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Summary
Nurse leaders have an integral and indispensable role in contributing to health policy, quality
patient care and workforce recruitment. Leadership is regarded as vital in providing a professional
model for managing complex issues related to the delivery of nursing care and remains a priority in
international nursing research. Within this body of knowledge, research that caters for the rural context
is lacking. Considering the role of present and future rural nurse leaders, the development of strategies
to foster nurse leadership, specific to the rural context, is highly desirable.
Using a mixed method approach, the aim of this study was to identify how nurse leadership can
be fostered in rural hospitals. Undertaken in Victoria, Australia, the three phases of research have been
informed by international literature on key concepts of leadership relative to nursing, including core
competencies and capabilities, leadership development, and personal and professional growth.
Although undertaken in Victoria it is anticipated that the outcomes may be transferrable to other rural
environments. Insight into the Australian rural context is included. The first phase, a qualitative
descriptive study aimed to identify factors that impact on rural nurse leaders’ approach to leadership.
A thematic network was developed with the global theme of empowerment. The second phase, a nonexperimental quantitative approach, using a validated questionnaire, affirmed rural nurse leaders’
perception of structural empowerment as moderate. The third phase, a participatory action research
process was undertaken to identify issues that may impact on strategies to foster nurse leadership in
rural hospitals. This resulted in the identification of five key themes; dispel the myths, adopt big picture
thinking, connect with colleagues, reflect on your own conduct and create organisational buy-in.
Combining the findings of the three phases of research resulted in the identification of
recommendations to foster nurse leadership in rural hospitals, application of a theory of structural
power to serve as a theoretical framework to implement recommendations, and the identification of a
future research agenda.
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Structure of thesis and list of publications
La Trobe University guidelines regarding preparation of a doctoral thesis indicate that
the format of the thesis ‘may be presented as a series of publications and/or essays based
on work completed during candidature with a general introduction that provides the context
and clearly links the separate pieces of work and a general discussion and conclusion that
draws together the key findings’.
This thesis is structured according to these guidelines.
Chapter One: The introduction provides a foundation for the research, a description of
broad issues that exist in nurse leadership, aims of the study, an overview of the research
processes and details the significance of the study.
Chapter Two: Provides background information on the concept of leadership by
presenting an overview of the contemporary styles of leadership used in nursing, the
evolvement of theories of leadership and the transitional process that nurses may
experience when assuming a visible leadership position.
Chapter Three: Explains the rationale for the study and provides information regarding
the context that all phases of research were completed in.
Chapter Four: The chapter describes the development of the study, the research
question and aims, mixed method research, the researcher’s position and the research
design and processes for each phase of research.
Chapter Five: Includes four original research publications, based on the respective
phases of research and a scoping review that links to the literature review undertaken.
Chapter Six: Discussion of key findings from the all phases of research is presented to
inform the development of recommendations.
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Chapter Seven: Presents key recommendations that have emerged from this
research. Kanter’s structural theory of power in organisations is discussed. Application of
Kanter’s theory of structural empowerment, in reference to the findings of this study, offers
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Chapter Eight: A research agenda informed by the limitations of the three phases of
research is offered with a concluding statement.
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CHAPTER 1: Introduction to the study
This three phase mixed method study explores how nurse leadership be fostered in
rural hospitals. Whilst the study is conducted within the Victoria context, it is hoped that the
level of detail given will enable readers to judge the transferability of findings to other rural
settings.
Rural health service delivery in Australia is characterised by a heavy reliance on the
nursing workforce, with many rural health services essentially nurse led (Duckett & Willcox
2011, Burley & Green 2007). This trend is not confined to Australia, but is reflected
worldwide, exemplified in remote and isolated areas of Canada where registered nurses
provide much of the public health and health promotion services (McGillis Hall 2008). In
most Australian communities, health services lack an onsite medical presence, with medical
services provided by private general practitioners on an on call basis (Duckett & Willcox
2011). Given the importance of nurses in the rural context, they must be appropriately
supported, educated and adequately resourced. Nurse leadership is central to enable the
provision of resources required to design, develop and deliver services that meet community
need (Department of Health and Ageing 2012). However, to have influence, nurses must be
positioned, through strategically created points of access, to ensure that nursing knowledge
is central to purposive rural policy discussions (Fehr 2011a, Fehr 2011b, Villeneuve 2008, p.
340).
A lack of understanding from colleagues and the community regarding nursing roles,
an inability to develop collegial relationships, and a failure to show respect to peers, impacts
on the day-to-day functioning of registered nurses and has resulted in them questioning
their contributions to the broader health care system (Antoniazzi 2011). Role proliferation,
role blurring and role confusion are the result of a growth in the volume of new nursing roles
and position titles that have been introduced in Australia (Duffield et al. 2011). The level of
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professional engagement and debate in determining the purpose of new roles has been
questionable (Duffield et al 2011). This reinforces the importance of leadership in national
regulation of the profession to establish consistency in position titles, responsibilities and
specialist roles. Whilst leadership at a national level is important, there is also a need to
ensure that leadership at a service level is visible and focused on supporting nurses to value
their contribution.
In Australia, more than 3.5 million citizens reside in small rural and remote
communities, with populations less than 5,000 residents (Humphreys 2008). Many of these
communities face adversity, largely from natural disasters, including drought, fire and floods.
The health status of rural people is generally deemed poorer when compared to
metropolitan counterparts (Department of Health and Ageing 2011). Disadvantage is
concentrated in rural areas as life opportunities may be limited, and access to health
services is often difficult (Humphries et al. 2008). Rural and remote Australia has inequitable
distribution of oral, dental, allied health, medical, nursing and specialist health professionals
(Perkins 2011, p. 57). Rural health workforce maldistribution is a major limiting factor in the
ability of health services to meet service demand (Banks, 2010).
Workforce recruitment and retention are compounded by lack of economies of
scale, associated with servicing small populations dispersed over vast distances (Humphries
et al. 2008, p. S77). The development of the rural nursing workforce has been driven by an
expectation that as the largest healthcare human resource group, nurses can shoulder the
responsibility for quality, efficiency and sustainability in healthcare service provision
(Roberge 2009). To meet this expectation, resources need to be allocated to the
development of nurses’ capacity to lead rural healthcare organisations.

1.1

Focus of the study
The challenge for nurses working in rural hospitals lies in recognising ways to foster

nurse leadership. This study addressed this challenge by exploring the research question:
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How can nurse leadership be fostered in rural hospitals?

It is argued that due to increasingly challenging and turbulent times, interest in
leadership has been reinvigorated (Newton 2009, p. 129). Leadership is regarded as vital in
providing a professional model for managing the complexity of nursing (Smith, Manfredi &
Hagos 2006). Leadership, workforce sustainability and education are identified as key issues
that nurses must consider to ensure excellent nursing care remains at the forefront of
healthcare delivery (Fehr 2011a). Nurse leaders playing an integral and indispensable role in
contributing to health policy, multidisciplinary, quality patient care, patient safety, nurse
satisfaction and nurse recruitment and retention (Dignam et al 2012, Akerjordet &
Severinsson 2010, Boyce, Zaccaro & Zazanis Wisecarver 2010).
One of the challenges facing nurse professionals is to maintain and transfer key
knowledge to the next generation of nurse leaders (Besheer & Ricci 2010). Most research
undertaken suggests that there is no ‘one-size-fits-all’ approach to leadership (Bennis 2007)
as it emerges at differing levels within an organisation, is materially different in varied
cultural settings and involves a multitude of diverse goals and motivations (Newton 2009, p.
130). It is crucial for the nursing profession to communicate to professional colleagues and
the broader community about the role and capacity of nurses to lead (Alleyne & Olawale
Jumaa 2007, Davies 2009).
In the rural context, developing an understanding of the way in which nurse leaders
are integrated into rural communities is central, as leadership from key nurses extends
beyond the physical boundaries of the healthcare organisation to influence the directions of
the community (Paliadelis et al. 2012). As society often thrives on change, different patterns
of leadership may be appropriate to impact on social activity and positive community
identity (Farmer et al. 2003:683). Structural empowerment has been established as a
theoretical framework compatible with researching nurses’ professional growth and
development (Kuokkanen & Leino-Kilpi 2008). Knowledge of different patterns of nurse
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leadership in the rural context is important as research to develop strategies to foster the
development of rural nurses to lead in a manner that is informed, contextual and
individualised is lacking (Kenny & Duckett 2003).

1.2

Background to the study
The final report of the Australian Government’s National Health and Hospitals

Reform Commission (2011) identified significant pressures on the health system including:
exponential demand, spiralling health care costs, inequity associated with outcomes and
access, safety and quality concerns, inefficiency and workforce issues. The Reform
Commission established goals that require a redesign of the health system with a focus on
access and equity and improved outcomes. The policy documents that are guiding reform
(Department of Health and Ageing 2010, Department of Health and Ageing 2011) have a
common goal of creating an agile, responsive, self-improving, sustainable system, and
leadership has been identified as central to reform goals (Department of Health and Ageing
2012).

1.2.1 Australian healthcare reform
The key issues heavily impacting on the Australian health system are the chronic
maldistribution of health professionals, an insufficient focus on preventative health and
primary care, the inefficient allocation of resources due to the current State/Commonwealth
structure and the lack of stability in the commitment from the Government to undertake
health reform (Australian Health Care Reform Alliance 2010). In rural Australia, geographic
distance, a widely dispersed ageing population (Australian Institute of Health and Welfare
2010), poor health outcomes (Australian Institute of Health and Welfare 2008), variable
access to services (Davies 2009) and workforce maldistribution (Humphries et al. 2008)
creates an environment where reform is vital. The Australian Government is challenged to
provide adequate, quality, sustainable health services (Humphries et al. 2008, p. S79). In
rural and regional Australia health services must encourage the development of locally
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relevant solutions that recognise and value the social, cultural and geographic diversity of
these communities (Department of Health and Ageing2012).
In rural Victoria, the viability of the nursing profession is challenged by recruitment
and retention, role complexities, and increasing patient acuity. This is compounded by
funding inequities, the demand for skill diversity, availability of professional development
opportunities, and the increased potential for professional isolation (Duckett & Willcox 2011,
Veitch & Battye 2008). In this reality, the capacity of the rural nursing workforce to engage in
healthcare reform is significantly constrained. Establishing an understanding of the way that
leadership can be developed is vital to encourage action at a local level and investment in
the rural nursing workforce. Rural communities need nurse leaders who are capable of
advocating for their health needs.

1.3

Aims of the study
The research question for this study was how can nurse leadership be fostered in rural

hospitals? To answer this question, a number of aims were created and three phases of
research designed to address these.
Phase one was designed to identify factors that influence rural nurse leaders approach to
leadership. The following aims were developed. To:
 provide a detailed description of the career trajectory of nurses in
leadership positions working in rural hospitals;
 gain insight into the participant’s perspective on the role of nurse
leadership in the rural context, and
 identify what has influenced their current leadership style.
Phase two was designed to gain insight into rural nurse leaders perceptions of structural
empowerment. The following aim was developed:
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 To provide insight into the perceptions of structural empowerment
of nurse leaders working in rural and regional Victoria, Australia.

Phase three was designed to identify issues that may impact on strategies to foster nurse
leadership in rural hospitals. The following aims were developed. To:
 identify issues that may impact on strategies to foster nurse
leadership in rural hospitals, and
 consider issues for nursing leadership in the rural context and
develop recommendations that could be used to foster nurse
leadership in rural hospitals.

1.4

Research Processes
Three sequential phases of research were used to investigate the research question:

How can nurse leadership be fostered in rural hospitals? In developing this mixed method
study, it was important to consider whether to follow a segregated or integrated model, the
language and style to adopt throughout the body of the text, and the order of presentation
of the qualitative and quantitative components (O'Cathain 2009, p. 146). The study aims
guided the choice of a sequential design. A segregated model that kept the qualitative and
quantitative components separate was deemed most appropriate. As little is known about
fostering nurse leadership in the rural context, an approach that provided flexibility in the
way participants were engaged in each phase of research was considered the most
appropriate research design.
The study was undertaken in rural Victoria, Australia. Each phase of research
involved nurses working throughout the State in regions that are categorised by the
Victorian Department of Health as rural. Phase one of the research aimed to identify factors
that influence current rural nurse leaders approach to leadership. A qualitative descriptive
design was regarded as an ideal approach to understand the participants’ reality. In-depth
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interviews, using a schedule that was informed by the literature, was used to generate
insights into the role of rural nurse leaders and develop an understanding of the nature of
reality through participants’ eyes, with careful and on-going attention to context (Halloway
& Wheeler 2010). Data were analysed using Attride-Stirling’s (2001) approach to thematic
analysis. Transcripts were read, reread and independently coded by two researchers to
support the emergence of basic themes, organising themes and a global theme.
Consistent with the work of Attride-Stirling (2001) themes were pictorially illustrated
as an interconnecting thematic network. In exploring the participant’s approach to
leadership, the global theme empowerment emerged as the highest-order category from the
data. Identification of the global theme was derived from three organising themes:
influence, capital and contextual understanding. The organising theme capital was derived
from the basic themes, information, support and resources. For the organising theme
contextual understanding, basic themes were situational factors, career trajectory and
connectedness. The organising theme influence was derived from basic themes, formal
power, informal power and self-knowledge. This network represents an exploration of the
participants’ perspective of nurse leadership in the context of rural health service delivery,
what has influenced their leadership style and a reflection of their career trajectory. The
findings from this research provided a platform for further research to foster nurse
leadership in rural healthcare services.
Identifying empowerment as the global theme from the first phase of research,
prompted exploration of the empowerment literature. Thematic analysis of the first stage of
data saw the emergence of themes that strongly resonated with the components of
empowerment in Kanter’s seminal work (1977) on the structural theory of power in
organisations. Researchers have argued that a strong link exists between structural
empowerment and nurse empowerment (Mills et al 2010), which may shape a nurse
leader’s effectiveness.
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The aim of the second phase of research was to gain insight into rural nurse leader’s
perception of structural empowerment. The study utilised a descriptive, non-experimental
design, with the administration of the Conditions of Work Effectiveness Questionnaire
(CWEQ-II) to a sample of 45 nurse leaders working in rural Victoria, Australia. For the
purposes of this study, rural was defined as areas outside a metropolitan city and rural nurse
leaders were at Director of Nursing or equivalent level. After ethical approval, an email was
sent to all rural Victorian hospitals (n= 75) with a link to the online questionnaire. The
response rate was 60%, with 45 surveys completed from 75 health services.
The 19 item validated tool measured structural empowerment through the rural
nurse leaders’ perceptions of access to opportunity, information, support and resources.
Descriptive statistics were generated from the data to provide information that will further
the understanding of rural nurse leader’s perceptions of empowerment. The perception of
structural empowerment by rural nurse leaders who participated was moderate. This was an
important finding given the expectations placed on rural nurse leaders to respond to health
reform and facilitate change management by leading, managing, enabling, empowering,
encouraging and resourcing staff to be innovative and entrepreneurial in practice (McSherry
et al 2012, p7). The findings of this phase of research informed the meeting schedule for the
participatory action research group activities in the third phase.
In the third and final phase of research, five Directors of Nursing [senior leaders in
rural hospitals] formed a participatory action research group to identify issues that may
impact on strategies to foster nursing leadership in rural hospitals. Purposive sampling was
used to identify participants, with the rationale that a group of ‘experts’ could draw on their
shared knowledge and experience to explore the study focus (Coghlan, Brannick & Ebrary
2001). The research design aimed to provide participants with the opportunity to learn
through critical collaborative inquiry that encourages self-evaluation and participatory
problem solving (Ragsdell 2009). A themed meeting schedule was used to clarify the key
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areas for discussion and included: empowerment, authentic self, formal power and informal
power. Key to the process was the need for participants to read background papers on
emotional intelligence, empowerment, staff perceptions of leadership, the impact of
leadership on performance, and critique the findings of the first and second phases of
research in this study.
All meetings were recorded and the data analysed using NVivo10 with text coding
undertaken to facilitate an accurate and transparent process. Participants agreed that their
activity would focus on the identification of issues impacting on leadership to support future
professional development planning that is orientated toward increasing nurses leadership
capacity. Five themes were identified from the data: dispel the myths, adopt big picture
thinking, connect with colleagues, reflect on your own conduct and create organisational
buy-in. The participatory action group expressed the view that there are enough nurse
leaders in the rural workforce and the challenge lies in fostering leadership among rural
nurses to improve the understanding of the way that rural nurses can, and do impact on the
evolving health care system. This study provided participants of the participatory action
research group with a platform to discuss and critically analyse a concept that is their core
business, leadership.
Drawing together each phase of the study, it became clear that to ensure nurses
relevance and success in their roles, strategy development to strengthen nurse leadership
must be informed by the underlying issues. Nurses’ knowledge and expertise in rural health
care delivery can be fostered and promoted by strong leadership, and as a parallel process,
this will position the profession to assume a major role in health care reform. To explain
how the study has been undertaken in a manner that has resulted in recommendations to
foster nurse leadership in rural Victorian hospitals a diagrammatic representation has been
created. Figure 1 provides the overview of the study.
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Figure 1: Diagrammatic representation of the research process
INITIAL LITERATURE REVIEW

HOW CAN NURSE LEADERSHIP BE FOSTERED IN RURAL HOSPITALS?
PHASE1: Identify factors that influence rural nurse leaders’ approach to leadership

Current
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Leadership
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QUALITATIVE APPROACH – IN DEPTH INTERVIEWS WITH
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EMPOWERMENT

PHASE2: Gain insight into rural nurse leaders perceptions of
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REVIEW AS
THEMES ARE
GENERATED
THROUGH
THE THREE
STAGES OF
DATA
COLLECTION

QUANTITATIVE APPROACH: CWEQ-II

AUTHENTIC
SELF

PHASE 3: Identify issues that may impact on strategies to foster
nurse leadership in rural hospitals
QUALITATIVE APPROACH: ACTION RESEARCH PROCESS
WITH DIRECTORS OF NURSING FROM RURAL HOSPITALS
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of research

ACTION
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CONNECT
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THEORETICAL
UNEDRPINNING
Kanter’s structural
theory of power

RECOMMENDATIONS TO FOSTER NURSE LEADERSHIP
IN RURAL
HOSPITALS
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1.5

Significance of the study
Nursing is challenged to meet evolving health care needs, while at the same time

maintain the standards and integrity of the profession. These needs arise from the
requirements of society –regionally, nationally and globally (Lewis & Farrell 2005). Nursing
leadership roles have been transformed as a result of dramatic changes within healthcare in
the past decade (Laschinger Purdy & Almost 2007). The distinctive attributes of the
healthcare environment make nursing leadership demanding and complex. There is an
expectation that nurses in leadership positions are equipped with critical thinking skills, the
ability to translate strategic vision into action, varied expertise and knowledge and
extraordinary interpersonal capabilities to inspire and motivate others (Cohen 2004, Mills
2005, Wood-Allen 1998).
Registered nurses working in rural Victoria contend with multiple issues. The impact
of the changing global health profile, the lack of stability in the Australian healthcare system
and problematic recruitment and retention extends to the ability of rural nurse leaders to
deliver suitable healthcare. An imminent shortage of nurse leaders, compounded by the
current shortage of nurses, makes it increasingly important to find ways to develop and
retain nurse leaders (Laschinger Wong & Ritchie 2008). The identification of strategies that
may enhance their preparedness to lead colleagues, patients and rural communities may
assist nurse leaders to expand their leadership capabilities.

1.6

Structure of the thesis
This thesis consists of eight chapters: the introduction to the study, a background to

the study containing foundational knowledge regarding leadership, the rationale and context
for the study, the method, the publications of study findings, discussion to inform the
development of recommendations, recommendations supported by Kanter’s theory of
structural empowerment in organisations and a future research agenda informed by the
limitations of the study.
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The intent of chapter two, the background chapter, is to focus on the foundational
knowledge base that has informed the study. The third chapter is an exploration of
literature focusing on leadership within the nursing profession, specific to the Australian
rural context. This content is necessary to establish how this study contributes to
knowledge. Information about rural Victoria is included to provide a context for where the
study was undertaken. The method chapter provides information on the study development
process: the research question, aims, and methodology, position of the researcher and the
research design and processes for each of the three phases of research. The fourth chapter
presents the publication of study findings. Three original research publications and a scoping
review are included. In chapter six issues that have resonated across all phases of the
research are discussed. Recommendations to foster rural nurse leadership are presented in
chapter seven, with a theoretical underpinning proposed to guide implementation of
recommendations. Chapter eight concludes the thesis by presenting a future research
agenda that is informed by the limitations of the study. The concluding chapter indicates
that the rural nursing workforce would benefit from research into the following areas:
scaffolding for rural nurse education, tailoring rural nurse leadership development to the
profile of generation X and Y, using structural empowerment to advance rural nurse
leadership, and the role of rural nurse leaders in strengthening rural communities.
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CHAPTER 2: Understanding leadership
This chapter provides information on leadership and presents the foundational
knowledge base that has informed the study. An expectation of competence for those in
visible leadership positions is identified in the literature and authors consistently refer to
personal capabilities that have the potential to enhance leadership effectiveness. Relevant
concepts presented, include the importance of emotional intelligence, and the significance
of valuing self and others. An understanding of leadership development and the knowledge
that informs a rural nurse leader’s decision to identify and be guided by a specific approach
is relevant to this research study. Contemporary styles of leadership used in nursing,
theories of leadership and the transitional process that nurses may experience when
assuming a visible leadership position are considered.

2.1

The concept of leadership relative to nursing
Leadership has been described as the ability to envision and communicate a

changed future. It has long been regarded as central to fostering a dynamic environment
that mobilises and catalyses the efforts of many toward future goals and outcomes (Salmon
& Vanderbush 1991). It is a subtle, complex, often subjective, but highly valued concept (AlMailam 2004) that is pertinent to the advancement of the nursing profession.
The concept of leadership in relation to contemporary healthcare delivery is radically
changing. Many leaders face challenges that extend beyond their individual capacities, with
changing environments demanding interdependent, boundary spanning work (Martin 2007,
p. 3). Challenges faced by nurses in leadership positions are plentiful. Having an awareness
of issues that will impact on leadership is vital for success. In the instance of rural nurse
leaders this may include; the political landscape impacting on rural service provision and
resourcing (Davies 2009), the ability to participate in enhanced governance and
management of rural health service delivery (Wakerman et al. 2009) and the impact of a
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cross generational workforce (Besheer & Ricci 2010). Nursing leadership has potential to be
broader than it has been traditionally to ensure that nursing practice fits within the wider
sense of healthcare, and nursing issues can be addressed in a political, social, policy and
economic context (Swearingen 2009).
Nurses in leadership positions must be sensitive to the context in which they
operate. The structure and process of health service delivery continues to change as a result
of the orientation of care moving from curative and hospital based care, to preventative and
community centred (Courbage 2010). Strong nursing leadership is a key element in creating
change within a changing context given leadership affects how people embrace change
(Searle Leach 2005). Dynamic leadership is required to ensure services function efficiently
and effectively, in terms of economic outcomes and quality of care (Snow 2001). The need to
be a financially viable health care organisation may be cited as the rationale for changes in
healthcare delivery. Effective leadership is one of the most elusive keys to organisational
success, yet it is a key ingredient to making any organisation work (Snow 2001).
The progression in healthcare delivery that has seen the economic worth of an
organisation of equal importance to the care outcomes has seen a change in the nature of
leadership. As the role of nursing has been propelled toward new challenges, in the midst of
healthcare reform, nurse leaders are expected to project a greater presence of the
profession and demonstrate increased capability to meet the demands of the healthcare
system, organisations and the wider community. In light of these expectations, the lack of
attention given to the shortage of nurse leaders is concerning.
The key challenges faced by nurses in leadership positions include: the need to be
politically aware, both locally and nationally; the need to establish clear direction and
purpose for self and team; to translate strategic vision into action; to transform and improve
services; to work collaboratively; be effective strategic influencers and importantly, to
inspire and motivate others in a rapidly changing environment (Mills 2005, p. 20). With such
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high expectations placed on nurse leaders, discussion that considers leader attributes, styles
of leadership, leadership styles and theory models and programs is integral to identify
factors that may underpin the development of a nurse’s preparedness to perform as a
leader.

2.2

Nursing leadership requirements: competence and capabilities
Key attributes needed to increase leadership capabilities are evident in nursing

literature (Hader 2005, Martin 2007, Shirey 2007, Storey, Linden & Fisher 2008, Upenieks
2002, Vitello-Cicciu 2002), however, there is not a clearly identifiable faction of attributes
that a nurse should strive for. Discretion is left to the nurse to cultivate their leadership
abilities by assembling their own ‘tools’ that may include personality traits, competencies,
talents and skills. Nurse leaders have been encouraged not to regard all characteristics as
inclusive, but rather to think about leadership and discover their own inner leadership skills
(Miracle 2006). The value placed on each individual attribute by nurse leaders will no doubt
differ. This difference should be celebrated, as nursing needs leadership that is effective, yet
undertaken with individual flair and tailored to circumstances, as opposed to a subscribed
approach that may ultimately defeat the purpose of leading. Relative to the aim of this
study, concepts that have been focused on as being central to inform the research processes
include: emotional intelligence, being a visionary for nursing excellence, valuing self and
others and communication.

2.2.1 Emotional intelligence
Created by psychologists, Salovey and Mayer in 1990, the term emotional
intelligence refers to the concept of having the ability to recognise the meaning of emotions
and their relationships and to reason and solve problems on the basis of them (Salovey &
Mayer 1990, p. 185). In its conception, emotional intelligence consisted of three mental
processes: appraising and expressing emotions in the self and others, regulating emotion in
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self and in others, and using emotions in adaptive ways (Snow 2001). Emotional intelligence
has more recently been defined as ‘the measure of how well a person identifies how others
are feeling and how to manage situations involving such emotional displays, but also how to
identify and manage their own emotions (Tiffan 2010, p. 78). Regarded as one of the
simplest and most well designed emotional intelligence models, the four-quadrant model
has been informed by previous models, including the ability model and the mixed model.
Figure 2 below illustrates the interdependency of the four components of the model: selfawareness, social awareness, self-management and relationship management, used to
perceive, assimilate, understand and manage emotions (Mayer, Salovey & Caruso 2000).
Figure 2: Four quadrant model

(Salovey & Mayer 1990)
Successful nurse leaders are empathetic to their staff, enhance individual and group
relationships and recognise the contributions made by individuals. These same leaders have
the capacity to analyse the emotional side of issues, anticipate how people will react and
assist staff to deal with the emotional impact of work related issues (Vitello-Cicciu 2002, p.
31). In order to be capable of doing so, the ability to identify emotions, use emotions in the
thought process, understand and analyse emotions and manage emotions in self and others
is required. These requirements are identified in the four quadrant model. It is argued that if
an individual is able to demonstrate these abilities then they are an emotionally intelligent
leader (Kerfoot 2001).
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In nursing, although intelligence and technical skills matter, they are threshold
capabilities or entry level requirements (Snow 2001). Although technical expertise and
analytical skills are invaluable to all nurses, so are emotional competencies such as
interpersonal skills, innovation, effective leadership, building partnerships and networking
(Snow 2001). Strategies that nurse leaders can employ to enhance their emotional
awareness of self and others, as a means of strengthening their emotional intelligence
abilities include; keeping an emotional reflective journal, daily meditation, engaging in
positive visualisation, using appreciative inquiry and practicing empathetic listening (VitelloCicciu 2002, p. 31).
One of the features of emotional intelligence that may contribute to it not having a
higher profile, which results in little regard for its value, is that it is seldom recorded and
there is often a lack of language to describe it. It does not feature in care plans, time and
motion studies of nurses’ work or payment for results (Gooch 2006, p. 21). This may be in
part responsible for emotional intelligence being touted as the essential but often neglected
ingredient of nursing (Bellack et al. 2001).

2.2.2 Visionary leadership for nursing excellence
Vision is an important construct to the recruitment and/or development of sound
nurse leaders. Visionary leadership has been described as being able to move people toward
shared dreams, having empathy for and developing relationships with others, sharing
knowledge to empower others to innovate, having integrity and continually reminding
people of the greater purpose of their work (Goleman Boyatzis & McKee 2002). The concept
of vision is regularly identified in nursing leadership literature as a key component of a
leader’s role (Andalo 2006, Cummings et al 2008, Boyce et al 2010). Creating and
implementing a vision are paramount to fulfilling the obligation of operating in a leadership
position. The vision is a picture of the results that the nurse leader wants to achieve; a
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statement of the ideal destination which is informed by an understanding of what is possible
(Taylor 2007a).
A positive culture does not naturally occur, but rather is created by a nurse leader
who supports nursing excellence and professionalism (Lewis & Matthews 1998). This type of
leader is passionate about nursing and influential with all levels of health care professionals
throughout the organisation. They have the potential to directly affect the successful
implementation of organisational structures that support nursing at the bedside (Lewis &
Matthews 1998). Despite most organisations having written documents that advocate caring
missions, it is not unusual for the work environment to fail to translate caring into the
professional practice setting. Nurse leaders may aim to work toward creating consistency
between the nursing practice setting and the organisation’s mission. Having a crucial role in
the translation of an organisation’s mission, vision and values into reality, the nurse leaders
role involves a complex balance between preserving organisational integrity, acknowledging
responsibility to multiple stakeholders and choosing actions that embody the mission, vision
and values (Shirey 2005, p. 60).
Exemplary leaders are change driven, reflective and willing to take risks to achieve
their aspirations to continuously advance nursing practice (Storey, Linden & Fisher 2008).
This is further evidenced by demonstrating the behaviours that characterise leadership;
establishing direction, aligning people, motivating and inspiring and the outcome that is
evidenced by producing change (Morgan 2005).
To further enhance the development of a productive environment, and instigate
positive change, there is recognition of the value of creativity in the approach of a nurse
leader. A challenge in the current business orientated health care arena is nurturing and
rewarding creativity in health care staff (Kapur 2008, p. 32). The ability of the nurse leader to
have a creative approach in striving for nursing excellence may be suitably encompassed into
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the concept of being a visionary. By generating the right environment, all staff members
have the capacity to generate new ways of working.
To sustain creativity it is necessary to seek new opportunities, gain new
perspectives, view things differently and to find ways to develop relationships with
professional bodies that may not have previously been engaged, in order to generate new
visions for the future (Cook 2001b). Complementary to a creative process that aligns with
adopting a visionary approach to nursing leadership, is that of reflective practice.
Developing an initial awareness of problems or opportunities, creating a vision for
improvement through planning, and taking action and reviewing the results – i.e. taking a
cyclic approach - may be a productive approach for nurses, given many draw on this basic
reflective practice to shape their continuing professional development (Martin 2007). The
articulation of leadership practices, that are a necessary part of nursing practice at a higher
level by nurse leaders, encompasses the concepts of reflective practice, aspirational
thinking, an interdisciplinary approach, risk taking, attitude and passion (Storey, Linden &
Fisher 2008).
Effective nurse leaders need to be aware of the environment that they are working
in. This applies to both the microenvironment, when working closely with staff and patients,
and the wider organisational climate. In this way, nurses are better able to respond to the
world around them (Cook 2001a). The most effective nurse leaders are “big picture
thinkers”, according to a nurse manager sample participating in an investigation undertaken
by Sherman, Bishop, Eggenberger and Karden (2007). These leaders make a point of
developing a clear understanding of how the area that they lead fits into the whole
organisation and to respect the perspectives of other disciplines. They are proactive in
looking at new initiatives and assessing what their impact will be on their work units. They
look at health policy initiatives and educate their staff, patients and colleagues about the
implications of what is being proposed (Sherman et al. 2007).
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This suggests that nurse leaders may be instrumental in not only helping staff regain
perspective, but also in assisting staff to recognise opportunities and set future goals in their
organisation, and to boost confidence and commitment to new emerging structures
(Mathena 2002, p. 137). The validation of nurse leader’s conduct in improving the provision
of care through organizational awareness has the potential to contribute to the valuing of
self, a construct which is essential for the longevity of productive nurse leaders.

2.2.3 Valuing self and others
The normalisation of self-care, such as relaxation exercises and professional
development, that encompasses reflection and renewal will contribute to developing nurses
who are resilient, passionate and less vulnerable to stress and frustration (Uno & Ruthman
2006). The positive impact for nurse leaders will ensure that when working with staff they
are able to embrace new vision and directions as the healthcare industry continues to
change (Uno & Ruthman 2006). Caring for staff begins with self-care (Sherman et al. 2007).
The ability to remain optimistic and resilient during times of turbulence and change is a key
ingredient to leadership success (Sherman et al. 2007, p. 92).
Nurse managers have reported that true leadership begins with understanding one’s
self (Sherman et al. 2007). With executive leadership, the development of intrapersonal
(self-knowledge) and interpersonal (relational-context knowledge) knowledge becomes
crucial (Walsh 2008). From their leadership lens, personal mastery is a critical component of
leadership success. Outstanding leaders demonstrate self-confidence and are able to trust
and empower others. Leaders make mistakes. Having personal mastery is being able to look
at mistakes, acknowledge them and learn from them. There is nothing that staff appreciate
more than a leader who is able to say “I was wrong” (Sherman et al. 2007, p. 90). The
benefits of greater self-awareness are considerable. In the context of leadership
development, greater self-awareness allows for a deeper understanding of individual
leadership strengths and development opportunities (Morjikian & Bellack 2005, p. 432).
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By investing in staff and supporting staff to invest in their leadership, nurse leaders
can potentially be more effective by making the process of valuing more visible. The unique
contributions of their staff and ensure that staff strike a balance between their working and
professional lives to ensure a thriving healthcare workforce may be noted by
acknowledgement by the nurse leader (Kimball & O'Neil 2002). A nurse leader’s relationship
with staff is defined by care, concern and a sincere regard for their welfare (Rogers 2005).
Benevolent leaders see the potential in staff and assist then to grow professionally. They
look for opportunities to give staff credit for their input, work and accomplishments, and
willingly share the limelight. When leaders notice and express appreciation for the
contribution of staff, the staff are much more likely to reciprocate and extend themselves
(Rogers 2005). Studies (Chiok 2001, McNeese-Smith 1997, Shuldham 1997) highlight the
significance of high quality nurse leadership as a foundation of workplace retention
strategies. What a nurse wants in a leader is an appreciation by the leader of his or her
individual abilities and talents as individuals (Wiech, Prydun & Walsh 2001). In valuing the
unique contribution of all team members, leaders may opt to concentrate on team building
processes (Reynolds et al. 2003). A challenge is for nurse leaders to remain committed to
investing in the growth and development of staff and regard this as a key component of
effective leadership (Shirey 2007).
Leaders cannot sustain effectiveness and build trust without personal authenticity
and integrity (Walsh 2008). Authenticity, regarded as the foundation of sustaining
leadership, is the congruence of the inner and outer person (Walsh 2008). It means that
leaders are capable of comprehending their strengths and weaknesses and are not afraid to
be vulnerable (Walsh 2008). Authentic self-expression is the purposeful voice of the leader,
which unleashes talent in others to make valuable contributions (Walsh 2008, p. 12).
Nursing leadership has been demonstrated to have a direct effect on professional
practice (Krairiksh & Anthony 2001, Kramer & Schmalenberg 1993). Walsh (2008) argues
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that most leaders get results, yet fewer create value. In the process, leaders potentially
destroy the environment; sacrifice their health, their purpose, their relationships and
lifestyle all in the name of getting results. Creating value, involves broadening the range of
interests or reconciling self-interest with the common interest. The creation of value is
specific to each individual, organisation and situation so cannot be viewed as being
something achievable in one specific manner (Walsh 2008). Creating optimal values for an
organisation is an active way of demonstrating leadership excellence.

2.2.4 Communication
The health care system is a complex working environment where communication
and leadership are critical to assure the delivery of safe care (Scott-Cawiezell et al. 2004).
Excellence, in interpersonal and relationship skills, has long been regarded as perhaps the
most critical of all of the leadership competencies (Vestal 1995, p. 51). Communication is a
complex constellation of dimensions including openness, accuracy, timeliness,
understanding and satisfaction (Shortell Zimmerman & Rousseau 1994). It has been
described as the medium of interpersonal communication or the content and quality of
messages sent to initiate, define, maintain or further a relationship that determines the
success of the process (Dainton & Zelley 2005, p. 51).
Regarding communication as a process by which people interactively create, sustain
and manage meaning may assist a nurse leader to promote the view that communication is
not just another managerial activity (Dainton & Zelley 2005, p. 2). Relative to leadership, the
key communication mode is interpersonal skills, with the ability to handle conflict, run
meetings, foster team building and promote change regarded as essential (Bambacas &
Patrickson 2008, p. 52). Ensuring staff are informed of expectations, are listened to in an
active manner, and receive positive feedback for their contributions, are paramount to
successful communication that will be regarded by both the nurse leader and nursing staff as
constructive. One of the most common complaints from nurses is that their manager only
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talks to them when they are in trouble. Nurse leaders may break any misconceptions or
cyclic behaviour by consistent positive interactions with staff (Thompson 2004).
Interpersonal communication is an acquired skill, that may ensure that nurse leaders are
able to speak authentically in a way that will see clear messages connect with their staff
(Bellack & Morjikian 2005). This proficiency includes the ability not only to communicate,
listen and facilitate conflict resolution, but also to be a visible presence for staff (Sherman et
al. 2007). It is evident that staff’s perceptions of communication and leadership have a
substantial influence on their ability to function (Cadogan et al. 1999, Riggs & Rantz 2001).

2.3

Leadership knowledge: styles and theory
The impact of a nurse leader may be attributed to their style of leadership.

Consideration may be given to, not only how a nurse leader wishes to function in their
professional capacity, but to the impact of their conduct on the staff that they are leading.
Much of the conflict in nursing can be directly correlated to leadership styles and practices,
coupled with a leaders’ ability to establish (or fail to uphold the mission) values, ethics and
goals of the organisation (Hocker & Trofino 2003). The assimilation of a leadership style into
their conduct is a process that a nurse leader can undertake with a heightened sense of
awareness to acknowledge how it will shape their practice.

2.3.1 Contemporary styles of leadership
In suggesting that nurses’ level of satisfaction with their manager’s leadership style
is critical to their work environment (Ribelin 2003), the decision to adopt a specific
leadership style has extending implications. The findings of an investigation aiming to attain
a clearer understanding of the leadership phenomena, identified five predominant factors
that the nurse executive participants believed influenced their leadership style and success;
self-confidence, innate leadership tendencies, progression of experiences, influence of
significant people and personal life factors (Wood-Allen 1998). Several validated styles of
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leadership are used in contemporary nursing practice including: transformational,
transactional, servant, charismatic and authentic.
Transformational leadership describes leaders as instilling pride and motivation,
sharing a vision of the direction of the organisation and demonstrating open consideration
for employee ideas (Burns 1978). It is regarded as a suitable approach in organisations
requiring change, development, initiative, and creativity in turbulent and uncertain
environments (Bass & Avolio 1990). Transformational leadership models may be suited to
nursing, as in the event that nurses are fulfilled and feel valued, their relationships with
colleagues and clients will flourish and the quality of care provided will improve (Taylor
2007a).
Transactional leadership is defined as a style of leadership in which the leader acts
as an agent of change, making meaningful exchanges with employees that result in
improvements in productivity (Al-Mailam 2004). Transactional leadership characteristics are
described as being centred on day to day operations, with employee motivation
accomplished through economic rewards in exchange for services (Bass 1985).
Servant leadership, considers followers’ needs, and collaborates with them to
achieve organisational goals. This style is based on mutual trust and empowerment of
followers, and is best suited to moving groups forward in organisations of multidisciplinary
teams or groups of professionals (Howatson-Jones 2004). The servant approach is suggested
as establishing a soul in an organisation as visions are realised in a manner that is holistic
and in alignment with the ethos of nursing (Howatson-Jones 2004). The servant model has
the potential to help build trust and provide the support structures required to negotiate
change in a successful manner, whilst assisting with the development of those involved in
maturing as a professional and moving forward (Howatson-Jones 2004).
Charismatic leadership requires a capacity to generate excitement, enthusiasm and
loyalty whilst having the skills required to carry out the identified visions (Taylor 2007b).
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Given the investment required of those who opt for the leadership style, concern exists over
a leader’s ability to sustain the magic of charismatic leadership over long periods,
strengthening the argument that organisations will be more effective if they develop skilled
leaders at all levels (Conger & Kanungo 1988).
Authentic leaders are regarded as being proficient in mastering positive emotions;
optimism, passion and hope (Shirey 2006). A deep focus on self-awareness and selfdevelopment are necessary for leaders to build these positive skills in themselves to in turn
cultivate these skills in others (Shirey 2006). In authentic leadership, the positive
psychological capabilities of the authentic leader are thought to create conditions that
positively affect the attitudes and behaviours of others (Shirey 2006, p. 280). The benefit of
this approach for future nurse leaders is that it is a style that can be learned (Luthans &
Avolio 2003). The learned capacities of the leader build on the innate capacities and
experiences that trigger leadership development (Luthans & Avolio 2003). Events that
trigger leadership development may be planned, such as growth from adversity or planned
such as a personal program of authentic leadership self-development (Shirey 2006, p. 281).

2.3.2 Leadership theory
Literature on leadership spans over one hundred years of research and across the
management, psychological and sociological sciences (Millward & Bryan 2005). Research
focusing on leadership has taken several approaches. With the scientific study of leadership
beginning in the early part of this century, most research can be classified into one of four
major categories; trait approaches; situational approaches; power-influence approaches;
and behavioural approaches (Rowden 1999, p. 30). The challenge for current and future
nurse leaders is to be selective of the leadership theory that they use to guide their conduct.
Nurse leaders may need to utilise a mixture of nursing theories, models and conceptual
frameworks to practice effectively.
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Early theories have focused upon the characteristics and behaviours of successful
leaders, yet in later theories, consideration of the role of followers and the contextual nature
of leadership is evident (Bolden et al. 2003). Each of these theories takes an individualistic
viewpoint of leadership, discussing the concept as being in relation to one person’s actions,
however, a notion gaining increasing recognition is that of “dispersed” leadership (Bolden et
al. 2003, Martin 2007). This approach, with its foundations in sociology, psychology and
politics, views leadership as a process that is diffuse throughout an organisation rather than
lying solely with the formally designated ‘leader’. The emphasis shifts from developing
‘leaders’ to developing ‘leaderful’ organisations with a collective responsibility for
leadership. In supporting the move toward this approach, Martin (2007, p. 8) argues:
It is no longer the time of the heroic leader- the leader who walks in and takes up all
the space in the room. Instead, the job of today’s leader is to create space for other people
to generate new and different ideas; to encourage meaningful conversation between people
and to assist people in becoming more effective, agile and prepared to respond to complex
challenges. Table 1 offers a broad overview of the evolvement of leadership theory.
Table 1: An overview of leadership theories
Great Man Theories

Based on the belief that leaders are exceptional people, born with innate
qualities, destined to lead. The use of the term man was intentional since
until the latter part of the twentieth century leadership was thought of as a
concept which is primarily male, military and Western.

Trait Theories

The lists of traits or qualities associated with leadership exist in abundance
and continue to be produced. They draw on practically all the adjectives in the
dictionary to describe a positive or virtuous attribute.

Behaviourist

These concentrate on what leaders actually do rather than on their qualities.

Theories

Different patterns of behaviour are observed and categorised as 'styles of
leadership'. This area has probably attracted most attention from practising
managers.

Situational

This approach sees leadership as specific to the situation in which it is being

Leadership

exercised. It also proposes that there may be differences in required
leadership styles at different levels in the same organisation.

Transactional

This approach emphasises the importance of the relationship between leader

Theory

and followers, focusing on mutual benefits attained from a form of contract

26

through which the leader delivers reward and recognition in return for the
commitment or loyalty of the followers.

Transformational

The central concept being change and the role of leadership in envisioning

Theory

and implementing the transformation of organisational performance.

(Bolden et al. 2003)

2.4

Leadership development: personal and professional growth
Government, policy makers, researchers, organisational managers and clinicians

(Kean & Haycock-Stuart 2011), promote leadership as an essential component of the nursing
profession, yet knowledge on how leadership can be best developed remains elusive
(Howieson & Thiagarajah 2011). Throughout the world nurse leaders are identified in
current literature as working in a variety of roles including; administrators, clinical leaders,
senior managers and policy makers (Jain, Mukherji 2008, Cummings et al 2008, Mills et al
2010, Marinelli-Poole et al 2011, Misener, MacLeod, Banks, Morton, Vogt, Bentham 2008,
Carter, Martin-Misener, Kilpatrick, Kaasalainen, Donald, Bryant-Lukosius, Harbmam,
Bourgeault, DiCenso 2010). An important element to consider when focusing on how to
foster nurse leadership is educational preparation, role transition and approaches from
which rural nurses may benefit.

2.4.1 A seamless progression
The consensus is clear; formal education and the development of appropriate
attitudes through social learning is important for future nurses to become effective leaders
(Cummings et al 2008, Sorensen, Iedema, Severinsson 2008, Misener et al 2008, Carter et al
2010, McSherry, Pearce, Grimwood, McSherry 2012, Crethar, Phillips, Brown 2011). As
organisational complexity and the need for astute clinical judgements increase, a highly
educated nursing workforce to improve patient outcomes is required (Perry Schoenfelder
2009). Nurse education, from undergraduate preparation to advanced practice roles remains
topical with debate continuing to surround the preparation of nurses to suit the health
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workforce needs (Huston 2008, Mills et al 2010, Sherman, Schwarzkopf, Kiger 2012,
Sorensen 2008, Misener et al 2008, Carter et al 2010, Crethar et al 2011, Lea, Paliadelis,
Sanderson, Thornberry 2008).
Current leadership training and development methodology arguably produces
individuals with strong quantitative skills focused on tasks, timelines, performance, results,
outputs, and deliverables. Academics and clinicians may question the relevance of this
approach given a paradigm shift is taking place in today’s social, political, and economic
milieu that has resulted in organisations making the transition from a linear, mechanistic and
ordered structure to a non-linear, holistic and all-inclusive framework (Jain & Mukherji 2008,
p. 450). There is a need to look beyond this approach and provide holistic learning which
includes development of values, ethical standards and a person focused approach (Jain &
Mukherji 2008, p. 450).

2.4.2 Role transition
Leadership in nursing needs to be fostered across many settings: clinical,
management, policy, education and research: across public and private sectors: and at
regulatory, organisational and individual levels (Sheahan, Duke & Nugent 2007). The
components acknowledged are demanding and often compete for attention. This,
combined with the expectation that nurse managers focus on their management role rather
than their leadership or nursing role (Drach-Zahavy & Dagan 2002), reiterates the need for
nurse leaders to have insight into key concepts to ensure their conduct is situationally
appropriate. This will enable them to lead in a manner that promotes longevity and
sustainability. Development of a leadership mindset, as well as a leadership skill set
(Marinelli-Poole, McGilvray, Lynes 2011), is needed to ensure that the transition from a
professional clinical role to a leadership role has taken place.
In the 1990s, a variety of management and leadership models from the world of
industry and business were introduced into the healthcare system (Surakka 2008, p. 526). A
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lack of formal preparation for the development and transition of clinical nurses into
management roles is evident throughout the history of nursing (Duffield & Franks 2001,
Gould et al. 2001, Mahoney 2001). As nursing leadership is exposed to various
organisational, economical, scientific and political demands (Bondas 2006), a sound
knowledge of nursing care and demonstrated competence in research is required (Atsalos &
Greenwood 2001, Cook & Leathard 2004). A clear educational pathway for future nurse
leaders that will provide a thorough knowledge of nursing care as an evidence-based
practice, as well as leadership, organisational and economic issues is lacking (Bondas 2006,
p. 339). This remains a pertinent issue today on a global scale with many nurse managers
lacking appropriate educational qualifications to effectively fulfil their role (Bondas 2006, p.
333). Three trends that may propel leadership development for nurse managers are: a
competency based model, the concept of mentorship and the emergence of coaching.

2.4.3 Current approaches: competency based, mentoring and coaching
A definition of competency suited to nursing leadership is ‘knowledge and skill
necessary to perform a certain task or role’ (Quinn et al. 1990, p. 14). Literature written
about nursing leadership contains recommendations regarding areas for competency
development (Noyes 2002, Scoble & Russel 2003, Tourangeau 2003). Common areas suitable
for a formalised competency based approach, include the business of healthcare with
financing and budgeting, leadership practices, behaviours, skills and the use of self in
communication skills and personal effectiveness. This is supported by the development of a
nursing leadership competency model (Sherman et al 2007) captured in Figure 3.

Figure 3: Nursing leadership competency model
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(Sherman et al. 2007)
Knowledge, skills, attitudes and behaviours serve as the building blocks of the model.
This model lends itself to be used in conjunction with mentoring for leadership
development.
Mentoring is a relationship characterised by a sense of openness, reciprocity and
intensity (Usher et al. 1999). In Australia, mentorship has only achieved recognition in
nursing literature in the last ten to fifteen years, however, the concept is not foreign to the
profession, with mentoring relationships having been widely discussed in literature from the
United Kingdom and the United States (McCloughen, O'Brien & Jackson 2006). Mentoring
can benefit nurse leaders. Personal and professional learning and growth; inspiration for life
changes; skill development; attainment of professional goals and career progression;
confidence, creativity and fulfilment of potential are attributed to fruitful mentoring
relationships (Borbasi, Jones & Gaston 2004, McAlearney 2005). Learning how to identify
one’s development needs and take the initiative to seek a mentor or mentors who can offer
guidance, role modelling and feedback on one’s leadership development (Bellack &
Morjikian 2005) are also identifiable as benefits.
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The mentor experience is intended to provide opportunities to gain insight into, and
hone leadership competencies, in such areas as strategic visioning, risk-taking, interpersonal
effectiveness and inspiring and guiding change. Mentors are expected to have extensive
leadership experience; serve as advisors and role models; willingly share their knowledge
and experiences; and commit time and attention to mentoring for a defined period. The
value of a mentor lies in their willingness and ability to nurture greatness in their protégés
and in helping them to achieve their goals (Tracey & Nicholl 2006, p. 28).
Empirical evidence suggests that mentoring, through initiation and socialisation, has
a number of positive effects on performance (Allen et al. 2004). Positive association for
those who receive mentoring is evident, specifically relating to number of promotions,
career satisfaction, career commitment, expectation for advancement and financial
compensation (Allen et al. 2004). The extension of these issues results in the desired
situation for rural nurse leaders whereby positive psychological feelings about their career
have been fostered. One of the greatest benefits can be the exposure to new and different
perspectives for dealing with leadership challenges and opportunities (Bellack & Morjikian
2005). With consistency in characteristics and functions, a strong connection between
mentorship and leadership is evident (McCloughen, O'Brien & Jackson 2006). Mentoring may
be part of the solution to fostering nurse leadership in the rural context. Theory regarding
mentoring and leadership may assist organisations to make informed decisions regarding the
individual development of middle and senior leaders. To consolidate the benefits of
mentoring, engaging nurse leaders in coaching may contribute to leadership development of
rural nurses.
In executive nursing roles there is demand for excellence and rigour in the technical
and interpersonal domains of leadership (Ponte et al. 2006, p. 319). To improve their
effectiveness as leaders, nurses have sought innovative programs and practices that focus on
self-development (Ponte et al. 2006, p. 319), namely executive coaching. There has been

31

delineation in literature between two major types of coaching. Performance based coaching,
focuses on practical and specific business issues that may require minor modification. This
type of coaching is usually short term (Thach 2002, p. 205). In direct contrast, in-depth
coaching has more of a psychoanalytical approach that attempts to address deep seated
issue through the exploration of personal value and motivations. This approach often
requires an extended time frame resulting in a greater time and financial investment (Thach
2002, p. 205). Irrespective of the approach used, both methods are orientated toward
assisting the leader to achieve goals that will enhance organisational productivity and
personal job satisfaction (Thach 2002, p. 206).
The principles of coaching have relevance to the succession planning needed for
rural nursing leadership. The objective of the coach has been established as being able to
teach and reinforce the competencies necessary for a novice leader to become an expert in
their own work environment (Besheer & Ricci 2010, p. 45). Coaching may be viewed as an
ideal approach for younger leaders, taking into account their motivations and views of the
workplace. Generation X (birth date range 1965-79) and future leaders do not have a high
degree of trust or loyalty to the workplace, especially after watching their parents endure
corporate reductions and restructuring. They do not want job security or a commitment to
specific numbers of hours in the workplace (Besheer & Ricci 2010, p. 45). Coaching meets
the needs of this generation by providing constant feedback on performance and one-onone time with their supervisors. Generation Y (birth date range 1980-95) are highly educated
and thrive on learning. They quickly grasp new concepts and are avid users of technology.
Coaching suits this cohort of potential leaders as it offers a rationale that validates their
work and effort (Besheer & Ricci 2010, p. 45).
The return on investment with coaching programs is high, with increased morale and
employee satisfaction, decreased turnover and improved outcomes (Nocks 2007, p. 48).
One of the most desired outcomes attributed to coaching is the development of a leader’s
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flexibility (Jones, Rafferty & Griffin 2006, p. 585). The benefit of being flexible lies in the
ability to explore a wide variety of approaches to a problem without losing their sense of the
overall goal or purpose. As the working environment of a rural nurse leader is in a constant
state of flux, leadership development processes that increase the level of flexibility are
attractive. As leaders become more self-aware and understand their impact on others
through their communication and behaviour, they can develop a coaching style that helps
others around them grow and be more successful (Nocks 2007, p. 48). This process is
desirable to foster the leadership development of nurses working in rural locations.
Opportunities for nurses to educate themselves on leadership are plentiful. Styles of
leadership, the evolvement of theory, approaches to leadership development, debate over
leadership competencies and the need to invest in leadership development feature in global
healthcare leadership literature. The challenge for rural nurses is to wade through the
overwhelming volume to determine what is relevant to their practice. A logical starting
point may be to hone in on information that resonates with their professional practice
setting, rural Australia.
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CHAPTER 3: The rationale and context for the study
The previous chapter has identified that leadership is an evolving concept. Nursing
leadership has been studied from a number of perspectives including: its impact on nurse
retention (Anthony et al. 2005, Govarts et al. 2011, Toofany 2007), styles of leadership
suited to nursing (Frankel 2008, Stanley et al. 2008, Taylor 2007b), leadership attributes
(Boyce, Zaccaro & Zazanis Wisecarver 2010) and clinical leadership (Cleary, Freeman &
Sharrock 2005, Millward & Bryan 2005, Stanley et al. 2008). Research has also focused on
employee perceptions of leadership (Al-Mailam 2004), leadership theory development
(Bolden et al. 2003) and how leadership can foster a healthy working environment (Pearson
et al. 2007). To ensure that nurses deliver care based on the best possible evidence, the
nursing profession must continue to mature and build its research capacity and capability
(Davis, Drey, Gould 2009) across practice issues, management and leadership (Newton
2009). As this study has been undertaken in rural Victoria, Australia, this chapter provides
insight into the context of the study. The profile of the State of Victoria and recognition of
the preference for a community orientated collaborative approach to healthcare, impacts on
nursing leadership in rural healthcare delivery. Through an exploration of literature focusing
on nursing leadership specific to rural Australia, a gap of knowledge on how nursing
leadership may be fostered in the rural context is identified.

3.1 The rural Victorian context
Australia is a country with a large land mass comprising of six states and two
territories with a relatively small population of 22 million residents (Australian Bureau of
Statistics 2010). It is one of the most urbanised countries in the world with over two thirds of
the population (69%) living in major cities (Baxter Hayes & Gray 2011). Growth in the
Australian rural population from the mid 1970s to the early 1990s saw a reversal of the longterm trend of a declining rural population (Australian Bureau of Statistics 2010). Many
people have moved to the coastal regions of Australia as a cultural shift known as a ‘sea
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change’ (Australian Bureau of Statistics 2010). In the previous decade, a significant
movement of people to inland rural Australia, citing lifestyle advantages such as space and a
more aesthetic environment, was again viewed as a cultural phenomenon, the ‘tree change’
(Australian Bureau of Statistics 2010). At present, approximately one third of the population
(over 6 million people) live in rural and remote Australia (Australian Institute of Health and
Welfare 2012). The Australian Standard Geographical Classification allocates one of five
remoteness categories to an area. Figure 4 is a visual representation of the entire country
with areas categorised as; major cities, inner regional, outer regional, remote and very
remote. For the purposes of this study, the term rural encapsulates inner and outer regional.
Figure 4: Classification of remoteness for locations within Australia

(Baxter Hayes & Gray 2011).
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3.1.1 Rural Victoria’s profile.
The State of Victoria is Australia’s smallest mainland State, with a land mass of
227,416 km2. It is, however, Australia’s second most populous State behind New South Wales
(Australian Bureau of Statistics 2010). According to the Victoria Department of Health
categorisation system, Victoria has five rural regions: Gippsland, Grampians, Hume, Loddon
Mallee and Barwon South Western. The map of Victoria in Figure 5 highlights the large
portion of Victoria that is designated as rural.
Figure 5: Rural regions of Victoria, Australia

(Department of Human Services 2009)

Table 2 offers a description of the rural regions focusing on geographical size and
population.
Table 2: Description of Victorian rural regions
Region

Description

Gippsland

This region stretches along the east coast of the state and covers approximately
41,538 square kilometres. It has a population of approximately 240,114 which
represents 5% of the Victorian population.

Grampians

Grampians Region covers an area of 47,980 square kilometres and extends from
Bacchus Marsh in the east to the South Australian border in the west, and north
to south from Patchewollock to Lake Bolac. It has a population of approximately
208,226 which represents 4% of the Victorian population.

Hume

Hume Region covers north east Victoria and extends to the New South Wales
border. It has a population of approximately 250,878 which represents 5% of the

36

Victorian population.
Loddon-Mallee

Loddon-Mallee Region is located in the north west corner of Victoria and covers
58,965 square kilometres, approximately 26% of the state, making it the largest
departmental region in terms of geographic area. It has a population of
approximately 293,516 which represents 6% of the Victorian population.

Barwon-South

Barwon-South Western Region extends from Lara to the South Australian border

Western

and covers approximately 29,637 square kilometres. It has a population of
approximately 340,496 which represents 7% of the Victorian population.
(adapted from DHS 2009)

Strong population growth in areas on the metropolitan-rural fringe is evident within
most regional centres and their surrounding areas (DHS 2005b, p. 8). Areas with significant
rural amenities, particularly coastal and riverine locations (DHS 2005b, p. 8) are high growth
areas. The age composition of the State is evolving as younger citizens’ move from rural
Victoria to the capital city, Melbourne, and families and older people opt to relocate to rural
areas. Over 33 per cent of the current rural population is aged up to 24 years, with a further
11 per cent aged 70 years or older (DHS 2005b, p. 9). It has been projected that as the
overall population of rural Victoria grows, the proportion of older people in rural Victoria will
increase at a faster rate than in metropolitan Melbourne (DHS 2005b, p. 8). By the year
2016, people 70 years or older will increase to 14 per cent of the rural population, compared
with 11 per cent in the metropolitan area. The fastest growing proportion of the population
is that of the over 85s and they have the highest prevalence of dementia (Australian Institute
of Health and Welfare 2007). These increasing proportions of the population have greater
health needs and are major users of the health system. A greater prevalence of many
chronic diseases exists in the older population including cardiovascular disease, cancer,
diabetes, renal disease, chronic obstructive pulmonary disease and musculoskeletal
conditions such as arthritis (DHS 2005b, p. 10).
The overall health status of the people of Victoria is extremely good by national and
international standards, in both rural and metropolitan areas (DHS 2005b, p. 11). Health
status is related to a complex web of factors including lifestyle, occupation, education, and
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access, environmental factors such as fluoridation of drinking water, and even knowledge
and attitudes to health care (DHS 2005b, p. 11). The health gains of all Australians during the
twentieth century are attributed to increases in total economic prosperity, public health
programs and developing health care services (DHS 2005b, p. 11).

3.1.2 The nature of rural community
Rural policy in Australia is promoted as being designed to assist communities to assist
themselves to achieve a viable economy and society by better utilising existing resources
(Davies 2009, p. 381). However, as direct government investment into small rural
communities has declined over the last two decades, rural communities have had to adjust
to a decreased level of support and learn to effectively mobilise and diversify their existing
resources (Davies 2009, p. 388). The impact of any government level policy on rural health is
difficult to project given the diversity of rural contexts, structural and local influences and
the variety of policies aimed at improving health (Bourke Humphreys, Wakerman, Taylor
2012). Environmental challenges such as drought, fires and flood, decline in farming families,
reduction of community infrastructure and higher rates of unemployment (DHS 2005b, p. 8)
are the most notable factors to influence the profile of rural communities. Over the last
decade, rural Victoria has been, and continues to be transformed by four major issues:
rationalisation of primary industries in the face of increasingly competitive global markets;
contraction of regional service businesses such as banks to major regional centres; demand
for rural and coastal living, further enhancing some major centres and increasing influence of
urban environmental preferences on the future of natural resource based industries
(Department of Primary Industries 2005). Descriptive data on population composition,
environmental issues and infrastructure challenges is often used to preface government
reports and introduce social science research findings to reiterate points of difference that
impact on the rural way of being. This information has been essential to guide the research
in a manner that is sensitive to the rural context.
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The rural locale is a setting in which social relations are established and nurtured
(Bourke et al 2012). Individual behaviours, interactions between health consumers and the
actions of community groups are the social relations that occur within a rural community
and contribute the context of rural living (Bourke et al 2012 p.318). The view of rural
communities has them instilled with family and kinship ties in which residents know each
other well, including both professional and personal aspects of life (Lauder, Reel, Farmer,
Griggs 2006, p.75).
The unique nature of the rural community requires nurses to manage dual
relationships as they live and are members of the community and the health service which
serves that community (Misener, MacLeod, Banks, Morton, Vogt, Bentham 2008). There is
opportunity for nurses to be a healthcare leader as they may contribute to the growth,
development and cohesion of health service delivery in their community though their
professional and social interactions (Lauder et al 2006).

3.1.3 Collaborative approach
The approach to quality in Australian health care delivery has evolved within a
complex and rapidly growing health care environment, populated with multiple stakeholders
(Balding 2008:390). A shift is taking place from an environment in which individual expertise,
skills and goodwill largely determine the quality of care, toward a more vigorous approach in
which the quality of care is determined by skilled and knowledgeable individuals working in
teams and in partnership with consumers (Balding 2008, p. 391). Closer working between
different types of health professionals, shared resources and providing support has shown
positive outcomes (HWA 2011). Partnering with other disciplines to provide health care
features heavily in rural health services as interdisciplinary collaboration and role flexibility is
often a necessity because of a smaller staff size (Perry Schoenfelder et al 2009). A
collaborative interdisciplinary approach to care in the rural context isn’t regarded as
problematic as often staff in departments and disciplines know each other well (Perry
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Schoenfelder et al 2009). An advantage of this approach from the perspective of the
consumer is the likelihood of personalised care (Perry Schoenfelder & Gaffney Valde 2009).
Nurses are well positioned by the nature of their role to lead the interdisciplinary team and
client to optimal health outcomes.

3.2

Health care in rural Victoria
The health system servicing rural Victoria is complex. Multiple service providers are

engaged to attend to the needs of acute health, community health and residential aged care.
Public health care services are diverse in rural Victoria and range in size from large hospitals
(some similar in size to major metropolitan hospitals), to community services, including bush
nursing centres in isolated locations (DHS 2005a, p. 13). Facilities are generally smaller,
provide a broad range of services, have less infrastructure and provide services to a more
dispersed population (Commonwealth of Australia 2012). Rural and remote services are
unlikely to enjoy the same economies of scale as metropolitan-based services. Many small
rural facilities experience a significant administrative burden on their limited resources due
to multiple accreditation, accountability and reporting requirements (Commonwealth of
Australia 2012). Figure 6 illustrates the regional Victorian health services.
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Figure 6: Victorian regional health services

(Sullivan Francis & Hegney 2010, p. 1627)
Victoria's rural and regional public health services operate under a system of devolved
governance to ensure local oversight of health service provision (Department of Health
2011). Local governance is aimed at enabling healthcare service delivery in a manner
that is informed by the unique healthcare needs of each community. However, optimal
healthcare outcomes rely on the effective collaboration between all rural and regional
health services and clinicians, with this collaboration often extending into metropolitanbased state wide and specialist services (Department of Health 2011). Building a
coordinated system with services that are clinically appropriate, cost-effective and
sustainable into the future is critical to ensure optimal health outcomes for rural and
regional people (Department of Health 2011). Rural and regional health services in
Victoria play an integral role in supporting rural and regional Victorians to be as healthy
as they can be. This role includes delivering a range of services from health promotion
and primary health through to providing acute inpatient services, mental health and drug
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services, aged care services and end-of-life care (Department of Health 2011).

Current challenges that impact on the health of rural and regional Victorians
include: issues of distance and available transport, variations in workforce,
socioeconomic status and infrastructure (Department of Health 2011). The actions cited
in the Rural and Regional Health Plan released by the Victorian Government has been
designed to address the variability in health status and health outcomes of Victorian
residents. The key areas of activity include: prevention targeted at the local level; better
support for implementing evidence-based care; and greater emphasis on teaching,
training and professional development to support a capable, appropriately distributed
workforce (Department of Health 2011).

3.2.1 Nursing in a rural setting
Rural nursing is a distinctive way of nursing. Rural nurses are specialist-generalists
who use insider knowledge of the communities in which they live, work and study, combined
with advanced clinical skills to provide nurse-led services, particular to the health needs of
their community (Barber 2007:23). Nurses working in rural and remote communities may
require different skills from urban counterparts, as they experience a different way of
working and living (HWA 2011). The rural nursing workforce is likely to work with less
support, provide health care to different populations with specific health needs, and have a
need to be highly adaptable (HWA 2011).
As the role of nursing has been propelled toward new challenges, nurse leaders are
expected to project a greater presence of the profession and demonstrate increased
capability to meet the demands of the health care system, organisations and the wider
community (Cummings et al. 2008). Dynamic leadership has proved to be an important
factor in the creation of successful organisations in relation to profitability and customer
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satisfaction (Larson, Backstrom & Wiklund 2009). Desirable environments create structural
conditions that increase job effectiveness (Coomber & Barriball 2007, Pearson et al. 2007)
and enable nurse leaders to become confident in their decision-making. In environments
that are conducive to strong leadership, nurses are valued in their roles based on the
contribution they make to client care and organisational productivity. Supportive
environments position leaders with the power necessary to do what they believe needs to
be done to create a positive clinical environment (Pearson et al. 2007).
The expectations of leadership, by rural nurse leaders, from the perspective of staff,
undergraduate students and nurse leaders are clear (Germain & Cummings 2010). The rural
nurse leader is expected to have desirable attributes such as being an active listener
(Misener et al 2008), be a collaborator (Carter et al 2010), a risk taker (Cater et al 2010),
innovative (Cater et al 2010, Effken & Abbott 2009) and be accessible (Misener, MacLeod,
Banks, Morton, Vogt, Bentham 2008).
The creation of educational pathways specific to rural nurse practice is a recruitment
strategy that is supported by the collaboration of higher education organisations and
industry. In the development of context specific curriculum, leadership development has
been identified as a key concept in the initial educational preparation and ongoing
professional development for rural nurses. Deepening students understanding of rural
communities and the associated health issues is a workforce development approach that is
embedded in developing locally grown health care professionals (HWA 2011). An emphasis
on contextual educational experiences of the current and future rural nursing workforce will
impact on their preparedness to practice in the rural setting.

3.3

Study rationale informed by existing literature
An interpretative, scoping literature review was used to identify the current state of

knowledge on leadership in rural areas. The purpose of this review was to identify literature
that pertains to the research question. The aim was to identify what research had been
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completed in the area of leadership in the Australian context. To meet this aim, the focus
was on scoping the literature rather than an extensive assessment of the quality of the
studies (Armstrong, Hall, Doyle, Waters 2011). The scoping review process requires an
analytical reinterpretation of the literature (Davis, Drey, Gould 2009). Arksey and O’Malley’s
(2007) work on scoping reviews was useful as a guiding framework. The first five stages of
the six stage methodological framework developed by Arksey and O’Malley (2007) was used.
The sixth stage is regarded as an optional stage that provides the opportunity for consumers
and stakeholders to provide insight beyond those in the literature. Given the purpose and
defined scope of this review, stage six was not regarded as necessary. Table 3 outlines the
framework used.
Table 3: Summary of scoping review framework
Framework stage

Brief description

1: Identifying the research
question

Research questions are broad on nature as they seek to provide breadth of
coverage

2: Identifying relevant studies

This stage involves identifying the relevant studies and developing a decision
plan for where to search, which terms to use, which sources are to be searched,
time span and language.

3: Study selection

Study selection involves post hoc inclusion and exclusion criteria. These criteria
are based in the specifics of the research question and on new familiarity with
the subject matter through reading the studies.

4: Charting the data

A data charting form is developed and used to extract data from each study. A
narrative review or descriptive analytical method is used to extract contextual or
process orientated information from each study.

5: Collating, summarising and
reporting results

An analytic framework or thematic construction is used to provide an overview
of the breadth of the literature but not a synthesis. A numerical analysis of the
extent and nature of studies using tables and charts is presented. A thematic
analysis is then presented.

6: Consultation (optional)

Provides opportunities for consumer and stakeholder involvement to suggest
additional references and provide insights beyond those in the literature.

The search terms were entered in the following sequence with the word ‘and’
between each word; leadership, nursing, rural, Australia. Four inclusion criteria were used in
the review; articles published in the English language, empirical research undertaken in
Australia, leadership as a central focus and those published between the years 2000 - 2013.
The initial search for Australian literature was conducted in five databases; CINAHL
generated 122 articles, Pro Quest Central 283 articles, Expanded Academic ASAP 21 articles,
Emerald Full Text 352 and RURAL Health (Informit) 31 articles. The second approach, hand
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searching of reference lists to identify any additional articles, proved to be a cross
referencing activity as no new articles were identified post the electronic search. The final
search strategy was to use Google scholar, using the established search terms, which
resulted in 14,500 results, the majority of which did not meet the inclusion criteria.
Application of the inclusion criteria had a significant impact on the volume of articles that
were selected.
Articles that met the inclusion criteria were retrieved and a full text review
undertaken. This process resulted in the identification of 46 articles, with the remainder
excluded as they did not meet the inclusion criteria. In the full review process, where the
content of each article was analysed, it became clear that leadership was an issue that was
identified as being essential to team building (Mills et al 2010), impacting on recruitment
and retention (Hogan et al 2007) and required in a variety of nursing roles and practice
settings (Halcomb et al 2009). In their article, Jones and Cheek (2003) acknowledge that
those in management positions strongly influence the work environment and the
professional growth of their colleagues as their behaviour often sets the benchmark for
professional nursing practice. Reporting on a study designed to contribute to the
understanding of nursing practice in Australia, the article raised issues that are critical to the
management of contemporary nursing practice. The authors concluded that flexible
approaches to the day-to-day management of nurses and nursing, and educational
preparation in partnership with key stakeholders, are an imperative if nursing is to be able to
participate in and respond to the constant change in health care systems as well as
facilitating the attraction and retention of nurses (Jones &Cheek 2003). Management and
leadership emerged as a thematic area with participants from metropolitan, regional and
rural Australia indicating the need for management and a degree of leadership skills.
Evidence of nursing leadership themes related to collaboration, education, emotional
intelligence, organisational climate, professional development, positive behaviours and the
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need for a supportive environment was evident (Pearson et al 2007, Jones & Cheek 2003),
yet the application was not specific to the rural context.
The conclusion reached by Mills, Birks and Hegney (2010), that the body of
knowledge relating to Australian rural nursing is established and continues to grow is
supported in the review. The role and function of rural nurses, the implications of living and
working in the same community, workforce issues, legislation and preparation for practice
and the importance of developing and supporting rural nurses (Mills et al 2010 p.35) were all
areas identifiable in the selected literature. Within this existing body of knowledge there is a
gamut of health service research specific to the Australian rural context that cites leadership
as a peripheral issue (Brown & Green 2009, Chen & Tescher 2010, Davies 2009, Humphries
et al. 2008, Kenny & Duckett 2005, Mills Lennon & Francis 2006, Sullivan Francis & Hegney
2010). The work undertaken by Kenny and Allenby (2013) that examined the barriers to
nurses providing psychosocial care in the Australian rural context is a recent example. They
concluded that strong leadership is necessary to support rural nurses in their provision of
psychosocial care, however, made no clear recommendations for leadership development as
the focus of the article was on a clinical issue. Leadership development in Australian health
service delivery being used to achieve improvements in workplace culture was the key focus
of one article (Crethar, Phillips & Brown 2011), however, the suite of leadership programs
offered to clinical and non clinical staff in Queensland’s Department of Health was not
specific to the nursing profession or to the rural practice context.
Research that had a primary focus on nursing leadership, with rural Australia as the
practice context, was lacking. Whilst 43 articles had leadership included in the discussion or
conclusion as an issue, it was only identified as a contributing factor to the focus of the
article, or as an area for further investigation. Whilst it is possible to infer the issues facing
rural nurse leaders from the literature on leadership, management and health care service
provision in general, there is a clear gap in understanding how nurse leadership can be
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fostered in Australian rural hospitals. Of the 46 articles reviewed, only 3 had leadership as a
central focus. These publications are detailed in Table 4.

Table 4: Australian rural nursing leadership studies

1

AUTHOR/S

FOCUS OF

ARTICLE

LOCATION

SAMPLE AND

FINDING

AND YEAR

STUDY

STYLE

Zilembo,

Explore the

Original

Western

Mixed

Students want and

Monterosso

leadership

research

Australia

methodological

need leadership

(2008)

qualities in

survey with 23

from their

nurse

undergraduate

preceptors in

preceptors

nurses

order to develop

METHOD

that are

psychomotor skill

considered

competency and

desirable and

to experience

contribute to

orientation to the

positive

real world of

practicum

nursing care.

experiences
2

Davidson,

Define and

Discussion

Australia

Clinical and

Elliott, Daly

describe

academic

(2006)

clinical

environments

leadership and

require cultures

identify the

that develop

facilitators and

innovation and

barriers

foster leadership
potential

3

Jackson,

Current

Discussion

Daly (2004)

challenges and

paper

Australia

The content is
clustered into

issues facing

workforce issues,

nursing in

education issues,

Australia

practice issues,
leadership in
nursing,
continuing the
development of
nursing as a
research based
discipline and
envisioning the
future

47

Article 1
The question posed by Zilembo and Monterosso (2008) that resonates across the
Australian nursing leadership literature is how nurse leaders of the future can be nurtured
and prepared to assume their role in an unstable climate. This study sought to explore
desirable leadership qualities in nurse preceptors of undergraduate nursing students whilst
on clinical placement in Western Australia. The background identified that global nursing
shortages and an increasing patient acuity are challenging the workloads of the existing
nursing workforce. These shortages impact on the capacity of nurses to interact with, and
offer support to undergraduate nursing students. In this study it was recognised that
nursing student’s relationships with clinical preceptors, influenced students perceptions of
the profession. This warranted an exploration of the manner in which supervision and
guidance is provided to students. The definition of leadership offered in the article
acknowledged several contemporary views with a clear desire to convey the belief that
leadership is inherent in the role of the nurse. Leadership theory that relates to clinical
leadership was presented as a preface to the conceptual model used for the study that
considers patient care, leadership and nursing preceptorship as interrelated elements that
contribute to the leader’s clinical experience (Zilembo & Monterosso 2008). The descriptive,
two-phase mixed method study used a Qualities of Leadership Survey, specifically developed
for the study to sample 23 pre-registration nursing students about their opinions of
leadership in the clinical practice context. The sample characteristics were reported and
provided context, by comparing features such as student age to data reported by the
Australian Institute of Health and Welfare.
The majority of respondents (96%) reported that leadership was an important role of
the clinical preceptor. There was a resounding agreement with 100% of respondents stating
that the most desirable characteristics relating to leadership in nursing preceptors were
clinical competence and purposefulness. Characteristics that also rated higher included:
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support, motivation, approachability, consistency, organisation and effective communication
(Zilembo & Monterosso 2008). In responding to the request to define clinical leadership, key
themes were evident in the data: competence and knowledge, the importance of teaching
skills, and socialisation to the culture of nursing (Zilembo & Monterosso 2008). The
respondents indicated a preference for a transformational approach to leadership but did
concede that the need for preceptors to adapt to situations and student learning needs may
warrant an alternative approach.
It was suggested by the authors that the themes identified in the study may impact
on undergraduate nursing curricula, however, the main benefit was the identification of the
need for future research to examine the impact of leadership training of nursing students
and their transition to the workforce as graduates and preceptors as a way of offering insight
to further refine the nurse leader role.
Article 2
Espousing the critical role of clinical nurse leaders, Davidson, Elliott and Daly (2006)
highlighted the need to understand the attributes of nursing leaders and the local barriers
and facilitators that impact on undertaking the role. The article validated the need to invest
in nurse leader development by drawing on the National Inquiries undertaken in 2002
commissioned by the Federal Government and the Australian Senate that focused on
nursing as a profession and nurse education. Both inquiries identified the need for
development of nurse leaders (Davidson et al 2006 p.181). A key point in the article was the
opinion that leadership in nursing is an under-researched phenomenon as much of the
literature base to inform nursing knowledge is founded in models of private enterprise
(Davidson et al 2006 p.182). Of equal importance was the promotion of nursing leadership
as unique, in that it includes the responsibility for the care and safety of patients and the
need to monitor service and individual outcomes (Davidson et al 2006 p.182).
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Reference to factors that have been constructive in nurturing nurse leaders was
beneficial by promoting the value of provision and access to effective role models;
mechanisms to support mentoring and clinical supervision; provision of career pathways and
intentional succession planning (Davidson et al 2006 p.182). As it was outside of the scope of
the article to discuss these factors in depth, the opportunity to gain an understanding of the
process of applying one or more of these factors was severely limited.
Essential to the development of nursing leaders is the recognition by the authors
that the fiscal constraints on the health care environment requires new styles of nurse
leadership to be fostered to ensure expertise, responsibility and accountability to improve
patient outcomes and promote the professionalism of nursing (Davidson et al 2006 p.186).
The main conclusion drawn was that systematic, strategic initiatives are required to nurture
and develop clinical leaders. Essential to this is the need for collegial collaborations between
the academic and health care sectors on order to provide a united voice for advancing the
nursing profession (Davidson et al 2006).
Article 3
The article by Jackson and Daly (2004) recommends that the Australian nursing
workforce should take responsibility for the future direction of the profession by responding
to identified challenges. The challenges and issues facing nursing in Australia in 2004;
recruitment and retention, an aging workforce, education, professional development,
nursing leadership, role definition and nursing research continue to impact on the profession
despite the time lapse since the article was written.
The authors acknowledged that the practice issues that Australian nurses contend
with are challenging the profession to further diversify (Jackson & Daly 2004). The increasing
acuity of patients, evolvement of the models of care being adopted, the expansion of
practice settings and in particular, the evolving scope of practice, are explained as issues
placing burden on the capacity of nurses to undertake their role. Educational challenges that
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impact on nurse preparedness to engage in the workforce features heavily. Discussion
centred on the complexities of suitable undergraduate nursing curricula that result in
workforce ready graduates, the limited access to continued development supported by low
postgraduate enrolments and the need to forge pathways between industry and educational
providers (Jackson & Daly 2004).
Leadership is regarded by the authors as having capacity to make a positive impact
on addressing the identified issues that face nursing. The suggestion of collaboration
between academia and industry as a strategy to improve leadership capacity affirms current
thinking. Jackson and Daly (2004) suggest that there is a growing recognition of the crucial
nature of leadership in nursing, touting leadership development as a strategy for
recruitment and retention issues. The need to foster leadership in nursing is not new as
Jackson and Daly (2004) suggest identifying and nurturing potential nurse leaders early in
their career is imperative given the need for skilled and informed leadership, yet they fail to
articulate how this can be undertaken. Clarification regarding whether this professional
development investment should be the responsibility of the organisation or the individual
remains unclear.
The need to continue to develop nursing as a research based discipline is regarded
as a strategy to equip the profession with a workforce that has the ability to respond to
challenging issues. The trend toward evidence-based nursing demonstrates the positive
possibilities that nursing can bring to health service delivery (Jackson & Daly 2004). Adopting
an evidence-based approach to all facets of nursing is desirable and should extend to the
approach to professional development. Recognition of the contribution it may make to
addressing challenges and issues facing nursing is an important inclusion in this article, yet a
stronger link that articulates the importance of research to nursing leadership development
is desirable.

51

The three articles reviewed affirm that the Australian nursing workforce strives to
achieve positive clinical outcomes in a challenging context. Workforce shortages, diversity of
contexts, changing scope of practice and the need for nurses to work, informed by models of
professional practice, education and research, are challenges that are not abating. Of
interest is that despite a differing focus, the authors of each article were adamant that
strong nurse leadership is vital for the profession to be able to respond to the challenges
being presented. The consensus from this literature is that leadership must be developed in
a strategic, systematic manner. What is lacking is literature that specifically focuses on how
nurse leadership can be fostered in the rural context.

52

CHAPTER 4: Method
4.1

Introduction
This chapter presents the research question, aims, and methodology, position of the

researcher and the research design, and processes for each of the three phases of research.
The aims of each phase are detailed and an explanation for the utilisation of a mixed method
approach is provided. The position of the researcher is included to explain the role assumed
in each phase of research and acknowledge the potential influence on the process. The
research design and processes for each phase of research is included to complement the
level of methodological information provided in three of the publications in Chapter 4 that
are based on the original research undertaken in each phase.

4.2

Research question and aims
The research question for this study was: How can nurse leadership be fostered in rural

hospitals? To answer this question, three phases of research were undertaken, each with its
own aims.
Phase one was a qualitative descriptive study designed to identify the factors that influence
rural nurse leaders’ approach to leadership. The following aims were developed:
 To provide a detailed description of the career trajectory of nurses in
leadership positions working in rural hospitals.
 To gain insight into the participant’s perspective on the role of nurse
leadership in the rural context.
 To identify what has influenced their current leadership style.
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Phase two was a descriptive, non-experimental quantitative approach with the
administration of a questionnaire designed to gain insight into rural nurse leaders’
perceptions of structural empowerment. The following aim was developed:
 To provide insight into the perceptions of structural empowerment of
nurse leaders working in rural and regional Victoria, Australia.

Phase three was to identify issues that may impact on strategies to foster nurse
leadership in rural hospitals. The following aims were developed:
 To identify issues that may impact on strategies to foster nurse
leadership in rural hospitals
 Develop recommendations that could be used to foster nurse
leadership in rural hospitals.

4.3

Mixed method research
When considering the several definitions of research that exist (Clifford 1997,

Corbett 1999, Polit & Hungler 1997), it is surmised that the act of research is a systematic,
planned process that investigates a problem which will contribute to a greater
understanding of the phenomena in question. However, increasingly it is acknowledged that
research paradigms are fluid and that many researchers are now trying to expand beyond a
single approach to obtain the best possible evidence (Given 2006, p. 377).
Methodological change and advancement is supported by the willingness of
contemporary researchers to discuss issues leading to innovation, and the greater potential
to have a repertoire of skills appropriate to a range of research questions (Halcomb, Andrew
& Brannen 2009, p. 7). Driving the reflective process, that sees a critical analysis of a
researcher’s method, is a diverse range of factors. Brannen (2008) suggests that increased
reflexivity about researcher-researched relationships, increased political awareness about
what and who research is for, a growing formalisation of research governance and ethics
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procedures, the availability and ease of new technologies, and international research
collaboration are likely to make researchers reconsider their approach and invest in a range
of innovative methods. Appropriate method selection is best determined by the research
question, not the reverse (Bell, DiStefano & Morgan 2010). In this study, it was clear that a
single method or approach would not answer the questions and thus meet the aims, which
led to the decision to draw on a mixed method framework.
Mixed method research is an expansive and creative form of research that is
inclusive, pluralistic and complementary and urges researchers to take an eclectic approach
to method selection and the conduct of research (Burke Johnson & Onwuegbuzie 2004, p.
17). Mixed method research is emerging as a dominant approach in health care research
with an increase in health care researchers adopting the method in recent years (Doyle
Brady & Byrne 2009). Mixed method research has been defined as:
research in which the investigator collects and analyses data, integrates the findings
and draws inferences using both qualitative and quantitative approaches or methods in
a single study (Tashakkori & Creswell 2007)

As a methodology, mixed method involves the planned mixing of qualitative and
quantitative method at a predetermined stage of the research process (Halcomb, Andrew &
Brannen 2009). It is an attempt to legitimise the use of multiple approaches in answering
research questions, rather than restricting or containing the researchers choices (Burke
Johnson & Onwuegbuzie 2004). It is the optimal means of providing a balanced approach to
understanding the relative issues and their impact on the research problem (Halcomb,
Andrew & Brannen 2009).
Investigative work has been undertaken based on a review of theoretical, empirical
literature (Green, Caracelli & Graham 1989) and a review of social science mixed method
papers (Bryman 2006) in an effort to establish the rationale for mixed method research.
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Table 5 outlines the main motivations for undertaking a mixed method research
investigation. With respect to this study the strongest rationale is completeness.
Table 5: the rationale for mixed method research
Triangulation

This allows for greater validity in a study by seeking
corroboration between quantitative and qualitative
data.

Completeness

Using a combination of research approaches provides
a more complete and comprehensive picture of the
study phenomenon.

Offsetting weaknesses and providing

Utilising a mixed methods approach can allow for the

stronger inferences

limitations of each approach to be neutralised while
strengths are built upon thereby providing stronger
and more accurate inferences.

Answering different research questions

Mixed method research helps answer the research
questions that cannot be answered by quantitative or
qualitative methods alone and provides a greater
repertoire of tools to meet the aims and objectives of
a study.

Explanation of findings

Mixed method studies can use one research
approach to explain the data generated from a study
using the other research approach.

Illustration of data

Using a qualitative research approach to illustrate
quantitative findings can help paint a better picture
of the phenomenon under investigation.

Hypotheses development and testing

A qualitative phase may be undertaken to develop
hypotheses to be tested in a follow up quantitative
phase.

Instrument development and testing

A qualitative study may generate items for inclusion
in a questionnaire to be used in a quantitative phase
of a study.

(Doyle, Brady & Byrne 2009, pp. 178-179)
In this study, mixed method research was chosen for its potential for creativity on the
part of the researcher to use designs that would meet the research aims, including individual
interactions with participants, an online medium to gather data, and group interaction (Kroll
& Neri 2009). The use of different research methods within individual research investigations
has implied a higher quality of research outcomes by producing richer and more reliable
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results (Mingers 2003). The decision making process to establish a mixed method approach
for this study was undertaken in a measured way that was informed by the researcher
having a clear understanding of the research purpose, own level of expertise, resources,
stakeholders and dissemination. Table 6 provides an explanation of the features that were
considered.
Table 6: Factors contributing to the decision making process for method
Consideration

Explanation

Research purpose

The research purpose and research questions
require a combination of qualitative and
quantitative methods
Research questions can be formulated to provide
either testable results (quantitative) or to
describe and characterise a phenomenon of
interest (qualitative) but individually they do not
address the primary purpose of the study
There is insufficient information available in the
literature and there is a need for exploratory
research

Research expertise

A team that has expertise in qualitative and
quantitative research methods and how to
combine them for mixed methods research can
be found and are willing to work together
collaboratively

Resources

There is funding available to conduct a
multiphase, multimethod study

Stakeholder priorities

Policymakers want detailed coverage of the
problem including the extent (quantitative) or
nature (qualitative) of a problem and how they
are interrelated

Dissemination

Journal accepts mixed method research papers

(Kroll & Neri 2009, p. 32)
In this study, the use of mixed method enabled the research design to transform the
identified research questions into a framework of strategies and methods to systematically
answer the questions (Kroll & Neri 2009). To ensure rigour in mixed method research it is
essential that the implications of methodological choices (mixed method data and
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presentation of findings) are considered (Halcomb, Andrew & Brannen 2009). As the
majority of the researcher’s previous research has been conducted using qualitative
methods, it was essential to be mindful of Kroll and Neri’s (2009) view that the position of
the researcher remains important in believing that it is possible to combine qualitative and
quantitative methods, whilst maintaining congruence with the interpretive paradigm in
which the work is located.
The strength of mixed method design is to balance flexibility of qualitative exploration
with the fixed characteristics of theoretical grounding and hypothesis testing inherent to
many quantitative approaches (Kroll & Neri 2009). Several classification systems of mixed
method design have been developed to identify the types of mixed method research
(Creswell & Plano Clark 2007, Onwuegbuzie & Leech 2007, Plano Clark et al. 2008,
Tashakkori & Creswell 2007). For this study, the logic of Kroll and Neri’s (2009) approach
resonated with the researcher. Key decisions when opting for a mixed method design have
been identified (Creswell & Plano Clark 2007). In this study, the responses to those decisions
that clarify the suitability of the approach are outlined;
 Are the qualitative and quantitative stages to be conducted concurrently or
sequentially?
This study is sequential with one data collection method following the other.
The nature of the research question and the rationale for collecting each
data set has determined this approach.
 Are both methods equal in priority?
No, the qualitative method has priority as it has a higher weight due to two
qualitative forms of research being used with only one form of quantitative
research.
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 Ascertain where the mixing of qualitative and quantitative methods will
occur.
Purposeful integration of the qualitative and quantitative methods occurred
during data collection, data analysis and data interpretation.
 Will an overall theoretical perspective be used to guide the study (Kroll &
Neri 2009)?

The theoretical perspective that underpins the methodological approach for
the study was selected due to the practical view regarding the conduct of
research.

Figure 7 outlines the decision tree for this study.
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Figure 7: Decision tree for mixed method design

Decision tree for mixed
method design

1. Timing of the
quantitative and
qualitative methods

2. Weighting of the
quantitative and
qualitative methods

Concurrent timing
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Sequential
timing
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weight

3. Mixing of the
qualitative and
quantitative methods

Merge the data

Connect the data

During
analysis

During
interpretation

Embed the data

The main benefits of having a typology of mixed methods entails conveying rigor
regarding the methodology and the provision of guidance and assistance in the development
of language for mixed method research (Bryman 2006). When deciding on a suitable
typology, there is a requirement that the researcher has sufficient knowledge of both
qualitative and quantitative methods independently and how to mix these methods in an
appropriate manner to attain solid outcomes (Doyle, Brady & Byrne 2009). This was
identified as a key area for development for the researcher in regarding this study as a
significant research training experience. It should be possible for researchers to work across
both paradigms. To do so, requires an acknowledgement of areas of expertise, a willingness
to work collaboratively and trust that all involved in an investigation will work toward the
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same goal of advancing knowledge (Simons 2007). The approach to this study saw the
researcher draw on the expertise of statisticians and experienced researchers where
necessary to complete each phase of research.
To develop an understanding of the legitimacy of mixed method design, it was useful
to understand the typology of the approach to be applied in the study. Leech and
Onwuegbuzie (2010) used three criteria to develop their three dimensional typology of
mixed methods design. The level of mixing, time orientation and emphasis of approaches
results in a classification system with six mixed method designs as outlined in Table 7. The
application of this system to the approach used in the study provided a level of
understanding and associated confidence in the design.
Table 7: Leech and Onwuegbuzie mixed method design
1 Partially mixed concurrent equal status design
2 Partially mixed concurrent dominant status design
3 Partially mixed sequential equal status design
4 Partially mixed sequential dominant status design
5 Fully mixed concurrent equal status design
6 Fully mixed concurrent dominant status design

(Onwuegbuzie & Leech 2007, p. 182)
Partially mixed studies are where qualitative and quantitative phases are conducted
independently before mixing occurs at the data interpretation stage. Fully mixed method
designs have mixing occurring at either one or all of the following; the research objective(s),
the types of data, analysis and inference. The timing of the different phases of data
collection are identified as occurring either concurrently or sequential. Clarifying whether
each methodology is given equal status within the chosen design is the third process in the
classification system. Working through this process was a key to be able to advocate this
design as being the most suitable to answer the research question. Figure 8 is a visual
representation of the typology with the oval shape representing this investigation.
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Figure 8: Visual representation of Leech and Onwuegbuzie typology of mixed method design
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Dominant status

Dominant status

The typology for this research investigation in view of Leech and Onwuegbuzie (2010)
three-dimensional typology of mixed method design is that it was a partially mixed method
sequential dominant status design.

4.4

The researchers position
It is important that researchers convey clarity when presenting a research

investigation by acknowledging their philosophical position (O'Cathain 2009). The
predominant use of qualitative methods in this study is reflective of my tendency toward
qualitative pursuits. Qualitative researchers contend that multiple constructed realities
abound, that time and context free generalisations are neither desirable nor possible, that
research is value bound, that it is impossible to differentiate fully causes and effects, that
logic flows from specific to general and that knower and known cannot be separated,
because the subjective knower is the only source of reality (Guba 1990, p. 19). However, this
does not mean that I have an allegiance to the purist qualitative view that has suggested “an
accommodation between the qualitative and quantitative paradigms is impossible …we are
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led to vastly diverse, disparate and totally antithetical ends”(Guba 1990), but more so a
qualitative tendency with a healthy respect for what different methods can offer. This is
evidenced by my willingness to adopt a mixed method approach.
Offering promise for researchers who would prefer to see methodologists describe
and develop techniques that are closer to what researchers use in practice, mixed methods
as an approach may help bridge the rift between qualitative and quantitative research
(Leech & Onwuegbuzie 2010). The goal of mixed method research is to draw from the
strengths and minimise the weaknesses of both and apply this to research investigations
(Guba 1990). This goal is ultimately the rationale for using mixed methods in the study, as
the strategy of drawing strengths and minimising weaknesses appealed as having the most
potential to answer the research question in a complete fashion. This is supported by the
view of Burke, Johnson and Onwuegbuzie (2004) who suggest that the benefit of holding a
non-purist position is that it allows the researcher to mix and match design components that
offer the best chance of answering the specific research questions.
As the research world continues to become increasingly interdisciplinary, complex
and dynamic, researchers need to complement one method with another and have a sound
understanding of multiple methods to facilitate communication, promote collaboration and
provide high quality research (Burke Johnson & Onwuegbuzie 2004, p. 15). It is espoused
that part of being an artful researcher is to know the degree of therapeutic aspect that
should be recognised in each researcher-participant interaction and have a complex and indepth understanding of both the issues and the current literature of the subject at hand
(Eide & Kahn 2008, p. 199). This has certainly featured in the first and third phases of
research where interpersonal interactions between the researcher and participants were the
main source of data collection. My identity as a nurse, at times challenged me to consider
the approach to data collection that would cater for the development of rapport with
participants but not be so visible that it would taint what participants offered. Throughout
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each phase of the research undertaken, my position varied in accordance with the data
collection process.
Phase of

Research design

Method

Researcher’s position

1

In depth interviews

Qualitative

Collaborative

2

On line questionnaire

Quantitative

Detached

3

Action research group

Qualitative

Participatory

research

Contributing to this dichotomy has been my development as a doctoral student. It
has been argued (Hall & Burns 2009) that doctoral students perceived identities and
aspirations inform how they engage with doctoral education processes.
Successful researcher identities are associated with numerous academic skills, including
using and critiquing research methodologies, comprehending current issues in the field,
posing research questions, understanding how one’s research informs research done by
others and articulating theoretical frameworks (Wilson 2006, p. 315).

Potential exists for the doctoral student to benefit from the process if they are
intentionally and systematically supported to understand, negotiate and acquire the identity
capital in becoming a professional researcher (Hall & Burns 2009, p. 66). This was
experienced throughout the study as I engaged in reflection with supervisors regarding
professional development.

It is essential to acknowledge that the context of doctoral studies continues to
evolve. From the nineteenth century the advancement of knowledge was viewed as the
primary mission of the university and the focus of the doctorate. In the latter part of the
twentieth century, the emergence of the practitioner doctorate has resulted in the
identification of an additional mission; to develop the capacity to make a significant
contribution to practice (Bourner & Simpson 2005). With the focus shifting to integrate
academic and practical knowledge, the present university mission includes capacity to make
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a significant contribution to knowledge, personal and professional development and a direct
contribution to practice (Coghlan & Davis 2006). It is the contemporary context that I
strongly identify with. I acknowledge that different phases of research in the study have
been undertaken with variation in the different levels of analysis, and with differences in
conceptualisation; my position in the research process, the idiosyncrasies of data collection
and the analysis and interpretation of the data in the search for new knowledge (Aaltio &
Hopfl 2009, p. 6).

4.5

Phase One
Nurse leaders play an integral and indispensable role in contributing to quality of

patient care, patient safety, nurse satisfaction, nurse recruitment, and retention (Laschinger
& Finegan 2005, Upenieks 2003). To further enable nursing leadership in the rural setting
and ensure the next generation of nurse leaders are capable, insight into the experiences
and leadership views of nurses currently in a leadership role working in rural hospitals is
crucial.

4.5.1 Research design
4.5.1.1 Qualitative methodology
Given increasing diversity in the delivery of contemporary Australian health care, it is
important to acknowledge that in developing strategies to improve health care, a range of
techniques that encompass quantitative and qualitative research methodologies is essential.
To appreciate the relevance of qualitative research findings to clinical and theoretical
nursing practice, an understanding of the appropriateness of qualitative research in nursing
orientated investigations is necessary.
Qualitative research has a rich history in the social sciences and humanities and in
some areas of health sciences (Given 2006). The contextual nature of qualitative inquiry has
been acknowledge and is described as a process of watching people in their own
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territory…interacting with them in their own language and on their own terms (Kirk & Miller
1986, p. 9). The value of qualitative research lies in its exploratory and explanatory power
(Attride-Stirling 2001). Qualitative research attempts to capture people’s meanings,
definitions and descriptions of events (Minichiello et al. 1995, p. 9). It may be best defined
by considering this form of research as reflecting a particular world view, one that informs
researchers’ approaches to the design, implementation and analysis of a research project
(Given 2006, p. 378).
Strauss and Corbin (1990, p.19) suggest that undertaking a qualitative research
study depends on the conviction of the researcher, the nature of the problem to be
investigated, the desire to gain a fresh slant on things and the commitment to give intricate
details of phenomena that are difficult to convey with quantitative methods. Qualitative
research is messy and it never goes according to plan as researchers become aware of the
political and ethical perils and pitfalls of actually carrying out research (Punch 1998, p. 160).
Accounts of qualitative research that touch on stress, deep personal involvement, role
conflicts, and physical and mental effort, demonstrate that the way in which the research is
undertaken may be of a reflexive nature and intensely personal (Irvine & Gaffikin 2006).
Although identified in the literature as a successful and popular form of contemporary
social research (Irvine & Gaffikin 2006), in a review of publications focusing on qualitative
research , methodology researchers argue that there is a perception that qualitative
research is often considered as being lesser in value than quantitative research and is often
marginalised. The scrutiny that qualitative research has faced in the health science sector,
with regard to rigor and the value of the evidence (Given 2006), may in part be responsible.
However, an outcome that is disconcerting is that qualitative researchers continue to
struggle to advocate for their research approach and support its validation within the
evidence-based practice movement (Given 2006, p. 382).
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Selecting methods in isolation from real problems or privileging particular methods over
others without completely understanding the paradigmatic underpinnings of those
approaches will only continue to exacerbate the quantitative versus qualitative divide
that seems to separate some researchers from others (Given 2006, p. 384).

Qualitative research has the potential to generate new knowledge but to also ‘inform
critically public policies, existent social movements and daily community life’ (Fine & Weis
1996, p. 265). Used to describe phenomena about which little is known, qualitative research
captures meaning in the form of individuals’ thoughts, feelings and behaviours and also
describes processes rather than outcomes (Mayan 2001, p. 5). Qualitative research
advocates a human centred approach where researchers seek to understand how individuals
make sense of the world around them by asking people directly what they think is important
about the issue under focus (Palys 1997, p. 18).
The aim of qualitative research is a quest for meaning and significance (Marshall
Lincoln & Austin 1991, p. 74). It involves acknowledgement of the impossibility of
representing the complexity of social reality with just one data set (Covaleski & Dirsmith
1990, p. 544) and attempting to understand this complexity, analysing and interpreting data
from various sources (Irvine & Gaffikin 2006). It is important to acknowledge that the results
from qualitative studies are not designed to generalise (Given 2006). The emergent nature
of qualitative research means that it cannot be standardised, and the researcher must
remain open to the possibility of developing and changing interpretations during the
research process (Glesne & Peshkin 1992). An imperative to this process, however, is the
assurance of validity.
Having been operationalised in qualitative research in numerous ways
(Onwuegbuzie & Leech 2007), validity is an essential construct in the research process.
Assuring validity is the process whereby ideals are sought through attention to specified
criteria, claims to knowledge are made explicit, and techniques are employed to address the

67

most pressing threats to validity for each type of inquiry (Whittemore Chase & Mandle 2001,
pp. 527,528). An effective explanation of the concept of validity in qualitative research is the
process identified as contemporary synthesis of validity criteria outlined below in Figure 9.
Figure 9: Contemporary synthesis of validity criteria in qualitative research

Integrity
Authenticity
Credibility Criticality

Primary Criteria
Creativity

Thoroughness

Explicitness
Vividness

Congruence

Secondary Criteria

Techniques
(Whittemore Chase & Mandle 2001, p. 530)
Primary criteria are necessary for all qualitative inquiry but are insufficient alone.
Secondary criteria provide additional benchmarks of quality and are regarded to be more
flexible as applied to investigations (Whittemore Chase & Mandle 2001). Secondary
principles are additional guiding principles that contribute to the development of validity.
Although not as broad as primary criteria, they are important standards of quality identified
in existing literature (Whittemore Chase & Mandle 2001, p. 531). Techniques contribute to
the process of acquiring validity in qualitative research as they are the operational
component of the method selected in that they demonstrate or indicate an assurance that
specific validity criteria has been met (Whittemore Chase & Mandle 2001). Several
techniques including; employing triangulation, providing verbatim transcript, member
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checking, reflexive journaling, acknowledgement of the researcher perspective and the
provision of thick description are undertaken in this study to demonstrate validity.

4.5.1.2 In-depth interviews
It is imperative for a researcher to consider if the data collection strategy would be
expected to offer the most complete and accurate understanding of the phenomenon
(Russell & Gregory 2003, p. 37). When used as a social science research tool, the interview is
a complex and involved procedure (Minichiello et al. 1995). It is described as a subtle
process, to provide access to knowledge consisting of meaning and interpretation, that
individuals give to their lives and events (Minichiello et al. 1995, p. 1). It allows the
researcher to examine issues at length from the interviewee’s personal perspective (Given
2006). However, for this to occur effectively, the researcher must have personal interaction
with the individuals and their context so that they have the opportunity to hear people’s
language and observe their behaviour (Minichiello et al. 1995). The was achieved in this
phase of research by the researcher engaging with the participants in their context.
The purpose of an in-depth interview is to understand an individual’s experiences,
the meanings that they make of those experiences and to put their behaviours in context in
order to understand the actions they undertake (Seidman 1998, p. 4). The process of
ensuing that the data collection method would best answer the aims of the research
investigation was informed by the continuum model of interviewing methods (Figure 10). A
structured interview with open ended questions was regarded as the most appropriate.
Figure 10: Interviewing methods: the continuum model

Structured interviews

Focused or semi structured
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Standardised interviews
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Survey interviews

Survey interviews
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In a structured interview, standardised questions are carefully ordered and worded
in a detailed interview schedule. Each participant is asked the same question in exactly the
same order as all the other participants. The rationale for doing so is to ensure compatibility
with other studies and to attempt to prevent bias between interviews (Minichiello et al.
1995, p. 63). That was the process followed in this phase of research. It is appropriate for
open-ended questions to be used in structured interviews. Open-ended questions provide
the participant with the freedom to explain their thoughts about the topic at hand. By taking
note of the response and asking further questions, Minichiello (1995) argues that this
process has great value, as it will result in richer data. Open ended questions was the
preferred approach used consistently across the interview schedule in this phase of
research.

4.5.2 Research process
4.5.2.1 Participant recruitment prior to data collection
The emergent nature of qualitative research that results from the interaction
between data collection and data analysis requires that investigators not pre-specify a
sample for data collection in strict terms (Russell & Gregory 2003, p. 36). The dilemma for
qualitative researchers is a sample that may be perceived as too small may have unique
findings that result in the transferability and generalisability being questionable. This was a
valid concern in this phase of research. However, research with small samples may assist in
identifying theoretically provocative ideas that warrant further exploration (Russell &
Gregory 2003, p. 37). Research investigations that do opt for a smaller sample size may be
able to more fully explore a broader range of participant’s experiences, whereas
investigations with a larger sample size typically focus on a more narrow range of
experiences (Russell & Gregory 2003, p. 37). The most important point is to judge the
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appropriateness of an investigations sample size by how comprehensively and completely
the research aims were answered (Russell & Gregory 2003).
Purposive sampling is frequently selected for obtaining data in qualitative research
(Gledhill, Abbey & Schweitzer 2008, p. 85) and involves a conscious selection of a small
number of data sources that meet a particular criteria (Russell & Gregory 2003, p. 36). The
logic and supremacy of purposive sampling is situated in the identification and selection of
information rich cases for an in-depth study to illuminate the questions of interest (Denzin &
Lincoln 2000). It is often used when small samples are studied using intense, focused
methods such as in-depth interviews (Curtis et al. 2000). To ensure that the aims of this
phase of research were met, purposive sampling was used.
As previously acknowledged, Victoria has five rural regions; Gippsland, Grampians,
Hume, Loddon Mallee and Barwon South Western in a categorisation by the Department of
Human Services (DHS). Public hospitals in Victoria are also categorised by the DHS broadly
from A to E with A being the largest hospitals and E the smallest. To ensure that the sample
included maximum variation, Directors of Nursing from all five rural regions working in
hospitals of varying size were targeted.
The following three criteria determined if potential participants were included or
excluded from the research. Participants must be employed as a Director of Nursing in a
Victorian rural public hospital.
 Participants must have been in their current role for a minimum of six months.
 Participants must speak fluent English.

These were enforced to promote data collection in a manner orientated toward
meeting the identified research aims. Potential participants were approached via surface
mail with an invitation to participate addressed to them by their professional title only.
Addresses for public hospitals in each region are publicly available. The contents of the
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letter introduced the project, offered insight into why they have been identified as a
potential participant, presented the purpose of the investigation, discussed the level of
involvement of participants, cited ethics approval for the investigation and offered clear
instructions as to how they could confirm their willingness to participate.
Consistent with the detailed description of Victoria’s rural health services provided
in Chapter 3, section 3.2, the following table includes characteristics of the hospitals that the
five participants were recruited from. Specific information has been avoided to protect the
anonymity of the participants.
Table 8: Characteristics of the hospitals that participants were recruited from

Participants
involved in
study
employed at
this health
service

Size of health service according to
bed numbers

Rural, Remote and Metropolitan Areas
classification

1

201-500

R1 (urban centre population 25,000-99,999)

1

51-100

R3 (urban centre population < 10,000)

1

51-100

R2 (urban centre population 10,000-24,999

1

101-200

R2 (urban centre population 10,000-24,999)

1

101-200

R2 (urban centre population 10,000-24,999)

4.5.2.2 Ethics
Ethical conduct on the part of the interviewer and ensuring that the participant has
the ability to maintain considerable control over the interview process may minimise the
potential for participant distress (Corbin & Morse 2003, p. 335). Given the focus of this
stage, obtaining informed consent was imperative. Each participant was presented with a
form of disclosure and informed consent to ensure that they were aware of their
involvement in the project and their rights throughout the entire process. Regarded as a low
risk application, this phase of research attained ethics approval from the Faculty Human
Ethics Committee (FHEC), La Trobe University.
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4.5.2.3 Data collection
To ensure that the interview process was purposive and had a logical, sequential
approach, an interview schedule with a series of open-ended questions was developed in
light of the issues raised by a review of literature regarding leadership attributes, styles and
theory and leadership in nursing management. The questions were formed in direct
response to the three identified aims of the research. Six broad areas of interest were clear.
These areas were ordered to allow participants to start talking about issues that they were
knowledgeable on such as an explanation of their current role and recollecting their career
trajectory, before moving into more theoretical areas that may require a considered
response such as identifying their personal nursing philosophy and being able to articulate
how they lead. This approach provided structure, with questions orientated toward the
research aims. The location of the study varied throughout the process. It was envisaged
that the interview would be purposefully held away from each participant’s respective place
of employment in a location that was private, and free from interruption to promote the
attainment of high quality, accurate data. Ensuring that each participant felt comfortable
and secure in the environment where the interview occurred was paramount. This was
discussed with each participant when organising a time and confirmation of the location for
the interview to be conducted. Interestingly each participant preferred to have the interview
conducted in their office at their place of employment.
Each interview was audiotaped and lasted for approximately one hour. The process
was valuable as all participants were articulate and willing to offer insight into the decisions
they have made throughout their professional lives. Extension of discussion was made by
reflection, justification, dismissal of decisions made and the ability to find value in how all
experiences have contributed toward their capabilities as a nurse leader. The interviews
were transcribed and the transcriptions returned to each participant by mail. Participants
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were asked to review the transcript to ensure that it was an accurate representation of their
contribution. No changes were made by participants.

4.5.2.4 Data analysis
For qualitative research to yield significant and practical results, it is imperative that
the material being examined is analysed in a methodical manner (Attride-Stirling 2001). As
thematic analysis does not require the detailed theoretical and technological knowledge of
other approaches, it may offer a more accessible form of analysis that is suited to those in
the early stages of a qualitative research career (Braun & Clarke 2006, p. 81), as is the case in
this research process. This recognition, combined with the aims of the research, supported
the use of thematic analysis. Braun and Clarke (2006) suggest that thematic analysis should
be regarded as a foundational method for qualitative analysis as it provides core skills that
will be useful for conducting other forms of qualitative analysis (Braun & Clarke 2006, p. 78)
This is reiterated by the acknowledgement that as an analytic tool, this approach draws on
central features that are common to many approaches in qualitative analysis (Attride-Stirling
2001). In using thematic analysis, it is important to clarify the theoretical position. For this
investigation, thematic analysis is a realist method whereby experiences, meanings and the
reality of participants is reported (Braun & Clarke 2006).
Thematic networks aim to explore the understanding of an issue or the signification
of an idea, rather than to reconcile conflicting definitions of a problem (Attride-Stirling
2001). The application of a thematic network is viewed as an approach to organising a
thematic analysis of data. ‘Thematic analyses seek to unearth the themes salient in a text a
different levels, and thematic networks aim to facilitate the structuring and depiction of
these themes’ (Attride-Stirling 2001, p. 387).
The procedure of thematic networks does not focus on discovering the beginning of
arguments or the end of rationalisations, its strength is in the provision of a technique to
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break down rich text to identify clear rationalisations and their significance (Attride-Stirling
2001). The process sees the extraction of data that can be regarded as a;
 Basic theme - lowest- order premises evident in text.
 Organizing theme - categories of basic themes grouped together to
summarize more abstract principles. The role being to enhance the meaning
and significance of a broader theme that unites several organizing themes.
 Global theme - super-ordinate themes encapsulating the principal metaphors
in the text as a whole. This is the core of the thematic network that presents
a position about a given issue or reality (Braun & Clarke 2006, p. 389).
These components are represented in a visual manner as maps to depict the salient
themes at each of the three levels and illustrating the relationships that exist between them,
as demonstrated in Figure 11
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Figure 11: structure of a thematic network
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(Attride-Stirling 2001, p. 388)

Thematic networks are presented as web like nets to eliminate any notion of
hierarchy, giving fluidity to the themes and emphasizing the interconnectivity throughout
the network (Attride-Stirling 2001).
A thematic network is developed starting from the basic themes and working
inwards toward a global theme. Once a collection of basic themes has been derived they are
then classified according to the underlying story they are telling and these become the
organising themes (Braun & Clarke 2006). Organising themes are then reinterpreted in light
of their basic themes and are brought together to illustrate a single conclusion that becomes
the global theme (Braun & Clarke 2006, p. 389).
The full process of analysis can be split into three broad stages;
1. The reduction or breakdown of the text
2. The exploration of the text
3. The integration of the exploration.
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While they all involve interpretation, at each stage a more abstract level of analysis is
accomplished (Attride-Stirling 2001). The following is a summary of the basic steps involved
in undertaking a thematic network analysis.
Analysis Stage A: Reduction or Breakdown of text
Step 1. Code Material
(a) Devise coding framework
(b) Dissect text into text segments using the coding framework
Step 2. Identify Themes
(a) Abstract themes from coded text segments
(b) Refine themes
Step 3. Construct Thematic Networks
(a)
(b)
(c)
(d)
(e)
(f)

Arrange themes
Select Basic Themes
Rearrange into Organizing Themes
Deduce Global Theme(s)
Illustrate as thematic network(s)
Verify and refine the network(s)

Analysis Stage B: Exploration of Text
Step 4. Describe and Explore Thematic Networks
(a) Describe the network
(b) Explore the network
Step 5. Summarise Thematic Networks
Analysis Stage C: Integration of Exploration
Step 6. Interpret Patterns
(Attride-Stirling 2001)

In order for the effective development of a thematic network, it is essential to have
a clear understanding as to what counts as a theme. A theme captures something about the
data in relation to the research question and represents some level of patterned response or
meaning within the data set (Braun & Clarke 2006, p. 82). The researcher must use
judgement to determine what a theme is and consider the forms that represent prevalence
in the data set and the importance of the raw data in relation to the research question to
support the analysis undertaken (Braun & Clarke 2006). Despite the availability of a directive
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approach on how to undertake a thematic analysis in steps, a phase approach was the
preferred option.
Six phases of thematic analysis were undertaken. This process proved time intensive
as it entailed “a constant moving back and forward between the entire data set, the coded
extracts of data being analysed and the analysis of data being produced”(Braun & Clarke
2006, p. 86). The identified stages, used as a point of reference throughout the analytical
process, were developed by Braun and Clarke (2006) to guide analysis in a flexible manner.
Table 8 identifies the phases and offers a description of the process.
Table 9: Phases of thematic analysis
Phase

Description of the process

Familiarising yourself
with your data:

Transcribing data, reading and re-reading the data,
noting down initial ideas

Generating initial codes:

Coding interesting features of the data in a
Systematic fashion across the entire data set, collating data
relevant to each code

Searching for themes

Collating codes into potential themes, gathering all
data relevant to each potential theme

Reviewing themes

Checking if the themes work in relation to the coded
extracts (level1) and the entire data set (level2),
generating a thematic ‘map’ of the analysis

Defining and naming themes

Ongoing analysis to refine the specifics of each
theme, and the overall story the analysis tells, generating clear
definitions and names for each theme

Producing the report

The final opportunity for analysis, selection of vivid, compelling
extract examples, final analysis of selected extracts, relating
back of the analysis to the research question and literature
producing a scholarly report of the analysis.
(Braun & Clarke 2006, p. 87)

Thematic analysis of the five interviews generated insight into the meaning of
participant’s career trajectory and what has influenced their current approach to leadership.
A thematic network was constructed with the raw data identifying nine basic themes, three
organising themes and one global theme.
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4.6

Phase Two
Recognition exists for the need for self aware, effective empowering nurse leaders

who can adopt a multi-agency approach to improving health care service delivery (Janes &
Mullan 2007). This position is supported by the findings of the first phase of research. It has
been suggested that in service orientated organisations a selective approach to using
structural empowerment may allow managers to enhance individual task performance
without sacrificing either operational efficiency or individual well-being (Biron, Bamberger
2010). However, this statement doesn’t recognise what the manager’s perception of
structural empowerment may be. Insight into rural nurse leaders’ perceived level of
empowerment is intrinsic knowledge that may inform future approaches to foster nurse
leadership in rural health services.

4.6.1 Research design
4.6.1.1 Quantitative methodology
Quantitative methods are based on positivism with all phenomena having the capacity
to be reduced to empirical indicators which are perceived to represent ‘the truth’ (Sale,
Lohfeld & Brazil 2002). The assumptions of a positivist paradigm hold that behaviour can be
explained through objective facts (Firestone 1987). The purpose of quantitative research is
to explain the causes of changes in social fact through objective measurement and
quantitative analysis (Firestone 1987). Quantitative research is a formal, objective,
systematic process in which numerical data are used to obtain information about the world
(Burns & Grove 2005). The research approaches used in quantitative research include
descriptive, correlational, quasi-experimental and experimental research (Cormack 1991).
Experimental or correlational designs are used to reduce error and bias that may keep the
researcher from clearly perceiving social facts (Cronbach 1975). This research method is
used to; describe variables, to examine relationships among variables, and to determine
cause and effect interactions between variables (Burns & Grove 2005, p. 23). This process
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may be at four levels: description in which elements of a phenomenon are counted;
correlation in which relationships of two or more elements are investigated; explanation in
which one element explains another; and prediction in which the activity of one element can
be predicted from that of another (Taylor, Kermode & Roberts 2006, p. 7).
Quantitative methodologies test theory deductively from existing knowledge, through
developing hypothesized relationships and proposed outcomes for study (Carr 1994).
Sampling procedures for quantitative research are complex and must be representative of a
larger population of people or objects. The gold star of quantitative research - randomised
trials - demands random selection of the sample from the study population. Statistical
sampling relies on a representative study sample so that results can be generalised to the
larger population represented in the sample (Carr 1994). When undertaking quantitative
research, the investigator maintains a detached objective position in order to understand
the facts (Duffy 1986). The benefit of this approach is the avoidance of researcher
involvement biasing the study (Carr 1994).
Data collected from this research approach can be translated into numerical form
(Carr 1994). When this type of data is assessed by standardised testing and the extraneous
variables are controlled or eliminated the research is considered as having a sound level of
reliability (Carr 1994). A quantitative research approach is used in the second phase of the
research. Descriptive quantitative research is used to generate nursing knowledge with the
aim being to describe phenomena, provide a description of what exists and present
frequency measures that can be used to develop further research questions (Moule &
Goodman 2009). The administration of a survey used to gather data about an identified and
specific population was used to describe phenomena about which little is understood.

4.6.1.2 Online questionnaires
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During the twentieth century, great advances in the techniques and technologies
utilised in survey research have been made, from systematic sampling methods to enhanced
questionnaire design and computerised data analysis (Evans & Mathur 2005, p. 195). In
particular, the last twenty five years has seen technology revolutionise the way in which
surveys are administered with the arrival of the first e-mail surveys in the 1980s and then
the initial web-based surveys in the 1990s (Schonlau Fricker & Elliott 2001). The use of
technology to support data collection in this phase of research improved the logistics of
attaining data across rural and regional Victoria
In selecting a method that best addressed the aim of the research, it was important
to consider the strengths and potential limitations of the method. A representation of the
strengths and weaknesses of online surveys is highlighted in Figure 12. This is adapted from
the work of Evans and Mathur (2005).
Figure 12: Strengths and weaknesses of online surveys
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Determining that the aim of this phase would be best met by the administration of a
validated questionnaire, the decision to opt for an online approach was based on the
understanding that online surveys are best suited when;
 Wide geographic coverage is sought. There are one billion-plus Internet users
around the globe, a figure that grows each year.
 There is access to a good sample list. Because blanket e-mails and "volunteer"
surveys may result in very skewed results, online surveys work best when a
company has a database with valid e-mail addresses (and permission by
potential respondents to send surveys).
 Strong methodological control is sought. With online surveys, question order,
answer completeness, and filtering are controlled by the researcher and not the
respondent. This is important for questions where there may be an order effect
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and for surveys that would require complex instructions if not conducted in an
online format.
 Interviewer interaction with respondents is not necessary and/or desirable.
Online surveys are also perceived by many respondents as less intrusive than
personal or telephone surveys.
 Timeliness is vital. Not only do online surveys yield fast results, they are able to
generate preliminary real-time data as the researcher waits for the full data set
to be assembled (Evans & Mathur 2005, p. 208).

As the questionnaire is a 19-item instrument that has been used in nursing research on
numerous occasions (Laschinger & Finegan 2005, Laschinger et al. 2001, Laschinger, Purdy &
Almost 2007), the degree of suitability to administer it to answer the research aim was
regarded as high.

4.6.1.3 The Conditions of Work Effectiveness Questionnaire II
The Conditions of Work Effectiveness Questionnaire-II is a modification of the
original, 31-item Conditions of Work Effectiveness Questionnaire, which was used to
measure nurses' perceptions of their access to the four work empowerment structures
described by Kanter (1993); opportunity, information, support, and resources.
The Conditions of Work Effectiveness Questionnaire II (CWEQ-II) developed by
Laschinger, Finegan, Shamian and Wilk in 2001, is designed to specifically measure structural
empowerment. To date it has primarily been administered within hospital settings but also
has been implemented in other health care services. The CWEQ-II has been identified as a
suitable data collection tool for researchers interested in gathering quantitative information
related to the workplace that may be used to guide future intervention strategies
(www.thcu.ca/workplace/sat/tool_details.cfm?toolID=148 accessed January 14 2011).

The questionnaire is a validated tool that consists of 19 items that measure the 6
components of structural empowerment described by Kanter (opportunity, information,
support, resources, formal power, and informal power) and a 2-item global empowerment
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scale that is used for construct validation purposes. Items on each of the six subscales are
summed and averaged to provide a score for each subscale ranging from 1-5. These scores
of the 6 subscales are then summed to create the total empowerment score (score range: 630). Scores ranging from 6-13 are described as low levels of empowerment, 14-22 as
moderate levels of empowerment and 23-30 as high levels of empowerment. Higher scores
represent higher perceptions of empowerment. The two global empowerment items are
summed and averaged to create a score ranging from 1-5. This score is not included in the
structural empowerment score. The correlation between this score and the total structural
empowerment score provides evidence of construct validity for the structural
empowerment measure (http://publish.uwo.ca/~hkl/scoring.html [accessed 28/11/2007]).
The construct validity of the CWEQ-II was substantiated in a confirmatory factor analysis that
revealed a good fit of the hypothesized factor structure. The CWEQ-II also correlated highly
with the global measure of empowerment, providing additional evidence of construct
validity (http://publish.uwo.ca/~hkl/scoring.html [accessed 28/11/2007]).

4.6.2 Research process
4.6.2.1 Participant recruitment prior to data collection
The Victorian State Government, Department of Human Services has a web page
detailing rural hospital and health services locations. This resource provides information for
75 rural hospital and health services throughout rural and regional Victoria. The data set
offers a hospital e-mail address as an option for correspondence. By using this source, the
researcher opted to access potential participants by their professional position rather than
personal information. Participants were identified as senior nursing executives.
As the participant’s ability to complete the questionnaire in a manner that would meet
the research aim is context dependant, two visible selection criteria were evident:
1. Being currently employed in executive nursing position; and
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2. Being currently employed in a Victoria rural health service.
The criteria were identified to ensure results are optimal in relevance to the overall focus;
nursing leadership for rural health services. The sampling thus included all executive nurses
in the Victorian rural health service. This was considered to provide a larger and more
representative sample than would random selection.
Participants were approached to participate in the study via e-mail. The subject line
of this e-mail requested that it be forwarded to a senior nursing executive. The main text of
the e-mail provided; background, aims of the investigation, involvement of participants,
potential risks, withdrawal, confidentiality, the use of data and correspondence details
should they require further information. The e-mail provided a link to the web-based
questionnaire for participants to access if they wished to participate.

4.6.2.2 Ethics
Regarded as a low risk application, this phase of research attained ethics approval
from the Faculty Human Ethics Committee (FHEC), La Trobe University.

4.6.2.3 Data collection
I was able to administer the questionnaire by using a reputable statistical software
program, Survey Monkey. This site was identified as the most suitable to ensure the process
is easy for participants to access whilst conducive to ethical research conduct. Survey
Monkey utilises advanced technology for Internet security. When a user accesses secured
areas of the site, Secure Sockets Layer (SSL) technology protects user information using both
server authentication and data encryption, ensuring that user data is safe, secure, and
available only to authorised persons. In addition, Survey Monkey is hosted in a secure data
centre environment that uses a firewall, intrusion detection systems, and other advanced
technology to prevent interference or access from outside intruders. The data centre is a
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highly protected environment with several levels of physical access security and 24-hour
surveillance.
Using the program, the questionnaire was manually inserted in a manner that
catered for the preferences of the researcher. Control over the presentation of the survey
questions was important to maximise the ease of use for potential participants. I used the
design features to present the questionnaire in a manner that was aligned as closely as
possible with the original format. Each question was presented with a rating scale that had
five options. Parameters were set for participants to only be able to provide one answer per
question. Clear headings were used to alert participants to the three sections of the
questionnaire; four scales referring to Kanter’s empowerment structures, two subscales; Job
Activities Scale (JAS) and the Organisational Relationships Scale (ORS) as well as the two item
Global Empowerment sub-scale. The intent being that all participants answered the same
question set.
Access to the questionnaire was immediate for prospective participants with a live
link being on the contact email. It is important to acknowledge that in accordance with the
ethics application, the survey was programmed for anonymous collection. To ensure ample
time was offered to access the questionnaire, it was left open for six weeks and was
available twenty-four hours a day, seven days a week. In making the choice to participate,
the decision regarding when and where participants would access the questionnaire was at
their discretion.
On completion, participants clicked a submission button for their responses to be
recorded by Survey Monkey. The statistical program automatically collates responses to
provide an up to date response summary throughout the data collection timeframe. The
capabilities of the software enabled me to track the response rate in real time and view a
current analysis of results throughout the collection process.
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4.6.2.4 Data analysis
Preparation of the data for analysis involved three separate processes; checking the
data to remove observations that may be highly inaccurate; generating complex variables;
and thoroughly documenting the preparation of the official data set to be used for all
analysis. To ensure that the formulas are applied correctly for each respective score, the
documentation process was addressed by the data being downloaded from Survey Monkey
in an Excel spread sheet file. This format enabled the data to be translated into a variety of
customised charts to detail the results and inform discussion. Translating raw data into
graphs was undertaken using a component of the survey monkey software. From Excel, the
process of data analysis resulted in a total empowerment score.

4.7

Phase Three
The concept of leadership is promoted as an essential component of the nursing

profession, as it continues to receive attention from government, policy makers,
researchers, organisational managers and clinicians (Kean & Haycock-Stuart 2011), yet
knowledge on how leadership can be best developed remains elusive (Howieson &
Thiagarajah 2011). The third phase of research was an opportunity to generate knowledge in
response to this view. The contribution of workplace experience, life experience, developing
emotional awareness, self-confidence and the ability to adapt to situations in daily work as
they present (Nilsson & Furaker 2012) cannot be underestimated in nursing leadership
development.

The identification of underlying issues that may impact on leadership

development is an imperative to support rural nurses with a pathway to enable them to lead
in a manner suited to the uniqueness of a rural workplace. The aim of this research was to
identify issues that may impact on strategies to foster nurse leadership in rural hospitals.
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4.7.1 Research design
The process of participatory action research was identified as the most suitable
approach for the third phase as it was anticipated that strategies and recommendations
could be developed by a group of ‘experts’ who could draw on their shared knowledge and
experience (Coghlan Brannick & Ebrary 2005) to work through the action research cycle(s) to
investigate issues for nurse leadership in rural health care services. This stage involved
participants meeting to consider issues for nursing leadership in the rural context, formulate
strategies and develop recommendations that could be used to foster nurse leadership in
rural health care services.

4.7.1.1 Action Research
Action research emerged from an intellectual climate and ethos that focused on
empowerment and change, gathering momentum across contexts and cultures (ZuberSkerritt & Fletcher 2007, p. 413). In its most simplistic representation, action research
involves a cyclical process of diagnosis, change and further research leading to furthermore
ongoing cyclic processes (Pease 2009, p. 25, Reil 2010). Figure 13 is a visual representation
that demonstrates the cyclic nature of the action research process.
Figure 13: Action research cyclic process
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Coghlan, Brannick, Ebrary (2005, p. 4) details the sequential nature of action research
as having four distinct stages; planning; taking action; evaluating the action; and a higher
stage of additional planning. This description captures the central idea of action research,
using a scientific approach to study the resolution of important social or organisational
issues, together with those who experience these issues directly (Coghlan Brannick & Ebrary
2005, p. 4). Action research is a form of participative or collaborative inquiry, where the
research is done with people, rather than to them (Bate Khan & Pye 2000, p. 201). Reason
and Bradbury’s (2001) definition provides a useful overview:
Action research is a participatory, democratic process concerned with developing
practical knowledge in the pursuit of worthwhile human purposes, grounded in
participatory worldview which we believe is emerging at this historical moment. It
seeks to bring together action and reflection, theory and practice, in participation with
others in the pursuit of practical solutions to issues of pressing concern to people, and
more generally the flourishing of individual persons and their communities (Reason &
Bradbury 2001, p. 1).

Regarded as a methodology that sees the researcher become immersed in the process, the
problem solving approach associated with action research represents a significant
investment in time and emotional energies on behalf of both the researcher and research
participants (Pease 2009, p. 25). Zuber-Skerritt and Fletcher (2007, p.431) describes how
action research ‘integrates theory and practice, research and development, left and right
brain activity (analytical, logical thinking and intuitive, innovative and creative thinking’).
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To ensure quality and validity in action research, five issues have been suggested by
Reason and Bradbury (2001, p. 449). These issues, identified in Table 9, have been reflected
on at regular intervals throughout the research process.

Table 10: Five key issues in quality action research

1

Ensuring the quality of participation and relationship in action research

2

Reflecting on the value of the practical outcomes of work

3

Drawing on and integrating diverse ways of knowing and using different
methodologies appropriately and creatively in the context of action research

4

Evaluating the work of work against its purpose of creating a better life and world for
us and others

5

Achieving systematic, systemic change over time, this means the enduing consequence
of our work by integrating “the three manifestations of work: for oneself (first person
research practice), work for partners (second person research practice) and work for
people in the wider context (third person research practice)”.

The challenge of action research is to convince scholars in the human and social
sciences that action research is no better or worse than, but different, from traditional
methodologies and is just as valid a form of research (Zuber-Skerritt & Fletcher 2007, p.
431). It is essential in an investigation that utilises action research to therefore use strong
evidence to support claims made. Evidence may be provided through multiple perspectives,
personal views and feedback from all participants and stakeholders as well as through
triangulation of multiple methods such as reflective diary (first person), active participants
(second person) and interviews, surveys, focus groups (third person) (Zuber-Skerritt &
Fletcher 2007, p. 431). In this phase of research, evidence was attained from the dialogue of
those who participated in the action research group meetings. The strength of action
research is its ability to influence practice positively, while simultaneously gathering data to
share with a wider audience (Meyer 2000, p. 179). This was enacted by the participants of
the research group taking their findings back to the rural hospitals that they worked in and
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using it as a platform for professional discussion with nursing colleagues. It is acknowledged
that despite action research lending itself well to the discovery of solutions, its success
should not be judged solely in terms of the size of change achieved or the immediate
implementation of solutions; success may instead be viewed in relation to what has been
learnt from the experience of undertaking the work (Meyer 2000, p. 180). This position was
evident as participants during the disengagement process reflected on how valuable it was
to be able to have the time and headspace to engage in research that improved their
understanding of the key issues that impact on fostering nurse leadership in rural hospitals.

A shift in the nature of research has taken place as the new production of knowledge
is articulated as a network activity and research that needs to move away from a model
whereby it is embedded currently in the expertise of isolated individuals operating form a
top down model (Gustavsen 2003, p. 155). Levin (2003, p. 280) has strongly argued that;
action research’s contribution to scientific discourse is not a matter of sticking to the
rigour-relevance polarity but of focusing on vital arguments relating to participation,
real-life problems, joint-meaning constructions and workable solutions.

As the focus of this research phase was to consider issues that impact on fostering
nurse leadership in rural hospitals, participatory action research (PAR), which is a form of
action research, was identified as the most useful method to guide the process of a research
group that will ultimately meet this aim. PAR is a process that aims to simultaneously bring
about change in organisational practices and increase the understanding of social function
through researchers and organisational members working together to change and reflect
upon practice (Ragsdell 2009:568). It is an emancipatory research approach, where the
relationships among participants are egalitarian rather than hierarchical (Somerville &
Brown-Sica 2011: 671). PAR takes place in cycles and it is important to report on each cycle
and regard each cycle as an element that is using action as a way of studying change (Reil
2010).
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4.7.2 Research process
4.7.2.1 Participant recruitment prior to data collection
Purposive sampling was used to identify rural Directors of Nursing living in Victoria to
participate in this study. The rationale being that a group of ‘experts’ could draw on their
shared knowledge and experience to explore the study focus (Coghlan Brannick & Ebrary
2005). The role of Director of Nursing in a rural hospital is diverse. It includes the ability to
manage business complexities of patient care operations, manage a budget, and the
professional and non professional staff and activities designed to influence the retention, job
satisfaction and development of nurses. It involves leading multileveled communications
with staff, patients and the community, whilst being a repository of institutional and patient
care knowledge that nursing staff may draw on (McLarty & McCartney 2009). To ensure the
data captured met the aims of this phase of research, inclusion criteria for participants were
limited to;
 Participants must be currently working in a rural or regional health service located in
the Loddon Mallee region within the state of Victoria
 Participants must be working in a position that is regarded by their employment
organisation as a senior nursing role; for example Director of Nursing or Professional
Development Coordinator
 Participants must speak fluent English

The Department of Health (Victoria) has categorised regions of Victoria for
organisational purposes. This system sees the state divided into four metropolitan and five
rural regions; Loddon Mallee, Hume, Grampians, Gippsland and Barwon South Western.
Participants were recruited to represent the Loddon Mallee region. This was a logistical
decision to improve the ability of participants to meet as a group.
An introductory letter was sent to potential participants addressed to them by
position title at their place of employment. Addresses for public health services in the
Loddon Mallee region are publicly available. The content of the letter included; an
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introduction to the project, offered insight into why they were identified as a potential
participant, presented the purpose of the investigation, discussed the level of involvement
of participants, cited ethics approval for the investigation and offered clear instructions as to
how they could confirm their willingness to participate. The following table includes
characteristics of the hospitals that the five participants were recruited from. Specific
information has been avoided to protect the anonymity of the participants. For a detailed
description of Victoria’s rural health services where the participants were drawn from refer
to Chapter 3, section 3.2.
Table 11: Characteristics of hospitals the participants were recruited from

Participants
involved in
study
employed at
this hospital

Size of hospital according to bed
numbers

Rural, Remote and Metropolitan Areas
classification

1

201-500

R1 (urban centre population 25,000-99,999)

1

51-100

R3 (urban centre population < 10,000)

1

51-100

R2 (urban centre population 10,000-24,999

1

101-200

R2 (urban centre population 10,000-24,999)

1

101-200

R2 (urban centre population 10,000-24,999)

4.7.2.2 Ethics
Regarded as a low risk application, this phase of research attained ethics approval
from the FHEC, La Trobe University.

4.7.2.3 Data collection
This study reflected key participatory action research elements as it provided
practitioners with the opportunity to learn through critical (and self critical) collaborative
inquiry processes that encouraged self-evaluation and enabled them to engage in
participatory problem solving (Reil 2010). The group met six times at the La Trobe Rural
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Health School, Bendigo campus. Each meeting was approximately one hour in duration. The
dates and times were negotiated based on availability and group consensus.
To ensure that the group had a clear sense of purpose and direction throughout the
duration of the project, a meeting schedule was developed based on a number of themes.
The first meeting involved an introductory statement by the researcher, revision of group
purpose and discussion regarding group conduct, an overview of preparatory research and
presentation of reading material. The concept of a thematic meeting was a technique used
by the researcher to make sure participants were clear on key areas for discussion, the areas
covered included: empowerment, authentic self, formal power and informal power. The
theme for the next meeting was presented with three broad questions for consideration.
The purpose of closing each meeting with the presentation of the theme and accompanying
questions for the following meeting was to provide participants with adequate time to
consider issues and revise any material to encourage stimulating discussion. Promoted as an
important component of the process was the need to read background papers, that focused
on emotional intelligence, empowerment, staff perceptions of leadership and the impact of
leadership on performance, critique previous research and discuss with colleagues issues
and concepts that arose in the meetings. To ensure that participants felt like they had every
opportunity to contribute to the research process, between group meetings, participants
were able to e-mail contributions to me and offer detailed commentary for the duration of
the project.
The themes for meetings 2, 3, 4 and 5 were based on the findings of the previous
research stages; in-depth interviews and the Conditions of Work Effectiveness
Questionnaire-II. Participants were asked to review transcripts of each of the meetings to
ensure that they existed as a true and accurate representation of group discussion, to make
any corrections to the transcript, and to return the corrected version.
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4.7.2.4 Data analysis
Data analyses were undertaken using a literal approach which focuses on the exact
use of language (Welsh 2002). Transcriptions were imported into NVivo10© with text coding
undertaken to facilitate an accurate and transparent analytical process (Welsh 2002). Labels
used for coding categories were revised as my knowledge of the data evolved. The five
themes presented were the final categories. Acknowledging that NVivo10© is a tool, the
quality of the results remained dependent on my reflections on the data (Singh & Jones
2007). Memos, coded data and detailed summaries were considered together to extract
themes.

4.8

Summary
In this chapter the research question and aims were described and offered insight

into the development of the study, the researcher’s position throughout the research
process and the researcher’s application of mixed method. An explanation was given of the
processes in each of the three phases of research undertaken to obtain data that when
analysed contribute to answering the research question. The following chapter is a collation
of publications that describe the enactment of these respective phases of research using a
traditional original research reporting structure that includes relevant background
information, the method, presentation of the results and subsequent discussion.
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CHAPTER 5: Publication of study findings
This chapter is a collation of publications based on phases of the research process.
The presentation of articles aligns with how the research unfolded.
The first phase of research (first article) details the initial understanding of the
experiences and views of rural nurse leaders. The thematic network developed clearly
conveyed the importance of empowerment and three key organising themes; influence,
capital and contextual understanding. The richness of the data and the suggestion that rural
nurse leaders contend with several issues that influence their perspective and capacity to
lead provided a platform for further research and heavily influenced the second phase of
research.

5.1

Factors that influence the approach to leadership: Directors of
Nursing working in rural health services

Bish, M, Kenny, A, Nay, R 2013, ‘Factors that influence the approach to leadership: Directors
of Nursing working in rural health services’, Journal of Nursing Management Article first
published online: 9 Aug 2013 DOI: 10.1111/jonm.12146

Summary
Aim – To identify factors that influence Directors of Nursing in their approach to leadership
when working in rural Victoria, Australia.
Background – In rural areas, nurses account for the largest component of the health
workforce and must be equipped with leadership knowledge and skills to lead reform at a
service level.
Method – A qualitative descriptive design was used. In-depth semi-structured interviews
were undertaken with Directors of Nursing from rural Victoria. Data were analysed using
thematic analysis and a thematic network was developed.
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Results – Empowerment emerged as the highest order category in the thematic network.
This was derived from three organising themes: influence, capital and contextual
understanding and the respective basic themes: formal power, informal power, self
knowledge; information, support, resources; and situational factors, career trajectory,
connectedness.
Conclusion - Rural nurse leaders contend with several issues that influence their approach to
leadership. This study provides a platform for further research to foster nurse leadership in
rural healthcare services.
Implications for Nursing Management –Acknowledgement of what influences rural nurse
leaders approach to leadership may assist in the implementation of initiatives designed to
develop leadership in a manner that is contextually sensitive.
Keywords: leadership, nursing, empowerment, rural
Introduction
Nurse leaders are being challenged to manage change and lead staff in a prolonged
period of health reform. The need to develop the capacity of nurses to lead is an
international issue (Akerjordet & Severinsson 2010, Alleyne & Olawale Jumaa 2007,
McCloughen O'Brien & Jackson 2009). Nurse leaders in all countries must demonstrate a
strong sense of professional awareness, regard for the broader issues in healthcare and
utilise available resources. The need to increase service capacity, meet the rising demand for
services and improve access to primary care is an international background for health service
delivery (Dierick-Van Daele et al. 2009, Humphries et al. 2008, Zakariasen Zakariasen
Victoroff & Karegyeya 2008). In these circumstances, the ability to provide adequate, quality,
sustainable health services is problematic (Humphries et al. 2008, p. S79).
It has been argued that in an equitable healthcare system there should not be
geographical, financial, organisational or social barriers to receiving care (Perkins 2011). The
healthcare systems of Australia, Canada, Denmark, England, France, Germany, Japan, New
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Zealand, Switzerland and the United States espouse service delivery that is committed to
reducing health disparities, investing in monitoring and reporting on health system
performance, improving hospital efficiency and improving coordination between providers
(Thomson et al 2011), yet the implementation and evaluation processes required to meet
this commitment inevitably becomes in part the responsibility of nurse leaders. The ability of
nurse leaders to meet this expectation reiterates the importance of investing in their
development.
Overview of the literature
Nurse leadership development
Research has identified that a significant number of experienced nurse managers are
on a retirement trajectory (Sherman et al. 2007). Australian rural workforce shortages have
long been acknowledged (Buykx et al. 2010) with resources allocated toward recruitment
and retention of staff with a direct clinical role (Veitch & Battye 2008). However, urgent
attention must now be given to address the future development and sustainability of nurse
leaders. Researchers have argued that nurses in senior leadership roles have a responsibility
to assess current leadership talent, define the needs for the future and develop strategies
for succession planning (McGillis Hall 2008, Sherman et al. 2007).
In the healthcare sector, current leadership training and development methodology
arguably produces individuals focused on tasks, timelines, performance, results, outputs,
and deliverables (Swearingen 2009). Given social, political, and economic imperatives
organisations must be restructured from linear, mechanistic and ordered to non-linear,
holistic and all-inclusive (Jain & Mukherji 2008, p. 450). Key to this process is professional
development planning that entails leadership growth. The benefit of the development of a
formalised career path for aspiring nurse leaders to assume senior leadership positions is
that it demonstrates professional commitment, ensures continuity of leadership when
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vacancies occur, and makes good business sense (Sherman et al. 2007, p. 93, Swearingen
2009).
Nurse leadership: challenges and expectations
Leadership is a subtle, complex, often subjective, but highly valued concept (Boyce
Zaccaro & Zazanis Wisecarver 2010) that is central to fostering a dynamic environment that
mobilises and catalyses efforts towards future goals and outcomes (Bennis 2007). The
concept of leadership in relation to contemporary healthcare delivery is radically changing.
Many leaders face challenges that extend beyond their individual capacities, with changing
environments demanding interdependent, boundary spanning work (Martin 2007, p. 3).
Having an awareness of issues that will impact on leadership is vital for success. In the
instance of rural nurse leaders this may include; the political landscape impacting on rural
service provision and resourcing (Davies 2009), the ability to participate in enhanced
governance and management of rural health service delivery (Wakerman et al. 2009) and
the impact of a cross generational workforce (Besheer & Ricci 2010). In essence, nursing
leadership must be broader than it has been traditionally to ensure that nursing practice fits
within the wider sense of healthcare, and nursing issues can be addressed in a political,
social, policy and economic context (Swearingen 2009).
As the role of nursing has been propelled toward new challenges, in the midst of
health reform, nurse leaders are expected to project a greater presence of the profession
and demonstrate increased capability to meet the demands of the healthcare system,
organisations and the wider community (Cummings et al. 2008). In this environment, a
leader must draw on all of their skills to ensure growth, combine business acumen with a
people focused approach, and drive actions grounded in humanism and ethical practices
(Cummings et al. 2008, Swearingen 2009).
Contemporary healthcare delivery demands a person centred approach with a focus
on values and ethical standards (Jain & Mukherji 2008, p. 450). Nurse leaders play an
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integral and indispensable role in contributing to quality of client care, client safety, nurse
satisfaction, and nurse recruitment and retention (Alleyne & Olawale Jumaa 2007, Patrick et
al. 2011, Stanley et al. 2008, Toofany 2007). Leadership, which entails setting a mission,
creating a process for achieving goals and aligning processes and procedures must be
supported by personal attributes such as expertise, integrity, empathy, sharing of authority
and principled behaviour (Sheahan Duke & Nugent 2007). In light of these expectations, the
lack of attention given to the development of nurse leaders in the rural context is
concerning.
Rural nursing
Rural health service delivery in Australia is characterised by a heavy reliance on the
nursing workforce, with many rural health services essentially nurse led (Duckett & Willcox
2011). This trend is reflected worldwide and exemplified in remote and isolated areas in
Canada where registered nurses provide much of the public health and health promotion
services (McGillis Hall 2008). Research regards rural nursing as a distinctive way of nursing;
rural nurses are specialist-generalist who use insider knowledge of the communities they
live, work and study in, combined with advanced clinical skills to provide a nurse-led service
particular to the health needs of their community (Barber 2007:23). A major influence on the
role of the rural nurse is context of practice including: distance form a tertiary referral
centre, the size and composition of the team in which nurses work; the working conditions;
and the profile of the rural community for whom the nurses care (Mills et al 2010). Given
staff shortages, changing patient profile and increasing reliance on nurses to lead care in the
rural context, an understanding of factors that impact on rural nurses’ approach to
leadership is warranted.
Developing insight into rural nurse leadership may inform approaches that will ensure
future nurse leaders who work in this context, have the skills and knowledge to cultivate
change.
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For this to be achieved in rural Victorian hospitals, it is essential to understand the current
approach to leadership by those in visible leadership positions. Directors of Nursing (DON) in
rural hospitals are central to leadership building in their services and an understanding of
the current approach to leadership by nursing leaders must be established to inform the
implementation of strategies to advance leadership in a manner that caters for the
characteristics of rural communities. This knowledge will be of interest to policy makers,
clinicians and nurse researchers. Research generated in rural Australia that develops insight
into the leadership experiences of rural nurses is relevant in the international context given
experiences are a key component in establishing the structural conditions for leadership that
are required in complex and changing environments worldwide.
Method
The research question for the study was ‘what influences the approach to leadership
by Directors of Nursing working in rural and regional Victoria, Australia?’
Research design
A qualitative descriptive study design was deemed appropriate as it is usually a simple
question process that elicits responses within narrow boundaries to facilitate analysis and
reflection (Magilvy & Thomas 2009). Qualitative description is a distinctive, legitimate
method whereby the researcher is obliged to undertake analysis and interpretation to
ensure a credible study (Sandelowski 2010). Qualitative data was considered ideal in
generating insights into the role of rural nurse leaders and developing understanding of the
nature of reality through participants’ eyes, with careful and on-going attention to context
(Halloway & Wheeler 2010). The study sought to uncover knowledge about how nurses
perceive the circumstances in which they find themselves, rather than making judgements
about whether those thoughts and feelings are valid (Halloway & Wheeler 2010).
Setting and sample
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Participants were recruited from one Australian State, Victoria. The Department of
Health (Victoria’s largest Government Department) categorises regions of Victoria for
organisational purposes. The State is divided into four metropolitan and five rural regions.
Participants were recruited to represent each of the rural regions [five in total].
Purposive sampling was used to identify participants according to their professional
status and geographical place of employment. Invitations to participate were addressed to
Directors of Nursing [the most senior nurse in the rural service] and if interested, they were
asked to contact the researcher (MB). The introductory letter and information sheet
described why they had been identified as a potential participant, presented the purpose of
the study, discussed the level of involvement, and cited ethics approval. The participants
were interviewed at their places of employment.
The length of time that participants had held their current position ranged from 3 to 7
years. Variation existed in the participants’ length of time working in the rural setting
reflecting the fluid nature of the nursing workforce.
Data collection
The Directors of Nursing participated in an individual semi-structured interview. To
provide the necessary depth and richness of data, a qualitative interview schedule was
prepared in advance. The reading of literature on nurse leadership influenced the content of
the schedule that included open ended questions focusing on: current role, personality,
career trajectory, nursing philosophy, leadership style, leadership and nursing. Asking
participants to explain their definition of leadership, how their nursing philosophy has
evolved since being in a visible leadership position and what they regard as the main issues
for nurse leaders working in rural Victoria elicited articulate, detailed responses. Through
reflection, justification and the dismissal of decisions made, participants were able to
express value in how experiences have contributed toward their approach to leadership.
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The audio recorded interviews were transcribed and the transcriptions returned to
participants by mail for review and confirmation that it was an accurate representation of
their contribution. No changes were made by participants.
Data analysis
Data were analysed using Attride-Stirling’s (2001) approach to thematic analysis that
utilises thematic networking to present a pictorial representation of the data. Thematic
networks aim to explore the understanding of an issue or the signification of an idea, rather
than to reconcile conflicting definitions of a problem (Attride-Stirling 2001). The application
of a thematic network is viewed as an approach to organising a thematic analysis of data.
This supports a methodical approach to data analysis (Attride-Stirling 2001). Transcripts
were read, reread and independently coded by two researchers (MB, AK) to support the
emergence of basic themes, organising themes and a global theme. Consistent with the work
of Attride-Stirling (2001) themes were pictorially illustrated as an interconnecting thematic
web or network. Thematic networks aim to explore the understanding of an issue or the
signification of an idea, rather than to reconcile conflicting definitions of a problem (AttrideStirling 2001).
In this study, trustworthiness and the components of credibility, transferability,
dependability and confirmability where considered to ensure that the research findings were
“worth paying attention to” (Lincoln & Guba 1985, p. 290). The interview schedule was
developed in view of international literature and the questions posed have relevance
beyond the Australian context in view of transferability of the findings and to ensure that
participants were asked the same question to attempt to prevent bias between interviews
(Myers & Newman 2007). The strategy of member checking (Thomas & Magilvy 2011) was
used to ensure participants confirmed their interview. Credibility, the evaluation of whether
or not the research findings represent a “credible” conceptual interpretation of the data
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(Thomas & Magilvy 2011) was demonstrated by analysis by more than one researcher and
the presentation of extensive quotes to support the interpretation.
Results
In exploring the participant’s approach to leadership, the global theme empowerment
emerged as the highest-order category from the data. Identification of the global theme
was derived from three organising themes; influence, capital and contextual understanding.
The organising theme capital was derived from the basic themes, information, support and
resources. For the organising theme contextual understanding, basic themes were
situational factors, career trajectory and connectedness. The organising theme influence was
derived from basic themes formal power, informal power and self knowledge. The structure
of the thematic network is illustrated in figure one. This network represents an exploration
of the participants’ perspective of nurse leadership in the context of rural health service
delivery, what has influenced their leadership style and a reflection of their career trajectory.

Basic themes: Information, support and resources
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The importance of nurses working in rural health services having access to information
to support the maintenance of their knowledge base and skill set was raised;
I don’t believe anyone should be sitting around anywhere in a role and not necessarily
university level but keeping up to date pursing their own personal education. DON5

This stance suggested that participants viewed themselves as a form of capital that rural
hospitals benefit from and must invest in to retain their value.

Support is offered to staff in varying ways by rural nurse leaders. By communicating
a broader, strategic understanding of the role of nursing in rural health service delivery, this
quote demonstrates how a leader enacts support;
What I have tried to do is provide leadership through guidance through strategic
direction….I think communication is really important and I think that the staff need to
understand where the nursing division is heading…we’ve had discussions about what
care is…I’m trying to get them to think about what type of nursing is wanted. DON1

The concept of support was stressed by participants as being an essential element of
their role as a leader. By investing in their staff in a supported manner, participants were
building human capital for the organisation.
Impacting on participant’s ability to lead their respective organisations in a manner
that they desired was the lack of financial resources dedicated to rural health service
delivery;
The resourcing in rural sectors is crap and you’ve got to do a lot of things on a shoe
string budget and wear multiple hats and deal with increasing burdens. DON1

Financial resources were referred to consistently as a factor that impacted on how
participants led their staff. Participants expressed the view that finance is a form of capital
that makes a significant difference to the quality of health service delivery in rural hospitals.
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Organising theme: Capital
When considered collectively in relation to how they impact on how rural nurse
leaders approach leadership, the three basic themes resulted in the emergence of the
organising theme capital. This theme relates to key investments regarded by the participants
as necessary to lead rural health services. Participants described capital as impacting on the
effectiveness of nurse leadership in rural health service delivery. They argued that the
level of capital available to rural nurse leaders impacts on how the approach leadership.
Participants’ ability to undertake leadership roles effectively was in part determined by their
access to capital. A lack of capital inferred an inability to focus on particular areas. Where a
participant perceived a degree of capital that was conducive to their role, a direct link was
made between this and successful leadership.
Basic themes: situational factors, connectedness and career trajectory
The desire to have a level of immersion into the culture of rural communities saw the
emergence of these basic themes. An acknowledgement that decisions made regarding their
career have been guided or in some respects influenced by life circumstances was made in
varying degrees by each participant. The accessibility of educational opportunities for those
residing in rural Victoria impacted on vocational choices made;
I was a farm kid and grew up not far from here. We’re talking many years ago when
university wasn’t an option…at that point you could go to the nearest nursing school
and it was either that or a school teacher so there was never really an option. DON5

Insight into the career trajectory of each participant highlighted the impact of
situational factors and how that strongly relates to having contextual understanding.
In addition, participants spoke of the importance of being connected to the rural
community through forming strong relationships with community members, being
committed to the hospital understanding rural culture. Being equipped with sense of
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connectedness is important to rural DON’s approach to leadership. It does require an
investment whereby professional relationships are nurtured and a current understanding
into the changing needs of the rural health workforce and rural communities is maintained.
Reflecting on the various positions held that encompassed clinical practice, research
and management, one rural leader suggested that decisions regarding a career were not
always purposive or planned with the conclusion; “I think career planning’s a bit of a myth
because often careers find you rather than you find them”. This concept is skewed, but
further supported by another participant suggesting that although not actively sought, in
their situation positions have been accepted based on the anticipated professional
satisfaction; “I didn’t go looking to be in a leadership position, I have taken on roles that I felt
would offer me satisfaction, it’s just that in recent times that has meant management”.
Decisions regarding the participants career trajectory were significantly influenced by
the situation rather than actively seeking a change in their existing position. The changing
needs of the organisation, being identified as an internal candidate that best meets the
leadership position and clinical excellence being used as a rationale to presume managerial
leadership competence are all lived experiences of the participants that lend themselves to
the suggestion that by simply being engaged in a rural workforce impacts on how rural
nurses’ find themselves in leadership positions as was the case with this participant;
A position became vacant and I went to the deputy director of nursing and said I’d love
the role and she said good you can have it. That was it, applications done and dusted,
appointment made. DON4

Reflection on career trajectories, saw participants identify the role this had in their
current approach to leadership in a rural hospital. The respective paths taken had resulted
in rich knowledge of rural life, reiterating the need for a rural nurse leader to have an
understanding of their context to lead in a manner tailored for a rural hospital.
Organising theme: Contextual understanding
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Situational factors, connectedness and career trajectory emerged as basic themes that
represent the personalised processes that the participants embraced in their development
toward being a nurse leader. Contextual understanding emerged as an organising theme.
Being equipped with a contextual understanding was fundamental to making decisions that
are informed by the capacity and strategic direction of the health service and the intended
contribution of the rural community exemplified by on participants perspective;
The resourcing in rural sectors is poor… you have got a lot of things to do on a
shoestring budget and have to wear multiple hats…it is important to be in tune with
what is the communities health priorities so my decisions can be informed by this. DON5

This theme impacts on how rural DONs approach leadership and is reiterated by
having an understanding of how nurse leadership spans across individual staff members, the
health service and the surrounding rural community.
Basic themes: Self knowledge, formal power, informal power
All participants stressed the need to understand the self and how that relates to how
you choose to lead. This is reiterated by a participant offering;
Part of my key values is that I’m genuine and authentic with people..it’s a value of mine
to have a lot of personal self knowledge about how I actually operate and respond to
the world. DON1

Self knowledge was regarded by participants as desirable in that it has a positive
influence on how they approached leadership.
A clear understanding of the role that a nurse leader has within an organisation is
imperative to ascertain and exercise formal power. This issue proved to be the most
frustrating for participants who acknowledged their power exists in theory but felt that
constraints imposed by varying governing bodies undermined the effectiveness of their
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formal power which ultimately impacted on the perception and validity of their role held by
employees in all areas of the organisation. This concern was articulated by a participant:
Often the most senior nurse in an organisation isn’t an executive, so the executive
director of nursing roles are disappearing throughout the executive table and that’s
where the real influence is.DON2

Formal power was regarded by all participants as key to influencing stakeholders; the
hospital executive, the nursing workforce and the rural community. Rural communities
thrive on informal networks. The challenge for a nurse leader is to be able to ensure that
through informal networking they achieve the balance of having a strong social network as a
member of the community whilst fulfilling their professional responsibilities in the nurse
leader role. Demonstrating that this is possible:
There are a couple of staff members who know me very well and one of my very good
friends works in the kitchen…but I can walk out of here and walk down the street and
have a cup of coffee and its fine as I’m not the boss anymore. DON5

Organising theme: Influence
Self knowledge, formal power and informal power weave together to see rural nurse
leaders possess a level of influence. Influence was viewed by participants as a conduit to
impact on rural health service delivery. A participant explained:
Directors of nursing stay in those roles because we love it, we love the role and love the
fact that we can influence the nursing profession and how it is developed in a broad
sense but also within our own organisation.DON2

Two participants summarised the view of all:
I want to have that whole discussion with colleagues and see the light box go on and
you think wow!DON1 Where I want to be working is in that clinical practice type role
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where I can actually have influence…working to change the culture in a really
meaningful way.DON3

Global theme: Empowerment
The organising themes of capital, contextual understanding and influence saw the
global theme empowerment emerge as the highest-order category from the data.
Empowerment links the themes in a reciprocal manner that affirms that despite being an
intangible construct, it is central to the leadership quests of rural nurses. A nurse leader
described why their role is intrinsic to the success of rural healthcare delivery;
I do see my role as a support role but within that is setting a direction that’s where this
whole leadership notion comes in. I need to be really clear about where it is that things
are heading and the direction it needs to head in … bring them together to have people
working and cooperating together rather than everybody bunkered down in silos.DON1

Participants were conscious of the desire to empower staff; I want to encourage them
to acknowledge their successes; I don’t necessarily want to be the only person to take the
kudos. …I want people to feel proud of their achievements.DON3
Empowerment was identified as lacking by one rural nurse leader:
I think that whilst nurses have reached a certain professional level, nurses need to
regain the ground they have lost. We are an important part of the team but we are not
strategic enough …we tend to hide our light out under the bushel. However, another’s
leadership vision demonstrates the potential capacity building power that
empowerment in nursing may have;

I want these nurses to be working with a level of professional maturity with mutual
respect for other healthcare workers in the team with a patient focused goal…part of
that remains my responsibility to work with the abilities of others. DON2

110

Discussion
This study affirmed that the distinct attributes of the healthcare environment make
nurse leadership demanding and complex. The identification of issues such as
connectedness, situational factors and consideration of the rural nurse leaders’ career
trajectory is relevant to future decisions made that will engage rural nurse leadership
effectively. Researchers have identified the need for a broader knowledge base on the
essential and influential aspects of the nurse leadership role and greater understanding of
the impact that nurse leaders have on the workforce within a service (Cummings et al.
2010). Akin to other research (Boyce Zaccaro & Zazanis Wisecarver 2010, Herold et al. 2008,
McCloughen O'Brien & Jackson 2009, Patterson Henderson & Trivella 2010), participants in
this study identified that successful leadership requires critical thinking skills, the ability to
translate strategic vision into action, varied expertise and knowledge, and interpersonal
capabilities to inspire and motivate others. Research has shown that experienced rural
nurses often act as the translator of local culture, guides to the politics of nursing and are
responsible for cultivating staff (Mills et al 2010:35). This study supports this position in
suggesting that rural nurse leadership entails having an intricate understanding of context,
an awareness of the capital that is available and an awareness of the influence they possess.
Leadership knowledge, combined with the realisation that specific work force needs ebb and
flow depending on economics, demographics, and technology, the need to develop new
skills among workers and to cultivate the next generation of leaders in health and healthcare
remain constant (Besheer & Ricci 2010, Dwyer 2009) competing priorities for nurse leaders
to invest in.
This study provides guidance for nurse leaders in creating organisational structures
that enhance empowerment and leadership effectiveness. Attention to these structures can
result in greater role worth, overall organisational achievement and ultimately retention of
nurses in the rural hospital environment (Buykx et al. 2010). It also demonstrates that there
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is a willingness of rural nurse leaders to assist in the advancement of the next generation of
nurse leaders. An existing theory that considers the role of empowerment in organisations is
that of Kanter (1977).
Kanter’s theory (1977) of organisational behaviour argues that the structural aspects
of work (organisational environment and culture, hospital setting) shape a leader’s
effectiveness (Kanter 1977). Nurse led research that draws on Kanter’s theory as a
theoretical framework is supported on an international scale (Laschinger Purdy & Almost
2007), with the claim that empowerment theories can be used to guide improvements in the
work environment to ensure that there will be skilled leaders to fill roles critical to the
success of healthcare organisations. Several nursing studies (Bradbury-Jones Sambrook &
Irvine 2008, Laschinger et al 2008, Manojilovich & Laschinger 2007, Matheson & Bobay
2007) have linked Kanter’s concept of empowerment to important organisational outcomes
such as job autonomy, participation in organisational decision making, perceived control
over nursing practice, job satisfaction and lower levels of burnout. Kanter (1977) argues that
conditions for work effectiveness must be created that ensure employees have access to the
information, support and resource necessary to accomplish work and that they are provided
with ongoing opportunities for employee development. This position aligns with the study
findings as the organising theme of capital is derived from the same concepts. As a
consequence of higher levels of empowerment, employees experience positive feelings
about their work and are more effective in meeting organisational goals (Baird & Wang
2008). It is reasonable to expect that nurse leaders who can acquire power and empower
their staff will achieve better nursing and patient outcomes (Bradbury-Jones Sambrook &
Irvine 2008, Matheson & Bobay 2007) .
A strong commitment to research and evidence must underpin an increased visibility
of nurse leadership and promote the presence of future rural nurse leaders’ contributions to
significant outcomes for rural healthcare service delivery. Undertaking further research in
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rural communities using Kanter’s theory of structural power as a framework may be
advantageous as the concepts featured in the thematic network of this study may be viewed
as an advancement of the recognition of empowerment in relation to its importance to
nursing leadership.
This notion is embraced by current rural nurse leaders as evidenced by their
contributions to this study. The rural nurse leaders who participated demonstrated the need
to impact positively on their colleagues’ professional conduct and capacity as evidenced by
the identification of empowerment as a global theme. The progression of the research
findings is to formalise a process whereby future rural nurse leaders will be engaged in
leadership practices with an understanding and appreciation of the importance of
empowerment relative to their conduct and the impact this will have on their colleagues, the
organisation and members of the rural communities they are positioned in.
Limitations of the study
The small sample size in one Australian State may limit the transferability of the study;
however, the insights articulated may potentially be evident in other rural settings.
Participants responses may have been influenced by what they perceive will be approved of,
as the nature of self reporting may limit the total picture of leadership in the rural setting.
Conclusion
The results of this investigation are timely for rural nurse leaders faced with the
challenges of workforce development. Recognising that several factors are critical to the
establishment of rural nurse leadership capacity, a commitment to embed leadership
development within the rural nursing workforce is vital. Strategic planning used to guide
organisational growth can provide a structure for leadership development to be infused
across core business areas. The identification of key issues that influence rural nurse leaders
approach to leadership provides contextual information that may be used to support policy
development that guides rural workforce planning. A clear recommendation resulting from
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this study is to undertake further research with rural nurse leaders to test the transferability
of issues for nursing leadership in the rural context. Potential exists to develop a strategic
approach to fostering rural nurse leadership that is informed by rich, contextual research.
Implications for nursing management
Understanding what influences nurse leaders approach to leadership is essential to
inform future professional development activities geared toward improving leadership
capacity of individual nurses. By encompassing content that is evidence-based and sensitive
to the practice context, future nurse leaders will be equipped with a practical leadership skill
set complemented by a strong theoretical underpinning.
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Empowerment was the central metaphor from the findings of the first phase of
research. This phase of research aimed to measure structural empowerment by
administering the Conditions of Work Effectiveness Questionnaire II (CWEQ-II) to a sample of
nurse executives from hospitals throughout rural Victoria. The study concluded that the
concept of structural empowerment may be useful to inform rural leadership practices.

5.2

Rural nurse leader’s perceptions of empowerment

Bish, M, Kenny, A, Nay, R 2011, ‘Rural nurse leader’s perceptions of empowerment’, Journal
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DOI: 10.1111/jonm.12029

Summary
Aim: To provide insight into the perceptions of structural empowerment of nurse
leaders working in rural and regional Victoria, Australia.
Background: Fostering nurse leadership in rural health services may be informed by
gaining insight into rural nurse leaders’ perceptions of structural empowerment.
Method: A sample of nurse executives (n=45) from hospitals throughout rural
Victoria, Australia completed the Conditions of Work Effectiveness Questionnaire II (CWEQII) aimed to measure structural empowerment.
Results: Rural nurse leaders’ perceive themselves to be moderately empowered.
Conclusion: The concept of structural empowerment may be useful to inform rural
leadership practices.
Implications for Nursing Management: Acknowledgement of structural
empowerment by nurse leaders may assist in the process of formulating strategies to
facilitate an open, honest and responsive culture of patient safety, removing silos,
departmental turf issues, and professional territoriality in healthcare services.
Key words: empowerment, leadership, rural, nursing
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Introduction
Hierarchical structures and leadership techniques, which have traditionally dominated
management practices, should be complemented with empowering leadership concepts
such as participative management, self-leadership and employee empowerment
(Dewettinck, van Ameijde 2011). By encompassing broader leadership concepts, nurse
leaders may be better prepared to tackle the persistent internal problems of contemporary
health care systems. The problems in the Australian context include role definition for
doctors and nurses, inequities in health access and outcomes, variable levels of quality and
safety, inequitable resource allocation, and technical inefficiencies, related to workforce
composition and distribution (Duckett 2008, National Health and Hospitals Reform
Commission 2009).These issues resonate internationally as research focuses on quality of life
improvement, health information services and health care consumption (Zhou, Tian 2011).
These problems are further compounded in the rural context due to geographic isolation,
extreme climatic conditions, an ageing population, socioeconomic and resource inequality,
and major health workforce maldistribution (Smith et al 2008).
Australia, like many other developed nations has endured a prolonged and difficult
health care reform process (Banks 2010). The focus on reform is in response to the growing
burden of chronic disease, economic constraints that are dictating a downsizing of health
care infrastructure, increasing use of advanced technologies in care delivery and increasing
concerns about risk, quality and safety (Dignam, et al 2012:65). The Australian rural health
care system is characterised by a heavy reliance on the nursing workforce, with most rural
health services essentially nurse led. Medical care is generally provided by on call community
based general practitioners (Kenny, Duckett 2004). Australian hospitals are extremely
diverse in terms of ownership size and the range of services offered (Duckett & Willcox
2011:185) however it is publically funded hospitals that continue to delivery majority of
care. While hospital capacity has declined with a reduction in available beds, rates of
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hospital utilisation have increased driven by changes such as the impact of technology on
reducing length of stay (Duckett & Willcox 2011:185). The release of the first National
Primary Health Care Strategy (Duckett & Willcox 2011) suggests a shift in the foundation of
the Australian health care system is imminent. In this context, nurse leaders must be
responsive to localised issues and outwardly focused on the broader issues of the health
care system.
Overview of the literature
Working in a context of high pressure, rapid change and uncertainty, Australian nurse
leaders face exceptional challenges on a daily basis (Dignam et al 2012:69).The ability to
contribute to policy development, manage a workforce with varying skill mix, maintain
clinical currency and understand the culture of the wider rural community are significant in
the role of nurse leaders in the provision of health care in rural and remote areas (Mills et al
2010). The preparedness of nurses to deal with increasingly complex roles is supported by
the move to university based education and the continuing refinement of curricula
(Duckett& Willcox 2011:98). Australian researchers (Mills et al 2010) have suggested that
the ability of nurse leaders to respond to the challenges of the rural context may be
dependent on their perceptions of their own power, level of job satisfaction and perceived
ability to drive change.
Kanter’s (1977) seminal work on structural empowerment has applicability to
Australian rural nurse leaders. Researchers have drawn on Kanter’s theory and argued that
the structure of the work environment and perceived access to power and opportunity has a
direct impact on people’s attitudes and behaviours in the workplace (Faulkner, Laschinger,
2008, Hauck et al 2011). For nurse leaders, opportunity to access empowerment structures
such as resources, information and support, facilitates growth and development, and
ensures power acquisition. This leads to flexible, creative, visible professionals capable of
managing and responding to complex and unstable environments and creating work settings
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where empowerment is evident at all levels of the organisation (Stewart et al 2010).
Creating an environment where there are high levels of structural empowerment at all levels
is important as numerous studies have demonstrated the link with work and cost
effectiveness (Stewart et al 2010), psychological wellbeing, workforce retention, patient
satisfaction (Donahue et al 2008) and quality nursing care (Bradbury-Jones Sambrook &
Irvine 2008, Matheson & Bobay 2007).
While there is a growing body of research on rural nursing in Australia and
internationally (Mills et al 2010, Molinari, Monserud 2009), studies focusing on nurse
leadership in the rural context have attracted less interest. Much of the research on nurse
leadership development has been undertaken in urban hospitals (Krebs et al 2008), where
contextual differences limit its transferability and applicability. As researchers, we are
interested in the development of rural nurse leaders as responsive change agents, with the
capacity to empower their workforce. We argue that understanding rural nurse leaders’ own
levels of structural empowerment is an important first step. Hence, this study is focused on
measuring nurse leaders’ perceptions of access to structural empowerment in the Australian
rural context.
Conceptual framework
Kanter’s theory (1977) of organisational behaviour has been used to guide this study.
Based on a five year study at a large industrial corporation, Kanters (1993) position regarding
the origin of empowerment is that it begins from three separate sources; formal power,
informal power and access to particular organisational structures. Formal power exists in
visible positions that are central to the organisations goals and that cater for employee
flexibility (Kanter 1993). Informal power can be identified by looking at the various alliances
an individual has with superiors, peers and subordinates within the organisation and crossfunctional groups both within and outside the organisation (Kanter 1993). The organisational
empowerment structures described by Kanter include: access to information, support,
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resources needed to do the job and opportunities to learn and grow. Access to information
refers to an employee being equipped with the knowledge of organisational decisions,
policies and goals as well as data, technical knowledge and expertise required to be effective
within the broader context of the organisation. Access to support includes feedback and
guidance received from superiors, peers and subordinates. This may consist of emotional
support, helpful advice, or hands-on assistance. Access to resources refers to the capacity of
an individual to access materials, money, supplies, time and equipment to achieve
organisational goals. The opportunity for mobility and growth for an individual entails
access to challenges, rewards and professional development opportunities to increase
knowledge and skills.
Research using Kanter’s theory as a conceptual framework has supported the
development of a knowledge base regarding work structures that empower nurses (Hauck et
al 2011). Several nursing studies (Bradbury-Jones Sambrook & Irvine 2008, Laschinger 2008,
Manojilovich & Laschinger 2007, Matheson & Bobay 2007) have linked Kanter’s concept of
empowerment to important organisational outcomes such as job autonomy, participation in
organisational decision making, perceived control over nursing practice, job satisfaction and
lower levels of burnout. Kanter (1977) argues that conditions for work effectiveness must be
created that ensure employees have access to the supports necessary to accomplish their
work, including information, resources and ongoing opportunities for personal development.
As a consequence of higher levels of empowerment, employees experience positive feelings
about their work and are more effective in meeting organisational goals
Nurse leadership supported by structural empowerment
Having attracted much interest within international literature (Alimo-Metcalfe 2010,
Baird & Wang 2008), the concept of empowerment has been referenced in a wide variety of
contexts and disciplines including sociology, social work, nursing, psychology and political
science (Aujoulat d'Hoore & Deccache 2007). With a tendency to be studied separately, two
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distinct perspectives on empowerment, structural and psychological have evolved.
Structural empowerment refers to organisational policies, practices and structures that
provide organisational leaders with a greater degree of latitude to make decisions and exert
influence. This construct relates to the notion of power sharing between employers and
their employees (Greasley et al. 2007, p. 41). Emerging as a popular managerial rhetoric,
structural empowerment is described as a socio-structural phenomenon, that focuses on a
set of organisational policies and practices initiated by management, with the goal of
addressing conditions that foster the development of power, and support the delegation of
decision making authority and responsibility through the organisational hierarchy (Biron,
Bamberger 2010:165). This description of structural empowerment provides the context for
this investigation.
The relationship between structural empowerment and key nursing issues has been
explored through research focusing on job satisfaction, respect (Faulkner, Laschinger 2008),
organisational commitment (DeCicco et al 2006) and staff turnover (Hauck et al 2011).
Structurally empowering work environments are a likely outcome of leadership practices
that foster employees’ respect and trust (Laschinger, Finegan 2005b).
Structurally empowered rural nurse leaders are important in driving change within
their own organisations and contributing to broader health reform. They must be capable of
leading and developing an open, honest and responsive culture that supports quality and
safe patient care multidisciplinary and interprofessional practice, more equitable resource
allocation, and retention of a highly skilled and professional workforce. These achievements
are consistent with Australia’s health reform agenda (National Health and Hospitals Reform
Commission 2009). Given that greater collective organisational empowerment and improved
organisational success are a logical result of empowering leadership practices (Faulkner,
Laschinger 2008) the aim of this study was to identify rural nurse leaders’ perceptions of
their own structural empowerment.
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Method
Research design
The study utilised a descriptive, non-experimental design, with the administration of
the Conditions of Work Effectiveness Questionnaire II (CWEQ-II) to a sample of 45 nurse
leaders in rural Victoria, Australia.
Setting and sample
The study was conducted in rural Victoria, Australia. For the purposes of this study,
rural was defined as areas outside a metropolitan city and rural nurse leaders were at
Director of Nursing or equivalent level. After approval for the study was attained from the La
Trobe University Ethics Committee, an email was sent to all rural Victorian hospitals (n= 75)
with a link to the online questionnaire. This was a convenience sample as it was sent to all
Directors of Nursing in the rural regions of the state of Victoria. The response rate was 60%,
with 45 surveys completed from 45 health services.
Instrument: The Conditions of Work Effectiveness Questionnaire II (CWEQ-II)
Developed by Laschinger, Finegan, Shamian and Wilk in 2001, the CWEQ-II is designed
to specifically measure perceptions of access to structural empowerment. Used in
international nursing research (Laschinger et al 2007, Laschinger & Finegan 2005, Laschinger
et al 2001), the self-administered instrument has primarily been used within urban hospital
settings, but has been applied in other health care services (Krebs et al 2008).
The questionnaire is a validated tool that consists of 19 items that measure the 6
components of structural empowerment and a 2-item global empowerment scale which is
used for construct validation purposes. Items are rated on five-point Likert scale (1=none,
5=a lot) measuring structural empowerment through rural nurse leaders’ perceptions of
access to opportunity, information, support and resources. The Job Activities scale is a 3
item sub scale to measure formal power. The Organisational Relationship Scale is a 4 item
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measure of informal power. Items on each of the six subscales are summed and averaged to
provide a score for each subscale ranging from 1-5. The scores of the 6 subscales are then
summed to create the total empowerment score (score range: 6-30). Higher scores
represent higher perceptions of empowerment. The 2 item global empowerment scale is
not included in the structural empowerment score. The correlation between this score and
the total structural empowerment score provides evidence of construct validity for the
structural empowerment measure (Laschinger 2007).

In a previous study the CWEQ-II has

a high correlation with the global measurement of empowerment (r =0.56), demonstrating
additional evidence of construct validity (Hauck et al 2011). The Cronbach alpha reliabilities
for the instrument in previous studies have been reported as .79 to .89 (Casey et al 2010,
Krebs et al 2008).
Data Collection
Nurse leaders were invited to participate in the study via e-mail in March 2011. The
main text of the e-mail provided the background, aims of the investigation, potential risks,
withdrawal, confidentiality, the use of data and correspondence details should they require
further information. A link was provided to the web based questionnaire, hosted by Survey
Monkey, a site that uses advanced technology for Internet security through server
authentication and data encryption. The rationale for an online questionnaire was based on
the practical advantages of wide geographic coverage, effective data inputting, reduced
turnaround times and cost saving (Denscombe 2009).
Control over the presentation of the survey questions was important to maximise the
ease of use for respondents. Survey Monkey design features were used to present the
questionnaire in a manner that was aligned as closely as possible with the original CWEQ-II
format. Each question was presented with a rating scale that had five options. Parameters
were set for participants to only provide one answer per question. Clear headings were
used to alert respondents to the three sections of the questionnaire; four scales referring to
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Kanter’s empowerment structures, two subscales; Job Activities Scale (JAS) and the
Organisational Relationships Scale (ORS) and the two item Global Empowerment sub-scale.
It was expected that the questionnaire could be completed in approximately 7 minutes.
In accordance with the ethics application, the survey was programmed for anonymous
collection. To ensure ample time was offered to access the questionnaire, it was left open
for six weeks, and was available twenty four hours a day, seven days a week. The online
program (Survey Monkey) automatically collates responses to provide an up to date
response summary throughout the data collection timeframe. The capabilities of the
software enabled the response rate and current analysis of results to be tracked in real time.
Data Analysis
Data analysis may range from analyses encompassing very simplistic summary
statistics to extremely complex multivariate analyses (Glewwe & Levin 2005). In this study
descriptive statistical methods were used to describe the basic features of the data. It was
deemed appropriate in accordance with the goal of the questionnaire; to provide
information that will further the understanding of rural nurse leader’s perceptions of
structural empowerment.
Data were extracted from Survey Monkey and descriptively analysed using the
Statistical Package for Social Sciences (SPSS®) Windows version 19, IBM© NSW Australia
2010. The data was regarded as ordinal data, as the focus was on the frequency of responses
that fell into each ordered rank of the scale (Polgar & Thomas 2008, p. 144). A description
was created from the data set using the mean and standard deviation. Descriptive statistics
do not allow for conclusions to be made beyond the data analysed or reach conclusions
regarding any hypotheses made (Polgar & Thomas 2008) but were deemed appropriate for
the purposes of this study.
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Consistent with the Conditions of Work Effectiveness Questionnaire II (CWEQ-II), the
cohorts’ level of structural empowerment was identified as low, moderate or high by using
the score ranges (Laschinger 2010) identified in table 1.
Score level

Empowerment level

6-13

Low

14-22

Moderate

23-30

High

Results
The questionnaire was distributed to 75 services, with 45 questionnaires completed,
resulting in a 60% response rate. All people who commenced the survey responded to every
question providing a 100% completion rate. The mean total structural empowerment score
for Victorian rural nurse leaders who completed the survey was 20.5. The score represents
the perception of structural empowerment by the participants as moderate. As the
questionnaire uses Likert scales, calculation and reporting of Cronbach alpha coefficient for
internal consistency reliability was a priority. The Cronbach α, a coefficient for internal
consistency reliability for the total CWEQ-II in this study was 0.88. For each of the subscales:
Opportunity α=0.87, Information α=0.90, Support α= 0.84, Resources α= 0.76, Formal Power
α = 0.82 and Informal Power α= 0.81. Alpha reliabilities are presented in table 2 in direct
comparison to recent American research using the CWEQ-II that identified nurse managers
structural empowerment, overall job satisfaction and intention to stay in their current
position (Ellis 2011).
Instrument

This study

Ellis 2011

CWEQ-II (total score)

0.88

0.88

Opportunity

0.87

0.80

Information

0.90

0.90

Support

0.84

0.94

Resources

0.76

0.86

Formal Power (JAS)

0.82

0.73

Informal Power (ORS)

0.81

0.79

Note: CWEQ-II= Conditions of Work Effectiveness Questionnaire-II; JAS= Job Activities scale;
ORS= Organisational Relationship scale.
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The two subscales that measure Kanter’s formal (Job Activities Scale {JAS}) and
informal power (Organisational Relationships Scale {ORS}) have been included in the
presentation of findings (see table 3). To demonstrate the relevance of this study’s findings,
the mean and standard deviation have been presented with examples from previous
research that has used the CWEQ-II; the first focusing on the rural nurse work environment
and structural empowerment (Krebs et al 2008), the second focusing on perceptions of
nursing staff empowerment (Greco et al 2006). The total score for structural empowerment
in this study (mean 20.5, SD 3.41) is higher than both studies. A recent study (Hauck et al
2011) that used the CWEQ-II has been included to provide additional comparison.
Interestingly, the total empowerment mean of this investigation and the work of Hauck and
colleagues is the same. A study undertaken with Canadian senior nurse leaders (Laschinger
et al 2008), where the total empowerment score mean (24.08) and standard deviation (2.91)
rates higher than this study findings. A possible reason for the decline in perception of
empowerment by senior nurse leaders in a four year time frame may due to the increase in
expectation of performance in a difficult environment.
This study

Rural Study

Nurse leader

Recent

Krebs et al

study

study using

2008

Greco et al

CWEQ-II

2006
Instrument
CWEQ-II

M

SD

M

SD

M

SD

M

SD

20.5

3.41

18.33

2.99

18.43

3.41

20.51 3.04

Opportunity

3.88

0.75

3.93

0.82

3.98

0.81

4.17

0.78

Information

3.95

0.84

2.80

0.88

2.94

0.87

3.25

0.77

Support

3.46

0.81

2.77

0.65

2.70

0.92

3.31

0.78

Resources

2.92

0.79

2.78

0.79

2.88

0.77

3.08

0.74

3.37

0.85

2.77

0.75

2.49

0.85

2.97

0.65

3.28

0.72

3.28

0.80

3.49

0.70

3.70

0.72

(total score)

Formal Power
(JAS)
Informal
Power (ORS)

Note: M=mean; SD=standard deviation; CWEQ-II= Conditions of Work Effectiveness Questionnaire-II;
JAS= Job Activities scale; ORS= Organisational Relationship scale.
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The respondents’ reported the lowest scores regarding the resources (mean 2.92, SD
0.97) and the highest scores regarding the information (mean 3.95, SD 0.84). The scores
regarding opportunity (mean 3.88, SD 0.75) were lower in relation to the comparative
studies used (see table 3). The scores regarding support (mean 3.46, SD 0.81) were higher
that the comparative studies.
The data from the two item global empowerment scale was combined and average to
provide a mean score of 3.72. The global empowerment scale correlated strongly with the
total empowerment score (r =0.61), providing evidence of the construct validity of the
CWEQ-II.
Discussion
The results of this study identified Victorian rural nurse leaders’ level of structural
empowerment as moderate. This is an important finding given the suggestion that
excellence in nursing care will only happen by ensuring that nurse leaders are able to
respond to the complexity of reform and change by leading, managing, enabling,
empowering, encouraging and resourcing staff to be innovative and entrepreneurial in
practice (McSherry et al 2012:7).The findings revealed that rural nurse leaders feel they have
sufficient access to information (mean 3.95, SD 0.84), rating this highest in the subscales. In
comparison to other studies (see table 3) this result is significantly higher. This may be
related to the seniority of a rural nurse leader within their organisation that demands they
are knowledgeable across practice and management areas. The use and ability to translate
the acquisition of information into actions may however be thwarted by rural nurse leaders’
perceived limited access to resources (mean 2.92, SD 0.97) evidenced by the lowest score on
the subscales. This perception may be generated from the inevitability of specialist services
needing to be concentrated to achieve economies of scale and expertise only being available
in limited tertiary hospitals (Duckett, Willcox 2011:302).
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The need for strong rural nursing leadership is crucial given the scrutiny that the
nursing profession has faced in Victoria with recent industrial action. Not only is nursing a
profession that operates in an environment that traditionally lacks power, but the ongoing
state of crisis in hospital funding that seems to transcend whichever government is in power,
has arguably intensified Australian communities perception of powerlessness. It is
noteworthy that the data from this study does not reflect the difficulty that nursing has
historically had in achieving recognition as a profession (Clarke 2008), as rural nurse leaders
perceptions of their own level of formal power (mean 3.37, SD 0.85) is considerably higher
when compared to other studies (refer to table 3). This is not the case when considering the
respondents’ perception of informal power (mean 3.28, SD 0.72) as it is lower in comparison
to other studies. This finding is interesting as rural nurses are known to use insider
knowledge of the communities they live and work in to provide tailored care (Barber
2007:23). Exploration into the rationale behind such results is warranted and is important
for the promotion of nursing as a progressive, engaged profession that is capable of effecting
positive change. The mechanisms to build formal and informal power may then be
developed specific to the rural nursing context.
Recognition exists for the need for self aware, effective empowering nurse leaders
who can adopt a multi-agency approach to improving health care service delivery (Janes &
Mullan 2007). It has been suggested that in service orientated organisations a selective
approach to using structural empowerment may allow managers to enhance individual task
performance without sacrificing either operational efficiency or individual well-being (Biron,
Bamberger 2010), however, this statement doesn’t recognise what the manager’s
perception of structural empowerment may be. The profile of Victorian rural nurse leaders’
having a moderate level of empowerment is intrinsic knowledge that must inform the
formulation of strategies and recommendations used to foster nurse leadership in rural
health services. Further development of the capacity of rural nurse leadership is warranted
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as there are unique leadership challenges existing in the rural setting including; working in
an isolated environment with limited peer support, working within small communities that
may be highly politicised, leading teams across a distance where subordinate staff may be
geographically separated and managing a “fly in fly out” workforce (Crethar et al 2011:316).
Strategies that may build the leadership capacity to address such challenges are available.
Participation in workshops such as those offered in “The Better Workplaces Leadership
Development Program”, utilised by Queensland Health; personal leadership qualities,
coaching skills for leaders, energising from conflict combined with accessing executive
coaching and undertaking 360-degree feedback (Crethar et al 2011:316), may extend
leadership capacity whilst reiterating the need for leaders to have a clear understanding of
their level of structural empowerment.
Effective leadership is regarded as essential in contemporary health systems as
evidenced by research in Australia (Bennet 2009, Garling 2007), New Zealand (MarinelliPoole et al 2011), Scotland (Edmonstone 2011), Sweden (Grill et al 2011), and the United
States (Borkowski et al 2011) identifying the need for purposeful education for leadership in
nursing. The content of educational programs must be informed by an understanding of the
skills and capabilities required of nurse leaders’ to ensure that educational initiatives foster
and support the acquisition of these skills (Dignam et al 2012:69). The results of this study
suggest that a greater understanding of the components of structural empowerment;
opportunity, information, support, resources is required and through inclusion into
formalised professional development offerings may positively impact on rural nurse leaders’
performance. This impact may extend to the recruitment and retention of rural nurse
leaders’ and in doing so promote stability in the rural nursing workforce and inform
succession planning at a health service level.
Limitations of the study
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Limiting the study to one Australian state resulted in a small sample size (n=45). Not
requesting respondents’ background variable data impacted on the findings as there was no
opportunity to establish if respondents’ background variable data were associated with their
perception of empowerment. Potential weaknesses with online questionnaires were
acknowledged; perception as junk mail, respondents lack of online experience/expertise,
impersonal and a potential for a low response rate (Evans, Mathur 2005:197), but
outweighed by the positives that accompany the process. The key point being that these
are potential.
Conclusion
The findings of this study extend the findings of earlier field investigations using a
structural empowerment approach by indicating rural nurse leader’s perception of having a
moderate level of empowerment, sufficient access to information and a perceived high level
of formal power. The study confirms the need for robust theory development to support
and promote viable nursing leadership for the future (Cummings et al. 2008a). Additional
research is necessary to develop knowledge that will effectively underpin strategies to
inform the leadership practices of rural nurse leaders. Research that focuses on the concepts
of structural empowerment; access to opportunity, information, support, resources, formal
and informal power may provide specific results that may inform leadership practices.
Cultivating nurse leadership requires the development of a broad skill set that extends
beyond traditional hierarchical leadership structures and techniques. Structural
empowerment may be a tool for rural nurse leaders’ to use selectively to equip nurses to
continue to aim to deliver a high quality of patient care in rural health services and advocate
for rural communities to be adequately resourced.
Implications for Nursing Management
If rural nurse leaders understand the value of structural empowerment, potential
exists for the benefits of its application to filter through all levels of an organisation. This
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may assist with the process of formulating strategies to facilitate an open, honest and
responsive culture of patient safety, removing silos, departmental turf issues, and
professional territoriality in health care services.
With a wider perspective, rural nurse leaders need to develop and refine their current
capacity to represent the needs of smaller, geographically isolated health services through
engaging in active lobbying across professional bodies, industrial bodies and in the political
arena. The benefits that rural nurse leaders may have from having an understanding of the
concept of structural empowerment are plentiful. Opportunity exists to draw on the six
components as tools to enhance their ability to represent rural nursing in activities occurring
at regional, state and National level. Adopting an approach informed by structural
empowerment may see rural nurse leaders equipped with a greater sense of capability to
participate in health reform and a greater preparedness to lead rural nursing in the future.
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The third article was a scoping review undertaken to indicate the available literature
relating to contemporary issues in rural nursing leadership. Using an interpretative scoping
literature review methodological framework with an emphasis on thematic construction,
literature published between 2008 and 2012 was reviewed from five electronic databases
using the key words “rural”, “nursing” and “leadership. This approach established four
themes; expectations of rural nursing leadership, a highly educated workforce, competing
interests and partnering within rural healthcare systems. The content of the scoping review
may resonate with rural nurse leaders and encourage a greater awareness of their relevance
to leadership practices and assist with the development of context sensitive leadership
strategies to facilitate excellence in nursing care.

5.3

Identifying contemporary issues in rural nursing leadership: a
scoping review

Bish, M, Kenny, A, Nay, R 2012, ‘A scoping review identifying contemporary issues in
rural nursing leadership’ Journal of Nursing Scholarship, vol.44, pp.411-417.

ABSTRACT
Purpose: Rural nurse leaders on a global scale are being challenged to create
structures and processes to enable excellence in nursing care. The purpose of this scoping
review is to offer an indication of the available literature relating to contemporary issues in
rural nursing leadership. A review of contemporary issues facing rural nurse leaders is timely
to assist strategy development that will achieve the goal of excellence in nursing.
Organising Construct: An interpretative scoping literature review methodological
framework has been used with an emphasis on thematic construction.
Method: Literature published between 2008 and 2012 was reviewed from five
electronic databases using the key words “rural”, “nursing” and “leadership”.
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Findings: Four themes have been identified; expectations of rural nursing leadership,
a highly educated workforce, competing interests and partnering within rural healthcare
systems.
Conclusions: The content may resonate with rural nurse leaders and encourage a
greater awareness of their relevance to leadership practices.
Clinical relevance: The findings provide a greater awareness and understanding of
contemporary issues facing rural nurse leaders may assist with the development of context
sensitive leadership strategies to facilitate excellence in nursing care.
Key words: nursing, leadership, rural
Introduction
In an environment of prolonged health care reform, rural nurse leaders on a global
scale are being challenged to create structures and processes that will enable excellence in
nursing care (Buykx, Humphreys, Wakerman, Pashen 2010, Jain, Mukherji 2008, Pong,
DesMeules, Lagace 2009). To ensure that nurses remain at the forefront of health care, and
are capable of service delivery based on the best possible evidence the nursing profession
must continue to mature to build its research capacity and capability (Davis, Drey, Gould
2009) across practice issues, management and leadership (Newton 2009). In the rural
context, it is vital to have strong nursing leadership as the environment is characterised by
diversity and the complexity associated with the need to respond to a diverse range of
health problems across the lifespan encompassing acute care, emergency care and
management of chronic conditions (Perry Schoenfelder & Gaffney Valde 2009). The unique
nature of the rural practice environment requires nurses to manage dual relationships as
members of the community and the health service (Misener, MacLeod, Banks, Morton, Vogt,
Bentham 2008) and manage the complexities associated with medical relationships (Kenny,
Duckett 2004). In Australia rural nursing practice requires greater diversity of skills and

142

knowledge in an environment of scarce resources and minimal support structures (Lea,
Paliadelis, Sanderson, Thornberry 2008). Pressure exists for rural nurses to develop an
expanded scope of practice given the high likelihood of them being the only health
professional available in a rural community (Manahan, Lavoie 2008). This is extremely
challenging given rural nursing is characterised by professional isolation, inadequate
recruitment and retention, lack of professional development opportunities, varied skill mix
and increasing patient acuity (Paliadelis, Parmenter, Parker, Giles, Higgins 2012). A review
of contemporary issues that face rural nurse leaders is timely to assist in strategy
development that will ensure that rural nurses in leadership positions are prepared to
respond to health care reform and lead excellence in service delivery.
This review aims to be practically focused by isolating articles specific to the nursing
profession in the rural context. By providing an overview of current issues in contemporary
rural nursing it is contended that practitioners may find the summary nature useful and it
may reduce the sense of being overwhelmed by a plethora of literature that focuses on
leadership across the health sector. The use of scoping review methodology may develop
nurse leader’s perception of the value of this approach. Attempting to structure literature in
a way that is accessible for rural nurse leaders is of relevance given accomplished leaders are
characterised by consistent, thoughtful and systematic reading of professional literature that
guides measured strategic thinking and decision making (Fralic 2011).
Methodology
Scoping review methodologies are emerging in nursing as an approach to examine a
collection of literature in a single review (Davis, Drey, Gould 2009). Unlike systematic
reviews, that aim to answer a specific question from a narrow range of quality assessed
intervention studies, scoping reviews do not address precise intervention research questions
or measure the quality of the included studies. Instead, the goal is to scope a broad topic
and include a wide range of study designs (Fralic 2011). The content of this paper, using an
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established method, interpretative scoping literature review (Arksey, O’Malley 2007),
provides a depiction of the existing literature without quality assessment or extensive data
analysis (Armstrong, Hall, Doyle, Waters 2011) as they appear in the writings of scholars
working within the discipline of nursing. As the scoping review process requires analytical
reinterpretation of the literature (Davis, Drey, Gould 2009) the first five stages of the six
stage methodological framework developed by Arksey and O’Malley (2007) has been used
(refer to table 1) with an emphasis on thematic construction.
Framework stage

Brief description

1: Identifying the research

Research questions are broad on nature as they seek to provide

question

breadth of coverage

2: Identifying relevant

This stage involves identifying the relevant studies and developing a

studies

decision plan for where to search, which terms to use, which sources
are to be searched, time span and language.

3: Study selection

Study selection involves post hoc inclusion and exclusion criteria.
These criteria are based in the specifics of the research question and
on new familiarity with the subject matter through reading the
studies.

4: Charting the data

A data charting form is developed and used to extract data from each
study. A narrative review or descriptive analytical method is used to
extract contextual or process orientated information from each
study.

5: Collating, summarising

An analytic framework or thematic construction is used to provide an

and reporting results

overview of the breadth of the literature but not a synthesis. A
numerical analysis of the extent and nature of studies using tables
and charts is presented. A thematic analysis is then presented.

6: Consultation (optional)

Provides opportunities for consumer and stakeholder involvement to
suggest additional referenced and provide insights beyond those in
the literature.

(Arksey, O’Malley 2005:26).

Definitions and search strategies
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The purpose of this scoping review was to offer an indication of the major literature
relating to contemporary issues in rural nursing leadership. The research question was ‘what
are the major contemporary issues in rural nurse leadership?’ A literature search strategy
was formed with electronic databases as the initial source. A search for international
literature was conducted in five reference databases; CINAHL, Pro Quest Central, Expanded
Academic ASAP, Emerald Full Text and Medline with Boolean operators used as parameters.
The search was limited to citations from 2008-2012. The search terms were entered in the
following sequence; leadership, nursing, rural. The rationale being to embark on a contextsensitive, rather than a specific search, to ensure the selection was an accurate
representation of the volume of literature and to ensure irrelevant studies would be
discarded at the study selection phase. The second approach was hand searching of
reference lists to identify any additional articles. The final search strategy was to use Google
scholar using the established search terms.
Study selection
The electronic database search resulted in the retrieval of 255 articles. CINAHL [36],
Pro Quest Central [18], Expanded Academic ASAP [9], Emerald Full Text [145] and Medline
[34]. The hand searching process proved to be a cross referencing activity as no new articles
were identified given it was undertaken post the electronic search. With the same
parameters used, a search result of 3980 was attained via Google resulting in this selection
process being extremely time intensive and questionable in terms of value given 72 articles
were retrieved. Following the removal of duplicates, a review process by abstract was
undertaken where the exclusion and inclusion criteria were applied (table 2).
Table 2: Inclusion and exclusion criteria
Inclusion

Exclusion

Studies within time frame of 2008-2012.

Editorials and/or commentaries

Published in peer reviewed journals

Policy documents

Content focused on nursing leadership

Book reviews and/or letters to the editor
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Relevance of rural context established

Published in a language other than English

At least one Registered Nurse as an author

Articles that met the inclusion criteria were retrieved and a full text review
undertaken. CINAHL [16], Pro Quest Central [3], Expanded Academic ASAP [2], Emerald Full
Text [4] and Medline [2], Google Scholar [4]. This process resulted in the identification of 17
articles suitable for inclusion in this review.
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Charting, collating and summarising
To identify commonalities and themes, charting data based on the focus of the
scoping question was undertaken (Armstrong, Hall, Doyle, Waters 2011). As suggested by
Levac, Colquhoun and O’Brien (2010), a data charting form was developed to determine
which variables to extract that would assist with answering the research question. Data from
each publication included the authors, country of origin, date of publication, aim of the
publication, data collection methods, data analysis techniques and the main findings. The
results are reported as a narrative summation focusing on the most frequently identified
themes that emerged from the literature. Discussion has been undertaken to demonstrate
the relevance of the results in relation to the broader research, policy and practice context
to apply meaning (Levac, Colquhoun, O’Brien 2010).
Findings and Discussion
The results of this review are presented in direct response to the aim; to identify
contemporary issues in rural nurse leadership. Broad observations that have arisen from the
charting process are presented followed by the four main themes generated from the 17
articles; expectations of rural nursing leadership, a highly educated workforce, competing
interests and partnering within rural healthcare systems.
Broad observations of the literature
Contemporary issues in rural nurse leadership have been published internationally
with articles included originating from Canada, Australia, the United States of America,
Finland, New Zealand and the United Kingdom. Two distinct focuses across the literature
were clear; leadership with rural nursing as the context and rural nursing with leadership as
a secondary consideration. Issues in the first realm include leadership development
programs, leadership practices from the perspective of nursing staff and the role of
leadership in enabling better patient outcomes. In the instance that leadership was
encompassed as an element in broader discussion, content included an examination of the
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role and function of the rural nurse, research into the rural workforce, professional nursing
care and the identification of how legislative change has affected rural nursing practice. The
information was generated from various sectors including acute care, regional health
authorities, community care, aged care and administrators of small community hospitals.
Methodology varied with mixed method approaches, an ethnographic study,
quantitative cross-sectional study, descriptive studies and data collection methods varied
across the literature with a descriptive case study, focus groups, reflective journaling,
validated questionnaires, interviews, program evaluation, a scoping review and an
integrative review utilised. Studies encompassed into the review were largely unfunded with
two publications reporting on research funded by Government funding bodies.
Expectations of rural nursing leadership
Nurse leaders were referred to across the literature as those working as
administrators, clinical leaders, senior managers, Directors of Nursing and policy makers
(Jain, Mukherji 2008, Cummings, MacGregor, Davey, Lee, Wong, Lo, Muise, Stafford 2008,
Mills et al 2010, Marinelli-Poole et al 2011, Misener, MacLeod, Banks, Morton, Vogt,
Bentham 2008, Carter, Martin-Misener, Kilpatrick, Kaasalainen, Donald, Bryant-Lukosius,
Harbmam, Bourgeault, DiCenso 2010). Expectations of leadership by rural nurse leaders
from the perspective of staff, undergraduate students and nurse leaders themselves
featured. Expectations were broad and although cited often as a secondary issue in the
content of the articles it was clear that the rural nurse leader was expected to have desirable
attributes such as being an active listener (Misener et al 2008), a collaborator (Carter et al
2010), risk taker (Cater et al 2010), innovative (Cater et al 2010, Effken & Abbott 2009) and
be accessible (Misener, MacLeod, Banks, Morton, Vogt, Bentham 2008).
Persistent use of adjectives such as flexible, creative, educated and professional
indicated that the rural nursing workforce has expectations of those in a leadership position.
Depth in a rural nurse leaders attributes is desired with organisations and the nursing
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workforce seeking evidence of an authentic sustainable leadership approach (McSherry,
Pearce, Grimwood, McSherry 2012). Development of a leadership mindset as well as a
leadership skill set (Marinelli-Poole, McGilvray, Lynes 2011) was needed to demonstrate that
the transition from a professional clinical role to a leadership role had taken place.
Identification of the need to have future leaders equipped with a specific set of
competencies that will assist them in negating complex problems features across the
literature. Whilst expressed differently dependent upon the orientation of the article, a
consensus is clear; future nurses must undertake preparation that encompasses formal
education and the development of appropriate attitudes through social learning to become
effective leaders (Cummings et al 2010, Sorensen, Iedema, Severinsson 2008, Misener et al
2008, Carter et al 2010, McSherry, Pearce, Grimwood, McSherry 2012, Crethar, Phillips,
Brown 2011). One article focused on eight leadership competencies presented as a set of
expectations regarding the capacity of future nurse leaders. Essential nurse leader
competencies were; (i) a global perspective, (ii) technology skills, (iii) decision making skills,
(iv) ability to change organisational culture, (v) understanding and participating in political
processes, (vi) refined collaborative and team building skills, (vii) can balance authenticity
and performance expectations and (viii) being able to envision and proactively adapt to a
health care system characterised by rapid change and chaos (Huston 2008). Of equal
importance to competency development is the issue of accessibility (Misener et al 2008).
Consensus was clear that rural nurse leaders need to improve their availability, listen
and respond to staff concerns more effectively and seek out and value staff opinions
(Misener et al 2008). Regular access to nurse leaders is imperative to have a positive impact
on workplace culture which influences how individuals and teams perform (Crethar, Phillips,
Brown 2011). Improved accessibility may propel the likelihood of partnership between
clinician and leader that will ultimately result in better client outcomes (Marinelli-Poole
2011).
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A highly educated workforce
Organisational complexity and the need for astute clinical judgements are increasing,
requiring a highly educated nursing workforce to improve patient outcomes (Perry
Schoenfelder 2009). Nurse education, from undergraduate preparation to advanced practice
roles, consistently featured in the identified literature (Huston 2008, Mills et al 2010,
Sherman
, Schwarzkopf, Kiger 2012, Sorensen 2008, Misener et al 2008, Carter et al 2010, Crethar et
al 2011, Lea, Paliadelis, Sanderson, Thornberry 2008). The need to create educational
pathways specific to rural nurse practice is argued for strongly, with leadership development
identified as a key concept in educational preparation and ongoing professional
development for rural nurses. The importance of existing leadership for the successful
introduction and implementation of nursing roles that may have a greater scope of practice
(Carter 2010) was reiterated.
The diverse role of the rural nurse has precipitated the need for advanced nursing
practice. Necessity and community expectation to perform in an advanced role can
potentially result in rural nurses breaching legal boundaries and the sense of obligation
weighs heavily (Mills et al 2010). The implementation of endorsement of the nurse
practitioner role is a positive step for the rural nursing workforce. Advanced practice rural
nurses integrate education, research, management, leadership and consultation into their
clinical role (Mills et al 2010) ensuring nursing care is being delivered to rural communities in
accordance with current legislation. Concessions were made, however, in that the level of
self-awareness, autonomy and personal suitability required for such a role cannot
necessarily be learnt in a formal education setting and nurses should be afforded an
opportunity for this component of professional development to be undertaken in a practice
setting (Misener et al 2008).
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Competing interests
A rural nurse’s capacity to fulfil the role of leader is challenged by several competing
interests. Identified as a challenging era for healthcare, and specifically nursing, because of
complex issues such as inadequate funding, human resource shortages and the aging
population (Carter et al 2010), that create a difficult context, it is increasingly difficult for
nurse leaders to function in a mode other than reactive.
A competing interest for the rural nurse leader is the allocation of funding. With
financial management often being a responsibility of a nurse leader the issue of having to
prioritise supporting nursing advancements based on fund allocation, rather than merit is
noted. An example being the interplay between financial support required for an advanced
practice role and the support needed from many sources to substantiate the importance of
the role and associated funding requirements (Carter et al 2010).
The design of future collaborative care models for rural communities may pose
difficulties for the rural nurse leader. The historic involvement of nurses in face to face care
delivery is being challenged by the opportunities that accompany Health Information
Technology (HIT) enabled care (Effken & Abbott 2009). The maturation and emergence of
technologies such as telehealth, distributed e-learning and Electronic Health Record Systems
espouse being able to transform health care and diminish disparities between urban and
rural settings (Effken & Abbott 2009). An advantage of rural healthcare systems, from the
perspective of the consumer, is the likelihood of personalised care (Perry Schoenfelder &
Gaffney Valde 2009). To introduce healthcare information technology applications may be
met with resistance from the rural community and from the local workforce who lack
informatics competency (Effken & Abbott 2009). A partial solution to the shortage of
healthcare providers in rural communities, the implementation of HIT enabled care
management would require strong nursing leadership (Effken & Abbott 2009).
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Professional and personal boundary blurring posed competing interests for rural
nurses as concern regarding decreased anonymity and confidentiality (Manahan, Lavoie
2008) versus the maintenance of professional ethical standards can be problematic. The
high level of visibility (Manahan, Lavoie 2008) and potential for unrealistic community
service expectations (Misener et al 2008) warrant the need for potential leaders to be aware
of the need to establish personal and professional boundaries.
Partnering within rural healthcare systems
The rural setting has been referred to consistently in the literature as a challenging
working environment, with a distinct culture. Health related contexts are viewed as being
among the most complex in terms of organisational configuration and pose a number of
unique challenges with regard to leadership (Marinelli-Poole et al 2011). Partnering with
other disciplines features heavily, as in the rural context, interdisciplinary collaboration and
role flexibility often moves beyond being a stated goal to a necessity because of staff size
(Perry Schoenfelder et al 2009). This notion extends the amenability of a collaborative
interdisciplinary approach to care in the rural context as often staff in departments and
disciplines know each other well (Perry Schoenfelder et al 2009).
The development of interrelated strategies that nurses, educators, administrators,
funding agencies, and policy makers use to achieve excellence in the delivery of care are
more likely to be realised by combined actions that are underlined by a partnership
approach (Misener et al 2008, Effken & Abbott 2009). Partnering within rural healthcare is
imperative given challenges and solutions are often unique to the rural context (Paliadelis et
al 2012).
To further the aim of the nursing profession in repositioning itself as an equal partner
in health care, nurse leaders must work with nursing staff to develop constructive processes
through which they become accepted as equal team members. They must be capable of and
expected to articulate nursing assessments of patient status, collaborate to design
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workplace systems that are the foundation for positive patient outcomes, define and
evaluate nursing care in an interdisciplinary approach and represent nursing interests in
corporate decision making forums (Sorensen et al 2008). Nurses must be full partners with
physicians and other health care professionals in redesigning health care (Sherman,
Schwarzkopf, Kiger 2011). This is reiterated by the position that as stakeholders who serve
the community, nurses have a deep understanding of the culture, subcultures and informal
communication channels that are vital to sustaining rural programs (Effken & Abbott 2009).
The uniqueness of rural communities, cultures and workplaces demand nurses’ work with
individuals and communities to solve problems collaboratively within a spirit of partnership
(Misener et al 2008). The conduct of nurse leaders is no exception.
Conclusion
Expectations of rural nursing leadership indicated the need for astute, competent
leaders who are accessible to the local workforce. The need for a highly educated workforce
specific to the needs of rural communities was apparent with advanced practice roles
requiring advocacy by rural nurse leaders. Funding allocation and the development of
models of collaborative models are visible issues for the rural nurse leader to content with,
particularly in an environment that seeks collegial collaboration and the development of
formal partnerships to encourage a cohesive rural health workforce.
The content of this article is not to steer nurse leaders toward a narrow readership as
the authors recognise that scanning broad literature sees the identification of noteworthy
issues and trends in health care (Fralic 2011). More so, it aims to provide a beginning point
for a more comprehensive review of literature relating to rural nurse leadership. This is
warranted given rural clinicians who through a commitment to their profession and a
connection with their rural community deserve a supported pathway to enable them to lead
in purposive, insightful manner.
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Clinical resources
Global Nursing Leadership Toolkit. University of Washington. Centre for Health
Science Interprofessional Education, Research and Practice.
Collaborate.uw.edu/educators.../global-nursing-leadership-toolkit.htm...
Foundation of Nursing Leadership. www.nursingleadership.org.uk/
www.nursepoint.com.au
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To investigate how the identification of issues in the scoping review and the findings
of the two previous phases of research impact on nurse leadership being fostered in rural
hospitals, a third phase of research was undertaken. The fourth article outlines the
processes and results of a participatory action research study undertaken to identify issues
that may impact on strategies to foster nurse leadership in rural hospitals. Five Directors of
Nursing from rural regions of Victoria, Australia participated. The group activities involved
discussion and analysis of previous research, a review of current literature and critical
reflection of the leadership performance of their organisation. The analysis identified five
key themes; dispel the myths, adopt big picture thinking, connect with colleagues, reflect on
your own conduct and create organisational buy-in. It is essential to have an awareness of
contextual challenges, an understanding of the importance of your own conduct as a visible
leader and the need for effective communication to inform the development of strategies
that may be used to foster nurse leadership in rural hospitals. The platform to discuss and
critically analyse leadership saw a group consensus that affirmed the need for any approach
to leadership development must take the rural context into account.

5.4

Using participatory action research to foster nurse leadership in
Australian rural hospitals

Bish, M, Kenny, A, Nay, R 2012, ‘Using participatory action research to foster nurse
leadership in Australian rural hospitals’, Nursing and Health Sciences Article first published
online: 11 MAR 2013 DOI: 10.1111/nhs.12030

Abstract
This study outlines the processes and results of a participatory action research study
undertaken to identify issues that may impact on strategies to foster nurse leadership in
rural hospitals. Five Directors of Nursing from rural regions of Victoria, Australia participated.
The group activities involved discussion and analysis of previous research, a review of
current literature and critical reflection of the leadership performance of their organisation.
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The analysis identified five key themes; dispel the myths, adopt big picture thinking, connect
with colleagues, reflect on your own conduct and create organisational buy-in. It is essential
to have an awareness of contextual challenges, an understanding of the importance of your
own conduct as a visible leader and the need for effective communication to inform the
development of strategies that may be used to foster nurse leadership in rural hospitals.
The platform to discuss and critically analyse leadership saw a group consensus that affirmed
the need for any approach to nursing leadership must be tailored to the individual
healthcare organisation.
Keywords
leadership, nursing, participatory action research, rural,
Introduction
Nursing has been espoused as a profession central to continuing health care reform
aimed at transforming health care systems to provide seamless, affordable, accessible
quality care that leads to improved health outcomes (Fehr 2011a). To demonstrate that
nurses are industry leaders, capable of driving reform, nurses at all levels must be more
assertive, vocal and visible (Barkers 2011). This stance reiterates the need for strong nursing
leadership.
Literature Review
Leadership is promoted as an essential component of the nursing profession. It
continues to receive attention from government, policy makers, researchers, organisational
managers and clinicians (Kean & Haycock-Stuart 2011). Knowledge on how leadership can be
best developed continues to remain elusive (Howieson & Thiagarajah 2011).
Without questioning the importance of leadership, researchers indicate that formal
qualifications in leadership are rarely required for employment in a healthcare management
role (Nilsson & Furaker 2012). A strong theoretical underpinning is important, however, not
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all leadership knowledge can be learned via formal education (Nilsson & Furaker 2012).
Several issues impact on nursing leadership development. The most prominent being:
workplace experience, life experience, developing emotional awareness, self confidence and
the ability to adapt to situations in daily work as they present (Nilsson & Furaker 2012). The
identification of issues that may influence leadership development is imperative. Such
foundational knowledge may be useful to create a pathway to develop nurses to lead in
manner suited to the uniqueness of their workplace.
In Australia, rural nursing practice requires a greater diversity of skills and knowledge.
This is due to the likelihood that they may be the only immediate health professional
available (Manahan & Lavoie 2008) to respond to diverse community needs including
emergency care and managing chronic conditions (Perry Schoenfelder & Gaffney Valde
2009). This is perpetuated working in an environment of scarce resources and limited
support (Lea et al 2008). International rural nursing research reiterates the impact of this
position as the profession contends with changing scope of practice, health workforce
maldistribution and a reduction in healthcare infrastructure (Carter et al 2010).
Study aim
This aim of the participatory action research group was to bring together rural nurse
leaders to;
Consider issues for nursing leadership in the rural context
Identify issues that may impact on strategies to foster nurse leadership in rural
hospitals
Method
Participatory action research (PAR) is a process that aims to simultaneously bring
about change in organisational practices and increase the understanding of social function
through researchers and organisational members working together to change and reflect
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upon practice (Ragsdell 2009:568). It is an emancipatory research approach, where the
relationships among participants are egalitarian rather than hierarchical (Somerville &
Brown-Sica 2011: 671). PAR takes place in cycles and it is important to report on each cycle
and regard each cycle as an element that is using action as a way of studying change (Reil
2010). Regarded as a methodology that requires the researcher to become immersed in the
process, this problem solving approach represents a significant investment of time and
emotional energies of both the researcher and research participants (Pease 2009, p. 25).
In this study, the practicality of the process was designed to ensure that the results and
insights gained from the research are of theoretical importance to advance knowledge in the
field, but would also lead to practical improvements during and after the research process
(Zuber-Skerritt 1992).
Sampling
Purposive sampling was used to identify rural Directors of Nursing living in Victoria to
participate in this study. The rationale being that a group of ‘experts’ could draw on their
shared knowledge and experience to explore the study focus (Coghlan Brannick & Ebrary
2005). The role of Director of Nursing in a rural hospital is diverse. It includes the ability to
manage business complexities of patient care operations, budget management, multileveled
communications, being a repository of institutional and patient care knowledge,
management of professional and non professional staff and activities designed to influence
the retention, job satisfaction and development of nurses (McLarty & McCartney 2009). In
this study the inclusion criteria for participants required them to be working in a rural health
service at the level of Director of Nursing and speak fluent English.
An introductory letter was sent to seventeen potential participants describing the
project, why they were identified as a potential participant, the purpose of the study, the
level of involvement, and details of ethics approval. Five Directors of Nursing working in rural
Victoria agreed to participate.
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Ethical Approval
The study was approved by the La Trobe University Human Research Ethics
committee. Each participant signed a consent form and confidentiality was assured.
Data collection
This study reflects key participatory action research elements as it provided
practitioners with the opportunity to learn through critical (and self critical) collaborative
inquiry processes that encourage self-evaluation and engage in participatory problem
solving. This model sees participants identify and quantify problems, to then devise effective
solutions, which in the process develops critical thinking and problem solving skills,
advancing their professional development (Zuber-Skerritt 1992). To ensure that the group
had a clear sense of purpose and direction a thematic meeting schedule was used. This
schedule was informed by prior research findings and developed in consultation with the
research supervisor experienced in action research methodology. The concept of a thematic
meeting was a technique used by the primary researcher to make sure participants were
clear on key areas for discussion, the areas covered included: empowerment, authentic self,
formal power and informal power. Promoted as an important component of the process was
the need to read background papers that focused on emotional intelligence, empowerment,
staff perceptions of leadership and the impact of leadership on performance, critique
previous research and discuss with colleagues issues and concepts that arose in the
meetings. In PAR evidence may be provided through personal views and feedback from all
participants that has been informed by multiple data sources (Zuber-Skerritt & Fletcher
2007, p. 431). Despite fulfilment of the process not being formally tested, evidence came
through discussion whereby participants would refer to literature provided or recount
conversations held in the workplace. All meetings were digitally recorded and transcribed
verbatim.
Data analysis

162

Data analysis was undertaken using a literal approach which focuses on the exact use
of language (Welsh 2002). Transcriptions were imported into NVivo10© with text coding
undertaken to facilitate an accurate and transparent analytical process (Welsh 2002). Labels
used for coding categories were revised as the researchers knowledge of the data evolved.
The five themes presented were the final categories. Acknowledging that NVivo10© is a
tool, the quality of the results remained dependent on the researcher’s reflections on the
data (Singh & Jones 2007). Memos, coded data and detailed summaries were considered
together to extract themes.
Participants agreed that their activity would focus on the identification of issues
impacting on leadership to support future professional development planning to result in an
increase in nursing staffs leadership capacity (Koch & Kralik 2006).
Results
Five themes were identified as: dispel the myths, adopt big picture thinking, connect
with colleagues, reflect on your own conduct and create organisational buy-in. Each of the
five participants contributed to every group discussion, however, the quotes included to
explain the corresponding theme were selected according to the richness of the data.
Dispel the myths
A prominent theme that resonated with all members of the group was the need for
rural nurses to change current perceptions about a lack of nursing leadership and the profile
of the rural nurse leader. The persistent notion of a lack of nursing leadership in rural
Australia was challenged by group members:
We have nursing leaders’, we keep going on about shortages and that we don’t have
nursing leadership, its complete rubbish, we do. We have got to stop the rhetoric about
not having good leaders and say yes we have got great nursing leaders…I have
interacted with some incredible nurse leaders….amazingly committed women who are
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incredibly strong, who have got opinions and ideas and lead their workforces positively.
P1

A lack of accuracy in the portrayal of the role of contemporary rural nurse leaders was
voiced as an issue that affected credibility and respect from nurses, allied health
professionals, medical practitioners and the wider community:
Previously nurses floated to the top of their jobs through attrition, through length of
time in the organisation and the Director of Nursing controlled everything. Now is a
different time with nurse leaders who have different backgrounds, a different set of
experiences and a different set of expectations. Working with organisational
developmental specialists have taught them about their current role and what they
have missed out on in their learning, coming up through a clinical role. What we are
seeing now is nurse business managers functioning at a really high level. P2

The myth that participants felt remained embedded in the culture of rural
communities was the notion of nurses as caregivers with little else to offer. Regarded as an
archaic viewpoint, participants expressed the need for a shift to take place at the community
level of the understanding of rural nurses’ practice. It was projected that education and
promotion of the current role of the nurse was essential to elevate the public’s perception of
the profession as one capable of leading health care reform.
Adopt big picture thinking
The need for all rural nurse leaders to have the ability to bring global and national
issues of nursing into the daily reality of the rural nursing workforce was expressed. It is
imperative for rural nurses to understand the role of the nursing profession in a larger
context to affirm a sense of purpose for their own contributions:
It is really interesting when you start talking about health reform or specific things with
unit managers because realistically at their level they are also the ones running around
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in all of the white noise and they don’t even know what health reform is! When we start
talking about it, where it is going, this is what it is looking like in other States, it’s really
interesting to bring those bigger picture discussions into your discussions with those
around and underneath you.P2

Concessions were made with recognition of how difficult this may be:
The thing I find with my current role is that I’m so busy with the day to day
management of the organisation, that it is really difficult to think about where nursing is
going. I don’t have the head space because there is so much white noise going on. P2

However, this does not detract from the need to have a greater understanding of
nursing and improving awareness, even to the level of global activity:
I do get concerned about being in Australia; we are so far away from the rest of the
world. We are very Australia centric and I don’t think there is much discussion around
comparing what we are doing in health reform with the rest of the world. What is going
on in the UK, Canada and America, it is reported but unless you go out actively looking
for it, it doesn’t get to the average nurse. P3

Connect with colleagues
The experiences that participants’ referred to over the duration of the study
reiterated the need for rural nurse leaders to have the ability to connect with their
colleagues in a manner born out of professional respect. The two main areas that were
evident were the need to continue to diminish the rural urban divide and the development
of collegial relationships with those outside of nursing.
Essential to the development of collegial relationships is the need for an
understanding from their urban counterparts of the differences in responsibilities and core
business that exist at the same level of nursing leadership:
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I think to be fair to the metro DONs [Directors of Nursing] they all have enormous jobs
but they don’t get the opportunity to see what we see or to get involved as we do, they
don’t understand what we see and I think they have a vision of what we do but I don’t
think they understand at all, the complexities of what we do. Maybe that’s why we are a
little bit more critical about our careers because we see an awful lot of many things that
they would not have to deal with. P2

Despite this, participants did agree that the historical divide is dissipating:
The competitiveness is diminishing, there is much more of a sense of collaboration than
there ever used to be. I think that change is in leadership dynamic and change from
command and control to more modern styles. P1

In addition to the need to connect with other nurse leaders, participants identified the
need to develop strong working relationships with key stakeholders in rural health service
delivery. There was recognition that the strategic aims of the organisation would be best
served by a cohesive leadership team:
We have a senior integrated leadership team that is not concentrated on the nurse
leaders but more broadly includes; the environmental services people, human
resources manager, the physiotherapist, the infection control manager, people who we
would consider as being middle management across the whole organisation. P3

Reflect on your own conduct
Over the course of the study, it was observed by the participants that the need to
have the ability to reflect on your own conduct was essential to ensure your leadership
approach evolves to have the desired effect at an organisational level but also in a way that
will result in professional satisfaction:
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You do have to be courageous, you do have to be bold, you have to be creative and
innovative, you have to be tenacious and a good communicator…you have to have a
good understanding of yourself P3.

The link between the importance of self knowledge in relation to leadership was
established with one participant reflecting:
I think you have to have a good understanding of how you lead because how do you
help others learn if you are not clear on how you do things yourself? P4

Of interest was the notion that self reflection should encompass the image projected
to colleagues:
There is an image expectation, you have got to look like you can own the power that
comes with being a leader and control it too. P2

The consensus of the group was that rural nurse leaders need to be equipped with the
ability to reflect on their conduct as an essential element of personal and professional
development.
Create organisational ‘buy-in’
It was acknowledged by participants that rural nurse leaders must adopt several
strategies to meet designated responsibilities. The notion that staff across several key
departments, nursing, human resources, finance must be ‘on board’ featured heavily across
discussions. This led to the recognition that for success to occur rural nurse leaders must
have the ability to create organisational buy-in. Organisational buy-in was a concept that
focused on the need for management to support the workforce to take ownership of new
concepts being introduced into their workplace. The first step to creating a culture that is
working collectively to meet performance expectations centres on leadership preferences:
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You can use a deconstructionist way of viewing leadership and draw out all of the
elements and focus on them but each element is interdependent and we as leaders
need to look at how people want to be managed and we need to respect that and work
with that. P1

In support of this position was speculation regarding staff preferences:
Staff want to be led in a modern way, they want a more viable leadership style, they
want participation, they want decision making and we now have to grapple with that. P1

However, the practicality of this process was raised:
Everyone is different and we are also working with different levels of managers so you
can’t put them all in the one box, it’s about teaching them and empowering them with
what decisions they can make and what they need to communicate with because we
don’t work in a black and white industry.P2

An extension from the establishment of a leadership style was decisions regarding
information dissemination that would assist with staff ownership and participation of
strategic plans. Identification of staff key to this process was acknowledged:
There are opinion leaders in the organisation that don’t have any formal power at all yet
they are enormously influential.P5

Rural nurse leaders need to be strategic with their communication processes to
ensure that they use the formal and informal networks to their advantage in achieving
identified goals:
I look at senior nurses through to enrolled nurses who have informal power and I target
them in terms of engaging with them so if I want something done and change made I
can get the influential people to filter through the rest of the staff. P3

Discussion
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The participatory action group expressed the view that there are enough nurse
leaders in the rural workforce and the challenge lies in fostering leadership among rural
nurses to improve the understanding of the way that rural nurses can and do impact on the
evolving health care system. This may encompass actively serving on advisory boards,
collaborating with leaders from other health professions and leading decision making on
policies designed to advance health systems and improve patient care (Fehr 2011b). As a
parallel process to individual nurses being proactive, the nursing profession must continue to
overcome the strong history of oppressive behaviour to ensure that medical dominance,
gender imbalance at the executive level and unequal power relations (Hutchinson et al,
2006) do not thwart the potential influence that nursing can have in leading health service
delivery. Participants reflected on the need to develop a skill set that could be drawn on
when presented with situations that may require conflict resolution or to strongly advocate
for nursing staff issues. Key to this argument is the need to increase the capacity of nurses as
leaders and the importance of commencing this process in undergraduate preparation.
Leadership development in nursing must be a shared responsibility that sees
collaboration across clinical and academic arenas to secure the recognition and influence
required to increase leadership capacity (Casey et al 2011). In each tertiary education
institution, it remains the responsibility of the institutional leaders’, the faculty and quality
assurance processes to ensure that in the planning of a degree programme the learning
objectives are updated and correspond to the needs of working life (Kettunen 2010). The
need for nursing leadership continues to be espoused (Brody et al, 2012, Edmonstone
2011), yet the level of inclusion of leadership into undergraduate programs may be regarded
as ad hoc and anecdotally regarded by participants in this study as nothing more substantial
than a token gesture. Sweeping criticisms of undergraduate nursing curriculum focused on
the need to improve the graduate nurse’s preparedness to enter the rural workforce with a
skill set that equips them to respond to professional issues beyond direct patient care. This
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should not deter rural nurse leaders from continuing to focus on the creation of a culture
that will foster nurse leadership, but more so, ensure that strategic planning encompasses
the needs of junior staff.
Networking with universities and regional hospitals to access education material on
leadership in a remote manner may promote rural nurses to engage in professional
development (Newhouse et al, 2011). This may be an avenue to develop leadership across
all levels of the rural nursing workforce. The need for the nursing profession to build a
collective sense of power is inextricably linked to the pursuit of strong nurse leadership. This
would be progressed by organisational support for nurses to engage in quality and safety
initiatives and promoted by association with recognised professional organisations. In
particular, the provision of professional development, sharing of resources, formal and
informal networking would be appropriate (Newhouse et al, 2011). The acknowledgement of
the need to work with their metropolitan counterparts demonstrated the rural nurse leaders
understanding of the importance of developing productive partnerships. To ensure that rural
nurse leaders can effectively contribute to such activities, attention must be paid to their
own professional abilities.
An integral part of the development of rural nurse leadership capacity is to develop
the research awareness of present rural nurse leaders. Opportunities for research skills
training may propel the creation of a skilled nursing workforce capable of advancing quality
research. With the public’s high regard for the profession, combined with nurses’ education
and skills (Daley 2012), nurses need to have confidence in the influence they can have on the
future direction of health services in rural communities. An important element of this
confidence is the relationship that nurses have with their leader. Nursing staff are clear on
the qualities they prefer of a nurse leader; honest, visible, approachable and having a vision
(Kean & Haycock-Stuart 2011). This was affirmed by participants in this study who
acknowledge the need to be an effective communicator, innovative and creative in their
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leadership approach. In addition, to fostering positive relationships is the need for the nurse
leader to have an understanding of key issues that feature in rural nursing practice.
Describing rural nursing as a generalist practice across the lifespan that has a focus on
health promotion, illness prevention, diagnosis, treatment of illness and injury as well as oncall responsibilities (Misener et al, 2008), highlights the complexities of nursing in a rural or
remote community. The addition of challenges that are created by geography, workforce
shortages, increased patient acuity and minimal support structures (Paliadelis et al, 2012)
reiterates the need to invest in the skills of nurses working in such circumstances.
The success of an action research study should not only be judged on the magnitude
of change achieved or the immediate implementation of solutions. Of equal importance is
what has been learnt from participating in the process (Meyer 2000, p. 180).
Limitations
A potential limitation identified in PAR is a lack of time for participants to share
knowledge with workplace colleagues in between meetings. To minimise the likelihood of
this, meetings were scheduled at a minimum of 8 weeks apart to provide participants with
time to engage in discussions.
Conclusion
This study provided participants of the participatory action research group with a
platform to discuss and critically analyse a concept that is their core business, leadership. As
co-researchers in a participatory action research project, Directors of Nursing identified
issues to serve as the basis for the development of strategies that may be used to foster
nurse leadership in rural hospitals. The process has resulted in a cohort of knowledgeable,
confident current nurse leaders, who as research aware professionals have the capacity to
influence and espouse the benefits of integrating research that involves critical reflection.
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To ensure relevance and success in application, strategy development to strengthen
nurse leadership must be informed by the underlying issues. Nurses’ knowledge and
expertise in rural health care delivery can be fostered and promoted by strong leadership
and as a parallel process position the profession to assume a major role in health care
reform. Given the key role that nurses play in the delivery of rural health service, those
within the profession and the broader community stand to benefit from a profession that is
actively looking to improve nurse leadership in a manner that is informed by research
findings. The challenge that presents itself to the nurses involved is to continue the
momentum created by this study.
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5.5

Summary
The content of these four publications highlights the importance of rural nurse leaders

being able to demonstrate a level of preparedness to lead healthcare delivery in a manner
that is contextual, confident and connected to the needs of their local community.
Undertaking three phases of research and the scoping review has generated discussion
centred on four key issues: the importance of investing in education to nurture current and
future nurse leaders; encompassing leadership development into rural nurses career
planning; the need to recognise how rural culture may impact on rural nurse leadership and
the role of the rural hospital in fostering nurse leadership. The following chapter will
synthesise and consider these issues.
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CHAPTER 6: Discussion to inform recommendations
The need for good leadership has spurned an entire industry of educators, education,
researchers and consultants. There is a plethora of literature that details leadership theories,
styles, qualities, definitions, skills, development programs and a multitude of other activities
that are freely accessible to health professionals. However, despite this, little consideration
has been given to how nurse leadership can be fostered in rural hospitals. Nurse leaders are
being challenged to manage change and lead staff in a prolonged period of health reform.
They are expected to project a greater presence of the profession, have regard for the
broader issues in healthcare, and be capable to meet the demands for quality care by
utilising available resources. The ability of nurse leaders to meet these expectations
reiterates the importance of investing in their professional development.

6.1

Nurturing nurse leaders through education
This study affirmed that the opportunity to undertake professional development,

whether formal tertiary education, online self education or industry delivered education
impacts on the level of capacity that a nurse has to contribute to rural healthcare delivery.
Nurse education in Australia has undergone reform, with the transfer of education from an
apprentice style hospital based model to a university degree (Chan 2002). The transfer of
nurse education to the higher education sector was completed in 1993. The current profile
of the nursing workforce has individuals who were educated via the traditional hospital
based model, those qualified through the vocational and educational training sector and
those who have attended university.
The socialisation of nurses that takes place through the educational preparation
experience significantly hampers nurses’ perception of their capacity to lead. During the
change from hospital based preparation to education in the higher education sector there
was internal resistance by some nurses to educational reform that was born from a concern
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about the cost of education and the impact on resources. However, the reality was a fear of
graduate nurses overtaking senior nurses’ positions and existing nurse leaders being
frightened of change in the long standing unequal power dynamic that nursing has with the
medical profession (Chan 2002). Prior to the transition of nursing education into the higher
education sector a reliance on passive and dependant behaviours manifested as nurses
being willing to be subservient to medicine. This significantly hampered the evolvement of
nursing and resulted in a reputation as a passive profession (Chan 2002). This position
limited the effectiveness of nursing leadership and was perceived as a barrier to advancing
the profession across clinical, political and educational arenas. Transferring the preparation
of nurses to the tertiary education system has undoubtedly advanced the recognition of
nursing as a profession. More tertiary educated nurses are prepared to challenge the ideas,
traditions and hierarchies of nursing succession (McKee, D’Eon, Trinder 2013). However, the
quest for recognition as a leading healthcare profession that can contribute beyond the
bedside continues.
Despite past history, a strong sense of professional commitment and openness to
initiatives that will propel nurses’ identity as a profession capable of leading is evident. The
recent amalgamation of two leading professional groups, The College of Nursing (NSW) and
the Royal College of Nursing (national), to be the Australian College of Nursing is indicative
of the need to have representation at the highest levels of government with a clear sense of
purpose and a greater presence in the health care industry. The unification of the post
graduate education services of the College of Nursing, with the policy and lobbying functions
of the Royal College of Nursing Australia, is aimed at strengthening the visibility and voice of
nursing (Belardi 2011). To have professionals that can identify with, and support the ethos of
peak professional organisations is essential. This study highlighted the need for rural nurse
leaders to have the ability to bring global and national issues of nursing into the daily reality
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of the rural nursing workforce. Rural nurses need to understand the role of the nursing
profession in the larger context to affirm a sense of purpose for their own contributions.
The improved stability of Australian nursing by this development has been enhanced
by the national agreement between the Royal College of Nursing, Australia and the
Australian Nursing Federation, a union organisation with a strong industrial focus (Foley
2008). The collaborative arrangement is supported by an action plan of agreed items
developed jointly to achieve outcomes on issues of critical importance to the profession in
Australia. Reviewed at two yearly intervals, and now into the sixth year of collaboration, the
governing bodies of each organization see merit in the two organizations, as the peak
national nursing groups in Australia, working together and demonstrating unity on
professional issues to the nursing community, to the healthcare sector in general, and to
governments (Foley 2008). This model of collaboration serves to support the development of
nurse leaders, with joint work undertaken including position statements on research and
education, as well as written submissions and representation on key national policy issues
within Australia including nurse education (Foley 2008). In addition, the National Rural and
Remote Health Workforce Innovation and Reform Strategy will identify key innovations and
reforms to support health professionals to use the skills they have developed in their
education and training to reach their full potential (hwa.gov.au 2013). Therein lies the
debate for rural nurse leaders; has leadership curriculum been adequately included in their
educational preparation to allow rural nurses to reach their leadership potential? This study
suggests that an initial investment in leadership skill development is essential but cannot be
regarded as the sole approach to foster nurse leadership. Rural nurses must develop the
confidence to resolve conflict, strongly advocate for nursing staff and lead decision making
on policies designed to improve service delivery.
It has long been acknowledged that to promote leadership development of nurses,
preparation must start early (Chan 2002, Cook 2001a). In undergraduate education, core

180

curricula and the teaching and learning strategies used must be designed to foster
independent thinking, critical reflective practice and assertiveness. It is important that
nurses have preparation for leadership during their education to prepare them to have
greater understanding and control of events that may occur during work situations (Moiden
2002). In Australia, it is asserted that nurses enter the workforce with leadership capabilities,
and as graduate nurses’ act autonomously and develop a professional vision that aligns with
organisational goals (Hendricks, Cope, Harris 2010). Discussions in the participatory action
research phase of this study, saw rural nurse leaders debate the value of a single leadership
subject in the final year of undergraduate nursing courses. The consensus was that students
cannot be prepared for leadership in a semester. They would be better served by a
curriculum that has the concepts of leadership infused across the entire program. The
integration of leadership practices throughout undergraduate programs provides students
with foundational leadership knowledge and skills, which can then be nurtured and
developed in practice (Hendricks et al 2010). The participatory action research group
acknowledged the importance of leadership development commencing in the
preregistration phase of nurses education but stressed that nurses must be given
opportunities to continue to develop leadership capacity irrespective of where they are in
their career trajectory.
Current leadership training and development that takes place in the health sector
for employees arguably produces individuals focused on tasks, timelines, performance,
results, outputs, and deliverables (Swearingen 2009). This position is echoed in the findings
of all three phases of this study with concerns about rural nurse’s opportunity, support and
resources to engage in meaningful professional development. Given social, political, and
economic imperatives, organisations must be restructured from linear, mechanistic and
ordered, to non-linear, holistic and all-inclusive (Jain & Mukherji 2008, p. 450) with a clear
mandate that invests in the capacity of staff through continuing education.
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There is no doubt that contemporary health care demands a person centred
approach, with a focus on values and ethical standards (Jain & Mukherji 2008, p. 450). The
findings of this study support this approach through the identification of the need for
empowerment, the importance of nurses’ self-knowledge and a connectedness to the rural
community. A leader must draw on all skills to ensure growth, combine business acumen
with a people focused approach, and drive actions grounded in humanism and ethical
practices (Cummings et al. 2008, Swearingen 2009). Ownership of the professional
development process is inherent for rural nurse leaders to participate in leadership
development in a manner that will improve their capacity. A conscious decision to commit to
self-investment through education can be reconciled by the individual if it is in the context of
an established career plan.

6.2

Ownership of the career trajectory
The ultimate definition of success in a profession involves not only achieving a

satisfying career, but also leaving a lasting legacy for others to follow (Shirey 2009, p. 400).
Career planning in nursing requires flexibility, a long-term focus, and a keen understanding
of personal value. Through increasing individual nurses sense of clarity, regarding their
professional purpose, there will be greater success in crafting a career that is meaningful,
purpose driven and has a greater professional impact (Cooper & Cottrell 2010, p. 15). The
first phase of research in this study raised the issue of situational factors impacting on career
choices as the rural context often saw nurses taking positions that needed to be filled as
opposed to purposefully seeking roles. Acquiring a position due to circumstance was a
common occurrence for rural nurses participating in the first phase of this study, however, it
is important to note that when accepting a position they approached it with a sense of
obligation.
Using a planning model to assist in career planning, offers a starting point toward
translating knowledge, experience, and passion into action at each stage of a career (Shirey
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2009, p. 400). This process may involve developing a professional purpose statement that
articulates a vision and scope for one’s career, providing focus and clarity about professional
direction (Cooper & Cottrell 2010). By knowing where you want to head in your career, you
are certainly more likely to wind up there (Cooper & Cottrell 2010). Like all things of value,
achieving an extraordinary career requires significant investment in time, effort, focus,
emotional energy, and personal sacrifice (Citrin & Smith 2003). In direct contrast, a
participant in the first phase of this research reflected on the various positions held that
encompassed clinical practice, research and management, and proposed that decisions
regarding career were not always purposive or planned. The nurse concluded that career
planning is a myth as often careers find you rather than you finding them. This perspective
implies that presenting opportunities have a large role in choices that are made throughout
a nurse’s career. The strong emphasis on recruitment and retention of a rural nursing
workforce suggests that the Australian governments are not prepared to leave the
composition of an educated, capable, responsive workforce to chance. Organisations are
encouraged to develop formalised career paths for aspiring nurse leaders to assume
leadership positions as it ensures continuity of leadership when staff turnover occurs and
makes good business sense (Sherman et al. 2007, Swearingen 2009).
Realising the potential in opportunities, may move individuals to accept a lateral
position that offers the ability to learn a complementary skill set or to explore a new position
that allows individuals to showcase their talents (Shirey 2009, p. 397). Concern does exist
regarding nurses awareness of their potential career options (McGillis Hall 2008, p. 213) with
a lack of knowledge regarding the types of work they could do in the future and the
education and training needed for career advancement. This concern may be addressed in
part by the integration of focused career planning and development related to facilitating
and individualising nurses’ own career trajectory and leadership potential (McGillis Hall
2008, p. 213). The level of investment made by an organisation with respect to individuals’
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career planning must also be increased to support the process. The third phase of research
in this study discussed the value of informal mentoring for rural nurses but participants did
not confirm that their respective workplaces had formal processes in place to assist with
career planning.

It has been suggested that a lack of organisational practices such as succession
planning, mentoring and strategic management development in the health care industry is
evidence of a lack of career planning for individual professionals (Boucher 2005). Evident in
recent research (McGillis Hall 2008, p. 213) is the realisation that involvement in educational
programs stimulates nurses to begin to develop a long term vision for their career (McGillis
Hall 2008, p. 213). What is not clarified is whether the concept of leadership is captured in
their vision. Clearly defined pathways for leadership development are essential to encourage
lifelong reflection and learning that directly impacts on health care quality (Patterson,
Henderson & Trivella 2010, p. 82).
Conceptualising a career within the framework of phases and stages is helpful in
understanding the crucial elements needed to maximise developmental milestones at each
career stage (Shirey 2009, p. 395). At no point throughout the three phases of this study did
any participant indicate that they had undergone a structured career planning process.
Career success is a complex goal that is not easily achieved and one that requires an
understanding of more subtle professional transitions (Duchscher 2008). Table 10 is a
summation of professional strategies that nurses may implement at each of the three career
stages.
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Table 12: Career phases and stages: related timeline, value propositions, challenges and milestones
Career phase

Phase 1: Promise

Phase 2: Momentum

Phase 3: Harvest

Career stage

Early

Middle

Later

Timeline based on

Graduate nurse to 10

11 -29 years

Prime: 30-40 years

experience

years

Value of human

High perceived

Mixed perceived

Mixed perceived

capital

potential value

potential value;

potential value;

sustainability requires

sustainability

continuous learning

requires reinvention

and growing

for renewed

Legacy: >40 years

potential value
Low actual experiential

High experiential value

value

High experiential
value; may decline
with perceived
obsolescence, yet
remains high through
continued growth
and professional
differentiation

Challenges

Reality overload

Possibility of career

Potential for career

Need to make wise

progression either into

divergence based on

early career choices

a pattern of stagnation

multiple factors

Long term implications

or pattern of

Success requires not

of this phase are

significance

only depth of

underestimated

Requires commitment

knowledge but also

to lifelong learning

savvyness and
adaptability

Milestones

Socialisation in the

Further building of

Elevating mastery to

registered nurse role

confidence in one’s

sage practice for

Building knowledge,

competence

advancing the

skills, abilities,

Developing experience,

profession

credentials and

gaining mastery,

Positioning as

education base

establishing a

professional

Gaining exposure to a

professional track

statesperson and

variety of experiences

record

establishing a legacy

Identifying strengths

Finding voice through

and building

aligning strengths with

confidence

passion

Positioning for the
future

(Shirey 2009, p. 395)
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If a professional does not have a leadership development plan in place, and is not able
to see their career progression, they are less likely to be engaged (Pace 2010, p. 18). A
compounding difficulty is that nurses are not routinely socialised into effective leadership
practices early in their career, but rather they are added on at a later stage according to
organisational need (Patterson, Henderson & Trivella 2010, p. 78). This was affirmed by the
first and third phases of this study with participants confirming that they had received
professional development focusing on leadership once appointed to management positions
that have leadership expectations in the position description.
Given the migration of nurses to rural communities to accept senior nursing
positions (Prior et al 2010), a key component of the career planning process for this cohort
of nurses is attaining a clear understanding of rural culture.

6.3

Rural nurse leaders: capital for rural communities
Functioning rural communities have been identified for well over two decades as

being essential for the social, environmental and economic wellbeing of Australia (Australian
Catholic Social Welfare Commission 1998). In this discussion, communities are regions with
boundaries that correspond to the service area of the local hospital, not towns (Findholt
2009 p.377). In order for rural communities to be sustainable, public health and health care
policies that are orientated specifically to the rural context must be created and regularly
reviewed (Kulig, Nahachewsky, Thomlinson, MacLeod, Curran 2004). In light of the social,
economic and human contributions that may be lost if communities have services
withdrawn (Prior et al 2010), nurses residing and working in rural locations must continue to
lobby for services that will meet the need of the community. For longevity, the approach
must be informed by the culture of the local community, to create a tailored health service
plan that respects the idiosyncrasies that accompany residing in that particular rural
community given it is a community’s culture that provides a uniqueness that differentiates it
from all other communities (Wanda George 2010). This perspective is supported at a
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national level with the release of the National Strategic Framework for Rural and Remote
Health. This framework directed at decision and policy makers at national, state and
territory levels promotes a national approach to policy, planning, design and delivery of
health services in rural and remote communities (Commonwealth of Australia 2012).
This is of particular importance with the extended fragile state of rural Australian
communities. Transformations in the use of technology, volatile commodity markets and
environmental concerns, are further compounded by stress associated with urban centric
social and economic policies. The removal of many vital services and businesses, including
hospitals (McIntosh, Stayner, Carrington, Rolley, Scott, Sorensen 2008), has led to questions
regarding rural communities’ long-term prospects. Sustainability of the economic, social and
cultural spheres of rural life underpins contemporary approaches to rural community
development (Herbert-Cheshire 2000). The importance of rural nurse leaders having an
understanding of each of these components cannot be underestimated.
Rural nurses are in a unique position to assist with developing health services within
their communities because of their intimate knowledge of their communities and their
position as informal community leaders (Kulig et al 2004, Scharff 2010). It is not unusual for
them to take on the role of mediator for their communities when negotiating with
bureaucrats (Prior et al 2010). Experienced rural nurses often act as the translator of local
culture, guides to the politics of nursing and are responsible for cultivating staff (Mills et al.
201 p.35). It was acknowledged by participants in the first and third stages of this study that
the leadership expectations of nurse leaders, from the perspective of a rural community,
extend beyond the scope of the hospital and encompasses a broader community
development agenda. This exemplifies how leadership in rural communities, by the rural
nurse, often occurs by default with the foregone conclusion that the nurse leader is capable
of investing into the community in a constructive way. It was argued by participants in the
participatory action research group that to gain the trust, respect and support of the
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community, rural nurses leaders must understand the key issues that influence that
community. This is a foundational process that must be undertaken in order to contribute to
the communities’ development.
The ideology behind current approaches to rural development is based upon notions
of individual and community responsibility, self-help and `bottom-up’ techniques which
mobilise the skills and resources of the local community and consequently `empower’
community members to resist the imposing structures of government programs (HerbertCheshire 2000). Critical for developing and maintaining resilience in rural communities are
institutions that ensure the physical and mental health and wellbeing of individuals
(McIntosh et al. 2008). Health services have a large impact on community development and
rural culture as the physical service location provides a social arena for communication,
interaction or a focal point for community capacity building efforts (Prior et al 2010).
Investment in the infrastructure of hospitals impacts upon community members’ quality of
life, self-development, supports healthy life choices, and promotes a sense of belonging
(McIntosh et al. 2008). Rural nurses can assist positive improvement in the local population’s
health as nurses’ first-hand knowledge and experience with community members on
respective health issues can assist with the identification of needs (Kulig et al 2004).
Nurses working in rural communities must lead in a manner that reflects
consideration of the culture of their local community. Health workers in rural and remote
communities experience a different way of living from urban counterparts (HWA 2011) and
require sound judgement and wisdom derived from critical refection on professional and
personal experiences. Having an emotional maturity that will enable rural nurse leaders to
develop relationships that are productive and mutually elevating is an imperative (Duignan
2002). This investigation affirmed that the existing rural nursing workforce has contextual
knowledge and expertise to inform future approaches to recruitment and retention, assist
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with nurses transitioning into the rural setting and lead staff in a manner that encourages a
higher level of organisational commitment. Leaders who have to make choices in paradoxical
situations that are not uncommon in rural health service require creative, intuitive
frameworks based on in-depth understandings of human nature and the ethical, moral and
even spiritual dimensions inherent in human interaction and choice (Duignan 2002). To lead
in a manner that upholds the communities’ values will provide administrative and clinical
staff the autonomy to develop and implement approaches to care that support the needs of
members of the rural communities seeking care (Peltzer & Teel 2012). Essential to this
approach, is support of the rural nurse leader’s employees. Rural hospitals must prioritise
the development of nurse leaders to ensure there is a suitable cohort of staff that are able
to respond to the health needs of their local community.
The notion of developing leaders in health care organisations is an unrelenting
dilemma that has attracted attention for over a decade (Mecklenburg 2001). The demand
for strong leadership is understandable given the circumstance of constant, rapid change
within a worldwide health industry worth an estimated 1.7 trillion dollars (Smith et al. 2005).
Specific work force needs ebb and flow, depending on economics, demographics, and
technology, while the need to develop new skills among workers and cultivate the next
generation of leaders in health and healthcare remains constant (Morjikian 2005, p. 431).
Combining workforce need with workforce mal-distribution, specific to rural and regional
Australia, suggests that registered nurses who are capable of leading an organisation in the
rural context will always be in high demand. It is in the interests of the viability of rural
hospitals to invest in the capacity of leadership within the organisation through the nursing
workforce.
Desirable environments create structural conditions that increase job effectiveness
(Pearson et al. 2007, Coomber & Barriball 2007) and enable nurse leaders to become
confident in their decision making. Having an awareness of issues that impact on leadership
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is vital for success. For rural nurse leaders this includes the political landscape impacting on
rural service provision and resourcing (Davies 2009), and the ability to participate in
enhanced governance and management of rural health service delivery (Wakerman et al.
2009). The National Strategic Framework for Rural and Remote Health supports this position
by recognising that the Commonwealth, States and Territory Governments all have a role in
providing policy leadership, development of support tools and incentives, and monitoring
the performance and quality of the health system (Commonwealth of Australia 2012,
p51).The suggestion that patterns of leading are intricately woven with the quality of life of
an organisation (Vander Woude 2007, p. 223) supports the idea that ownership for
leadership should not lie solely with an organisation or the individual, but be a collaborative
effort.
As leadership approaches, that focus on emergent strategy and interdependent
decision making (Martin 2007, p. 4) are becoming more common place, the administration
of rural hospitals must implement governing processes that will facilitate nurse leaders to
engage with key stakeholders at suitable forums to advance the agenda of rural healthcare
delivery. Whilst reactive changes to the management of health care provision is underway in
Australia, exemplified by the extensive restructuring of governing health care registration
authorities, healthcare organisations continue to remain in danger of falling into a leadership
void. Australian rural workforce shortages have long been acknowledged (Buykx et al. 2010),
with resources allocated toward recruitment and retention of staff with a direct clinical role
(Veitch & Battye 2008). However, urgent attention must now be given to address the future
development and sustainability of nurse leaders. Much can be learnt from current nurse
leaders, with researchers arguing that nurses in senior leadership roles have a responsibility
to assess current leadership talent, define the needs for the future and develop strategies
for succession planning (McGillis Hall 2008, Sherman et al. 2007). There is a need for urgent
action to delay the departure of current executives, whilst making a long term effort to
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attract, develop and groom younger professionals to be the future leaders (Besheer & Ricci
2010, p. 47). This change to the structure of the nursing workforce requires an intentional,
transitional approach to ensure that future leadership capacity is developed. Participants in
the third phase of the study discussed the need for succession planning and acknowledged
the profile of their nursing staff as being open to mentorship in preparation for a visible
leadership position.
Health sector leaders must consider that multiple generations in the workplace may
impinge on multilateral approaches to dealing with issues (Dwyer 2009, p. 102). A
generation has been defined as an “identifiable group that shares birth years, age location
and significant life events at critical development stages” (Kupperschmidt 2000, p. 66).
Human resource specialists, managers and researchers have become increasingly interested
in how to manage and work with individuals from differing generations in the workplace
(Cennamo & Gardner 2008, p. 891). It is important to acknowledge that the interest has
been based on the assumption that each generation has significant difference in their
professional goals, expectations and values (Cennamo & Gardner 2008, p. 891).
The sociological profile of the next generation of leaders is relevant to fostering
leadership. It has been acknowledged that the strategies used to retain older executives will
not groom leaders of the future. Generations X and Y whose birth date ranges are 1965-79
and 1980-95, respectively have markedly different attitudes and values (Besheer & Ricci
2010). Generation X has life defining events that include the evolution and
institutionalisation of the women’s rights movement, with an emphasis on cultural
differences, the energy crisis and the initial introduction of personal computers (Zemke
Raines & Filipczak 2000). Stereotypically, Generation X individuals are not loyal to the
workplace and do not seek a lifelong position, but rather, have a self-perception as
independent contractors or free agents. The generation X group want intensive and
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immediate training, but also seek assurance that they will have a functional work-life
balance (Besheer & Ricci 2010).
In direct contrast, Generation Y individuals have a mentality that seeks instant
reward, recognition and feedback (Besheer & Ricci 2010). The first generation born into a
technologically based world, this generation has been defined by an increase in high school
violence, terrorist acts, government scandals, and an increase of diversity including ethic,
linguistic, non-traditional families and sexual alignments (Dwyer 2009, p. 104). Arrival of this
generation in the workplace has seen a change in perspective in process management
(Dwyer 2009). They want to know why, as well as what they are expected to do. They want
to contribute their own ideas and input and want to see how their work contributes to the
success of the organisation (Besheer & Ricci 2010, p. 45).
The importance of the generational profile of the health workforce, and the
implication that this has for leadership renewal, is that it should be encompassed into
leadership development planning. Health care organisations must take a proactive approach
to the generation of opportunity to increase leadership capacity. Once leadership
knowledge and skills have been defined, specific to an organisation, avenues and strategies
for accessing potential leaders may then be established (Sherrod 2006). Younger, middle
aged and older professionals share common work responsibilities, however, their personal
values, approaches to work duties, communication styles, language and perceptions of each
other may differ greatly (Dwyer 2009, p. 102). Understanding generational differences may
be useful when determining how to approach leadership development in a health care
organisation.
There is a need for new leadership models that are more appropriate for
contemporary health care delivery, given the increased complexity asked of nurse leaders.
Challenges facing leaders have greater potential strategic impact, extend beyond individual
capabilities and are resistant to traditional solutions (Martin 2007). Recognising the need for
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effective leadership education within healthcare systems, increasing numbers of formal
leadership development programs are being created (Zakariasen Zakariasen Victoroff &
Karegyeya 2008). Health care organisations, however, do not have to proceed independently
in implementing leadership development initiatives. Partnerships with rural and regional
campuses of Australian universities that foster collaboration creation, development and
delivery of research based leadership activity have the potential to be established. The issue
of how to structure opportunities to really learn and develop expertise in leadership is a
practical concern for organisations, given management learning principles that focus on the
importance of learning and development outside a classroom (Chapman 2000). However,
the advancements in tertiary education, flexible delivery modes, may combat such issues.
If Victorian rural hospitals are to ensure that there are quality nurse leaders in the
future, succession planning must be a feature in any strategic planning undertaken by each
organisation’s governance. It is imperative that policy development and implementation
that will support the recruitment, development and retention of potential nurse leaders is
deliberate and systematic. The career development of current and potential rural nurse
leaders should be viewed as the joint responsibility of the individual and their organisation
of employment. To demonstrate commitment to this process, rural hospital governance
must review the role responsibilities and the availability of administrative support for nurse
leaders, to ensure that they are adequately resourced. In environments that are conducive
to strong leadership, nurses are valued in their roles based on the contribution they make to
client care and organisational productivity. Supportive environments position leaders with
the power necessary to do what they believe needs to be done to create a positive clinical
environment (Pearson et al. 2007). Nurse leadership must be broader than it has been
traditionally to ensure that nursing practice fits within the wider sense of health care, with
nursing issues addressed in a political, social, policy and economic context (Swearingen
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2009). In rural areas, nurses account for the largest component of the health workforce and
must be equipped with leadership knowledge and skills to lead reform at a service level.
In healthcare organisations, there is a need for vision and broad lateral thinking,
particularly in rural settings. Nurse leaders are positioned to enliven a collective sense of
nursing that sustains a professional connection to the patient. This can inform practice and
guides the contribution and involvement of nurses in their values and beliefs, amidst
pervasive organisational change (Manojilovich 2005, Searle Leach 2005, Squires 2001,
Upenieks 2002). It is argued (Vander Woude 2007), that in a fast paced professional
environment, that is agenda driven and result orientated, nurse leaders need to build
capacity to slow down and engage in more meaningful dialogue that draws on collective
intelligence. This propels new ways of thinking and new images to inform current actions.
Nursing needs leaders able to convey openness, humility, courage and passion, truly present
to the joys and struggles of community and understanding that through messiness and
uncertainty riches held within and between will emerge (Vander Woude 2007, p. 223). To be
able to do so effectively, rural hospitals must prioritise the development of nurses’
leadership capacity and create a work environment that values their contributions.
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CHAPTER 7: Recommendations supported by Kanter’s structural theory
of power in organizations as a theoretical underpinning
The nursing profession is suffering a crisis of confidence which is thwarting the
advancement of rural nursing leadership. Rural nurses must undergo a critical re-evaluation
of their position relative to rural healthcare delivery. The urgency for nurses to establish a
profile capable of leading health reform begins with a commitment to improving leadership
capacity. Initiatives to foster rural nurse leadership must be considered within the context of
the rural practice environment, have the support of those in formal leadership roles and
attract resources to enable professional development. Most importantly, rural nurse leaders
must be informed by the culture of their rural community.

7.1

Presentation of recommendations developed from the study
Each stage of research in this study has contributed to a greater understanding of

rural nurse leadership. The findings produced are timely and relevant. To translate the
findings into the practice setting, policy, education and research the following
recommendations have been developed. The recommendations are heavily influenced by
the recognition that nurses make up the majority of the health workforce in rural and
remote Australia and that strong leadership, governance, transparency and accountability is
a goal of the current national strategic framework for rural and remote health.

7.1.1 Recommendations for the practice setting
The benefit of developing a formalised career path for aspiring nurse leaders to
assume senior leadership positions is that it demonstrates professional commitment,
ensures continuity of leadership when vacancies occur and makes good business sense
(Sherman et al. 2007, p. 93). The identification of issues such as connectedness, situational
factors and consideration of the rural nurse leaders’ career trajectory in the first phase of
research has relevance to future decisions made that will engage rural nurse leadership
effectively.
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Recommendation 1: Nursing executives instigate the development of an individualised,
formalised career path with aspiring nurse leaders to work toward senior leadership
positions in rural hospitals.

Leadership development programs that are based on experiential learning are being
utilised successfully to improve workplace culture within the Australian health care sector
(Crethar, Phillips, Brown 2011); however, a program that has the primary objective of
improving rural nurse leadership capabilities is needed. The first phase of research
recognised that a commitment to embed leadership development within the rural nursing
workforce is vital. Strategic planning used to guide organisational growth can provide a
structure for leadership development to be infused across core business areas.
Recommendation 2: Rural Victorian hospitals (and those who see the findings of this
research transferrable to their setting) establish a professional development model that
encompasses rural service priorities, organisational culture and the importance of personal
qualities in developing rural nurse leadership capacity.

The rural nursing workforce is challenged by the inconsistent availability of support
and resources to enable them to deal with the diverse nature of their role (Hunsberger,
Baumann, Blythe, Crea 2009). It remains the responsibility of employers to provide nurses
with the resources to undertake activities that will inform their future practice (Francis &
Mills 2011). The second phase of research suggested that cultivating rural nurse leadership
requires the development of a broad skill set that extends beyond traditional hierarchical
leadership structures and techniques. Rural nurse leaders need to have access to
professional development in a manner that is not constrained by finance, human resource
shortages or geographical location. The scoping review completed within the study
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identified the allocation of funding as a challenge for rural nurse leaders in fulfilling their
role. The issue of having to prioritise supporting nursing advancement based on funding
allocation rather than merit was apparent.
Recommendation 3: Targeted funding is allocated to break down barriers to continuing
professional development to afford rural nurses the opportunity to develop their leadership
capacity.

7.1.2 Recommendations for policy
The successful recruitment and retention of nurses in the rural health workforce has
been significantly impacted by minimal educational opportunities, workplace dissatisfaction
and limited clinical career pathways (Francis & Mills 2011). The lack of data on the decisions,
practice experiences and career planning has resulted in a lack of evidence required to
support policy and workforce planning (Huntington et al 2012). The first phase of research
suggests that rural nurse leadership entails having an intricate understanding of context and
an awareness of the capital available. To cultivate the next generation of rural nurse leaders,
current knowledge of workforce ebbs and flows need to be reliable and accessible.
Recommendation 4: Rural nursing workforce data be collected and systematically and
regularly analysed to inform policy.
Research indicates that a strong attraction to working in rural hospitals is the feeling
of being connected to the community (Hunsberger, Baumann, Blythe, Crea 2009). Providing
rural nurses with an opportunity to draw on their inherent knowledge of rural communities
will increase the capacity of the rural nursing workforce to lead rural healthcare reform. The
findings of the third phase of research identified the need for all rural nurse leaders to bring
global and national issues of nursing into the daily reality of the rural nursing workforce.
Participants in the study expressed that it is imperative for rural nurses to understand the
role of the nursing profession in a larger context to affirm a sense of purpose for their own
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contributions. The challenge for rural nurse leaders is engage in activities that will increase
the impact that rural nurses have on the evolving healthcare system.
Recommendation 5: The rural nursing workforce actively seeks to be represented in health
policy development activities occurring at local, state and national level.

7.1.3 Recommendations for education
It has been anticipated that undergraduate nursing students exposed to rural and
remote nurses may be more inclined to embark on a career in the rural sector and would
have an increased level of preparedness to deal with the environment as beginning
practitioners (Mills, Lennon & Francis 2006). Preparation for becoming part of the rural
health workforce should involve more than education and clinical training with potential
benefits seen in facilitating a more personal preparation to ensure they are prepared for
rural life (HWA 2011). The specific needs of the rural and remote Australian healthcare
workforce must be considered from the outset of their careers and they need to be
educated with the context of their prospective future work environment in mind (HWA
2011). Rich discussion in the third phase of research centred on the need for nurse
education to be viewed as a shared responsibility that sees collaboration across clinical and
academic arenas.
Recommendation 6: There be investment in collaborative education models between rural
health services and universities with rural campuses to promote the situational preparation
of nurses entering the rural workforce.
Nursing education program accreditation standards specify an expectation for the
inclusion of leadership content into undergraduate nurse preparation courses, however, the
approach remains at the discretion of the university. The current approach to leadership
development for nurses preparing to enter the workforce is non-committal as evidenced by
the delivery of leadership programs currently offered as an extracurricular option
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(Hendricks, Cope & Harris 2010). Participants in the third phase of research stressed the
importance of commencing the development of nurses’ leadership skills and knowledge in
undergraduate preparation. Sweeping criticisms of undergraduate nursing curriculum
focused on the need to improve the graduate nurse’s preparedness to enter the rural
nursing workforce with a skill set that equips them to respond to professional issues beyond
direct patient care.
Recommendation7: The leadership content in the curriculum of the Bachelor of Nursing (or
however titled) offered by Australian universities (and those who see this rationale as
transferrable to their setting) be increased to support graduates preparedness to lead in
rural practice.

7.1.4 Recommendations for research
Nurses in rural locations have limited time to research or gather evidence (Koschel
et al 2012). Rural hospitals must commit to improving research capacity to be able to meet
the requirement for evidence based practice. The scoping review undertaken in the study
reiterated that for excellence in rural healthcare delivery to occur, knowledge that embraces
the challenges and solutions that are unique to the rural context is generated.

Rural nurses

who through a commitment to their profession and a connection with their rural community
need access to sound information that can enable them to lead healthcare delivery in an
insightful way.
Recommendation 8: Rural health services create and support research opportunities in the
practice environment to advance nursing knowledge in a context sensitive manner.
The second phase of research suggested that structural empowerment by nurse
leaders working in rural hospitals may assist in the process of formulating strategies to
facilitate an open, honest and responsive culture of patient safety, removing silos,
departmental turf issues and professional territoriality. Opportunity exists for rural nurse
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leaders to draw on the six components of structural empowerment as tools to enhance their
ability to represent rural nursing in activities occurring at regional, state and national level.
Recommendation 9: A study should be undertaken to determine if the application of
Kanter’s theory of structural empowerment may enhance the practice of rural nurse leaders.
It is recognised that the formulation of recommendations alone will not improve the
current situation. To support rural healthcare services in successful implementation of one
or more of the recommendations, it is essential to provide a reference point that will guide
the process. Kanter’s theory of structural power (1979) provides the theoretical
underpinning necessary to embed the processes to foster nurse leadership into the culture
of rural healthcare services in a purposive, rigorous way.
Kanter’s structural theory of power in organisations was borne out of ethnographic
research undertaken in a large corporation in industrial America in the 1970s with the intent
of understanding the ways of organising work to improve quality and effectiveness (Kanter
1977, Kanter 1993). Several of the constructs within the theory resonate with findings from
the phases of research in this study and establish key areas of knowledge that need to be
understood to foster rural nurse leadership. Application of Kanter’s theory must be informed
by the contextual understanding of the rural working environment to ensure successful
recommendation implementation.

7.2

An introduction to the theory
Kanter’s theory of structural power rose to prominence through the seminal text

Men and Women of the Corporation (Kanter 1977). Kanter’s intention was to offer a
theoretical account of how consciousness and behaviour are formed by positions in
organisations, and how men and women are products of their circumstances (Kanter 1977,
Kanter 1993). The intention was to give organisational decision makers and policy planners a
theory to understand human dilemmas of ways of organising work to improve the quality of
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work life and organisational effectiveness (Kanter 1977, Kanter 1993). Kanter was motivated
by her involvement in the women’s movement to seek understanding of the fate of women
as well as men in organisations. She was disappointed by the reductionist thrust in one
intellectual wing of the movement which often fell back on “women are different”
arguments (Kanter 1977, Kanter 1993). Reductionist views indicated that it was important
that women reach more organisational and leadership posts so society would be more
accurately represented. This concerned Kanter as her evolving theory held that as long as
organisations remained the same, merely replacing men with women would not make a
difference (Kanter 1977, Kanter 1993). Kanter offered an alternative and her structural
theory of power in organisations is presented in Figure 15.
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Figure 14: Relationship concepts on Kanters (1979) Structural Theory of Power in Organizations
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According to Kanter's theory, power is derived from formal and informal sources.
Formal power is found in jobs that are visible and central to the purpose of the organization
and is enhanced when jobs are flexible and allow employees to exercise creativity and
discretionary decision-making. Informal power is derived from the development of effective
relationships and communication conduits with sponsors, peers, subordinates and crossfunctional groups both within and outside the organisation (Kanter 1993). These alliances
provide informal sources of power that enable individuals to get the cooperation they need
to get things done (Kanter 1993). Kanter maintained that the individual with a high degree of
access to formal and informal power has increased access to opportunity and power through
the organisational structure (Laschinger 2008). Her theory states that individuals with power
and opportunity are empowered, happy and productive at work and contribute to activities
that address the organisational goals (Kanter 1979).
Kanter (1993) described three organisational structures that influence work
behaviours in organizations: power, opportunity, and proportions. Power stems from three
sources: information, support and resources and is determined by gaining information early
in the decision making process, having substantial input, and having authority to approve or
disapprove of the process. Sources of support convey the power to exercise judgement and
implement change without having to go through a multilayered process. The structure of
opportunity relates to job conditions that provide individuals with opportunities to advance
within the organization and to advance their knowledge and skills. Kanter maintained that
opportunity is a key influence on employee work satisfaction and productivity. The structure
of proportions refers to the social composition of peer clusters (eg. sex, race) (Kanter 1993).
Resources, when regarded as a structure with influence, work by informing a leader’s
capacity to exercise power outward and to import money, equipment and supplies. The
structure of proportion denotes the social arrangement of people who share the same
general situation. It is a quantitative measure of how many people represent the common
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group versus the minority. People who are represented in higher proportions will find it
easier to gain credibility; they are more likely to join informal networks, to be sponsored by
higher status organisation members, endure less stress, move up in their hierarchical
structure and be perceived as more accurate (Kanter 1993).
To be empowered, employees need to access knowledge and information necessary
to carry out their jobs (Kanter 1979). This includes information directly related to their work
on an individual level, as well as information about the organization as an entity. Support for
individuals may result from feedback and guidance received from superiors, peers, and
subordinates. Access to resources for employees infers that there is an ability to obtain
material, money, and rewards required to achieve the demands of the job.
The creation of workplace conditions that foster a sense of empowerment is
important to the wellbeing and retention of nurse leaders working in rural health services
and the future of rural hospitals, as employee empowerment has been recognised as a vital
contributor to organisational success (Baird & Wang 2008). It is of interest that the rationale
provided for advocating empowerment often appears to be primarily for the benefit of the
organisation, by getting more out of the employee through increased productivity and
efficiency (Alimo-Metcalfe 2010, p. 645).
Kanter (1993) maintains that work environments that provide access to information,
resources, support and the opportunity to learn and develop are empowering. In such an
environment, employees are encouraged by management to act on their expertise and
judgement and accordingly they are able to accomplish their work successfully. As a
consequence of empowerment, employees are more committed to their organisation, have
higher levels of trust in management, are more accountable for their work and are less likely
to experience job strain. The structures within organisations that Kanter (1993) believes are
particularly important to the growth of empowerment are; having access to information,
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receiving support, having access to resources necessary to do the job and having the
opportunity to learn and grow.
Whilst Kanter has supported her position, a level of scepticism is apparent as AlimoMetcalfe (2010, p. 645) suggests;
Empowered individuals are being seen by many proposing modern leadership models as
“recipients of power” rather than “sharers of power”. Not only do the imbalances of
power remain, since it is still in the power to remove the gift, but the individuals
empowered become more accountable for the disappointments and failures which
previously were regarded as responsibilities of their manager, Empowerment therefore
smacks of old-style autocratic management, but “dressed up” in a warm, humanitarian
model.

It is important to acknowledge that whilst the concept of empowerment is regarded in
this investigation, as a key component in Kanter’s theory, it is a complex construct that is not
immune to scrutiny. Perhaps it is the notion of ‘empowerment’ being that one empowers
another which is the issue. What is required is transformational leadership that creates a
space and provides the support which enables individuals to make choices and grow their
own career without the dependency empowerment suggests.

7.3

Nursing, leadership and Kanter
Considerable support for the validity of Kanter's theory has been established in the

nursing profession. Perceptions of empowerment of both staff nurses and nurse leaders
have been examined in a variety of organisations, ranging from large acute care teaching
facilities to small community hospitals (Laschinger 1996). Several nursing studies (Armstrong
& Laschinger 2006, Chiok 2001, Laschinger & Finegan 2005, Laschinger et al. 2001,
Laschinger Purdy & Almost 2007) have linked Kanter’s concept of empowerment to
important organisational outcomes within the nursing population such as job autonomy,
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participation in organisational decision making, perceived control over nursing practice, job
satisfaction and lower levels of burnout.
Nursing leadership roles have been transformed as a result of dramatic changes
within healthcare in the past decade, yet research on the nature of nurse leaders work life in
current work environments is limited (Laschinger Purdy & Almost 2007). According to Kanter
(1993) the mandate of management is to create conditions for work effectiveness by
ensuring that employees have access to the information, support and resource necessary to
accomplish work and that they are provided with ongoing opportunities for employee
development. Numerous studies (Chiok 2001, Davies, Laschinger & Andrusyszyn 2006,
DeCicco, Laschinger & Kerr 2006, Finegan & Laschinger 2001, Laschinger Purdy & Almost
2007) have linked Kanter’s notion of structural empowerment to issues relevant to
management that focus on organisational attitudes and behaviours including; job
satisfaction, job control, organisational justice and to occupational health variables such as
job strain and burnout.
The distinctive attributes of the healthcare environment make nursing leadership
demanding and complex, which requires critical thinking skills, varied expertise and
knowledge and extraordinary interpersonal capabilities (Upenieks 2002). Nurse leaders
need to know how to balance budgets while assessing the competitive environment
(political and economic forces that influence delivery of patient care) and to have a clear
understanding of the demands placed on the bedside nurse (Upenieks 2002). Empowered
leaders also have the ability to empower other. When nurses perceive their leaders to be
confident and have influence in the organisation they are more likely to feel empowered
themselves (Laschinger Purdy & Almost 2007). Although Kanter (1993) provides a guide for
creating effective work environments, her approach requires a transformation in the role of
leaders. Leaders have traditionally managed through control. Kanter’s approach requires
leaders to focus less on control and more on the coordination, integration and facilitation of
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nurse’s work. Empowered leaders are more likely to empower others and encourage
teamwork in pursuit of organisational goals. Empowered leaders also serve as positive role
models for their staff. Empowering work environments are crucial for retaining leaders and
for the composition of the future nursing workforce. Nurses are not likely to aspire to
leadership roles if their current leader appears stressed and dissatisfied with the role.
Empowerment theories have the potential to be used to guide improvements in the nurse
leader work environments to ensure that there will be an incentive for of skilled leaders to
fill roles critical to the success of healthcare organisations and the patients that they cater
for. As nurses recover from the impact of repeated downsizing, leaders must seek ways to
regain trust by ensuing that structures exist to allow accomplishment of meaningful goals
(Laschinger Purdy & Almost 2007).
Certain organisational environments are more conducive than others in influencing
leadership success. These cultures provide nurse executives with structural conditions that
increase job effectiveness (Upenieks 2002). In these settings, nurse leaders become
confident in their decision making and gain control over the implementation and results of
their decisions. They are valued in their roles, based on the contribution they make to
patient care and organisation productivity. These leaders are respected throughout the
hospital and are given power at executive level to do what they feel needs to be done to
create a positive clinical environment. Accordingly, these leaders can meet the challenges
they confront in today’s demanding healthcare environment (Upenieks 2002). There is a
need for a framework that will facilitate the development of such an environment. For rural
healthcare services, that framework may be an adapted version of Kanter’s theory. The
rationale being that the crux of Kanter’s theory is that the structural aspects of the job
(organisational environment and culture, hospital setting) shape a leader’s effectiveness on
the job (Kanter 1979). Kanter’s theory postulates that leader empowerment evolves from
both formal and informal power systems of the organisation. To reiterate, formal power
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derives from jobs that provide recognition and are relevant to key organisational goals
whereas informal power, which comes from relationships and alliances with people in the
organisation is an important mediator of formal power (Kanter 1993). A nurse leader must
develop relationships with a variety of people and groups within the organisation to
maximise job empowerment. Leaders with formal and informal power are in a position to
access empowerment structures that enable them to accomplish their work successfully.
This is supported by studies testing Kanter’s theory (Armstrong & Laschinger 2006,
Laschinger & Finegan 2005, Laschinger et al. 1999) indicating that empowerment is
significantly related to organisational commitment, work satisfaction and management
leadership style. Nurse leaders given power through access to information and resources
and are provided with organisational support for nursing needs and opportunity produce
positive gains in their work setting and can spread their influences over the nurses they
lead/manage. This leads to increased role effectiveness and staff satisfaction. Compounding
the benefits is the suggestion made by Laschinger, Purdy, Almost (2007) in their
investigations being; nurse leaders who perceived they had access to empowerment factors
experienced less emotional exhaustion and more dedication to organisational goals.
Research drawing on testing Kanter’s theory in hospital settings indicates that
clinical nurses prefer to work with leaders they perceive as powerful, suggesting that these
leaders may be more empowering, influential and effectual in getting others to perform
(Laschinger Purdy & Almost 2007). At the other end of the spectrum, clinical nurses who saw
their leaders as powerless felt that these leaders were bossy and that they created an
unproductive and rules-minded environment. They saw them as ineffective and unable to
empower their staff. Overall, nurses report being less satisfied when working with
controlling leaders (Laschinger Purdy & Almost 2007). The results of this study support the
structures of Kanter’s theory of organisational behaviour. Of the nurse leaders interviewed,
88% validated that access to information, opportunity and resources in the work
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environment produced a climate for leadership effectiveness and that access to these work
empowerment structures created a supportive and productive climate and enhanced the
success and worth of the nurse leader (Laschinger Purdy & Almost 2007). The leaders
perceived that a nurse leader with informal and formal power, access to information and
resources and given the opportunity to grow from new challenges would be effective in their
position. This nurse leader in turn would empower clinical staff by sharing resources of
power and opportunity thereby enhancing nurses’ effectiveness. The relevance of these
findings to Kanter’s theory suggest that to influence empowerment, nurse leaders must
examine ways of transforming formal authority from a controller to a facilitator.
Participatory management, shared governance, decentralisation, and the development of
autonomous work units are integral to a supportive and opportunity driven environment
(Laschinger Purdy & Almost 2007). It is reasonable to expect that nurse leaders who work
and feel confident within the power structures and relationships and thus empower their
staff will achieve better nursing and patient outcomes.
Empowerment has been found to be associated with nurses’ perceptions of
autonomy and control over their practice environments, linking empowerment to five
aspects of Magnet hospital nursing settings: nurse participation in hospital affairs; nursing
foundations for quality care; nurse leader ability; leadership; support of nurses and resource
adequacy (Armstrong & Laschinger 2006). In an exploratory study, strong relationships were
identified between structural empowerment and Magnet hospital characteristics and also
between these variables and perceptions of patient safety culture within the unit. These
relationships are consistent with the hypothesis that access to structural empowerment
factors and characteristics of Magnet hospitals are attributes of hospitals that have a strong
culture of safety (Armstrong & Laschinger 2006). This suggests that healthcare organisations
that provide nurses with high levels of access to information, support and resources are also
organisations that exhibit high levels of Magnet hospital characteristics The results also
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suggest that organisations in which nurses are empowered to practice their profession
optimally are organisations that optimise conditions for providing safe patient care
(Armstrong & Laschinger 2006). To create and sustain a culture of safety including nonhierarchical communication and decision-making strategies would encompass empowering
all members of the health care team to participate in decisions that affect their work
processes as well as empowering them to engage in constrained improvisation to
immediately address patient safety issues as they arise (Armstrong & Laschinger 2006).
Fostering such an environment, would require breakdown of silos, departmental turf issues,
and professional territoriality in the healthcare system(Armstrong & Laschinger 2006).
Transcripts from the first data collection stage attest to this issue being visible in rural health
service delivery. To advocate for safe patient care, nursing and physician leaders should seek
to reduce and remove real and perceived divisions among patient care professionals
(Armstrong & Laschinger 2006). Organisational cultures in which persons are intimidated or
discouraged from speaking out must be transformed. By ensuring that all members of the
health care team are empowered and respected advocates for patient safety, political and
senior healthcare organisation leaders can facilitate an open, honest and responsive culture
of patient safety (Armstrong & Laschinger 2006). By ensuring that work environments
provide access to the structures of empowerment, nurse leaders also support professional
nursing practice, and a positive safety climate (Armstrong & Laschinger 2006). Nurse
leaders must take specific steps to ensure that they are effectively in touch with the
concerns and needs of other nurses and consistently demonstrate support for them
(Armstrong & Laschinger 2006). Nursing leaders will increase their organisations ability to
attract and retain nurses by ensuring nurse access to empowering working conditions. It may
be strongly argued that fostering empowerment should be the one of the key directives for
nurse leaders working in rural health service delivery.
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7.4

Application of Kanter’s theory in response to study findings

Kanter’s theory has been identified across all three phases of research as having
capacity to foster nurse leadership in rural hospitals in a manner that takes into account the
importance of formal and informal power, opportunity structures, contextual understanding,
individual development, empowerment and work effectiveness.
Kanter’s theory links to the thematic network developed in the first phase of the
study. The organising theme of influence, links with Kanter’s power structures, and capital,
links with Kanter’s notion of resources, support and information. The global theme of
empowerment resonates with Kanter’s theory that outlines that individuals with power and
opportunity are empowered, happy and productive at work and contribute to activities that
address the organisational goals (Kanter 1979).
The second phase of research provided the opportunity to consider the
development of rural nurse leaders as responsive change agents, with the capacity to
empower their workforce. Understanding rural nurse leaders’ own levels of structural
empowerment as moderate is important in developing responsive strategies to foster
leadership. The use of the Conditions of Work Effectiveness Questionnaire II, a validated
tool that focuses on key components of Kanter’s theory, including access to opportunity,
resources and information, confirms the usefulness of Kanter’s theory of structural power as
a theoretical basis to implement the recommendations made.
The third phase of research identified key themes: dispel the myths, adopt big
picture thinking, connect with colleagues, reflect on your own conduct and create
organisational buy-in. The themes indicate the need for individual nurses’ development
that enacts processes to foster rural nurse leadership. Multiple concepts in Kanter’s
structural theory are enablers in such a process. Participants in the study reiterated the need
for rural nurse leaders to connect with their colleagues, showing professional respect. Rural
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nurse leaders must be strategic with their communication processes and use formal and
informal networks to their advantage in achieving identified goals. The use of systemic
power structures in Kanter’s theory, in particular informal power, assists in addressing this
need.
Participants identified the need to reflect on their own conduct as essential to
ensure their leadership approach has the desired effect at an organisational level and results
in professional satisfaction for themselves and their colleagues. This aligns with the personal
impact on employees’ component of Kanter’s theory, which encompasses increased
satisfaction and increased commitment.
Being able to create organisational buy-in is key to fostering nurse leadership.
Enablers are included in Kanter’s theory under the section of opportunity structures.
Potential benefits to rural nurse leaders and their workforce are identified in Kanter’s theory
under the work effectiveness section. Kanter’s theory largely focuses on organisational
behaviour and empowerment. According to the theory, empowerment is promoted in the
workplace through the provision of access to information, resources and support. For rural
nurses to develop leadership capacity, an organisation must commit to the provision of
opportunity structures.
From the findings of this study, Kanter’s theory may be suited to providing rural
hospitals with a theoretical framework to implement change that is orientated toward
fostering nurse leadership. A need to consider the theory, with respect to the rural
idiosyncrasies that have been identifiable across the three phases of research is apparent.
Awareness of contextual understanding, that can be expanded to include situational factors,
connectedness of the nurse to the organisation and rural community, and the individual
nurse’s career trajectory may enhance the application of the theory at an organisational
level. Additionally, Kanter’s theory may be useful for rural nurses as a guiding framework to
foster nurse leadership at an individual development level with particular reference to
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connecting with colleagues, reflecting on own conduct and creating organisational buy in.
Figure 15 is a representation of Kanter’s structural theory of power with the issues identified
from all phases of research that would require consideration in its application.
Figure 15: Application of Kanter's theory informed by study findings
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Drawing from the findings of this study, it is argued that Kanter’s theory of structural
power may be useful to guide implementation of the recommendations made to foster
nurse leadership in a manner that takes into account the importance of formal and informal
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power, opportunity structures, contextual understanding, individual development,
empowerment and work effectiveness.
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CHAPTER 8: Returning to the question and visioning the
future.
In this chapter it is contended, that in addition to the contribution that the empirical
evidence developed from this study has made to the current body of rural nursing leadership
knowledge, more research needs to be done. As nurses play a key role in the delivery of
rural health services, those within the profession and the broader community stand to
benefit from a profession that is actively looking to improve nurse leadership in a manner
that is informed by evidence (Bish, Kenny & Nay 2013). Reflecting on the approach to each
phase of the research, it is clear that each of these studies could be replicated with a larger
cohort that extends across rural Australia and/or an international rural context. Of equal
importance to the findings of the study is the identification of specific areas that require
further investigation. The inclusion of a future research agenda is essential to encourage the
rural nursing workforce to continue the leadership development of nurses working in rural
communities in a manner that is informed by research findings.

8.1

Limitations
There are a number of important limitations in the first phase of research that need

to be acknowledged. The most predominant being that the research relied on self reported
data. Whilst the approach was necessary to meet the aim, there was a limiting element as
participants may have felt an internal pressure to report on their leadership knowledge in a
manner that they perceived would be approved. The exclusive reliance on self-reporting
raised concerns about the accuracy of participants’ perceptions and their willingness to
respond to the interview schedule honestly.
Given the data collection process, potential existed for participants not to
understand accurately the language used and concepts identified when discussing
leadership. A lack of comprehension and/or prior knowledge of leadership theory may have
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limited the participants’ ability to respond to the three clusters of questions that focused on
nursing leadership. It is also acknowledged that the data was collected from one state of
Australia and may not reflect the overall population.
When deciding on a method that would best meet the aim of the second phase of
research, potential weaknesses with online questionnaires were acknowledged. The Figure
included in section 3.7.1 details several potential limitations including; perception as junk
mail, respondents lack of online experience/expertise, being impersonal and thus having a
potential for a low response rates (Evans & Mathur 2005, p. 197). A limitation in the
administration of the questionnaire was identified in the construction of the questions.
There was potential for inconsistencies in the interpretation of the language used. For
example, the word ‘challenge’ may be perceived by one participant as having a positive
connotation whereas another may regard it as a term relating to difficulties. Given that the
questionnaire is a validated tool that has been used in previous investigations, the
significance of this limitation was regarded as minimal.
A potential limitation identified in the third phase of research was the lack of time for
participants to share knowledge with workplace colleagues in between meetings. To
minimise the likelihood of this, meetings were scheduled at a minimum of 8 weeks apart to
provide participants with time to engage in discussions.

8.2

Future research
As the three phases of research were undertaken, it became apparent that there were

key areas that require research to further enhance the understanding of developing future
nurse leaders in the rural context. As the scope of this project did not cater for an
extensive exploration of the direct relationship between the identified areas and rural nurse
leadership development, research that focuses on these issues to inform not only
approaches to increasing leadership capacity but more broadly rural nursing workforce
development is required. The areas identified for future research include: scaffolding for
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rural nurse education, tailored rural leadership development to the profile of generation Y
and Z, using structural empowerment to advance rural nurse leadership and rural nursing
leaders’ roles in strengthening rural communities.

8.2.1 Scaffolding for rural nurse education
The need to create educational pathways specific to rural practice is strongly
recommended to address the current workforce maldistribution. Health Workforce Australia
has the responsibility of the provision of more effective and integrated training for all health
professionals (HWA 2011). The funding committed to undergraduate clinical placements, the
investment into simulated learning environments and the emphasis on workplace training
programs extending to rural health services (HWA 2011) is an acknowledgement of rural
services being valid learning environments. To ensure the nursing workforce benefits from
this funding and can secure investments equal to what will be proposed for the medical and
allied health rural workforce, it must be strategic and align with rurally located tertiary
institutions.
Brokering, coordinating and delivering clinical education in partnerships with health
services has been the core business for universities with campuses in regional locations
throughout Australia for over a decade (Humphreys et al 2000). The education and
professional development of rural nurses should continue to involve rural healthcare
organisations establishing active partnerships with the tertiary education sector but take the
arrangements further to include national bodies, such as professional colleges, national peak
bodies, and the national accreditation and registration system (Commonwealth of Australia
2012). Research that produces data to critique this approach in relation to the suitability of
the preparation of rural nurses would inform future efforts to deliver workforce-ready
graduates. It would also ensure that recruitment and retention efforts for the rural nursing
workforce remain in focus in the political arena.
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The concept of rural pipelines to build a strong nursing workforce has been
successfully undertaken internationally (Murray et al 2011). The term which is based on the
process of health professionals making a career choice, being attached to place, taking up
rural practice and remaining in rural practice is aimed at developing a successful recruitment
and retention strategy (Fisher & Fraser 2010). A key component of any strategy focused on
the growth of the rural nursing workforce is education and professional development. This is
a practical approach to support further development of rural nursing career pathways and
invest in the capacity of the nurses who chose to work in rural healthcare. To be able to lead
rural healthcare reform with an assuredness that their employers have strong links with
academic and industry bodies to provide access to resources and information will position
rural nurses with confidence in their level of competence.

8.2.2 Tailored rural nurse leadership development to the profile of
generation X and Y
The existing profile of the Australian rural nursing workforce is made up of three
distinct generational groups; Baby Boomers, Generation X and Generation Y (Stanley 2008).
As this workforce ages, and the retirement of the Baby Boomers occurs, a significant loss of
extensive nursing leadership knowledge will almost certainly occur. The need to up-skill the
next generations of nurse leaders is being recognised to negate nursing being in a leadership
void. These younger generations are recipients of programs that may be content
appropriate but not necessarily delivered in a manner that is best suited to them as they
have a different set of values, views on authority, attitudes toward work and communication
styles. The curriculum of current leadership development programs for current and future
rural nursing leaders tends to focus on personal effectiveness, ethics, values and social
responsibility, thinking, conceptual and analytical skills. Programs are orientated toward
developing an individual for the good of the organisation and the communities that they
serve. This is a sound response to how the notion of leadership has evolved and the
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requirements of a leader working in healthcare. Used in addition to, or in place of, formal
professional development that is workplace based is leadership coaching and/or mentoring.
This too is a valid option that is proving to be successful for succession planning and
improving the capacity of the nursing workforce at an organisational level. These methods
whilst valuable must be evaluated to ensure that as professional development options they
remain generation relevant in their concepts and modes of delivery. Understanding the rural
nursing workforce through a generational lens may assist current leaders in succession
planning. These rising generations approach development in a self-driven manner that is
indicative of their confidence, their desire to be leaders, their perception of being well
informed and their preference to source information and opportunities via technology. The
challenge is to offer leadership development opportunities that excite, attract and satisfy.

8.2.3 Using structural empowerment to advance rural nurse leadership
This research has supported the notion that cultivating rural nurse leadership requires
the development of a broad skill set that extends beyond traditional hierarchical leadership
structures and techniques. If rural nurse leaders understand the value in the application of
structural empowerment to a workplace, potential exists for the benefits of its application to
filter through all levels of an organisation. Structural empowerment may be a tool for
current rural nurse leaders to use selectively to equip future nurse leaders with leadership
artillery that will assist them as they strive to deliver a high quality of patient care. This may
assist with the process of formulating strategies to facilitate an open, honest and responsive
culture of patient safety, removing silos, departmental turf issues, and professional
territoriality in health care services.
The benefits that rural nurse leaders may have from having an understanding of the
concept of structural empowerment are plentiful. Opportunity exists to draw on the
components as tools to enhance their ability to represent rural nursing in activities occurring
at regional, state and national and international levels. Adopting an approach informed by
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structural empowerment may see rural nurse leaders equipped with a greater sense of
capability to participate in health reform and a greater preparedness to lead rural nursing in
the future. Committing to develop and refine their current capacity to represent the needs
of smaller, geographically isolated health services through engaging in active lobbying across
professional bodies, industrial bodies and in the political arena can be supported by having a
theoretical construct, structural empowerment, to refer to as a point of reference. Using
structural empowerment as a theoretical underpinning in the approach to develop rural
nurse leaders may result in confident capable leaders who are able to converse across
sectors, communicate with all levels of government and lead community engagement; all
necessary attributes to propel advancements in rural health.

8.2.4 Rural nursing leader’s role in strengthening rural communities
Professional and community groups in rural Australia continue to work toward
raised awareness of rural and remote health problems, using the media to attain attention
and lobbying all levels of government to attain funding for programs (Bourke et al 2010).
This is supported by health professionals in communities taking grassroots action to promote
health service provision and engage with the community to protect their services that are
continually threatened with closure (Bourke et al 2010). Key to a community development
approach is collaboration.
The ability to collaborate, form partnerships and strategic alliances is a component
of leadership that is critical when working in rural communities. It enables sharing of new
information and ideas among those in formal leadership positions and community members.
It allows different parties to work together toward a common goal from a greater position of
strength than one person or group alone might have. It can raise visibility on issues that may
otherwise go unnoticed due to a rural community’s size or location. It requires flexibility in
thinking and the ability to work effectively together. It brings different perspectives and skills
to the development and implementation of effective strategies. It helps to share workload
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where there may not be sufficient resources (Shaw 2007, p. 49). Rural nurses need to be the
health professional in rural communities that will take on the responsibility of facilitating
effective collaboration.
To do so, an understanding of the political landscape and a developed skill set to
lead and positively influence rural community health development is essential. Having a
respect and appreciation of the diverse perspectives of those living in a rural community is
required to ensure that the leadership and governance of a rural community is informed by
the culture of that specific community. To address the complexities of rural and remote
health it is necessary to plan and design health services and health policy specifically ‘for
rural by rural’ rather than trying to adapt and apply a metropolitan health care model
(Commonwealth of Australia 2012). Research that will identify ways that rural nurse leaders
can effectively contribute to strengthening their community would be useful to position
rural nurses as instrumental in the design and implementation of future health service
delivery. Of equal importance is the need for rural nurse leaders to be guided by an
understanding of how the members of rural communities perceive their health, manage
their health and seek health care as these concepts have broad implications for education,
practice and policy (Sheffler-Grant, Reimer 2010). Nurses should be seeking opportunities to
engage their rural communities in research to develop a greater understanding of the health
needs of their rural community members to inform their conduct as a health leader of that
community. An extension of this process would be to ask what rural community members
want from nurse leaders to meet their needs. This approach would generate valuable
insights to inform the strategic decision making to meet the future needs of rural
communities.
Nurses can assist in strengthening rural communities by continuing to champion an
informed, inclusive National approach to rural health service delivery. Research remains the
most effective medium for nursing to do so with the belief that rural health research must
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be placed in any dialogue that focuses on rural health and be able to contribute to new
knowledge that is pertinent to rural health care policy (Matsumoto Bowman & Worley
2012). Whilst it is important to recognise that rural research is regarded as local knowledge,
it is of equal importance that it is regarded as part of the global scientific community
(Matsumoto Bowman & Worley 2012) that can be used by international colleagues to
advance the health of those within their immediate rural communities. Australian nurses
have demonstrated their willingness and ability to contribute to rural nursing knowledge and
are positioned to increase the research based collaboration with international peers to
generate knowledge that will positively impact on the health of rural citizens.

8.3

Concluding statement
Returning to the overarching research question ‘how can nurse leadership be

fostered in rural hospitals?, the findings from the three phases of research while
acknowledging the complexity, provide a multi-pronged approach that adds to the current
evidence base, provides recommendations for rural nurse leadership development and
identifies research opportunities for the future. Layers of issues need to be considered to
develop a response that is respectful of the needs of people residing in rural communities
who are relying on their local rural health service as the key provider of healthcare. This
research emphasises the need for an approach to fostering nurse leadership that is sensitive
to rural community culture but importantly is informed by:


the current and future leadership opportunities for, and professional
responsibilities of, rural nurses;



the expectations of upcoming generations;



contemporary approaches to self and other leadership development;



validated frameworks, such as structural empowerment, that enable
leadership development
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collaboration between health services and tertiary education providers



and perhaps most importantly transformation leadership from current rural
nurse leaders.
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One of the strongest acts of leadership can be the act of writing—of sharing
knowledge and insights gained. Writing enables contribution to the body of knowledge that
exists beyond the researcher (Reil 2010).
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APPENDICES

The career trajectory and leadership views of rural nurse
leaders.
Invitation/information sheet.

June 2007.
FHEC No:FHEC07/78

Dear Director of Nursing,
My name is Melanie Bish. I am currently enrolled in a Doctor of Philosophy at La
Trobe University, Bendigo campus. My doctorate is supervised by Professor Rhonda
Nay and Associate Professor Mandy Kenny. I am writing to invite you to participate
in a study that will contribute to my overall research dissertation; how can nurse
leadership be fostered in rural hospitals? Given the focus of this investigation is to
gain insight into the career trajectory and leadership views of rural nurse leaders I
feel that as a participant you would be able to make a significant contribution.

Background information.
Nurse leaders play an integral and indispensable role in contributing to quality of
patient care, patient safety, nurse satisfaction, nurse recruitment and retention. This
investigation is focusing on nurse leadership in the rural and regional context. The
investigation will be undertaken throughout rural and regional Victoria.
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Aims of investigation.
 To provide a detailed description of the career trajectory of nurses in leadership
positions working in rural hospitals.
 Identify what has influenced their current leadership style.

Involvement of participants.
Your involvement would be in two sequential steps.
(1)

An initial individual in-depth interview. It is expected that this may take

approximately one hour of your time. The interview will be audio-taped but you will
not be asked to identify yourself or your organisation. If any identifying information
is recorded this will be removed during transcription of the tape. The interview will
be scheduled at a time and location independent of your workplace that will be most
convenient to you.
(2)

A review of the transcript from the interview with the opportunity to add

further information and to ensure you have been accurately represented is required.

Potential benefits.
Research that focuses on an issue that is pertinent to the future direction of
the nursing profession in Australia must be valued as the implications are farreaching. It is envisaged that the issues that evolve from this project will lead
to other nursing research with the overall aim of creating knowledge to have a
positive impact on the nursing profession. Given the key role that nurses play
in the delivery of health services, those within the profession and the broader
community stand to benefit from a profession that is actively looking to
improve nurse leadership in a manner that is informed by research findings.
Participation on the project will provide each participant with the opportunity
to reflect on their career and current leadership practices. This should be
regarded as an opportunity to attain valuable insight that may in turn shape
their future practice.
Working as a Registered Nurse, participating in research is imperative to
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continue to partake in shaping the future direction that the nursing profession
takes. Participants should regard their role in the project as an opportunity to
enhance their own understanding of the research project whilst acting as a
role model to their colleagues by actively embracing the research process.

Potential Risks.
Whilst the researcher believes that there is minimal risk in being involved in this
investigation, you will be asked to reflect on your practice. You will be encouraged to
speak freely in a confidential environment. If at the completion of the interview you
feel you need further discussion or debriefing, Ms Susan Kidd, an experienced mental
health nurse not involved in the project has agreed to provide free telephone, email or
face to face debriefing. Ms Kidd has a professional background in counselling. Initial
contact with Ms Kidd may be made by email: jabresu@bigpond.com.au

Withdrawal from the investigation.
Your participation in this investigation is on a voluntary basis. No disadvantages,
penalties or adverse consequences for withdrawing prematurely from the
investigation will occur. You have the right to withdraw from active participation in
this project at any time and, further, to demand that data arising from your
participation are not used in the research project provided that this right is exercised
within four weeks of the completion of your participation in the interview.
Furthermore, if you wish to withdraw your consent for your data to be used in this
research project you will be asked to complete the “Withdrawal of Consent Form”
(see attached).

Confidentiality and use of data.
It is important to note that you will not be identified in any of the material that may
be produced as a result of this investigation. The data will be collated and presented
in a manner to ensure any individual who has participated will not be in any way
identified and their confidentiality assured.
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To ensure the security and confidentiality of all data collected in this study, it will be
stored in a locked filing cabinet in the post graduate student office in the Faculty of
Health Science building at La Trobe University in Bendigo. All computer files will be
password protected. Consistent with Public Records Office of Victoria Standard
(02/01) all project material, including signed consent forms, will be kept in a locked
filing cabinet for a period of five years following publication. At the end of this time
all material will be security shredded.

Each participant will be provided with the results from the study on request. This can
be done by contacting either of my research supervisors.
The study results may be made public at conferences or in the media, they may be
published in a professional or academic journal and/or may be published in a book or
on the Internet. The results will be a part of my doctorate with the final thesis
available via the La Trobe University library on completion of Doctor of Philosophy.

Further information about the study can be obtained from:

Melanie Bish

Professor Rhonda Nay

13 Allpress Drive

Gerontic Nursing Clinical School

Golden Square, 3555.

or my supervisor

(03) 54 477 112

LaTrobe University, Victoria 3086.
(03) 9495 31 28

0418 173 960

Further enquiries and/or complaints that the investigator has not been
able to answer to your satisfaction, may be addressed to: The Secretary,
Faculty Human Ethics Committee, Faculty of Health Sciences, La Trobe
University, Victoria 3086.
Telephone 03) 9479 3583.

228

If you are willing to participate in this investigation, please indicate this by contacting
me on one of the telephone numbers provided. At this point you will be asked to
complete an informed consent form to formalise your willingness to participate.
Thank you for your time.

Kind regards,

Melanie Bish.
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CONSENT FORM

Project title : The career trajectory and leadership views of rural
nurse leaders.
Principal researcher:

Melanie Bish

Research supervisors: Professor Rhonda Nay
Associate Professor Amanda Kenny
This investigation is being undertaken as a requirement of
a Doctor of Philosophy by candidate Melanie Bish.

FHEC No: FHEC07/78

Agreement.
a) I, __________________ have read and understood the information
regarding this study and any questions I have asked have been answered
to my satisfaction.
b) I agree to participate in the project, realising that I may withdraw from
the study at any time and may request that no data arising from my
participation are used, up to four weeks following the completion of my
participation in the research.
c) I agree to have my contributions in the in depth interview audio taped.
d) I agree that research data provided by me or with my permission during
the project may be published as a component of a research dissertation.
Results from the study may be made public at conferences or in the
media, may be published in a professional or academic journal, may be

230

published in a book or on the Internet on the condition that neither my
name, organisation nor any other identifying information is used.

Name of participant

___________________________________________

Signature

___________________________________________

Date

___________________________________________

Name of researcher

___________________________________________

Signature

___________________________________________

Date

___________________________________________
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WITHDRAWAL OF CONSENT FORM

Project title : The career trajectory and leadership views of rural
nurse leaders.
Principal researcher:

Melanie Bish

Research supervisors: Professor Rhonda Nay
Associate Professor Amanda Kenny
This investigation is being undertaken as a requirement of
a Doctorate of Philosophy by candidate Melanie Bish.

FHEC No: FHEC07/78

I, (the participant), wish to WITHDRAW my consent to the use of data arising from
my participation.

Data arising from my participation must NOT be used in this

research project as described in the Information and Consent Form.

I understand

that data arising from my participation will be removed provided this request is
received within four weeks of the completion of my review of the interview transcript.
I understand that this notification will be retained together with my consent form as
evidence of the withdrawal of my consent to use the data I have provided specifically
for this research project.

Name of participant _____________________________________
Signature

_____________________________________

Date

_____________________________________
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The career trajectory and leadership views of rural nurse leaders.
Interview schedule.

CURRENT ROLE


What are the main roles that you fulfil in your current position?



How long have you been working in this position?



What are the main objectives that are trying to achieve in your role?



What have you identified as your current professional development needs?

PERSONALITY


Why did you become a nurse?



In terms of your life balance, where does your career fit in?



Do you find it difficult to separate your professional and personal personas?



Can you identify the personal attributes that carry over into your role as a nurse
leader?



Which personal characteristics have been drawn on throughout your career to see
you in a leadership role?

CAREER TRAJECTORY


Would you please take me through your career from the beginning?



Can you identify particular influences that have shaped your career?



Why is it that you find yourself in a leadership role?

NURSING PHILOSOPHY


Do you have a personal nursing philosophy?



What has shaped this?



How has this evolved since you have been in a leadership position?

LEADERSHIP STYLE


What is your definition of leadership?
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What style of leadership do you identify with?



Within your role, what is it that you do to lead?



Who do you look to for leadership?



Can you give me an example of successful leadership?

LEADERSHIP AND NURSING


What do you regard as the main issues for nurse leaders working in rural and
regional Victoria?



Who do you regard as nursing leaders in Victoria?



What do you think leadership in nursing should aim for?



What are the most satisfying aspects of the nurse manager leadership position?



What are the most challenging aspects of the nurse manager leadership position?



How do you think leadership in nursing can be fostered?



How can nurses in leadership positions enable nursing leadership?
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Melanie Bish
13 Allpress Drive
Golden Square, 3555
54 477 112
0418 173 960

The career trajectory and leadership views of rural nurse leaders.
___________________________________________________________________

Dear participant,

Please find enclosed a copy of the transcript of your interview. As
previously discussed, the purpose of reviewing the transcript is to
confirm the accuracy of information offered throughout the interview
and for you to make additional comments to further clarify or refute
statements made.

As this is raw data you will note that the transcript is verbatim hence
any grammatical issues only remain in this copy.
Once you have reviewed the transcript and make any changes/
additional comments, please return this to me in the envelope
provided. If you would like to discuss this process or any other aspect
of your involvement, please do not hesitate to contact me on the
above number.
I would like to take this opportunity to thank you for your contribution
to this investigation and be assured that on completion of the
investigation information will be forwarded clarifying how to access the
findings.
Yours sincerely,
Melanie Bish
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NURSING WORK EMPOWERMENT SCALE
Request Form
I request permission to copy the Nursing Work Empowerment Scale as developed by Dr. G.
Chandler and Dr. Heather K. Spence Laschinger. Upon completion of the research, I will
provide Dr. Laschinger with a brief summary of the results, including information related to
the use of the Nursing Work Empowerment Scale used in my study.
Questionnaires Requested:
Conditions of Work Effectiveness-I (includes JAS and ORS):
Conditions of Work Effectiveness-II: yes
Job Activity Scale only:
Organizational Relationship Scale only:
Organizational Development Opinionnaire
or Manager Activity Scale:
Other Instruments:
Please complete the following information:
Date: 21-04-08
Name: Melanie Bish
Title: Mrs
University/Organization: La Trobe University, Bendigo, Victoria Australia
Address: 13 Allpress Drive
Golden Square,
Victoria
Australia, 3555.
Phone: 6120354477112
E-mail: mrpayne@students.latrobe.edu.au
Title of Study: Rural nurse leaders perception of structural empowerment.
Permission is hereby granted to copy and use the Nursing Work Empowerment Scale.

Date:

April 21, 2008

Signature: ___________________________

Dr. Heather K. Spence Laschinger, Professor
School of Nursing, University of Western Ontario
London, Ontario, Canada N6A 5C1
Tel: 519-661-4065 Fax: 519-661-3410
E-mail: hkl@uwo.ca
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Invitation e-mail

Project title: Rural nurse leader’s perceptions of structural
empowerment
December 2010.
FHEC No:
Researcher: Melanie Bish
Dear rural nursing leader,
Thank you for your interest in the study ‘Rural nurse leader’s perceptions of
structural empowerment’.
Background
The 6 components of structural empowerment described by Kanter
(opportunity, information, support, resources, formal power, and informal power)
may influence rural nurse leader’s approach to their role and their leadership style.
Structural empowerment from nurse leaders may assist with facilitating an open,
honest and responsive culture of patient safety, removing silos, departmental turf
issues, and professional territoriality in healthcare services. This investigation is an
opportunity for rural nurse leaders to identify their perception of structural
empowerment and reflect on their current leadership practices.
Participating in a research project can contribute to your CPD requirements for the
Nursing and Midwifery Board of Australia.

Aims of investigation
The aim of this study is to identify rural nurse leader’s perceptions of structural
empowerment.
Involvement of participants
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Participation in the survey is completely voluntary. There will be no
disadvantage, penalty or adverse consequence to you if you choose not to
participate.
Your involvement would be to complete the Conditions of Work Effectiveness
Questionnaire II (CWEQ-II) designed to specifically measure structural
empowerment. This is a 19 item that is anticipated to take approximately 7 minutes to
complete.

If you wish to participate, please click on the link at the bottom of
the e-mail that will take you straight to the questionnaire.
Potential Risks
The researcher believes that there is minimal risk in being involved in this
investigation.
Withdrawal from the investigation
You have the right not to participate in the study. However, once you
have anonymously completed the CWEQ-II it will not be possible to
retrieve your responses as the researcher will have no way of identifying
or retrieving individual questionnaire data. Please be certain you wish to
participate before completing the questionnaire.
Confidentiality and use of data
It is important to note that you will not be identified in any of the material that may
be produced as a result of this investigation. The data will be collated and presented
in a manner to ensure any individual who has participated will not be in any way
identified and their confidentiality assured.
To ensure the security and confidentiality of all data collected in this study, it will be
stored in a locked filing cabinet in my office, room 203 on the second floor of the
Faculty of Health Science building at La Trobe University in Bendigo. All computer
files will be password protected. Consistent with the joint statement and guidelines
regarding research practice released by the NHMRC / AVCC, all project material
including signed consent forms, will be kept in a locked filing cabinet for a period of
five years following publication. At the end of this time all material will be security
shredded. All materials will be archived in the Faculty of Health Sciences archive
room, ground floor Health Sciences building, room 1.08, La Trobe University
Bendigo Campus.
Each participant will be provided with the results from the study on request. This can
be done by contacting myself or my research supervisor. The study results may be
made public at conferences or in the media; they may be published in a professional
or academic journal and/or may be published in a book or on the Internet. The
results will be a part of my doctorate with the final thesis available via the La Trobe
University library on completion of Doctor of Philosophy.
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Further information about the study can be obtained from:
Melanie Bish
13 Allpress Drive
Golden Square, 3555
(03) 54 447 8 55
0418 173 960

or either of my supervisors
Professor Rhonda Nay

Associate Professor Amanda Kenny

Director

Senior Academic

Australian Centre for Evidence Based Care

Department of Nursing

La Trobe University,

La Trobe Rural Health School

Bundoora

La Trobe University, Victoria 3552.

03 9479 3935

03 54447545

r.nay@latrobe.edu.au

a.kenny@latrobe.edu.au

Further enquiries and/or complaints that the investigator has not been able to
answer to your satisfaction, may be addressed to:
The Secretary,
Faculty Human Ethics Committee,
Faculty of Health Sciences,
La Trobe University, Victoria 3086.
Telephone 03) 9479 3573.

Thank you for your time,
Kind regards,

Melanie Bish.
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Project title: Identifying rural nurse leaders’ perceptions of structural
empowerment
FHEC No:

This validated questionnaire requires you to read each question and circle the
answer that best represents your opinion.

Conditions of Work Effectiveness Questionnaire-II (CWEQ-II)

The following 4 scales refer to Kanter’s 4 empowerment structures: access to
opportunity, information, support and resources.

How much of each kind of opportunity do you have in your present job?

None

Some

A lot

1. Challenging work.

1

2

3

4 5

2. The chance to gain new skills on the job.

1

2

3

4 5

3. Tasks that use all of your own skills and knowledge. 1

2

3

4 5

How much access to information do you have in your present job?
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No

Some

Know

Knowledge Knowledge a lot

1. The current state of the hospital.

1

2

3

4

5

2. The values of top management.

1

2

3

4

5

3. The goals of top management.

1

2

3

4

5

How much support do you have in your present job?

None
1. Specific information about things you do well.
2. Specific comments about things you could improve 1
3. Helpful hints or problem solving advice

1
2

Some
2

3
1

3

A lot
4 5

4 5
2

3

4 5

How much access to resources do you have in your present job?

None
1. Time available to do necessary paperwork

1

Some
2

3

A lot
4 5

2. Time available to accomplish job requirements

1

2

3

4 5

3. Acquiring temporary help when needed

1

2

3

4 5
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The following two subscales are measures of Kanter’s formal (Job Activities Scale
JAS) and informal power (Organisational Relationships Scale ORS)

JAS
In my work setting / job:

None

A Lot

1. The rewards for innovation on the job are

1

2

3

4

5

2. The amount of flexibility in my job is

1

2

3

4

5

3. The amount of visibility of my work-related

1

2

3

4

5

activities within the institution is

ORS
How much opportunity do you have for these activities in your present job?
None
1. Collaborating on patient care with physicians
2. Being sought out by peers for help with problems
3. Being sought out by managers for help with

1

2
1

A Lot
3

2

4
3

5
4

5

1

2

3

4

5

1

2

3

4

5

problems
4. Seeking out ideas form professionals other than
Physicians eg., allied health professionals
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The two item global empowerment subscale listed below is used only for construct
validation and is not included in the total empowerment score

1. Overall, my current work environment

1

Strongly

Strongly

Disagree

Agree

2

3

4

5

2

3

4

5

empowers me to accomplish my work
in an effective manner.

2. Overall, I consider my workplace to be
An empowering environment

Thank you for your contribution
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1

La Trobe Rural Health School
Faculty of Health Sciences
PO Box 199
Bendigo Vic 3552
T +61 3 5444 7411
F +61 3 54447977

Invitation/information sheet

Project title: Using research to foster nurse leadership in rural
health care services
May 2011.
FHEC No:11/58
Dear rural nursing leader,
My name is Melanie Bish. I am currently enrolled in a Doctor of Philosophy with La Trobe
University, Australian Centre for Evidence Based Aged Care. My doctorate is supervised by
Professor Rhonda Nay and Associate Professor Mandy Kenny. I am writing to invite you to
participate in a study that focuses on fostering nurse leadership in rural health care services.
Given the focus of this investigation is to work toward the formulation of strategies and the
development of recommendations to increase nurse leadership, I feel that as a participant
you would be able to make a significant contribution.
Background information.
Nurse leaders play an integral and indispensable role in contributing to quality of patient
care, patient safety, nurse satisfaction, nurse recruitment and retention. This investigation is
focusing on nurse leadership in the rural and regional context.
Aims of investigation
The aim of this study is to consider issues for nursing leadership in the rural context,
formulate strategies and develop recommendations that could be used to foster nurse
leadership in rural health care services.
Involvement of participants.
If you consent to assist me your involvement would be in two sequential stages.
Phase One
You would participate as a member of a research group that would consider issues for nurse
leadership in the rural context, formulate strategies and develop recommendations that
would foster nurse leadership in rural health services. As a member of the research group,
you will be asked to contribute to the discussion and reflection process on the broad topic of
leadership. You will be asked to read background papers, and in combination with prepatory

244

research work undertaken, develop, implement and analyse key data to identify themes that
will form the basis for a leadership forum. It is anticipated that the group will met six times
at the La Trobe Rural Health School, Bendigo campus. Each meeting will be approximately
one hour in duration. The dates and times will be negotiated based on availability and group
consensus.
Between group meetings, you may also contribute to the research through e-mail
contributions to me and offer detailed commentary as the study progresses.
You will be asked to review transcripts of each of the meetings to ensure that they are a true
and accurate representation of group discussion, to make any corrections to the transcript,
and to return the corrected version to me via reply-paid envelope.
Phase Two
You would be involved in a single day leadership forum to share the learning’s from the
action research group with a wider group of rural nurses. The format of this day will be
determined by the research group.
Potential benefits.
Research that focuses on an issue that is pertinent to the future direction of the nursing
profession in Australia must be valued as the implications are far-reaching. It is envisaged
that the issues that evolve from this project will lead to other nursing research with the
overall aim of creating knowledge to have a positive impact on the nursing profession. Given
the key role that nurses play in the delivery of health services, those within the profession
and the broader community stand to benefit from a profession that is actively looking to
improve nurse leadership in a manner that is informed by research findings. The specific
areas of practice and policy in rural nursing stand to benefit considerably from this project.
As a nurse leader, participating in this research provides you with the opportunity to partake
in shaping the future direction of leadership in rural health service delivery and to enhance
your own understanding of the research project.
Participating in a research project can contribute to your CPD requirements for the Nursing
and Midwifery Board of Australia.

Potential Risks.
Whilst the researcher believes that there is minimal risk in being involved in this
investigation. You will be encouraged to speak freely in a confidential environment. If at the
completion of any of the research group meetings you feel you need further discussion or
debriefing, the researcher will organise for you to have free face to face debriefing with an
experienced mental health nurse not involved in the project.
Withdrawal from the investigation.
Your participation in this investigation is on a voluntary basis. No disadvantages, penalties
or adverse consequences for withdrawing prematurely from the investigation will occur. You
have the right to withdraw from active participation in this project at anytime. The data
contributed to the group discussions however cannot be withdrawn because of the nature of
the discussion. Furthermore, if you wish to withdraw your consent for your data to be used
in this research project you will be asked to complete the “Withdrawal of Consent Form” (see
attached).
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Confidentiality and use of data.
It is important to note that you will not be identified in any of the material that may be
produced as a result of this investigation. The data will be collated and presented in a
manner to ensure any individual who has participated will not be in any way identified and
their confidentiality assured.
To ensure the security and confidentiality of all data collected, it will be stored in a locked
filing cabinet in my office, room 206 on the second floor of the Faculty of Health Science
building at La Trobe University in Bendigo during the study. All computer files will be
password protected. Consistent with the joint statement and guidelines regarding research
practice released by the NHMRC / AVCC, all project material including signed consent
forms, will be kept in a locked filing cabinet for a period of five years following publication.
At the end of this time all material will be security shredded.
Each participant will be provided with the results from the study on request. This can be
done by contacting myself or either of my research supervisors. The study results may be
made public at conferences or in the media; they may be published in a professional or
academic journal and/or may be published in a book or on the Internet. The results will be a
part of my doctorate with the final thesis available via the La Trobe University library on
completion of the award Doctor of Philosophy. Further information about the study can be
obtained from:
Melanie Bish
La Trobe Rural Health School
La Trobe University, 3555
(03) 54 447 855
m.bish@latrobe.edu.au

or either of my supervisors
Professor Rhonda Nay

Associate Professor Amanda Kenny

Director

Senior Academic

Australian Centre for Evidence Based Care

Department of Nursing

La Trobe University,

La Trobe Rural Health School

Bundoora

La Trobe University, Victoria 3552.

03 9479 3935

03 54447545

r.nay@latrobe.edu.au

a.kenny@latrobe.edu.au

Further enquiries and/or complaints that the investigator has not been able to
answer to your satisfaction, may be addressed to:
The Secretary,
Faculty Human Ethics Committee,
Faculty of Health Sciences,
La Trobe University, Victoria 3086.
Telephone 03) 9479 3583.
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If you are willing to participate in this investigation, please indicate this by contacting me on
one the telephone number provided or via email. At this point you will be asked to complete
an informed consent form to formalise your willingness to participate.
Thank you for your time.
Kind regards,

Melanie Bish
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La Trobe Rural Health School
Faculty of Health Sciences
PO Box 199
Bendigo Vic 3552
T +61 3 5444 7411
F +61 3 54447977

Consent Form

Project title: Using action research to foster nurse leadership in rural health
care services

Principal researcher:
Research supervisors:

Melanie Bish
Professor Rhonda Nay
Associate Professor Amanda Kenny

This investigation is being undertaken as a requirement of a
Doctor of Philosophy by candidate Melanie Bish.
FHEC No: 11/58
Agreement.
a) I, __________________ have read and understood the information
regarding this study and any questions I have asked have been answered to my
satisfaction.
b) I agree to participate in the project, realising that I may withdraw from the
study at any time and may request that no data arising from my participation
are used, up to four weeks following the completion of my participation in the
research.
c) I agree to have my contributions in the action research group audio taped.
d) I agree that research data provided by me or with my permission during the
project may be published as a component of a research dissertation. Results
from the study may be made public at conferences or in the media, may be
published in a professional or academic journal may be published in a book or
on the Internet, on the condition that neither my name, organisation nor any
other identifying information is used.

Name of participant

___________________________________________

Signature

___________________________________________

Date

___________________________________________

Name of researcher

___________________________________________

Signature

___________________________________________

Date

___________________________________________
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La Trobe Rural Health School
Faculty of Health Sciences
PO Box 199
Bendigo Vic 3552
T +61 3 5444 7411
F +61 3 54447977

Withdrawal of Consent Form

Project title: Using action research to foster nurse leadership in rural health
care services

Principal researcher:
Research supervisors:

Melanie Bish
Professor Rhonda Nay
Associate Professor Amanda Kenny

This investigation is being undertaken as a requirement of a
Doctorate of Philosophy by candidate Melanie Bish.
FHEC No: 11/58

I, (the participant), wish to WITHDRAW my participation.
I am aware that the contribution I have made in the research group discussion(s) to date
cannot be withdrawn because of the nature of the discussion.
I understand that this notification will be retained together with my consent form as
evidence of the withdrawal of my consent.

Name of participant _____________________________________
Signature
_____________________________________
Date
_____________________________________
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Research Group proposed schedule
Meeting 1







Introductory statements by the researcher
Revision of group purpose and discussion regarding group conduct
Overview of preparatory research
Presentation of reading material
Formalise dates and times for subsequent meetings
Process with using a thematic discussion framework
Theme – for meeting 2





Empowerment

Is empowerment a relevant concept for rural nurse leaders?
Can rural nurse leaders make empowerment a visible concept?
How can rural nurse leaders empower their colleagues?

Meeting 2


Thematic discussion
Theme –for meeting 3





Authentic Self

How is this concept relevant for rural nurse leaders?
Is self-evaluation constructive for rural nurse leaders?
Are core values important for rural nurse leaders?

Meeting 3


Thematic discussion
Theme –meeting 4





Formal Power

Can rural nurse leaders exercise formal power?
What impacts on the effectiveness of formal power
Is formal power valued by nurse leaders?

Meeting 4



Thematic discussion
Preparation for leadership forum
Theme – for meeting 5





Is informal power a relevant concept to rural nurse leaders?
How are the professional boundaries of rural nurse leaders impacted on by informal power?
Do you value informal power?

Meeting 5



Informal Power

Thematic discussion
Preparation for leadership forum

Meeting 6
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Preparation for leadership forum
Action research group transcripts
Discussion on the disengagement process
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