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ABSTRACT 

HAZEL LINDA BLIZZARD 

THE RELATIONSHIP BETWEEN THE PERCEPTIONS OF IMPLICIT RATIONING 
OF NURSING CARE AND EMOTIONALLY INTELLIGENT LEADERSHIP  

STYLE AMONG DIRECT-CARE NURSES 

AUGUST 2018 

 Implicit rationing of nursing care and emotionally intelligent leadership style of 

nurse managers has been found to contribute to patient outcomes. No studies had been 

done prior to this study to examine possible links between implicit rationing of nursing 

care and emotionally intelligent leadership style of nurse leaders on a hospital unit. The 

purpose of this cross-sectional survey design study was to examine relationships between 

amounts of perceived implicit rationing of nursing care and perceptions of emotionally 

intelligent leadership style of nurse leaders on the acute-care hospital unit.  

 The sample for this study consisted of 248 direct-care nurses licensed in Oregon 

and working in acute-care hospitals. The nurses were recruited using an electronic list of 

licensed RNs in the state of Oregon from the Oregon Board of Nursing. Data were 

retrieved using an online platform.  

 The conceptual framework, Implicit Rationing of Nursing Care (Schubert, Glass, 

Clarke, Schaffert-Witvliet, & De Geest, 2007) guided the study, providing a basis for 

relationships between nursing management, direct-care nurses, and implicit rationing of 

nursing care. Two instruments were used to survey direct-care nurses about implicit 
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rationing of nursing care and characteristics of their professional work environment on 

their unit. The first was the Perceived Implicit Rationing of Nursing Care (PIRNCA), a 

unidimensional scale containing 31 items. The second instrument that was used was 

Revised Nursing Work Index (NWI-R), a unidimensional scale containing 57 items. 

Free-text items included comments by the direct-care nurses about their ability to 

complete care for their patients, quality of care ratings of care for their patients on their 

unit and estimates of the percent of care that goes undelivered on their unit.  

Findings of this study support an association between direct-care nurse 

perceptions of a more resonant, emotionally intelligent leadership style of nurse leaders 

on their unit and lower amounts of implicit rationing of nursing care (r = -.358, p < .01). 

A professional nursing work environment, supported by emotionally intelligent resonant 

leadership style has an association with perceptions of less implicit rationing of nursing 

care by the direct-care nurses, and might be an intervention that would produce better 

patient outcomes in acute-care hospitals.  
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CHAPTER I  

INTRODUCTION 

In the 1990s, the United States health care system was undergoing a historic 

transformation impelled by rising costs, budget pressures, and scientific and technologic 

advances. These changes led to systematic overhauls in the structure, organization, 

financing, and delivery of health-care, and in turn affected hospitals and nursing care 

(Wunderlich, Sloan, & Davis, 1996). Hospital nurses found themselves being asked to do 

more with less, and inpatients were more critically ill than in the past. Nursing shortages 

and deficient staffing on hospital units continue to be the reality and have drawn attention 

and new research into the phenomenon of nurses rationing care. The Affordable Care Act 

went into effect in June 2010 and may lead to further cost cutting by hospitals, a negative 

impact on the nurse work environment—resulting in continued care rationing by nurses 

(Jones, 2014).  

Amidst extensive complaints regarding hospital quality of care, safety, and 

nursing staff ratios, Sochalski (2001) conducted survey research using the Revised 

Nursing Work Index (NWI-R) instrument with direct-care nurses working in acute-care 

hospitals in Pennsylvania (see Appendix A). Sochalski (2001) examined resources in the 

nursing work environment and how resource adequacy affected the quality of care and 

patient outcomes. Workload was found to be a factor in quality of care assessments. 

However, it was the consequences of workload—adverse events with patients and 

nursing care that was unfinished or not done at all—that figured prominently into direct-
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care nurses’ reports of quality of care on their units. Sochalski’s (2001) landmark study 

was one of the first to notice nursing care that was needed was not always being 

provided. Nurses faced decisions at the bedside about whether to implicitly ration 

amounts of care for patients or omit tasks due to diminished resources and time 

constraints.  Schubert, Glass, Clarke, Schaffert-Witvliet, and De Geest (2007) developed 

and defined the concept of implicit rationing of nursing care as withholding or failing to 

carry out nursing measures for patients due to a lack of nursing resources. Implicit 

rationing of nursing care has been found to significantly contribute to higher rates of 

hospital inpatient mortality and overall poorer patient outcomes (Schubert et al., 2013; 

Schubert, Clarke, Aiken, & De Geest, 2012).  

Perceptions by direct-care nurses of the presence of an emotionally intelligent 

leadership style by their nurse managers correlates with significantly lower patient 

mortality (Cummings, Midodzi, Wong, & Estabrook, 2010b). Goleman, Boyatzis, and 

McKee (2002) assert that the most effective leaders can respond to their own and others’ 

emotions in addition to the basic leadership attributes of analytic intelligence and 

organizational skills. This provides a basic definition for emotionally intelligent 

leadership style. Cummings, Hayduk, and Estabrooks (2005) tied emotionally intelligent 

leadership style to the nursing work environment using the NWI-R instrument in their 

study on the impact of Canadian hospital restructuring on nurses. 

For the purposes of this study, the concepts that were addressed are implicit 

rationing of nursing care, the nursing work environment, and emotionally intelligent 

leadership style. The preponderance of literature about implicit rationing of nursing care 
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has been acute-care based, and this study had an acute-care focus. There are existing 

valid and reliable instruments to measure implicit rationing of nursing care, the nursing 

work environment, and emotionally intelligent leadership style. The Perceived Implicit 

Rationing of Nursing Care (PIRNCA) instrument measures perceptions of amounts of 

implicit rationing of nursing care (see Appendix B). The NWI-R measures characteristics 

of nursing work environments. Emotionally intelligent leadership style as part of the 

nursing work environment has been interrelated with 13 variables from the NWI-R by 

Cummings et al. (2005) (see Appendix C). However, data from the two instruments had 

not previously been associated to determine the impact of emotionally intelligent 

leadership style on implicit rationing of nursing care.  

Definition of Terms 

1. Acute-care unit: unit of a hospital that provides short-term inpatient care for an 

urgent or severe illness, medical condition, or recovery after a surgical 

procedure. 

2. Direct-care nurse: registered nurse (RN) providing patient care directly at the 

acute-care unit bedside. Direct-care nurses function as the producers of the 

hospital product: patient care (Aiken & Patrician, 2000). 

3. Perceived Implicit Rationing of Nursing Care survey (PIRNCA): describes the 

research variable implicit rationing of nursing care in the direct-care nurses last 

seven work-shifts. It is a 31-item instrument that describes perceptions of 

amounts of implicit rationing of nursing care using response levels of: “Not 

Needed,” “Never,” “Rarely,” “Sometimes,” and “Often” (Jones, 2014). 



4 

4. Nursing work environment: the organizational characteristics of the work 

setting of nurses that expedite or constrain professional nursing practice. 

Additionally, the nursing work environment consists of the organizational traits 

that reflect nurse managers’ approaches to resolutions for organizing the work 

and professional staff (Lake, 2002). Other terms that are used to describe the 

nursing work environment in the nursing literature are nursing practice 

environment, practice environment, and professional practice environment. 

5. Nursing Work Index-Revised (NWI-R): a 57-item self-report instrument that 

describes the research variables of emotionally intelligent leadership style and 

nursing work environment. It measures acute-care unit-level organizational 

attributes and qualities of the nursing work environment that nurses find 

valuable and that lead to different outcomes. Response levels are “Strongly 

Agree,” “Somewhat Agree,” “Somewhat Disagree,” and “Strongly Disagree” 

(Aiken & Patrician, 2000).  

6. Patient outcomes: the effects of nursing care on the health status of patients 

(Donabedian, 1988). 

7. Work load: the number of patients assigned to a direct-care nurse during their 

shift on the acute-care unit (Sochalski, 2001).  

8. Resource adequacy: sufficient numbers of staff, skill mix, time, and equipment 

(Schubert et al., 2013).   

9. Emotionally Intelligent Leadership style: For this study, the leadership 

competency of empathy, represented by the item on the NWI-R, 
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“Administration that listens and responds to employee concerns” (see 

Appendix C) was used to place respondents into resonant (emotionally 

intelligent) or dissonant leadership groups as did Cummings et al. (2005). 

Empathy, the ability to comprehend another person’s feelings and be able to 

experience the same feelings oneself, is considered a central element of 

emotional intelligence (Salovey & Mayer, 1990). If empathy was present, as 

indicated by responses of “strongly agree” or “somewhat agree” respondents 

were included in the resonant leadership group. If respondents chose the 

response, “strongly disagree” or “somewhat disagree” they were placed in the 

dissonant leadership style group. 

10. Resonant leadership: shows elevated levels of emotional intelligence of which 

a key component is empathy (Cummings et al., 2005).  

11. Dissonant leadership: fails to demonstrate emotional intelligence, harsh and 

unpleasant leadership that is out of touch with employees (Cummings et al., 

2005).  

12. Magnet® hospital: an acute-care hospital credentialed by the American Nurses 

Credentialing Center with Magnet® Recognition, signifying excellence in 

nursing care for both patients and nurses who care for them and being able to 

attract and retain direct-care nurses despite shortages in their market areas 

(Lake, 2002; Stimpfel, Rosen, & McHugh, 2014). 

13. Non-magnet hospital: an acute-care hospital that does not have recognition as a 

Magnet® facility from the American Nurses Credentialing Center.  
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Implicit Rationing of Nursing Care 

Implicit rationing of nursing care is conceptually defined as “the withholding of 

or failure to carry out necessary nursing measures for patients due to a lack of nursing 

resources (staffing, skill mix, time)” (Schubert et al., 2007, p. 417). The term necessary 

nursing measures is conceptually defined as “a group of nursing tasks and actions which 

are accepted—both by clinical consensus and by the attending nurse—as important for a 

patient to achieve the desired outcomes” (Schubert, 2008, p. 53). These tasks and actions 

can be rationed during direct-care nurses’ decision-making about the process of care. 

Essentially, resource inadequacy may force direct-care nurses to decide to ration some 

patient care. Nursing management, as part of the nursing work environment, has 

profound impact on resource adequacy. In the setting of a poor nursing work 

environment—where the nursing leadership may not possess emotionally intelligent 

leadership competency—direct-care nurses may have no voice to request needed 

resources and may not be heard if they do.  

Implicit rationing of nursing care is a sensitive topic for direct-care nurses. 

Papastavrou, Andreou, and Vryonides (2014d) assert studies may be impacted by under-

reporting of implicit rationing of nursing care by nurses because they are afraid of 

negative perceptions of themselves by their peers, and because nurses feel that implicit 

rationing of nursing care may negatively impact patient care. Since the PIRNCA is a self-

reported and anonymous instrument (see Appendix B), it allows nurses to report their 

perceptions of implicit rationing of nursing care without fear of retribution or shame.  
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 Implicit rationing of nursing care is common, reported as present by 93% to 98% of 

direct-care nurses in current studies (Jones, 2014; Schubert et al., 2013; Schubert, Clarke, 

Glass, Schaffert-Witvliet, & De Geest, 2009; Schubert et al., 2008). The amount of 

implicit rationing of nursing care that occurs results from complex decision-making and 

judgment by the direct-care nurse. Many factors influence decisions and priority setting 

by the direct-care nurse and not all are known. The five most frequent forms of nursing 

care rationing were found to be “emotional support, education, care coordination and 

discharge planning, care planning, and timeliness of care” (p. 1131), in a state of the 

science review by Jones, Hamilton, and Murry (2015). 

 Studies have found implicit rationing of nursing care is clinically important because 

it has been discovered to strongly and significantly correlate with poor patient outcomes 

(Papastavrou, Andreou, Tsangari, & Merkouris, 2014b; Schubert et al., 2012; Schubert et 

al., 2009; Schubert et al., 2008). In the Rationing of Nursing Care Study (RICH Nursing 

Study) in Switzerland researchers conducted a large-scale survey that used the NWI-R as 

part of a survey to examine the association between implicit rationing of nursing care as 

part of the nursing work environment (see Appendix A), and patient outcomes (Schubert 

et al., 2008). Specific patient outcomes studied were medication administration errors, 

patient falls, nosocomial infections, critical incidents that might have been prevented, and 

pressure ulcer rates. The study sample included 1,338 direct-care nurses in eight Swiss 

hospitals. The researchers found even low levels of implicit rationing of nursing care 

related to occurrence of poor patient outcomes.  
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 Data from the RICH Nursing Study were used to compare nurse-reported negative 

patient outcomes and implicit rationing of nursing care and identify thresholds of 

rationing (Schubert et al., 2009). Implicit rationing of nursing care was reported as 

present by 96% of surveyed direct-care nurses. Pressure ulcers, nosocomial infections, 

and low patient satisfaction ratings were found to be significantly sensitive to implicit 

rationing of nursing care.  

 Schubert et al. (2012) used a discharge abstract database of 165,862 patients in 71 

facilities, and survey of 1,338 direct-care nurses in eight hospitals from the RICH 

Nursing Study, to investigate associations between implicit rationing of nursing care and 

inpatient mortality rates (Schubert et al., 2012). Findings included that patients in the 

hospital with the highest perceived amount of implicit rationing of nursing care were 

51% more likely to die compared to peer institutions. The authors concluded patients in 

hospitals where direct-care nurses perceive higher amounts of implicit rationing of 

nursing care are at higher risk of negative outcomes.  

Nursing Work Environment 

Nursing functions as a hospital’s surveillance system since direct-care nurses are 

there 24 hours a day providing nursing care (Aiken & Patrician, 2000). Nursing work 

environments in which nurses have more input and autonomy have been related to better 

patient outcomes probably because they have better control over nursing resources 

(Aiken, Clarke, Sloane, Lake, & Cheney, 2008; Aiken & Patrician, 2000; Friese, Lake, 

Aiken, Silber, & Sochalski, 2008; Hendry & Walker, 2004; Trinkoff et al., 2011). In this 
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study the NWI-R instrument is used to measure nurse work environment factors—

including emotionally intelligent leadership style.  

The nursing work environment impacts patient outcomes through the quality of 

care provided. Studies have shown poor nursing work environments significantly 

contribute to poor patient outcomes, errors, and increased patient mortality and failure to 

rescue (Aiken et al., 2008; Friese et al., 2008; Sochalski, 2004). Quality of care is 

affected by unknown factors in the work environment (Sochalski, 2004) and one large 

study found some hospitals had achieved a high-quality nursing work environment 

without high staffing levels (Lake & Friese, 2006). It can be surmised that there are 

factors in the nursing work environment that relate to resource adequacy, other than 

staffing, that impact the quality of care and amounts of implicit rationing of nursing care.  

It is an imperative for nurses to conduct research into what factors in the nursing work 

environment produce better quality of care and the best patient outcomes.  

Emotionally Intelligent Leadership Style 

Salovey and Mayer (1990) defined emotional intelligence as “the ability to 

monitor one’s own and others’ feelings and emotions, to discriminate among them and to 

use this information to guide one’s thinking and actions” (p. 189). Emotionally intelligent 

leaders inspire through emotional engagement, passion, and motivation, uncovering the 

potential to achieve goals that otherwise might go unseen (Cummings et al., 2005). 

Goleman, Boyatzis, and McKee (2002) used the original emotional intelligence 

competencies of self-awareness, self-management, social awareness, and relationship 

management from the Emotional Competence Inventory for measuring emotional 
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intelligence in individuals (Boyatzis, Goleman, & Rhee, 2000), and reframed them as 

leadership competencies. Goleman et al. (2002) assert that leaders need to effectively 

respond to their own and others’ emotions (empathy), and the most effective leaders 

possess high emotional intelligence.  

In a 2005 study, Cummings et al. used variables from the NWI-R that matched 

theoretical descriptions from Goleman et al. (2002) for four emotionally intelligent 

leadership styles (visionary, coaching, affiliative, and democratic) to determine the extent 

hospital restructuring was mitigated by emotionally intelligent nurse leadership style. The 

researchers used results from 6,526 nurses from a survey that included the NWI-R and 

causal modeling to relate variables from the instrument to Goleman’s emotionally 

intelligent leadership competencies, thus linking emotionally intelligent leadership to the 

nursing work environment (see Appendix C).  

The four emotionally intelligent leadership styles from the Goleman et al. (2002) 

work are considered resonant leadership styles and are subcategories of emotionally 

intelligent leadership style. Goleman et al. (2002) included two leadership styles that are 

not emotionally intelligent styles: pacesetting and commanding, which are considered 

dissonant leadership styles. Resonant leadership style is a form of emotionally intelligent 

leadership and is conceptually defined as an upbeat and enthusiastic style that builds 

consensus and positive nursing work environments using empathy, shared knowledge, 

and transparency. Dissonant leadership is defined by Goleman et al. as being low on 

empathy, impatient, micromanaging, and numbers-driven. Dissonant leadership styles are 

not emotionally intelligent forms of leadership. Cummings et al. (2005) found hospital 
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restructuring events had a significant impact on unmet patient needs overall for all nurses 

surveyed, but nurses working under dissonant leadership styles (pacesetting and 

commanding) reported three times the amount of unmet patient care needs than nurses 

who reported working in resonant emotionally intelligent leadership environments 

(visionary, coaching, affiliative, and democratic).  

Wong and Cummings (2007) examined the relationship between nursing 

leadership and patient outcomes in a systematic review. Results from their review of the 

literature consisted of seven papers written between 1970 and 1999 (with most published 

between 2002 and 2007) that formed the final group of included studies. Wong and 

Cummings (2007) included six studies from research in the United States, and one from a 

study in Canada. Wong and Cummings (2005) stated that the studies reviewed were all 

methodologically sound and expanded knowledge of the relationship between nursing 

leadership and patient outcomes. Findings of the reviewed studies include significant 

associations between positive leadership styles—including emotionally intelligent 

leadership style, and more positive patient outcomes.  

Based on Goleman’s Emotionally Intelligent Leadership model and variables 

from the NWI-R, Cummings et al. (2010b) found that an emotionally intelligent 

leadership style significantly related to lower patient mortality with 26% lower odds of 

mortality when compared with other leadership styles. Schubert et al. (2012) observed a 

significantly increased mortality rate of inpatients in the setting of higher perceived 

amounts of implicit rationing of nursing care. It may be true that perception of an 



12 

emotionally intelligent leadership style by direct-care nurses creates a better nursing work 

environment and one that produces less implicit rationing of nursing care.   

Relationship Between the Study Variables: Implicit Rationing of Nursing Care, 

Nursing Work Environment, and Emotionally Intelligent Leadership Style 

Significant work has been done by nurse researchers that shows the NWI-R—a 

measure of the nursing work environment inclusive of leadership—has a relationship to 

implicit rationing of nursing care at its most fundamental level (Ausserhofer et al., 2014; 

Schubert et al., 2013; Schubert et al., 2012; Schubert et al., 2008). This body of research, 

on implicit rationing of nursing care shows an increase in patient mortality, as well as 

poorer patient outcomes, and increased amounts of perceived implicit rationing of 

nursing care by direct-care nurses, in a nursing work environment, that is perceived as 

poor. Higher ratings of staff resource adequacy and the safety climate of nursing work 

environments have been related to lower implicit rationing of nursing care, less burnout 

of nurses, and higher perceived quality of nursing care (Schubert et al., 2013). 

Cummings et al. (2005) used causal modeling to relate variables from the NWI-R 

to Goleman’s emotionally intelligent leadership competencies in a study about the impact 

of hospital restructuring on the nursing work environment. Cummings et al. (2010b) used 

the variables from the NWI-R and found statistically significant evidence that linked 

emotionally intelligent leadership style to significantly lower hospital patient mortality. 

Appendix C relates the variables from the NWI-R to Goleman’s emotional intelligence 

competencies.  
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There is an increase in acute-care patient mortality as well as an increase in poor 

patient outcomes when resources in the nursing work environment are inadequate. There 

is an increase in implicit rationing of nursing care when the nursing work environment is 

less than optimal. There is an increase in acute-care patient mortality when leadership 

style, as part of the nursing work environment, is not emotionally intelligent. Within the 

nursing work environment, direct-care nurses make decisions whether to ration nursing 

care; as part of that work environment, the nurse manager influences these decisions by 

having much of the control over resource availability. So, a question arises as to whether 

presence of emotionally intelligent leadership in the nursing work environment 

contributes to less implicit rationing of nursing care and better patient outcomes—

including lower mortality rates.  

Assumptions 

1. Implicit rationing of nursing care occurs on all acute-care units in all hospitals. 

2. There is a relationship between implicit rationing of nursing care and the nursing 

work environment that impacts the process of care by direct-care nurses in 

accordance with the Implicit Rationing of Nursing Care conceptual framework 

(Schubert et al., 2007). 

3. As part of the nursing work environment, the interaction between nursing 

management and leadership style as designated by Goleman et al. (2002) impacts 

the process of care and produces certain patient and nurse outcomes which can be 

measured by variables in the NWI-R (Cummings et al., 2005; Cummings et al., 

2010b).  
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4. Nurses will be truthful about reporting perceptions of amounts of implicit 

rationing of nursing care and characteristics of their work environment on the 

PIRNCA and NWI-R surveys. 

5. The items on the PIRNCA were reviewed and rated for clarity and relevance to 

practice by 10 content experts who were medical-surgical registered nurses 

(Jones, 2014). Nurses who were not practicing on medical-surgical units would 

not be expected to answer most of the items on the PIRNCA other than with the 

“Not Needed” option.  

Purpose of Study 

 The purpose of the study was to examine relationships between direct-care nurses’ 

perceptions of implicit rationing of nursing care and their perceptions of nurse leadership 

style on their hospital unit. 

Research Hypothesis 

 Where emotionally intelligent leadership style is the leadership style of the nurse 

leaders in the nursing work environment, direct-care nurses will report less implicit 

rationing of nursing care.  

Conceptual Framework 

 The conceptual framework used for the study was Implicit Rationing of Nursing 

Care (see Figure 1). It was developed by Maria Schubert, a nurse researcher in 

Switzerland, and it was used to study rationing of nursing care in Swiss acute-care 

hospitals (Schubert et al., 2007). This framework was created to explain the construct of 

implicitly rationed nursing care with related constructs and influences: factors influencing 
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priority setting in the nursing work environment, characteristics of the nursing work 

environment, the philosophy of care, amount of available time and resources, philosophy 

and aims of the organization, and nursing care standards. 

 

Figure 1. Conceptual framework: implicit rationing of nursing care. Used with permission 
from Schubert, M., Glass, T. R., Clarke, S. P., Schaffert-Witvliet, B., & De Geest, 
S. (2007). Validation of the Basel Extent of Rationing Nursing Care Instrument. 
Nursing Research, 56(6), p. 418.  
http://dx.doi.org/10.1097/01.NNR.0000299853.52429.62    

 
 The Implicit Rationing of Nursing Care framework has been used to study causes of 

implicitly rationed nursing care, patient and nurse outcomes, patient and nurse variables 

related to rationing of nursing care, workload and rationing of nursing care, nurses’ work 

environment, and levels of perceived rationing of nursing care in hospitals in 

Switzerland, the United States, Canada, and Cyprus. The framework suggests that nurses 

ration care based on decisions about the patient situation and problems, planning related 

to needed nursing care, and implementation and evaluation of care. Each nurse decides 

http://dx.doi.org/10.1097/01.NNR.0000299853.52429.62
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whether to follow the existing plan of care or modify it depending on the workload on the 

unit, available resources, and patient load. Depending on the situation, nurses withhold 

necessary nursing care from some patients (Schubert et al., 2007). The Implicit Rationing 

of Nursing Care framework maintains that the variable in this study, leadership of nurse 

managers, will have a relationship with the variable, implicit rationing of nursing care, 

because nursing management is part of the nursing work environment and impacts the 

process of care where implicit rationing occurs (see Figure 2).  

 

 This study focused on perceptions of the amount of implicit rationing of nursing 

care on the nursing unit by the direct-care nurse and their perception of the type of 

leadership style of nursing management on the unit  

(unit manager and/or charge nurse). Other studies have shown nursing management 

affects the adequacy of resources and the autonomy and responsibility of direct-care 

nurses in the nursing work environment (Ausserhofer et al., 2014; Jones 2014; Schubert 

et al., 2013; Papastavrou, Andreou, Tsangari, Schubert, & De Geest, 2014c; Vryonides, 

Papastavrou, Charalambous, Andreou, & Merkouris, 2015). In reviewing Figure 1, which 

is Schubert’s model, note that implicit rationing of nursing care and the nursing work 

 

Nursing Work Environment 

Nursing management leadership style     

Process of Care 

Implicit Rationing of Nursing Care 

Patient Outcomes 

Figure 2. Relationship between nursing work environment, leadership style, and implicit 
rationing of nursing care.    

impacts influences 
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environment are present, and leadership is present in the nursing work environment as 

nursing management. Thus, the three concepts driving this study are represented in 

Schubert’s model and represented separately in Figure 2, based on Schubert’s model. 
   

 

Limitations  

1. Only RNs from the state of Oregon were surveyed, perhaps limiting the 

generalizability of the findings.  

2. Data collected was self-reported and susceptible to recall bias from false 

reporting on the survey. 

3. The PIRNCA is a newer instrument needing test-retest for reliability. 

4. The sample inclusion criteria included direct-care RNs working on adult 

medical-surgical-type units in the acute-care setting, thus limiting 

generalizability of findings. 

5.  There were 115 nurses who identified as working on a medical-surgical or 

medical-surgical step-down unit.  Information in a free-text area of the survey 

indicated 13 nurse respondents did not work in a medical-surgical unit or step-

down unit, and these were cleared from the final dataset.  There were 115 

direct-care nurses who identified the type of unit worked on as medical-

surgical and they were examined separately from 162 who did not identify 

they type of unit worked on. The two groups were found to not be 

significantly different statistically.  

6. Direct-care RNs chose to participate in the study by self-selection and may 

have differing characteristics from those who chose to not participate.  
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7. Temporal ambiguity might have confounded results if perceptions of implicit 

rationing of nursing care influenced the type of leadership style on a unit.  

8. Direct-care nurses may have under-reported implicit rationing of nursing care 

because they feared disclosure might create a negative perception of 

themselves by their peers.  

9. For this study, the two leadership style groups were determined based on one 

item from the NWI-R, “An administration that listens and responds to 

employee concerns.” Cummings et al. (2005) used this item as an indication 

of leadership empathy, and a competency that differentiated between 

dissonant and resonant, emotionally intelligent, leadership style groups. Use 

of one item to differentiate the two groups may not be precise and reliable 

across samples or have good validity in determining leadership styles.  

Delimitations  

1. A related concept, missed nursing care was not included in this study 

(Kalisch, 2006).  

2. The study included only direct-care nurses working on acute-care units in 

hospitals in Oregon.  

3. The sample consisted of RNs only; Licensed Vocational Nurses and 

Certified Nursing Assistants were not included in the sample. 

4. Data collection was only conducted among RNs in Oregon. 
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Summary 

 In a time of constrained resources when health care financing is in a state of crisis 

due to falling reimbursements, the nursing work environment has been impacted by 

conditions that can lead to resource inadequacy, which in turn has been shown to lead to 

implicit rationing of nursing care. Implicit rationing of nursing care and leadership styles 

that are not emotionally intelligent have been found to result in poor patient outcomes—

including increased mortality rates in the acute-care setting (Cummings et al., 2005; 

Cummings et al., 2010b; Schubert et al., 2012). Although tools exist to measure 

perceptions of implicit rationing of nursing care and emotionally intelligent leadership 

style as part of the nursing work environment, data from these two valid and reliable 

instruments, the PIRNCA and the NWI-R, had not been previously linked. This study 

investigated covariance between the two variables as measured by these instruments, 

implicit rationing of nursing care and emotionally intelligent leadership style.  

It is key for nurses to discover connections between implicit rationing of nursing 

care and emotionally intelligent leadership style. Knowledge of correlations between 

implicit rationing of nursing care and emotionally intelligent leadership style of nursing 

management will possibly lead to interventions for better communication and 

collaboration between direct-care nurses and nurse managers, and aid in structuring better 

nursing work environments. This in turn could benefit patients in acute-care facilities by 

producing better patient outcomes. The relationship between implicit rationing of nursing 

care, emotionally intelligent leadership, and the nursing work environment may have a 
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profound influence on patient outcomes and cost containment related to those outcomes. 

No studies previously examined the relationship of these three variables.  
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CHAPTER II 

REVIEW OF THE LITERATURE 

 This review of the literature underpins the study by providing a focus on the three 

main concepts of this study: implicit rationing of nursing care, the nursing work 

environment, and emotionally intelligent leadership style. A comprehensive 

understanding of these three concepts and the linkages between them will be conveyed 

and ultimately reveal how this study may add to knowledge that improves quality of care 

and outcomes for patients, nurses, and organizations.  

 First, this literature review will provide an overview of implicit rationing of 

nursing care including instrumentation, types of nursing care being rationed, and the 

impact on quality, safety, and outcomes. This discussion is followed by a detailed look at 

the nursing work environment, the Revised Nursing Work Index (NWI-R) instrument, 

and correlations between characteristics of the nursing work environment from the NWI-

R and emotionally intelligent leadership styles. Finally, emotionally intelligent leadership 

will be examined, including use of instrumentation and studies related to effects on 

teamwork and leadership.  

Literature Relevant to Implicit Rationing of Nursing Care 

 The literature establishes that certain elements of nursing care are globally 

rationed by direct-care nurses, and that the omitted care is significantly associated with 

negative patient and nurse outcomes. Nurses have ethical concerns related to rationing of 
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care and its effects on the overall quality of care and patient safety. Studies of implicit 

rationing of nursing care have been conducted in countries around the world and similar 

factors have been found to relate globally to this phenomenon.  

Historical Context and Background of Implicit Rationing of Nursing Care 

 In the 1990s, many news reports of hospital errors and safety issues led to public 

concern about patient safety. Amid industry-wide hospital restructuring and decreased 

health care reimbursement, public concern led the U.S. Congress to mandate a study by 

the Institute of Medicine (IOM) to investigate hospital nurse staffing (Wunderlich et al., 

1996). Studies by nurse researchers arising from this mandate examined staffing and 

patient outcomes as part of the nursing work environment. One such large study, 

conducted by the International Hospital Outcomes Research Consortium, the 

International Hospital Outcomes Study (IHOS), involved 711 hospitals in five countries 

(see Appendix D), resulting in increased global interest in effects of the nursing work 

environment on quality of care and safety (Aiken, 2008). These early studies began 

finding links between patient outcomes, quality of care and patient safety, and rationing 

of nursing care. Working with the assumption that direct-care nurses would be the best 

and most accurate informants about hospital characteristics and their importance in 

patient care the IHOS researchers broke from the past, where studies about hospitals 

tended to survey a single nurse administrator and collected data from only these direct-

care nurses (Aiken, 2008). IHOS revealed markedly similar patterns in hospitals across 

various countries and cultures. Direct-care nurses generally voiced a lack of confidence 
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in being heard and responded to by front-line or top-level management. Direct-care 

nurses in the U.S. were found to be the most distressed.  IHOS significantly linked 

staffing and work environments to critical nurse and patient outcomes.  

 As part of the IHOS research, Sochalski (2001) surveyed 13,200 direct-care 

nurses at 210 acute-care hospitals in Pennsylvania regarding the quality of care at their 

hospitals and factors that they thought affected it. Results of the study found that 20% of 

the surveyed nurses reported the quality of care at their hospital was only fair or poor 

related to workload. Sochalski (2001) also found the nurses reported rationing nursing 

care based on time constraints and that consequent adverse patient events related 

significantly to this rationed care. Nurses’ reports of care rationing related significantly to 

poorer quality of care. This was a first discovery that workload alone was not the cause of 

ratings of poor quality of care, but that rationed care, because of heavier workload, had an 

unmistakable influence on quality.  

Sochalski (2004) ran a secondary analysis of the data from the Pennsylvania arm 

of the 2001 IHOS research to examine whether nurses’ workload was associated with the 

quality of care provided. The study looked specifically at whether something in the 

process of nursing care was related to quality of care reports. The study sample consisted 

of 11,628 direct-care nurses working in adult acute-care hospitals in Pennsylvania. The 

data revealed quality of care ratings by the nurses were significantly associated with 

nurses’ workloads, amounts of care rationed, and patient safety problems. Rationed 

nursing care was found to have the strongest relationship to quality of care ratings with 



24 
 

over 40% of the variation in quality ratings being associated with the number of patient 

care tasks rationed. Sochalski (2004) asserted that more studies are needed to assess 

interrelationships, and causal influences, between workload, rationed care, process of 

care, patient safety problems and outcomes, and quality of care.  

 During the same time-period, nurse researchers in the United Kingdom conducted 

studies looking at priority setting by nurses in hospitals and barriers to providing nursing 

care. Hendry and Walker (2004) attempted to establish what was currently known about 

priority setting by nurses through a literature review. The provision of care by the nurse 

was affected by time involved and prioritization of tasks.  Again, time constraints were a 

key issue for nurses who reported caring for more dependent patients before providing 

care for those who were less dependent. Nursing care was further prioritized into high-

priority care with life-threatening situations, medium-priority non-emergent care, and 

low-priority care that does not relate to the specific illness or prognosis, but to normal 

developmental needs. This level of importance was found to play into whether nursing 

care was rationed.  

 West, Barron, and Reeves (2005) surveyed 2,880 nurses in 20 United Kingdom 

hospitals to investigate barriers to providing care by the nurses, and types of care affected 

by lack of resources. Not enough time to perform essential tasks was reported by 64% of 

the nurses. Nurses reported that they had too much to do and commonly neglected 

emotional support for patients. Nurses also reported that they were not able to provide 
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needed patient education, and physical care, and often rationed essential tasks such as 

pain control, treatment of symptoms, and answering call lights.  

 Reeves, West, and Barron (2005) found that nurses reported that care they 

rationed, due to workload, led to substandard nursing care of acute-care hospital patients 

in the United Kingdom. Only 53.5% of the nurses reported being able to always, or 

nearly always, provide care to reduce the risk of developing pressure ulcers. Being able to 

always, or nearly always, help patients with eating meals was reported by only 42% of 

the nurses.  

Instrumentation 

 Nurse scholars want to study the phenomenon of implicit rationing of nursing care 

systematically. Nurse researchers have developed two instruments that specifically 

measure types and amounts of implicit rationing of nursing care. These instruments can 

be used to examine the prevalence of implicit rationing of nursing care and the types of 

care rationed. As part of the Rationing of Nursing Care in Switzerland (RICH) nursing 

study, the Swiss arm of the IHOS, Schubert et al. (2008) developed the Basel Extent of 

Rationing of Nursing Care (BERNCA) instrument to address the gap created by the lack 

of a tool to measure implicit rationing of nursing care. The BERNCA was developed for 

use by direct-care nurses in acute-care hospitals. The instrument was piloted with 957 

direct-care nurses working on medical, surgical, or gynecological units in five acute-care 

Swiss hospitals (Schubert et al., 2007). There is a negative correlation between implicit 

rationing of nursing care as measured by the BERNCA and the quality of the nursing 
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work environment measured by the NWI-R (Schubert et al., 2008). Jones (2014) adapted 

the BERNCA for use in the hospital nursing work environment of the U.S. by changing 

terminology to fit commonly used language in the American work setting. The U.S. 

version of the tool designed by Jones, to measure perceptions of implicit rationing of 

nursing care, is the PIRNCA instrument.    

Nurse researchers have found that nurses who participate in studies inconsistently 

report amounts of implicit rationing of nursing care. Some studies found as many as 97% 

to 98% of nurses reported implicit rationing of nursing care during their last seven shifts 

worked (Jones, 2014; Schubert et al. 2013), and one study found 45% of direct-care 

nurses reported rationing care during a shift (Al-Kandari & Thomas, 2009). Several 

studies found statistically significant links between aspects of the nursing work 

environment, patient outcomes, and implicit rationing of nursing care, concluding that 

how nurses view their work environment has an influence on perceptions of amounts of 

implicit rationing of nursing care (Papastavrou et al., 2014b; Papastavrou et al., 2014c; 

Schubert et al., 2009; Schubert et al., 2008).  More positive perceptions of the nursing 

work environment by direct-care nurses have been tied to less perceived implicit 

rationing of nursing care (Ausserhofer et al., 2013). Certain types of care were likely to 

be rationed by direct-care nurses depending on time constraints and workload 

(Ausserhofer et al., 2013; Schubert et al., 2013).  
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Amounts of Implicit Rationing of Nursing Care and Specific Elements of Nursing 

Care Rationed 

 Schubert et al. (2008) based the BERNCA on the Implicit Rationing of Nursing 

Care conceptual framework (see Figure 1). From an initial list of 20 questions on 

necessary nursing tasks, qualified Swiss nursing experts working in direct-patient care in 

acute-care hospitals, were consulted by Schubert, et al. (2008) to evaluate which to 

include or exclude on the BERNCA. The BERNCA instrument was found to be valid and 

reliable for measuring implicit rationing of nursing care (Schubert et al., 2008). The 

questions on the BERNCA cover five domains of implicit rationing of nursing care:  

∙ activities of daily living (bathing, skin care, oral care, eating, mobilization, 

managing body waste, changing bed linen);  

∙ caring-support (emotional or psychosocial support, conversations with 

patients and their families);  

∙ rehabilitation-instruction-education (toilet training, 

activating/rehabilitating care, education of patient and their families about 

self-care, discharge planning);  

∙ monitoring safety (monitoring vital signs, confused/impaired patients, 

coping with delayed response of a physician, answering call lights 

promptly, hand hygiene); and 

∙ documentation (review at beginning of shift, patient care planning, 

documenting patient nursing care).  
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The BERNCA asks nurses to indicate how much care they perceive was rationed 

in the last seven shifts worked. In subsequent studies using the BERNCA, nurses 

reported, on average, that they commonly ration nursing care, but are rarely unable to 

perform the nursing tasks listed in the BERNCA (Schubert et al., 2013; Schubert et al., 

2009).  

Jones (2014) found the PIRNCA, based on the BERNCA, to be valid and reliable 

to measure implicit rationing of nursing care and for use with direct-care nurses in the 

U.S. A random sample of 226 medical-surgical nurses in Texas was used to evaluate the 

PIRNCA. The PIRNCA contains 31 questions that cover six domains of implicit 

rationing of nursing care:  

∙ assistance with physical care (hygiene, skin care, change soiled linen, 

ambulation, repositioning, bowel and bladder elimination, eating and 

drinking, comfort/pain control);  

∙ implementation of prescribed treatment plan (medication administration, 

enteral and parenteral nutrition, wound care, dressing changes, intravenous 

therapy, infection control);  

∙ emotional support and teaching (teaching patient and family, preparing for 

treatments or procedures, emotional or psychological support);  

∙ surveillance/vigilance (monitoring physiologic status, behavior, safety, 

follow up on status changes/requests/unclear orders, timely response to 

requests, supervise delegated tasks, evaluate plan of care); and  
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∙ coordination of care and discharge planning (converse with team 

members, external agency, converse with patient regarding discharge)  

∙ documentation (review documentation, document care, assessments, 

interventions). 

Jones (2014) found that 97% of nurse participants reported rationing care in the 

last seven shifts, but again most reported rarely doing so. Jones posited that although 

most nurses report rarely rationing care, this may be deceptive because the cumulative 

frequency of implicit rationing of nursing care by multiple nurses assigned to a patient 

may indicate care is rationed more than rarely overall. Jones suggested that this 

underestimation of the amount of implicit rationing of nursing care has strong effects for 

an individual patient’s outcome. The most frequently rationed care in Jones’ study was 

reviewing multidisciplinary team documentation, timeliness of response to requests, 

documentation of nursing care, routine hygiene, patient or family teaching, and emotional 

or psychological support.  

Types of Nursing Care More Likely to be Rationed 

Schubert et al. (2013) asserted that nurses are less likely to ration care that has a 

possible immediate effect on a patient’s condition, more likely to ration care that takes 

more time to provide and tend to ration care that will take an unknown amount of time to 

complete. Jones (2015) speculated task-related activities like wound care and 

administering medications are less likely to be rationed, while areas of care requiring 
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more cognitive function and an unknown amount of time are more likely to be rationed, 

such as providing education and emotional support.  

Papastavrou, Andreou, and Efstathiou (2014a) conducted a systematic review of 

quantitative studies on rationing of nursing care. Papastavrou et al. (2014a) reviewed 17 

studies, and levels of rationing were not found to be consistent; some direct-care nurses 

reported rarely omitting care and others reported rationing one or two care activities in 

their last shift. The nurses in the included studies reported they rationed very little care on 

average, but implicit rationing of nursing care was widespread.  

Ausserhofer et al. (2013) examined data from a large European study, RN4CAST, 

which collected data from 33,659 nurses in 12 countries. The purpose of the study was to 

examine the association between work environment, nurse staffing, nurse education 

levels. Ausserhofer et al. found nurses use decision-making to decide which care can be 

rationed. Physical care and monitoring are less frequently rationed, while psychosocial 

care and planning are most often rationed.  

Ball, Murrells, Rafferty, Morrow, and Griffiths (2014) examined types and 

amounts of care rationed by nurses in British National Health Service hospitals. Ball et al. 

(2014) asked nurses from 31 hospitals from general medical-surgical wards to check off 

care activities from a list of 13 items that they had been unable to complete during the 

last shift they worked. The items were: surveillance, documentation of nursing care, 

administering medication on time, conversations with patients, care planning, providing 

patient/family education, position changes, oral care, pain management, discharge 
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planning, skin care, and performing treatments/ procedures. Results included that 86% of 

nurses surveyed reported they had not completed at least one needed item of care on the 

list during the last shift they worked. Nurses reported rationing a mean of four items 

during their last worked shift. Half or more of the 2,790 nurse respondents reported 

rationing conversations with patients and providing education for patients as undone 

during their last shift. Pain management and treatments were least likely to be rationed.  

Nurse researchers in Kuwait used the survey from the IHOS to assess workload of 

hospital direct-care nurses, common types of care provided on medical and surgical units, 

and elements of care rationed by the nurses during a shift (Al-Kandari & Thomas, 2009). 

Al-Kandari and Thomas found that 45% of the direct-care nurses reported they were 

unable to complete all required care during their shift. The most common nursing care 

rationed on medical units was conversation with patient and family, documentation of 

nursing care, oral hygiene, routine catheter care, and care planning.  Direct-care nurses on 

the surgical units reported the most common care rationed as starting or changing 

intravenous fluid and routine catheter care. Nurses on both types of units reported 

commonly rationing bathing, dressing changes, discharge planning, providing needed 

education, backrubs, and tracheostomy care. Weak correlations were found between 

rationing of nursing care and nurses’ workload. The study also found that the direct-care 

nurses seemed to give priority to physical tasks such as medication administration.  

Nurses tend to ration care that takes more time, or an unknown amount of time. 

Physical care, that if omitted could lead to more immediate negative outcomes for 
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patients, tends to be prioritized first over psychosocial needs. Jones (2014) suggested that 

nurse managers need to be aware of causes of implicit rationing of nursing care so they 

can avoid them, and that nursing needs a more complete understanding of the causes of 

implicit rationing of care. Jones also found that implicit rationing of nursing care was 

strongly associated with adequacy of resources to support nurse staffing. In the 2014 

study, Jones discovered perceived adequacy of staffing by direct-care nurses accounted 

for 21% to 45% of variance in implicit rationing of nursing care.  

Schubert et al. (2007) found significant correlation between implicit rationing of 

nursing care and nursing resources and autonomy, and weaker correlations between 

leadership, professional development, interdisciplinary collaboration, competence, and 

workload. Schubert et al. (2007) recommend more studies to examine the relationship 

between workload and implicit rationing of nursing care to try to find what is causing 

nurses to ration care. Ausserhofer et al. (2013) found statistically significant data that 

shows there are fewer reports of implicit rationing of nursing care when nurses have a 

more favorable view of their work environment, with lower workloads and fewer non-

nursing tasks being done by nurses.  

Implicit Rationing of Nursing Care Link with Quality of Care and Safety 

 The congressionally mandated studies of nurse staffing did not provide sufficient 

evidence to support minimum nurse-to-patient ratios in hospitals. Nurse researchers 

decided there was a need to find empirical evidence to establish whether hospital 

reorganization, and its effects on the nursing workforce, was adversely affecting quality 
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of care. The study by Sochalski (2001) explored variation of nurse reports of quality of 

care at their hospital and attempted to understand what factors the nurses associated with 

their quality of care accounts. Findings from this study supported concerns about nurses’ 

workloads, patient safety concerns, and the potential for medical errors. Quality of 

nursing care as reported by 20% of the study participants was only fair or poor on their 

units. The quality scores were linked to reports of rationed care related to time 

constraints. Findings also supported that quality ratings were related to adverse patient 

events. Higher workload of the nurses did not statistically account for ratings of poorer 

quality of care, but rationed care because of higher workloads did have a marked 

influence on quality of care reports.  

 The National Health Service of the United Kingdom surveyed patients about 

experiences while hospitalized. Patients indicated there was a need for improvement in 

areas of physical comfort, emotional support, and respect for their preferences (West et 

al., 2005). West et al. (2005) sought to understand the patients’ negative evaluations to 

guide interventions. A questionnaire was designed to examine nurses’ reports about their 

clinical settings and identify barriers that prevented delivery of high-quality care. 

Findings included that 64% of the 2,880 surveyed nurses felt overworked, and that lack 

of time and resources led to rationing of care. The nurses reported that quality of care and 

patient safety were jeopardized by this lack of nursing time. Nurses perceived a lack of 

time to answer call lights in a timely manner (12% always or nearly always too busy to 

do this, and 65% sometimes too busy) or to take measures to prevent patient falls (22.3% 
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never had time). Nurses reported that patients were likely to receive care to prevent 

pressure ulcers. However, 21% of nurses said they did not have enough staff to be able to 

help patients to the toilet, 5.4% of nurses said they never had time to help patients who 

needed assistance with their meals, while 39% said they sometimes were unable to help 

with meals.   

Though nurse participants in this study rated the overall quality of care at their 

hospital as very good or excellent, more specific questions elicited negative factors 

related to quality of care in their work environment. Nurses reported that they were aware 

that patient safety and comfort was compromised due to lack of resources to provide 

high-quality care, including insufficient staffing. Only about half of the participant nurses 

perceived they had the equipment and supplies they needed to do their jobs.  

 The RICH nursing study established implicit rationing of nursing care as the only 

factor significantly linked with negative patient outcomes (Schubert et al., 2009).  In 

addition, the RICH study proclaimed that implicit rationing of nursing care is a 

systemically important empirical element related to quality of care and patient safety. 

After earlier studies coincidentally found rationing of nursing care affects quality of care 

and patient safety, nurse researchers purposely conducted studies to examine implicit 

rationing of nursing care to expand these findings.  

 Patient outcomes are adversely affected by implicit rationing of nursing care. 

Studies are finding that perceptions of even low levels of implicit rationing of nursing 

care are predictors of poor outcomes. Schubert et al. (2008) found that patient outcomes 
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are negatively affected by higher levels of reported implicit rationing of nursing care 

even when controlling for staffing and nursing work environment measures. Patient and 

nurse satisfaction is lower when higher amounts of implicit rationing of nursing care are 

perceived.  

 Schubert et al. (2008) studied the relationship of implicit rationing of nursing care 

to patient outcomes in eight Swiss acute-care hospitals involving 1,338 direct-care nurses 

and 779 patients using the BERNCA and the NWI-R. Schubert et al. (2008) found 

perceptions of increased amounts of implicit rationing of nursing care by direct-care 

nurses significantly correlated to patient reports of decreased levels of satisfaction with 

their nursing care. The study found a 37% decrease in the odds of patients reporting 

satisfaction with their nursing care when direct-care nurses perceived even low amounts 

of implicit rationing of nursing care.  

 A study by Schubert et al. (2009) examined implicit rationing of nursing care 

levels to identify clinically meaningful thresholds. Schubert et al. (2009) found that 

patient satisfaction with nursing care is extremely sensitive to implicit rationing of 

nursing care. There was a 57% decrease in the number of patients who reported being 

satisfied with their care with even rare implicit rationing of nursing care perceptions by 

direct-care nurses at the unit-level.  

 Schubert et al. (2008) investigated the effects of implicit rationing of nursing care 

on six patient outcomes.  The six patient outcomes were medication administration errors, 

patient falls, nosocomial infections, critical incidents, pressure sores, and patient 
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satisfaction. These outcomes were derived from evidence from earlier IHOS studies. A 

modified version of the questionnaire from previous IHOS studies was used with the 

addition of the BERNCA.  

Schubert et al. (2008) asserted that to their knowledge no studies had been done to 

examine links between implicit rationing of nursing care and patient outcomes in 

hospitals. Implicit rationing of nursing care, even when perceived by direct-care nurses at 

very low levels, was found to be significantly associated as a predictor of all six 

outcomes. Implicit rationing of nursing care was the only factor significantly and 

consistently associated with all six outcomes. Increased levels of perceived implicit 

rationing of nursing care by the direct-care nurses predicted decreased patient-reported 

satisfaction with nursing care and increased adverse patient outcomes. The patient-to-

nurse staffing ratio was not significantly associated with any of the outcomes 

demonstrating a need for future research into causes of implicit rationing of nursing care.  

Schubert et al. (2009) described levels of implicit rationing of nursing care to 

identify thresholds at which it led to negative patient outcomes. The data revealed 

negative impacts on the six identified patient outcomes significantly correlated with 

implicit rationing of nursing care. Nosocomial infections, pressure ulcers, and patient 

satisfaction were found to be very sensitive to implicit rationing of nursing care even at 

very low levels. Schubert et al. (2009) surmised that implicit rationing of nursing care 

may not affect all patient outcomes equally and that it is advisable for implicit rationing 

of nursing care to be avoided to the largest extent possible to minimize its negative 
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consequences for patient outcomes. The link between implicit rationing of nursing care 

and patient outcomes supported the researchers’ contention that implicit rationing is an 

empirical factor and is related to patient safety and quality of care. In addition, Schubert 

et al. (2009) advised that clinicians and nurse managers could use threshold levels of 

implicit rationing of nursing care for patient outcomes for quality assurance processes in 

their hospitals.  

Lucero, Lake, and Aiken (2010) empirically examined associations between three 

nurse-reported patient outcomes: receipt of wrong medication or dosage, nosocomial 

infections, and patient falls with injury in relationship with nurse-reported implicit 

rationing of nursing care. The data examined was at the hospital level from the IHOS 

study involving surveys from direct-care Pennsylvania hospital nurses. Nurses reported 

28% or more of necessary nursing care was rationed. The nurse researchers found that 

rationed care significantly and negatively affected each of the three patient outcomes. 

Where increased occurrences of rationing were reported increased negative outcomes for 

patients on the three measures were reported. Some weaknesses of this study were that 10 

years passed between when the data was originally collected and the study date, and a 

question of whether rationing of nursing care is a valid indicator of nursing care quality 

in the hospital setting. Lucero et al. (2010) asserted that the large number of respondents 

and settings strengthen the study and that maximizing the amount of time nurses spend 

with patients might decrease the number of negative outcomes for the patients.  
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Schubert et al. (2012) used data from the RICH nursing study and the Swiss 

Federal Statistics Office National Database to investigate relationships between implicit 

rationing of nursing care and patient mortality in 71 acute-care Swiss hospitals. Survey 

data from 1,338 direct-care nurses was used to study implicit rationing of nursing care, 

staffing levels, and nurse work environment factors for relationships to the patient 

mortality data from the federal statistics. Schubert et al. (2012) discovered that patients in 

the hospital with the highest level of direct-care nurse reported implicit rationing of 

nursing care were 51% more likely to die than at the other peer institutions. Schubert et 

al. (2012) surmised that omission of important aspects of nursing care, such as 

surveillance, which may be directly or indirectly related to resource availability and time 

constraints of the direct-care nurses, leads to increased levels of hospital patient 

mortality. Thus, implicit rationing of nursing care may have important outcomes for 

patients who develop serious problems and do not receive adequate treatment whether the 

problems were preventable or not. Schubert et al. (2012) suggested there may be higher 

risk of mortality for patients in hospitals with poorer staffing and work environments that 

lead to decreased quality of nursing care being provided.  

Implicit Rationing of Nursing Care and Nursing Outcomes 

Implicit rationing of nursing care is a sensitive topic for direct-care nurses. Nurses 

are not always willing to report implicit rationing of nursing care due to fear of 

retribution, guilt, repercussions, and blame, and they have a difficult time discussing it 

(Jones, Hamilton, & Murry, 2015; Papastavrou & Andreou, 2012; Papastavrou et al., 
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2014c). Papastavrou et al. (2014c) cited underreporting of implicit rationing of nursing 

care by direct-care nurses as being the same as hiding errors. The patient safety 

movement is moving toward addressing system issues rather than singling out individual 

nurses for blame. Jones et al. (2015) and Papastavrou et al. (2014c) proposed finding 

ways to explicitly discuss implicit rationing of nursing care might aid in better 

understanding causes of this phenomenon and its influence over nurses and patients.  

Direct-care nurses feel guilty about care rationing. Priorities of direct-care nurses 

are largely formed by the biomedical model and basic nursing care is given low priority. 

Nurses experienced feelings of ethical burden and moral distress over care they knew 

they should provide versus care they could provide to their patients (Papastavrou et al., 

2014d). Direct-care nurses perceived consequences of implicit rationing of nursing care 

on patient outcomes to include loss of trust and dissatisfaction with their care. 

(Papastavrou et al., 2014d).  

Reeves et al. (2005) examined the impact of perceived barriers to providing high-

quality nursing care and nurses’ intentions to leave their employer. Direct-care nurses 

made up 50% of the 2,880 participants. Many of the surveyed nurses reported that the 

care they provided often fell short of recognized standards because they could not carry 

out all needed tasks.  A third of the participants intended to change employers within 

three years. Relationships between the amount of nurse-reported problems with provision 

of care and intent to leave were very strong. Examples of amounts of care the nurses 

could not provide included 27% of nurses who perceived that they sometimes or never 
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could provide care to reduce the risk of pressure ulcer development, and 33% perceived 

they sometimes or never could aid patients for meals. The study report did not 

specifically single out what barriers existed that prevented the nurses from providing all 

needed patient care. Reeves et al. (2005) recommended future research into barriers to 

high-quality nursing care be conducted at a unit level to further identify links between 

nurse and patient experiences. 

Papastavrou et al. (2014c) found that direct-care nurses thought they did not have 

enough control over their practice to allow them to provide good patient care. 

Papastavrou et al. (2014d) reported direct-care nurses had conflicting priorities with nurse 

managers about what care was most important to provide. Direct-care nurses thought 

nurse managers scaled down needed care depending on the severity of the patient’s 

condition and that this tended to minimalize standards instead of allowing provision of 

good or excellent nursing care. The direct-care nurses reported hierarchical structures of 

leadership in the hospital created lack of communication among the levels of nurses and 

this negatively impacted nursing care. Newer nurses felt bullied into doing tasks and 

other’s work thus neglecting care they needed to provide their own patients. Many nurses 

felt a sense of unfair treatment by nurse managers who were out of touch with bedside 

nursing.  

Nursing Work Environment 

 Concern growing from the IOM report of nursing staff in hospitals and nursing 

homes by Wunderlich et al. (1996) led to studies of inpatient hospital nursing and its 
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effect on the quality of care in hospitals (Aiken & Patrician, 2000). Nurse researchers 

began to implement studies of the environment or context of care and results of that care. 

The nursing work environment was defined as “a system that supports registered nurse 

control over the delivery of care and the environment in which care is delivered” (Aiken 

& Patrician, 2000). Nursing was thought of as the hospital’s surveillance system and 

nurses needed empowerment to collaborate with physicians and have authority over 

patient care resources.  

 Kramer and Hafner (1989) conducted a national study as part of a larger follow-

up study of Magnet® hospitals to study common shared and core values of nurses at 

different levels in eight non-magnet and 16 Magnet® hospitals. The researchers 

examined the relationship of congruence in that value system with direct-care nurse job 

satisfaction and perceived productivity.  This is one of the earliest studies of nursing 

work environments. A significant inverse correlation was found between value 

congruence and nursing job satisfaction and perceived quality of care. The Nursing Work 

Index (NWI) was developed by the researchers to use in the study. The NWI measured 

four variables in the nursing work environment: work values related to direct-care nurse 

job satisfaction, direct-care nurse perceived productivity, direct-care nurse job 

satisfaction, and direct-care nurse perception of a nursing work environment conducive to 

quality nursing care. Findings included nursing in decentralized settings should be 

viewed as two distinct groups, a clinical group and a managerial group, rather than one 

homogeneous group. The authors postulated that nurse managers hold values that are 
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different from the direct-care nurses. Nurse managers respond to direct-care nurses’ 

needs by producing factors that staff need and say are important to them. This 

responsiveness mattered when direct-care nurses were in autonomous roles and could 

trust that management listened, responded, and had respect for the role and value 

differences between the two groups.  

Lake and Friese (2006) used a secondary analysis of survey data of direct-care 

nurses from three separate samples involving 156 hospitals in Pennsylvania conducted 

between 1985 and 1999. Lake and Friese (2006) found the hospitals with American 

Nurses Credentialing Center (AACC) Magnet® designation had the highest ratings from 

the nurses for the nursing work environment. Most of the Pennsylvania hospitals were not 

designated as ANCC Magnets® and of these non-magnet hospitals, only 17% received 

favorable ratings of the nursing work environment from the direct-care nurse participants. 

This large sample of hospitals showed that most direct-care nurses rated the nursing work 

environment at their facility as only fair for quality of care and collegial relationships 

between nurses and physicians, and poor for nurse manager supportiveness, nurse 

participation in hospital affairs, and staffing adequacy. Some hospitals were found to 

have favorable nursing work environment ratings without having high staffing levels 

indicating that staffing may not be the main factor in a healthy work environment. Lake 

and Friese (2006) proposed that most hospitals needed to make improvements in their 

nursing work environment and viewed this study as seminal in addressing concerns about 

the ongoing nursing shortage and patient safety.       
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In an analysis of national random surveys from 1,442 direct-care nurses in 2002, 

2004, and 2006 Buerhaus, Donelan, Ulrich, DesRoches, and Dittus (2007a) examined 

trends in the national nursing shortage and its effect on the nursing work environment, 

quality of care, and the nurses’ professional outlooks. Nurses reported a negative 

perception of their work environment as one of the top five reasons for the nursing 

shortage in all three years of the surveys. Nurses in the 2006 survey reported 

characteristics of their work environment that were perceived as concerning included 

spending less than half of their time providing direct patient care, demands for too much 

overtime, and only 25% or fewer of the nurses rated their work environment quality as 

excellent or very good. The nurses cited lack of opportunity to influence decisions about 

workplace organization, little recognition of their work, few opportunities for 

professional development or advancement, and few opportunities to influence decisions 

about patient care. Nurses in the surveys over all three years rated relationships with their 

front-line managers and administration as the lowest compared to the relationship with 

other direct-care nurses, or physicians and nurse practitioners.  

 Cummings et al. (2010a) conducted a systematic review of leadership styles and 

outcome patterns of the nursing work environment with 53 studies. Cummings et al. 

(2010a) found that evidence indicated leadership styles focused on relationships and 

people were associated with higher nurse job satisfaction ratings, and styles that were 

task-oriented were associated with lower scores of job satisfaction by nurses. Cummings 

et al. (2010a) concluded that relational-type leadership styles of nursing managers lead to 
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a healthy nursing work environment. Cummings et al. (2010a) cited emotionally 

intelligent leadership style as a relational form of leadership. 

 Rochefort and Clarke (2010) surveyed 553 direct-care nurses in nine Canadian 

hospitals about their perceptions of the nursing work environment on their units and care 

rationing, job outcomes, and rationing of nursing care. Rochefort and Clarke found 

higher work environment ratings by the direct-care nurses were statistically significantly 

related to an increase of nurse-assessed quality of care and lower levels of care rationing, 

and higher ratings of resource adequacy were linked to less rationing.  

Ball et al. (2014) conducted a cross-sectional survey of 2,917 hospital nurses in 

England to examine rationing of nursing care and assess if it was associated with nurse 

staffing levels and nurse ratings of quality of care and patient safety. The study found 

lower levels of rationing were statistically linked to lower numbers of patients assigned to 

the nurse. Higher levels of nurse-perceived rationing had a strong statistical relationship 

to nurses’ perception of quality of care and patient safety. Where nurses perceived greater 

levels of care rationing they also perceived lower quality of care and diminished patient 

safety.  

 Aiken, Sloane, Bruyneel, Van den Heede, and Sermeus (2013) used data from the 

RN4CAST study to examine nurses’ assessments of the quality of care and nursing work 

environment at hospitals in 12 European countries. Aiken et al. (2013) found widespread 

dissatisfaction among nurses in relation to workforce management and adequate 

resources needed to provide higher quality care and patient safety. In addition, where 
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nurses reported higher levels of care rationing, due to higher workloads, there was greater 

perception of lower quality of care and more concerns about patient safety. Nurses 

reported that they did not feel listened to by management and that management did not 

respond to their concerns. A substantial number of surveyed hospital nurses thought 

actions of management at their hospitals did not show that patient safety was a priority, 

and that safety risks were widespread. Aiken et al. (2013) stated that nurses found 

rationing of care to be necessary in ways that effect patient safety, due to lack of time to 

perform or complete all care.  

 Papastavrou et al. (2014c) examined 318 Cyprus hospital direct-care nurses’ 

perceptions of their nursing work environment for relationships with implicit rationing of 

nursing care. A survey of the nurses revealed that they decided to provide a lower quality 

of care before rationing it to save time, and that tasks that were not rationed were not 

always carried out properly. There was a statistically significant relationship between 

implicit rationing of nursing care and perceptions of the nursing work environment. 

Papastavrou et al. (2014c) surmised that this rationing of care lowers the quality of care, 

compromises patient safety, and leads to worse patient outcomes. The study uncovered 

nurse perceptions of high rationing regarding monitoring and safety, and the authors cited 

evidence from prior research linking negligent monitoring of patients with poorer 

outcomes. Papastavrou et al. (2014d) explored care rationing with 23 direct-care nurses in 

four focus groups. Nurses reported most of their reasons for rationing nursing care could 

be attributed to elements in the nursing work environment, specifically influences on 
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their decision-making. The nurses perceived a lack of control and power to influence 

their work environment, although they perceived this was their fault, that they could not 

enact changes that were needed, and became indifferent. The nurses lacked professional 

autonomy, a key element of nursing professionalism.  

Nursing Work Environment and Patient Outcomes 

 Internationally, studies have consistently uncovered links between the nursing 

work environment and patient outcomes. Buerhaus et al. (2007b) found direct-care nurse 

reports of a stressful nursing work environment predicted increased risk of poor patient 

outcomes. Nursing work environments in hospitals globally were discovered to be similar 

in the association of their characteristics with patient mortality, failure to rescue, and 

nurse-rated quality of care (Aiken et al., 2008; Estabrooks, Midodzi, Cummings, Ricker, 

& Giovannetti, 2005; Laschinger, Shamian, & Thomson, 2001). Modifiable factors of the 

nursing work environment such as interruptions, and heavy physical work like lifting, 

have been associated with adverse patient outcomes (Hall et al., 2010; Trinkoff et al., 

2011). Purdy, Laschinger, Finegan, Kerr, and Olivera (2010) determined there is an 

association between nurses’ perceptions of the nursing work environment and patient 

outcomes. Where direct-care nurses felt empowered to be autonomous and perceived 

support from the nurse manager, better teamwork prevailed, patient satisfaction was 

higher, and there were fewer patient falls and nurse-assessed risks.  

 The quality of the nursing work environment, as perceived by direct-care nurses 

globally, has been consistently associated with nurse ratings of quality of care on their 
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units (Kutney-Lee et al., 2009; Van Bogaert, Kowalski, Weeks, Van heusden, & Clarke, 

2013). Aiken et al. (2001b) reported that over half of direct-care nurses in the 

international IHOS study, reported their managers were not responsive to their concerns 

about the nursing work environment, limiting the nurses’ ability to participate in 

decision-making. Van Bogaert et al. found that supportive nurse managers at the unit 

level had a significant, direct, positive impact on direct-care nurses’ reports of higher 

quality of care.  

 Cummings (2004) proposed that nursing leaders with a dissonant management 

style are not effective in mitigating the stressors in the nursing work environment, which 

in turn adversely affects patient outcomes. Cummings (2004) advised that when direct-

care nurses are stressed and anxious from adverse events in the work environment they 

are not able to maintain relationships with their patients that are supportive of healing and 

health. Cummings, et al. (2005) studied the extent hospital restructuring had on 6,526 

nurses working in 283 Canadian hospitals. Cummings et al. (2005) found emotionally 

intelligent leadership style lessened the negative effects of hospital restructuring for the 

nurses. Nurses who perceived working in a dissonant leadership style environment 

reported three times the number of unmet patient care needs compared to nurses who 

perceived working in a resonant, emotionally intelligent leadership style environment.  

 Paquet, Courcy, Lavoie-Tremblay, Gagnon, and Maillet (2013) studied elements 

in the nursing work environment, and links to quality of care, with a sample of 243 

hospital workers, including 180 nurses. Paquet et al. (2013) used path analysis of the data 
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collected by survey and hospital databanks to predict medication errors and patients’ 

length of stay considering the psychological climate in the work environment. Social 

support from a supervisor played an important part in the indirect effects on medication 

errors and length of stay. Paquet et al. (2013) surmised that the subjective appreciation of 

the work environment factors influenced the unit’s performance; performance by the 

workers was perceived as more effective in more positive work environments, and this in 

turn led to perceptions of more effective patient care and better patient outcomes. In a 

survey study of 1,241 direct-care nurses in Canadian hospitals, Laschinger, Wong, 

Cummings, and Grau (2014) found nursing leaders to be key in creating a positive 

nursing work environment through supportive, resonant emotionally intelligent 

leadership style. Statistically significant findings of the study supported the positive 

effects of resonant leadership in direct-care nurses’ reports of job satisfaction and 

empowerment.   

Instrumentation 

 The NWI-R was developed by Aiken and Patrician (2000) using the NWI. The 

NWI was intended to measure values related to job satisfaction and nurses’ ability to 

provide quality of care. The NWI-R is designed to measure empirically the organizational 

attributes of professional nursing practice, with the unit of analysis being the hospital or 

nursing unit in the hospital, and was the instrument used to measure factors in the work 

environment in the IHOS study. The NWI was modified from 65 items to 55 of the 

original ones, plus two additional items measuring team nursing.  The NWI-R has an 
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overall Cronbach’s alpha of 0.96 and has been found to be consistently reliable and valid 

in numerous studies. The NWI-R is in the public domain and has been accepted by the 

National Quality Forum in the past.  

 Two studies by Canadian nurse researchers correlated emotionally intelligent 

leadership styles to items on the NWI-R (Cummings et al., 2005; Cummings et al., 

2010b). Cummings et al. (2005) used 13 leadership competencies, founded on Goleman 

et al. (2002) emotionally intelligent leadership styles, to create seven datasets reflecting 

different leadership styles perceived by nurses in their work environment: four resonant 

styles, two dissonant styles, and one category for unknown style where the data did not fit 

in either of the other styles. Leadership empathy, designated by the NWI-R item, “An 

Administration that listens and responds to employee concerns” was used to differentiate 

the resonant from the dissonant groups (Cummings et al., 2005). Cummings et al. (2005) 

studied effects of hospital restructuring on nurses to determine how much emotionally 

intelligent leadership styles of nurse managers mitigated these effects. The study sample 

included 6,526 nurses working in acute care hospitals in Alberta, Canada. A theoretical 

model was developed to show causal relationships between hospital restructuring and 

effects on nurses for each of the seven leadership styles. Significant findings of the study 

included reports of three times the number of unmet patient care needs for nurses 

working in dissonant leadership environments compared to those working in resonant 

leadership environments.   
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 Cummings et al. (2010b) examined the contribution of nursing leadership styles to 

a 30-day patient mortality rate in 90 acute care Canadian hospitals and responses from 

5,228 nurses. To determine the leadership styles for each hospital the authors 

operationalized descriptions of emotionally intelligent leadership competencies of 

Goleman et al. (2002) with the same 13 items from the NWI-R as used in the Cummings 

et al. (2005) study. The hospitals in the study by Cummings et al. (2010b) were grouped 

into five leadership categories: high resonant, moderately resonant, mixed, moderately 

dissonant, and high dissonant based on nurses’ answers on the 13 items of the NWI-R. 

Nurses who agreed on a four-point Likert scale that all 13 competencies were present in 

their work environment were placed in the high resonant leadership category. A hospital 

was placed in the high-dissonant leadership category if all their nurses disagreed or 

strongly disagreed that all 13 emotionally intelligent leadership competencies were 

present in their work environment. Hospitals where at least two-thirds of nurses reported 

that all emotional intelligence competencies were present were rated as having 

moderately resonant leadership styles, those with one-third of nurses as having moderate 

dissonant style, and the remainder (not fitting either resonant or dissonant categories) 

were placed in the mixed category of leadership style. Hierarchical modeling was used to 

determine the effect of nursing leadership style on 30-day mortality based on institutional 

data of 21,570 patients. High resonant leadership styles were significantly associated with 

26% lower odds of mortality compared with the mixed leadership group as a reference. 

Based on a theory of resonant leadership style, founded on emotional intelligence per 
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Goleman et al. (2002), Cummings et al. (2010b) posited that these high resonant nurse 

leaders influenced outcomes because they have emotional intelligence skills in 

management, organization, and analytical intelligence.   

Literature Relevant to Emotionally Intelligent Leadership Style 

 Drawing on early theories of social intelligence models, psychologists Salovey 

and Mayer (1990) developed a theory of emotional intelligence which they defined as, 

“the subset of social intelligence that involves the ability to monitor one’s own and 

others’ feelings and emotions, to discriminate among them and to use this information to 

guide one’s thinking and actions” (p. 189). In 2004, after years of ongoing debate in the 

scientific community about the viability of the concept of emotional intelligence, Mayer, 

Salovey, and Caruso (2004) redefined emotional intelligence as: 

the capacity to reason about emotions, and of emotions to enhance thinking. It 

includes the abilities to accurately perceive emotions, to access and generate 

emotions to assist thought, to understand emotions and emotional knowledge, and 

to reflectively regulate emotions to promote emotional and intellectual growth. (p. 

197)   

With this updated definition, the authors asserted a theoretical viewpoint that they 

thought unambiguously combined intelligence and emotion.  

 Goleman (1995) wrote a book for the popular press, Emotional intelligence: Why 

it can matter more than IQ, wherein he described a key set of characteristics that he 

asserted comprise emotional intelligence: self-motivation, frustration tolerance, impulse 
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control, ability to delay gratification, ability to regulate one’s moods, and the ability to 

empathize and have hope. Goleman (1998) published a second trade book and drew on 

the ability model of emotional intelligence proposed by Salovey and Mayer (1990) to 

develop his mixed model of emotional intelligence based on certain emotional 

competencies. Goleman (1998) defined an emotional competence as, “a learned 

capability based on emotional intelligence that results in outstanding performance at 

work” (p. 24).  

Goleman et al. (2002) applied emotional intelligence to working organizations 

and management styles and argued that domineering bosses are destructive to companies. 

He claimed arrogant bosses intimidate workers and demoralize them in a way that shuts 

down communication and leads to low levels of emotional intelligence in the work 

environment. Goleman et al. (2002) hypothesized that this leads to decreased 

productivity, increased missed deadlines, mistakes, and greater intention of employees to 

leave the organization. Goleman et al. (2002) proposed that the use of emotional 

intelligence competencies by management alternatively would lead to people working 

together more harmoniously towards a common goal, leading to greater work 

satisfaction, and better productivity in the workplace. Goleman (1998) developed the 

Emotional Competence Framework in which he listed 25 competencies, based on five 

dimensions of emotional intelligence, that he asserted “determine how we manage 

ourselves” and “determine how we handle relationships” (p. 26). The five dimensions of 
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emotional intelligence that Goleman developed are: self-awareness, self-regulation, 

motivation, empathy, and social skills.  

 Several criticisms of emotional intelligence as a valid construct have been debated 

by academics since Salovey and Mayer published their seminal article in 1990. Scarr 

(1985, 1989) argued that positive social traits and virtues were not forms of intelligence.  

Furthermore, she proposed this labeling, social intelligence, was inappropriate and a 

threat to valid intelligence research traditions. Locke (2005) argued that the term 

emotional intelligence is a literary conceit and challenged Salovey and Mayer’s (1990) 

definition of emotional intelligence asserting that being able to monitor one’s emotions 

does not require special amounts or types of intelligence. Locke proposed that emotional 

intelligence is comprised of habits and skills, not intelligence. Waterhouse (2006) stated 

that the validity of emotional intelligence had not been determined, that emotional 

intelligence theory lacked empirical validity, and was not differentiated from personality 

and intelligence quotient (IQ).  

 Ashkanasy and Daus (2005) responded to Locke’s (2005) argument, that one does 

not need intelligence to monitor emotions, as part of an outmoded model of thinking. 

Ashkanasy and Daus (2005) asserted that organizational scholars were biased because of 

a worldview using a cognitive lens where emotions and affect are invalid areas for 

research. Ashkanasy and Daus further point to new advances in understanding of 

emotions in theories of behavior that discredit that view as inhibiting valid research about 

organizations. Matthews, Zeidner, and Roberts (2004) assert that current thinking in 
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modern Western society has shifted towards viewing intellect being prized over emotions 

as leading to shallow social interactions and a lack of self-understanding. Matthews et al. 

point to emotional intelligence as an answer to the view of the world through a cognitive 

lens to one where social justice matters and emotions and rationality are integrated.  

 Ashkanasy and Daus (2005) recognized Goleman et al. (2002) expanded the 

model of emotional intelligence to include competencies which became popular for use in 

consulting with organizations about leadership and management. Ashkanasy and Daus 

(2005) asserted that while the model used by Goleman et al. (2002) is dissimilar from the 

one proposed by Salovey and Mayer (1990) it may be useful in organizational research as 

an evolving leadership model. Ashkanasy and Daus (2005) defended Goleman’s 

commercial operation in organizational consulting since commercial operations are 

authorized to protect their private data. Ashkanasy and Daus (2005) considered the 

inability of scientists to scrutinize Goleman’s data as a restriction, but not a “fatal flaw” 

(p. 444) and propose collaborative work between commercial operations and researchers 

might allow the data to come to light for scientific use.  

 Ashkanasy and Daus (2005) expressed the opinion that although definitions of the 

concept of emotional intelligence were being debated, this was part of a healthy process 

in scientific research. Ashkanasy and Daus (2005) argued that emotional intelligence is a 

distinct concept grounded in theories of emotion, and as such should allow valid research 

to be conducted. Law, Wong, and Song (2004) asserted that even though differing 

definitions were used by researchers of emotional intelligence, the differences in 
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definitions were minor. Matthews et al. (2004) agreed with the criticism that emotional 

intelligence had not been clearly defined as a construct; however, the authors conceded 

that it is a valid field for scientific research since it is in an early stage of development. 

Law et al. maintained that all definitions of emotional intelligence included, “emotion 

perception, regulation, understanding, and utilization” and therefore separated emotional 

intelligence as a concept different from the personality dimension (p. 484). 

 Cherniss, Extein, Goleman, and Weissberg (2006) answered Waterhouse’s 

criticisms about emotional intelligence as nonscientific by declaring since emotional 

intelligence is a young theory, and in the hypothesis testing stage, it needs to be subjected 

to theory-building through testable claims to result in more refined theories that are 

evidence-based. Matthews et al. (2004) suggested that benefits of studying emotional 

intelligence include application in raising awareness of emotional concerns among 

educators and managers so that they are taken more seriously. Matthews et al. asserted 

that research on emotional intelligence has had heuristic value through bringing attention 

to the role of emotional intelligence for “mental health, social functioning, and 

educational and career success” (p. 544).  

  Zeidner, Matthews, and Roberts (2004) posited that the use of emotional 

intelligence in the workplace was only supported by limited and controversial empirical 

evidence but might lend itself well to future research on the topic. Waterhouse (2006) 

expressed concern that claims from researchers related to finding positive effects of 

individuals with high levels of emotional intelligence in the workplace and management 
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were not validated. Waterhouse asserted that some studies that attempted to link job 

success with emotional intelligence found there was no variation between emotional 

intelligence and cognitive and personality measures in predicting job success, or that it 

was not clear whether emotional intelligence, or other causal effects, were correlated with 

job success.  

Cherniss et al. (2006) responded to this criticism by Waterhouse stating that her 

criticism of the validity of emotional intelligence is based on only two studies, one of 

which is a dissertation. In an article, debating whether emotional intelligence is important 

for leadership, Antonakis advised that it has been over two decades since Salovey and 

Mayer wrote their seminal piece about emotional intelligence in 1990, and yet there was 

still no data showing emotional intelligence matters for leadership (Antonakis, 

Ashkanashy, & Dasborough, 2009). Ashkanasy and Dasborough’s response to Antonakis 

defends emotional intelligence as important for leadership stating that research on this 

topic is appearing in many top peer-reviewed journals and that research is supporting the 

role of emotional intelligence in leadership. Today, there are many studies of emotionally 

intelligent leadership in the fields of business, education, and nursing. The construct of 

emotionally intelligent leadership is being found valuable for organizations.    

Instrumentation 

 Interest in emotionally intelligent leadership has been growing over the last 

decade. Three main tools currently being used to measure emotional intelligence 

designed by researchers are Goleman’s Emotional Competence Inventory (Boyatzis et al., 
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2000), the Emotional Quotient Inventory (Bar-On, 2000), and the Mayer-Salovey-Caruso 

Emotional Intelligence Test V 2.0 (Mayer et al., 2004). These measures all use a self-

report, personality-based approach to measure an individual’s perception of their 

emotional intelligence abilities. There are no instruments available that measure 

follower’s perceptions of emotionally intelligent leadership in the work environment.  

Emotionally Intelligent Leadership, Work Environment, and Teamwork 

Several studies provide evidence of positive effects of emotional intelligence in 

the workplace. Semadar, Robins, and Ferris (2006) studied emotional intelligence related 

to job performance of 136 managers at a large manufacturing company. Emotional 

intelligence was found to have a significant bivariate association with job performance in 

these managers. Two other studies examined job performance in teams related to leader’s 

mood and emotional intelligence levels of team members. Sy, Côté, and Saavedra (2005) 

examined effects of leaders’ mood on mood and job performance in group members with 

189 students at two large U.S. universities. Leaders were randomly chosen among each 

group and directed the group in completing a task. Significant findings included that 

moods of the leaders were transferred to the group. Group members where the leaders 

had a negative mood exhibited more negative moods, and group members in groups 

where the leader had a positive mood exhibited more positive moods. Also, group 

members in groups where the leader had a negative mood spent more effort on the task 

than groups with a leader having a positive mood.  
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Jordan and Troth (2004) researched the relationship between emotional 

intelligence and job performance in 350 university students, enrolled in a management 

course, working in 108 teams. Jordan and Troth (2004) found empirical evidence that 

teams composed of people with higher levels of emotional intelligence performed better 

on tasks compared to teams with members having lower levels of emotional intelligence. 

Offermann, Bailey, Vasilopoulos, Seal, and Sass (2004) investigated impacts of 

emotional competence and cognitive ability on individual and team performance in 425 

business administration students at a U.S. university. Participants worked in groups to 

solve a problem related to a scenario. Offermann et al. (2004) used total SAT score for 

each student to measure cognitive ability and the Emotional Competency Inventory-

University Edition (ECI-U), based on Goleman’s emotional intelligence competencies, to 

measure emotional intelligence in each student. Results concluded individual student 

ECI-U scores were significantly related to better team performance at the individual 

level. At the group level, Offermann et al. (2004) found a significant relationship between 

the ECI-U score and performance on the team project. Teams with a higher average ECI-

U score performed better on the group project.  

 Several studies have tested the relationship between emotional intelligence and 

leadership in the workplace. Cavallo and Brienza (2001) conducted a survey study 

involving 358 managers at Johnson & Johnson Consumer and Personal Care Group to 

examine whether emotional intelligence distinguished high performing leaders from low 

performers. Cavallo and Brienza found a strong relationship between high performing 
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leaders and emotionally intelligent competencies as measured by a Johnson & Johnson 

leadership survey, the Standards of Leadership, and the Emotional Competency Inventory 

(ECI).  

Gardner and Stough (2002) examined relationships between emotional 

intelligence and leadership using survey research. Participants included 110 high level 

managers in the U.S. Gardner and Stough (2002) hypothesized there would be a positive 

relationship between transformational leadership, an emotionally intelligent-type 

leadership style, and higher scores on a survey measuring emotional intelligence. A 

strong positive relationship was found between transformational leadership style and 

higher emotional intelligence scores and the leader. Rosete and Ciarrochi (2005) explored 

the relationship between emotional intelligence, personality, cognitive intelligence, and 

leadership effectiveness surveying 41 Australian public service senior executives. The 

results found significant evidence that emotional intelligence is related to leader 

effectiveness in achieving organizational goals through attaining high performance 

ratings. Ramchunder and Martins (2014) studied the relationship between three 

constructs: emotional intelligence, self-efficacy, and leadership with 107 management 

employees in a South African police department. Results found a positive relationship 

between emotional intelligence, self-efficacy, and leadership effectiveness at a significant 

level.  
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Emotional Intelligence Role in Leadership 

 There is ongoing global interest in the application and effects of emotionally 

intelligent leadership style in a variety of professions and organizations. There are many 

calls for more research into this topic. George (2000) advised that emotional intelligence 

plays a central role in leadership for an organization but had been neglected as a topic of 

research in leadership studies. George (2000) maintained that the lack of research on 

emotionally intelligent leadership was largely due to the domination of a cognitive 

orientation in this area. George postulated that leaders may use both positive and negative 

emotions in the work place and either may be beneficial on some occasions or create 

dysfunction at other times. Emotional intelligence possessed by a leader allows them to 

use empathy and maintain positive relationships with followers. Leader effectiveness is 

enhanced through emotional intelligence by creating positive moods that influence work 

groups to use creativity to develop a shared vision of goals and objectives and ways to 

achieve them. Leaders who use emotional intelligence may be better able to communicate 

problems and issues of an organization to followers in a way that inspires optimism in 

overcoming these challenges.  

Riggio and Reichard (2008) proposed a framework for the role of emotional 

intelligence in leadership. Riggio and Reichard argued that emotional intelligence is 

essential for leadership and management. Riggio and Reichard proposed that leader 

empathy aids in development of strong relationships between leaders and followers and 

helps form strong and high-functioning work teams that are critical to leader 
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performance. This emotional sensitivity may allow the leaders to assess negative effects 

among followers and act before others are affected and counterproductive work behaviors 

ensue. Emotional control by leaders allows them to present a calm, controlled expression 

that assists in regulating emotional labor of followers. Huynh, Alderson, and Thompson 

(2008) defined the term emotional labor as a process where nurses adapt an outward 

appearance of expected emotions, as if they are on stage, keeping their real emotions 

hidden for the benefit of their patients. The term “emotional labor” has been used in 

studies of workers other than nurses as well. This emotional control is important during a 

crisis, which leaders inevitably face, and allows followers experiencing emotional 

sensitivity to retain composure through emotional regulation being modeled by their 

leader.  

In a study of 373 Australian managers at a defense industry organization Rezvani 

et al. (2016) examined how project managers’ emotional intelligence impacted project 

success. Rezvani et al. (2016) found positive, significant relationships between project 

success, job satisfaction, and trust by team members. Miao, Humphrey, and Qjan (2016) 

conducted a meta-analysis of 20 primary empirical, quantitative studies of leader 

emotional intelligence and subordinate’s job satisfaction ratings. The findings included a 

positive relationship between leaders’ emotional intelligence scores and subordinates job 

satisfaction.  

Lieutenant Colonel Gerald Sewell is an assistant professor of military leadership 

at the Command and General Staff College in Fort Leavenworth, Kansas, a graduate 



62 
 

school for the U.S. Army that develops leaders with a warfare focus. Sewell (2009, 2011) 

published articles in an Army forum, the Military Review, supporting the use of 

Goleman’s emotional intelligence competencies by the U.S. Army. Sewell asserted the 

Army Field Manual contains elements that are emotional intelligence competencies. He 

created a crosswalk table that aligns Goleman et al.’s (2002) Emotionally intelligent 

leadership competencies with attributes from the Army Field Manual. Sewell asserted 

that the Army has already incorporated emotional intelligence into their leadership 

training and that it is essential for Army leadership in developing successful leaders and 

promoting resiliency for leaders and soldiers in combat operations.  

Groves, McEnrue, and Shen (2008) tested the deliberate development of 

emotional intelligence with participants comprised of 535 business students at a 

university using a treatment and control group design. The treatment group was given an 

11-week emotional intelligence training program. The control group participated in a 

typical undergraduate management course that did not address emotional intelligence. 

Results found a significant gain in overall emotional intelligence abilities comparing the 

treatment group to the control group (p < 0.001). The authors posited the findings 

demonstrate empirical support that emotional intelligence can be learned.    

 Austin, Farrelly, Black, and Moore (2007) explored potential manipulation of 

others by those with high Machiavellianism, from their score on Mach IV instrument, and 

high emotional intelligence, as measured by the Mayer-Salovey-Caruso Emotional 

Intelligence Test (MSCEIT) in two separate studies published together in one article 
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(Mayer et al., 2004). The first study had 199 participants who were university students. 

Mayer et al. (2004) found Mach IV scores were negatively correlated with emotional 

intelligence scores on the MSCEIT, especially with interpersonal emotional intelligence 

subcomponents. The second study had 156 participants who were university students and 

185 participants who were university employees. The same scales were used to measure 

Machiavellianism and emotional intelligence. Mayer et al. (2004) found again that Mach 

IV scores were negatively correlated with emotional intelligence. Mayer et al. (2004) 

suggested individuals with high Mach IV scores, demonstrating high Machiavellianism, 

have difficulty managing or identifying their own emotions and even more problems 

managing those of other people. Therefore, individuals high in Machiavellianism are 

more likely to be low in emotional intelligence.  

 Locke (2005) argued that devotees of emotional intelligence were motivated by a 

political agenda supporting egalitarianism. His opinion was that multiple intelligence 

scholars were motivated to use emotional intelligence in boosting egalitarianism in a way 

that considered every person to be intelligent in some way and therefore equal with all 

other persons. Therefore, Locke asserted that emotional intelligence research had a 

political purpose rather than a scientific one. Ashkanasy and Daus (2005) suggested 

Locke’s view mirrored the rigid cognitive-behavioral ideas that had for years kept 

emotions in organizations from being researched.  
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Emotionally Intelligent Nursing Leadership Style 

 Littlejohn (2012) reviewed literature related to workplace stress and violence in 

nursing and other health care professions. Littlejohn posited that nursing is stressful work 

and points to the need for emotionally intelligent leadership to create a culture of safety 

for patients and nurses. Littlejohn advised that the Leapfrog Hospital Survey, conducted 

annually in the U.S., is a standard for comparing hospitals’ performance on safety and 

quality of care and has correlated disruptive behavior to negative influences on patient 

safety and health care costs. Littlejohn asserted that emotionally intelligent leadership 

style provides an opportunity for nursing leaders to influence patient safety and quality of 

care by helping reduce stress in the nursing work environment.  

Feather (2009) reviewed the literature on emotionally intelligent leadership style 

to determine the need for future research in this area. Feather (2009) found limited 

studies about effects of emotionally intelligent leadership style of nurse managers and 

direct-care nurse job satisfaction based on the nursing work environment and a 

knowledge gap about emotionally intelligent leadership of nursing managers and its 

impact on direct-care nurses. Feather purported that emotionally intelligent leadership 

style in nursing is essential to improve job satisfaction for direct-care nurses and to create 

a healthy nursing work environment. Akerjordet and Severinsson (2010) explored the 

state of science of emotionally intelligent nursing leadership. Akerjordet and Severinsson 

(2010) argued that emotionally intelligent nursing leadership style promotes a healthy 
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nursing work environment, motivates therapeutic work relationships that facilitate 

knowledge utilization, and leads to more evidence-based nursing practice.  

In a study about how direct-care nurses relate to each other on hospital units, 

Moore, Leahy, Sublett, and Lanig (2013) surveyed 82 direct-care nurses. Central themes 

that emerged from the study included a lack of managerial support on the nursing units 

that allowed bullying, the presence of cliques, and frequent conflict. Nurses cited these 

themes as reasons they considered leaving their positions or the profession. The nurses 

also indicated that leadership strongly impacted the nursing work environment with the 

nurse manager being the key element in whether the environment was positive or 

negative. It was emphasized that nurses needed a voice and that management needed to 

listen. In describing the role of their nurse managers, 44% of direct-care nurses perceived 

the manager did nothing to promote positive relationships on the unit and 20% described 

behaviors by the nurse managers that were perceived as divisive and counterproductive, 

using a hands-off approach. There was a general perception among direct-care nurses that 

respect from nurse managers was lacking. A major subtheme of the study findings was 

that direct-care nurses reported that nurse managers needed to empower them to give 

them a voice and allow them to make more decisions on the unit. The direct-care nurses 

also wanted the nurse managers to maintain a presence on the unit. Moore et al. (2013) 

purported that nurse managers have a large influence on unit culture and that traditional 

organizations that use a hierarchical, autocratic leadership style encourage negative 

nurse-to-nurse relationships.  
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 Studies have found empowering nurses has a positive effect on the nursing work 

environment as well as patient outcomes. Purdy et al. (2010) examined the relationship 

between nurses’ perception of their work environment and outcomes for patients. 

Findings included that nurses reported working more effectively on units where the nurse 

manager used strategies to empower direct-care nurses—providing opportunities for 

professional growth, resources for time and equipment provision, and access to 

information to provide care, support, and guidance. There were also more positive patient 

outcomes. Purdy et al. (2010) purported that empowerment of direct-care nurses by the 

nurse manager allowed the nurses to perform better as a team and achieve quality care. 

The nurses felt more autonomous when they perceived empowerment in the nursing work 

environment. Young-Ritchie, Laschinger, and Wong (2009) found emotionally intelligent 

leadership had a strong effect on structural empowerment and organizational commitment 

in a study of 206 direct-care nurses in Canadian hospital emergency departments. Where 

the emergency department direct-care nurses perceived emotionally intelligent leadership 

behavior by their nurse managers, they reported significantly greater access to workplace 

empowerment structures. This was perceived to maximize their scope of practice and 

increase their ability to provide high-quality patient care.  

Nursing Leadership and Work Environment 

 Wong, Laschinger, and Cummings (2010) identified a gap in the nursing literature 

regarding how leadership makes a difference in the nursing work environment and 

mechanisms involving patient outcomes. Laschinger, Finegan, and Wilk (2009) 
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highlighted several unit-level characteristics of leadership and management that influence 

how direct-care nurses experience their work. Laschinger et al. surveyed 3,156 direct-

care nurses in 217 Canadian hospitals to test a model linking unit-level leaders/member 

exchange quality, and structural empowerment and organizational commitment. Per 

Laschinger et al., nurse managers can enable conditions that create engagement and 

commitment by cultivating positive relationships with direct-care nurses, creating 

structurally and psychologically empowering work environments where nurses can 

engage in ideal role performance and influence work environment conditions. Findings 

included higher ratings of nurse managers’ own self-worth capabilities, which predicted 

better perceptions of psychological empowerment and workplace commitment among the 

direct-care nurses.  

 Rouse (2009) analyzed reactions to ineffective leadership with 51 participants 

who worked in an intensive care unit (ICU), to identify behaviors nurse managers may 

want to avoid. Direct-care nurses comprised 69% of the study participants, 20% were 

physicians, and the remaining 11% were administrative employees, managers, and senior 

leaders in the organization (chief nursing officer, chief operating officer, and human 

resources director). Rouse found participants identified dissatisfaction with a nurse 

manager who is absent or incompetent. The best predictor of perceptions of unit 

productivity was good communication from nurse managers. The best predictor of 

positive employee morale was mentoring by the nurse manager. Rouse asserted that the 

daily behavior of nurse managers influenced staff performance in the ICU. Participants 
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identified perceptions of the nurse manager being unavailable as rarely seen after-hours 

or by new employees, being too “hands off,” and excessively relying on email for 

communication. Perceptions of incompetence of the nurse manager included: failing to 

provide adequate supervision, reliance on second-hand information, lack of good 

interpersonal skills, poor manners, condescending attitudes, lying, shortsightedness, 

emotional immaturity, lack of training, and failure to follow-up. Poor assessments of the 

nurse manager were associated with perceptions by study participants of low productivity 

and morale in the ICU. Generally, the ICU workers wanted the nurse manager to be 

present and available to them.  

 Estes (2013) examined the influence of abusive supervision on work of nurses in 

their workplace settings in urban south Florida. Surveys were completed by 182 nurses. 

Abusive supervision is defined by Estes as “subordinates’ perceptions of the extent to 

which supervisors engage in the sustained display of hostile verbal and nonverbal 

behavior excluding physical contact” (p. 4). Almost half of the surveyed nurses, 46.6%, 

reported abuse, and 36.6% reported the abuse interfered with their job performance. 

Reactions to abusive supervision reported by the nurses included putting little effort into 

their work, neglecting following supervisory instructions, avoiding abusive supervisors, 

transferring, and resigning their position. Physical and psychological distress related to 

the abuse was reported by 64% of the nurses who experienced abuse by a supervisor.  

 Kerfoot (2007) purported that nurse managers must engage their staff for them to 

feel loyal, productive, and excited about their work. Kerfoot asserted that staff that do not 
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feel engaged by their nurse manager will not show interest in their work, have more 

absenteeism, be careless, make mistakes, and cause accidents. Kerfoot argued that staff 

tend to adopt the characteristics of the nurse manager and that the manager can create 

organizational energy through engagement or demoralize and immobilize staff by not 

investing in them.  

 Direct-care nurses have been found to have greater job satisfaction when they feel 

trust in their nurse manager and can voice their opinions and preferences about how to 

accomplish their work. Wong et al. (2010) emphasized the need to cultivate effective 

nurse leadership to improve job satisfaction and retention of direct-care nurses during the 

current climate of change in the healthcare system. Nursing is dealing with many factors 

that demand excellent leadership including an aging population, retirement of many 

nursing leaders, ongoing nursing shortages, unhealthy nursing work environments, and 

patient safety concerns. In a survey study of 280 direct-care nurses working in Canadian 

hospitals, Wong et al. found effective nurse manager leadership significantly and 

positively influenced direct-care nurses’ feelings of trust in their manager, and their 

perceptions of having an adequate voice in the unit management that allowed provision 

of better quality nursing care.  

Papastavrou et al. (2014c) used secondary analysis of data from the study by 

Papastavrou et al. (2014b) and discovered that a one-point increase in three subscales on 

the Revised Professional Practice Environment scale (leadership and autonomy in clinical 

practice, teamwork, and communication about patients) was significantly associated with 



70 
 

a lower implicit rationing of nursing care level on the BERNCA. The authors theorized 

that this association may be related to how much decisional authority direct-care nurses 

are given to prioritize treatments and other types of care.  

Professional role strain related to implicit rationing of nursing care was a major 

finding in a study of 23 hospital direct-care nurses in Cyprus using focus groups 

(Papastavrou et al., 2014d). The nurses perceived they had limited power to negotiate 

their duties with other professionals in the work environment, which impacted their 

ability to meet patient expectations for provision of nursing care. Another perception by 

most of the study participants was that nursing management created a conflict of 

priorities for providing care because the managers had differing opinions than the direct-

care nurses of what care took precedence. More experienced direct-care nurses perceived 

that nurse managers were sitting in their office unaware of how heavy the workloads 

were. Tasks related to medical care were perceived to take priority over routine nursing 

care. Many the direct-care nurses in this study ascribed lack of control and power over 

decision-making as the cause of implicit rationing of nursing care as well as lack of 

resources and materials.  

 Two studies explored characteristics of nurse managers that direct-care nurses and 

other types of staff perceived as exemplary. Anonson et al. (2014) interviewed six 

Canadian direct-care nurses about their perceptions of exemplary nurse leaders. The 

nurses described model characteristics of nurse leaders as: having a passion for nursing, 

being optimistic, being able to form personal connections with staff through 
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communication, providing excellent role modeling and mentorship, and having the ability 

to manage crisis while guided by moral principles. These direct-care nurses thought it 

crucial for good leaders to seek input from their staff. Sellgren, Ekvall, and Tomson 

(2006) investigated what 66 nurse managers and 426 staff at a hospital in Sweden 

considered important leadership behavior, and 52 nurse managers were surveyed 

regarding their perceived leadership style. Of the participants who were staff, 63% were 

direct-care nurses and midwives. Subordinates reported wanting a leader who has a clear 

leadership style, takes an active role in the workplace and provides structure. Nurse 

managers reported that they perceived less importance in leadership style compared to the 

subordinates. Subordinates reported perceptions of their preferred leadership style to be 

far below what was present. Nurse managers placed a high priority on communication.   

There has been scant research into nursing leadership and its effects on patient 

outcomes. Cummings (2013) noted research is beginning to be done investigating how 

nursing leadership contributes to understanding factors influencing patient outcomes. 

Cummings (2013) asserted that more research in nursing is needed about the relationship 

between leadership styles and patient outcomes. Wong (2015) expressed concern for the 

future of nursing when organizational cultures place too much importance on efficiency 

related to fiscal concerns and are short-sighted about organizational efficiency for quality 

improvement. Wong believed there should be a better balance between economic 

concerns and quality care values and professional nursing standards. Wong posed a 

question about what effective nursing leadership and management is and how it is 
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connected to patient outcomes. Wong’s vision was to ensure care practices are not only 

cost-effective, but also improve patient outcomes. Wong advised more nursing research 

needs to be done to test links between leadership styles and patient outcomes. 

Wong (2015) defined relational leadership styles as those in which, “leader 

behaviors that are focused on people and relationships to achieve common goals as 

opposed to a task focus on structures and procedures” (p. 275). Leadership styles that are 

considered relational, per Wong, include emotionally intelligent leadership, resonant 

emotionally intelligent leadership, and transformational leadership. Emotionally 

intelligent leadership and transformational leadership have been correlated by previous 

studies (Barling, Slater, & Kelloway, 2000; Gardner & Stough, 2002; Harms & Credé, 

2010; López-Zafra, Garcia-Retamero, & Landa, 2008). Wong and Cummings (2007) 

conducted a systematic review of 18 research studies that focused on the relationship 

between nursing leadership and patient outcomes in health care organizations. In all the 

studies leadership was measured by instruments for ratings of leaders by direct-care 

nurses. Findings of the review included evidence supporting a positive relationship 

between transformational leadership style of nurse managers and improved patient 

outcomes, including increased patient satisfaction and decreased adverse incidents and 

complications.   

Hofmeyer (2013) proposed that relational leadership styles build positive 

influence on teamwork and patient outcomes. Hofmeyer (2013) presented exemplars of 

nurse managers building trusting relationships with direct-care nurses that promoted 
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cohesive teamwork. Hofmeyer concluded that this cohesiveness promotes effective 

nursing teams that influence quality patient outcomes. Wong, Cummings, and Ducharme 

(2013) used a systematic review of studies examining the relationship between nursing 

leadership practices and patient outcomes with 20 studies. The evidence showed a 

positive relationship between relational leadership styles and higher patient satisfaction, 

lower patient mortality, fewer medication errors, decreased use of restraints, and fewer 

hospital-acquired infections.  

Squires, Tourangeau, Laschinger, and Doran (2010) examined influences of 

perceptions of justice and resonant emotionally intelligent leadership style on 320 direct-

care nurses. Findings showed the importance of the relationship between nursing leaders 

and direct-care nurses to promote a positive safety climate that improves patient 

outcomes. Resonant emotionally intelligent leadership style was found to enhance the 

quality of relationships between nursing leaders and direct-care nurses. Cummings et al. 

(2010b) tested the contribution of hospital nursing leadership styles to 30-day mortality 

after controlling for patient demographics, comorbidities, and hospital nursing 

characteristics in 90 acute-care hospitals. Cummings et al. (2010b) found hospitals with 

high-resonant emotionally intelligent leadership styles were significantly related to 26% 

lower odds of 30-day patient mortality. Cummings et al. (2010b) proposed that the results 

may have been influenced by management skills, communication styles as a mechanism 

of leadership, homogeneity of leadership styles within hospitals, positive and negative 

leadership attributes, and measurement limitations. Cummings et al. (2010b) encouraged 
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future research into organizational influences on patient mortality and patient outcomes, 

including leadership styles of the management. 

Direct-care Nurse Perception of Leadership 

 The Implicit Rationing of Nursing Care framework demonstrates that the nursing 

work environment affects direct-care nurse decision-making through influences of the 

nurse manager, resource adequacy, and nurse autonomy. These factors are thought to 

affect levels of implicit rationing of nursing care as well as patient and nurse outcomes. A 

positive nursing work environment supports good patient outcomes and safe patient care.  

Ebright (2010) explained the concept of RN stacking as cognitive work of nursing 

where organizing, prioritizing, and decision-making occur. Ebright (2010) asserted that 

stacking has many influences on the nursing work environment in relation to quality of 

care and patient and nurse outcomes. Nurse managers need to be aware of RN stacking to 

help design a nursing work environment that considers design processes, environments, 

and technologies that increase the cognitive work of direct-care nurses—or unsafe care 

will ensue.  

Stacking involves complex elements that are affected by patients’ conditions and 

requests and can impact patient outcomes such as mortality. Ebright (2010) maintained 

that rigid hierarchical structures of some current health care settings complicate the 

direct-care nurse’s work of stacking. Distractions in the nursing work environment 

intrude on the work of direct-care nurses continuously; their work environment is 

unpredictable, has time constraints, and often resource inadequacies as well as lack of 
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control by the nurse, all of which can lead to poor patient outcomes. In this setting, 

direct-care nurses need a voice and require support from nurse managers for decision-

making related to structuring nursing care and workload. Decisions made about direct-

care nurses’ workflow and resources by non-nurses, or nurses not involved in provision 

of direct-care, may lead to a poor nursing work environment. Ebright emphasized that 

patient care provided by non-professional nursing staff limits direct-care nurses’ 

opportunities to make important observations and decisions. This phenomenon points to 

the likelihood that the health care system does not realistically value the work of direct-

care nurses enough, and due to financial concerns substitutes lower paid non-professional 

staff at the bedside. Ebright proposed that while this practice spreads the RN across more 

patients it decreases the time the direct-care nurse spends with the patients and impacts 

critical decisions that need to be made.   

Germain and Cummings (2010) studied the influence of nursing leadership on 

direct-care nurses’ performance to meet organizational goals of excellence for patient 

care. Germain and Cummings used a systematic literature review of eight studies 

published between 1995 and 2007. Germain and Cummings expressed the belief that the 

small number of quality nursing studies examining direct-care nurses’ ability to perform 

and provide quality patient care reflects a need for more research into this area. They 

found that direct-care nurses perceived providing better quality patient care when they 

were empowered to act more autonomously. The direct-care nurses thought that nursing 

leaders who showed confidence in their skill and decisions and promoted the ability for 



76 
 

them to make decisions without seeking approval, were more empowering in their work 

environment and gave them the ability to provide better care. Another finding by 

Germain and Cummings was that nurse managers who provided better resource 

availability for direct-care nurses promoted the nurses’ abilities to perform better in 

providing patient care. Germain and Cummings argued that managers who have an 

inclusive leadership style, such as emotionally intelligent leadership, is more effective at 

empowering direct-care nurses to be autonomous and have better access to resources in 

the nursing work environment, leading to provision of higher quality care for patients.  

In a study that examined autonomy and control over practice, and internal work 

motivation of direct-care nurses, Ditomassi (2012) found implications that nurse 

managers need to ensure direct-care nurses have a voice about the value they bring to 

patient outcomes. Ditomassi surveyed 1,404 direct-care nurses at a large, academic U.S. 

hospital. Results of the study found similarities with Ebright (2010) and Germain and 

Cummings (2010) including a significant association between autonomy and control over 

practice with a more positive nursing work environment, increased job performance of 

nurses, and better patient outcomes.   

 Buerhaus et al. (2007b) conducted a national survey of physicians, RNs, and 

hospital administrators about the ongoing nursing shortage, hospitals’ responses to it, 

characteristics of the nursing work environment, and relationships between physicians, 

nurses, and managers. Participants included 400 physicians, 1,697 direct-care nurses, 222 

Chief Nursing Officers (CNO), and 142 Chief Executive Officers (CEO). The direct-care 
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nurses were significantly more likely to report that the nursing shortage has negative 

impacts on care delivery and their ability to provide safe nursing care to patients than 

other study participants.  Almost half of the direct-care nurses reported not being 

involved in decisions that affect patient care delivery and the organization and delivery of 

nursing care. Some gaps in perceptions between the nurses and the physicians and CEOs 

indicated the doctors and CEOs may not understand the relationship between direct-care 

nurses and patient safety in that nurses detect complications early before a patient’s 

safety and life are threatened. Direct-care nurses in the study reported their relationship 

with their managers as less favorable than that with physicians and other direct-care 

nurses.  

 With the IHOS survey, Clarke and Aiken (2008) focused on nursing issues within 

the hospital nursing work environment and patient outcomes. Clarke and Aiken found 

many similarities internationally with the experience of being a hospital-based direct-care 

nurse. Findings included that direct-care nurses report collegial relationships with each 

other, as well as with physicians. However, direct-care nurses overall reported an 

inability to meet patient needs, a lack of a voice about patient care, and a lack of 

confidence that their nurse managers will respond to their concerns. Clarke and Aiken 

also found consistent and widespread problems related to safety and quality of care in 

hospitals internationally that began appearing in the 1990s. Direct-care nurses also 

reported alarming numbers of adverse events.  
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 In a study using 5 years of longitudinal data from 19 New Zealand hospitals and 

2,278 nurses and nursing staff, Duffield et al. (2011) found nurses reported an unsafe 

nursing work environment where resources in the form of leadership were lacking, and 

the amount of nursing tasks rationed increased. Where nurses reported emotional abuse 

patient care was found to be lower quality. When nurses reported autonomy and a sense 

of control over their practice they perceived being more productive. Duffield et al. (2011) 

proposed that higher nursing staffing ratios may not produce better outcomes, but that 

other factors including qualities of leadership and management may be important and are 

good topics for future research.  

Summary 

 In summary, it is important to study the relationship between implicit rationing of 

nursing care and emotionally intelligent leadership style. Ausserhofer et al. (2013) found 

the nursing work environment is an important predictor of implicit rationing of nursing 

care because nurse manager decisions about amounts and types of resources available on 

a unit influence nurses’ decision making and prioritization. Studies have established that 

implicit rationing of nursing care is global and has negative influences on patient and 

nurse outcomes. Nurse reports of higher perceived levels of implicit rationing of nursing 

care have been linked to nurse ratings of poor quality of care (Aiken et al., 2001a; Reeves 

et al., 2005; Sochalski, 2001).    

 Reviewed studies explored links between perceived levels of implicit rationing of 

nursing care, quality of care, and outcomes of patients and nurses. Some studies found 
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connections involving nurse reports of perceptions of the quality of their work 

environment and patient outcomes. Nurse reports of stressful work environments have 

been found to predict poor patient outcomes (Buerhaus et al., 2007b). Studies have found 

that higher ratings of the quality of the nursing work environment by direct-care nurses 

predict higher nurse ratings of quality of care and perceived decreases in unfinished 

nursing care (Cummings et al., 2010a; Rochefort & Clarke, 2010). Positive effects of 

emotionally intelligent leadership in the workplace include improved patient outcomes 

evidenced by reports of increased patient satisfaction and decreases in negative patient 

outcomes (Cummings, 2007). Nurse managers have been found to be a key element in 

whether the nursing work environment is perceived as positive or negative by the direct-

care nurses (Moore et al., 2013).  

 Cummings (2013) has called for more research on the effects of nursing 

leadership on patient outcomes. There is a gap in the literature about effects of 

perceptions of nurse manager emotionally intelligent leadership style by direct-care 

nurses on perceived amounts of implicit rationing of nursing care on their units. There are 

valid and reliable instruments that can measure perceived amounts of implicit rationing of 

nursing care and emotionally intelligent leadership style as part of the nursing work 

environment. This study was a first step in addressing this disparity.  
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CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

 A cross-sectional survey design was used for the study. The conceptual 

framework of Implicit Rationing of Nursing Care (Schubert et al., 2007) includes the 

study variables (see Figure 1). Nursing management is an element of the nursing work 

environment and emotionally intelligent leadership style is a related construct of nurse 

manager leadership style. The process of care encompasses implicit rationing of nursing 

care (IRNC) as part of the decision-making by the direct-care nurse using clinical 

judgment. This study examined the relationship between amounts of implicit rationing of 

nursing care perceived by direct-care nurses and their perceptions of emotionally 

intelligent leadership style of the nurse manager on their unit.   

Setting 

The setting for the proposed study was the online environment. Participants were 

recruited by email and accessed the survey through an internet link. The location may 

have been a private home, workplace or office, or a public place. The survey was 

designed to be completed on a computer, tablet, or smartphone.  

Population and Sample 

 The population of interest included direct-care nurses practicing in an acute-care 

hospital, on adult, medical-surgical units. Inclusion criteria included being a direct-care 

nurse working in an acute-care hospital, working on an adult medical-surgical unit for at 
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least 6 months, and a minimum of 12 hours a week. Exclusion criteria were being non-

RN staff, working in a non-hospital facility, working on other than adult medical-surgical 

type unit, being a float pool nurse, working less than 6 months on the unit, and working 

less than 12 hours per week. Nurses who did not work on a unit for at least 6 months and 

a minimum of 12 hours per week might not accurately perceive the leadership style of the 

unit manager due to not having enough contact time.  

The sampling frame was the electronic list of 52,000 currently licensed RNs from 

the Oregon Board of Nursing. An email validation service was used to remove invalid 

email addresses from the list. This prevented email bounces that might cause the 

recruitment emails to be identified as spam. Recruitment emails were sent to the 

remaining 35,039 valid addresses on the list by email marketing software, in three 

rounds, over a six-month time frame.   

An a priori power analysis was conducted to determine the minimum sample size 

required to find significance with a desired level of power set at .80, an alpha (α) level at 

.05, and a moderate effect size of f = .25.  Based on the analysis, it was determined that a 

minimum of 159 participants were required to ensure adequate power for the one-way 

analysis of variance (ANOVA). Other primary analyses, such as a correlation analysis, 

needed a minimum sample size of 132 given an effect size of q = .5 (Cohen, 1992). A 

final sample of 248 valid surveys were obtained. 
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Protection of Human Subjects  

Human rights of study participants were protected through a variety of processes. 

Permission was sought and approved from the Texas Woman’s University Institutional 

Review Board for expedited status (see Appendix F). This study did not involve a 

sensitive topic or a vulnerable population and was compliant with the U.S. Department of 

Health and Human Services Code of Federal Regulations, 45 CFR §46.102 (2009). All 

potential benefits and the risks were explained to the study participants prior to gathering 

data in the introductory section of the PsychData survey (see Appendix E). The following 

statement, with radio buttons to agree to participate or not participate was placed at the 

beginning of the questionnaire before the demographic form and instruments: 

Consent to Participate in this Study: 

I understand the procedure and conditions of my participation in this study. 

Continue only when finished as you will be unable to return and change your answers. 

The return of your completed questionnaire constitutes your informed consent to act as a 

participant in this study.  

• I agree to participate in this research 

• I do not want to participate in this research 

Participants who chose not to participate were directed to the incentive email entry area 

and then the end of the survey.  
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Potential Benefits and Risks to Participants 

Participants may have experienced benefits related to responding to the survey. 

The potential benefits included gaining knowledge about their own practice through self-

reflection, enjoyment of being part of a research study, and satisfaction that the 

information provided may help other people. An incentive of a chance to win one of four 

$20 debit cards was offered to every participant who provided consent to participate in 

the study. Privacy of participant data was maintained by setting up email collection for 

the incentive as a separate survey from the main study survey and then adding a direct 

survey link between the two with PsychData. Contact information for the primary 

investigator and the advisor was included at the top of the first page of the survey (see 

Appendix E). 

A potential risk to study participants was the potential for loss of privacy. 

Potential loss of privacy was minimized by use of several strategies. Access to data on 

PsychData is password protected and only the researcher and the research advisor had 

access. An exclusive identification number was assigned to each participant by 

PsychData. This provided each participant with an anonymous identifier. All survey data 

acquired by PsychData was encrypted. Data downloaded from PsychData does not have 

identifiable information and was coded without identifiable information. Data 

downloaded was saved on a removable storage device used only for this study. This 

storage device was maintained by the researcher in a secure location.  
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Instruments 

A researcher developed demographic form was completed by participants. The 11 

items on the questionnaire included: type of unit worked on, Magnet® status of hospital, 

age, gender, nursing education level, place of employment, if basic nursing education was 

from a program in the United States, position at place of employment, length of time 

worked in current nursing position, hours per week worked, and shift worked (see 

Appendix E). The demographic section of the survey took approximately one to two 

minutes to complete. The PsychData “question logic” feature in PsychData was used to 

route participants to the incentive email entry and end of survey if their answer did not 

meet inclusion criteria.  

Perceived Implicit Rationing of Nursing Care Instrument 

Two existing instruments were used in this study. The first was the PIRNCA (see 

Appendix B), a unidimensional scale containing 31 items. The PIRNCA was adapted by 

Dr. Terry L. Jones PhD, RN, from a tool used by Swiss nurses to measure implicit 

rationing of nursing care in hospitals in Switzerland, the BERNCA (Schubert et al., 

2008). Permission was granted by Dr. Jones, to the primary investigator, for use of the 

PIRNCA instrument in this study. The Swiss nurse researchers established that the 

BERNCA has adequate validity through logical analysis of the adequacy of the test 

content with the current domain of implicit rationing of nursing care, and the relevance of 

the content domain to the proposed interpretation of the test score (Schubert et al., 2008). 

The BERNCA has been found to have a moderate to strong positive correlation with test 
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items and the construct of implicit rationing of nursing care. Schubert et al. (2013) 

reported a negative correlation between implicit rationing of nursing care as measured by 

the BERNCA and the quality of the nursing work environment as measured by the NWI-

R. The construct validity and reliability of the BERNCA were confirmed in the RICH 

Nursing and RN4CAST studies which indicated the instrument has good criterion 

validity and a Cronbach’s alpha of 0.94 (Schubert et al., 2013).  

The PIRNCA was developed by Jones (2014) to contain terminology commonly 

used by nurses in the U.S. and includes activities defined by the U.S. scope of nursing 

practice. The PIRNCA uses a five-point Likert-type scale, Not Needed = 0, Never = 1, 

Rarely = 2, Sometimes = 3, Often = 4, that asks the participant to choose how often 

during the last seven shifts worked a common nursing action was omitted. The PIRNCA 

is scored by computing the arithmetic mean of the 31 items yielding ordinal level data. 

This mean score provides an estimate of how often care is rationed by an individual 

nurse, and if aggregated by a unit or hospital (Jones, 2014).  

The introduction for the PIRNCA defines and explains implicit rationing of 

nursing care and includes a list of necessary nursing actions for patients. The necessary 

actions delineated in the introduction are:  

● Nursing assessments 

● Problem identification 

● Care planning 
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● Implementation of interventions (independent, interdependent, and 

dependent) 

● Evaluations of care 

An area was included at the end of the PIRNCA for participants to add comments about 

their ability to complete necessary nursing actions for their assigned patients if they 

desired to do so. The PIRNCA takes about five minutes for completion on average.  

 A panel of 10 content experts who were practicing medical-surgical RNs 

reviewed the PIRNCA for clarity, relevance to practice, and comprehensiveness. Jones 

(2014) used a cross-sectional survey design to evaluate the internal structure, reliability, 

and construct validity of the PIRNCA. The PIRNCA demonstrated high reliability and 

internal consistency (α = 0.97, p = .000) (Jones, 2014). Jones reported a low response rate 

of seven per cent overall but found the sample-to-item ratio of seven (226:31) satisfactory 

for the minimal acceptable range of five to ten. The Kaiser-Meyer-Olkin (KMO) was 

adequate to characterize the correlation matrix as “superb” for factor analysis. Jones 

found the internal structure of the PIRNCA was extremely similar to the parent 

instrument, the BERNCA.  

Revised Nursing Work Index 

 The second instrument that was used was the NWI-R (Aiken & Patrician, 

2000), a unidimensional scale containing 57 items (see Appendix A). The NWI-R was 

adapted from the NWI developed by Kramer and Hafner (1989). The NWI measured 

nurses’ job satisfaction and perceptions of the quality of care in their work environment 
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of Magnet® hospitals. The NWI-R redesigned the NWI to measure characteristics of the 

professional nursing work environment (Aiken & Patrician, 2000). The NWI-R has four 

subscales: autonomy (includes items 4, 6, 17, 24, and 35), control over practice (includes 

items 1, 11, 12, 13, 16, 46, and 48), nurse-physician relationship (includes items 2, 27, 

and 39), and organizational support (includes items 1, 2, 6, 11, 12, 13, 17, 24, 27, and 

48). The subscales of autonomy, control over practice, and nurse-physician relationship 

were conceptually drawn from the NWI-R by Aiken and Patrician to measure 

organizational characteristics of an environment that supports them. A fourth subscale, to 

measure organizational support for nurses, was created from items in the other three 

subscales.  

Aiken, Smith, and Lake (1994) first used the NWI-R in a study of Medicare 

mortality rates at Magnet® and non-magnet hospitals. The Magnet® hospitals were 

discovered to have lower mortality rates and higher scores on the NWI-R. Subsequently, 

the NWI-R was used in studies measuring differences in variables related to patient and 

nurse outcomes, and patient, nurse, and organizational outcomes based on the type of 

nursing unit or Magnet®/non-magnet status of the hospital (Aiken, Lake, Sochalski, & 

Sloane, 1997; Aiken & Sloane, 1997). The instrument takes between 3 to 5 minutes to 

complete on average.  

 With the two studies, the overall Cronbach’s alpha for the NWI-R was 0.96. The 

alphas for each subscale were 0.85 for autonomy, 0.91 for control over practice, 0.84 for 

relationship with physicians, and 0.84 for organizational support, demonstrating good 
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internal consistency and reliability (Aiken & Patrician, 2000). Content validity of the 

NWI-R was evidenced by use of Magnet® hospital characteristics to capture nursing 

practice models. Criterion-related validity was substantiated by correlations of higher 

NWI-R scores with better outcomes such as higher patient satisfaction and decreased 

mortality (Aiken & Patrician, 2000). The NWI-R has been widely used and is in the 

public domain.  

 The NWI-R uses a four-point Likert scale, Strongly Agree = 1, Somewhat Agree = 

2, Somewhat Disagree = 3, Strongly Disagree = 4. Participants are prompted in the 

instructions to indicate the extent to which they agree with each item in relationship to 

their current job. The responses on a single item are summed to create a measure of an 

organizational trait. The trait is the average of that particular item.  

NWI-R Use in Emotionally Intelligent Leadership Style Studies 

 Currently no tools are found in the literature that measure reports of followers 

about the emotionally intelligent leadership style of their leaders. Tools to measure 

emotional intelligence that are currently in use are often lengthy and expensive and many 

require certification of the administrator. Tools that measure emotional intelligence are 

self-administered reports of perceptions of one’s own individual emotional intelligence 

abilities or work group emotional intelligence abilities. Some of the available tools have 

little evidence of validity or reliability. 

 Cummings et al. (2005) chose 13 questions from the NWI-R that the researchers 

thought reflected emotionally intelligent leadership competencies of Goleman et al. 
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(2002) (see Appendix C). Goleman et al. (2002) argue that most successful leaders have 6 

to 8 of the emotionally intelligent leadership competencies. Each of the six leadership 

styles measured in the Cummings et al. study from 2005 was defined by 6 to 8 of 

Goleman et al.’s competencies using items on the NWI-R. Goleman et al. required 

presence or absence of each competency to fit a particular leadership style. The 

leadership competency of empathy, represented by the item on the NWI-R, “An 

administration that listens and responds to employee concerns” was used by Cummings, 

et al. (2005) to differentiate between the dissonant and resonant groups. Empathy, the 

ability to comprehend another person’s feelings and be able to experience the same 

feelings oneself, is considered a central element of emotional intelligence (Salovey & 

Mayer, 1990). Nurse respondents indicate the degree to which each item describes their 

current work environment using the four-point Likert scale. Report of the presence or 

absence of a variety of work environment characteristics provided information that 

identified their leader’s style. A nurse’s response of “Strongly Agree” or “Somewhat 

Agree” meant the leadership competency represented by that item, empathy, was present 

in the nurse’s work environment. A nurse’s response of “Strongly Disagree” or 

“Somewhat Disagree” meant that leadership competency, empathy, was absent in their 

work environment.  

The item from the NWI-R instrument used by Cummings et al. (2005) to indicate 

empathy in emotionally intelligent leadership, “An administration that listens and 

responds to employee concerns” was used in this study to place survey respondents into 
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resonant and dissonant leadership style groups. The resulting groups yield dichotomous 

nominal level data.  

 Cummings et al. (2005) examined translational validity of their process to use 

Goleman’s competencies using the 13 items from the NWI-R with Trochim’s criteria 

(2003). Cummings et al. (2005) asserted that construct validity was present because many 

of the 13 items used from the NWI-R referenced specific behaviors of nurse managers 

(see Appendix C). The study’s primary author, Cummings, collaborated with an external 

expert in clinical outcome and health system research and the third author to select the 13 

items used to reflect emotionally intelligent leadership competencies. Only items that 

mirrored specific characteristics of frontline managers that a direct-care nurse would 

perceive as an emotionally intelligent competence were selected. Concurrent validity, 

based on Trochim’s criteria, for the three groupings of leadership style: resonant, 

dissonant, or mixed, was supported by the presence or absence of 13 leadership 

competencies to sort cases into one of the three styles. Cummings et al. (2005) attested 

that significant differences in study results for each of the three groupings of leadership 

styles indicates they achieved discrimination among the three groupings.   

 Cummings et al. (2010b) used the same process of the Cummings et al. (2005) 

study to operationalize the leadership styles of Goleman et al. (2002) with the same 13 

items from the NWI-R using the hospital as the unit of measurement. Cummings et al. 

(2010b) purported that they had extended the work from the Cummings et al. (2005) 

study through findings that indicated nurses who worked for dissonant leaders reported 
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they were more often unable to attend to important patient care needs: education, 

discharge preparation, and care planning. Cummings et al. (2010b) found the differences 

in leadership styles supported the original theoretical groupings by Cummings et al. 

(2005). Significant difference in study results for each group of leadership styles 

demonstrated discrimination among the three groups (resonant, dissonant, mixed).  

Data Collection 

 Data was collected over a six-month period to obtain an adequate number of 

complete surveys that met the inclusion criteria. A web link directing potential 

participants to the survey on PsychData was provided by email (see Appendix E). The 

link took participants to the survey on the online platform and allowed for self-

administration of the demographics, PIRNCA, and NWI-R. PsychData provided a unified 

transition from one section to the next. PsychData stored all data from each survey which 

was then downloaded into a format that is readable by Statistical Package for the Social 

Sciences (SPSS).  

Dillman, Smyth, and Christian (2014) advised care and strategy in timing all 

email reminders. It is important to give participants time to respond to the initial email 

before sending the first reminder, without waiting so long that the initial email has been 

forgotten. Reminder emails with the survey link were sent approximately one month and 

six months after the initial invitation. Participants were instructed to ignore the reminders 

if they had already completed the survey. The survey was left open for six months. 

 



92 
 

Treatment of Data 

 Data was prepared for analysis by downloading from PsychData into a SPSS 

(version 25) data file. Data was totally anonymous with no identifiers to the respondents 

of the survey. Data files were stored on a flash drive that was kept in a secure location by 

the researcher.  

 There were a total of 827 cases in the raw data. There were 471 cases that 

answered 50% or less of the items and were deleted from the data set. Another five cases 

were found to have zero variance and were deleted. There were 62 duplicate cases that 

were deleted from the data set, leaving 294 cases.  

Cases were sorted by the item, “The unit I work on is a(n): adult medical-surgical 

unit, adult medical-surgical step-down unit, other”. A split file was created for the values 

of working on a medical-surgical type unit for those respondents who answered the item 

and those with no response to this item. The split file was used to compare the two groups 

with a t-test for leadership style and PIRNCA means. No statistical differences were 

found between the two groups and both were included in the dataset.  

The survey items generally refer to medical-surgical units and acute-care hospital 

nursing. Nurse respondents working in other types of units would not be expected to be 

able to answer most of the survey items as they would not pertain to other types of 

nursing work environments. String data from the open-ended question item “Is there 

anything you would like to say about your ability to complete necessary nursing actions 

for your patients? If so, please make your comments in the space provided below:” 
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showed that 15 respondents indicated they worked in units that were not adult medical-

surgical type units. Those cases were deleted from the dataset, leaving 275 valid cases. 

After the data was prepared for analysis a general analysis for missing data was 

conducted. There were 26 respondents who did not answer the item on the NWI-R that 

designates the competency of leadership empathy, “Administration that listens and 

responds to employee concerns.” These cases were deleted from the dataset leaving 248 

valid cases for analyses.  

 The sample was primarily female (87%), which made gender comparisons 

difficult. It would be difficult to use educational level in nursing or being a graduate of a 

foreign nursing program in any analyses because they were not equally distributed across 

categories. Other categorical variables such as age and Magnet® status were used in 

analyses. All the continuous variables fell within normal parameters in terms of skewness 

and kurtosis. There were no extreme outliers present. Thus, all variables were retained in 

their original form.  

 Overall the variables that will be used in the analysis are acceptable in terms of 

normality. There are no extreme issues or any other issues with the variables distributions 

that need to be dealt with. It will be difficult to use gender, educational level in nursing, 

or being a graduate of a foreign nursing program in any preliminary analyses because 

they were not equally distributed across categories. The final dataset only included cases 

that met inclusion criteria (or were missing on the unit of work). This allowed analysis of 

cases separately as well as together.   
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 Data from the NWI-R item, “Administration that listens and responds to 

employee concerns,” representing leadership empathy, was used to recode the data into 

two leadership groups. If respondents answered, “Strongly Agree” or “Somewhat Agree” 

for this item they were placed in the resonant leadership group. Conversely, if 

respondents answered, “Somewhat Disagree” or “Strongly Disagree” they were placed 

in the dissonant leadership group.  

 Descriptive analyses were applied for categorical and continuous demographic 

variables. A frequency and percent were examined for the categorical variables of 

Magnet® or non-magnet hospital, age, gender, nursing education level, graduate of 

foreign or U.S. nursing program, length of time worked on the unit, hours worked per 

week, and shift worked. Means and standard deviations were analyzed for continuous 

demographic variables. Means and standard deviations were evaluated for the continuous 

variables of the NWI-R, PIRNCA, and the NWI-R subscales (control over practice, 

organizational support, nurse/physician relationship, autonomy). PIRNCA variables were 

analyzed using means for each to find what nursing tasks were perceived as most or least 

rationed by the respondents. Respondents entered numerical free-text to estimate the 

levels of implicit rationing of nursing care they perceived overall on their unit. These 

entries were measured as a continuous variable and a frequency analysis done.  

 Preliminary analyses were conducted for relationships between the demographic 

variables by the NWI-R, subscales of the NWI-R, the instruments PIRNCA. One-way 

ANOVAs were computed to examine differences between groups. Relationships between 
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independent variables was investigated with correlation among independent variables of 

the instruments, NWI-R, the four subscales of the NWI-R, and the PIRNCA.  

 Primary analyses of the study hypothesis were conducted to examine differences 

in implicit rationing of nursing care between leadership styles of resonant or dissonant.  

Correlation analysis was used to examine the relationship between leadership style and 

PIRNCA. Further analyses using correlation examined relationships between the NWI-R 

and implicit rationing of nursing care, the NWI-R subscales and implicit rationing of 

nursing care, and the unit level nursing work environment and implicit rationing of 

nursing care. Finally, correlation analyses were used to examine relationships between 

the direct-care nurse’s perceived quality of care on their unit and implicit rationing of 

nursing care, NWI-R, NWI-R subscales, and unit level nursing work environment.  

Summary 

 This chapter presented the procedures for collection and treatment of data for this 

cross-sectional survey study. This study attempted to discover any relationships between 

perceptions of levels of implicit rationing of nursing care by direct-care nurses and 

perceived emotionally intelligent leadership style of their nurse managers. Issues were 

discussed which related to the design, sample, setting, protection of human subjects, 

instruments—including reliability and validity, data collection techniques and treatment.  
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CHAPTER IV 

ANALYSIS OF DATA 

 This study examined the concepts of implicit rationing of nursing care, the 

nursing work environment, and emotionally intelligent leadership style. Two valid and 

reliable instruments were used to measure these three concepts; the PIRNCA instrument, 

and the NWI-R instrument. The study had a cross-sectional survey design using 

instruments totaling 102 items. There were 11 demographic items (see Appendix E). The 

PIRNCA instrument used a Likert scale of 31 items (see Appendix B), ranging from 0 = 

Not Needed, 1 = Never, 2 = Rarely, 3 = Sometimes, 4 = Often. Direct-care nurses were 

asked to choose a response on the PIRNCA scale that indicated the frequency they were 

unable to complete each of 31 nursing actions due to a lack of personnel or time. If the 

action was done by delegation it was considered completed, and if the action was not 

required the direct-care nurse was instructed to choose the “Not Needed” option. There 

was a free-text item on the PIRNCA for respondents to answer the question, “Is there 

anything you would like to say about your ability to complete necessary nursing actions 

for your patients? If so, please make your comments in the space provided below.” 

Respondents could enter up to 1,000 characters. 

The NWI-R instrument used a Likert scale with 57 items (see Appendix A), 

ranging from 1 = Strongly Agree, 2 = Somewhat Agree, 3 = Somewhat Disagree, and 4 = 

Strongly Disagree related to whether the item was perceived as being present in the 

nurse’s work environment (the nursing unit). A higher score on the PIRNCA indicated 
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more implicitly rationed nursing care, and higher scores on the NWI-R indicated that 

participants did not perceive the characteristic was present in the direct-care nurses’ work 

environment (see Figure 3).  

Figure 3. Relationship between PIRNCA and NWI-R scores 

 Emotionally intelligent leadership style as part of the nursing work environment 

was measured using the item from the NWI-R that indicates empathy to place 

respondents in either the resonant or dissonant leadership style group (see Appendix C):  

Administration that listens and responds to employee concerns. Resonant leadership 

shows elevated levels of emotional intelligence of which a key component is empathy 

according to Goleman et al. (2002). Dissonant leadership fails to demonstrate emotional 

intelligence and is harsh and unpleasant leadership that is out of touch with employees 

(Cummings, et al., 2005).  

 There were two additional free-text items at the end of the survey.  The first 

statement was, “Please rate the quality of care patients receive on your unit.” Options 

respondents could choose to answer were: 1 = Excellent, 2 = Good, 3 = Fair, or 4 = Poor. 

The final statement was, “Please estimate the percent of care that goes undelivered on 

your unit.” Respondents could enter a number that contained up to three integers. The 

Relationship Between PIRNCA and NWI-R 

When NWI-R scores are high    PIRNCA scores tend to be high 

Higher NWI-R scores indicate the nursing work environment is less positive. 

Higher PIRNCA scores indicate perception of higher levels of implicit rationing of nursing care.  



98 
 

survey was made up of data collected over the time frame from September 11, 2017 to 

March 24, 2018. 

 The purpose of the study was to examine relationships between direct-care nurses’ 

perceptions of implicit rationing of nursing care and their perceptions of nurse leadership 

style on their hospital unit. The Implicit Rationing of Nursing Care framework (Schubert 

et al., 2007) supports that the variable in this study, emotionally intelligent leadership 

style of nurse managers, will have a relationship with the variable implicit rationing of 

nursing care, because nursing management is part of the nursing work environment and 

impacts the process of care where implicit rationing occurs (see Figure 2).  

This chapter presents an analysis of the study data findings as they relate to the 

research hypothesis: Where emotionally intelligent leadership style is the leadership style 

of the nurse leaders in the nursing work environment, direct-care nurses will report less 

implicit rationing of nursing care. The primary analyses are followed by further analyses 

of the data related to the NWI-R, its subscales, and implicit rationing of nursing care; and 

data related to the question, “Please rate the quality of care patients receive on your 

unit”.  

Description of the Sample 

Data Preparation 

 A discussion of identification and removal of invalid cases, assessment of missing 

data, and basic assumption testing and normality of data will be presented. Tables of the 

demographic and continuous data are presented.  
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 Screening of data. The data were prepared for analysis by first identifying 

invalid cases. There were 827 total respondents in the raw data set. Data were screened 

for cases that answered 50% or fewer of the items (471 cases) or had zero variance in the 

majority of the answers (five cases).  These 476 cases were removed. Since there were 

three linked surveys a “too fast” or “too slow” variable was not calculated for the time a 

respondent spent in the survey. Only cases that met the inclusion criteria, or were missing 

on the type of unit, medical-surgical, were included. There were 62 duplicate cases 

identified and removed from the data set. There were fifteen respondents identified as not 

working on an adult medical-surgical unit in free-text data and were removed from the 

data set. There were 26 respondents who failed to answer the item that designated 

leadership empathy from the NWI-R and were removed from the data set. Out of 827 

respondents 248 valid cases were retained for analysis. A copy of the full data set was 

maintained in case it would be needed in the future kept on a flash drive in a secure, 

locked location of the researcher’s home.  

Using the multiple imputation function from SPSS version 25, all items were 

assessed for missing summaries and patterns. It was observed that there were 81 items 

that contained at least one missing value (83%) which amounted to a total of 3.4% 

missing information in the dataset. To determine whether the pattern of missing values 

was missing completely at random (MCAR), Little’s MCAR test (Little, 1988) was 

conducted. The null hypothesis of Little’s MCAR test is that the pattern of the data is 

MCAR and follows a Χ2 distribution. Using an expectation-maximization algorithm, the 
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MCAR test estimates the univariate means and correlations for each of the items. The 

results revealed that the pattern of missing values in the data was MCAR X2 (4744) = 

5014.22, p = .003. Thus, multiple imputation (used to replace missing values) was not 

necessary. It is also not recommended to use multiple imputation when Little’s MCAR is 

significant. Therefore, pairwise deletion (SPSS default) was used in all analyses.  

Basic Assumption Testing 

 All the continuous items fell within normal parameters for skewness and kurtosis 

except for the data entries for the direct-care nurses’ answers to the item, “Please 

estimate the percent of care that goes undelivered on your unit.” Kolmogorov-Smirnov 

and Shapiro-Wilk tests were calculated for the continuous items and results were not 

statistically significant at the p < .001 level, indicating that the items were normally 

distributed except for the data from the free-text question regarding direct-care nurses’ 

estimates of the percentage of care undelivered on their unit. Graphical methods were 

also employed for assessing normality. These graphs included inspecting histograms, 

normal quantile-quantile (Q-Q) plots, and box plots. Histograms appeared bell-shaped, 

Q-Q plots followed a straight line, and box plots showed no extreme values. There were 

no extreme outliers present, other than that from the free-text entries for direct-care 

nurses’ estimates of care that goes undelivered on their unit. For this free-text item, there 

was an extreme outlier of 85% and the data was asymmetric with a positive skew. All 

items were retained in their original form. Overall, the continuous variables that were 

used in analyses were acceptable in terms of normality. There were no extreme issues or 
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any other issues with the variables distributions that needed to be addressed. It was 

difficult to use gender, educational level in nursing, or being a graduate of a non-U.S. 

nursing program in any preliminary analyses because they were not equally distributed 

across categories.  

Primary Data Analyses 

As shown in Table 1, most respondents worked in a non-magnet hospital (62.9%) 

and had a Baccalaureate degree in nursing (64.9%) with basic nursing education from a 

U.S.-based nursing program (97.1%). The majority of the sample were between 30 and 

50 years of age (54.8%) and were female (86.6%). The largest percentage of respondents 

have been in their current position for between 1 and 5 years (40.7%), and the majority 

work between 25 and 39 hours per week (76.2%). Most respondents reported working 

12-hour day shifts (53.2 %), and the second largest group reported working 12-hour night 

shifts (36.7%). There were 14 respondents (5.6%) who reported working eight-hour day 

shifts, and four (1.6%) who reported working eight-hour night shifts. The dissonant 

leadership group included 131 respondents (52.8%), and 117 respondents comprised the 

resonant leadership group (47.2%). The leadership competency of empathy, represented 

by the item on the NWI-R, “Administration that listens and responds to employee 

concerns” was used to place respondents into resonant or dissonant leadership groups as 

did Cummings et al. (2005). If empathy was present, as indicated by responses of 

Strongly Agree, or Somewhat Agree, respondents were included in the resonant 

leadership group. If respondents chose the options Strongly Disagree or Somewhat 
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Disagree, they were placed in the dissonant leadership style group. Most respondents 

rated the quality of care on their unit as excellent (44%) or good (43.1%).  

Table 1 
Frequencies and Percentages for Categorical Demographic Variables 

Categorical demographic variable    n  %  

Hospital type 
     Magnet®                39  37.1 
     Non-magnet                66  62.9 
     Total                105                    100 

Age 
     Under 30 years      40  16.1 
     30 to 50 years               136             54.8 
     Over 50 years      72  29.0 
     Total                 248           *99.9 
Gender 
     Male                    33  13.4 
     Female                  214  86.6 
     Total       247            100  
Nursing education level 
     Diploma in nursing      5  2.0 
     Associate degree in nursing    64  25.8 
     Baccalaureate degree in nursing             161  64.9 
     Master’s degree in nursing     16   6.5 
     Doctorate in nursing practice     2      .8 
     PhD in nursing       0       0 
     Total                248            100  
Basic nursing education 
     United States nursing program             238  97.1 
     Foreign nursing program      7   2.9 
     Total                245  100 
Length of time in current position 
     Six months to one year     26  10.5 
     More than one year              101  40.7 
     More than 5 years      52  21.0 
     More than 10 years     69  27.8 
     Total                248  100 
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Hours worked per week 
     12 to 24 hours per week     30  12.1 
     25 to 39 hours per week              189  76.2   
     40 hours per week or more    29  11.7  
     Total                248  100 

Shift worked 
     Day 8 hours      14   5.6  
     Day 12 hours               132   53.2  
     Evening 8 hours       7   2.8  
     Night 8 hours       4              1.6 
     Night 12 hours                 91                    36.7  
     Total                248           *99.9           
Leadership group 
     Dissonant Style               131  52.8 
     Resonant Style               117  47.2 
     Total                248  100 
Please rate the quality of care patients receive on your unit 
     Excellent                109  44.0      
     Good                107  43.1 
     Fair        30  12.1 
     Poor        2      .8 
 Total                            248  100 
*Percentages for age and shift not adding to 100 indicate missing data.  
           
          The average score of respondents for the PIRNCA instrument (M = 2.16, SD = 

0.64) indicated that for most of the direct-care nurses, from the study, the items that 

represented nursing activities were perceived as “Rarely” rationed overall (see Figure 4 

and Appendix B). Jones (2014) found that mean PIRNCA scores, on average, showed 

care was rationed at the frequency of “Rarely.” The PIRNCA instrument does not 

enumerate the reported levels of rationing.  

Estimates of the amount of care (n = 222, M = 19.17, SD = 12.18) that the direct-

care nurse reported as going undelivered on their unit are presented in Table 2. Estimates 

ranged from 5% to 85%. Figure 4 displays a histogram for the PIRNCA data (M = 2.16, 
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SD = .643) which indicates implicit rationing of care “rarely.” Figure 5 is a histogram of 

direct-care nurses' estimates of the amounts of care going undelivered on their unit and 

displays a positive skewness (1.500). One estimate of 85% is identified as an extreme 

outlier. A Kolmogurov-Smirnov test does not meet the assumption for normality (p < 

.001). These findings are like those reported by Jones et al. (2015) that individual nursing 

care activities were left undone only rarely or occasionally, but the estimates increased to 

higher levels over larger inventories of activities and an increase in the recall period.  

Table 2 
Frequencies and Percentages for Estimate (%) of Care Undelivered 

Estimate    n  % of sample reporting  
5     28           12.6 
7     3  1.4 
8     2   .9 
10     53           23.9 
12     1   .5 
13     2   .9 
15     16  7.2 
18     1     .5 
20     38            17.1 
25     36            16.2 
30     21   9.5 
33     1     .5 
35     5   2.3 
40     4   1.8 
45     2     .9 
50     6   2.7 
60     2     .9 
85     1     .5 
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Figure 4. PIRNCA scores 

 

Figure 5. Estimate of percent of care undelivered on unit 
 

Table 3 shows most direct-care nurses agreed the characteristics of control over 

practice (M = 2.27, SD = 0.65), autonomy (M = 2.16, SD = 0.71), nurse/physician 
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relationship (M = 1.89, SD = 0.68) and organizational support (M = 2.15, SD = 0.59) 

were present in the work environment on their unit.  

Table 3 
Means and Standard Deviations for Continuous Variables 
______________________________________________________________________ 

Continuous variable N M SD Min Max 
PIRNCA Scale 248 2.16 0.64 0.52 3.74 

NWI-R Scale 248 2.19 0.51 1.12 3.78 
     Control Over Practice Subscale 248 2.27 0.65 1.00 3.83 
     Autonomy Subscale 248 2.16  0.71 1.00 4.00 
     Nurse/Physician Relationship 248 1.89 0.68 1.00 4.00 
     Organizational Support Subscale 248 2.15 0.59 1.00 3.80 

 

Findings 

Relationships Between Demographic Variables 

 One-way analysis of variance (ANOVA) was conducted to determine differences 

between the categorical independent variables on the measures of interest. Statistical 

significance was set at p < .05. Higher scores on the PIRNCA indicate perceptions of 

higher levels of   implicit rationing of nursing care, and higher scores on the NWI-R 

indicate a less positive nursing work environment (see Figure 3). Partial eta square (η2) 

results are measured according to Cohen’s criteria as: .0099 = small, .0588 = medium, 

and .1379 = large effect (Richardson, 2011).  

Nursing Work Environment by the Categorical Variables 

One-way ANOVAs were conducted to determine if respondents’ perceptions of 

their nursing work environment on their unit, represented by scores on the 57 items from 

the NWI-R scale, differed by categorical variables (see Table 4).  
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There was a large, significant effect on the direct-care nurses’ perceptions of their 

work environment by the leadership style accounting for 43.5% of the variance in scores. 

Emotionally intelligent resonant leadership style had the largest effect of the categorical 

variables on perceptions of the nursing work environment. The emotionally intelligent 

resonant leadership style (M = 1.83, SD = .339), F(1, 246) = 189.059, p < .001, η2 = .435, 

had a significant effect on the perception of a positive nursing work environment 

compared to the dissonant leadership style group (M = 2.51, SD = .424).  

A small, significant effect was found for characteristics of the work environment 

and hospital type, F(1, 103) = 4.628, p = .034, η2 = .043. The Magnet® hospital group (M 

= 2.04, SD = .493) had a more positive work environment compared to the non-magnet 

hospital group (M = 2.25, SD = .497). This finding is analogous to those in prior studies 

(Kramer & Schmalenberg, 2003; Laschinger, Almost, & Tuer-Hodes, 2003; Upenieks, 

2003).  

There was a small, significant effect with work environment characteristics and 

hours worked per week, F(2, 245) = 3.231, p = .041, η2 = .026. The group working 12 to 

24 hours per week (M = 1.98, SD = .378) had perceptions of a more positive work 

environment than those working 25 to 19 hours per week (M = 2.21, SD = .518) and 

those working 40 or more hours per week (M = 2.24, SD = .512).   
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Table 4 
 
Means and Standard Deviations for Nursing Work Environment by Categorical Variables 
 

Variable n M SD F p η2 
        
Age    .348 .706 .003 
 Under 30 years 40 2.23 .421    
 30 to 50 years 136 2.16 .534    
 Over 50 years 72 2.21 .519    
Type of hospital    4.628 .034 .043 
    Magnet® 39 2.04 .493    
    Non-magnet 66 2.25 .497    
Gender    .658 .418 .003 
 Male 33 2.26 .585    
 Female 214 2.18 .502    
Nursing education level    1.684 .154 .027 
    Diploma in nursing 5 2.04 .389    
    Associate degree in nursing 64 2.14 .521    
    Baccalaureate in nursing 161 2.18 .487    
    Master’s degree in nursing 16 2.46 .695    
    Doctorate in nursing practice 2 2.59 .335    
Basic nursing education from United 
States nursing program    3.437 .065 .014 
     Yes    238 2.20 .512    
    No  7 1.84 .303    
Length of time worked in current 
position    .116 .951 .001 
    Six months to one year 26 2.21 .558    
    More than one year 101 2.17 .460    
    More than five years 52 2.19 .498    
    More than 10 years 69 2.21 .583    
Hours worked per week     3.231 .041 .026 
    12 to 24 hours 30 1.98 .378    
    25 to 39 hours 189 2.21 .518    
    40 hours or more 29 2.24 .512    
Shift worked    .404 .806 .007 
    Day eight hours 14 2.21 .359    
    Day 12 hours 132 2.16 .502    
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    Evening eight hours 7 2.15 .553    
    Night eight hours 4 2.41 .830    
    Night 12 hours  91 2.22 .531    
Leadership style group    189.059 .000 .435 
    Dissonant style 131 2.51 .424    
    Resonant style 117 1.83 .339    

 

Control Over Practice by the Categorical Variables 

 Table 5 outlines a series of one-way ANOVA results conducted to test the 

relationships between the direct-care nurse’s perception of control over practice, from 

that subscale of the NWI-R, by categorical variables. The subscale includes the following 

seven items: 

• Adequate support services allow me to spend time with my patients.  

• Enough time and opportunity to discuss patient care problems with other nurses. 

• Enough registered nurses on staff to provide quality patient care.  

• A nurse manager who is a good manager and leader. 

• Enough staff to get the work done.  

• Opportunity to work on a highly specialized unit.  

• Patient assignments foster continuity of care (i.e. the same nurse cares for the 

patient from one day to the next). 

There was a large, significant effect on control over practice by the emotionally 

intelligent resonant leadership style group accounting for 35% of the variance in scores. 

Respondents in the emotionally intelligent resonant leadership style group (M = 1.88, SD 

= .482) reported perceptions of more control over practice than did those in the dissonant 
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leadership style group (M = 2.64, SD = .556), F(1, 246) = 132.458, p = < .001, η2 = .350. 

Emotionally intelligent leadership style had the largest effect on control over practice of 

all the categorical variables.  

Respondents working in a Magnet® hospital (M = 2.12, SD = .647) perceived more 

control over practice compared with the non-magnet status group (M = 2.45, SD = .651), 

F(1, 103) = 6.483, p = .012, η2 = .059. There was a medium, significant effect size for 

Magnet® status on the subscale scores.  

Table 5 
 
Means and Standard Deviations for Control Over Practice by Categorical Variables 
 

Variable n M SD F p η2 
Age     .095 .095 .001 
    Under 30 years 40 2.31 .532    
    30 to 50 years 136 2.27 .654    
    Over 50 years 72 2.29 .647    
Type of hospital    6.483 .012 .059 
    Magnet® 39 2.12 .647    
    Non-magnet  66 2.45 .651    
Gender    1.495 .223 .006 
    Male  33 2.41 .776    
    Female  214 2.26 .625    
Nursing education level    1.024 .396 .017 
    Diploma in nursing 5 2.13 .678    
    Associate degree in nursing 64 2.27 .696    
    Baccalaureate degree in nursing 161 2.26 .609    
    Master’s degree in nursing 16 2.54 .841    
    Doctor of Nursing practice 2 2.57 .000    
Basic nursing education from United 
States nursing program    2.965 .086 .012 
    Yes  238 2.29 .646    
    No  7 1.87 .449    
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Length of time worked in current 
position 

 
.055 

 
.983 

 
.001 

    Six months to one year 26 2.29 .582    
    More than one year 101 2.27 .616    
    More than five years 52 2.27 .617    
    More than 10 years 69 2.30 .649    
Hours worked per week     2.854 .060 .023 
    12 to 24 hours 30 2.02 .479    
    25 to 39 hours 189 2.31 .657    
    40 hours or more 29 2.34 .647    
Shift worked     .367 .832 .006 
    Day eight hours 14 2.36 .618    
    Day 12 hours 132 2.27 .627    
    Evening 8 hours 7 2.06 .466    
    Night 8 hours 4 2.50 .979    
    Night 12 hours 91 2.28 .647    
Leadership style group    132.458 .000 .350 
    Dissonant style 131 2.64 .556    
    Resonant style 117 1.88 .482    

 

Autonomy by the Categorical Variables 

Table 6 presents a summary for a series of one-way ANOVAs conducted to test 

the Autonomy subscale of the NWI-R by categorical variables. The five items in the 

subscale were: 

• A supervisory staff that is supportive of nurses. 

• Nursing controls its own practice.  

• Freedom to make important patient care and work decisions.  

• Not being placed in a position of having to do things that are against my 
nursing judgment.  
 

• A nurse manager backs up the nursing staff in decision making, even if the 
conflict is with a physician. 
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The emotionally intelligent resonant leadership style group accounted for 37.3% 

of the variance exerting a large, significant effect on autonomy, and emotionally 

intelligent leadership style had the largest effect on autonomy of all the categorical 

variables. The results showed that the emotionally intelligent resonant leadership style 

group (M = 1.70, SD = .432) reported higher perceptions of autonomy compared with the 

dissonant group (M = 2.57, SD = .654), F(1, 246) = 146.068, p < .001, η2 = .373.  

The number of hours worked per week accounted for 3.7% of the variance in 

autonomy. The number of hours per week worked had a small, significant effect on group 

differences of autonomy. The group working 12 to 24 hours per week had the perception 

that more autonomy on their unit (M = 1.81, SD = .551) compared to the 25 to 39 hours 

per week group (M = 2.22, SD = .707), F(1, 245) = 4.661, p < .05, η2 = .037.  

Table 6 
Means and Standard Deviations for Autonomy by Categorical Variables 
 

Variable n M SD F p η2 
Age     1.172 .311 .009 
    Under 30 years 40 2.20 .628    
    30 to 50 years 136 2.10 .704    
    Over 50 years 72 2.25 .748    
Type of hospital    3.075 .082 .029 
    Magnet® 39 2.02 .731    
    Non-magnet  66 2.26 .638    
Gender    1.947 .164 .008 
    Male  33 2.32 .847    
    Female  214 2.14 .706    
Nursing education level    .878 .478 .014 
    Diploma in nursing 5 2.04 .477    
    Associate degree in nursing 64 2.11 .732    
    Baccalaureate degree in nursing 161 2.15 .692    
    Master’s degree in nursing 16 2.46 .816    
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    Doctor of Nursing practice 2 2.40 .000    
Basic nursing education from United 
States nursing program    1.320 .252 .005 
    Yes  238 2.17 .709    
    No  7 1.86  .562    
Length of time worked in current 
position    .305 .822 .004 
    Six months to one year 26 2.17 .680    
    More than one year 101 2.14 .653    
    More than five years 52 2.10 .773    
    More than 10 years 69 2.22 .747    
Hours worked per week     4.661 .010 .037 
    12 to 24 hours 30 1.81 .551    
    25 to 39 hours 189 2.22 .707    
    40 hours or more 29 2.10  .706    
Shift worked    .776 .542 .013 
    Day eight hours 14 2.34 .704    
    Day 12 hours 132 2.10 .704    
    Evening 8 hours 7 2.19 .637    
    Night 8 hours 4 2.45 1.11    
    Night 12 hours 91 2.16 .706    
Leadership style group    146.068 .000 .373 
    Dissonant style 131 2.57 .654    
    Resonant style 117 1.70 .432    

 

Nurse-Physician Relationship by the Categorical Variables 

 Table 7 outlines a series of one-way ANOVAs conducted to test the Nurse-

Physician Relationship subscale of the NWI-R by categorical variables. The 3 items of 

the subscale were: 

• Physicians and nurses have good working relationships.  

• Much teamwork between nurses and doctors. 

• Collaboration (joint practice) between nurses and physicians.  
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There was a large, significant effect of emotionally intelligent resonant leadership 

style on Nurse-Physician relationship, F(1, 246) = 41.614, p = .000, η2 = .145. The 

emotionally intelligent resonant leadership style group (M = 1.62, SD = .518) perceived a 

more positive nurse-physician relationship was present in their work environment than 

those in the dissonant leadership style group (M = 2.14, SD = .717). Emotionally 

intelligent leadership style accounted for 14.3% of the variance in scores. Emotionally 

intelligent leadership style had the strongest effect on the nurse-physician relationship 

compared to the other categorical variables.  

Age contributed 3.7% of the variance on nurse-physician relationship. A small, 

significant effect of age on nurse-physician relationship was found, F(1, 245) = 4.645, p 

< .05, and η2 = .037. Tukey’s post hoc analyses showed respondents in the age group 

under 30 years (M = 2.18, SD = .645) reported perceptions of less characteristics of a 

positive Nurse-Physician Relationship were present in their work environment in 

comparison with the other two groups, age 30 to 50 (M =1.82, SD = .668) and over 50 

years (M = 1.87, SD = .671).  

 Effect of hours worked per week on the nurse-physician relationship accounted 

for 4.2% of the variance in scores. Hours worked per week revealed a small, significant 

effect on respondents’ perception of the nurse-physician relationship, F(1, 245) = 5.403, 

p < .05, and η2 = .042. Tukey’s post hoc analyses showed significantly higher perceptions 

of a positive nurse-physician relationship in the 12 to 24 hours per week group (M = 1.60, 
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SD = .501) compared to the 25 to 39 hours per week group (M = 1.90, SD = .687), and 

the 40 hours or more group (M = 2.17, SD = .681).  

 A small, significant effect for difference of the shift worked on the nurse-

physician relationship was found, F(4, 243) = 2.883, p < .05, η2 = .045. Tukey’s post hoc 

analyses showed the respondents working 12-hour nights (M = 2.08, SD = .720) reported 

a less positive nurse-physician relationship was present in their work environment, than 

did those who worked eight-hour days (M = 1.69, SD = .402) and 12-hour days (M = 

1.80, SD = .658). Shift worked accounted for 4.5% of the variance in scores on the nurse-

physician relationship.  

Table 7 
Means and Standard Deviations for Nurse-Physician Relationship by Categorical 
Variables 
_______________________________________________________________________ 

Variable n M SD F p η2 
Age     4.645 .010 .037 
    Under 30 years 40 2.18 .645    
    30 to 50 years 136 1.82 .668    
    Over 50 years 72 1.87 .671    
Type of hospital    .341 .561 .003 
    Magnet® 39 1.84 .625    
    Non-magnet  66 1.91 .647    
Gender    .501 .480 .002 
    Male  33 2.00 .694    
    Female  214 1.88 .681    
Nursing education level    2.218 .068 .035 
    Diploma in nursing 5 1.53 .380    
    Associate degree in nursing 64 1.82 .682    
    Baccalaureate degree in nursing 161 1.90 .652    
    Master’s degree in nursing 16 2.27 .896    
    Doctor of Nursing practice 2 2.50 .707    
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Basic nursing education from United 
States nursing program    .271 .603 .001 
    Yes  238          1.90 .690    
    No  7 1.76 .371    
Length of time worked in current 
position    

              
.519 .669 .006 

    Six months to one year 26 1.96 .642    
    More than one year 101 1.93 .681    
    More than five years 52 1.90 .710    
    More than 10 years 69 1.90 .681    
Hours worked per week     5.403 .005 .042 
    12 to 24 hours 30 1.60 .501    
    25 to 39 hours 189 1.90 .687    
    40 hours or more 29 2.17 .681    
Shift worked     2.883 .023 .045 
    Day eight hours 14 1.69 .402    
    Day 12 hours 132 1.80 .658    
    Evening 8 hours 7 1.67 .720    
    Night 8 hours 4 1.75 .500    
    Night 12 hours 91 2.08 .720    
Leadership style group    41.614 .000 .145 
    Dissonant style 131 2.14 .717    
    Resonant style 117 1.62 .518    

 

Organizational Support by the Categorical Variables 

A one-way ANOVA was conducted to determine if organizational support 

differed by the categorical variables. The 10 items included in this subscale were: 

• Adequate support services allow me to spend time with my patients.  

• Physicians and nurses have good working relationships. 

• Nursing controls its own practice. 

• Enough time and opportunity to discuss patient care problems with other nurses.  

• Enough registered nurses on staff to provide quality patient care.  
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• A nurse manager who is a good manager and leader.  

• Freedom to make important patient care and work decisions.  

• Not being placed in a position of having to do things that are against my nursing 
judgment.  
 

• Much teamwork between nurses and doctors.  

• Patient assignments foster continuity of care (i.e. the same nurse cares for the 
patient from one day to the next).  
 
Table 8 displays means and standard deviations for the Organizational Support 

subscale by the categorical variables. Emotionally intelligent resonant leadership style 

had the largest effect on organizational support of all the categorical variables. 

Emotionally intelligent leadership style group accounted for 38.2% of the variance in 

scores for organizational support. There was a large, significant effect for emotionally 

intelligent leadership style on organizational support, F(1, 246) = 154.213, p < .001, η2 = 

.382. Results demonstrated perceptions of more organizational support with the resonant 

leadership group (M = 1.77, SD = .414) compared to the dissonant leadership group (M = 

2.50, SD = .510).  

There was a small, significant effect on organizational support for type of hospital 

that accounted for 3.8% of the variance in scores. Respondents working in a Magnet® 

hospital differed significantly from those working in non-magnet hospitals on perceptions 

of the presence of more of the characteristics for organizational support, F(1, 103) = 

4.093, p = .046, η2 = .038. Those in Magnet® hospitals reported higher perceptions of 
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organizational support (M = 2.02, SD = .577) compared to those working in non-magnet 

hospitals (M = 2.25, SD = 2.25).  

Hours worked per week had a small, significant effect accounting for 4% of the 

variance on scores for organizational support. Results on the organizational support 

subscale indicated a significant difference in scores of hours worked per week, F(2, 245) 

= 5.158, p < .05, η2 =.040. Tukey’s post hoc analyses showed that respondents working 

12 to 24 hours (M = 1.84, SD = .408) had more agreement that characteristics of 

organizational support were present in their work environment than did respondents in 

the 25 to 39 hours per week group (M = 2.19, SD = .599) or the 40 hours or more per 

week group (M 2.26, SD = .615).  

Table 8 
 
Means and Standard Deviations for Organizational Support by Categorical Variables 

Variable n M SD F p η2 
Age     1.267 .283 .010 
    Under 30 years 40 2.27 .505    
    30 to 50 years 136 2.11 .572    
    Over 50 years 72 2.18 .591    
Type of hospital    4.093 .046 .038 
    Magnet® 39 2.02 .577    
    Non-magnet  66 2.25 .579    
Gender    2.041 .154 .008 
    Male  33 2.29 .705    
    Female  214 2.13 .591    
Nursing education level    1.366 .246 .022 
    Diploma in nursing 5 2.01 .580    
    Associate degree in nursing 64 2.12 .641    
    Baccalaureate degree in nursing 161 2.14 .550    
    Master’s degree in nursing 16 2.46 .767    
    Doctor of Nursing practice 2 2.45 .129    
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Basic nursing education from United 
States nursing program    2.236 .136 .009 
    Yes  238 2.16 .593    
    No  7 1.82 .372    
Length of time worked in current 
position    .075 .973 .001 
    Six months to one year 26 2.19 .568    
    More than one year 101 2.14 .550    
    More than five years 52 2.14 .591    
    More than 10 years 69 2.17 .667    
Hours worked per week     5.158 .006 .040 
    12 to 24 hours 30 1.84 .408    
    25 to 39 hours 189 2.19 .599    
    40 hours or more 29 2.26 .615    
Shift worked     .927 .449 .015 
    Day eight hours 14 2.21 .507    
    Day 12 hours 132 2.10 .570    
    Evening 8 hours 7 1.97 .474    
    Night 8 hours 4 2.36 .953    
    Night 12 hours 91 2.22 .625    
Leadership style group    149.974 .000 .379 
    Dissonant style 131 2.50 .511    
    Resonant style 117 1.77 .413    

 

Primary Analyses 

 The outcome of interest was the influence of emotionally intelligent leadership 

style on perceived amount of implicit rationing of nursing care. Leadership style of the 

unit nurse leaders served as the independent variable of interest, and implicit rationing of 

nursing care as the dependent variable. The research hypothesis was: Where emotionally 

intelligent leadership style is the leadership style of the nurse leaders in the nursing work 

environment, direct-care nurses will report less implicit rationing of nursing care.  
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Implicit Rationing of Nursing Care by the Categorical Variables 

Table 9 displays results of one-way ANOVA conducted to determine whether 

respondents’ perceptions of implicit rationing of nursing care differed by the categorical 

variables. Results showed a medium, significant effect for leadership on implicit 

rationing of nursing care F(1, 246) = 35.388, p = < .001, η2 = .126. Respondents in the 

emotionally intelligent resonant leadership style group perceived significantly lower 

levels of implicit rationing of nursing care (M = 1.92, SD = .551) than did those in the 

dissonant leadership group (M = 2.38, SD = .646). Emotionally intelligent leadership 

style had a medium effect on perceptions of implicit rationing of nursing care accounting 

for 12.6% of the variance on the PIRNCA scores. Emotionally intelligent leadership style 

was the only categorical variable that had a significant effect on implicit rationing of 

nursing care.  

Table 9 
Means and Standard Deviations for Implicit Rationing of Nursing Care by Categorical 
Variables 
 

Variable n M SD F p η2 
Age     .598 .550 .005 
    Under 30 years 40 2.26 .653    
    30 to 50 years 136 2.13 .640    
    Over 50 years 72 2.17 .647    
Type of hospital    .392 .553 .004 
    Magnet® 39 2.24 .584    
    Non-magnet  66 2.31 .635    
Gender    .355 .552 .001 
    Male  33 2.10 .706    
    Female  214 2.18 .634    
Nursing education level    1.718 .147 .028 
    Diploma in nursing 5 1.79 .836    
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    Associate degree in nursing 64 2.18 .702    
    Baccalaureate degree in nursing 161 2.16 .704    
    Master’s degree in nursing 16 2.35 .684    
    Doctor of Nursing practice 2 1.29 .046    
Basic nursing education from United 
States nursing program    1.653 .200 .007 
    Yes  238 2.17 .644    
    No  7 1.86 .479    
Length of time worked in current 
position    .773 .510 .009 
    Six months to one year 26 2.32 .660    
    More than one year 101 2.12 .618    
    More than five years 52 2.12 .644    
    More than 10 years 69 2.20 .643    
Hours worked per week     1.932 .147 .016 
    12 to 24 hours 30 2.05 .605    
    25 to 39 hours 189 2.21 .656    
    40 hours or more 29 1.99 .567    
Shift worked     .754 .556 .012 
    Day eight hours 14 2.09 .729    
    Day 12 hours 132 2.22 .619    
    Evening 8 hours 7 2.03 .615    
    Night 8 hours 4 2.09 .637    
    Night 12 hours 91 2.07 .618    
Leadership style group    35.388 .000 .126 
    Dissonant style 131 2.38 .646    
    Resonant style 117 1.92 .551    

 

  Table 10 displays an analysis that was conducted to examine the bivariate 

relationship between the two leadership style groups and amounts of implicit rationing of 

nursing care, from the PIRNCA scores. Pearson’s r correlation was performed to measure 

the strength and direction of the relationship between these variables of interest. Cohen’s 

(1992) effect size for significance of product-moment r was used to interpret effect size: 

.10 = small, .30 = medium. And .50 = large. A special case of Pearson’s correlation used 
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to measure the relationship between a continuous variable and a true dichotomous 

variable must meet certain assumptions (Laerd Statistics, n.d.). One of the two variables 

must be measured on a continuous scale, the other variable should be dichotomous. For 

SPSS the dichotomous variable for leadership style was coded by values of 0 = dissonant 

style and 1 = resonant style, thus meeting the assumption for data with point-biserial 

correlation. There must be no outliers for the continuous variable. Therefore, all 

assumptions for a point-biserial Pearson’s product-moment correlation were met. Data 

was at interval level with linear relationships, homoscedasticity, no outliers, and 

unrestricted variance.  

 The results of the Pearson’s correlation computed to examine the relationship 

between leadership style and implicit rationing of nursing care revealed a medium effect 

for an association between perception of an emotionally intelligent resonant leadership 

style by the direct-care nurse on the unit and lower perceived levels of implicit rationing 

of nursing care (r = -.358). Negative relationships occur when increases in one variable 

are associated with decreases in another variable. There is a medium effect size of 

perceptions of less implicit rationing of nursing care being associated with emotionally 

intelligent resonant leadership style, and perceptions of more implicit rationing of nursing 

care with perceptions of dissonant leadership style on the direct-care nurses’ hospital 

unit. 
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Further Analyses 

Nursing Work Environment and Implicit Rationing of Nursing Care 

 Correlations were conducted to examine the relationships between respondents’ 

perceptions of their nursing work environment and perceptions of amounts of implicit 

rationing of nursing care on their unit, and perceptions of the quality of care on their unit. 

Quality of care was measured as: 1 = Excellent, 2 = Good, 3 = Fair, 4 = Poor.  

Cohen’s (1992) effect size for significance of product-moment r was referenced to 

measure effect size. Findings of the correlational analyses will be presented from the 

strongest effect size to the smallest (see Table 10). 

Table 10 
Pearson’s Product–Moment Correlations for Implicit Rationing of Nursing Care and 
Quality of Care (QOC) with Nursing Work Environment (Strongest to Weakest)   
 

Note. All correlation values are significant at p < .01.  

 

Variables PIRNCA QOC 
Control Over Practice .594  

Organizational Support .559  
NWI-R  .508  

PIRNCA  .499 
Autonomy .481  

Organizational Support  .464 
Control Over Practice  .448 

NWI-R  .440 
Autonomy  .374 

Nurse-Physician Relationship  .363 
Nurse-Physician Relationship .304  
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Control Over Practice and Implicit Rationing of Nursing Care 

 A Pearson’s product-moment correlation was conducted to examine the 

relationship between direct-care nurses’ perceptions of control over practice, measured 

by the NWI-R subscale scores, and their perceptions of implicit rationing of nursing care, 

measured by the PIRNCA. Results revealed a large effect for an association between 

perceptions of more control over practice and perceptions of lower amounts of implicit 

rationing of nursing care (r = .594).  

Organizational Support and Implicit Rationing of Nursing Care 

 A Pearson’s product-moment correlation was conducted to examine the 

relationship between direct-care nurses’ perceptions of organizational support, measured 

by the NWI-R subscale scores, and perceptions of amounts of implicit rationing of 

nursing care, measured by the PIRNCA. Results revealed a large effect for an association 

between perceptions of more organizational support and perceptions of lower amounts of 

implicit rationing of nursing care, with a large effect size (r = .559). 

Nursing Work Environment and Implicit Rationing of Nursing Care 

 A Pearson’s product-moment correlation was conducted to examine relationship 

between the direct-care nurses’ perceptions of their professional work environment on 

their unit, as measured by the scores on the NWI-R, and levels of implicit rationing of 

nursing care, as measured by the PIRNCA. The results revealed a large effect for an 

association of the nursing work environment and implicit rationing of nursing care (r = 

.508). When characteristics of a professional nursing work environment were perceived 
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as being more present, direct-care nurses perceived lower amounts of implicit rationing 

of nursing care on their unit. Lower scores on the NWI-R scale indicate more agreement 

that characteristics of a professional nursing work environment are present on the unit, 

and lower scores on the PIRNCA indicate perceptions of less implicit rationing of 

nursing care. 

Implicit Rationing of Nursing Care and Quality of Care 

 Pearson’s product-moment correlation was conducted to examine the relationship 

between direct-care nurses’ perceptions of amounts of implicit rationing of nursing care, 

as measured by the PIRNCA, and their reports of quality of care on their units. The 

results revealed a large effect for an association between perceptions of a higher quality 

of care on their unit and perceptions of less implicit rationing of nursing care (r = .499).  

Autonomy and Implicit Rationing of Nursing Care 

 Pearson’s product-moment correlation was conducted to examine the relationship 

between direct-care nurses’ perceptions of autonomy, measured by the NWI-R subscale 

scores, and their perceptions of amounts of implicit rationing of nursing care, measured 

by the PIRNCA. The results showed a medium effect for an association with perceptions 

of more autonomy and perceptions of lower amounts of implicit rationing of nursing care 

(r = .481). 

Organizational Support and Quality of Care 

 Pearson’s product-moment correlation was conducted to examine the relationship 

between organizational support, measured by the subscale of the NWI-R, and quality of 
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care reports of direct-care nurse respondents. The results revealed a medium effect for an 

association between perceptions of more organizational support and reports of higher 

levels of quality of care on the direct-care nurses’ unit (r = .464).   

Control Over Practice and Quality of Care 

 Pearson’s product-moment correlation was conducted to examine the relationship 

between perceptions of control over practice, measured by the NWI-R subscale, and 

reports of quality of care on the direct-care nurses’ unit. The results showed a medium 

effect for an association between perceptions of more control over practice and reports of 

higher levels of quality of care on the direct-care nurses’ unit (r = .448).  

Nursing Work Environment and Quality of Care 

 Pearson’s product-moment correlations were conducted to examine the 

relationship between direct-care nurses’ rating of quality of care on their unit and the 

characteristics of their professional work environment, measured by scores on NWI-R 

scale. Results revealed a medium effect for an association between perceptions of the 

presence of more characteristics of a professional nursing work environment on the 

nursing unit of the direct-care nurse and higher ratings of quality of care on the unit by 

the nurse (r = .440).  

Autonomy and Quality of Care 

 Pearson’s product-moment correlations were conducted to examine the 

relationship between perceptions of autonomy in the nursing work environment of the 

direct-care nurse, measured by the NWI-R subscale scores, and their ratings of quality of 
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care on their unit. The results revealed a medium effect for an association between 

perceptions of more autonomy in the work environment and reports of higher quality of 

care on the unit (r = .374).  

Nurse-Physician Relationship and Quality of Care 

 Pearson’s product-moment correlation was conducted to examine the relationship 

between direct-care nurses’ perceptions of the nurse-physician relationship on their unit, 

measured by the NWI-R subscale scores, and their reports of quality of care on the unit. 

Results revealed a medium effect for an association between perceptions of better 

relationships with physicians and reports of higher quality of care on the unit (r = .363).  

Nurse-Physician Relationship and Implicit Rationing of Nursing Care 

 Pearson’s product-moment correlation was conducted to examine the relationship 

between direct-care nurses’ perceptions of relationships with physicians, measured by the 

NWI-R subscale scores, and their perceptions of amounts of implicit rationing of nursing 

care on their unit. The results revealed a medium effect for an association with 

perceptions of better nurse-physician relationships and perceptions of less implicit 

rationing of nursing care on their unit (r = .304).  

Model Predicting Implicit Rationing of Nursing Care from Emotionally Intelligent 

Leadership Style  

 An overall model predicting implicit rationing of nursing care from 13 items from 

the NWI-R comprising characteristics of Goleman’s emotionally intelligent leadership 

style (see Appendix C), as was used in prior studies (Cummings et al., 2005, 2010b) was 
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significant, F(13, 231) = 7.308, p < .001, R2 = .291, and can explain 29.1% of the 

variance in PIRNCA scores. The assumptions for regression that must be met are 

normality, independence, linearity, homoscedasticity, and model specification (Center for 

Research Design and Analysis, 2016). The assumptions of regression were met. The 

residual plots were normally distributed based on a histogram and probability-probability 

(P-P) plot. Of the predictor variables, only three were significant (p < .05):  

• An administration that listens and responds to employee concerns (empathy). 

• Freedom to make important patient care and work decisions (empowering).  

• Not being placed in a position of having to do things that are against my nursing 

judgment (integrity).  

Summary of Findings 

 The purpose of the study was to examine relationships between the amount of 

perceived implicit rationing of nursing care, and perceptions of nurse leadership style on 

the hospital unit, reported by direct-care nurses. The hypothesis was: Where emotionally 

intelligent leadership style is the leadership style of the nurse leaders in the nursing work 

environment, direct-care nurses will report less implicit rationing of nursing care.  

The PIRNCA scale was completed by respondents to measure perceptions of 

amounts of implicit rationing of nursing care in the last seven shifts worked on their unit. 

Leadership style groups were designated by the presence or absence of perceived 

empathy of the nursing leadership from one item on the NWI-R. Direct-care nurses’ 

perception of the presence or absence of empathy was designated by their response on the 
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item from the emotionally intelligent leadership competencies: Administration that listens 

to and responds to employee concerns. Strongly agreeing or agreeing that the item was 

present in the work environment on their unit placed the respondent into the emotionally 

intelligent resonant leadership style group. Strong disagreement or disagreement that 

empathy was present on their unit placed the respondent into the dissonant leadership 

group. The data was examined for relationships between perceptions of amounts of 

implicit rationing of nursing care and other variables in the nursing work environment 

using respondents’ scores from the NWI-R and its subscales, and their quality of care 

ratings for their unit in the hospital.  

Findings show a medium, significant effect with direct-care nurses’ perceptions of 

a resonant, emotionally intelligent leadership style on their unit and perceptions of lower 

amounts of implicit rationing of nursing care. Where a more emotionally intelligent 

resonant leadership style was perceived by direct-care nurses on their unit findings also 

supported positive effects on perceptions of a more professional nursing work 

environment. There was a large, significant effect of emotionally intelligent resonant 

leadership style on positive perceptions of the work environment, perceptions of more 

control over practice, and of more autonomy. There were large, significant effects with 

perceptions of a more emotionally intelligent resonant leadership style on perceptions of 

a better nurse-physician relationship and of more organizational support.  

Direct-care nurses reported implicit rationing of nursing care with the PIRNCA, 

as being done “rarely” overall. However, their estimates of percentages of care going 
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undelivered suggest occurrence at a level that is more frequent. More than 40% of 

respondents estimated care left undelivered at rates between 20% and 30% on their units 

which seems to be more often than “rarely.” 

There were other findings that did not directly relate to the study hypothesis but 

had important implications. There was a small, significant effect for direct-care nurses in 

the study working in non-magnet hospitals on perceptions of a less professional nursing 

work environment, less organizational support, and less control over practice. There were 

several findings related to the number of hours worked per week. Direct-care nurses who 

reported working between 12 and 24 hours per week perceived a more positive work 

environment, more autonomy, a better nurse-physician relationship, and more 

organizational support than direct-care nurses who worked 25 or more hours per week. 

Younger, direct-care nurses, who are presumed to be newer to their role (less than 30 

years old), reported perceiving a less positive nurse-physician relationship. Direct-care 

nurses who work 12-hour night shifts perceived a less positive nurse-physician 

relationship than did those working 8 or 12-hour day shifts. Significant associations were 

found between implicit rationing of nursing care, perceptions of the nursing work 

environment, and quality of care rating of the unit.  

 

 

 

 

 



131 
 

 

CHAPTER V 

SUMMARY OF THE STUDY 

 Key concepts addressed by the study were implicit rationing of nursing care, the 

nursing work environment, and emotionally intelligent leadership style as defined in 

Chapter I. Survey research was accomplished with two valid and reliable existing 

instruments, the PIRNCA, and the NWI-R. The purpose of the study was to examine 

relationships between direct-care nurses’ perceptions of implicit rationing of nursing care 

and their perceptions of nurse leadership style on their hospital unit. The research 

hypothesis was: Where emotionally intelligent leadership style is the leadership style of 

the nurse leaders in the nursing work environment, direct-care nurses will report less 

implicit rationing of nursing care. Findings of the study supported the hypothesis. 

  The conceptual context used for the study was the Implicit Rationing of Nursing 

Care framework (see Figure 1). This framework was created by Schubert et al. (2007) to 

explain the construct of implicitly rationed nursing care with related constructs and 

influences: factors influencing priority-setting in the nursing work environment, 

characteristics of the nursing work environment, the philosophy of care, amount of 

available time and resources, philosophy and aims of the organization, and nursing care 

standards. The Implicit Rationing of Nursing Care framework maintains that the variable 

in this study, emotionally intelligent leadership style will have a relationship with the 

variable, implicit rationing of nursing care, since nursing management is part of the 
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nursing work environment and therefore impacts the process of care where implicit 

rationing of nursing care occurs (see Figures 1 and 2).  

  This chapter presents a summary of the study, a discussion of findings related to 

the key concepts and the hypothesis, a discussion of other findings, and concludes with 

implications of the study and recommendations for future studies. The findings are 

discussed in relation to the current literature on emotionally intelligent leadership and 

implicit rationing of nursing care.  

Study Summary 

 Efforts were made in the past, by nurse researchers, to analyze hospital nurse 

staffing and quality of care. These studies led to the recognition of links between 

elements in the nursing work environment and implicit rationing of nursing care. Nurses’ 

perceptions of higher amounts of implicit rationing of nursing care have been found to 

have a relationship with direct-care nurses’ assessments of lower quality of care, 

deficiency of resources in the nursing work environment, a lack of control over practice, 

and less autonomy. Presence of emotionally intelligent leadership style in the nursing 

work environment has been associated with direct-care nurses’ perceptions of healthier 

nurse work environments and better patient outcomes. No studies had previously 

examined emotionally intelligent nursing leadership style and implicit rationing of 

nursing care concurrently.  

 The Implicit Rationing of Nursing Care framework (Schubert et al., 2007) 

indicates elements of the nursing work environment lead the direct-care nurse to ration 
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care (see Figure 1). The framework shows that direct-care nurses ration care based on 

decision making and clinical judgment during the process of care. The framework posits 

that, as part of the nursing work environment, nursing management has a bearing on the 

process of care. Nurse leaders have a substantial impact on the resources available to the 

direct-care nurse, including the amount of time available to provide nursing care.  

Studies have shown that nurse leaders who possess a resonant emotionally intelligent 

leadership style would be expected to empower direct-care nurses to become more 

autonomous in provision of care, and to have more control over workflow and stacking 

(Cummings et al., 2005; Ebright, 2010; Paquet, et al., 2013; Purdy et al., 2010; Sochalski, 

2004; Wong & Cummings, 2007). Nursing leaders possessing emotionally intelligent 

resonant leadership style may possibly create a professional nursing work environment 

that would lead to less amounts of implicit rationing of nursing care. Goleman (1995) 

purports emotional intelligence can be taught and developed. This is important because 

emotionally intelligent leadership can be learned and acquired; it does not have to be an 

innate part of one’s personality. Several nursing studies have explored development and 

benefits of emotional intelligence in nurse managers and found that this style of 

leadership can improve outcomes for nurses and patients (Codier, Freitas, & Muneno, 

2013; Codier, Kamikawa, & Kooker, 2011; Cummings, et al., 2008). 

This cross-sectional survey study obtained 248 valid responses from direct-care 

nurses licensed in Oregon. Relationships between perceived implicit rationing of nursing 
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care and nurse emotionally intelligent leadership style on the hospital unit, reported by 

these direct-care RNs, were examined.  

The study’s random sample included direct-care RNs who worked in acute-care 

hospitals for at least six months, and a minimum of 12 hours per week. The population of 

interest was direct-care RNs working on adult medical-surgical type units. There were 

248 valid surveys completed, of which 105 respondents identified as working on an adult 

medical-surgical unit, and 143 did not identify the type of unit worked on. Cases were 

sorted by the item, “The unit I work on is a(n): adult medical-surgical unit, adult 

medical-surgical step-down unit, other”. A split file was created for the values of 

working on a medical-surgical type unit for those respondents who answered the item and 

those with no response to this item. The split file was used to compare the two groups 

with a t-test for leadership style and PIRNCA means. No statistical differences were 

found between the two groups and both were included in the dataset. This limits the 

study’s generalizability since some of the respondents may have worked on another type 

of unit. Only nurses working on adult medical-surgical type units in acute-care hospitals 

would be expected to be able to respond to the items on the PIRNCA using other than the 

“Not Needed” option. Less than 5% of responses on the PIRNCA used the “Not Needed” 

option.  

Two instruments were used in this study. The first was the PIRNCA, consisting of 

31 items using a Likert scale: 0 = Not Needed, 1 = Never, 2 = Rarely, 3 = Sometimes, and 

4 = Often. The PIRNCA measures respondents’ perceptions of how often during their last 
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seven shifts direct-care nurses perceived being unable to perform any of the activities 

listed. The PIRNCA was developed for use by acute-care hospital, direct-care nurses, in 

the U. S., by Jones (2014). The PIRNCA was adapted from the BERNCA instrument, 

which was used in the RICH study of direct-care nurses working in acute-care hospitals 

in Switzerland (Schubert, et al., 2008). The second instrument was the NWI-R, developed 

by Aiken in 1994, for a study of AIDs units in Magnet® and non-magnet hospitals. The 

NWI-R has been used extensively, particularly in studies involving Magnet® hospitals. 

The NWI-R contains 57 items that measure direct-care nurses’ job satisfaction and 

perception of quality of care in their work environment, using a Likert scale: 1 = Strongly 

Agree, 2 = Somewhat Agree, 3 = Somewhat Disagree, and 4 = Strongly Disagree. Higher 

scores on the PIRNCA indicate more implicit rationing of nursing care and higher scores 

on the NWI-R indicate less agreement that the nursing work environment supports 

professional nursing (see Figure 3) 

There are 13 items in the NWI-R that have been found to correspond to leadership 

characteristics of frontline nursing managers (see Appendix C), and that direct-care 

nurses would perceive as competencies of emotionally intelligent leadership style 

(Cummings, et al., 2005). Of these 13 items, the item denoting empathy, “administration 

that listens and responds to employee concerns” was used to discriminate between 

resonant (emotionally intelligent) or dissonant leadership style for this study; like the 

method used by Cummings et al. (2005). Direct-care nurses who strongly agreed or 

agreed that the characteristic was present in their unit’s work environment were placed 
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into the resonant, emotionally intelligent leadership style group, and those who disagreed 

or strongly disagreed were placed in the dissonant leadership style (see definitions in 

Chapter I).  

Recruitment emails were sent to 35,039 email addresses of Oregon RNs available 

from the electronic contact list, from the Oregon Board of Nursing, between September 

2017 and March 2018. Respondents accessed the survey through a link provided in the 

email. The PsychData platform provided by Texas Woman’s University was used to 

collect the data from the demographic questions and the two instruments. The researcher 

downloaded the data into SPSS version 25, which was used for analysis.  

Results of the study supported the hypothesis that direct-care nurses report 

perceptions of less implicit rationing of nursing care when they perceive resonant, 

emotionally intelligent leadership style of nurse leaders on their unit. The study found the 

three concepts of implicit rationing of nursing care, nursing work environment, and 

emotionally intelligent leadership style to be interrelated (see Figure 5). Additionally, 

results supported that when direct-care nurses perceive more organizational traits on their 

unit that are supportive of a professional nursing work environment they also perceive 

less implicit rationing of nursing care and provision of higher quality of care.  
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Figure 5. Interrelationship of implicit rationing of nursing care, nursing work 
environment, and emotionally intelligent leadership style 
 

Discussion of the Findings 

 A discussion of the findings related to the study hypothesis, the literature, and the 

Implicit Rationing of Nursing Care framework will be presented (Schubert et al., 2007). 

Relationships of the findings to the main study concepts of implicit rationing of nursing 

care, the nursing work environment, and emotionally intelligent leadership style will be 

examined. Other significant and meaningful findings will also be discussed.  

Emotionally Intelligent Leadership Style and Implicit Rationing of Nursing Care 

Results showed a medium, significant effect of emotionally intelligent resonant 

leadership on implicit rationing of nursing care, F(1, 246) = 35.388, p = < .001, η2 = .126. 

Direct-care nurses who perceived a more resonant emotionally intelligent leadership style 

on their hospital unit also perceived significantly lower levels of implicit rationing of 

nursing care (M = 1.92, SD = .551) compared to those in the dissonant leadership group 

(M = 2.38, SD = .646). supporting the study hypothesis. Emotionally intelligent 

leadership style accounted for 12.6% of the variance on implicit rationing of nursing care. 

Emotionally intelligent leadership style was the only categorical variable that had a 

significant effect on implicit rationing of nursing care. 
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 The two leadership style groups, resonant and dissonant, were examined for an 

association with the perceptions of implicit rationing of nursing care. There was a 

medium effect for an association between direct-care nurses perceptions of implicit 

rationing of nursing care and leadership style (r = -.358). Direct-care nurses reported 

higher perceptions of implicit rationing of nursing care when they also perceived a 

dissonant leadership style on their hospital unit. This finding supports the study’s 

hypothesis.  

Emotionally intelligent leadership of nurse leaders, and perceptions of a more 

supportive nurse manager, have been linked to fewer unmet patient needs and better 

patient and nurse outcomes (Cummings et al. 2005; Purdy et al. 2010). How nurses view 

their work environment influences their perceptions of implicit rationing of nursing care; 

a more positive perception of the nursing work environment has been found to be 

associated with perceptions of less implicit rationing of nursing care (Papastavrou et al., 

2014c; Schubert et al., 2008). Nursing leaders are part of the nursing work environment. 

Findings of this study support the hypothesis and have important implications for 

the nursing profession concerning factors in the nursing work environment, particularly 

for nurse leaders. Implicit rationing of nursing care by direct-care nurses is common and 

even at levels of rare occurrence can add up to create poorer outcomes for patients. Poor 

patient outcomes have been linked to implicit rationing of nursing care and it is vital for 

nurse leaders to intervene to decrease rationing. Perceptions of emotionally intelligent 

leadership style of nurse leaders on the hospital unit are statistically, significantly linked 
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to perceptions of lower amounts of implicit rationing of nursing care by direct-care 

nurses. Direct-care nurses may be better able to structure their work and be more 

autonomous in meeting patient needs where there is an emotionally intelligent leadership 

style on a hospital unit.  

Aiken et al. (2001b) discovered fewer than half of 43,000 nurses from five 

countries reported management at their hospitals was responsive to their concerns, 

provided chances for them to participate in decision-making, or acknowledged their 

contributions to patient care. Emotionally intelligent leadership behavior by nurse leaders 

has a strong effect on structural empowerment and organizational commitment with 

direct-care nurses (Young-Ritchie et al., 2009). Wong and Cummings (2007) asserted 

there is an important connection between effective nursing leadership and nursing work 

environments. Wong and Cummings discovered a key relationship between leadership 

and the reduction of adverse events. They assert that these findings may be due to the role 

nurse leaders play in managing the context, staffing, and financial resources that are 

needed to deliver effective care.  

 Cummings et al. (2005) connected emotionally intelligent leadership style to 

fewer unmet patient needs. Ausserhofer et al. (2014) suggested hospital management 

decisions about amounts of resources a nursing unit has available determines how nurses 

prioritize their care, and hospitals with better work environments have a lower prevalence 

of nursing care being left undone. In a state of the science review, Jones et al. (2015) 

maintained that unfinished care is common and must be acknowledged. Jones et al. 
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(2015) advocated that nurses should communicate elements of care not finished during 

handoffs, without fear of retribution or blame, because silence about rationing of nursing 

care may increase its occurrence and contribute to poorer outcomes for patients. 

Emotionally intelligent leadership style of nurse leaders on a unit would facilitate open, 

honest communication about rationing of nursing care.  

Nursing Work Environment and Emotionally Intelligent Leadership 

 There was a large, significant effect for direct-care nurses’ perception of their 

work environment by emotionally intelligent leadership style on their unit. When direct-

care nurses perceived an emotionally intelligent resonant leadership style on the unit they 

also perceived a more professional nursing work environment, F(1, 246) = 189.059, p < 

.001, η2 = .435. This finding demonstrates effectiveness of emotionally intelligent 

leadership style in supporting a more professional nursing work environment, which has 

been found to be important in provision of safe patient care and less implicit rationing of 

nursing care (Ausserhofer, et al., 2013; Papastavrou et al., 2014b; Papastavrou, et al., 

2014c; Schubert et al., 2008; Schubert et al., 2009).  

There was a large, significant effect found for direct-care nurses’ agreement that 

they perceived higher levels of organizational support being present on their unit when 

they also perceived a resonant emotionally intelligent leadership style F(1, 246) = 

149.974, p < .001, η2 = .379. Aiken and Patrician (2000) found when direct-care nurses 

perceived fewer of the elements of organizational support in their work environment they 

experienced higher levels of emotional exhaustion and burn out. Cummings et al. (2005) 
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purported that an emotionally intelligent resonant leadership style was protective of 

direct-care nurses’ emotional needs, seemed to lead to less emotional exhaustion for the 

nurses, as well as a perception of fewer unmet patient care needs. Findings from this 

study integrate emotionally intelligent leadership style with perceptions of increased 

organizational support by direct-care nurses in hospitals and add to findings from 

previous studies looking at organizational support of nurses.   

A large, significant effect was found for emotionally intelligent resonant 

leadership style on the direct-care nurses’ perceptions of autonomy. Direct-care nurses in 

the study reported that they perceived higher levels of autonomy present in their work 

environment when they perceived an emotionally intelligent resonant leadership style 

F(1, 1) = 146.068, p < .001, η2 = .373. Kramer and Hafner (1989) proposed that in 

systems where nurse managers were found to have work values that are incongruent with 

the direct-care nurses, but where the manager was more responsive to the nurses’ needs, 

the nurses felt more autonomous. Additionally, when the nurses in Kramer and Hafner’s 

study were in a supportive work environment they reported more job satisfaction, and 

that a better quality of nursing care being delivered. Emotionally intelligent leadership 

style of nurse leaders has been shown to be effective in promoting empowerment of 

direct-care nurses. Structural empowerment allows nurses to provide the best patient care 

(Young-Ritchie et al. 2009).  

A large, significant effect was found for direct-care nurses’ perceptions of control 

over their practice with an emotionally intelligent resonant leadership style on their unit 
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F(1, 246) = 132.458, p < .001, η2 = .350. Direct-care nurses perceiving an emotionally 

intelligent resonant leadership style on their unit reported higher levels of control over 

practice. Cummings et al. (2005) found that resonant leaders supported direct-care nurses’ 

staff development and freedom to make important patient care decisions. Ebright (2010) 

posited increased control over practice allows direct-care nurses to spend more time with 

patients which impacts decision-making in a positive manner. The Implicit Rationing of 

Nursing Care framework proposes that direct-care nurses’ decision-making takes place in 

the process of care and may lead to implicit rationing of nursing care (see Figure 1). 

Emotionally intelligent resonant leadership style of nurse leaders on the hospital unit 

would mitigate amounts of implicit rationing of nursing care by allowing the direct-care 

nurse to have more control over their practice. An assumption may well be made that 

resonant leaders promote freedom for direct-care nurses to make important decisions 

about patient care on the hospital unit by allowing them to have input into designing their 

work environment.  

Direct-care nurses’ perceptions of a more emotionally intelligent resonant 

leadership style was found to have a large, significant effect on their perception of a more 

positive nurse-physician relationship, F(1, 246) = 41.614, p = < .001, η2 = .145. Van 

Bogaert, et al. (2013) found good nurse-physician relations and strong nurse management 

at the unit level supported direct-care nurses’ abilities to have decisional latitude and 

supported their sense of personal accomplishment. The Implicit Rationing of Nursing 

Care framework (Schubert et al. 2007) proposes that decision-making during the process 
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of care can be impacted by interdisciplinary collaboration, which can determine the 

presence and amounts of implicit rationing of nursing care that occurs (see Figure 1). 

This finding supports the importance of good nurse-physician relationships, which can be 

presumed to affect levels of implicit rationing of nursing care and patient outcomes.  

Nursing Work Environment and Implicit Rationing of Nursing Care 

A large effect was found for an association between control over practice and 

implicit rationing of nursing care (r = .594). In this study, direct-care nurses’ perceptions 

of higher levels of control over their practice were associated with reports of lower 

amounts of implicit rationing of nursing care. In a large study, Aiken et al. (2001b) found 

fewer than half of the hospital nurses (N = 47,000) perceived the management at their 

hospital was responsive to their concerns. These nurses did not sense their managers 

allowed them the opportunity to participate in decision making or acknowledge their 

contribution to patient care. The nurses also said time spent on non-nursing work meant 

work that required their skill and expertise was not done, and thus experienced a lack of 

control over their practice. It is known that when direct-care nurses thought they could 

structure their work they were enabled to control delivery of care (Ebright, 2010), which 

should portend lower amounts of implicit rationing of nursing care.  

A large effect for an association was found between direct-care nurses’ 

perceptions of the presence of greater organizational support and perceptions of less 

implicit rationing of nursing care on their unit (r = .559). Papastavrou et al. (2014c) 

claimed that where nurses had a negative perception of their work environment, including 
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lack of support, system insufficiencies, and organizational failures, there was a perception 

of increased levels of implicit rationing of nursing care. This study and prior studies 

support that emotionally intelligent leadership style of nurse leaders leads to increased 

perceptions of organizational support for direct-care nurses. It can be concluded that an 

emotionally intelligent style of nursing leadership will lead to less implicit rationing of 

nursing care.  

A large effect was found for an association between the perception of the 

presence of more characteristics of a professional nursing work environment and 

perceptions of less implicit rationing of nursing care (r = .508). Papastavrou et al. 

(2014b) found a negative association between reports of implicit rationing of nursing care 

and perceptions of a satisfactory professional practice environment in relation to patient 

safety. Their study found that nurses’ reports of levels of implicit rationing of nursing 

care were negatively associated with patients’ reports of satisfaction with their care.   

A medium effect was found for an association between autonomy and implicit 

rationing of nursing care (r = .481). Direct-care nurses’ perceptions of higher levels of 

autonomy in their work environment were associated with perceptions of lower amounts 

of implicit rationing of nursing care. This study found that an emotionally intelligent 

resonant leadership style had a strong effect on direct-care nurses’ perceptions of 

autonomy on their unit thus linking perceptions of emotionally intelligent leadership style 

of nurse leaders on the hospital unit with perceptions of lower amounts of implicit 

rationing of nursing care by direct-care nurses.  
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Papastavrou et al. (2014c) found leadership and autonomy in clinical practice, as 

part of the nursing work environment, explained a significant amount of implicit 

rationing of nursing care. Papastavrou et al. (2014c) found positive ratings of teamwork, 

leadership, autonomy, and an increase in communication about patient needs were 

associated with a reduction of implicit rationing of nursing care. Papastavrou et al. 

(2014c) further considered that these associations might be related to the amount of 

decisional autonomy nurses possessed in structuring their work. A study by Papastavrou 

et al. (2014d) observed that direct-care nurses and nurse managers demonstrated conflicts 

of priorities and lack of communication. This conflict led to the development of minimal 

standards for patient care in relation to implicit rationing of nursing care and bedside care 

on the unit. These direct-care nurses reported that lack of control and power to 

autonomously influence care led to omissions. 

 There was a medium effect for an association between perceptions of a better 

nurse-physician relationship and less implicit rationing of nursing care (r = .304). This 

finding has a relationship to another finding in this study that direct-care nurses’ 

perceptions of a more emotionally intelligent resonant leadership style was found to have 

a large, significant effect on their perception of a more positive nurse-physician 

relationship, F(1, 246) = 41.614, p = .000, η2 = .145.  

Cummings et al. (2005) asserted that the presence of resonant emotionally 

intelligent leadership style in the nursing work environment led to fewer necessary 

patient needs being left unmet. Papastavrou et al. (2014d) explored perceptions of 
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prioritization, omissions, and implicit rationing of nursing care by direct-care nurses. 

Papastavrou et al. (2014d) found when direct-care nurses perceived medical domination 

of the professional nursing work environment it led to being unable to act according to 

nursing standards and resulted in higher perceptions of implicit rationing of nursing care. 

This conflict between what the direct-care nurses wanted to do, and what they could do 

for their patients, created negative feelings and moral distress for the nurses. The findings 

of Papastavrou et al. (2014d) indicated that when direct-care nurses feel more supported 

by the nursing leaders on their unit, nursing care is not dictated as much by the 

biomedical model. Papastavrou et al. (2014d) found nurses who reported disagreements 

with doctors about priorities felt forced to focus on patients’ medical needs, and neglect 

patients’ nursing needs. This may lead to higher perceived levels of implicit rationing of 

nursing care, as care is being left unfinished perhaps due to the precedence placed on 

medical treatments.  

 Type of Hospital 

A medium, significant effect was found for non-magnet hospitals on control over 

practice, F(1, 103) = 6.483, p = .012, η2 = .059. Direct-care nurses working in non-

magnet hospitals (M = 2.45, SD = .647) perceived less control over practice compared to 

those who worked in hospitals with Magnet® recognition (M = 2.12, SD = .651). 

According to the American Nurses Credentialing Center (ANCC), components of the 

Magnet® model include structural empowerment and transformational leadership 
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(ANCC, n.d.). Prior studies have linked emotional intelligence to transformational 

leadership (Harms & Credé, 2010; Kumar, 2014).  

A small, significant effect of hospital type on the nursing work environment was 

found F(1, 103) = 4.628, p = .012, η2 = .043. Direct-care nurses working in non-magnet 

hospitals (M = 2.25, SD = .497) had slightly more negative perceptions of their nursing 

work environment in comparison to those working in Magnet® hospitals (M = 2.04, SD = 

.493). Magnet® hospitals have been found to be consistently rated as having the best 

nursing work environments by direct-care nurses and studies have linked the best nursing 

work environments to better patient outcomes and lower amounts of implicit rationing of 

nursing care (Aiken et al., 2008; Stimpfel et al., 2014).  

A small, significant effect for type of hospital on organizational support was 

found (F(1, 103) = 4.093, p = .046, η2 = .038). Direct-care nurses working in non-magnet 

hospitals (M = 2.25, SD = .579) perceived slightly less organizational support compared 

to those working in Magnet® hospitals (M = 2.02, SD = .577).  

The findings of this study showed no significant differences between Magnet® 

and non-magnet hospitals other than a small significant effect on nursing work 

environment, a moderate effect on control over practice, and a small effect on 

organizational support. This was unexpected since the Magnet® hospital model purports 

to promote a much better overall work environment for nurses.  
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Hours Worked per Week 

The group of direct-care nurses reporting they worked 12 to 24 hours per week 

viewed some elements of their nursing work environment more positively than nurses 

working 25 or more hours per week. The findings are presented from the greatest to the 

least effect size.  

A small, significant effect was found with nurse-physician relationship and the 

number of hours worked per week, F(1, 245) = 4.645, p = .005, η2 = .042. The direct-care 

nurses working 12 to 24 hours per week (M = 1.60, SD= .501) agreed more 

characteristics of a positive nurse-physician relationship were present on their unit in 

comparison to direct-care nurses working 25 to 39 hours per week (M = 1.90, SD = .687), 

or 40 hours or more hours per week or more (M = 2.17, SD = .681).  

A small, significant effect was found for organizational support by hours worked 

per week F(2, 245) = 4.093, p = .006, η2 = .040. Direct-care nurses working 12 to 24 

hours per week (M = 1.84, SD = .408) perceived greater levels of organizational support 

were present on their unit than did nurses working 25 to 39 hours per week (M = 2.19, SD 

= .599) or those working 40 or more hours per week (M = 2.26, SD = .615).  

There was a small, significant effect on autonomy by hours worked per week, 

F(1, 245) = 4.661, p = .010, η2 = .037. Direct-care nurses working 12 to 24 hours per 

week (M = 1.81, SD = .551) perceived higher levels of autonomy compared to those 

working 25 to 39 hours per week (M = 2.22, SD = .707).  
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A small, significant effect was found for hours per week with the professional 

nursing work environment, F(2, 245) = 2.231, p = .04, η2 = .026. Direct-care nurses 

working 12 to 24 hours per week (M = 1.98, SD = .378) perceived more characteristics of 

a professional work environment being present on their unit than those working 25 to 39 

hours per week (M = 2.21, SD = .518), or 40 or more hours per week (M = 2.24, SD = 

.512).  

Prior studies have examined effects of the length of shifts and number of hours 

worked per week on direct-care nurses (Institute of Medicine, 2004; Rogers, Wei-Ting, 

Scott, Aiken, & Dinges, 2004; Trinkoff et al. 2010). Significant findings from these 

studies centered around issues with fatigue, increased rates of errors and accidents that 

relate to patient and nurse safety.  

Shift Worked  

A small, significant effect was found for shift worked on the nurse-physician 

relationship, F(4, 243) = 2.883, p = .023, η2 = .045. Direct-care nurses working 12-hour 

night shifts (M = 2.08, SD = .720) perceived less satisfactory nurse-physician 

relationships compared to those direct-care nurses working eight-hour day shifts (M = 

1.69, SD = .402), and 12-hour day shifts (M = 1.80, SD = .658). These results support 

findings that shift workers suffer significantly more sleep disorders and burnout leading 

to job dissatisfaction (Giorgi, Mattei, Notarnicola, Petrucci, & Lancia, 2018).  
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Age 

There was a small, significant effect on the nurse-physician relationship by age, 

F(1, 245) = 4.645, p = .010, η2 = .037. Those reporting being under 30 years of age (M = 

2.18, SD = .645) perceived a less satisfactory nurse-physician relationship in their work 

environment compared to those in the 30 to 50-year age range (M = 1.82, SD = .668), and 

the over 50 years age range (M =1.87, SD = .671). This finding may relate to recent 

studies of generational differences of nurses in the work environment found differences 

in attitudes, communication styles, and emotional responses of nurses related to their age 

group. There are some implications for problems such as burn out and misunderstandings 

related to generational differences in the findings of the studies (Moss, 2018; Stevanin, 

Palese, Bressan, Vehviläinea-Julkunen, & Krist, 2018).  

Quality of Care  

A large effect was found for an association between direct-care nurses’ reports of 

higher quality of care on the unit and their perceptions of amounts of implicit rationing of 

nursing care during their most recent seven shifts (r = .499). Quality of care was rated as: 

1 = Excellent, 2 = Good, 3 = Fair, or 4 = Poor. This discovery supports the findings of 

Sochalski (2001) that as direct-care nurses report higher quality of care ratings, they also 

perceive lower amounts of unfinished nursing care in their work environments. Sochalski 

(2004) reported over 40% of the variance in quality of care ratings by direct-care nurses 

was associated with the amount of unfinished care. This supports findings by Lucero et 

al. (2009) from a sample of 10,184 RNs, across 210 Pennsylvania acute-care hospitals, 
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that the amounts of unfinished care by RNs in those hospitals negatively impacted the 

quality of care.  

 Direct-care nurses’ perceptions of the quality of care provided on their units were 

found to be moderately associated with their perceptions of characteristics of their 

professional work environment. The findings support those from earlier studies that 

examined quality of care and unfinished nursing care (Ball et al., 2014; Rochefort & 

Clarke, 2010; Sochalski, 2001, 2004). These findings are presented from largest to 

smallest effect size.  

 There was a medium effect for an association between organizational support and 

perceived quality of care on the hospital unit (r = .464). Direct-care nurses perceived a 

higher quality of care provision when they also perceived more organizational support.  

 A medium effect for an association was found between direct-care nurses’ 

perceptions of control over practice and the quality of care provided on their unit (r = 

.448). When direct-care nurses perceived more control over their practice they also 

reported a higher quality of care provision on their unit. 

 A medium effect for an association was found between the direct-care nurses’ 

overall perception of their professional work environment and their reported level of 

quality of care on their unit (r = .440). When direct-care nurses perceived more 

characteristics of a professional nursing work environment were present on their unit they 

also reported a higher quality of care was delivered.  
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 A medium effect for an association was found between autonomy and quality of 

care on the direct-care nurses’ unit (r = .374). When the direct-care nurse perceived more 

autonomy was present on their unit they reported higher levels for the quality of care 

delivered.  

 There was a medium effect for an association between the quality of care 

provided on the direct-care nurses’ unit and the perception of the quality of the nurse-

physician relationship (r = .363). When the direct-care nurse perceived more 

characteristics of a professional nurse-physician relationship they reported a higher level 

of quality of care delivery on their unit.  

Emotionally Intelligent Leadership and Implicit Rationing of Nursing Care 

The NWI-R contains 13 items that represent competencies of emotionally 

intelligent leadership style according to Cummings et al. (2005, 2010b) were used in a 

regression analysis with direct-care nurses’ reports on the PIRNCA (see Appendix C). Of 

the 13 items, three items were found to have the most influence in predicting implicit 

rationing of nursing care:   

• listening and responding to employees (empathy)  

• creating a supportive work environment, in which direct-care nurses have 

freedom to make important patient care and work decisions (empowerment)  

• not placing direct-care nurses in a position of having to do things against their 

nursing judgment (integrity)  
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Overall, these 13 items can explain 28% of the variance in PIRNCA F(13, 234) = 7.09, p 

< .001).  

Comments by Direct-care Nurses About Unfinished Nursing Care 

Direct-care nurses provided 115 responses to a free-text survey item: “Is there 

anything you would like to say about your ability to complete necessary nursing actions 

for your patients?” Nurses mentioned time constraints related to admissions, 

documentation, high acuity of patients, communication problems with managers, and 

lack of resources as major reasons for unfinished nursing care. These findings relate to 

similar issues reported by direct-care nurses in other studies as reasons they could not 

provide all necessary care (Ausserhofer, et al., 2013; Hendry & Walker, 2004; Jones, 

2014, Reeves, et al., 2005; Sochalski, 2001; West, et al., 2005).  

Limitations and Conclusions 

 There were limitations in the study that that were identified. One item was used to 

differentiate the resonant (emotionally intelligent) and dissonant leadership style groups 

thus limiting generalizability. There is a lack of a robust instrument to measure 

perceptions of emotionally intelligent leadership style of direct-care nurses for nurse 

leaders on their unit. The cross-sectional design limits interpretation of causality, and the 

self-report survey design limits generalizability. All respondents did not answer the item 

for type of unit worked on, and therefore a potential exists that some of the respondents 

worked on a unit other than an adult medical-surgical-type unit, limiting generalizability. 

All respondents did not answer the item for the type of hospital they worked at, Magnet® 
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or non-magnet, limiting generalizability. Since nurses surveyed were licensed in the state 

of Oregon, the responses could be different from what might be obtained in another 

region due to variations in nursing practice limiting generalizability.  

 The findings of the study support several conclusions related to implicit rationing 

of nursing care, the nursing work environment, and emotionally intelligent, resonant 

(emotionally intelligent) leadership style of nurse leaders: 

1. A professional nursing work environment, supported by emotionally intelligent 

resonant leadership style, has a significant association with perceptions of less 

implicit rationing of nursing care by the direct-care nurses.  

2. This study supports findings of past studies related to the types and amounts of 

implicit rationing of nursing care by direct-care, hospital nurses. 

3. Direct-care nurses working in non-magnet hospitals were not found to be 

significantly different with most of the categorical and continuous variables in the 

study compared to those working in Magnet® model hospitals.  

4. When direct-care nurses perceive a work environment with a higher quality of 

care they perceive less implicit rationing of nursing care.  

5. Where direct-care nurses perceive a more professional work environment they 

perceive a higher quality of care on their unit. 

6. Perceptions of an emotionally intelligent resonant leadership style of leaders on a 

nursing unit, by direct-care nurses, promotes greater perceptions of autonomy and 

provision of higher quality of care.   
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Implications 

 Implications for nursing, based on this study, validate the assumptions of the 

Implicit Rationing of Nursing Care conceptual framework (Schubert et al., 2007) and the 

advantages of an emotionally intelligent leadership style on hospital units. Implications 

for practice include: 

1. Presence of a resonant emotionally intelligent leadership style of nurse leaders is 

associated with perceptions of less implicit rationing of nursing care by direct-

care nurses.  

2. Emotionally intelligent resonant leadership style and implicit rationing of nursing 

care are important empirical indicators of safety and quality of care.  

3. Emotionally intelligent resonant leadership style can be learned, and programs for 

nurse leaders to acquire and use these competencies may be necessary 

components of a professional nursing work environment.  

4. Perceptions of a lower quality of care on a nursing unit have been related to 

perceptions of higher levels of implicit rationing of nursing care by direct-care 

nurses.  

5. Emotionally intelligent, resonant nursing leadership style has essential links to 

implicit rationing of nursing care, quality of care, and safety.  

6. Nursing leadership style plays a key role in direct-care nurses’ perceptions of the 

context of their work environment.  
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Recommendations for Further Study 

 Results of this study are evidence that the impact of an emotionally intelligent 

leadership style of nurse leaders on direct-care nurses implicit rationing of nursing care 

requires further exploration. The following recommendations are made for future studies: 

1. There is a need for development of a dynamic theory and body of research on 

interventions to develop and promote less implicit rationing of nursing care by 

direct-care nurses.  

2. There is a need for more studies about implicit rationing of nursing care that 

illustrate how common it is, full impact on patient and nurse outcomes, and cost-

benefit analyses of decreasing amounts of unfinished care, that mitigate the 

sensitivity about this topic, and promote greater acceptance by hospitals towards 

studies related to the concept.  

3. Replication of this study with a more robust measurement of emotionally 

intelligent leadership style of nurse leaders as perceived by direct-care nurses.  

4. Replication of this study with a larger sample of direct-care nurses from a wider 

area geographically.  

5. Studies about the nursing leadership style, nursing work environment, quality of 

care perceptions, and implicit rationing of nursing care comparing non-magnet 

with Magnet® hospitals. 

6. Study of effects of emotionally intelligent leadership competency training of 

hospital nurse leaders on units and amounts of implicit rationing of nursing care.  
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7. Study of cost-benefit analysis of an emotionally intelligent leadership style of 

nurse leaders and implicit rationing of nursing care.  

8. Studies of implicit rationing of nursing care in settings other than hospitals. 

9. Development of instruments to measure implicit rationing of nursing care in 

settings other than acute-care hospitals.   

10. Qualitative and observational studies about leadership effects on implicit 

rationing of nursing care by direct-care nurses.  

11. Studies of effect on, and the quality of, the nurse-physician relationship related to 

generational, age differences, and differences related to working day or night 

shift.  

12. Studies of the effect of the number of hours worked per week by direct-care 

nurses and their perceptions of the nursing work environment.  

13. Study of adequacy of available instruments to measure implicit rationing of 

nursing care and related instruments for concepts of unfinished care. 

14. Consider reverse scoring on the NWI-R in replication studies to make the analysis 

of results more intuitive for the readers.  

15. Require an answer for the item for “The unit I work on is a(n):” to help identify 

direct-care nurses working on a medical-surgical unit versus another type of unit.  
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APPENDIX A 

Revised Nursing Work Index (NWI-R) 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

181 
 

 

 

 



 

182 
 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 



 

183 
 

 

 

 

 

 

 

 

 

 

 

 

Appendix B 

Perceived Implicit Rationing of Nursing Care (PIRNCA) Instrument 
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Perceived Implicit Rationing of Nursing Care 
(PIRNCA) 
RN Version 

 

 

About the Survey 

This survey has been designed to measure nurse perceptions of implicit rationing of nursing care. 
Implicit rationing of nursing care occurs when a nurse withholds or fails to adequately complete 
necessary nursing actions for patients due to a lack of resources (personnel or time). Necessary actions 
include nursing assessments, problem identification, care planning, implementation of interventions 
(independent, interdependent, and dependent), and evaluations of care that are accepted by nursing 
judgment, standards of nursing practice, and nursing knowledge as important for a patient to achieve the 
desired outcome. The PIRNCA survey is comprised of 31 common nursing actions that may be necessary 
to achieve desired patient outcomes for hospitalized medical-surgical patients.  

 

 

Instructions for Completion of the Survey 

 When completing the PIRNCA survey please reflect on the most recent seven work-shifts 
completed at your primary nursing job. You will be asked to indicate how often during these seven shifts 
that you were unable to complete each of the 31 nursing actions described due to a lack of resources 
(personnel or time). You should rate the frequency of occurrence as “Never,” “Rarely,” “Sometimes,” or 
“Often” based on your work experience by placing a check in the corresponding box. If none of your 
assigned patients during these seven shifts required the nursing action described, you should select “Not 
Needed.” If you were unable to personally complete a task but were able to get someone else to complete 
it for you (e.g. another nurse or unlicensed assistive personnel) the task should be considered complete 
through delegation. It is estimated that completion of this survey will take about five to ten minutes of 
your time. At the end of the survey, space is provided for you to add comments about your ability to 
complete the necessary nursing actions for your assigned patients should you so desire. Thank-you for 
your willingness to complete this survey. 
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How often during the last 7 working shifts did it happen that Not 
Needed 

Never Rarely Some-
times 

Often 

1 you could not carry out routine hygiene for patients (e.g. bathing, oral care, dental care) or ensure 
completion of this task through delegation? 

     

2 you could not carry out routine skin care for patients or ensure completion of this task through 
delegation? 

     

3 you could not change, in an adequate time period, patients’                        
bed linen soiled with blood or body fluids or ensure completion of this task through delegation? 

     

4 you could not assist a patient with needed ambulation or ensure completion of this task through 
delegation? 

     

5 you were not able to mobilize or change the position of a patient with limited mobility or ensure 
completion of this task through delegation? 

     

6 you could not provide timely assistance with bowel or bladder elimination (e.g. bedpan, bedside 
commode, walk to bathroom) or ensure completion of this task through delegation?    

     

7 you could not appropriately assist patients unable to eat or drink independently with the intake of 
food or fluids or ensure completion of this task through delegation?  

     

8 you were unable to implement measures to promote physical comfort (e.g. timely administration 
of pain medication, temperature adjustment, massage/back rub) or ensure completion of these 
measures through delegation?           

     

9 you were unable to administer medications (including) intravenous therapy) as prescribed and in 
accordance with safe medication practices?  

     

10 you were unable to administer enteral or parenteral nutrition as prescribed and in accordance with 
safe practices? 

     

11 you were unable to provide wound care (including changing dressings) as prescribed by 
physician/unit standards or as you felt was needed? 

     

12 you were unable to change intravenous access sites, tubing, and/or dressings within the timeframe 
prescribed by physician/unit standard or as you felt was needed? 

     

13 you were unable to adhere to recommended guidelines for safe patient handling (e.g. use of lift 
assist equipment and/or additional staff)? 

     

14 you were unable to adequately adhere to infection control guidelines (e.g. hand hygiene, aseptic 
technique, isolation)? 

     

15 you could not provide the amount of teaching you felt was indicated for the patient or his/her 
family? 

     

16 you could not adequately prepare patients for treatments, tests, or procedures?      
17 you could not offer the level of emotional or psychological support to a patient (or family) that 

you felt was needed?   
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18 you could not monitor a patient’s physiologic status as had been prescribed by physician/unit 
standards or as you felt was necessary (e.g. vital signs, lab values)? 

     

19 you could not monitor a patient’s affect and behavior as prescribed by physician/unit standards or 
as you felt necessary (e.g. compliance, eating habits, social interaction, mood)? 

     

20 you could not monitor a patient’s physical safety as had been prescribed by a physician/unit 
standard or as you felt necessary?    

     

21 you could not follow-up on patient status changes, unanswered requests for patient interventions 
(including assessments or referrals), or unclear orders? 
 

     

How often during the last 7 working shifts did it happen that  Not 
Needed 

Never Rarely Some-
times 

Often 

22 you had to keep a patient or family member waiting longer than 5 minutes when a request was 
initiated (e.g. by the call light)?   

     

23 you could not have an important conversation with another member of a patient’s 
multidisciplinary team regarding his/her care, or the conversation was delayed?  

     

24 you could not have an important conversation with an external agency about the care of a patient 
or the conversation was delayed? 

     

25 you could not have an important conversation with a patient or family member about discharge 
needs or instructions or the conversation was delayed?   

     

26 you were unable to provide adequate supervision of or follow up on delegated activities?          
27 you could not adequately review multidisciplinary patient documentation to inform yourself about 

a patient?   
     

28 you could not document the initiation or revision of a patient’s plan of care?       
29 you could not document all of your assessment and monitoring activities?      
30 you could not document all of the nursing care you provided in sufficient detail?      
31 you could not adequately evaluate the plan of care (using critical thinking) to determine the 

appropriateness and/or effectiveness of interventions and make revisions as indicated? 
     

© Not to be reproduced without the expressed written consent of the author (Terry L. Jones). 

Is there anything you would like to say about your ability to complete necessary nursing actions for your patients? If so, please make 
your comments in the space provided below: 
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APPENDIX C 

NWI-R and Leadership Styles 
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Establishing Relationships Between NWI-R and Emotionally Intelligent (EI) Leadership Styles 

NWI-R Survey Question EI Leadership 
Competencies 

EI Resonant Styles Dissonant Styles 
Visionary Coaching Affiliative Democratic Pace- 

setting 
Commanding 
 

An administration that listens and  
responds to employee concerns. 

Empathy Present Present Present Present Absent Absent  

A nurse manager backs up the nursing staff in 
decision making, even if the conflict is with a 
physician. 

Conflict 
Management 

  Present    Absent  

Nurse managers consult with staff on daily 
problems and procedures. 

Participatory   Present  Present Absent  

Active inservice/continuing education program for 
nurses. 

Developing 
Others 

 Present    Absent  

High standards of nursing care are expected by 
administration. 

Achievement 
focused 

Present Present   Present   

Opportunity for staff nurses to participate in policy 
decisions. 

Power &  
Influence 
sharing 

   Present Absent Absent 

Support for new and innovative ideas about patient 
care. 

Innovation Present     Absent   

Freedom to make important patient care and work 
decisions. 

Empowering Present  Present  Present  Absent  

A clear philosophy of nursing pervades the patient 
care environment. 

Visionary 
inspiring 

Present      

Not being placed in a position of having to do 
things that are against my nursing judgment. 

Integrity Present       

A chief nursing officer is highly visible and 
accessible to staff. 

Relationship 
focused 

Present  Present  Present    Absent 

Staff nurses have the opportunity to serve on 
hospital and nursing committees. 

Teamwork Present   Present  Present    

Praise and recognition for a job well done. Recognition   Present    Absent  

Adapted with permission from Cummings, G., Hayduk, L., & Estabrooks, C. (2005). Mitigating the impact of hospital restructuring on 
nurses: The responsibility of emotionally intelligent leadership. Nursing Research, 54(1), 2-12. 
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APPENDIX D 

International Hospital Outcomes Study Table 
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International Hospital Outcomes Study (IHOS)  

Participating sites, number of hospitals, and number of nurse participants  
from the initial round of the IHOS study: 
                                                     Hospitals                    Nurses 

U. S.—Pennsylvania                       210                           14,145 
Canada— 

• Ontario                              209                            8,778     
• British Columbia                 97                           2,838 
• Alberta                               109                           6,558                                                                                                  

England                                            32                            5,006                      
Scotland                                           27                            5,238 
Germany                                          29                            2,738 
New Zealand                                    24                             4,882   
Total                                               737                            50,183   
                                      
Collaborative sites for IHOS study: 

Switzerland (RICH study-IHOS extension) Japan 
Iceland Australia 
Russia South Korea 
Armenia Thailand 
Belgium  

 
 
 
 
 
 

RN4CAST Study: extension of IHOS 

Participating countries: Belgium, England, Finland, Germany, Greece, Ireland, The Netherlands, 
Norway, Poland, Spain, Sweden, Switzerland, Italy, Portugal, Botswana, China, South Africa 
 
Table 1: Adapted with the author’s permission from “An International Hospital Outcomes 

Research Agenda Focused on Nursing: Lessons from a Decade of Collaboration,” by L. H. 

Aiken, 2008, Journal of Clinical Nursing, 17(24), p. 3318. 
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PsychData Survey 
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Title: The Relationship Between the Perceptions of Implicit Rationing of Nursing 
Care and Emotionally Intelligent Leadership Style Among Direct-Care Nurses  

Texas Woman’s University 

Consent to Participate in Research 

Investigator: Linda Blizzard, RN, MSN 503-xxx-xxxx hblizzard@mail.twu.edu 

Advisor: Stephanie L. Woods, RN, PhD 214-xxx-xxxx swoods2@mail.twu.edu 

Explanation and Purpose of the Study 

You are being asked to participate in a research study for Ms. Blizzard’s dissertation at 
Texas Woman’s University. The purpose of this study is to look at possible relationships 
between the amount of implicit rationing of nursing care and perceptions of nursing 
leadership styles by direct-care registered nurses. You are being asked to participate in 
this study because you are a registered nurse. 

Description of Procedures 

As a participant in this study you will be asked to complete three sections of questions in 
an online platform, PsychData. The first section contains demographic information. The 
second section is the Perceived Implicit Rationing of Nursing Care (PIRNCA) 
instrument. Questions in this section relate to amounts of nursing care perceived as 
rationed during a nurse’s last seven shifts. The third section is the Revised Nursing Work 
Index (NWI-R). The items in this section relate to characteristics of the professional 
nursing work environment of the participant. It is estimated the maximum amount of time 
needed to complete this survey is between 10 and 15 minutes. Please consider your 
nursing manager when answering questions related to leadership and management on the 
NWI-R.  At any point one of your answers does not meet the inclusion criteria for this 
survey you will be directed to the "End of Survey" page. 

Potential Risks 

Questions in this survey include information about your demographic data and your 
nursing practice. There is a potential risk of loss of confidentiality in all email, 
downloading, electronic meetings, and internet transactions. The platform housing this 
study encrypts the data and does not provide email and internet addresses that link survey 
answers to the participants or researcher. Access to data on PsychData is password 
protected and only the researcher and the research advisor have access. An exclusive 
identification number is assigned to each participant by PsychData. This provides each 
participant with an anonymous identifier. All survey data acquired by PsychData are 

mailto:hblizzard@mail.twu.edu
mailto:swoods2@mail.twu.edu
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encrypted. A setting on PsychData that disconnects the participant IP address will be set 
to "off" so that no IP addresses are collected. Data downloaded from PsychData does not 
have identifiable information and will be coded without identifiable information. Data 
downloaded will be saved on a removable storage device used only for this study. This 
storage device will be maintained by the researcher in a secure location. Confidentiality 
will be protected to the extent that is allowed by law. There is a potential risk of loss of 
confidentiality in all email, downloading, electronic meetings, and internet transactions. 

The researcher will attempt to prevent any problems that might happen related to this 
research. Let the researcher know if there is a problem and you need help. Texas 
Woman’s University does not provide medical services or financial aid for injuries that 
might occur during this study. 

Participation and Benefits 

Participation in this study is voluntary and you may stop at any time. Participation in this 
study may help you gain knowledge and insight into your own practice. By participating 
in a research study, you may gain satisfaction from being part of it and may provide 
information that can help other people. By consenting to participate your email will be 
entered into a drawing for one of four $20 debit cards. There will be no link between your 
email or internet address and the information provided by you on the survey to the 
researcher or anyone else. 

Questions About the Study 

For any questions regarding this study use the contact information provided at the 
beginning of this page to contact the researchers. For any questions about your rights as a 
participant in this study, or the way this study has been conducted, please contact the 
Texas Woman’s University Office of Research and Sponsored Programs by phone at 
940-898-3378 or by email at irb@mail.twu.edu. 

Consent to participate in this survey: 
I understand the procedure and conditions of my participation in this study. Continue 
only when finished as you will be unable to return and change your answers. Please 
choose the appropriate response below: 
 

I agree to participate in this survey.  I do not want to participate in this research.   
 

 

 

 

mailto:research@mail.twu.edu
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Section 1: Demographics (for research purposes only) 
Please choose one answer for each of the items below. An answer that does not meet 

inclusion criteria for this study will direct you to the "End of Survey" page.  

*1) The unit I work on is a(n): 

adult medical-surgical unit  [Value=1] adult medical-surgical step-down unit  [Value=2]

other  [Value=3] 

Question Logic 
If [adult medical-surgical unit...] is selected, then skip to question [No logic applied] 
If [adult medical-surgical step-down unit...] is selected, then skip to question [No logic applied] 
If [other] is selected, then skip to survey [#174424], question [#1] 

 

*2) The hospital I work at is a: 

Magnet facility  [Value=1] non-Magnet facility  [Value=2] 

3) My age is: 

under 30 years  [Value=1] 30 to 50 years  [Value=2] over 50 years  [Value=3] 

4) My gender is: 

male  [Value=1] female  [Value=2] 

5) My nursing education level is: 

Diploma in nursing  [Value=1] Associate degree in nursing  [Value=2] Baccalaureate 

degree in nursing  [Value=3] Masters degree in nursing  [Value=4] Doctorate in Nursing 

Practice  [Value=5] PhD in nursing  [Value=6] Prefer not to answer  [Value=7] 

*6) My place of employment is: 

Acute-care hospital  [Value=1] Other  [Value=2] Prefer not to answer.  [Value=3] 

Question Logic 
If [Acute-care hospital] is selected, then skip to question [#7] 
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If [Other] is selected, then skip to survey [#174424], question [#1] 
If [Prefer not to answer.] is selected, then skip to survey [#174424], question [#1] 

 

*7) My position at my place of employment is: 

Direct-care RN  [Value=1] Float pool nurse  [Value=2] Other  [Value=3] Prefer 
not to answer.  [Value=4] 

Question Logic 
If [Direct-care RN] is selected, then skip to question [#8] 
If [Float pool nurse] is selected, then skip to survey [#174424], question [#1] 
If [Other] is selected, then skip to survey [#174424], question [#1] 
If [Prefer not to answer.] is selected, then skip to survey [#174424], question [#1] 

 

8) My basic nursing education was from a United States nursing program. 

Yes  [Value=1] No  [Value=2] 

*9) The length of time I have worked in my current position is: 

Less than six months  [Value=1] Six months to one year  [Value=2] More than one 

year  [Value=3] More than 5 years  [Value=4] More than 10 years  [Value=5] Prefer 
not to answer.  [Value=6] 

Question Logic 
If [Less than six months] is selected, then skip to survey [#174424], question [#1] 
If [Six months to one year] is selected, then skip to question [No logic applied] 
If [More than one year] is selected, then skip to question [No logic applied] 
If [More than 5 years] is selected, then skip to question [No logic applied] 
If [More than 10 years] is selected, then skip to question [No logic applied] 
If [Prefer not to answer.] is selected, then skip to survey [#174424], question [#1] 

*10) How many hours per week do you work in your current job? 

less than 12 hours per week  [Value=4] 12-24 hours per week  [Value=1] 25 to 39 

hours per week  [Value=2] 40 hour or more a week  [Value=3] Prefer not to 
answer.  [Value=5] 

Question Logic 
If [less than 12 hours per week...] is selected, then skip to survey [#174424], question [#1] 
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If [12-24 hours per week] is selected, then skip to question [No logic applied] 
If [25 to 39 hours per week] is selected, then skip to question [No logic applied] 
If [40 hour or more a week] is selected, then skip to question [No logic applied] 
If [Prefer not to answer.] is selected, then skip to survey [#174424], question [#1] 

11) Shift worked: 

Day 8 hours  [Value=1] Day 12 hours  [Value=2] Evening 8 hours  [Value=3] Night 

8 hours  [Value=4] Night 12 hours  [Value=5] 

Section 1: Demographics (for research purposes only) 
Thank you for completing the demographics section. Please continue to the next part of 
the survey. 

 

1) 
Enter your email address here to be entered into a drawing for one of four $20 debit 
cards. 
 

 

Your unique Respondent ID# is: 0 
 
 

Perceived Implicit Rationing of Nursing Care (PIRNCA) RN Version 

Reference: 

Jones, T. L. (2014). Validation of the Perceived Implicit Rationing of Nursing Care 
(PIRNCA) instrument. Nursing Forum, 49(2), 77-87. 

About the Survey 

This survey has been designed to measure nurse perceptions of implicit rationing of 
nursing care. Implicit rationing of nursing care occurs when a nurse withholds or fails to 
adequately complete necessary nursing actions for patients due to a lack of resources 
(personnel or time). Necessary actions include nursing assessments, problem 
identification, care planning, implementation of interventions (independent, 
interdependent, and dependent), and evaluations of care that are accepted by nursing 
judgment, standards of nursing practice, and nursing knowledge as important for a patient 
to achieve the desired outcome. The PIRNCA survey is comprised of 31 common nursing 
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actions that may be necessary to achieve desired patient outcomes for hospitalized 
medical-surgical patients. 

Instructions for Completion of the Survey 

            When completing the PIRNCA survey please reflect on the most recent seven 
work-shifts completed at your primary nursing job. You will be asked to indicate how 
often during these seven shifts that you were unable to complete each of the 31 nursing 
actions described due to a lack of resources (personnel or time). You should rate the 
frequency of occurrence as “Never,” “Rarely,” “Sometimes,” or “Often” based on your 
work experience by placing a check in the corresponding box. If none of your assigned 
patients during these seven shifts required the nursing action described, you should select 
“Not Needed.” If you were unable to personally complete a task but were able to get 
someone else to complete it for you (e.g. another nurse or unlicensed assistive personnel) 
the task should be considered complete through delegation. It is estimated that 
completion of this survey will take about five to ten minutes of your time. At the end of 
the survey, space is provided for you to add comments about your ability to complete the 
necessary nursing actions for your assigned patients should you so desire. Thank-you for 
your willingness to complete this survey. 

How often during the last 7 working shifts did it happen that  

 

How often during the last 7 working shifts did it happen that 

  not 
needed never rarely sometimes often 

1) 

you could not carry out 
routine hygiene for patients 
(e.g. bathing, oral care, 
dental care) or ensure 
completion of this task 
through delegation 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

2) 

you could not carry out 
routine skin care for patients 
or ensure completion of this 
task through delegation? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

3) 

you could not change, in an 
adequate time period, 
patients' bed linen soiled 
with blood or body fluids or 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 
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ensure completion of this 
task through delegation? 

4) 

you could not assist a patient 
with needed ambulation or 
ensure completion of this 
task through delegation? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

5) 

you were not able to 
mobilize or change the 
position of a patient with 
limited mobility or ensure 
completion of this task 
through delegation? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

6) 

you could not provide timely 
assistance with bowel or 
bladder elimination (e.g. 
bedpan, bedside commode, 
walk to bathroom) or ensure 
completion of this task 
through delegation? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

7) 

you could not appropriately 
assist patients unable to eat 
or drink independently with 
the intake of food or fluids or 
ensure completion of this 
task through delegation? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

8) 

you were unable to 
implement measures to 
promote physical comfort 
(e.g. timely administration of 
pain medication, temperature 
adjustment, massage/back 
rub) or ensure completion of 
these measures through 
delegation? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

9) 

you were unable to 
administer medications 
(including) intravenous 
therapy) as prescribed and in 
accordance with safe 
medication practices? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 
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10) 

you were unable to 
administer enteral or 
parenteral nutrition as 
prescribed and in accordance 
with safe practices? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

How often during the last 7 working shifts did it happen that 

  not 
needed never rarely sometimes often 

11) 

you were unable to provide 
wound care (including 
changing dressings) as 
prescribed by physician/unit 
standards or as you felt was 
needed? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

12) 

you were unable to change 
intravenous access sites, 
tubing, and/or dressings 
within the timeframe 
prescribed by physician/unit 
standard or as you felt was 
needed? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

13) 

you were unable to adhere to 
recommended guidelines for 
safe patient handling (e.g. 
use of lift assist equipment 
and/or additional staff)? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

14) 

you were unable to 
adequately adhere to 
infection control guidelines 
(e.g. hand hygiene, aseptic 
technique, isolation)? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

15) 

you could not provide the 
amount of teaching you felt 
was indicated for the patient 
or his/her family? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

16) 

you could not adequately 
prepare patients for 
treatments, tests, or 
procedures? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 
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17) 

you could not offer the level 
of emotional or 
psychological support to a 
patient(or family) that you 
felt was needed? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

18) 

you could not monitor a 
patient's physiologic status 
as had been prescribed by 
physician/unit standards or 
as you felt was necessary 
(e.g. vital signs, lab values)? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

19) 

you could not monitor a 
patient's affect and behavior 
as prescribed by 
physician/unit standards or 
as you felt necessary (e.g. 
compliance, eating habits, 
social interaction, mood) ? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

20) 

you could not monitor a 
patient's physical safety as 
had been prescribed by a 
physician/unit standards or 
as you felt necessary? 

 

 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

How often during the last 7 working shifts did it happen that 

  not 
needed never rarely sometimes often 

21) 

you could not follow-up on 
patient status changes, 
unanswered requests for 
patient interventions 
(including assessments or 
referrals), or unclear orders? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

22) 
you had to keep a patient or 
family member waiting 
longer than 5 minutes when a 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 



 

201 

request was initiated (e.g. by 
the call light)? 

23) 

you could not have an 
important conversation with 
another member of a 
patient's multidisciplinary 
team regarding his/her care, 
or the conversation was 
delayed? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

24) 

you could not have an 
important conversation with 
an external agency about the 
care of a patient or the 
conversation was delayed? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

25) 

you could not have an 
important conversation with 
a patient or family member 
about discharge needs or 
instructions or the 
conversation was delayed? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

26) 

you were unable to provide 
adequate supervision of or 
follow up on delegated 
activities ? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

27) 

you could not adequately 
review multidisciplinary 
patient documentation to 
inform yourself about a 
patient? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

28) 
you could not document the 
initiation or revision of a 
patient's plan of care? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

29) 
you could not document all 
of your assessment and 
monitoring activities? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

30) 
you could not document all 
of the nursing care you 
provided in sufficient detail? 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 

31) 
you could not adequately 
evaluate the plan of care 
(using critical thinking) to 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

 
[Value=5] 
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determine the 
appropriateness and/or 
effectiveness of interventions 
and make revisions as 
indicated? 

 32) Is there anything you would like to say about your ability to complete necessary 
nursing actions for your patients? If so, please make your comments in the space 
provided below: 

 

 
(1000 characters remaining) 
 

The Revised Nursing Work Index 

Reference: 

Aikens, L. H., & Patrician, & Patrician, P. A. (2000). Measuring organizational traits of 
hospitals: The Revised Nursing Work Index. Nursing Research, 49(3), 146-153. 

For each item in this section, please indicate the extent to which you agree that the following items are present in your 
current job. Indicate your degree of agreement by selecting the appropriate response.  

  

Present in Current Job 

  Strongly 
Agree 

Somewhat 
Agree 

Somewhat 
Disagree 

Strongly 
Disagree 

1) 
Adequate support services allow 
me to spend time with my 
patients. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

2) Physicians and nurses have good 
working relationships. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

3) A good orientation program for 
newly employed nurses. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 
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4) A supervisory staff that is 
supportive of the nurses. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

5) A satisfactory salary.  
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

6) Nursing controls its own 
practice. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

7) Active inservice/continuing 
education programs for nurses. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

8) Career development/clinical 
ladder opportunity. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

9) Opportunity for staff nurses to 
participate in policy decisions. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

10) Support for new and innovative 
ideas about patient care. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

11) 
Enough time and opportunity to 
discuss patient care problems 
with other nurses. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

12) 
Enough registered nurses on 
staff to provide quality patient 
care. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

13) A nurse manager who is a good 
manager and leader. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

14) A chief nursing officer is highly 
visible and accessible to staff. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

15) Flexible or modified work 
schedules are available. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

Present in Current Job 

  Strongly 
Agree 

Somewhat 
Agree 

Somewhat 
Disagree 

Strongly 
Disagree 

16) Enough staff to get work done.  
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

17) Freedom to make important 
patient care and work decisions. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 



 

204 

18) Praise and recognition for a job 
well done. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

19) 
Clinical nurse specialists who 
provide patient care 
consultation. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

20) Team nursing as the nursing 
delivery system. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

21) Total patient care as the nursing 
delivery system. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

22) Primary nursing as the nursing 
delivery system. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

23) 
Good relationships with other 
departments such as 
housekeeping and dietary. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

24) 
Not being placed in a position of 
having to do things that are 
against my nursing judgment. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

25) High standards of nursing care 
are expected by administration. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

26) 

A chief nursing executive is 
equal in power and authority to 
other top-level hospital 
executives. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

27) Much teamwork between nurses 
and doctors. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

28) Physicians give high-quality 
medical care. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

29) Opportunities for advancement.  
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

30) Nursing staff is supported in 
pursuing degrees in nursing. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

Present in Current Job 

  Strongly 
Agree 

Somewhat 
Agree 

Somewhat 
Disagree 

Strongly 
Disagree 
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31) 
A clear philosophy of nursing 
practice pervades the patient care 
environment. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

32) Nurses actively participate in 
efforts to control costs. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

33) Working with nurses who are 
clinically competent. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

34) The nursing staff participates in 
selecting new equipment. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

35) 

A nurse manager backs up the 
nursing staff in decision making, 
even if the conflict is with a 
physician. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

36) 
An administration that listens 
and responds to employee 
concerns. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

37) An active quality-assurance 
program. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

38) 

Staff nurses are involved in the 
internal governance of the 
hospital (e.g. practice and policy 
committees). 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

39) Collaboration (joint practice) 
between nurses and physicians. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

40) A preceptor program for newly 
hired RNs. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

41) 
Nursing care is based on a 
nursing rather than a medical 
model. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

42) 
Staff nurses have the opportunity 
to serve on hospital and nursing 
committees. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

43) 
The contributions that nurses 
make to patient care are publicly 
acknowledged. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

44) 
Nurse managers consult with 
staff on daily problems and 
procedures. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 
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45) 
The work environment is 
pleasant, attractive, and 
comfortable. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

Present in Current Job 

  Strongly 
Agree 

Somewhat 
Agree 

Somewhat 
Disagree 

Strongly 
Disagree 

46) Opportunity to work on a highly 
specialized unit. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

47) Written, up-to-date nursing care 
plans for all patients. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

48) 

Patient assignments foster 
continuity of care (i.e. the same 
nurse cares for the patient from 
one day to the next). 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

49) 
Regular, permanently assigned 
staff nurses never have to float 
to another unit. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

50) 

Staff nurses actively participate 
in developing their work 
schedules (i.e. what days they 
work; days off, etc.). 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

51) 
Standardized policies, 
procedures, and ways of doing 
things. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

52) Use of nursing diagnoses.  
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

53) Floating, so that staff is 
equalized among units. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

54) Each nursing unit determines its 
own policies and procedures. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

55) Use of a problem-oriented 
medical record. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

56) Working with experienced 
nurses who "know" the hospital. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 

57) Nursing care plans are verbally 
transmitted from nurse to nurse. 

 
[Value=1] 

 
[Value=2] 

 
[Value=3] 

 
[Value=4] 
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58) 
Please rate the quality of care patients receive on your unit. 
 

Excellent  [Value=1] Good  [Value=2] Fair  [Value=3] Poor  [Value=4] 
59) 
Please estimate the percent of care that goes undelivered on your unit. 
 

 

The Relationship Between the Perceptions of Implicit Rationing of Nursing Care and Emotionally Intelligent 
Leadership Style Among Direct-Care Nurses 

Thank you for your assistance in this study. Your time and expertise is very much appreciated. If you have questions or 
comments or would like a summary of the results of this study when it is concluded and they are available, please 
contact me a hblizzard@mail.twu.edu. 

Thank You! 

Linda Blizzard 
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 Institutional Review Board 
Office of Research and Sponsored Programs 

P.O. Box 425619, Denton, TX 
76204-5619 940-898-3378 
email: IRB@twu.edu 
http://www.twu.edu/irb.html 

DATE: May 2, 2017 

TO: Ms. Hazel Blizzard 

Nursing 

FROM: Institutional Review Board (IRB) - Denton 

Re: Exemption for The Relationship Between the Perceptions of Implicit Rationing of Nursing 
Care and Emotionally Intelligent Leadership Style Among Direct-Care Nurses (Protocol #: 
19530) 

The above referenced study has been reviewed by the TWU IRB (operating under 
FWA00000178) and was determined to be exempt from further review.  

If applicable, agency approval letters must be submitted to the IRB upon receipt PRIOR to any 
data collection at that agency.  Because a signed consent form is not required for exempt 
studies, the filing of signatures of participants with the TWU IRB is not necessary. 

Although your protocol has been exempted from further IRB review and your protocol file has 
been closed, any modifications to this study must be submitted for review to the IRB using the 
Modification Request Form. Additionally, the IRB must be notified immediately of any adverse 
events or unanticipated problems. All forms are located on the IRB website. If you have any 
questions, please contact the TWU IRB. 

cc. Dr. Anita Hufft, Nursing 

Dr. Stephanie Woods, Nursing 

Graduate School 
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