATA 

The online survey process included a mechanism to delink any identifying 

information from the survey results collected and only the PI had access to the survey 

response database during the data collection period.  Completed paper surveys were 

stored in a locked filing cabinet.  Paper surveys were numbered for the sole purpose of 

linking the survey to a unique identification number created for each survey in the 

electronic database once data were entered.  Once the online survey collection period 

expired, results were downloaded to a password protected computer by the PI and the 

survey instrument was taken offline and archived.  One additional copy of the dataset was 

provided to the PI’s chairperson.  Only the PI and the dissertation chairperson had access 

to the electronic data records, which were password protected and anonymous.  

Electronic databases, backup storage devices, and paper surveys will be maintained in a 

secure manner for three years by the PI and then will be destroyed as directed by the IRB. 

Data Analysis 

 Data collected for this study were analyzed using the Statistical Package for the 

Social Sciences (SPSS for Windows, version 19.0).  A total of 412 online surveys and 

202 paper surveys were returned to the PI during the data collection period.  The paper 

surveys were entered into the database and each survey entry was re-verified for entry 

errors by the PI.  Additionally, 20% of survey entries were randomly re-verified after data 

entry was completed and no errors were found.  Once data entry was complete, the data 

were visually screened.  It was readily apparent that 23 surveys submitted through the 
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online database had not been completed more than halfway through the survey and 9 

additional surveys had more than 25% missing information from the EOM II instrument.  

These surveys (n = 32) were excluded from further analysis. 

 The EOM II data were scored by Health Research Associates, due to the proprietary 

nature of the scoring process.  Data required to score the EOM II for the remaining 580 

surveys were transferred from the electronic excel database to an excel template provided 

by Health Research Associates.  The EOM II scoring requires information at the unit 

level, but does not require specific identification of the unit itself.  Each hospital was 

given a specific number of one through 10 and each unit was given a specific alpha 

numerator.  Information sent to Health Research Associates included numeric 

identification of the facility (e.g., 1 = SMCA, 2 = UMCB) and an alpha designation that 

only identified the unit by type (e.g., 1A = hospital 1/medical surgical unit,                       

2B = hospital 2/medical surgical unit).  Only data necessary to perform scoring of the 

EOM II were sent to Health Research Associates.  Basic scoring of all items was 

provided to the PI as well as the procedure for handling missing data, but specific scoring 

guidelines for the subscales of the EOM II are considered proprietary by Health Research 

Associates and are never provided to the researcher.  The EOM II has eight subscales and 

58 questions.  Missing data within subscales are assigned zeros rather than mean or 

median substitution.  If more than 25% of the data are missing from a subscale, then the 

subscale is not scored.  If more than two subscales cannot be scored for any survey, then 

the total EOM score is not given.  The total EOM II score is considered to be the score 

for professional work satisfaction.  After the scored database was returned to the 
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researcher, the data were visually examined and 12 additional surveys were deleted from 

the analysis because either more than one subscale score was missing (n = 9) or the total 

EOM score was missing (n = 3). 

 The data also were examined for patterns of missing data among the other variables.  

Visual examination of the database revealed 16 surveys with greater than 10% missing 

data (4 or more items out of 40 items) on the Yoder Coaching Instrument and these 

surveys were excluded from further analysis.  Further visual data analysis found less than 

10% missing data for the Yoder Coaching instrument (3 items or less per survey).  The 

SPSS missing value analysis function was used to evaluate the pattern of missing data for 

the remaining surveys.  There were no items in the instrument with 3% or more missing 

values.  Little’s MCAR test was not significant (x
2
 = 1596.210, df = 1728, p = .989) 

indicating the data were missing at random.  Therefore, missing data for the Yoder 

Coaching Instrument were handled through median substitution for 102 data points. 

Exploratory data analyses via histograms, whisker plots and scatter plots were 

conducted to maximize insight into the dataset, test assumptions, check for outliers and 

errors within the data, and extract key variables for each statistical procedure             

(Field, 2009, Munro, 2005).  The normal distribution of study variables were examined 

using histograms, and were examined for skewness and kurtosis.  Descriptive statistics 

and measures of central tendency were examined to describe the characteristics of the 

sample, which included age, gender, ethnicity, highest nursing degree earned, job title, 

employment status, primary shift worked, specialty certification, magnet status, length of 

employment in the SHF and on the specific nursing unit, frequency of interaction with 
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the first line manager, and length of the relationship with the first line manager.  Because 

the final sample size was only 22.5 of the population, the assumption that the sample was 

representative of the population was a concern.  To address this, demographic 

characteristics of the sample were evaluated against the 2011 National Database of 

Nursing Quality Indicators RN Job Survey that was completed during the same data 

collection period by staff nurses across the SHF.  The participation rate for the NDNQI 

survey was 83.4%.  Demographic characteristics from that survey were similar to those 

of the sample in this study in regard to age, ethnicity, gender, length of employment, and 

primary shift worked.  Educational level was slightly higher in the NDNQI sample and 

full time employment was slightly lower. 

Correlations of the variables were evaluated using the Pearson product moment 

correlation coefficient (r). The magnitude of the correlation coefficient was evaluated 

using r
2
.  The effect size of the correlations was evaluated using Cohen’s Effect Size 

Index for correlations (Cohen, 1992).  Scatter plots of variables were used to assess 

homoscedasticity.   

Hierarchical linear regression and simultaneous multiple regression analyses were 

conducted to further evaluate the relationships between managerial coaching, 

professional work satisfaction, job satisfaction, demographic characteristics and intent to 

stay.  Linear relationships of the independent and dependent variables were assessed with 

scatter plots and were confirmed.  Each regression model was examined for 

multicollinearity because of the high correlations of some of the variables.  Indications of 

multicollinearity include correlations > .85, substantial R2 but statistically insignificant 
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coefficients, unstable regression coefficients, and unexpected size or signs of coefficients.  

The presence of multicollinearity was assessed by examining the variance inflation factor 

(VIF) and the tolerance of the variable.  Although a tolerance level of < .2 and/or a VIF 

greater than 10 is generally reported as the level for concern, problems with 

multicollinearity may occur at higher tolerance levels or lower VIF levels (Cohen et al., 

2003). 

  Research Question #1:  To what extent do staff nurses perceive coaching behaviors 

by nurse managers?  The extent of coaching behaviors was evaluated using the total 

score of the Yoder Coaching Instrument and answers to the questions on the instrument.    

  Research Question #2:  What is the relationship between coaching and nursing 

work environment characteristics as perceived by staff nurses?  Bivariate correlations, 

using the Pearson product moment correlation coefficient (r), were used to explain the 

direction and magnitude of the relationship between the EOM II total score and subscale 

scores and the total score of the Yoder Coaching Instrument.   

Research Question #3:  What is the relationship between coaching, professional 

work satisfaction, job satisfaction, and intent to stay?  Bivariate correlations of the 

variables were evaluated using the Pearson product moment correlation coefficient (r) to 

explain the direction and magnitude of the relationships.  Two hierarchical linear 

regression analyses were conducted to evaluate the variables.  The first analysis was 

completed to evaluate the contribution of managerial coaching and professional work 

satisfaction to the prediction of job satisfaction.  The model was statistically significant 

and explained 40% of the variance in job satisfaction.  
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The second hierarchical regression analysis was conducted to evaluate the 

contributions of managerial coaching, professional work satisfaction, and job satisfaction 

to the prediction of intent to stay.  The final model was statistically significant, explaining 

32% of the variance for intent to stay, but managerial coaching changed from a positive 

to an inverse relationship.  This created a concern of multicollinearity in the model, given 

the high correlation between professional work satisfaction and managerial coaching.  To 

address this concern, all variables were transformed using mean centering and the 

regression analysis was completed using the centered variables; however, there was no 

change in results.  The eight subscales of the EOM II were substituted for professional 

work satisfaction and also were transformed using mean centering.  Multicollinearity 

continued to be a concern between managerial coaching and two subscales of the EOM 

II, nurse manager support and values.  Because of the change in the sign of the coefficient 

for managerial coaching, the possibility of suppression of managerial coaching by other 

variables was suspected (Cohen et al., 2003).  Evaluation of the EOM II subscale 

variables as mediators for the relationship between managerial coaching and intent to stay 

was indicated.  Mediation analyses provided a fuller understanding of the relationships 

between the variables of interest for this question. 

Research Question #4:  What is the relationship between coaching, nursing work 

environment characteristics, professional work satisfaction, intent to stay, and staff 

nurses’ demographic characteristics?:.  Bivariate correlations of the variables were 

evaluated using the Pearson product moment correlation coefficient (r) to explain the 

direction and magnitude of the relationships.  Simultaneous multiple regression of the 
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demographic variables for the prediction of managerial coaching provided further insight 

into the relationships.  Demographic characteristics were added to a hierarchical linear 

regression analysis of managerial coaching and professional work satisfaction for the 

prediction of job satisfaction.  Addition of demographic characteristics added a very 

small additional variance (1%) to the previous model.  Finally, demographic 

characteristics were added to a hierarchical linear regression analysis of professional 

work satisfaction and job satisfaction on intent to stay.  Managerial coaching was not 

included in the model because of the previously identified problems with 

multicollinearity.  Demographic characteristics explained an additional 4% of variance in 

intent to stay. 

Cronbach’s alpha for internal consistency reliability was computed for the entire 

sample of staff nurses (n = 554) on the Yoder Coaching Instrument, the EOM II, and the 

Intent to Stay questions.  Additionally, a post-hoc power analysis was completed for the 

entire sample. 
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Chapter Summary 

This chapter provided a description of the research methodology for the proposed 

study.  A descriptive, prospective, cross-sectional design using survey methodology was 

used to determine the relationships between staff nurse characteristics, managerial 

coaching, nurse work environment characteristics, professional work satisfaction, job 

satisfaction, and intent to stay in a convenience sample of 554 acute care staff nurses 

working in the Seton Healthcare Family. 

A description of the population, inclusion and exclusion criteria for participation, 

and power analysis for sample size determination were discussed.  Data collection 

procedures and methods used for the protection of human subjects, to include privacy and 

confidentiality of the research participants, were outlined.  An overview of the survey 

instruments and their psychometric properties was provided.  And finally, a description of 

the data analysis plan was used to explain how the research questions would be answered.  
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CHAPTER 4 

Findings 

This chapter presents the quantitative results of a cross-sectional, descriptive, 

correlational study.  The purpose of this study was to explore the relationships between 

staff nurse perceptions of managerial coaching behaviors by first line managers, 

characteristics of the nurse work environment, professional work satisfaction, job 

satisfaction, and intent to stay.  Data were analyzed using the Statistical Package for 

Social Sciences, Version 19 (SPSS 19.0).  Descriptive and inferential statistics were used 

to answer the research questions.  Bivariate correlational analyses for the entire sample 

were used to examine the relationships between the variables of interest.  The alpha was 

set for p = .05 for correlational analyses.  Regression analyses were used to further 

evaluate the relationships between the variables of interest.  Mediation analyses were 

conducted to illuminate the influence of work environment variables on the relationship 

between managerial coaching and intent to stay.  Tables summarizing the major findings 

are included as a visual representation of the findings.   

This chapter is comprised of three sections.  The first section includes the 

demographic characteristics and descriptive statistics of the major study variables for the 

sample of 554 staff nurses.  The second section presents examination of the research 

questions and the third and final section presents the instrument reliability coefficients 

and post-hoc power analysis for this study. 
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Sample Description  

The sample for this study was comprised of staff nurses who provided direct 

patient care at one of 10 acute care hospitals in the Seton Healthcare Family.  The total 

population of staff nurses for recruitment purposes was estimated at 2,485.  This estimate 

was based on the number of nurses deemed eligible to participate based on the National 

Database of Nursing Quality Indicators Job Survey administered annually to nurses 

across the network.  Of this number, 604 nurses participated in the study, either through 

the online web survey (n = 412) or by paper (n = 192), which represents a 25% response 

rate.  After evaluation and exclusion of responses with insufficient data, the final sample 

size for analysis was 554, which represents a 22.3% final response rate.  Because the 

response rate was low, the demographic characteristics of the nurses from the 2011 

NDNQI RN Survey were used for comparison to determine representativeness of the 

nursing sample in this study.  The 2011 NDNQI RN Survey was administered in October 

2011 to a comparable population of staff nurses.  A total of 2073 staff nurses participated 

in that survey, which reflected an overall response rate of 83.4% of nurses deemed 

eligible to participate. 

AGE, GENDER, ETHNICITY, AND EDUCATIONAL PREPARATION (N = 554) 

Table 2 provides information regarding age, gender, ethnicity and educational 

preparation of the nurses.  The ages of the staff nurses (n = 554) ranged from 22 years to 

78 years (M = 41.7, SD = 11.52), with the majority of them (60%) falling between 30 to 

52 years of age.  The overall age of staff nurses in the SHF NDNQI survey was 41.67 
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which is comparable to the age of the staff nurses in this survey (M = 41.7).  Because of 

recent studies highlighting the importance of generational differences in the nurse work 

environment, ages of the staff nurses were grouped by generational cohorts based on the 

four major generational cohorts routinely reported in the nursing literature.  The largest 

generational cohort participating in the study consisted of generation X nurses (n = 215, 

38%), with an additional 32.3% categorized as baby boomer nurses (n = 182), followed 

by 27.2% of nurses falling into the category of millennial (n = 151).  The smallest 

generational cohort in the study consisted of traditionalists nurses (n = 3. .5%).  The SHF 

NDNQI results were not aggregated by generational cohort, therefore no comparisons 

could be made. 

Of the 554 respondents, 545 provided information about ethnicity.  The majority 

of respondents, 82.9% (n = 451) reported their ethnicity as White/Caucasian.  Ethnicity 

was comparable to findings from the SHF NDNQI survey (White = 83.3%, Hispanic = 

7.1%, Black = 2.4%, and Asian = 6%).  Information regarding educational preparation 

was reported by 447 of the 554 respondents.  Of these, 43.9% (n = 243) reported earning 

a BSN as their basic nursing degree, and an additional 2.2% (n = 12) reported completing  

an alternate entry BSN program as their initial degree in nursing.  The alternate entry 

BSN degree was defined as a person who had previously completed a degree in another 

field before returning to school to complete the BSN degree. Returning to school to 

complete an additional nursing degree was reported by 24% of the nurses answering the 

questions about educational level (n = 131).  Of these, 7.2% reported earning a BSN since 
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Table 2 

Demographic Characteristics of Staff Nurses (N = 544) 

 Mean SD n % Range 

Age for Total Sample   41.7 11.52 548 99.8 22-78 

Missing      6     .2  

Generational Cohorts    

Millenials (born between 1978 and 2000) 151 27.2 22-33 

Generation X (born between 1965 and 1977) 215 38.8 34-46 

Baby Boomers (born between 1946 and 1964) 179 32.3 47-65 

Traditionalists (born between 1900 and 1945)     3     .5 66-78 

Missing       6   1.2  

Gender       

Female   494 89.2  

Male     56 10.1  

Missing       4     .7  

Ethnicity      

White/Caucasian   451 81.4  

Hispanic/Latino     34   6.2  

Black/African American     16   2.9  

Asian     31   5.6  

Other       6   1.0  

Missing     16   2.9  

Educational Level – Initial Nursing Degree    

Associate Degree 234 42.2  

Diploma   41   7.4  

BSN 243 43.9  

Alternate Entry BSN   12   2.2  

Alternate Entry MSN   17   3.1  

Missing     7   1.3  

Additional Nursing Degree Achieved or in Progress    

BSN earned 

BSN in progress 

  40 

  38 

  7.2 

  6.9 

 

MSN earned 

MSN in progress 

  22 

  25 

  4.0 

  4.5 

 

Doctoral (PhD, DNSc, DNP) in progress     6   1.1  

Nurses Reporting Additional Non-Nursing Degree    

Associate Degree    18   3.2  

BS    55   9.9  

MS earned 

MS in progress 

    8 

    2 

  1.4 

    .4 
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becoming a nurse (n = 40), while an additional 6.9% reported that they were currently 

enrolled in a program to complete their BSN (n = 38).  This represents a total 53.3% of 

nurses who have completed their BSN which was comparable to the staff nurses 

completing the SHF NDNQI survey at 53%.  Additionally, 3.1% reported completing an 

alternate entry MSN degree (n = 17) as their initial nursing degree.  Alternate entry MSN 

degree programs enroll students who have already completed a baccalaureate degree in 

another discipline and have completed prerequisite courses.  Upon entry, students 

complete basic nursing education and then complete graduate education in a focused area 

of nursing.  Additionally, 4% (n = 22) of staff nurses reported completion of a MSN 

degree and 4.5% (n = 25) reported current enrollment in a program leading to completion 

of a MSN degree.  This finding was slightly higher than the 6% of  staff nurses reporting 

graduate education in the 2011 SHF NDNQI survey,  Finally, 1% of respondents 

indicated they were currently enrolled in a program leading to a doctoral degree in 

nursing (n=6).  Nurses in the study also reported having non-nursing degrees.  Of these, 

3.2% reported having an Associate Degree in another field, 9.9% reported a BS or BA 

degree in another field (n = 55), and .4%, were currently enrolled in a program leading to 

a Master’s degree in another field (n = 2).  This information was not available from the 

SHF NDNQI survey; therefore comparisons could not be made regarding additional 

education outside of nursing. 
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EMPLOYMENT CHARACTERISTICS AND SPECIALTY PRACTICE AREA 

Staff nurses participating in the study were asked about the nature of their 

employment within the Seton Healthcare Family based on characteristics related to both 

job satisfaction and retention reported in the nursing literature.  Table 3 provides 

information about the staff nurses regarding their work hours, job title, length of 

employment in the SHF, their current unit, and the primary shift worked. 

Staff nurses were asked if they worked full time (32-40 hours/week), part time   

(24-31 hours/week), or per diem, based on the SHF descriptions of these categories.  

Within the sample, 99.1% (n = 449) provided information about their employment status.  

Of these, 87.9% of the nurses (n = 487) reported full time status, 7.4% (n = 41) worked in 

a part time capacity, and 3.8% (n = 21) worked on a per diem or as needed basis.  Nurses 

participating in the 2011 SHF NDNQI survey reported a lower percentage of full time 

nurses (82%), and a greater percentage of part time nurses (12%) and per diem nurses 

(6%). 

The SHF provides a clinical ladder for professional career advancement of nurses 

with five levels, ranging from entry level to recognition of advanced practice.  Nurses 

without a minimum of one year of nursing experience are hired into the entry level of the 

clinical ladder (RN I) and advancement to the next level (RN II) is mandatory within 12 

to 18 months of initial employment.  Nurses with experience may be hired into the ladder 

at the RN II to RN IV level.  Promotion beyond RN II level is voluntary and the ladder is 

an open design, meaning that there are no limits to the number of nurses at each level of 
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the ladder.  Promotion to the RN V level requires a graduate degree in addition to other 

ladder requirements.  Each nurse must submit a professional portfolio annually during the 

performance evaluation cycle, and each level has specific requirements for maintenance 

at that level that must be validated during the review cycle. 

Of the nurses who completed the survey instruments, 98.6% (n = 443) provided 

information about their job titles.  Table 3 provides information regarding percentage of 

nurses in each category of the clinical ladder.  Staff nurses also were asked about their 

length of employment within the Seton Healthcare System and length of employment on 

their current unit.  Length of employment within the Seton Healthcare Family was 

reported by 95.5% of nurses (n = 429).  Length of employment ranged from less than one 

year to 38 years (M = 8.22, SD = 8.18; median = 6 years).  Of the respondents, 49.6%    

(n = 275) reported a length of employment of less than five years and 45.9% (n = 154) 

reported a length of employment greater than five years.  Information regarding length of 

employment at the unit level was provided by 94.2% of the respondents (n = 522).  

Length of employment at the unit level ranged from less than one year to 35 years        

(M = 6.02, SD = 6.59; median = 4 years).  A majority of nurses (n = 333, 60.1%) reported 

length of employment on their current unit as less than five years, and the remaining 

34.1% of staff nurses reported employment on their current unit for five years or more   

(n = 154).  All but nine nurses in the sample (n = 535) provided information about their 

primary work shift.  A majority of the nurses (69.5%) worked day shift.  Of these, 43.3% 

worked a twelve hour day shift (n = 240) and the remaining 26.2% worked either eight or 
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Table 3  

Employment Characteristics of Staff Nurses (n = 554) 

      n % 

Employment Status (n = 549)   

Full Time (32 hours/week or greater) 487 87.9 

Part Time (16 – 32 hours/week)     41   7.4 

Per Diem/PRN 

Missing 

  21 

    5 

  3.8 

    .9 

Job Title (n = 546)     

RN I     17   3.1 

RN II   215 38.8 

RN III     77 13.9 

RN IV   218 39.4 

Other (RN V, ANP)     14   3.4 

Missing        8   1.4 

Length of Employment within Seton Healthcare Family(n = 529) 

Less than one year     48   8.7 

One to three years   121 21.8 

Three to five years   106 19.1 

Five to ten years   104 18.8 

Greater than ten years   150 27.1 

Missing     25   4.5 

Length of Employment in Current Unit (n = 522) 

Less than one year     69 12.5 

One to three years   157 28.3 

Three to five years   107 19.3 

Five to ten years   104 18.8 

Greater than ten years     85 15.3 

Missing     32   5.8 

Primary Shift Worked (n = 535)   

12 hour days 240 43.3 

12 hour nights 124 22.2 

8/10 hour days 145 26.2 

8/10 hour evenings   24   4.3 

8/10 hour nights     7   1.3 

Missing     9   1.6 
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ten hour day shifts (n = 145).  The next most frequently worked shift was night shift; 

23.5% of the participants reported working that shift (n = 121).  Most nurses reported 

working a 12 hour night shift (n = 124, 22%), and 1.3% of nurses reported working either 

an eight or ten hour night shift (n = 7).  Only 4.3% of the nurses reported working a 

traditional eight hour evening shift (n = 24), and .9% reported their working shift as other 

(n=5).  Therefore the sample in this study was similar to the larger sample of staff nurses 

in the 2011 SHF NDNQI survey. 

MAGNET STATUS, SPECIALTY PRACTICE AREA, AND CERTIFICATION OF NURSES 

Table 4 provides information regarding the Magnet status, specialty practice area and 

national certification of nurses in the study.  The SHF made a commitment in 2000 to 

pursue Magnet status as both a recruitment and retention strategy in four of the acute care 

hospitals.  In 2002, four of the hospitals within the network earned Magnet designation 

and have maintained that status. Additionally, five other hospitals within the SHF 

achieved Pathway to Excellence status through the American Nurses Credentialing 

Center (ANCC) and Seton Medical Center Hays is currently preparing for this 

designation.  Furthermore, the two newest medical centers in the system (Seton Medical 

Center Williamson and Seton Medical Center Hays) plan is to seek full Magnet status in 

the future as they grow and develop in regard to patient population and acute care 

services offered to the community.  The Seton Healthcare Family, therefore, can be 

considered as one comprised of acute care hospitals that are either Magnet designated or 

Magnet-aspiring.  Of the nurses participating in the study, 67.1% were employed within  
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Table 4  

Magnet Status, Specialty Practice Area and Certification of Staff Nurses (n = 544) 

       n % 

Magnet Status   

Magnet Designated Facility 372 67.1 

Magnet Aspiring Facility  

Missing 

181 

    1 

32.7 

  0.2 

Acute Care 171 30.9 

Med/Surg (includes Oncology and Telemetry)   

Adult 135  

Pediatric   26  

Surgical Services 127 22.9 

Perioperative   

Adult   55  

Pediatric     6  

Perianesthesia (includes PACU and Endoscopy)   

Adult   45  

Pediatric     6  

Interventional Units (includes Cath Lab, EP, Radiology)     9  

Perinatal   78 14.1 

Labor and Delivery (L&D)   24  

Labor, Delivery, Recovery, Postpartum (LDRP)   13  

Mother Baby (includes nursery)   30  

Neonatal Intensive Care Unit (NICU)   11  

Behavioral Health   11   2.0 

Emergency Services   46   8.3 

Adult   39  

Pediatric     5  

Critical Care (includes surgical, cardiac, neurosurgical intensive 

care units as well as intermediate care units) 

  81 14.6 

Adult   78  

Pediatric     4  

Ambulatory Services 

Missing 

  10 

  29 

  1.6 

  5.4 

National Certification in Specialty Practice Area   

Holding One Certification in Specialty Practice Area 189 34.1 

Holding Second Certification in Specialty Practice Area   27   4.9 
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one of the four Seton hospitals designated as Magnet facilities (n = 372), and 32.7% were 

employed at a Magnet aspiring facility (n = 181)  

The SHF has a shared governance structure that is organized across the entire 

system, which is unique even for an integrated healthcare network structure.  Nursing 

practice is standardized throughout the network at each specialty level and policies and 

procedures governing nursing practice are developed and implemented across the 

network by nurses participating in one of seven specialty practice councils.  Each council 

represents several specialty units with common practice issues.  An example of this is the 

Acute Care Council, which represents practice issues for medical/surgical, oncology, 

pulmonary, and telemetry nurses.  Regarding specialty practice areas, the pediatric patient 

populations at Dell Children’s Medical Center also are identified under each specialty 

practice area.  Five hundred twenty five nurses answered questions identifying their 

specialty practice area.  Of these, the greatest number of nurses (n = 171, 30.9%) reported 

working in an acute care practice area which includes medical/surgical units and 

dedicated orthopedic, oncology, pulmonary/renal and telemetry units throughout the 

system.   

Thirty nine percent of the nurses who completed the survey reported achieving a 

national specialty certification in their practice area, with 34.1% holding at least one 

national certification (n = 189) and 4.9% holding a second certification (n = 27).  The 

number of certified nurses reported in the 2011 SHF NDNQI survey also was 34%, again 
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reflecting that the sample in this study was similar to the larger body of staff nurses 

within the SHF. 

RELATIONSHIP CHARACTERISTICS WITH FIRST LINE MANAGERS 

Table 5 describes the relationship between staff nurses and their first line 

managers, which was an important demographic variable of interest for this study.  Of the 

554 nurses who completed the survey, 526 provided information regarding the length of 

their relationship with their manager.  It is of interest that more than half (54.9%) of the 

staff nurses (n = 305) reported a relationship with their manager of less than three years 

with 20.4% of the staff nurses reported a relationship of less than one year with their first 

line manager (n = 113).   

In addition to the length of the relationship that staff nurses enjoyed with their 

first line manager the frequency of their interactions was collected because it is believed 

to influence the quality of the relationship.  Frequency of interaction with their first line 

manager was reported by 533 nurses.  Only 14.6% of staff nurses (n = 81) indicated that 

they rarely interacted with their nurse manager, while 25% of staff nurses (n = 139) 

reported a moderate level of interaction with their manager (at least once or twice 

weekly).  High frequency interactions (several times per week or daily) were reported by 

38.4% of the participants (n =213). 
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Table 5 

Relationship Characteristics with First Line Managers of Staff Nurses (N = 544) 

 Mean SD    n % 

Length of Relationship With Manager (n = 526)   

Less than 1 year   113 20.4 

One to three years   192 34.5 

Three to five years     92 16.6 

Five to ten years     82 14.8 

Greater than ten years     47   8.5 

Missing     28   5.1 

Frequency of Interaction with Manager (n = 533) 

Rarely     81 14.6 

Weekly   126 22.7 

Often (two to three times/week)   13 2.3 

Frequently (three to four times/week)   91 16.4 

Daily 122 22.0 

Missing     21 3.8 

 

DESCRIPTIVE STATISTICS FOR MAJOR STUDY VARIABLES 

Table 6 shows the measures of central tendency for the remaining independent 

and dependent variables for the staff nurses in this study.  Managerial coaching was the 

primary independent variable of interest.  Managerial coaching behaviors were measured 

by the Yoder Coaching Instrument, which is a 40 item instrument measuring essential 

attributes of manager coaching behaviors.  Nurse work environment variables were 

treated as dependent variables when evaluating their relationship to managerial coaching 

and demographic characteristics.  However, nurse work environment variables were 

treated as independent variables when evaluating their relationship to overall job 

satisfaction and intent to stay.  Nurse work environment variables included the eight 
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subscales on the Essentials of Magnetism II Tool (EOM II).  These subscales measure 

essential attributes believed by nurses to contribute to their ability to provide quality 

nursing care.  Professional work satisfaction (PWS) represents attainment of higher level 

needs in the work environment that enable staff nurses to provide quality to care for 

patients (Schmalenberg & Kramer, 2008) and is the total score derived from the eight 

subscales of the EOM II.  Professional work satisfaction was considered a dependent 

variable when evaluating its relationship with coaching and an independent variable 

when evaluating the relationship with overall job satisfaction and intent to stay.   

Intent to stay is reported in the nursing and business literature as a predictor of 

turnover or retention of employees.  It represents behavioral intention to seek 

employment elsewhere in the immediate future and is influenced by a complex set of 

variables that contribute to both organizational and professional work satisfaction.  Intent 

to stay in this study was measured by Price’s intent to stay questions as adapted by Yoder 

(1992). 

Research Questions 

Before conducting the data analysis the data were screened for assumptions of 

normality, outliers and out of range values.  The normal distribution of the variables was 

examined using measures of central tendency.  All of the variables had skewness values 

less than  1.0, although the subscales for working with clinically competent staff, 

autonomy, and values as well as professional work satisfaction were leptokurtic.  Graphic 
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Table 6 

Descriptive Statistics for Major Study Variables 

Variable Mean SD Median Range 

Managerial Coaching    113.88     21.84      115    52-160 

Support for Education      11.30       1.82        11        4-16 

RN/MD Relationships      45.00       9.06        45      17-60 

Working with Clinically 

Competent Peers 

     11.74       1.93        12        0-16 

Autonomy       77.0       9.20        78    45-112 

Control of Nursing Practice       71.95     12.52        74    30-105 

Adequacy of Staffing       16.49       2.20        17        8-24 

Concern for Patient is 

Paramount (Values) 
      31.82       5.32        32        0-44 

Nurse Manager Support       35.01       6.86        36      12-48 

Professional Work Satisfaction 

(PWS)     300.38     29.66      303.6      0-456 

Intent to Stay (ITS) 12.90 2.50 13 4-20 

presentations using scatter plot matrixes of independent and dependent variables were 

used to assess homoscedasticity. The data fulfilled the assumptions that can be applied to 

normal distributions.  Correlational analyses were completed for the independent and 

dependent variables in the study using the Pearson product-moment correlation 

coefficient r and meaningfulness of the correlations coefficient was evaluated using r
2
.   

STAFF NURSE REPORTS OF MANAGERIAL COACHING BEHAVIOR  

The first research question for the study dealt with the extent to which staff nurses 

perceived coaching behaviors by their first line managers.  Staff nurse reports of 
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managerial coaching behaviors were measured by the Yoder Coaching Instrument.  The 

instrument contains 40 questions measuring various aspects of the coaching relationship.  

Likelihood of coaching behaviors is measured by a four point Likert type scale.  The 

choices are defined as never (1), seldom (2), often (3), and always (4).  Three items on 

the instrument are reverse scored.  Staff nurse perceptions of coaching by first line 

managers are represented by the total score of all items with a possible range of scores 

from 40 to 160.  Higher scores reflect the perception of greater levels of managerial 

coaching behaviors by first line managers. 

Table 7 provides a comparison of responses by items organized by highest scoring 

items to lowest scoring items.  Staff nurses’ perceptions of managerial coaching 

behaviors were highest (M = 3.0 to 3.33) in the areas of being approachable, treating staff 

fairly, having integrity, being a role model, demonstrating trust in staff, promoting an 

environment of excellence, demonstrating both trust and confidence in staff, and 

supporting an environment that respects interpersonal relationships.  Managerial 

behaviors with moderate scores (M = 2.62 to 2.69) included being consistent, delegating 

responsibility, concern with staff nurse job satisfaction, getting to know employees as 

individuals, consistent treatment of staff, empowering staff to work out solutions for 

themselves, recognizing personal achievement, being open to criticism, helping staff 

identify alternative solutions to problems, removing obstacles, giving and receiving 

feedback, and timely resolution of performance problems.  Coaching behaviors with the 
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lowest scores (M = 2.27 to 2.60) dealt with providing ongoing feedback on performance 

to address problems or maximize performance, giving public recognition, and helping  

staff to understand risk and its relationship to growth, as well as encouraging staff to take 

a risk to implement new ideas.   

THE RELATIONSHIP BETWEEN MANAGERIAL COACHING AND NURSE WORK 

ENVIRONMENT VARIABLES (RESEARCH QUESTION 2) 

The EOM II was used to measure attributes of the nurse work environment and is 

comprised of eight subscales.  The eight subscales are support for education, RN/MD 

relationships, working with clinically competent peers, autonomy, control of nursing 

practice, adequacy of staffing, concern for the patient as paramount, and nurse manager 

support.  Table 8 provides a summary of the correlations between managerial coaching 

and the eight subscales.  To assist in evaluation of the relationships, levels of each work 

environment subscale were categorized related to the mean score reported as high (M = 

above 75
th

 percentile of possible high score), moderate (M = between the 50
th

 and 

75
th

percentile of possible high score), or low (M = less than the 50
th

 percentile).  The 

relationships are presented in descending order, from highest to lowest correlation 

between the variables of interest. 

The Pearson product moment correlation coefficient r was used to quantify the 

relationship between the variables of interest and r
2
 was used to evaluate the magnitude 

between the variables of interest.  Assumptions regarding correlational analyses include: 

(1) a sample representative of the population, (2) normal distribution of variables, 



129 
 

Table 7 

Managerial Coaching Responses  

“How often or likely is it that your first line manager” Mean SD Median 

Is approachable (open door policy) (item #18) 3.33 .711 3.0 

Treats you fairly (item #26) 3.27 .678 3.0 

Has integrity(item #36) 3.26 .717 3.0 

Demonstrates the behavior that he/she expects of you (i.e., 

coming to work on time, dressing appropriately) (item #15) 
3.23 .713 3.0 

Is committed to continuous improvement (item #40) 3.23 .693 3.0 

Demonstrates trust in you (item #25) 3.20 .736 3.0 

Expects you to work hard, but enjoy what you do (item #32 ) 3.19 .690 3.0 

Demonstrates confidence in you (item #24) 3.18 .748 3.0 

Promotes an environment of excellence, rather than doing 

the minimum (item #16) 
3.15 .779 3.0 

Values character as well as ability (item #31) 3.11 .725 3.0 

Has a sense of humor (item #35) 3.08 .699 3.0 

Supports an environment that respects interpersonal 

relationships (item #30) 
3.03 .731 3.0 

Is consistent (item #38) 3.01 .722 3.0 

Delegates responsibilities (item #13) 2.99 .671 3.0 

Is concerned with your job satisfaction (item #33) 2.92 .819 3.0 

Inspires you to want to earn his/her trust (item #21) 2.91 .879 3.0 

Treats all employees equally (no favoritism) (item #39) 2.90 .827 3.0 

Tries to get to know you as an individual with your own 

problems and personal needs (item #17) 
2.90 .854 3.0 

Empowers you to work out solutions (item #14) 2.88 .762 3.0 

Recognizes personal achievement (item #22) 2.81 .822 3.0 

Accepts criticism (item #28) 2.80 .757 3.0 

Keeps winning and losing in perspective (item #34) 2.79 .775 3.0 
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Table 7 Cont. 

Managerial Coaching Responses  

“How often or likely is it that your first line manager” Mean SD Median 

Discusses alternative solutions to problems you faced  

(item #5) 2.78 .77 3.0 

Gives you private recognition on excellent work  

(item #19) 2.74 .90 3.0 

Removes obstacles that stand in the way of your best 

performance (item # 4) 
2.67 .757 3.0 

Would rather be liked than respected for their decisions  

(item #27) 
2.66 .949 3.0 

Gives you feedback to clarify your performance (item #1) 2.64 .691 3.0 

Avoids responding to performance problems (item #37) 2.63 .931 3.0 

Gives you feedback to clarify excellent performance  

(item  #2) 
2.63 .781 3.0 

Helps you to develop strategies to identify and achieve 

your career goals (item #7) 
2.62 .860 3.0 

Asks for feedback from you (item #9) 2.61 .817 3.0 

Provides ongoing feedback concerning your performance 

(item #8) 
2.61 .772 3.0 

Gives you feedback to clarify unsatisfactory performance 

(item #3) 
2.60 .804 3.0 

Provides one-on-one discussions regarding maximizing 

your performance (item #23) 2.57 .854 3.0 

Enters into an agreement with you about actions needed to 

solve your performance problems (item #6) 2.56 .836 3.0 

Gives you public recognition on excellent performance 

(item #20) 2.54 .908 3.0 

Gives you feedback to clarify performance expectations 

within the first three months of the rating period  

(item #10) 

2.42 .843 2.0 

Encourages you to take a risk to implement your ideas 

 (item # 12) 
2.29 .878 2.0 

Helps you to understand risk and its relationship to growth 

(item #11) 2.27 .888 2.0 
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(3) homeoscedasticity, and (4) a linear relationship.  These assumptions were met by the 

data.  Both effect size and significance were examined to fully assess the information 

provided by the data.  The following effect size was used to examine the variables: .10 

was considered a small effect, .50 is considered a medium effect and .50 or greater is 

considered large effect (Cohen 1992).  Relationships between all variables were 

statistically significant (p = ≤ 01).   

Managerial Coaching and Nurse Manager Support 

Table 9 provides the items on the EOM II that measure nurse manager support, 

which is defined as the behaviors of first line managers that provide support to staff 

nurses.  These behaviors are higher in leadership functions as opposed to management 

functions (Kramer, Schmalenberg, & Maguire, 2010).  Twelve items on the EOM II 

measured nurse manager support, and two of these questions also were used as measures 

in two other subscales.  Because a subscale is not scored if more than 25% of the scores 

for the subscale are missing but can remain as part of the overall score, the possible range 

of scores for this subscale is 0 - 64. The range of scores for the subscale in this study was 

12- 48.   
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TABLE 8 

Bivariate Correlation Matrix for Managerial Coaching and Work Environment Variables. 

  
MC ED RnMd WCC AUT CNP STF VAL NMS 

MC 1         

ED  .405** 1        

RnMd  .198**  .311** 1       

WCC  .517**  .393**  .279** 1      

AUT  .526**  .441**  .299** .499** 1     

CNP  .482**  .466**  .318** .532** .567** 1    

STF  .290**  .300**  .268** .414** .381** .352** 1   

VAL  .582**  .435**  .363** .625** .509** .563** .441** 1  

NMS  .807**  .486**  .263** .637** .626** .580** .355** .692** 1 

 

Note. ** Correlation is significant at the .01 level (two-tailed);  

 MC = Managerial Coaching Score; ED = Support for Education; RnMd = RN/MD relationships; WCC = Working with Clinically 

Competent Nurses; AUT = Autonomy; CNP = Control of Nursing Practice; STF = Adequacy of Staffing; VAL = Value of Concern 

for Patient as Paramount; PWS = Professional Work Satisfaction.
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Table 9 

EOM II Items for Nurse Manager Support Subscale 

Our nurse manager makes it possible for nurses on the unit to attend continuing 

education, outside courses and/or degree completion programs. (also counted as part of 

the subscale Support for Education) 

Nurses are held accountable in a positive, constructive, learning way for the outcomes of 

autonomous clinical nursing practice. (also counted as part of the subscale for Autonomy) 

Our nurse manager represents the positions and interests of the staff and of our unit to 

other departments and to administration.  He/she ‘watches our back’. 

If we need resources such as equipment or supplies, our nurse manager sees to it that we 

get these. 

Our manager is diplomatic, fair and honest in resolving conflicts between nurses, 

physicians, and other departments. 

Our nurse manager supports and encourages interdisciplinary (physicians, nurses, and 

other disciplines) planning and action. 

The nurse manager on our unit sees to it that we have adequate numbers of competent 

staff to get the job done. 

Our nurse manager cites specific examples, both positive and negative, when he/she 

provides us feedback. 

The nurse manager of our unit promotes staff cohesion and is a positive force in getting 

us to work together. 

Our manager is visible, available, approachable, and ‘safe’. 

Our manager instills & ‘lives’ the organization’s values regarding patient care.  He/she 

‘walks the talk’. 

Our manager fosters sound decision-making by asking for ‘best practice’ evidence for the 

decisions we are making. 

 

Staff nurses reported moderate levels of nurse manager support (M = 35, SD = 6.86) and 

managerial coaching was positively and highly correlated to the subscale of nurse 

manager support   (r = .807, p = .01).  The magnitude of this correlation (r
2
) explains 

65% of the variance between managerial coaching and nurse manager support and this is 

considered a large effect size. 
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Managerial Coaching and a Culture Where Concern for the Patient is Paramount 

 Eleven items on the EOM II measured the extent to which organizational values 

are patient centered and Table 10 provides those items.  The possible range of scores for 

this subscale is 0 - 44.   The range for the subscale for this study was 0 – 44.  Staff nurses 

reported a fairly high level of organizational commitment to patient safety and quality 

care (M = 31.82, SD 5.32).  Managerial coaching behaviors were found to be moderately 

and positively correlated with patient centered values (r = .582, p = .00).  This was the 

second highest relationship between managerial coaching and work environment 

variables and the effect size is considered to be large for this relationship as well. 

Table 10 

EOM II Items for Values Subscale (Concern for the patient is paramount) 

This hospital is willing to try new things. 

Concern for the patient is paramount on my unit and in this hospital. 

Problems are solved by swift action; people are not afraid to take risks. 

People on my unit are enthusiastic about their work. 

Higher performance and productivity are expected of everyone. 

We work together as a team, both within nursing and with medicine and other disciplines. 

Cost (money) is important, but quality patient care comes first in this organization. 

The contributions of all members of the staff (RNs, nurse assistants, techs) are important 

and valued. 

Our administration anticipates organizational changes that need to be made because of 

changes in the health care system, and sees to it that we are out in front. 

This is a value driven organization.  Values are known, understood, shared, and 

frequently talked about. 

We make a conscious effort to transmit our cultural values to in-coming nurses, 

physicians, techs, and assistants. 
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Managerial Coaching and Autonomy 

 Autonomy is the freedom of a staff nurse to act in the best interests of the patient, 

using knowledge that is based on best practice and evidence.  Autonomy is believed to be 

a primary cornerstone of a healthy work environment.  Autonomous practice allows the  

nurse to act independently for those actions that are within the nursing scope of practice 

and interdependently when there is overlap between disciplines.  Autonomous practices 

also is facilitated by nurse manager support (Kramer & Schmalenberg, 2008).  Table 11 

provides the measures in the autonomy subscale of the EOM II.  Eight items were used to  

Table 11 

EOM II Items Measuring Autonomy Subscale 

Nurses here fear ‘getting into trouble’ or ‘taking big risks if they make independent, 

autonomous decisions. 

Autonomous nursing practice is facilitated because nurses ‘feel’ or know that nurse 

managers will support them. 

Staff nurses must obtain orders or consent from an authority source before making 

independent or interdependent decisions. 

On this unit, nurses make independent decision within the nursing sphere of practice and 

interdependent decisions in those spheres where nursing overlaps with other disciplines. 

Our evidence-based practice activities provide us with the knowledge base needed to 

make sound clinical decisions. 

In this hospital, nurses have to do things that, in our professional judgment, may not be in 

the best interests of the patient. 

Nurses are held accountable in a positive, constructive, learning way for the outcomes of 

autonomous clinical nursing practice (this item is also scored on the nurse manager 

support subscale). 

There is a general understanding among nurses on my unit that nursing administrations 

wants us to function autonomously. 



136 
 

measure autonomy and one of these is shared with the nurse manager subscale.  The 

possible range of scores for this subscale is 0 – 112.  The range for this study was 45 - 

112.  Staff nurses reported a moderate level of autonomy (M = 77, SD = 9.20), and a 

positive and moderate correlation with managerial coaching (r = .526, p = .00).  Once 

again, this represents a large effect size. 

Managerial Coaching and Working with Clinically Competent Staff 

Since the initial development of instruments to measure the nurse work 

environment, staff nurses have consistently identified working with clinically competent 

peers as the top attribute of a healthy and satisfying work environment                   

(Schmalenberg et al., 2008).  Four items on the EOM II comprised the measures of the 

subscale for working with clinically competent peers, which is detailed in Table 12.  The 

possible range of scores for this subscale is 0 – 16.  The range of scores for this study also 

was 0 – 16. 

 

Table 12 

EOM II Items for Working with Clinically Competent Staff Subscale 

Nurses on my unit demonstrate competent performance 

Nurses’ competent performances are recognized and rewarded both on my unit and in 

this organization. 

Continuing education toward a nursing degree is recognized as a way in which nurses can 

increase their nursing competence. 

National certification is recognized as evidence of proficient clinical competence. 
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Staff nurses in the study rated clinical competence of peers as moderate             

(M = 11.74, SD = 1.93) and managerial coaching was reported to be positively and 

moderately correlated with this characteristic (r = .517, p ≤ .01).  Results from this 

subscale also demonstrated a large effect size. 

Managerial Coaching and Support for Education 

Support for education represents organizational commitment to ongoing staff 

nurse development through the availability of educational programs and opportunities to 

participate and increase competence as a nurse.  This includes continuing education, 

completion of additional or advanced nursing degrees, and national certification 

Table 13 

EOM II Items for Support for Education subscale 

Other professionals (therapists, physicians) indicate they value nurses pursuing their 

education, extending their knowledge, and increasing their competence. 

Our nurse manager makes it possible for nurses on the unit to attend continuing 

education, outside courses and/or degree programs. 

In this organization, there are few rewards such as salary increases or promotion for 

pursuing one’s education. 

This organization provides financial assistance and/or paid time off for nurses to attend 

educational programs. 

  

(Schmalenberg et al., 2008).   Table 13 describes the four items in this EOM II subscale.  

The range of scores for this subscale is 0 – 16.  The range of scores reported for this study 

was 4 – 16.  Staff nurses reported moderate levels of organizational support for education 
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(M = 11.30, SD = 1.82), and managerial coaching was found to be positively correlated 

with this subscale with a medium effect size (r = .405, p ≤.01).   

Managerial Coaching and Control of Nursing Practice 

Control of nursing practice represents the ability of staff nurses at the unit level 

and across the organization to have input and make decisions on issues influencing both 

nursing practice and the quality of patient care.  It is one of three attributes that are  

Table 14 

EOM II Items for Control of Nursing Practice Subscale 

We have a council or committee structure through which nurses on our unit and in this 

hospital control nursing practice. 

Staff nurses have input and make decisions with respect to practice issues and policies 

such as selection of equipment, how frequently to change IV line dressings, etc. 

Physicians, administrators, nurses and other professionals (ex. Physical therapists) 

recognize that nursing in this hospital controls its own practice. 

Shared decision-making is more talk than action here; clinical (staff) nurses don’t take 

part in decision-making. 

Representatives from other departments and disciplines such as transportation, pharmacy, 

respiratory therapy, participate in our shared decision-making activities on a regular 

basis. 

Nurses in this organization have input and make decisions related to personnel issues and 

policies that directly affect them such as floating, schedules, care delivery system. 

Nurses on my unit can describe decisions made and outcomes achieved as a result of our 

shared decision-making process. 

Nursing practice, policies, issues and standards are determined by nursing management, 

administration, or people outside of nursing.  Staff nurses do not have control. 
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considered cornerstones of healthy and professional work environments (Kramer & 

Schmalenberg, 2003).  Control of nursing practice was measured by eight items on the  

EOM II which are described in Table 14.  The possible range of scores for this subscale is 

0 - 108.  The range of scores in this study was 30 – 105.  Staff nurses participating in the 

study reported a moderate level of control over nursing practice (M = 71.95; SD = 12.52) 

and managerial coaching demonstrated a positive and moderate correlation with CNP      

(r = .482, p ≤ .01).  This is considered a medium effect size. 

Managerial Coaching and Adequacy of Staffing 

Perceived adequacy of staffing represents the extent to which staff nurses believe 

they have the right number and skill mix of staff to provide quality patient care.  This 

subscale was changed from a single global item indicator on the original EOM to a six 

item measure on the EOM II.  Table 15 provides information regarding the items for this 

subscale, which has a possible range of scores of 0 – 24.  The range of scores for this 

study was 8 – 24.  Staff nurses reported moderate levels of perceived adequacy of staffing 

(M = 16.49, SD = 2.2) and this subscale was positively associated with managerial 

coaching, with a medium effect size (r = .290; p ≤.01). 

Managerial Coaching and RN/MD Relationships 

The final nurse work environment characteristic evaluated for its relationship to 

managerial coaching was RN/MD relationships, which describes a continuum of 
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Table 15 

EOM II Items for Adequacy of Staffing Subscale 

The nurses on my unit judge that, most of the time, we are adequately staffed to give 

quality patient care. 

We don’t have enough competent and experienced nurses who ‘know’ the unit, patients 

and physicians to provide safe care. 

We modify our patient care delivery system (ex., team, primary) on the basis of the 

number and experience of RNs available. 

We work as a team on our unit.  We need one another and need to work together if 

patients are to receive high quality care. 

Our group cohesiveness enables us to give quality care with our current level of staffing. 

Our unit is not consistently budgeted sufficient RN positions for the acuity of our 

patients.  This makes it difficult to give quality patient care even when all budgeted 

positions are filled. 

  

professional relationships between staff nurses and physicians that range from hostile to 

collegial.  Nurses are provided descriptions of six different types of relationships and 

asked to respond to each situation in terms of the number of physicians and the frequency 

of behaviors in the situation.  Table 16 describes the items for this subscale and the 

possible range of scores for this subscale is 0 – 72.  The range of scores reported for this 

study was 17 – 60.  The levels of  positive RN/MD relationships (M = 45.0, SD = 9.06) 

reported by staff nurses in this study demonstrated a small effect size and a low, albeit 

statistically significant, relationship to managerial coaching (r = .198; p ≤ .01). 
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Table 16 

EOM II Items for RN/MD Relationships Subscale 

Nurse-physician relationships on my unit are that of a ‘student-teacher’ with physicians 

willing to explain and teach nurses 

Nurse-physician relationships consist of willing cooperation based on mutual power , 

trust, and respect. 

Relationships between nurses and physicians are frustrating, hostile and characterized by 

‘power plays,’ antagonism or resentment. 

Relationships with MDs are that of ‘student-teacher’ with RNs influencing MDs in their 

prescribing care for patients. 

Our nurse-physician relationships are rather formal and characterized mainly by the nurse 

responding to the physician’s questions. 

Physicians treat nurses on unit as equals.  MDs need RNs’ assessments/observations and 

RNs need MDs medical knowledge if together we are going to help the patient. 

 

RELATIONSHIPS BETWEEN MANAGERIAL COACHING, PROFESSIONAL WORK 

SATISFACTION, JOB SATISFACTION, AND INTENT TO STAY IN STAFF NURSES     

(RESEARCH QUESTION 3) 

The third research question was “What is the relationship between managerial 

coaching behavior, professional work satisfaction, overall job satisfaction, and intent to 

stay as perceived by staff nurses?”  Once again the data were examined in terms of 

assumptions for correlational analysis and all criteria were met.  Relationships reported in 

the literature indicated that leadership attributes positively contributed to both types of 

work satisfaction and intent to stay, although most relationships consisted of low to 

moderate correlations.  Professional work satisfaction (PWS) was measured as the total 

score of the eight subscales of the EOM II.  This represents a different conceptualization 
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of the relationship between the subscales of the EOM II and job satisfaction.  The eight 

subscales measure those attributes in the work environment that support the ability to 

provide quality nursing care.  These are considered higher level needs as conceptualized 

by Maslow, therefore the total sum of the subscales is intended to measure professional 

work satisfaction, rather than the broader construct of job satisfaction.  To illustrate this 

conceptualization pay, work hours, patient care assignment, and ability to have an 

uninterrupted meal break during the shift are examples of lower level work needs.  

Examples of higher level needs include the ability to make decisions about practice 

issues, collegial relationships with physicians and other healthcare providers, and an 

organization that puts the patient’s needs as the most important priority.  The broader 

concept of job satisfaction (JS) was measured by the global single item questions about 

job satisfaction used in the original EOM instrument.  This global question is intended to 

allow nurses to consider all salient aspects of the work environment that contribute to job 

satisfaction.  Intent to Stay was measured by five items used in previous studies to 

evaluate nurses’ behavioral intentions to stay in an organization (Gurney, 1990; Price & 

Mueller, 1981; Yoder, 1995).   

The relationship between MC, PWS and JS was examined first.  The bivariate 

correlations for managerial coaching, professional work satisfaction, and overall job 

satisfaction are presented in Table 17.   
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Table 17 

Bivariate Correlations for Managerial Coaching, Overall Job Satisfaction, 

Professional Work Satisfaction, and Intent to Stay 

   Variable MC PWS OJS ITS 

MC 1    

PWS .685** 1   

OJS .529** .539** 1  

ITS .299** .420** .543** 1 

Note.  ** Correlation is significant at the .01 level (two-tailed) 

MC = Managerial Coaching Score; PWS = Professional Work Satisfaction; JS = Job 

Satisfaction; ITS = Intent to Stay 

 

Managerial coaching was positively correlated with professional work satisfaction 

(r = .685; p ≤ .01), and overall job satisfaction (r = .529; p ≤ .01).  The correlation of each 

relationship is considered moderate, explaining 46% of the variance between coaching 

and professional work satisfaction and 28% of the variance between coaching and job 

satisfaction.  The effect size is large for both relationships.  Managerial coaching was 

positively correlated with intent to stay (r = .30; p ≤ .01) with a medium effect size.  The 

strength of the relationship is considered low, explaining only 8.8% of the variance 

between coaching and intent to stay.  However, professional work satisfaction (PWS) was 

positively and moderately related to job satisfaction (r = .539; p = .01), with a large effect 

size.   The relationship between PWS and ITS also was positive (r = .420, p ≤ .01) with a 

medium effect size, however the strength of the relationship is considered low, explaining 
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only 17.6% of the variance.  Furthermore, job satisfaction (JS) was positively and 

moderately correlated with ITS (r = .543; p ≤ .01) with a large effect size.   

To examine the unique contribution of managerial coaching and PWS to the 

prediction of JS, hierarchical linear regression analysis was performed.  The assumptions 

for regression analysis are the same as those for correlational analysis previously 

described.  Hierarchical regression analysis represents a sequential analysis of a set of 

independent variables, based on the presumed causal priority with no independent 

variable entering later that is a presumptive cause of earlier variables.  Table 18 presents 

the findings of the regression analysis.  MC was entered in the first block, and PWS was 

entered in the second block based on the causal order of interest. In the first step, 

managerial coaching was found to account for 27.8% of the variance in job satisfaction, 

F(550) = 213.562, adjusted R
2
 = .278, p ≤ .01.  Professional work satisfaction was 

entered in the second step and accounted for an additional 12.3% percentage of the 

variance, R
2
Δ = .123, F(549) = 184.835, p ≤ .01.  The final model was statistically 

significant, explaining 40% of the variance in overall job satisfaction.  An increase of 1 

point in the score for managerial coaching would result in an increase of .224in the score 

of job satisfaction, holding professional work satisfaction constant, and an increase of 1 

point in the score for professional work satisfaction would result in an increase of .464 in 

the score for job satisfaction, holding managerial coaching constant.   
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TABLE 18 

HIERARCHICAL LINEAR REGRESSION OF MANAGERIAL COACHING AND PROFESSIONAL 

WORK SATISFACTION ON OVERALL JOB SATISFACTION 

Variables 
Unstandardized 

Coefficients 

Standardized 

Coefficients t p 

B Std. Error Beta 

Step 1 

     (Constant) 

     MC 

 

1.514 

  .051 

 

.406 

.004 

 

 

.529 

 

  3.730 

14.614 

 

.000 

.000 

Step 2 

     Constant 

     MC 

     PWS 

 

-3.253 

  .022 

  .027 

 

.582 

.004 

.003 

 

 

.224 

.464 

 

-5.592 

5.134 

10.617 

 

.000 

.000 

.000 

MC = Managerial Coaching Score; PWS = Professional Work Satisfaction 

 

The regression model was evaluated for multicollinearity and the residuals were 

analyzed to confirm the assumptions of normal distribution and homoscedasticity. 

Multicollinearity is a statistical phenomenon that occurs when two or more predictors in a 

multiple regression model are highly correlated.  It does not reduce the predictive power 

or reliability of the model as a whole, but affects the calculations regarding the individual 

predictors.  Indications that multicollinearity may be present include correlations between 

variables that are > .85, substantial R
2
 but insignificant coefficients, and unexpected 

change in size or signs of coefficients (Field, 2009; Munro, 2005).  Examination of the 

variance inflation factor (VIF) and tolerance statistic are the most common methods of 

diagnosing multicollinearity and SPSS provides these statistics as part of the regression 

output.  The variance inflation factor (VIF) was 1.755 and tolerance was .570 for both 
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managerial coaching and professional work satisfaction in the final model.  These 

findings were below the levels identified as exhibiting multicollinearity (VIF > 10, 

tolerance < .2). 

Hierarchical regression analysis was then used to evaluate the contribution of 

managerial coaching, professional work satisfaction and job satisfaction to the prediction 

of intent to stay.  The results of this analysis are presented in Table 19.  The variables 

were entered into the analysis in three steps, based on the presumed causal order of 

managerial coaching, professional work satisfaction, and job satisfaction.  In the first 

step, managerial coaching was found to account for a small but significant percentage of 

variance of the intent to stay scores, F(531) = 51.863, adjusted R
2
 = .087, p ≤ .01.  

Professional work satisfaction was entered in the second step and accounted for an 

additional 12.4% of variance, R
2
Δ = .124, F(530) = 71.780, p ≤ .01.  The second model 

was statistically significant, explaining 21% of the variance in intent to stay.  In the third 

step job satisfaction was entered into the equation.  This variable accounted for an 

additional 11.5 % of the variance, R
2
Δ = .115, F(529) = 85.991, p  ≤ .01.  The final model 

including all three predictors explained 33% of the variance in intent to stay.  All three 

predictors were statistically significant, but managerial coaching changed from an initial 

positive relationship with intent to stay to an inverse relationship after addition of the 

other two predictors.  Because of the unexpected change in the coefficient sign for 

managerial coaching, there was concern about multicollinearity in the model.  The 

variance inflation factor (VIF) was 1.823 for managerial coaching and 2.106 for 



147 
 

professional work satisfaction in the final model, and tolerance was .549 and .475 

respectively.  Although these findings were below the levels identified as exhibiting 

multicollinearity (VIF > 10, tolerance < .2), further examination of the issue was deemed 

important.  To address this issue, all variables were transformed using mean centering.  

Re-evaluation of the model using mean centered variables did not change the findings.  

At this point, a decision was made to analyze the data using the eight subscales of the 

EOM II rather than only using the total score, which represented professional work 

satisfaction.  The eight subscale variables were transformed using mean centering and 

hierarchical analysis was accomplished.  The causal order for the eight subscales was 

determined based on correlations between each subscale and PWS reported by 

Schmalenberg and Kramer (2008).  The hierarchical order of variable entry was as 

follows:  managerial coaching (MC), autonomy (AUT), control of nursing practice 

(CNP), nurse manager support (NMS), values (VAL), working with clinically competent 

peers (WCC), support for education (ED), adequacy of staffing (STF), and RN/MD 

relationships (RnMd), and job satisfaction (JS).  The final model for this analysis is 

presented in Table 20 with the R
2
Δ for each model in the hierarchical analysis.   
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TABLE 19 

HIERARCHICAL LINEAR REGRESSION OF MANAGERIAL COACHING  PROFESSIONAL 

WORK SATISFACTION, AND OVERALL JOB SATISFACTION ON INTENT TO STAY 

Variables 
Unstandardized 

Coefficients 

Standardized 

Coefficients t p 

B Std. Error Beta 

Step 1 

     (Constant) 

     MC 

 

9.908 

  .037 

 

.598 

.005 

 

 

.298 

 

16.413 

  7.202 

 

.000 

.000 

Step 2 

     Constant 

     MC 

     PWS 

 

3.676 

  .001 

  .035 

 

.871 

.006 

.004 

 

 

-.006 

.465 

 

4.221 

 -.112 

 9.145 

 

.000 

.911 

.000 

Step 3 

     (Constant) 

     MC 

     PWS 

    JS 

 

5.447 

  .013 

  .020 

  .562 

 

.827 

.006 

.004 

.059 

 

 

-.100 

 .262 

 .436 

 

  6.586 

 -2.087 

  5.060 

  9.449 

 

.000 

.037 

.000 

.000 

MC = Managerial Coaching Score; PWS = Professional Work Satisfaction; JS = Job 

Satisfaction; ITS = Intent to Stay 

 

The possibility of multicollinearity was a concern for the relationships between 

managerial coaching, the nurse manager support subscale, and the values subscale.  Table 

21 presents the collinearity statistics for these variables.  The items in the nurse manager 

support subscale of the EOM II and having a mutually respectful and trusting 

relationship, and giving and receiving feedback.  Although each instrument measures a 

different aspect of the interpersonal the Yoder Coaching Instrument were examined and 

both contained items measuring role modeling, relationship between managers and staff  
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TABLE 20 

HIERARCHICAL LINEAR REGRESSION OF MANAGERIAL COACHING, EOMII 

SUBSCALES, AND OVERALL JOB SATISFACTION ON INTENT TO STAY 

Variables 
Unstandardized 

Coefficients 

Standardized 

Coefficients t p 

B Std. Error Beta 

Step 8 

     (Constant) 

     MC 

     AUT 

     CNP 

     NMS 

     VAL 

     WCC 

     ED 

     STF 

     RnMd 

     JS 

 

4.702 

-.010 

.024 

.026 

-.008 

.017 

.064 

.010 

.089 

.006 

.564 

 

1.014 

.008 

.015 

.011 

.030 

.029 

.071 

.065 

.052 

.012 

.062 

 

 

-.082 

.083 

.117 

-.019 

.035 

.046 

.006 

.072 

.000 

.438 

 

4.637 

-1.339 

1.670 

2.387 

-.251 

.613 

.901 

.149 

1.722 

.006 

9.171 

 

.000 

.181 

.095 

.017 

.802 

.540 

.368 

.882 

.086 

.996 

.001 

MC = Managerial Coaching; AUT = Autonomy; CNP = Control of nursing practice; 

NMS = Nurse Manager Support; VAL = Concern for Patient is Paramount; WCC = 

Working with Clinically Competent Staff; ED = Support for Education; STF = Perceived 

Adequacy of Staffing; RnMd = RN/MD Relationships; JS = Job Satisfaction 

 

Model R2 R2Δ 

1 .087 

 

.087 

2 .133 .048 

3 .171 .039 

4 .178 .009 

5 .198 .021 

6 .202 .005 

7 .201 -.001 

8 .123 .123 
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TABLE 21 

COLLINEARITY STATISTICS FOR MANAGERIAL COACHING, NURSE MANAGER SUPPORT, 

AND VALUES 

Variable 
Variance Inflation Factor 

(VIF) 
Tolerance 

Managerial Coaching 2.963 

 

.338 

Nurse Manager Support 4.586 .218 

Values 2.023 .494 

 

nurses, these characteristics are important measurements of any relational leadership style 

and/or process.  Furthermore, the values scale measures the extent to which expectations 

for high performance, teamwork and continuous improvement efforts are part of the 

overall culture, which are also measurements of coaching.  Therefore, the presence of 

multicollinearity is understandable.  Although the VIF and tolerance measures did not 

reach the level specified to diagnose multicollinearity, it is possible for the magnitude and 

direction of the regression coefficients to change appreciably at values that are outside 

the threshold values set for the VIF and tolerance (Cohen et al., 2003). 

The literature implies that leadership support influences all other aspects of the 

nurse work environment (Kramer, Schmalenberg, & Maguire, 2009; Leiter & Laschinger, 

2006).  This suggests a possibility that a mediated relationship may exist between 

managerial coaching and nurse manager support, and possibly between managerial 

coaching and other subscales of the EOMII.  Mediators are variables that stand causally 

between a predictor and a criterion variable on which it exerts an effect, and that account, 

in part or whole, for that effect (Cohen et al., 2003; Miles & Shevlin, 2001).  A variable 
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is considered to mediate the relationship between a predictor variable and an outcome 

variable if the predictor variable first has an effect on the mediator variable which in turn 

influences the outcome variable.  The process for evaluating mediated relationships 

between variables described by Baron and Kenny (1986) was used to examine this issue.  

Two models are usually provided to illustrate the difference between the absence or 

presence of a mediated relationship.  Figures 2 and 3 depict these relationships.  Figure 2 

describes the relationship between the independent variable (X) assumed to influence 

another variable (Y) when a mediator variable is not present;  X represents the predictor 

variable and Y represents the criterion variable on which X is assumed to have an effect.  

The path between the two variables is represented by c and is considered the total effect, 

represented by the standardized coefficient in the regression analysis. 

Figure 3 describes the relationship between X and Y in the presence of a mediator 

variable.  Path c' represents the direct effect between X and Y and the indirect effect 

created by the mediator is represented by the pathways a and b.  The total effect is equal 

to the sum of the direct effect and indirect effect or c = c' + ab.  Complete or total 

mediation occurs when variable X no longer affects Y after M is introduced and so path  

Mediation analysis is accomplished with three steps.  The first step is to determine 

the effect of the independent variable on the dependent variable.  Use Y as the dependent 

variable in a regression equation with X as the predictor variable.  This step validates that 

there is an effect that may be mediated.  The second step is to determine the effect of the 
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independent variable on the mediator variable.  Use M as the dependent variable in a 

regression equation with X as the predictor variable.  The third step is to show that the 

Figure 2 

NON MEDIATED RELATIONSHIP BETWEEN VARIABLES 

 

 

X         Y 

 

 

FIGURE 3 

MEDIATED RELATIONSHIP BETWEEN X AND Y 

 

      M 

 

 

X         Y 

mediator variable (M) affects the outcome variable while controlling for the initial 

independent variable.  Complete a final regression equation using both X and M as 

predictor variables and Y as the dependent variable.  The Sobel test is used to determine 

if the mediated relationship is significant.  

c 

b a 

c’ 
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The above analysis was completed to evaluate the mediator effect of nurse 

manager support on managerial coaching (MC) and intent to stay (ITS).  In the first step 

managerial coaching was a significant predictor of intent to stay                            

(adjusted R
2
 = .088; F(529) = 52.024, p = .00), establishing a relationship that may be 

mediated.  The second step demonstrated that managerial coaching was a significant 

predictor of nurse manager support (adjusted R
2
 = .655; F(548) = 1041.73, p = .00). As 

The third and final step presented in Figure 4 illustrates the relationship between 

managerial coaching and intent to stay.  Because the standardized regression coefficient 

between managerial coaching and intent decreased from .299 to .005 when controlling for 

nurse manager support, this is considered to be a totally mediated relationship.  The Sobel 

test was significant for this relationship (z = 13.48, p = .00, two tailed).  The total effect 

(c) = c' (.005) + ab (.807*.364) = .005 + .316 = .321 

FIGURE 4 

MEDIATOR MODEL OF MANAGERIAL COACHING ON INTENT TO STAY CONTROLLING 

FOR NURSE MANAGER SUPPORT 

 

  NMS 

 

 

MC         ITS 

 

.364 .807 

c’ = .005 
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The remaining subscales of the EOMII also were evaluated as potential mediators 

of managerial coaching on intent to stay and the results of these analyses are presented in 

table 22.  All other subscales of the EOM II demonstrated partial mediation of the effect 

of managerial coaching on intent to stay.  Partial mediation by the remaining EOMII 

subscales occurred at varying degrees of indirect effects.  One way of evaluating this 

finding is to look at the effect size of the indirect effect in the mediated relationship.  

Kenny (2012) proposes that the effect size of the indirect effect in a mediated relationship 

is a product of two effects and therefore a small effect size would be .01, a medium effect 

size would be .09, and a large effect size. would be .25. 

TABLE 22 

PARTIAL MEDIATION OF EOMII SUBSCALES ON MANAGERIAL COACHING EFFECTS ON 

INTENT TO STAY 

EOM II 

Subscales 

Path a Path b Path c' Sobel Test* 

β SEa 

Error 

β 

 

-.082 

.083 

.117 

-.019 

SEb 

.046 

.006 

.072 

.000 

.438 

t p 

VAL 

CNP 

WCC 

AUT 

ED 

STF 

RnMd 

.582 

.483 

.518 

.529 

.406 

.285 

.198 

.029 

.029 

..003 

.015 

.003 

.004 

.017 

.398 

.382 

.359 

.343 

.270 

.322 

.245 

.020 

.009 

.057 

.012 

.063 

.051 

.013 

.104 

.150 

.157 

.164 

.227 

.225 

.261 

19.02 

15.50 

6.29 

22.21 

4.28 

2.32 

9.91 

.00 

.00 

.00 

.00 

.00 

.02 

.00 

Note:  Sobel test p is two tailed 

VAL = Concern for Patient is Paramount; CNP = Control of nursing practice; WCC = 

Working with Clinically Competent Staff; AUT = Autonomy; ED = Support for 

Education; STF = Perceived Adequacy of Staffing 
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 Table 23 presents the indirect, direct, and total effects for each mediated 

relationship using the formula c = c' + ab.  Only the values subscale of the EOMII 

demonstrated a large effect size in a partially mediated relationship with managerial 

coaching.  Subscales with medium effect sizes included control of nursing practice, 

working with clinically competent staff, autonomy, and support for education.  The last 

two sub cases demonstrated a small effect size as partial mediators for managerial 

coaching.  These were the subscales for adequacy of staffing and RN/MD relationships. 

TABLE 23 

TOTAL MEDIATED EFFECTS FOR EOMII SUBSCALES AND MANAGERIAL COACHING ON 

INTENT TO STAY. 

Variable Indirect Effect  (ab) Direct Effect (c') Total Effect 

VAL 

CNP 

WCC 

AUT 

ED 

STF 

RnMd 

.231 

.184 

.185 

.181 

.109 

.091 

.048 

.104 

.150 

.157 

.164 

.227 

.225 

.261 

.335 

.334 

345 

.342 

.336 

.316 

.309 

Val = Concern for Patient is Paramount; CNP = Control of nursing practice; WCC = 

Working with Clinically Competent Staff; AUT = Autonomy; ED = Support for 

Education; STF = Perceived adequacy of staffing; RnMd = RN/MD Relationships 

EVALUATION OF THE RELATIONSHIPS FOR ALL VARIABLES OF INTEREST                             

(RESEARCH QUESTION 4) 

The fourth and final research question asks “What is the relationship between 

coaching, nursing work environment characteristics, professional work satisfaction, job 
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satisfaction, intent to stay, and the staff nurses’ demographic characteristics?”  Because 

of the number of variables of interest for this question, the findings will be broken down 

into sections and tables will be provided for each section. 

Relationships between Demographic Characteristics 

 Table 24 provides correlations between the demographic characteristics of the 

staff nurses and work environment variables in this study.  Demographic relationships 

were significant with over half of the proposed relationships (37 out of 78 possible 

correlations) but the magnitude of the effect size was very small and there was little 

practical significance for most of the variables.  Additionally, the strongest correlation 

was reported between length of employment on the unit and length of employment at 

Seton  (r = .798, p ≤ .01), which is of no practical administrative value because as length 

of employment on the unit increases, it also increases for overall employment within the 

healthcare system.  Correlations with positive relationships and medium effect sizes 

included age and length of employment on the unit (r = .428, p ≤ .01), RN job title and 

length of employment at Seton (r = .308, p ≤ .01), and RN job title and frequency of 

interaction with first line manager (r = .334, p ≤ .01).   

Relationship between Staff Nurse Demographics and Managerial Coaching 

 Table 25 provides information regarding the relationships between staff nurse 

demographics and managerial coaching. Only two relationships between the variables of 

interest were statistically significant and the magnitude of the correlations was low.  The 
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frequency of interactions between staff nurses and managers was positively related to 

managerial coaching (r = .382, p ≤ .01) with a large effect size.  To examine the unique 

contribution of demographic characteristics to the prediction of managerial coaching 

frequency, regression analysis was performed.  Reports of managerial coaching in the 

literature did not clearly establish a causal relationship, therefore no causal priority was 

presumed and all variables were entered together.  Table 26 presents the variables that 

were statistically significant in the model.  The model was significant, F(28) = 5.411, 

adjusted R
2 

= .216, p ≤ .01, explaining 21.6^ of the variance in managerial coaching 

frequency.  Personal characteristics such as age, gender, ethnicity, and highest nursing 

degree were not statistically significant predictors of managerial coaching frequency.  

Moreover, work characteristics such as primary shift worked and RN job title also were 

not significant predictors of managerial coaching frequency.  Two work characteristics, 

employment status and length of employment on the unit were related to managerial 

coaching frequency.  Employment in a per diem capacity was positively related to 

managerial coaching frequency and staff nurses who reported being in a relationship with 

their manager for more than 10 years reported higher levels of managerial coaching.   
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Table 24 

Bivariate Correlation Matrix for Demographic Variables. 

  
Age Gen Eth Deg RNT PSh EmS STen UTen FrMgr LnMg 

Age 1           

Gen   .051 1          

Eth -.096*   .125** 1         

Deg -.187*   .011  .060 1        

RNT -.226**  -.051 -.173**  .118** 1       

PSh  .188**  -.014  .071  .059   .010 1      

EmS  .092*  -.019 -.104* -.088* -.134** .080 1     

STen  .553**  -.021 -.109* -.053   .308** .146**  .125** 1    

UTen  .428**  -.044 -.119** -.065   .201** .088*  .132** .798** 1   

FrMgr  .048   .016 -.019  .031   .334** .110** -.157** .092*    .076 1  

LnMgr -.015   .035   .131**  .070  -.078 .052 -.107 .177*    .221**    .025 1 

Note: * Correlation is significant at the .05 level (two-tailed);  ** Correlation is significant at the .01 level (two-tailed) 

Age = Age of respondent by generational cohort; Gen = Gender, Eth = Ethnicity; Deg = Highest Nursing Degree; RNT = RN 

Job Title; PSh = Primary Shift Worked; EmS = Employment Status; STen = Length of employment in the Seton Healthcare 

Family; UTen = Length of employment on unit; FrMgr = frequency of interaction with manager; LnMgr = Length of 

relationship with manager. 
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Table 25 

Bivariate Correlation Matrix for Demographic Variables and Managerial Coaching 

  
Age Gen Eth Deg RNT PSh EmS STen UTen FrMgr LnMg MC 

Age 1            

Gen   .058 1           

Eth -.106*   .125** 1          

Deg -.182*   .011  .060 1         

RNT -.198**  -.051 -.173**  .118** 1        

PSh  .168**  -.014  .071  .059   .010 1       

EmS  .104*  -.019 -.104* -.088* -.134** .080 1      

STen  .530**  -.021 -.109* -.053   .308** .146**  .125** 1     

UTen  .423**  -.044 -.119** -.065   .201** .088*  .132** .798** 1    

FrMgr  .028   .016 -.019  .031   .334** .110** -.157** .092*    .076 1   

LnMgr -.011   .035   .131**  .070  -.078 .052 -.107 .177*   .221**   .025 1  

MC  .022   .030   .020  .027  .104* .070   .023  .031 -.020   .382** .024 1 

Note: * Correlation is significant at the .05 level (two-tailed);  ** Correlation is significant at the .01 level (two-tailed) 

Age = Age of respondent Gen = Gender, Eth = Ethnicity; Deg = Highest Nursing Degree; RNT = RN Job Title; PSh = Primary 

Shift Worked; EmS = Employment Status; STen = Length of employment in the Seton Healthcare Family; UTen = Length of 

employment on unit; FrMgr = Frequency of interaction with manager; LnMgr = Length of relationship with manage; MC = 

Managerial coaching
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Characteristics that influenced the frequency of interactions between staff nurses 

and first line managers were found to either increase or decrease the frequency of 

managerial coaching.  For example, staff nurses who rarely interacted with their 

managers reported decreased managerial coaching behaviors.  Conversely, staff nurses 

who interacted with their manager on a frequent basis (3 to 4 times per week) or daily 

basis reported increased managerial coaching. 

TABLE 26 

MULTIPLE REGRESSION OF DEMOGRAPHIC CHARACTERISTICS ON MANAGERIAL 

COACHING FREQUENCY 

Variables 
Unstandardized 

Coefficients 

Standardized 

Coefficients t p 

β Std. Error β 

     (Constant) 

Magnet Status 

Unit employment < 1yr 

Unit employment 1-2yr 

Unit employment 5-10yr 

Worked with manager more 

than 10 years 

Interaction between manager 

and nurse rare 

Interaction between manager 

and nurse frequent (3 - 4 

times per week) 

Interaction between ma 

 

 

5.457 

10.758 

10.161 

8.737 

 

16.998 

.017 

.064 

.010 

 

 

2.312 

3.883 

4.475 

3.098 

 

4.169 

.029 

.071 

.065 

 

 

.116 

.197 

.163 

.200 

 

.218 

.046 

.006 

.072 

 

17.320 

2.360 

2.770 

2.271 

2.820 

 

4.075 

.901 

.149 

1.722 

 

.000 

.019 

.006 

.024 

   .005 

 

.000 

.368 

.882 

.086 
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RELATIONSHIP BETWEEN STAFF NURSE DEMOGRAPHICS AND WORK ENVIRONMENT 

VARIABLES REPRESENTED BY THE EOM II SUBSCALES 

The eight subscales of the EOM II representing work environment characteristics 

were evaluated in terms of their relationship with the demographic characteristics of the 

staff nurses.  Table 27 presents these relationships.  Overall, the correlations were low in 

magnitude (r
2
) but most effect sizes were medium.  Staff nurse age was negatively related 

to support for education (r = .106, p = .017), while RN job title was positively related to 

autonomy (r = .120, p ≤ .01).  

Several demographic variables significantly correlated with the RN/MD 

relationship subscale of the EOM II.  These included primary shift worked                       

(r = .108, p ≤ .01), length of employment in the SHF (r= .132, p ≤ .01), length of 

employment on the unit (r = .121, p ≤ .01), and frequency of interactions with manager   

(r = .113, p ≤ .01).  Additionally, frequency of interactions between staff nurses and first 

line managers was positively correlated with autonomy (r = .260, p = ≤ .01), working 

with clinically competent peers (r = .210, p ≤ .01), and support for education                    

(r = .128, p ≤ .01). 

RELATIONSHIPS FOR DEMOGRAPHIC CHARACTERISTICS AND PROFESSIONAL WORK 

SATISFACTION.  

Table 28 displays correlations between demographic characteristics and the 

outcome variable of professional work satisfaction.  Only two demographic 

characteristics were significantly correlated with professional work satisfaction, but the 

magnitude of the correlations was low. Professional work satisfaction was positively
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Table 27 

Bivariate Correlation Matrix for Demographic and Work Environment Variables  

  
Age Gen Eth Deg RNT PSh SupEd Rn/Md WCC Auton 

Age 1          

Gen   .058 1         

Eth -.106*   .125** 1        

Deg -.182*   .011  .060 1       

RNT -.198**  -.051 -.173**  .118** 1      

PSh  .168**  -.014  .071  .059   .010 1     

SupEd -.106* .040 -.050 .060 .064 -.063 1    

Rn/Md -.079 -.001 .055 .006 -.057 .108* -.048 1   

WCC .023 .026 -.015 -.009 -.078 .047 .006 -.269** 1  

Auton -.024 -.029 -.057 -.064 .120** -.038 .018 -.280** .499** 1 

Note: * Correlation is significant at the .05 level (two-tailed);  ** Correlation is significant at the .01 level (two-tailed) 

Age = Age of respondent by generational cohort; Gen = Gender, Eth = Ethnicity; Deg = Highest Nursing Degree; RNT = RN 

Job Title; PSh = Primary Shift Worked; SupEd = Support for Education; Rn/Md = Nurse-physician relationships; WCC = 

Working with clinically competent peers; Auton = Autonomy 
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Table 27 Cont 

Bivariate Correlation Matrix for Demographic and Work Environment Variables  

  
Age Gen Eth Deg RNT PSh CNP Stf Val NMS 

Age 1          

Gen   .058 1         

Eth -.106*   .125** 1        

Deg -.182*   .011  .060 1       

RNT -.198**  -.051 -.173**  .118** 1      

PSh  .168**  -.014  .071  .059   .010 1     

CNP -.030    .021  .037 -.020   .071  -.033 1    

Stf  .013    .088*  .030 -.029   .045  -.039 .352** 
1  

 

Val  .011    .017  .018 -.005   .024   .016   .563** .441** 1  

NMS -.032    .022 -.004  .032   .075   .039   .580** .355** .692** 1 

Note: * Correlation is significant at the .05 level (two-tailed);  ** Correlation is significant at the .01 level (two-tailed) 

Age = Age of respondent by generational cohort; Gen = Gender, Eth = Ethnicity; Deg = Highest Nursing Degree; RNT = RN 

Job Title; PSh = Primary Shift Worked; CNP = Control of nursing practice; Stf = Perceived adequacy of staffing; Val = 

Concern for Patient is Paramount Val; NMS = Nurse Manager Support 
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Table 27 Cont 

Bivariate Correlation Matrix for Demographic and Work Environment Variables . 

  
EmS STen UTen FrMgr LnMgr SupEd Rn/Md WCC Auton 

EmS 1         

STen  .125** 1        

UTen  .132**  .798** 1       

FrMgr -.157**  .092*    .076 1      

LnMgr -.107 .177* .221**   .025 1     

SupEd -.013 -.069   -.064   .128**  .096* 1    

Rn/Md -.048 -.139**  .121**  -.106* .013 -.300** 1   

WCC  .006  .050     .019   .210** -.034   .393** -.269** 1  

Auton  .018  .011    -.015   .260**  -.084*   .441** -.280** 4.99** 1 

Note: * Correlation is significant at the .05 level (two-tailed);  ** Correlation is significant at the .01 level (two-tailed) 

EmS = Employment Status; STen = Length of employment within Seton; UTen = Length of employment on unit; FrMgr = 

Frequency of interaction with manager; LnMgr = Length of relationship with manager; SupEd = Support for Education; 

Rn/Md = Nurse-physician relationships; WCC = Working with clinically competent peers; Auton = Autonomy 
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Table 27 Cont. 

Bivariate Correlation Matrix for Demographic and Work Environment Variables . 

  
EmS STen UTen FrMgr LnMgr CNP Stf Val NMS 

EmS 1         

STen  .125** 1        

UTen  .132**  .798** 1       

FrMgr -.157**  .092*    .076 1      

LnMgr -.107 .177* .221**   .025 1     

CNP -.037 .022 -.003 .190** .009 1    

Stf .011 .088* .051 .163** .063 .352** 1   

Val .034 .031 .009 .171** -.066 .563** .441** 1  

NMS .048 .022 -.025 .300** -.030 .580** .355** .692** 1 

Note: * Correlation is significant at the .05 level (two-tailed);  ** Correlation is significant at the .01 level (two-tailed) 

EmS = Employment Status; STen = Length of employment within Seton; UTen = Length of employment on unit; FrMgr = 

Frequency of interaction with manager; LnMgr = Length of relationship with manager; CNP = Control of nursing practice;    

Stf = Perceived adequacy of staffing; Val = Concern for Patient is Paramount Val; NMS = Nurse Manager Support 
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related to RN job title (r = .087, p ≤ .01).  However, the magnitude of this relationship is 

low and the effect size is small.  Professional work satisfaction also was significantly and 

positively related to the frequency of interactions between staff nurses and first line 

managers (r = .265, p ≤.01).  Although the magnitude of this relationship is low, the 

effect size is considered to be a medium effect.  Relationships reported in the literature 

indicated that demographic characteristics have both direct and indirect effects on job 

satisfaction but causal priority among demographic variables was not reported.  

Therefore, a simultaneous multiple regression analysis was conducted to predict 

professional work satisfaction using age, ethnicity, gender, highest nursing degree, 

magnet status, specialty nursing certification, RN job title, primary shift worked, 

employment status, length of employment in the network and on the unit, frequency of 

interactions between staff nurses and first line manager, and length of the relationship 

with first line manager,  Table 29 presents the results of the significant variables in the 

analysis.  The model was significant (31) = 2.808, p < .0001).  Length of employment on 

the unit between 1 - 10 years, frequency of interactions between staff nurses and first line 

managers and per diem employment status explained 11% of the variance in professional 

work satisfaction. 
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Table 28 

Bivariate Correlation Matrix for Demographic Variables and Professional Work Satisfaction 

 Age Gen Eth Deg Mag Cert RNT PSh EmS STen UTen FrMgr LnMg PWS 

Age               

Gen .051 1             

Eth -.096* .125** 1            

Deg -.175* .006 .042 1           

Mag   .061 .000 .044 -.071 1          

Cert .216** -.052 -.086 .094* -.051 1         

RNT .226** -.051 -.173** .115** -.124** .399** 1        

PSh .188** -.014 .071 .062 -.163** .020 .010 1       

EmS .092* -.019 -.104* -.076 -.055 -.078 -.134** .080 1      

STen .553** -.021 -.109* -.051 -.260** .193** .308** .146** .125** 1     

UTen .428** -.044 -.119** -.055 -.272** .091* .201** .088* .132** .798** 1    

FrMgr  .048 .016 -.019 .026 .015 .140** .334** .110** -.157** .092* .076 1   

LnMgr -.015 .035 .131** .065 .037 -.055 -.078 .052 -.017 .177* .221** .025 1  

PWS -.052 .018 .015 -.018 .074 .070 .087** .016 -.008 -.019 -.046 .265** -.041 1 

Note: * Correlation is significant at the .05 level (two-tailed);  ** Correlation is significant at the .01 level (two-tailed) 

Age = Age of respondent by generational cohort; Gen = Gender, Eth = Ethnicity; Deg = Highest Nursing Degree; Mag = 

Magnet Status; Cert = Certification;  RNT = RN Job Title; PSh = Primary Shift Worked; EmS = Employment Status;         

STen = Length of employment in the Seton network; UTen = Length of employment on unit FrMgr = frequency of interaction 

with manager; LnMgr = Length of relationship with manager; PWS = Professional Work Satisfaction
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TABLE 29 

MULTIPLE REGRESSION OF DEMOGRAPHIC CHARACTERISTICS ON PROFESSIONAL 

WORK SATISFACTION 

Variables 
Unstandardized 

Coefficients 

Standardize

d 

Coefficients t p 

B Std. Error Beta 

     (Constant) 

Unit employment 1-2yr 

Unit employment 5-10yr 

Interaction between 

manager and nurse rare 

Interaction between 

manager and nurse 

frequent (3 - 4 times per 

week) 

Interaction between 

manager and nurse daily 

PRN or Per Diem 

employment status 

282.939 

19.996 

15.473 

-23.926 

12.049 

12.212 

29.479 

11.048 

9.345 

6.392 

6.109 

5.315 

5.161 

9.380 

 

..194 

.213 

.225 

.124 

.139 

.151 

25.609 

2.140 

2.420 

-3.916 

2.267 

2.366 

3.143 

.000 

.033 

.016 

.000 

.024 

   .018 

.002 

DEMOGRAPHIC CHARACTERISTICS AND JOB SATISFACTION 

 Table 30 presents the correlations between demographic characteristics and job 

satisfaction.  Several demographic variables were significantly and positively correlated 

with job satisfaction.  Although the correlations are considered low in magnitude, the 

effect size is considered to be medium.  Job satisfaction was found to be significantly and 

positively related to age (r = .120, p ≤ .01), primary shift worked (r = .109, p ≤ .01), 
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length of employment in the SHF (r = .119, p ≤ .01), length of employment on the unit     

(r = .109, p ≤ .01), and frequency of interactions between staff nurses and first line 

managers (r = .190, p ≤ .01).  Hierarchical linear regression analysis was completed to 

evaluate the unique contributions of demographic variables, managerial coaching, and 

professional work satisfaction to predict of job satisfaction.  Table 31 presents the 

significant predictors for each step in the model.  Demographic characteristics identified 

in the previous regression analysis were entered in the first step, managerial coaching was 

entered into the second step and professional work satisfaction was entered in the third 

step.  In the first step age and per diem employment were found to account for 7% of 

variance among job satisfaction scores, F (29), adjusted R
2
 = .070, p ≤.001.  Managerial 

coaching was entered in the second step and age and managerial coaching accounted for 

27.9% of variance, F (30), adjusted R
2
 = .279, p = .000.  In the third step, professional 

work satisfaction was entered into the equation accounting for additional variance (R
2
Δ = 

.127).  In the final model, age, length of relationship between staff nurses and first line 

managers between one and two years, managerial coaching, and professional work 

satisfaction explained 41.4% of the variance in job satisfaction. 

 

 

 

.
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TABLE 30 

Bivariate Correlation Matrix for Demographic Variables and Job Satisfaction 

 Age Gen Eth Deg Mag Cert RNT PSh EmS STen UTen FrMgr LnMg JS 

Age               

Gen .051 1             

Eth -.096* .125** 1            

Deg -.175* .006 .042 1           

Mag   .061 .000 .044 -.071 1          

Cert .216** -.052 -.086 .094* -.051 1         

RNT .226** -.051 -.173** .115** -.124** .399** 1        

PSh .188** -.014 .071 .062 -.163** .020 .010 1       

EmS .092* -.019 -.104* -.076 -.055 -.078 -.134** .080 1      

STen .553** -.021 -.109* -.051 -.260** .193** .308** .146** .125** 1     

UTen .428** -.044 -.119** -.055 -.272** .091* .201** .088* .132** .798** 1    

FrMgr  .048 .016 -.019 .026 .015 .140** .334** .110** -.157** .092* .076 1   

LnMgr -.015 .035 .131** .065 .037 -.055 -.078 .052 -.017 .177* .221** .025 1  

JS .120** .092* -.011 -.007* .012 .077 .057 .109* .050 .119** .109* .190** -.031 1 

Note: * Correlation is significant at the .05 level (two-tailed);  ** Correlation is significant at the .01 level (two-tailed) 

Age = Age of respondent; Gen = Gender, Eth = Ethnicity; Deg = Highest Nursing Degree; Mag = Magnet Status; Cert = 

Certification;  RNT = RN Job Title; PSh = Primary Shift Worked; EmS = Employment Status; STen = Length of employment 

in the Seton Healthcare Family; UTen = Length of employment on unit; FrMgr = frequency of interaction with manager; 

LnMgr = Length of relationship with manager; JS = Job Satisfaction
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TABLE 31 

HIERARCHICAL LINEAR REGRESSION OF DEMOGRAPHIC VARIABLES, MANAGERIAL 

COACHING, AND PROFESSIONAL WORK SATISFACTION ON JOB SATISFACTION 

Variables 
Unstandardized 

Coefficients 

Standardized 

Coefficients t p 

B Std. Error Beta 

Step 1 

(Constant) 

Age 

PRN or Per Diem 

employment 

 

5.709 

  .027 

1.587 

 

.745 

.011 

.534 

 

.143 

.143 

 

7.660 

2.422 

2.973 

 

.000 

.016 

.003 

Step 2 

Constant 

Age 

MC 

 

.847 

  .026 

  .050 

 

.785 

.010 

.004 

 

 

.138 

.521 

 

1.079 

 2.669 

11.300 

 

.281 

.008 

.000 

Step 3 

(Constant) 

Age 

Relationship with 

manager between 1-2 

years 

MC 

PWS 

 

 

 

-4.260 

   .027 

 

   .607 

 

     .020 

     .028 

 

 

.871 

.009 

 

.285 

 

.005 

.003 

.129 

.103 

 .211 

 .487 

 

-4.892 

2.751 

 

2.131 

  4.074 

10.060 

 

.000 

.006 

 

.034 

.000 

.000 

 

DEMOGRAPHIC VARIABLES AND INTENT TO STAY 

Table 32 presents the correlations between demographic characteristics and intent 

to stay.  Several demographic variables were significantly and positively correlated with 

intent to stay.  The magnitude of these relationships was low and the effect size was 

considered to be medium.  Demographic variables that significantly correlated with intent 
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to stay included age (r = .155, p ≤ .01), RN job title (r = .138, p ≤ .01), and frequency of 

interactions between staff nurses and first line managers (r = .158, p ≤ .01).  

A final hierarchical regression analysis was completed to explore the unique 

contribution of demographic variables to the other variables of interest for the prediction 

of intent to stay.  Table 33 presents the significant variables for each model.  

Demographic variables were entered into the first block, managerial coaching was 

entered into the second block, professional work satisfaction was entered into the third 

block, and job satisfaction was entered into the fourth block.  In the first step, 

demographic variables explained 6.7% of the variance, F(30) = 2.042, adjusted R
2
 = .067, 

p =.001.  The addition of managerial coaching in the second step added 5% to the 

variance explained, F(31) = 2.887, adjusted R
2
 = .117, p ≤ .01.  Professional work 

satisfaction was entered in the third step and accounted for an additional 10.8% of the 

variance explained, F(32) = 5.133, adjusted R
2
 = .225, p ≤ .01.  In the final step, the 

addition of job satisfaction provided an increase of 11.1% in the variance explained in 

intent to stay, F(33) = 8.451, adjusted R
2
 = .366, p ≤ .01.  The final model was 

statistically significant, explaining 36.8% of the variance in intent to stay.  The addition 

of demographic variables in the model represents an improvement over the previous 

model which explained 32% of the variance in intent to stay when using only managerial 

coaching, professional work satisfaction, and job satisfaction. 
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TABLE 32 

Bivariate Correlation Matrix for Demographic Variables and Intent to Stay 

 Age Gen Eth Deg Mag Cert RNT PSh EmS STen UTen FrMgr LnMg ITS 

Age               

Gen .051 1             

Eth -.096* .125** 1            

Deg -.175* .006 .042 1           

Mag   .061 .000 .044 -.071 1          

Cert .216** -.052 -.086 .094* -.051 1         

RNT .226** -.051 -.173** .115** -.124** .399** 1        

PSh .188** -.014 .071 .062 -.163** .020 .010 1       

EmS .092* -.019 -.104* -.076 -.055 -.078 -.134** .080 1      

STen .553** -.021 -.109* -.051 -.260** .193** .308** .146** .125** 1     

UTen .428** -.044 -.119** -.055 -.272** .091* .201** .088* .132** .798** 1    

FrMgr  .048 .016 -.019 .026 .015 .140** .334** .110** -.157** .092* .076 1   

LnMgr -.015 .035 .131** .065 .037 -.055 -.078 .052 -.017 .177* .221** .025 1  

ITS .155** .003 -.084 -.012 .074 .070 .138** -.039 -.015 .071 .044 .158** .010 1 

Note: * Correlation is significant at the .05 level (two-tailed); ** Correlation is significant at the .01 level (two-tailed) 

Age = Age of respondent by generational cohort; Gen = Gender, Eth = Ethnicity; Deg = Highest Nursing Degree;                           

Mag = Magnet Status; Cert = Specialty Nursing Certification;  RNT = RN Job Title; PSh = Primary Shift Worked                          

EmS = Employment Status; STen = Length of employment in the Seton Healthcare Family;                                                         

UTen = Length of employment on unit; FrMgr = frequency of interaction with manager;                                                                  

LnMgr = Length of relationship with manager; ITS = Intent to Stay 
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TABLE 33 

HIERARCHICAL LINEAR REGRESSION OF DEMOGRAPHIC VARIABLES, MANAGERIAL 

COACHING, PROFESSIONAL WORK SATISFACTION, AND JOB SATISFACTION ON INTENT 

TO STAY 

Variables 

Unstandardized 

Coefficients 

Standardized 

Coefficients 
t p 

B 
Std. 

Error 
Beta 

Step 1      

Constant 10.133 2.353  4.306 .000 

Age   .040  .015 .162 2.709 .007 

Magnet Status 1.240  .320 .214 3.875 .000 

Daily interaction w/manager   .881  .396 .134 2.224  

Step 2      

Constant 6.403   2.408  2.658 .008 

Age   .040  .014 .161 2.765 .006 

Magnet Status 1.070  .313 .185 3.418 .001 

Managerial Coaching   .032  .006 .260 4.973 .000 

Step 3      

Constant 2.494   2.303  1.083 .279 

Age   .037 .013 .150 2.753 .006 

Magnet Status 1.086 .292 .188 3.715 .000 

Per Diem employment status   -1.166 .583 -.082 -2.001 .046 

Professional Work Satisfaction   .034 .004 .453 7.810 .000 

Step4      

Constant 6.214   2.145  2.897 .004 

Magnet Status 1.112 .267 .192 4.164 .000 

Daily interaction w/manager   .689 .338 .125 2.039 .042 

Per Diem employment status 1.163 .602 .081 1.931 .050 

Managerial Coaching  -.017 .007 -.138 -2.400 .017 

Professional Work Satisfaction   .017 .004 .223 3.793 .001 

Job Satisfaction   .616 .086 .474 9.069 .000 
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INSTRUMENT PSYCHOMETRICS AND POST-HOC POWER ANALYSIS 

Table 34 details the internal consistency reliability coefficients for the instruments 

used in this study.  Findings are consistent with reliability coefficients reported for the 

Yoder Coaching Instrument (Yoder, 2002) and the EOM II (Schmalenberg & Kramer, 

2008), but are lower than reported for Intent to Stay (Yoder, 1995).  One item in the scale 

“I plan to leave the SHF as soon as possible” is reverse scored. Because the intent to stay 

questions were asked at the end of the survey, this question may have been misread by 

participants.  If this item was deleted, the internal consistency reliability would increase 

to .87, which is consistent with previously reported use of this instrument.  The post hoc 

power analysis for this study was .99, based on a sample size of 554, a significance              

level = .05, and a final total of 22 variables. 

 

Table 34 

Instrument Reliability Coefficients (n = 554)  

Instrument Cronbach’s a 

Yoder Coaching Instrument 
.97 

EOM II 
.97 

Intent to Stay .47 
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Chapter Summary 

This study evaluated the relationship between managerial coaching and staff nurse 

perceptions of work environment, professional work satisfaction, job satisfaction and 

intent to stay.  Descriptive statistics were analyzed for the entire sample.  The data met 

the assumptions of normality and homoscedasticity and no outliers or out of range values 

were detected.  Pearson correlations explained the nature of the relationships between 

managerial coaching, work environment, professional work satisfaction, job satisfaction, 

intent to stay, and staff nurse demographic characteristics.  Two-tailed analyses 

demonstrated significant correlations (p < .01) between managerial coaching and work 

environment variables that ranged from low to high, a moderate correlation between 

managerial coaching and professional work satisfaction with a large effect size (r = .69), 

and a moderate correlation between managerial coaching and overall job satisfaction with 

a large effect size (r = .53).  Hierarchical linear regression analysis of managerial 

coaching and professional work satisfaction explained 40% of the variance in job 

satisfaction.   

Although the correlation between managerial coaching and intent to stay was 

significant and positive, it was a low correlation in terms of magnitude with a medium 

effect size (r = .30).  Additionally, professional work satisfaction had a significant and 

positive correlation with intent to stay that also was of low magnitude, but with a large 

effect size (r = .42).  Hierarchical linear regression analysis of managerial coaching, 

professional work satisfaction, and job satisfaction explained 32% of the variance in 

intent to stay, but multicollinearity was present in the model, which made it impossible to 

determine the individual contributions of each predictor.  Because of the high correlations 

between the instruments measuring managerial coaching and professional work 

satisfaction, a possible mediator effect was suspected.  Mediation analysis determined 
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that one subscale of the EOM II, nurse manager support, fully mediated the effect of 

managerial coaching on intent to stay.  Moreover, all other subscales acted as partial 

mediators in the relationship between managerial coaching and intent to stay.  

Demographic characteristics were evaluated for their relationships with other 

variables of interest.  Simultaneous multiple regression analysis of demographic variables 

explained 22% of the variance in managerial coaching frequency.  Additionally, 

demographic variables explained 11% of the variance in professional work satisfaction.  

Hierarchical linear regression analysis including demographic variables, managerial 

coaching, and professional work satisfaction explained 41.4% of the variance in job 

satisfaction.  Finally, hierarchical linear regression analysis including demographic 

variables, professional work satisfaction, and job satisfaction explained 37% of the 

variance in intent to stay, which improved over the previous model that did not include 

the demographic variables. 
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CHAPTER 5 

This chapter summarizes the key aspects of the study and provides a discussion 

about the relevant findings.  Additionally, the study findings are described within the 

context of the literature and limitations of the research.  Finally, the healthcare 

implications of these findings and recommendations for future administrative nursing 

practice, education, and research are provided. 

Summary of the Study 

The purpose of this research was to explore the influence of staff nurse 

perceptions of managerial coaching by first line managers on nurse work environment, 

professional work satisfaction, job satisfaction, and their intent to remain employed in 

their current work unit.  The conceptual framework for this study was developed by the 

researcher based on a concept analysis of managerial coaching and extensive review of 

the literature regarding key attributes and desired outcomes of a healthy nurse work 

environment.  Furthermore, the framework was developed in consideration of humanistic 

theories of leadership, theories of work motivation, the importance of career development 

relationships, and models describing optimal nurse work environments. 

To fulfill the study purpose and to answer the four research questions, a 

prospective, descriptive, cross-sectional correlational study was conducted after obtaining 

IRB approval.  A convenience sample of 554 RNs working in one of 10 magnet and 

magnet aspiring hospitals in a major healthcare network and meeting the study inclusion 

criteria were included.  Descriptive statistics, bivariate correlations, hierarchical linear 
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regression analyses and mediator analyses were conducted to analyze the data and answer 

the research questions.   

The main study results revealed that staff nurses perceived managers as engaging 

in certain coaching behaviors more frequently than others.  Behaviors that supported 

effective interpersonal relationships were reported as occurring more frequently, but 

behaviors that supported one-on-one-interaction that focused on individual development 

and goal setting occurred less frequently.  Encouraging and supporting nurses to take 

risks that assisted with growth and development was the coaching behavior with the 

lowest reported frequency.  However, managerial coaching behaviors were positively 

correlated with the eight work environment characteristics that measured professional 

work satisfaction, with medium to large effect sizes noted.  Coaching behaviors also 

demonstrated positive relationships with job satisfaction and intent to stay with medium 

to large effect sizes.   

Correlation analyses and regression analyses illuminated the relationships 

between the variables.  Both hierarchical linear regression and simultaneous multiple 

regression analyses were completed.  The contribution of individual predictor variables 

was identified in all but one regression model.  The hierarchical linear regression model 

evaluating managerial coaching, EOM II subscales and job satisfaction to predict intent 

to stay demonstrated multicollinearity between managerial coaching frequency and EOM 

II subscales.  Because the data suggested a multicollinear relationship between 

managerial coaching and the EOM II subscales, mediation analysis was completed for 

these variables, resulting in a fuller understanding of the complex relationship between 
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the variables.  Although the individual contribution of the predictors in this model could 

not be determined because of the presence of multicollinearity, the amount of variance 

explained by the model is an important finding. 

Discussion of Study Findings 

STAFF NURSE SAMPLE 

 

Although the sample size represented only 22% of the staff nurses eligible to 

complete the survey instruments, demographic data was available for staff nurses in the 

SHF.  The demographic information for all nurses employed within the SHF was 

examined and those who did not meet the study criteria were removed based on job 

description or work location (e.g. job title of manager, work location as school nurse). 

Nurses participating in the survey were similar in regard to age, ethnicity, gender, basic 

nursing education, and highest nursing degree earned based on SHF demographic 

information for staff nurses eligible to participate in the survey 

RESEARCH QUESTION 1 

The first research question asked “To what extent do staff nurses perceive 

coaching behaviors by nurse managers?”  The conceptual framework for coaching 

developed for the study categorized coaching behaviors as either facilitating or 

empowering.  The data suggested that staff nurses enjoyed high frequencies of behaviors 

that were both facilitating and empowering.  Primary facilitating behaviors were related 

to establishing and maintaining the coaching relationship.  These included being 
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approachable, fair, valuing both character and ability, and demonstrating confidence and 

trust.  Additional facilitating behaviors with high frequency included clarifying 

performance expectations by promoting an environment of excellence rather than doing 

the minimum, commitment to continuous improvement, and expecting staff to work hard 

but enjoy what they do.  One empowering coaching behavior, role modeling, also was 

rated with higher frequency by staff nurses.  Role modeling behaviors with high reported 

frequency included demonstrating integrity, having a sense of humor, supporting an 

environment that respected interpersonal relationships, being consistent, and 

demonstrating expected behaviors.  These findings indicated that staff nurses in the study 

perceived a relationship of mutual trust and regard and believed that performance 

expectations based on continuous improvement and commitment to quality were clearly 

expressed by their first line managers.  This is an important finding because it supports 

the literature, which clearly states that effective coaching requires both a foundation of 

mutual trust and respect as well as clarity of goals and expectations if coaching is to be 

sustainable (Batson & Yoder, 2012, Evered & Selman, 1989, Ellinger & Bostrom, 1999; 

Longenecker, 2010).  Additionally, the importance of high trust relationships was 

identified as a critical attribute of high reliability organizations                                    

(Cox, Jones, & Collinson, 2006; Wells & Kipnis, 2001).  The frequency of these 

coaching behaviors suggests that interpersonal relationships were of high quality and 

appropriate to meet departmental and organizational goals for patient care. 

The next highest ratings for coaching behaviors (M = 2.99 – 2.60) included 

relationship and leadership behaviors, but also focused on promoting accountability 
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challenging perspectives, providing feedback, setting goals, and removing obstacles.  

Relationship focused behaviors included concern with job satisfaction and trying to relate 

to staff nurses as unique individuals.  Leadership behaviors included inspiring staff 

nurses to earn their trust, treating all employees equally, keeping winning and losing in 

perspective, responding to performance issues in a timely manner and not needing to be 

liked for decisions.  Coaching behaviors intended to promote accountability for 

performance included delegating responsibility and empowering staff nurses to work out 

their own solutions.  Feedback behaviors included recognizing personal achievement, 

discussing alternative solutions for problems, as well as clarifying individual 

performance, excellent performance and unsatisfactory performance.  These behaviors 

represent the transition from establishing effective relationships to demonstrating 

transformational leadership behaviors that actively engage staff in competency 

development and personal accountability.  Such actions on the part of the manager 

become a reinforcing loop for autonomy and control of nursing practice (Avolio et al., 

2003; Batson & Yoder, 2009; Cummings et al., 2009; Kramer et al., 2007a; Kramer et al., 

2009).  These behaviors were reported less frequently than the relationship building 

behaviors and suggest nurses may not perceive these behaviors as consistently 

demonstrated by managers.   

The lowest frequencies were reported for behaviors representing opportunities for 

individual feedback and goal setting.  These included providing one-on-one discussions 

regarding performance and mutual goal setting to address identified performance 

problems.  These behaviors also included providing feedback regarding performance 
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expectations within the first three months of the performance period.  Furthermore, two 

other areas were rated as the least frequently experienced coaching behaviors.  The first 

was public recognition of excellent performance.  The second area involved interactions 

intended to help staff to understand risk and its relationship to growth and encouraging 

staff to take calculated risks to implement ideas.  Personal and professional growth is 

enhanced by the ability to learn from both mistakes and successes in a supportive 

environment (Ellinger & Bostrom, 1999; Kramer et al., 2007b).  The data suggest that 

staff nurses might not be receiving the amount of interaction they desire with managers 

for individual development and public acknowledgement of their efforts.  The decreased 

frequency of these behaviors represents a missed opportunity by managers to take 

advantage of the quality of the interpersonal relationships they enjoy with staff nurses to 

follow through with coaching in a manner that optimizes growth. 

Findings from this study are similar findings reported by Yoder (2002).  In the 

initial psychometric evaluation of the Yoder Coaching Instrument (Yoder, 2002) a five 

point Likert type scale was used to evaluate frequency of coaching behaviors.  Likelihood 

was differentiated into never (0), seldom (1), sometimes (2), often (3), and always (4).  

The reported mean coaching score was M =98.93, SD = 32.8 with a median score of 104.  

Based on the small number of responses to some of the behaviors in various likelihood 

categories, analyses of responses were collapsed into three categories: never/seldom, 

sometimes, and often/always.  Although the scale used for the initial instrument 

development and testing was different than the four point scale used for the current study, 

findings from the present study are consistent with Yoder’s study when evaluating high, 
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medium and low scoring items.  Categorization of items rated as often/always is similar 

to findings from this study with those items rated with a mean score of 3.0 or higher 

(often/always), as well as items that were rated between a mean of 2.62 and 2.69 

(sometimes) and those rated below 2.68 (never/seldom). 

These findings also are consistent with findings from the literature regarding 

frequency of managerial coaching behaviors.  In an early study of subordinate 

perceptions of manager coaching in a manufacturing company (Mills, 1986), actual 

frequency of coaching behaviors such as one-on-one discussions of performance and 

providing feedback were reported as low.  Moreover, in a study of employees in the 

warehouse distribution industry (Ellinger et al., 2003), employees also reported low to 

moderate frequency of coaching behaviors such as setting expectations and providing 

feedback and resources.  More recently, Tapke (2011) evaluated the coaching 

relationships of transformational leaders on employee outcomes.  Staff reports of the 

frequency of coaching behaviors were lower than those of nurse leaders.  Giving and 

receiving feedback once again were rated as occurring less frequently.  The consistency 

of these findings suggests that coaching behaviors directed at individual feedback and 

goal setting remain an unrealized opportunity by leaders to maximize staff development. 

 RESEARCH QUESTION 2 

The second research question asked “What is the relationship between coaching 

and work environment characteristics as perceived by staff nurses?”  The literature 

would lead one to believe that managerial coaching as a leadership behavior is positively 

related to critical attributes of the nurse work environment.  Indeed, the quality of 
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leadership is a distinguishing feature of magnet and magnet aspiring organizations 

(Kramer et al., 2010).  However, this is the first study to clearly establish a positive 

relationship between managerial coaching behaviors and critical attributes of the nurse 

work environment that contribute to professional work satisfaction. 

Managerial coaching was most strongly related to the EOM II subscale of nurse 

manager support.  Both the Yoder Coaching Instrument and the EOM II nurse manager 

support subscale share measurement of mutual respect and trust and role modeling 

behaviors, which are the foundation of any effective interpersonal relationship. 

Moreover, the EOM II provides possibly the most complete measurement of nurse 

manager support behaviors of any instrument currently measuring the nurse work 

environment.  It is not surprising that this completeness contributed to the problems with 

multicollinearity when examining the effect of both variables to predict intent to stay.   

However, the strength of the relationship underscores the importance of first line 

managers developing staff nurses and ensuring congruence between personal and 

organizational goals (Batson & Yoder, 2009; Kramer et al., 2009;                       

Laschinger et al., 2009). 

The next strongest relationship was with patient centered organizational values.  

Staff nurses reported higher frequencies (often to always ratings) of behaviors by nurse 

managers intended to create a patient centered organizational culture.  Nurse managers 

were viewed as approachable, honorable, and promoting an environment that supported 

excellence and continuous improvement.  The data support a strong relationship between 
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managerial coaching and the creation of a culture where concern for the patient is 

paramount (Kramer et al., 2009; Schmalenberg & Kramer, 2008). 

Managerial coaching is intended to promote a sense of autonomy and self-

efficacy.  In this study managerial coaching was positively and moderately correlated 

with both autonomy and control of nursing practice.  These findings are consistent with 

reports of leadership support and relational leadership styles as positively contributing to 

autonomy and control of practice (Cummings et al., 2009; Kramer et al, 2007a; 

Laschinger et al., 2005).  Perhaps the greatest opportunity for strengthening this 

relationship is the ability of the nurse manager to help bedside nurses to understand the 

relationship between risk and growth and support appropriate risk taking.  These 

behaviors were rated as occurring with the least frequency by staff nurses, but are critical 

to development of autonomous nursing practice and an organizational culture that 

promotes patient safety. 

Key outcomes of coaching are increased competence and alignment of personal 

and organizational goals.  Development of individual competence enhances teamwork, 

which is the aspect of the nurse work environment rated as most important by staff nurses 

(Schmalenberg et al., 2008).  The relationship between managerial coaching behaviors 

and the EOM II subscale for working with clinically competent peers was positively and 

moderately correlated.  Managerial coaching behaviors that set high expectations for 

performance were reported as high, but behaviors that provided public recognition of 

excellent performance on both a unit and organizational level were rated as less frequent.  
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Recognition of excellent performance contributes to the sense of working with clinically 

competent peers and represents an area of opportunity for improving nursing satisfaction.   

Support for education was moderately and positively correlated with managerial 

coaching behaviors, which is consistent with reports in the literature that leadership 

practices are essential for continued learning (Schmalenberg et al., 2008).  This is 

important in light of the recent Institute of Medicine (IOM) report promoting increased 

educational preparation of nurses at all levels and the specific goal to increase the number 

of BSN prepared nurses at the bedside.  Nurse leader support behaviors, such as 

coaching, will be critical as more nurses embrace the challenge of returning to school to 

advance their formal education (IOM, 2010).   

Finally, adequacy of staffing and RN/MD relationships were positively related to 

managerial coaching practices, but the correlations were lower in magnitude.  This also is 

consistent with reports of these relationships to leadership behaviors (Leiter & 

Laschinger, 2005; Schmalenberg et al., 2005).  The lower correlations concerning 

RN/MD relationships may be related to how the questions focus on the actual 

experienced relationship, rather than leadership influences on the relationship.  Because 

lack of effective interdisciplinary relationships among healthcare providers result in poor 

patient outcomes, it is incumbent upon nurse leaders to understand the importance of 

coaching in this instance.  Coaching is important to ensure clear expectations for nurse 

and physician communication.  Moreover, nurse leaders who are role models for 

expected behaviors and hold staff nurses accountable for establishing collaborative and 

collegial processes for patient care are essential to ensure quality patient outcomes.   
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RESEARCH QUESTION 3 

The third research question asked “What is the relationship between coaching, 

professional work satisfaction, job satisfaction, and intent to stay as perceived by staff 

nurses?”  The findings related to the influence of leadership support to professional work 

satisfaction and job satisfaction are consistent with findings in the nursing literature 

(Aiken, 2002; Anthony et al., 2005; Blegen, 1993; Boyle et al., 2006; Cummings et al., 

2008; Leiter & Laschinger, 2005; Schmalenberg et al., 2008), but the findings regarding 

work environment characteristics as mediators of managerial coaching is new.  The EOM 

II subscale for nurse manager support was found to totally mediate the effect of coaching 

on intent to stay.  Additionally, the influence of managerial coaching on intent to stay 

was partially mediated by the other seven subscales of the EOM II at varying levels.  The 

identification of mediators provides a more complete picture of how the association 

occurs between managerial coaching and intent to stay.  Moreover, this is one of the first 

studies to use the total score of the eight EOM II subscales to measure professional work 

satisfaction.  The findings also highlight the complexity of the relationships between 

leadership behaviors, professional work satisfaction as expressed as the sum of critical 

work environment characteristics, job satisfaction, and intent to stay.   

RESEARCH QUESTION 4 

The fourth and final research questions asked What is the relationship between 

coaching, nursing work environment characteristics, professional work satisfaction, job 

satisfaction, intent to stay, and the staff nurses’ demographic characteristics?  Staff nurse 
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demographics only explained an additional 1.4 % of the variance in job satisfaction.  Age 

and length of the relationship between staff nurses and managers were significant 

demographic variables in the model.  Staff nurse age was reported in the nursing 

literature to influence intent to stay, with younger nurses more likely to leave their jobs 

than older nurses (O’Brien-Pallas et al., 2006). 

Staff nurse demographics contributed an additional 5% of the variance related to 

intent to stay.  Magnet status and per diem employment status were the significant 

demographic characteristics in the model.  The finding regarding the influence of magnet 

status is clearly established in the literature (Aiken, 2002; Aiken et al., 2008; Kramer & 

Hafner, 1984; McClure et al., 1983; Schmalenberg & Kramer, 2008).  Work 

characteristics such as employment status previously were identified as contributing to 

intent to stay (Kovner et al., 2012).  However, the finding of per diem status as the only 

type of employment status predicting intent to stay is new.  Although it is intuitive that 

nurses who have a greater degree of control over their work schedule would be more 

satisfied, the fact that this was the only employment status predicting intent to stay 

warrants further investigation. 

CONCEPTUAL FRAMEWORK  

The conceptual framework used in this descriptive study proved to be a useful 

way of beginning to examine the influence of managerial coaching on desired outcomes.  

In some models from the literature job satisfaction is viewed as a mediator of intent to 

stay.  The identification of work environment characteristics as mediators of managerial 

coaching is an important finding and provides a foundation for further study of the 
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relationships in the conceptual framework.  A next logical step would be to evaluate 

direct and indirect effects of these variables through path analysis to better understand 

their unique contributions to satisfaction and retention.  Moreover, other outcomes such 

as employee engagement and perceptions of a patient safety culture could be added to the 

model. 

The instruments used in this study appear to be valid and reliable measures of the 

variables that were tested.  This study represented the first use of the Yoder Coaching 

Instrument since Yoder’s research, which tested the instrument.  Findings support the 

internal consistency reliability of this instrument. 

 

Limitations of the Study 

There are several limitations related to this study.  The first is the use of a limited 

convenience sample of staff nurses in a single healthcare system comprised of magnet 

and magnet aspiring hospitals.  Use of this population without a comparable non magnet 

sample for evaluation decreases the ability to generalize findings across a larger number 

of U.S. hospitals, because magnet facilities currently represent only 1% of healthcare 

organizations nationally.  Additionally, the response rate was low at 22%.  Although the 

demographic characteristics were comparable for the sample with a larger sample of 

nurses participating in a similar survey during the same period of time, the lack of 

response to the survey limits the strength of the analyses because of the exclusion of 

relevant data from individuals within the organization who chose not to participate.  
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People who chose to take the survey may indeed be different that people who chose not 

to take the survey. 

A second limitation is the use of a cross-sectional research design, which only 

permits measurement of the phenomenon at one point in time.  Longitudinal research 

would provide better information about the perceived significance of managerial 

coaching experienced by nurses across career stages, as well as effects on the outcomes 

of interest.  Additionally, self-report measures also may create inaccurate information 

related to social desirability response bias on the part of the respondent. 

Limitations within this study were, in most part, related to time and resource 

constraints, which are a reality for any researcher.  Despite these limitations, this research 

is important because it is one of the first nursing studies to establish that a positive 

relationship between managerial coaching, critical attributes of the work environment, 

professional work satisfaction, job satisfaction, and intent to stay. 

Implications and Recommendations 

ADMINISTRATIVE NURSING PRACTICE 

Much of the extant research on career development relationships for staff nurses 

has focused on the effectiveness of mentoring and precepting, although recent studies are 

beginning to examine managerial coaching in the context of transformational leadership 

(Tapke, 2011).  No studies to date have focused specifically on the contribution that 

managerial coaching makes to enhance specific aspects of the nurse work environment 

that are known to promote professional work satisfaction, job satisfaction and retention of 
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nurses.  Therefore, the findings from this study are important to nurse administrators for 

several reasons.  First and foremost, it provides critical information regarding the positive 

link between a specific career development relationship, coaching, work environment 

characteristics, and work satisfaction outcomes.  Additionally, it provides evidence of 

how specific coaching behaviors are currently perceived by staff nurses working in the 

acute care work environment.  Nurse manager support was reported as the highest work 

environment characteristic related to job satisfaction (Schmalenberg & Kramer, 2008).  

Because nurse manager support was found to mediate the relationship between coaching 

and intent to stay and was found to be a significant predictor of job satisfaction and intent 

to stay, enhancing the coaching skills of first line managers may be an effective strategy 

to promote nursing satisfaction and retention in the acute care workplace. 

Additionally, the focus on relational leadership as a preferred leadership style in 

nursing organizations is well supported by research of the nurse work environment 

(Cummings et al, 2009; IOM, 2004; McClure et al., 1983).  Key attributes of 

transformational leaders are their ability to serve as role models, intellectually stimulate 

others, and provide individualized consideration of the growth and development needs of 

employees.  These attributes are shared with the characteristics of both nurse manager 

support and coaching behaviors, which provides additional support for incorporating 

coaching as a strategy for strengthening first line leadership.  A recent study of nurse 

managers and staff nurses reported that the presence of a coaching relationship was 

strongly and positively related to all transformational leadership behaviors and the 

transactional leadership behavior of contingency reward.  Moreover, coaching positively 
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influenced the work performance, job satisfaction and organizational commitment of 

acute care nurses (Tapke, 2011).  

The fiscal realities of healthcare require nurse administrators to have strong 

evidence when making decisions concerning resource allocation related to staff 

development.  The effective retention of nurses in the workforce requires ongoing career 

development and the opportunity for nurses to experience a variety of these relationships 

across a career span.  The recent trend of developmental support for new graduates 

through residency programs demonstrates a substantial commitment of resources, but 

without a strategy to sustain growth and development past the residency period, the return 

on investment may be limited.  Mentoring continues to be viewed as the most desirable 

next step in terms of career development relationship for a staff nurse, but if staff nurses 

do not demonstrate competence and accountability in their current job, they will not 

possess a level of expertise necessary to fully benefit from the mentoring relationship.  

The usefulness of mentoring for career development may be diminished as a result 

(Kram, 1988).  Therefore, purposeful development of coaching relationships may provide 

a better return on investment for career development and retention of newly graduated o 

mid-career staff nurses.  It also is important to note that coaching is important at all 

phases during the career span and at all levels of job responsibilities.  Regardless of 

experience and job title, coaching is necessary and appropriate when assuming new job 

responsibilities to assure that performance is in alignment with the goals of the new 

department and/or organization. 
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Finally, the short tenure and rapid turnover related to the nature of the first line 

manager role is a critical concern to nurse administrators (Mackoff & Triolo, 2008; 

Parsons & Stonestreet, 2003; Silvetti, 2000).  Nurse managers need the very types of 

developmental support they provide to staff nurses if they are to be competent and 

satisfied in their role.  Coaching, not mentoring, may be the most effective at this stage of 

career development because managers need to know how to be effective in their current 

job.  This requires that the superiors of nurse managers, regardless of title, function as 

coaches.  Therefore, purposeful development of coaching relationships with first line 

managers should be a primary consideration of nurse administrators. 

LEADERSHIP EDUCATION AND DEVELOPMENT 

This study provides evidence of the importance of managerial coaching for the 

staff nurse in the acute care setting.  Additionally, it identifies the frequency of specific 

coaching behaviors.  While this provides valuable information concerning opportunities 

for skill development related to coaching, the question remains of how to help managers 

develop a full range of coaching skills.  The reality is that nurse leaders at all levels need 

additional formal education to truly be effective in their roles.  Nurse managers who 

received education beyond the BSN degree were reported to exhibit a higher proportion 

of leadership behaviors to management behaviors and demonstrated use of developmental 

relationships to a greater degree (Force, 2005; Upenieks, 2003).  Education related to 

career development relationships and their usefulness in administrative nursing practice 

should be an integral part of graduate nursing administration programs and should be 

considered for inclusion within leadership education at the baccalaureate level. 
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Although the link between additional educational preparation and leadership 

effectiveness is intuitive, the reality is that many nurse managers do not currently possess 

advanced education, and it is uncertain if healthcare organizations will embrace the 

findings of the recent IOM report that encourages a more educated nurse workforce 

(IOM, 2010).  Therefore, education and purposeful attention to the benefits of coaching 

relationships should be an integral part of the on boarding process of new leaders, 

especially at the first line manager level.  The developmental needs of new managers are 

similar to those of new graduate nurses, but these needs attract less attention.  Beyond 

basic organizational orientation processes, new managers need the same availability of 

developmental relationships to promote competence and self-efficacy in what has become 

perhaps the most challenging leadership role acute care organizations.  Exposure to 

optimal leadership behaviors through educational sessions without opportunities for 

developmental feedback and support may provide only limited results.  The availability 

of a coach for the leader who is new to the organization or the leadership position would 

provide support to the leader during a critical period of leadership competency 

development.  It is important to acknowledge that evidence suggests opportunities to 

engage in the full range of coaching behaviors are not always embraced.  This is 

important because the key transformational leadership behaviors of challenging 

perspectives, providing individualized consideration through feedback and goal setting, 

and encouraging calculated risk taking were behaviors reported to occur at lower 

frequencies in this study.  This is problematic because it is a consistent finding in studies 

of managerial coaching behaviors.  The factors that contribute to such findings may reach 
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beyond the realities of time constraints.  Therefore, the overall presence of coaching 

behaviors by nurse leaders at all levels of the organization should be evaluated.  If the 

first line manager’s immediate supervisor does not possess the requisite skills and 

commitment to model and encourage a coaching relationship, then use of an internal or 

external consultant who does have this skill should be considered.   

NURSING RESEARCH 

This study provides a foundation for future research regarding managerial 

coaching and work environment outcomes.  Several areas for further study are 

recommended; for example study of the coaching relationship should include both 

quantitative and qualitative methods and should be evaluated from the perspective of both 

mangers and staff nurses.  The addition of a qualitative method would improve the ability 

to more fully explore the contextual factors that influence the relationship.  Moreover, 

coaching is a dyadic relationship and evaluation of the phenomenon needs to incorporate 

consideration of the unique perspective each party brings to the relationship.  

Measurement of perceptions of both managers and staff nurses relative to a variety of 

leadership behaviors has consistently demonstrated differences in perception between the 

amount of behavior demonstrated and the amount of behavior observed. 

A second area of focus would be to measure the influence of managerial coaching 

on other desired outcomes of the work environment.  Two areas of potential interest 

include the perception of a safety culture and employee engagement.  Intent to stay is 

sometimes related to factors that do not involve engagement, professional work 

satisfaction and job satisfaction.  The perception of a patient safety culture is an indicator 
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of a high reliability organization.  Incorporation of the aspects of high reliability 

organizations continues to be problematic in certain settings such as the operating room 

and critical care (Mackery et al., 2008)  Additionally, satisfaction with nurse manager 

support, professional work satisfaction, and job satisfaction were reported to be lower in 

these areas (Boyle et al, 2008, Kramer et al., 2010).  These findings suggest that 

evaluation of managerial coaching practice in such settings could contribute additional 

information. 

Chapter Summary 

This chapter summarized the purpose, procedures, findings, limitations, and 

recommendations of this descriptive, cross sectional, correlational study.  This was the 

first study that investigated the relationship between managerial coaching behaviors 

experienced by staff nurses in relation to the outcomes of professional work satisfaction, 

job satisfaction, and intent to stay.  Findings indicated that managerial coaching is 

positively related to key attributes of the work environment that result in professional 

work satisfaction, as well as job satisfaction and intent to stay.  Findings also indicate that 

some coaching behaviors occur at a greater frequency.  Additional study is warranted to 

determine if increasing the frequency of all types of coaching behaviors would increase 

desired individual and organizational outcomes. 

  



198 
 

References 

Agarwal, R., Angst, C. M., & Magni, M. (2009). The performance effects of coaching: A 

multilevel analysis using hierarchical linear modeling. The International Journal 

of Human Resources Management, 20(10), 2110-2134.  

doi:10.1080/0958190903178054. 

Aiken, L. H. (2002). Superior outcomes for magnet hospitals: The evidence base. In  

 M. L. McClure, & A. S. Hinshaw (Eds.), Magnet hospitals revisited: Attraction 

and retention of professional nurses (pp. 61-82). Washington DC: American 

Nurses Publishing. 

Aiken, L. H. (2008) Economics of nursing. Policy, Politics & Nursing Practice, 9(2), 73-

79. 

Aiken, L. H., Clarke, S. P., & Sloane, D. M. (2000). Hospital restructuring: Does it 

adversely affect care and outcomes? The Journal of Nursing Administration, 

30(10), 457-465. 

Aiken, L. H., Clarke, S. P., Sloane, D. M., Sochalski, J., & Silber, J. H. (2002). Hospital 

nurse staffing and patient mortality, nurse burnout, and job dissatisfaction. JAMA, 

288(16), 1987-1993. 

Aiken, L. H., Clarke, S. P., Sloane, D. M., Lake, E. T., & Cheney, T. (2008). Effects of 

hospital care environment on patient mortality and nurse outcomes. Journal of 

Nursing Administration, 38(5), 223-229. 

Aiken, L. H., Smith, H. L., & Lake, E. T. (1994). Lower medicare mortality among a set 

of hospitals known for good nursing care. Medical Care, 32(12), 511-617. 



199 
 

American Nurses Credentialing Center. (2009). Practice standards and elements of 

performance: Pathway to excellence program. Silver Spring, MD: American 

Nurses Credentialing Center. 

American Organization of Nurse Executives. (2008). Nurse manager leadership 

competencies. Retrieved from 

http://www.aone.org/aone/resource/NMLC/nmlc.html 

Anthony, M. K., Standing, T. S., Glick, J., Duffy, M., Paschell, F., Sauer, M. R.,… 

Dumpe, M. L. (2005). Leadership and nurse retention: The pivotal role of nurse 

managers. Journal of Nursing Administration, 35(5), 146-155. 

Apostolidis, B. M., & Polifroni, E. C. (2006). Nurse work satisfaction and generational 

differences. Journal of Nursing Administration, 36(1), 506-509. 

Avolio, B. J. Sosik, J. J., Jung, D. I., & Benson, Y. (2003). Leadership models, methods, 

and applications. In Weiner, I. B. (Series Ed.) & Borman, W., Ilgen, W. C., & 

Klimoski, R. (Vol. Eds.). Handbook of psychology, Vol. 12: Industrial and 

organizational psychology (pp. 227-307). Hoboken, NJ: Wiley. 

Bally, J. M. G. (2007). The role of nursing leadership in creating a mentor culture in 

acute care environments. Nursing Economic$, 25(3), 143-148. 

Baron, R. M., & Kenny, D. A. (1986). The moderator-mediator variable distinction in 

social psychological research: Conceptual, strategic and statistical considerations. 

Journal of Pesonality and Social Psychology, 51, 1173-1182. 

Bass, B. M. (1985). Leadership and performance beyond expectations. New York, NY: 

The Free Press. 

http://www.aone.org/aone/resource/NMLC/nmlc.html


200 
 

Bass, B. M. (1990) Bass & Stogdill’s handbook of leadership: Theory, research, and 

managerial applications (3
rd

 Ed.), New York, NY: The Free Press. 

Batson, V. D. (2004). Shared governance in an integrated healthcare network. AORN 

Journal, 80(3), 494-514. 

Batson, V. D., & Yoder, L. H. (2009). Implementing transformational leadership and 

nurse manager support through coaching. Perioperative Nursing Clinics, 4(1), 57-

67. doi:10.1016/j.cpen.2008.10.004 

Batson, V. D., & Yoder, L. H. (2012). Managerial coaching: A concept analysis. Journal 

of Advanced Nursing, 68(7), 1658-1669. doi: 10.1111/j.1365-2468.2011. 

Blegen, M. A. (1993). Nurses’ job satisfaction: A meta-analysis of related variables. 

Nursing Research, 42(1), 36-41. 

Borges, J. R., & Smith, B. C. (2004). So you think you’re ready to mentor? Strategies for 

mentoring a diverse nursing workforce. Nurse Leader, 6, 45-48. 

doi:10.1016/j.mnl.2004.03.009 

Boyatzis, R. E., Smith, M. L., & Blaize, N. (2006). Developing sustainable leaders 

through coaching and compassion. Academy of Management Learning and 

Education, 5(1), 8-24. 

Boyle, D. K., Bott, M. J., Hansen, H. E., Woods, C. Q., & Taunton, R. L. (1999). 

Managers’ leadership and critical care nurses intent to stay. American Journal of 

Critical Care, 8(6), 361-371. 



201 
 

Boyle, D., Miller, P., Gajewski, B., Hart, S. E., & Dunton, N. (2006). Unit type 

differences in RN workgroup job satisfaction. Western Journal of Nursing 

Research, 28(6), 622-640. doi:10.1177/013945906289506 

Broom, C., & Tilbury, M. S. (2007). Magnet status: A journey, not a destination. Journal 

of Nursing Care Quality, 22(2), 113-118. 

Buchan, J., & Aiken, L. (2008). Solving nursing shortages: A common priority. Journal 

of Clinical Nursing, 17(24), 3262-3268. 

Buerhaus, P. I. (2008). Current and future state of the US nursing workforce. JAMA, 

300(20), 2422-2424. doi:10.1001/jama.2008.729. 

Buerhaus, P. I., Auerback, D. I., & Staiger, D. O. (2009). The recent surge in nurse 

employment: Causes and implications. Health Affairs, 28(4), 657-668. 

doi:10.1377/hlthaff.28.4.w657. 

Bunsey, S., DeFazio, M., Brown Pierce, L., & Jones, S. (1991). Nurse managers: Role 

expectations and job satisfaction. Applied Nursing Research, 4(1), 7-13. 

Burdett, J. O. (1998). Forty things every manager should know about coaching. Journal 

of Management Development, 17(2), 142-152. 

Burkes, M. (1991). Identifying and relating nurses’ attitudes toward computer use. 

Computers in Nursing, 9(5), 190-201. 

Burns, J. M. (1978). Leadership. New York, NY: Harper & Row. 

Burns, N., & Grove, S. K. (2009). The practice of nursing research: Appraisal, synthesis, 

and generation of evidence (6
th

 ed.). St Louis, MO: Saunders. 



202 
 

Caldwell, S. D., Roby Williams, C., Rush, K., & Ricke Kiely, T. (2009). Influences of 

context, process, and individual differences on nurses’ readiness for change to 

magnet status. Journal of Advanced Nursing, 65(7), 1412-1422.  

 doi:10.1111/j.1365-2648.2009.05012.x 

Clarke, S. P., & Aiken, L. H. (2008). An international hospital outcomes research agenda 

focused on nursing: Lessons from a decade of collaboration. Journal of Clinical 

Nursing, 17, 3317-3323. doi:10.1111/j.2365-2702.2008.02638.x. 

Cohen, J. (1992). A power primer. Psychological Bulletin, 112(1), 155-159. 

Cohen, J., Cohen, P., West, S. G., & Aiken, L. S. (2003). Applied multiple 

regression/correlation analysis for the behavioral sciences (3
rd

 ed.). Mahwah, NJ: 

Lawrence Erbaum. 

Cook, J. K., Green, M., & Topp, R. V. (2001). Exploring the impact of physician verbal 

abuse on perioperative nurses. AORN Journal, 74(3), 317-331. 

Coomber, B., & Barribal, K. L. (2006). Impact of job satisfaction components on intent 

to leave and turnover for hospital based nurses: A review of the literature. 

International Journal of Nursing Studies, 44, 297-314. 

doi:10.1016/j/ijnurstu.2006.02.004 

Crane, T. (2007). The heart of coaching: Using transformational coaching to create a 

high performance coaching culture (3
rd

 Ed.). San Diego, CA: FTA Press. 

Cummings, G. G., Hayduk, L., & Estabrooks, C. (2005). Mitigating the impact of 

hospital restructuring on nurses: The responsibility of emotionally intelligent 

leadership. Nursing Research, 54(1), 2-12. 



203 
 

Cummings, G. G., Olson, K., Hayduk, L., Baker, D., Fitch, M., Green, E.,…Conton, M. 

(2008). The relationship between nursing leadership and nurses’ job satisfaction 

in Canadian oncology work environments. Journal of Nursing Management, 16, 

508-518. 

Cummings, G. G., MacGregor, T., Davey, M., Lee, H., Wong, C. A., Lo, E.,...Stafford, E. 

(2009). Leadership styles and outcome patterns for the nursing workforce and 

work environment: A systematic review. International Journal of Nursing  

 Studies, 47, 363-385. doi:10.1016/j.ijnurstu.2009.08.006 

DeSalvo, K. B., Fisher, W. P., Tran, K., Bloser, N., Merrill, W., & Pebody, J. (2006). 

Assessing measurement properties of two single-item general health measures. 

Quality of Life Research, 15, 191-201. 

Dirks, K. T., & Ferrin, D. L. (2002). Trust in leadership: Meta-analytic findings and 

implications for research and practice. Journal of Applied Psychology, 87(4), 611-

628. doi:10.1037//0021-9010.87.4.611 

Donner, G. J., Wheeler, M. M., & Waddell, J. (1997). The nurse manager as career 

coach. Journal of Nursing Administration, 27(12), 14-18. 

Ellinger, A. D., & Bostrom, R. P. (1999). Managerial coaching behaviors in learning 

organizations. Journal of Management Development, 18(9), 752-771. 

Ellinger, A. D., Ellinger, A. E., & Keller, S. B. (2003). Supervisory coaching behavior, 

employee satisfaction, and warehouse employee performance: A dyadic 

perspective in the distribution industry. Human Resource Development Quarterly, 

14, 435-458. 



204 
 

Evered, R. D., & Selman, J. C. (1989). Coaching and the art of management. 

Organizational Dynamics, 18, 16-32. 

Farag, A. A., Tullai-McGuiness, S., & Anthony, M. K. (2009). Nurses’ perceptions of 

their manager’s leadership style and unit climate: Are there generational 

differences? Journal of Nursing Management, 17, 26-34.  

doi:10.1111/j.1365-2834.2008.00964.x. 

Field, A. (2009). Discovering Statistics Using SPSS (3rd ed.).  Thousand Oaks, CA: 

Sage. 

Fielden, S. L., Davidson, M. J., & Sutherland, V. J. (2009). Innovations in coaching and 

mentoring: Implications for nurse leadership development. Health Services 

Management Research, 22(2), 92-99. 

Force, M. V. (2005). The relationship between effective nurse managers and nursing 

retention. Journal of Nursing Administration, 35(7/8), 336-341. 

Fullerton, M. (1993). The changing role and educational requirements of the first-line 

nurse manager. Canadian Journal of Nursing Administration, 6(4), 20-24. 

Gardulf, A., Orton, M. L., Erikson, L. E., Unden, M., Arnetx, B., Kajermo, K. N., & 

Nordstrom, G. (2008). Factors of importance for work satisfaction among nurses 

in a university hospital in Sweden. Scandinavian Journal of Caring Science, 22, 

151-160. 

Germain, P. B., & Cummings, G. G. (2010). The influence of nursing leadership on nurse 

performance: A systematic literature review. Journal of Nursing Management, 18, 

425-439. 



205 
 

Goleman, D., Boyatzis, R., & McKee, A. (2002). Primal leadership: Realizing the power 

of emotional intelligence. Boston, MA: Harvard Business School Press. 

Graham, S., Wedman, J. F., & Gavin-Kester, B. (1994). Manager coaching skills: What 

makes a good coach? Performance Improvement Quarterly, 7, 81-94. 

Grant, A. M. (2007). Enhancing coaching skills and emotional intelligence through 

training. Industrial and Commercial Training, 39, 257-266. 

Gregory, J. B. (2010). Employee coaching: The importance of the supervisor/subordinate 

relationship and related constructs (Doctoral dissertation). Retrieved from 

ProQuest Dissertations & Theses (3407721). 

Gregory, J. B., & Levy, P. E. (2010). Employee coaching relationships: Enhancing 

construct clarity and measurement. Coaching: An International Journal of 

Theory, Research, and Practice, 3(2), 1109-123. 

Gurney, C. A., Mueller, C. W., & Price, J. L. (1997). Job satisfaction and organizational 

attachment of nurses holding doctoral degrees. Nursing Research, 46(3), 163-171. 

Hall, D. S. (2007). The relationship between supervisor support and registered nurse 

outcomes in nursing care units. Nursing Administration Quarterly, 31(1), 68-80. 

Hall, D. T., Otazo, K. L., & Hollenbeck, G. P. (1999). Behind closed doors: What really 

happens in executive coaching. Organizational Dynamics, 27(3), 39-52. 

Hall, L. M., & Doran, D. (2007). Nurses’ perceptions of hospital work environments. 

Journal of Nursing Management, 15, 264-273. 



206 
 

Hamlin, R. G., Ellinger, A. D., & Beattie, R. S. (2007). Behavioral indicators of 

ineffective managerial coaching: A cross-national study. Journal of European 

Industrial Training, 32(4), 240-257. doi:10.1108/03090590810871360. 

Havens, D. S. (1994). Is governance being shared? Journal of Nursing Administration, 

24(6), 59-64. 

Hayes, L. J., O’Brien-Pallas, L., Duffield, C., Shamian, J., Buchan, J., Huges, F.…Stone, 

P. W. (2006). Nurse turnover: A literature review. International Journal of 

Nursing Studies, 43(2), 237-263. 

Health Resources and Services Administration [HRSA]. (2010). The Registered Nurse 

population: Findings from the 2008 national sample of Registered Nurses.  

Accessed at http://bhpr.hrsa.gov/healthworkforce/rnsurvey/2008/ 

Hendel, T., Fish, M., & Berger, O. (2007). Nurse/physician conflict management mode 

choices: Implications for improved collaborative practices. Nursing 

Administration Quarterly, 31(3), 244-253. 

Hersey, P., Blanchard, K. H., & Johnson, D. E. (2001). Management of human behavior: 

Leading human resources (8
th

 Ed). Upper Saddle River, NJ: Prentice Hall. 

Herzberg, F., Mauser, B., & Snyderman, B. B. (1993). The motivation to work (3
rd

 Ed). 

New York, NY: Wiley & Sons. 

Heslin, P., Vandewalle, D., & Lantham, G. (2006). Keen to help? Managers’ implicit 

person theories and their subsequent employee coaching. Personnel Psychology, 

59, 871-902. 

http://bhpr.hrsa.gov/healthworkforce/rnsurvey/2008/


207 
 

Hess, R. G. (2004). From bedside to boardroom – nursing shared governance. Online 

Journal of Issues in Nursing, 9(1), Manuscript1. Available: 

www.nursingworld.org/MainMenuCategories/OJIN/TableofContents/Volume920

04/No1Jan04/FromBedisdetoBoardroom.aspx. 

Higgins, M. C., & Kram, K. E. (2001). Reconceptualizing mentoring at work: A 

developmental perspective. Academy of Management Review, 26(2), 264-288. 

Higgins, M. C., & Thomas, D. A. (2001). Constellations and careers: Toward 

understanding the effects of multiple developmental relationships. Journal of 

Organizational Behavior, 22, 223-247. doi:10.1002/job.66 

Hinshaw, A. S., Smeltzer, C., & Atwood, J. R. (1987). Innovative retention strategies for 

nursing. Journal of Nursing Administration, 17(6), 9-17. 

Hunt, J. M., & Weintraub, J. R. (2011). The coaching manager: Developing top talent in 

business. Thousand Oaks, CA: Sage. 

Ilgen, D. R., Fisher, C. D., & Taylor, M. S. (1979). Consequences of individual feedback 

on behavior in organizations. Journal of Applied Psychology, 64(4), 349-371. 

Institute of Medicine. (2004). Keeping patients safe: Transforming the work environment 

of nurses. Washington, DC: National Acadamies Press. 

Institute of Medicine (2010). The future of nursing: Leading change, advancing health. 

Washington, DC: National Acadamies Press. 

Irvine, D. M., & Evans, M. G. (1995). Job satisfaction and turnover among nurses: 

Integrating research findings across studies. Nursing Research, 44(4), 246-253. 

http://www.nursingworld.org/MainMenuCategories/OJIN/TableofContents/Volume92004/No1Jan04/FromBedisdetoBoardroom.aspx
http://www.nursingworld.org/MainMenuCategories/OJIN/TableofContents/Volume92004/No1Jan04/FromBedisdetoBoardroom.aspx


208 
 

Ives, Y. (2008). What is ‘coaching’? An exploration of conflicting paradigms. 

International Journal of Evidence Based Coaching and Mentoring, 6, 100-113. 

Judge, W. Q., & Cowell, J. (1997). The brave new world of executive coaching. Business 

Horizons, 40(4), 72-77. 

Kanai-Pak, M., Aiken, L. H., Sloane, D. M., & Poghosyan, L. (2008). Poor work 

environments and nurse inexperience are associated with burnout, job 

dissatisfaction and quality deficits in Japanese hospitals. Journal of Clinical 

Nursing, 17, 3324-3329. doi:10.1111/j.1365-2702.2008.02639.x. 

Kanter, R. M. (1993). Men and women of the organization. New York, NY: Basic Books. 

Kanste, O., Kyngas, H., Nikkil, J. (2007). The relationship between multidimensional 

leadership and burnout among nursing staff. Journal of Nursing Management, 

15(7), 731-739. 

Karsten, M., Baggot, D., Brown, A., & Cahill, M. (2010). Professional coaching as an 

effective strategy to retaining frontline managers. Journal of Nursing 

Administration, 40(3), 140-144. 

Kennerly, S. (2000). Perceived worker autonomy: The foundation for shared governance. 

The Journal of Nursing Administration, 30(12), 611-617. 

Kilpatrick, A. O. (2009). The healthcare leader as humanist. Journal of Health and 

Human Services Administration, 31(4) 451-465. 

Kinicki, A. J., Prussia, G. E., Wu, B., & McKee-Ryan, F. M. (2004). A covariance 

structure analysis of employees’ response to performance feedback. Journal of 

Applied Psychology, 89(6), 1057-1069, 



209 
 

Kouzes, J. M., & Posner, B. Z. (1987). The leadership challenge: How to get 

extraordinary things done in organizations. San Francisco, CA: Jossey-Bass.  

Kovner, C., Jones, C. B., & Gergen, P. J. (2000). Nurse staffing in acute care hospitals, 

1990-1996. Policy, Politics, & Nursing Practice, 1(3), 194-204. 

Kovner, C., Brewer, C., Wu, Y. W., Cheng, Y., & Suzuki, M. (2005). Factors associated 

with work satisfaction of registered nurses. Journal of Nursing Scholarship, 

38(1), 71-79. 

Kowalski, K., & Casper, C. (2007). The coaching process: An effective tool for 

professional development. Nursing Administration Quarterly, 31(2), 171-179. 

Kram, K. E. (1988). Mentoring at work: Developmental relationships in organizational 

life. Lanham, MD: University Press of America. 

Kramer, M., & Hafner, L. P. (1989). Shared values: Impact on staff nurse job satisfaction 

and perceived productivity. Nursing Research, 38(3), 172-177. 

Kramer, M., Maguire, P., Schmalenberg, C., Andrews, B., Burke, R., Chmielewski, L., 

…..Tachibana, C. (2007a). Excellence through evidence: Structures enabling 

clinical autonomy. The Journal of Nursing Administration, 37(1), 41-52. 

Kramer, M., Maguire, P., Schmalenberg, C., Brewer, B., Burke, R., Chmielewski, L., 

.…Waldo, M. (2007b). Nurse manager support: What is it? Structures and 

practices that promote it. Nursing Administration Quarterly, 31(4), 325-340. 

Kramer, M., & Schmalenberg, C. (2002). Staff nurses identify essentials of magnetism. 

In McClure, M. L., & Hinshaw, A. S. (Eds.) Magnet hospitals revisited: 



210 
 

Attraction and retention of professional nurses (pp. 25-59). Washington, DC: 

American Nurses Publishing. 

Kramer, M., & Schmalenberg, C. (2003). Securing “good” nurse-physician relationships. 

Nursing Management, 34(7), 34-38. 

Kramer, M., & Schmalenberg, C. (2004). Development and evaluation of essentials of 

magnetism tool. The Journal of Nursing Administration, 34(7/8), 362-378. 

Kramer, M., & Schmalenberg, C. (2005a). Best quality patient care: A historical 

perspective on magnet hospitals. Nursing Administration Quarterly, 29(3), 275-

287. 

Kramer, M., & Schmalenberg, C. (2005b). Revising the essentials of magnetism tool: 

There is more to adequate staffing than numbers.  The Journal of Nursing 

Administration, 35(4), 188-198. 

Kramer, M., Schmalenberg, C., & Maguire, P. (2009). Nine structures and leadership 

practices essential for a magnetic (healthy) work environment. Nursing 

Administration Quarterly, 34(1), 4-17. 

Kramer, M., Schmalenberg, C., Brewer, B., Burke, R., Chiemlewski, L., Cox, 

K.,…Waldo, M. (2009). “Walk the talk”: Promoting control of nursing practice 

and a patient-centered culture. Critical Care Nurse, 29(3), 77-93. 

Kraut, A. I., Pedigo, P. R., McKenna, D. D., & Dunnette, M. D. (2005). The role of the 

manager: What’s really important in different management jobs. Academy of 

Management Executive, 19(4), 122/129. 



211 
 

Lacey, S. R., Teasley, S. L., Cox, K. S., Olney, A., Kramer, M., & Schmalenberg, C. 

(2011). Development and testing of an organizational satisfaction tool. Journal of 

Nursing Administration, 41(1), 15-22. 

Lanagan, J. C., Tadych, R. A., Kao, C. C., & Israel, H. (2009). Registered nurse 

incentives to return to practice in the United States. International Journal of 

Nursing Practice, 15, 539-567. 

Larrabee, J. H., Janney, M. A., Ostrow, C. L., Withrow, M. L., Hobbs, G. R., & Burant, 

C. (2003). Predicting registered nurse job satisfaction and intent to leave. Journal 

of Nursing Administration, 33(5), 271-283. 

Laschinger, H. K. S. (1996). A theoretical approach to studying work empowerment in 

nursing: A review of studies testing Kanter’s theory of structural power in 

organizations. Nursing Administration Quarterly, 20(2), 25-41. 

Laschinger, H. K. S., & Finegan, J. (2005). Using empowerment to build trust and respect 

in the workplace: A strategy for addressing the nursing shortage. Nursing 

Economic$, 23(1), 6-13. 

Laschinger, H. K. S., & Havens, D. (1996). Staff nurse work empowerment and 

perceived control over nursing practice, work satisfaction, and work effectiveness. 

Journal of Nursing Administration, 26(9), 27-35. 

Laschinger, H. K. S., & Havens, D. (1997). The effect of workplace empowerment on 

staff nurses’ occupational mental health and work effectiveness. Journal of 

Nursing Administration, 27(6), 42-50. 



212 
 

Laschinger, H. K. S., Sabiston, J. A., & Kutzscher, L. (1997). Empowerment and staff 

nurse decision involvement in nursing work environments: Testing Kanter’s 

theory of structural power in organizations. Research in Nursing Health, 20, 341-

352. 

Laschinger, H. K. S., Wong, C., McMahon, L., & Kaufmann, C. (1999). Leader behavior 

impact on staff nurse empowerment, job tension, and work effectiveness. The 

Journal of Nursing Administration, 29(5), 228-39. 

Laschinger, H. K. S., Finegan, J., Shamian, J., & Wilk, P. (2001). Impact of structural 

and psychological empowerment on job strain in nursing work settings; 

Expanding Kanter’s model. Journal of Nursing Administration, 31(5), 260-272. 

Laschinger, H. K. S., Finegan, J., & Wilk, P. (2009). Context matters: The impact of unit 

leadership and empowerment on nurses’ organizational commitment. The Journal 

of Nursing Administration, 39(5), 228-235. 

Latham, G. P., Almost, J., Mann, S., & Moore, C. (2005). New developments in 

performance management. Organizational Dynamics, 34(1), 77-87. 

Latham, C. L., Hogan, M., & Ringl, K. (2008). Nurses supporting nurses: Creating a 

mentoring program for staff nurses to improve the workforce environment. 

Nursing Administration Quarterly, 32(1), 27-39. 

Latham, G. P., & Saari, L. M. (1979). Importance of supportive relationships in goal 

setting. Journal of Applied Psychology, 64(2), 151-156. 



213 
 

Leiter, M. P., & Laschinger, H. K. S. (2006). Relationships of work and practice 

environment to professional burnout: Testing a causal model. Nursing Research, 

55(2), 137-146. 

Leveck, M. L., & Jones, C. B. (1996). The nursing practice environment, staff retention, 

and quality of care. Research in Nursing & Health, 19, 331-343. 

Likert, R. (1967). The human organization: Its management and value. New York, NY: 

McGraw Hill. 

Locke, E. A. (1975). Personnel attitudes and motivation. Annual Review of Psychology, 

26(1), 457-480. 

London, M., Mone, E. M., & Scott, J. C. (2004). Performance management and 

assessment: Methods for improved rater accuracy and employee goal setting. 

Human Resource Management, 43(4), 319-336. 

Longenecker, C. O. (2010). Coaching for better results: Key practices of high 

performance leaders. Industrial and Commercial Training, 42(1), 32-40.  

doi:10.1106/0019785101103698. 

Longenecker, C. O., & Neubert, M. J. (2005). The practices of effective managerial 

coaches. Business Horizons, 48(6), 493-500. 

Lucas, V., Laschinger, H. K. S., & Wong, C. A. (2008). The impact of emotionally 

intelligent leadership: The moderating effect of span of control. Journal of 

Nursing Management, 16(8), 964-973. 



214 
 

Luthans, F., & Peterson, S. J. (2004). 360-degree feedback with systematic coaching: 

Empirical analysis suggests a winning combination. Human Resource 

Management, 42(3), 243-256. 

Luthans, F., & Youssef, C. M. (2004). Human, social, and now positive psychological 

capital management: Investing in people for competitive advantage. 

Organizational Dynamics, 33(2), 143-160. 

Makary, M. A., Sexton, J. B., Freischlag, J. A., Holzmueller, C. G., Millman, E. A., 

Rowen, L., & Pronovost, P. J. (2006). Operating room teamwork among 

physicians and nurses: Teamwork in the eye of the beholder. Journal of the 

American College of Surgeons, 202, 746-752. 

Manojlovich, M. (2005). Promoting nurses’ self-efficacy: A leadership strategy to 

improve practice. Journal of Nursing Administration, 35(5), 271-278. 

Maslow, A. (1968). Toward a psychology of being. New York, NY: John Wiley & Sons. 

McCloskey, J. (1974). Influence of rewards and incentives on staff nurse turnover rate. 

Nursing Research, 23, 239-247. 

McClure, M., Pouline, M., Sovie, M., & Wandelt, M. (1983). Magnet hospitals: 

Attraction and retention of professional nurses. Kansas City, MO: American 

Academy of Nursing. 

McClure, M. L., & Hinshaw, A. S. (Eds.). (2002). Magnet hospitals revisited: Attraction 

and retention of professional nurses. Kansa City, MO: American Academy of 

Nursing. 



215 
 

McGillis-Hall, L. M., Waddell, J., Donner, G., & Wheeler, M. M. (2004). Outcomes of a 

career planning and development program for registered nurses. Nursing 

Economic$, 22(5), 231-238. 

McHugh, M. D., Aiken, L. H., Cooper, R. A., & Miller, P. (2008). The US presidential 

election and health care workforce policy. Policy, Politics & Nursing, 9(1), 6-14.  

McNally, K., & Lukens, R. (2006). Leadership development: An external-internal 

coaching partnership. Journal of Nursing Administration, 36(3), 455-461. 

McNally, K., & Cunningham, L. (2010). The nurse executive’s coaching manual. 

Indianapolis, IN: Sigma Theta Tau International. 

Miller, L., & Anderson, F. (2007). Lessons learned when magnet designation is not 

received. The Journal of Nursing Administration, 37(3), 131-134. 

Mobley, W. H. (1977). Intermediate linkages in the relationship between job satisfaction 

and employee turnover. Journal of Applied Psychology, 63, 408-414. 

Mowday, R. T., Steers, R. M., & Porter, L. W. (1979). The measurement of 

organizational commitment. Journal of Vocational Behavior, 14, 224-247. 

Mueller, C. W., & McCloskey, J. C. (1990). Nurses’ job satisfaction: A proposed 

measure. Nursing Research, 39, 113-117. 

Munro, B. H. (2005). Statistical Methods for Health Care Research (5
th

 ed.). 

Philadelphia, PA: Lippincott, Williams & Wilkins. 

Neher, A. (1991). Malsow’s theory of motivation: A critique. Journal of Humanistic 

Psychology, 31(3), 89-112. 



216 
 

Neubert, M. J. (1998). The value of feedback and goal setting over goal setting alone and 

potential moderators of this effect: A meta-analysis. Human Performance, 11(4), 

321-335. 

Peters, R. J., & Waterman, R. H. (1982). In search of excellence. New York, NY: Harper 

Row. 

Peterson, D. B., & Hicks, M. D. (1996). Leader as coach: Strategies for coaching and 

developing others. Minneapolis, MN: Personnel Decisions International. 

Poghosyan, L., Clarke, S. P., Finlayson, M., & Aiken, L. H. (2010). Nurse burnout and 

quality of care: Cross national investigation in six countries. Research in Nursing 

and Health, 33(4), 288-298. 

Polit, D. F., & Beck, C. T. (2004). Nursing research: Principles and methods (7
th

 ed.). 

Philadelphia, PA: Lippincott, Williams & Wilkins. 

Porter-O’Grady, T. (2001). Is shared governance still relevant? The Journal of Nursing 

Administration, 31(10), 468-473. 

Porter O’Grady, T. (1995). Managing along the continuum: A new paradigm for the 

clinical manager. Nursing Administration Quarterly, 19(3), 1-12. 

Price, J. L. (2004). The development of a causal model of voluntary turnover. In Griffeth, 

R., & Hom, P. (Eds.). Innovative theory and empirical research on employee 

turnover (pp. 3-32). Greenwich, CT: Information Age Publishing. 

Price, J. L., & Mueller, C. W. (1981). A causal model of turnover for nurses. Academy of 

Management Journal, 24(3), 543-565. 



217 
 

Ronan, W. W., Latham, G. P., & Kinne, S. B. (1973). Effects of goal setting and 

supervision on worker behavior in an industrial setting. Journal of Applied 

Psychology, 58(3), 302-308. 

Senge, P. (1990). The fifth discipline: The art and practice of the learning organization. 

New York, NY: Doubleday. 

Shea, H. L. (1986). A conceptual framework to study the use of nursing care plans. 

International Journal of Nursing Studies, 23(2), 147-157. 

Sherman, R. O. (2006). Leading a multigenerational nursing workforce: Issues, 

challenges, and strategies. Online Journal of Issues in Nursing, 2006, 11(2), 125-

131. 

Schmalenberg, C., & Kramer, M. (2008). Essentials of a productive nurse work 

environment. Nursing Research, 57(1), 2-13. 

Schmalenberg, C., Kramer, M., Brewer, B., Burke, R., Chmielewski, L., Cox, 

K.,…Waldo, M. (2008). Clinically competent peers and support for education: 

Structures and practices that work. Critical Care Nurse, 28(4), 1-16. 

Schmalenberg, C., Kramer, M., Brewer, B., Burke, R., Chmielewski, L., Cox, 

K.,…Waldo, M. (2009). Perception of adequacy of staffing. Critical Care Nurse, 

29(5), 1-5. 

Schmalenberg, C., Kramer, M., King, C. R., Krugman, M., Lund, C., Poduska, D., & 

Rapp, D. (2005). Excellence through evidence: Securing collegial/collaborative 

nurse/physician relationships, part 1. The Journal of Nursing Administration, 

35(10), 450-458. 



218 
 

Schmalenberg, C., Kramer, M., King, C. R., Krugman, M., Lund, C., Poduska, D., & 

Rapp, D. (2005). Excellence through evidence: Securing collegial/collaborative 

nurse/physician relationships, part 2. The Journal of Nursing Administration, 

35(11), 507-514. 

Scott, J. G., Sochalski, J., & Aiken, L. H. (1999). Review of magnet hospital research: 

Findings and implications for professional nursing practice. The Journal of 

Nursing Administration, 29(1), 9-19. 

Sennott-Miller, L. (1994). Using theory to plan appropriate interventions: Cancer 

prevention for older Hispanic and non-Hispanic white women. Journal of 

Advanced Nursing, 20(5), 809-814. 

Sellgren, S. T., Ekvall, G., & Tomson, G. (2008). Leadership behavior of nurse managers 

in relation to job satisfaction and work climate. Journal of Nursing Management, 

16, 578-587. 

Sluss, D. M., & Ashforth, B. E. (2008). How relational and organizational identification 

converge: Processes and conditions. Organization Science, 19(6), 807-823. 

Stamps, P. L. (1997). Nurses and work satisfaction: An index for measurement. 2
nd

 ed., 

Chicago: IL: Health Administration Press. 

Stamps, P. L., Piedmont, E. B., Slavitt, D. B., & Haase, A. M. (1978). Measurement of 

work satisfaction among health professionals. Medical Care, 16(4), 337-352. 

Stedman, M. E., & Nolan, T. L. (2007). Coaching: A different approach to the nursing 

dilemma. Nursing Administration Quarterly, 31(1), 43-49. 



219 
 

Steers, R. M., Mowday, R. T., & Shapiro, D. L. (2004). The future of work motivation 

theory. Academy of Management Review, 29(3), 379-987. 

Steinbinder, A. (2005). The magnet process: One appraiser’s perspective. Nursing 

Administration Quarterly, 29(3), 268-274. 

Stern, L. R. (2004). Executive coaching: A working definition. Consulting Psychology 

Journal: Practice and Research, 56(3), 154-162. doi:10.1037/1065-9293.56.3.0 

Tai, T. W. C., Bame, S. I., & Robinson, C. D. (1998). Review of nursing turnover 

research, 1977-1996. Social Science and Medicine, 47(12), 1905-1924. 

Taunton, R. L., Bott, M. J., Koehn, M. L., Miller, P., Rinder, E., Pace, K.,…Dunton, N. 

(2004). The NDNQI adapted index of work satisfaction. Journal of Nursing 

Measurement, 12(2), 101-122.  

Taunton, R. L., Boyle, D. K., Woods, C. Q., Hansen, H. E., & Bott, M. J. (1997). 

Manager leadership and retention of hospital staff nurses. Western Journal of 

Nursing Research, 19(2), 205-222. 

Triolo, P. K., Scherer, E. M., & Floyd, J. M. (2006). Evaluation of the magnet 

recognition program. The Journal of Nursing Administration, 36(1), 42-48. 

Ulrich, B. T., Lavandero, R., Hart, K. A., Woods, D., Leggett, J., & Taylor, D. (2006). 

Health work environments. Critical care nurses’ work environments: A baseline 

status report. Critical Care Nurse, 26(5), 46-57. 

Upenieks, V. V. (2003). What constitutes effective leadership: Perceptions of magnet and 

nonmagnet nurse leaders. Journal of Nursing Administration, 33(9), 456-467. 



220 
 

Upenieks, V. V., & Sitterding, M. (2008). Achieving magnet designation: A framework 

for cultural change. Journal of Nursing Administration, 38(10), 419-428. 

Walshe, K., & Rundall, T. G. (2001). Evidence-based management: From theory to 

practice in health care. The Milbank Quarterly, 79(3), 429-457. 

Walston, S. L., Burns, L. R., & Kimberly, J. R. (2000). Health Services Research, 34(6), 

1363-1385. 

Wandelt, M. A., Pierce, P. M., & Widdowson, R. R. (1981). Why nurses leave nursing 

and what can be done about it…a landmark study recently conducted in Texas. 

American Journal of Nursing, 81(1), 72-77. 

Wenzel, L. H. (2001). Understanding managerial coaching: The role of manager 

attributes and skills in effective coaching. Dissertation Abstracts International: 

Section B: Sciences and Engineering, 61(8), 4462. 

Weston, M. (2001). Coaching generations in the workplace. Nursing Administration 

Quarterly, 25(3), 11-21. 

Wieck, K. L. (2008). Managing the millenials. Nurse Leader, 6(6), 26-29. 

doi:10.1016/j/mnl.2008.09.002 

Wieck, K. L., Prydun, M., & Walsh, T. (2002). What the emerging workforce wants in its 

leaders. Journal of Nursing Scholarship, 34(3), 283-288. 

Wolf, G., Triolo, P., & Ponte, P. R. (2008). Magnet recognition program: The next 

generation. Journal of Nursing Administration, 38(4), 200-2004. 



221 
 

Yoder, L. H. (1995). Staff nurses’ career development relationships and self reports of 

professionalism, job satisfaction, and intent to stay. Nursing Research, 44(5), 290-

297. 

Yoder, L. H. (2002). Psychometric testing of a coaching survey. (Triservice Nursing 

Research. No. 905-97-Z-0014). Tacoma, WA: The Geneva Foundation. 

Youngblut, J. M., & Casper, G. R., (1993). Focus on psychometrics: Single item 

indicators in nursing research. Research in Nursing & Health, 16(6), 459-465. 

Yu, H., & Miller, P. (2005). Leadership style: The X generation and baby boomers 

compared in different cultural contexts. Leadership & Organizational 

Development Journal, 26(1), 35-50. 

Zangaro, G. A., & Soeken, K. L. (2007). A meta-analysis of studies of nurses’ job 

satisfaction. Research in Nursing & Health, 30, 445-458. doi:10.1002/nur.20202. 


