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Abstract 

This thesis is a study about nurses' working environment in an Icelandic hospital 

(LSH), and its relationship with nurse job satisfaction, nurse burnout and nurse

assessed quality of patient care. The study focuses on ways in which nurses' 

working environment can be improved to meet increasing health care demands and 

nurse shortages with the ultimate goal of providing high-quality patient care. 

Previous studies show positive relationships between supportive management, 

professional autonomy, adequate staffing and good inter-professional relationships, 

on one hand, and nurse job satisfaction, nurse burnout and quality of patient care, on 

the other. The first part of the study is a cross-sectional survey among a large sample 

of hospital nurses using an instrument previously employed in international studies. 

The second part is a series of focus group interviews with a sub-sample of the survey 

to further expand the survey findings. 

The study shows that working environment factors and nurse job outcomes are 

favourable for Icelandic nurses compared to nurses in five other countries. In this 

study the most important predictors of better nurse and patient outcomes are 

managerial support at the unit level, adequate staffing and good nurse-doctor 

working relationships. It is suggested that intrinsic job motivation, independent 

nursing practice, high educational background and supportive working environment 

of Icelandic nurses may contribute to their quality of working life and the quality of 

care they give their patients. The major contribution to knowledge from this study is 

to re-emphasise the important role of supportive frontline management, adequate 

staffing and good nurse-doctor working relationships, and to indicate the importance 

of intrinsic job motivation. Five new sub-scales to the key instrument are reyealed, 

and a reyised model on key determinants of nurse and patient outcomes is deyeloped. 
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Introduction 

This thesis considers the working life of nurses in an Icelandic hospital. The study 

investigates nurses' working environment and its relation to nurse job outcomes and 

nurse-assessed quality of patient care. The study was conducted in the context of 

increasing health care demands and cost-effective efforts to enhance the capacity of 

health services to perform well. 

Iceland is a Nordic welfare state with a population of around 300,000, enjoying 

quality of life and health status above average (Halldorsson, 2003). In Iceland, as in 

many other countries, nurses are a critical component of health care. They are 

important resources for health attainment and their contribution to the quality of 

health care is vital (WHO, 2002a). In the context of increasing demands for health 

care, and heightened public awareness of the contribution that nurses make to health 

attainment, the need for nurses seems to be growing in relation to numbers of 

patients (WHO, 2002a). Educational and health care systems, however, have not 

succeeded in meeting this growing need, and the critical shortage of nurses 

worldwide is a major health care problem (OEeD, 2005). 

In Iceland the shortage of nurses is a growing problem and the average shortage 

of practising nurses is estimated to be between 100/0 and 14% (Siguroardottir et aI., 

1999). Attrition from nursing practice in Iceland during the last 10 years (1993-

2003) is estimated at 150/0 (Sigurosson, 2004). Studies on the health care workforce 

are limited in Iceland, but increasingly human resources issues are accepted as an 

ilnportant contribution to the efficiency and the quality of health care services. 

Icelandic nurses provide a unique opportunity to explore the specific impact of a 
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range of contextual factors, such as a high level of education and autonomous 

professional status (Magnusdottir, 2003), on nurse and patient outcomes. 

Chief among the factors contributing to the increased demand for nurses and 

nursing care are (l) economic expansion, (2) population growth, (3) an ageing 

population, (4) technological advantages, (5) increased patient acuity and (6) higher 

patient expectations (OECD, 2005). A poor working environment, exacerbated by 

cost containment, lack of resources and low salaries, is associated with nurse job 

dissatisfaction and burnout. These attributes and negative nurse job outcomes lead to 

high nurse turnover or limited attraction to nursing as a profession (Aiken, Clarke, & 

Sloane, 2002; Baumann, Brien-Pallas, Armstrong-Stassen, Blythe, Bourbonnais, & 

Cameron, et al. 2001; Petterson, Ametz, Ametz, & Horte, 1995; Saltsa, 2003). In 

tum, these conditions contribute to a reduced quality of patient care (Aiken, Clarke, 

& Sloane, 2002; Laschinger, Shamian, & Thomson, 2002; Needleman, Buerhaus, 

Mattke, Stewart, & Zelevinsky, 2002; Rafferty, Ball, & Aiken, 2001). Research in 

this area is increasing, but the challenge remains to identify supportive methods and 

mechanisms to create a more supportive nurse working environment across systems 

and cultures (McClure & Hinsaw, 2002). This thesis focuses on ways in which 

nurses' working environment can be improved, with the ultimate goal of improving 

the quality of health care. This is a vitally important issue in meeting the challenge 

of recruiting and retaining of nurses, to enable them to meet the demand for care and 

to improve patient care quality (West & Staniszewska, 2004). 

Nursing is a very demanding job and is increasingly characterised by staffing 

shortages, deteriorating facilities, and high demands due to patient acuity that add to 

the stressful environment in which nursing is practised (Cox, Griffiths & Cox, 200'+). 

There is an urgent need to explore the scope of the problem and to extend our 
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knowledge on how to manage it. The factors that constitute nurses' working 

environment are important detenninants of their work experience as well as of 

outcomes of the services they provide. 

The present study examines key questions associated with the influence of 

hospital working environmental features on nurse job satisfaction, perception of 

burnout and nurse-rated quality of patient care. It was undertaken by investigating 

the working life of Icelandic hospital nurses using a tool specifically designed to 

measure the extent to which a hospital possesses the attributes necessary to a 

successful working environment for nurses. This is referred to in the literature as a 

"magnet" hospital trait (Aiken, 2002; McClure, Poulin, Sovie, & Wandelt, 2002). 

Magnet hospitals are those, which have better than average levels of nurse and 

patient outcomes, and are characterised by a supportive working environment 

(McClure et aI., 2002). 

A questionnaire survey was conducted measuring the characteristics of nurses' 

working environment, nurses' job satisfaction and burnout, and nurse-assessed 

quality of patient care. The questionnaire was adapted from previous international 

research on the topic (Aiken et aI., 2001). Findings were compared to those from 

similar studies in other countries and further examined via a series of focus groups 

with a sub-sample of nurses who participated in the survey. 

It is important to establish evidence of positive attributes in the health care 

working environment and to understand how and why these are successful. 

Applying both quantitative and qualitative research methods to a study can lead to a 

more complete understanding, and can elicit data that would not be revealed by 

either method on its own. Qualitative methods in health research enable openness to 

reality frOlTI different perspectives and the capture of complex social factors in an 
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everyday context (Nutbeam, 1999). The qualitative data in the present study are 

examined for similarities and differences to the quantitative findings and provide a 

valuable insight into the aspects of Icelandic hospital nurses' working life. 

The overall research question of the study is as follows: "Are supportive 

working environment factors for nurses in an Icelandic hospital (LSH) positively 

related to their job satisfaction, absence of bum out and assessed quality of patient 

care?" Before introducing the structure of the thesis, some characteristics of the 

Icelandic popUlation and culture will be presented. 

Icelandic society and health care 

Iceland is a Nordic country with an area of 103,000 km2 and is the most sparsely 

populated country in Europe, with 290,570 inhabitants in 2003. The population is 

expected to grow to over 350,000 in 2040 (Statistics Iceland, 2003). Figure 1 (page 

18) presents some Icelandic key population indices. Iceland has a parliamentary 

democracy, but historically was ruled by Norwegian and Danish monarchies until 

1944 when full independency was attained, a republic was established and the first 

president elected. The capital city, Reykjavik, is the world's most northerly capital. 

Because of the warm Gulf Stream, the population enjoys a warmer climate than its 

latitude would indicate. 
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Key figures 

Population (2003) 

Size of the country (km2
) 

Population density (inhabitants / km2
, 2003) 

Gross domestic product (USD, 2003) 

Economic growth (%,2003) 

Labour force participation (%, 2003) 

Labour force participants, women (%, 2003) 

Labour force participants, men (%,2003) 

Health care expenditure (% of GDP, 2000) 

Life expectancy (women, years, 2001) 

Life expectancy (men, years, 2001) 

Number of nurses (total number 2003) 

290,570 

103,000 

2.8 

36,519 

4.3 

82.9 

76.8 

83.5 

7.7 

81.3 

76.5 

3,200 

Figure 1. Icelandic population (Source: Statistics Iceland, 2003) 

The Icelandic population is homogeneous with one language, Icelandic, a 

common history and a well-preserved cultural tradition. The nation has lived in 

isolation for more than 11 centuries and enjoyed an unspoilt nature. Family origins 

can often be traced back many centuries because of reliable historical documents. 

Literacy is universal, university enrolment is around 60%, and women form the 

majority of students in Icelandic universities (Statistics Iceland, 2003). Iceland is a 

welfare state rich in social capital, according to recent surveys, as measured by 

indicators on trust and family support (Halman, Abela, Anheier, & Harding, 2001). 

Labour participation is high, economic growth is positive, and the main export 

categories are marine products and energy-intensive products such as aluminium 

(Statistics Iceland, 2003). Quality of life and happiness are above average for 

industrialised countries, and Icelanders enjoy a high level of health as measured by 

life expectancy, number of disability-free years and self-reported health 

(Halld6rsson, 2003; Veenhoven, Ehrhardt, SieDhianHo, & DeVries, 1993). 
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However, the use of anti-depressant drugs is significantly higher than in other Nordic 

countries (Ministry of Health and Social Services, 2004). As in many industrialised 

nations the Icelandic population is ageing and will therefore require increasing health 

care services. It is estimated that citizens over the age of 60 will increase in number 

by 56% over the next 20 years (Statistics Iceland, 2003). 

The Minister of Health and Social Security is responsible for the administration 

of health care in Iceland and the service is primarily financed by central government. 

Hospitalisation is free of charge. The total number of nurses working in health care 

services in 2000 was 2,237 (127 inhabitants per active nurse; Statistics Iceland, 

2005). In recent years, steps have been taken to reduce the overall cost of the 

hospital system (Halld6rsson, 2003). Despite a recognition that Iceland's health care 

system performs well, there is a growing public concern about the quality of the care 

provided ("24-40 sjuklingar", 2005). However, outcome measures for the health 

care system are limited and formal quality reviews of Iceland's health care service 

providers have not been performed regularly. The population tends to be a 

demanding user of health care, expecting the best care available, and complaints 

related to health care services have increased (Landlceknisembcettio, 2004). Over the 

past few years the trend is towards lengthening waiting lists for health care services 

(Landlceknisembcettio, 2004). 

The setting for the study, the Landspitali University Hospital (LSH), is the 

largest hospital in Iceland and the only in the area of the capital city, with 

approximately 4,800 employees. The average daily number of in-patients in 2003 

was 939 (LSH, 2003). At the time that data were being collected for the present 

study, the candidate had worked at the hospital for five years. Among her previous 

roles she had been a senior manager working in quality management and head of 

19 



employee health at the office of human resource management. During the period of 

the study the candidate worked as a part-time staff nurse in the elderly care division 

of the hospital. This background meant that the candidate had a detailed inside 

knowledge of the hospital structure and had professional relationships with many of 

the hospital staff. Moreover, the candidate had, prior to the present study, conducted 

a qualitative study among unskilled staff at the hospital that focussed on their job

related well-being (Gunnarsdottir & Bjomsdottir, 2003). This experience, which 

gave her a considerable familiarity with the workings of the study hospital, was 

considered strength in the context of the present study. This inside knowledge 

helped the candidate to gain an in-depth and textured understanding of the 

complexity of the research topic, facilitated access to contextual information, and 

enabled effective contact with study subjects who were consequently willing to 

participate despite their hectic daily schedules. The insights available to the 

candidate proved helpful both during the preparation of the study, throughout the 

data collection period, and during the data analysis. However, the candidate was 

aware of ethical challenges that arose as a result of her role within the study hospital 

and strove to maintain her position as a neutral researcher throughout the study 

process. This was done by planning and documenting every step of the study process 

according to methodological principles and guidance from advisors, who acted as a 

reference point in facilitating the candidate to adopt a critical distance from the study 

environment both for the quantitative and qualitative components of the study. 

Challenges that arose, for example with regard to potential preconceptions by the 

candidate about the study problem, were systematically reflected on by means of a 

reflective log-book that was then used throughout the study process in discussions 
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with advisors as well as with a trained research assistant. These were helpful devices 

in maintaining objectivity and ensuring that findings were derived from the data. 

Structure of the thesis 

Chapter one draws on the most relevant literature on nurses' working life and 

considers in particular how the factors in nurses' working environment are related to 

nurse job outcomes, i.e. job satisfaction, burnout, and quality of patient care. 

Chapter two sets out the conceptual framework of the study and states the 

research question and study objectives. It introduces the two methods used, the study 

design and, specifically, the quantitative and qualitative methods employed to 

address the research question and study objectives. The chapter ends with a 

consideration of the ethical aspects of the study. 

Chapter three is divided into three main parts, which contain findings from the 

analysis of the two data sets. In the first part, the survey findings are presented as 

they correspond to the study objectives and the core research question. The relative 

scores of the survey measures in comparison to international findings are likewise 

presented. In the second part, the survey findings are followed by the qualitative 

findings. The last part describes how the qualitative findings combine with the 

survey findings. 

In chapter four, the findings from the two types of data are discussed with 

regard to previous research, and in relation to the context and conceptual framework 

of the study. This is followed by a reflection on the methodology of the whole study 

process, in particular from the point of view of its strengths and limitations. 
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Chapter five presents the main conclusions and the study's major contribution 

to knowledge. Implications for nursing leadership practice are suggested, together 

with ideas for future research and the way forward for hospital nurse management. 

22 



Chapter 1 Literature review 

1.1 Introduction 

This chapter examines relevant literature about hospital nurses' working life, in 

particular working environmental factors and their relationship to the quality of 

working life and quality of patient care. For the purpose of the present study, the 

quality of nurses' working life is the product of an inter-relationship between a 

supportive and healthy nurses' working environment and nurses' general well-being 

at work, e.g. as shown by job satisfaction and absence of burnout. Definitions for 

other operational concepts are provided in the corresponding sections. 

Hospital nursing is a multi-faceted profession actively providing care twenty

four hours a day, seven days a week in a very complex environment. The care that 

nurses provide has a direct and significant impact on patient outcomes, and on the 

patient's family. The body of knowledge concerning the quality of the nurses' 

working environment has grown over the past 20 years and efforts have been made 

to develop evidence-based models that can be applied in practice and research. Two 

models of healthy working environment for nurses and patients are used to frame the 

present review: first, the traits of magnet hospitals as characterised by the link 

between supportive administration, good collaboration and nurse autonomy, on one 

hand, and positive nurse and patient outcomes, on the other (Aiken, 2002; Kramer & 

Schmalenberg, 2002) was involved; second, a recent Canadian model about healthy 

working environments for nurses (Registered Nurses Association Ontario Canada, 

2004). 
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The traits of magnet hospitals were first derived from studies in the 1980s on 

hospitals successfully involved in recruiting and retaining nurses (McClure et aI., 

2002) and more recently patient outcomes (Aiken, 2002; Aiken, Clarke, Sloane, 

Sochalski, & Silber, 2002; Aiken, Lake, Sochalski, & Sloane, 1997; Laschinger et 

al., 2002). Magnet hospitals are those whose structure fosters high levels of nurse 

autonomy, nurse status within the organisation, control over nursing practice, and 

good relationships between nurses and doctors. Furthermore, among important 

administrative behaviours of nurse leaders at these hospitals are visibility and staff 

support. Recent research has supported positive outcomes for staff and patients and 

suggests that these hospitals may have better than average patient care outcomes 

(Aiken,2002). Further descriptions of magnet hospitals and related research will be 

provided in a separate section (pp. 72-86). 

The second model is derived from the work of scholars in occupational health 

promotion and nurses' working life research. This defines a healthy working 

environment for nurses at three levels, individual; organisational; and external. A 

healthy workplace is a product of the inter-dependence between determinants at these 

three levels. The individual level corresponds to determinants within the job itself, 

e.g. requirements, knowledge and skills. Determinants at the organisational level 

relate to the context and structure of organisation, relationships and scope of practice. 

The third level is external and corresponds to policy context, laws, regulation and 

societal trends (Registered Nurses Association Ontario Canada, 2004). 

The remainder of this chapter is structured according to these two models, 

starting with a section on nurse job outcomes, i.e. job satisfaction and burnout. This 

is followed by a discussion of the quality of patient care; these being two aspects of 

the outCOlnes considered in the present study. The third part of the literature revie\\' 
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is concerned with nurses' working environment and is followed by a presentation on 

magnet hospitals and recent related studies. 

The aim of this chapter is to describe factors relating to hospital nurses' 

working life to present what the current literature tells us about influential aspects of 

hospital nurses' working environment, and to assess how these are related to 

desirable outcomes for both nurses and patients. This area of research is rich and the 

list of variables is long, some of them conceptually closely related. 

The general approach here is to describe and critique the most relevant 

observational studies. The main focus is on work published between 1999 and 2004, 

but older publications are also included where relevant. The majority of these 

studies come from the UK, USA, Canada, Australia and Nordic countries. Research 

studies were identified mainly from a search of health and social science databases, 

mainly of Pub Med. Web sites of health care organisations, universities and research 

institutes were also used. Based on the research question and the available literature, 

the key variables for the literature review are as follows: job satisfaction, burnout, 

quality of patient care, leadership, management, work relationships, work demands, 

and levels of staffing. Empirical studies, quantitative and qualitative, in the context 

of hospital nursing and designed to test the impact of nurses' working environment 

on nurse and patient outcomes, are at the focus for the present review. 

1.2 Nurse job outcomes 

The following section considers the relevant literature on hospital nurse job 

satisfaction and burnout, these being key outcome measures for the present study. 

Job satisfaction is important for improving nurse retention (Irvine & Evans, 1995; 

Shields & Ward, 2001) and the evidence suggests that there is a direct relationship 
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between burnout and job satisfaction (Le Blanc, de Jonge, de Rijk, & Schaufeli. 

2001; Kalliath & Morris, 2002; Sarmiento, Laschinger, & Iwasiw, 2004). Nurse job 

satisfaction and burnout are important nurse job outcomes, and in tum are strong 

determinants of patients' overall satisfaction (Aiken et aI., 2002; Ametz, 1999; 

Baumann et aI., 2001). 

Despite the large number of published studies, the determinants of job 

satisfaction are still not perfectly understood (Judge, Thorson, Bono, & Patton, 

2001). In particular, a better understanding of the changing nature of nurses' job 

satisfaction still needs to be developed (Tovey & Adams, 1999). The challenge 

remains to improve our understanding of this in the context of constant changes in 

health care. Other aspects of nurses' experience at work are important and a growing 

body of research on stress and occupational health indicates several hazards and 

sources of job strain in nurses' working environment (Cox et aI., 2004). However, 

the focus in this thesis is on job satisfaction and burnout, and the remainder of this 

chapter is organised around these two phenomena as they relate to the hospital 

nurses' working environment and quality of patient care. The study also explores the 

question of necessary knowledge in order to create a safe and successful structure for 

health care. 

1.2.1 Nurse job satisfaction 

Job satisfaction is defined as a pleasurable or positive emotional state resulting from 

the perception of one's job or job experience as beneficial (Locke, 1976). This thesis 

approaches the variable by applying three theories of human behaviour, (1) 

Herzberg's motivation-hygiene theory (Herzberg, Mausner, & Snyderman, 1959), (2) 

Maslow's theory of human motivation (Maslow, 1943), and (3) theory on intrinsic 

task tTIotivation (Thomas & Velthouse, 1990). 
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Herzberg's studies showed that employees are motivated to do work that they 

perceive to be significant and that there are two classes of factors that influence 

motivation, intrinsic and extrinsic. Intrinsic factors lead to job satisfaction because 

of a need for personal growth and self-actualisation, i.e. achievement, recognition, 

the work itself, responsibility and advancement. Extrinsic factors relate to policies, 

supervision, salary, interpersonal relations and working conditions, and these do not 

necessarily provide satisfaction, but can prevent dissatisfaction. According to this 

theory, job enrichment enables an employee's psychological growth through 

meaningful tasks, and is a continuous management function (Herzberg, 1987). 

Herzberg's theory is here considered as a valuable contribution to the 

understanding of nurse job satisfaction, in particular during times of increasing 

demands in health care, lack of staff and resources, and the resultant risk of limited 

attention to the individual staff member. Few relevant nursing studies are available 

on intrinsic motivation but one such study conducted among Dutch hospital nurses 

showed that intrinsic work motivation was primarily determined by work content, 

such as skill variety, professional autonomy, social support and opportunities to learn 

(J anssen, de J onge, & Bakker, 1999). 

Maslow's theory of human motivation is useful when examining factors that 

influence nurse job satisfaction. This classic study presented a hierarchy of human 

needs, which Maslow defined as a prerequisite for an individual's ultimate 

satisfaction and happiness. Maslow argues that motivation is a cyclical process 

involving efforts to satisfy unmet needs related to different aspects of human nature, 

e.g. physiological needs, safety and security, a sense of belonging, self-actualisation 

and self-esteem (Maslow, 1943). Motivation is a key determinant of the individual 

health care worker's perfonnance, but is still only one of many variables affecting it. 
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However, motivation is of great relevance for health care workers and hence their 

need to feel secure, needed and appreciated (Benson & Dundis, 2003). The theory of 

intrinsic task motivation is related to these two theories (Herzberg's and Maslow's) 

and illustrates the key task motivational elements as being associated with a sense of 

impact, competence, meaningfulness and choice (Thomas & Velthouse, 1990). 

Evidence indicates that stress and low job satisfaction are problems for nurses 

in many countries (Aiken et aI., 2001; Saltsa, 2003). Job satisfaction among Swedish 

nurses is reported as relatively high (Petterson & Arnetz, 1998). Recent study among 

Icelandic nurses indicates that they are satisfied with their jobs (Biering & 

Flygeming, 2000), despite a growing nursing shortage (Sigurdard6ttir et aI., 1999). 

However, it is suggested that Icelandic nurses experience their jobs as emotionally 

demanding (Biering & Flygenring, 2000). Limited research is available on the 

potential determinants of job satisfaction among Icelandic nurses. 

1.2.1.1 Determinants of nurse job satisfaction 

It is increasingly recognised that organisational attributes are important for nurse job 

satisfaction. Determinants have been related to various aspects of the nurse's 

working environment and nurse job characteristics. Two meta-analyses of nurse job 

satisfaction predictors identified links between job satisfaction and organisational 

and personal attributes (Blegen 1993; Irvine & Evans 1995). Among identified 

organisational attributes were organisational commitment, communication with 

supervisors, professional autonomy, recognition, and routinisation, communication 

with peers, and fairness. Among personal attributes were years of experience, locus 

of control, and behavioural intentions. The studies showed that organisational 

attributes had stronger influences on nurse job satisfaction than had personal 

attributes (Blegen, 1993; Irvine & Evans 1995). 
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In the following sections key determinants of nurse job satisfaction in a hospital 

working environment will be presented, i.e. leadership and management behaviour, 

workplace empowerment, autonomy, and nurse-doctor working relationships. These 

will be considered as they relate to previous research and to the focus of the present 

study. Detailed examination of these factors will be postponed to a section 

concerning the literature on nurse working environmental factors (section 1.4 page 

48). 

An international study of 43,000 nurses in the USA, Canada, England, Scotland 

and Germany showed the importance of the working environment for nurse job 

satisfaction. Furthermore, it indicates that nurses working in hospitals with weak 

organisational support for nursing care are twice as likely to report dissatisfaction 

with their jobs (Aiken et aI., 2001). This is in line with findings from studies related 

to magnet hospitals that have shown a positive relationship between supportive 

management, professional autonomy, adequate staffing, and good inter-professional 

relationships, on one hand, and nurse job satisfaction, on the other (Aiken et aI., 

2002; Kramer & Hafner, 1989; Kramer & Schmalenberg, 1993). 

A study with data from a large national survey of UK nurses showed that 

improved promotion and training opportunities are among the most important 

determinants of nurse job satisfaction (Shields & Ward, 2001). Among factors 

related to low levels of nurse job satisfaction are the comparative youth of nurses, 

high levels of education, relative low pay, least preferred shift pattern, being graded 

unfairly and unpaid overtime. It is interesting to note that this study shows that 

dissatisfaction with promotion and training opportunities has a stronger impact on 

job satisfaction than workload or pay (Shields & Ward, 2001). These findings are 

also in line with studies related to magnet hospitals indicating the importance of 
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educational opportunities in fostering nurse job satisfaction (Upenieks, 2002a). 

However, in the UK study high levels of education was related to low levels of nurse 

job satisfaction (Shields & Ward, 2001). 

A study of the impact of leadership behaviour on nurse job satisfaction among 

staff, registered nurses and managers in two US samples indicates a highly positive 

significant correlation between leadership behaviour features and job satisfaction. 

Due to the small sample size (n<100) it is difficult to evaluate the predictive 

contribution of individual leadership behaviours (McNeese-Smith, 1995). Similarly, 

the study by Upenieks (2002a) found that certain supportive attributes of nurse 

leaders might explain the differences in job satisfaction scores, namely visibility and 

responsiveness. The study used quantitative and qualitative methods to determine 

whether there was a difference in the level of job satisfaction among nurses working 

in different hospital settings, i.e. magnet and non-magnet hospitals. The study also 

examined whether job satisfaction was linked to leadership provided by nurse 

executives. The qualitative part of the study elaborated on the understanding of 

nurse job satisfaction, specifically the importance of resources, adequate staffing 

levels, leadership visibility, recognition, continuing education, support services, 

clinical ladders and better compensation. The questionnaire survey findings show 

higher mean scores for job satisfaction among nurses working in magnet hospitals. 

The study demonstrates that higher job satisfaction is associated with good 

educational programmes, supportive management, adequate staffing levels, nurse 

autonomy and high standards of care (Upenieks, 2002a). 

Laschinger and her associates have studied the impact of workplace 

enlpowemlent on job satisfaction among Canadian nurses. These studies showed 

that workplace empowerment in\'ol\'es interaction of processes, which provide 
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access to information, support, resources and opportunities to learn and develop, 

resulting in high levels of psychological empowerment, and strongly influenced 

nurse job satisfaction (Laschinger, Finegan, & Shamian, 2001). The findings sho\yed 

that job strain and psychological empowerment could negatively or positively 

influence the relationship between structural empowerment and job satisfaction. The 

relationship between job strain and job satisfaction was not significant (Manojlovich 

& Laschinger, 2002). Similar findings reported from a study of US hospital staff 

nurses indicate that psychological empowerment is the major predictor of job 

satisfaction (Larrabee et aI., 2003). Psychological empowerment is defined as a 

dynamic process of personal growth and development (Conger & Kanungo, 1988). 

Nurse autonomy has been linked to organisational structure, leadership 

behaviour and to job satisfaction (Aiken & Sloane, 1997; Kramer & Schmalenberg, 

2003b; Rafferty et aI., 2001; Upenieks, 2002a). By definition, nurse autonomy 

means the freedom to act on what one knows (Kramer & Schmalenberg, 1993) and 

contributes to the well-being of nurses and nurses' performance (Kramer & 

Schmalenberg, 2003b). 

An Australian study shows that nurse autonomy is the most important job 

component for nurse job satisfaction, followed by professional interaction, task 

requirement, professional status and organisational policies (Finn, 2001). This study 

emphasises the possibility of the overlap between the concept of autonomy and other 

job components, such as professionalism. Studies of hospital staff in different 

countries have shown similar findings about the relationships between autonomy and 

nurse job satisfaction (Best & Thurston, 2004; Fung-kam, 1998; Tummers, 

Landeweerd, & van Merode, 2002). The potential overlap here with other concepts 

(Finn, 2001) and lack of definitional precision (Kramer & Schmal enberg, 2003b) 
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make it difficult to draw up a clear picture of the nature of the relationship between 

nurse autonomy and nurse job satisfaction. A similar methodological problem 

relates to other variables examined in the present review, and suggests that further 

studies are needed. 

Good collaboration between professionals has been linked to nurse job 

satisfaction. A recent study of 10,022 staff nurses in 32 English hospitals 

investigates the importance of inter-disciplinary teamwork for nurse job satisfaction. 

Questions regarding teamwork included the relationship between doctors and nurses, 

ward management support, collaboration with other hospital departments, and the 

quality of medical care. The findings indicate that nurses with higher teamwork 

scores are significantly more likely to be satisfied with their work. The findings 

further indicate that nurses' professional autonomy and teamwork are significantly 

correlated (Rafferty et aI., 2001). Another recent UK study emphasises the 

importance of cohesiveness of the ward nursing staff for nurse job satisfaction. The 

study suggests that managers facilitate intra- and inter-professional teamwork to 

improve nurse job satisfaction and solve recruitment and retention problems (Adams, 

2000). 

An US study targeted nurses, physicians and executives in a large hospital 

network to view different aspects of inter-professional relationships. The study also 

investigated how professional interaction affected nurse satisfaction, morale and 

retention (Rosenstein, 2002). Findings show that all respondents saw a direct link 

between disruptive physician behaviour and nurse satisfaction and retention. 

Another US study of 141 hospital nurses shows that team performance effectiveness 

has a significant positive effect on nurses' work satisfaction (Cox, 2003). 
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Furthermore, the findings show that intra-group conflict has strong negative effects 

on nurse job satisfaction (Cox, 2003). 

Findings from studies on organisational culture further demonstrate that the 

strength of organisational culture predicts the level of nurse job satisfaction (Gifford, 

Zammuto, & Goodman, 2002; Tzeng, Ketefian, & Redman, 2002). Other related 

concepts of interest here include trust within organisations (Laschinger, Finegan, 

Shamian, & Casier, 2000; Laschinger & Finegan, 2005) and work commitment 

(Gould-Williams, 2004). These concepts have been related to job satisfaction and 

are worth exploring in the context of nursing, but are not the primary focus of the 

present review. Among other important factors for job satisfaction are the personal 

characteristics of the nurses themselves. Among these are self-esteem, generalised 

self-efficacy, locus of control and emotional stability, all of which have been linked 

to job satisfaction and job performance (Judge & Bono, 2001). Studies in this vein 

have indicated a correlation between general satisfaction in life and job satisfaction 

(Judge, Heller, & Mount, 2002). However, despite their importance, they are not a 

focus of the present study. 

Few Icelandic studies of nurse job satisfaction have been published, but three 

recent surveys bear examination. A survey among nurses in Iceland (n=203) 

obtained information about their workload and its relationship to their well-being, 

health and job satisfaction. The results show that 40% reported stress related to high 

job demands. The most negative attitudes related to a lack of possibilities for 

promotion and salaries. The overall results indicated that Icelandic nurses are 

satisfied with their jobs and with their closest co-workers, and feel they get positive 

support from them (Biering & Flygenring, 2000). Similarly a survey into nurses' 

aeneral well-being, physical health and working environment was conducted in 2002 
b 
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(n=394). The study shows that 45% reported "fairly" and "very demanding" jobs. a 

little less than 50% felt they were exhausted from their work, and 44% reported they 

were in very good health. However, the majority of respondents reported high levels 

of job satisfaction (Sveinsd6ttir, Gunnarsd6ttir, & Frioriksd6ttir, 2003). A survey 

conducted among a sample of all staff groups at Landspitali-University Hospital 

(LSH) in 2002 shows similar findings, i.e. overall general job satisfaction, in that 

900/0 of respondents reported being "satisfied" or "very satisfied" with their jobs 

(Landheknisembrettio, 2002). 

In summary, the above review of quantitative studies of nurse job satisfaction 

indicates that among determinants of nurse job satisfaction are supportive 

management and leadership, autonomous practice, a high standard of practice, 

psychological empowerment, recognition, and good professional collaboration. 

These correspond to theories of human motivation and satisfaction of needs 

(Herzberg, 1987; Maslow, 1943), and of intrinsic motivation (Herzberg, 1987). 

More attention to these aspects would represent a valuable contribution to current 

research into the solution of nurse job dissatisfaction (Backman, 2000). Despite a 

number of studies on nurse job satisfaction, there are still gaps in the literature. A 

better understanding of the determinants of nurse job satisfaction and definitional 

precision of concepts is needed. Furthermore, few in-depth analyses have been 

published about nurse job satisfaction and these can be of great importance, in 

particular during times of increasing work demands, lack of resources and a changing 

structure of nursing. However, the number of qualitative studies into nurse job 

satisfaction is growing and these provide an important contribution to the knowledge 

gained fron1 quantitative studies. Three of these qualitative studies will now be 

presented. 



An exploratory qualitative study was undertaken with a small sample of nurses 

working in the National Health Services in the UK to identify factors that influence 

nurse job satisfaction and nurses' intentions to leave their jobs (Newman & Maylor, 

2002). The findings show that among the most important determinants are staff 

shortages, poor management, patients' and relatives' behaviour, and low morale. 

The authors present a complex chain of interaction between hospital environment 

and patient and nurse satisfaction. It is concluded that improvements for staff and 

patients will need comprehensive and multi-dimensional action to address 

collectively a whole set of inter-related parts (Newman & Maylor, 2002). 

Another qualitative study was conducted among Swedish psychiatric nurses to 

describe their conception of group supervision and how it influenced their 

professional competence (Arvidsson, Lofgren, & Fridlund, 2000). Four descriptive 

categories related to professional competence emerged and one of them was 

concerned with job satisfaction in relation to group supervision. The third qualitative 

study was undertaken via focus group interviews with Australian nurses and 

assistants-in-nursing in long-term care. Factors that contributed to workplace 

satisfaction and dissatisfaction were examined. The data revealed that job 

satisfaction was associated with workplace flexibility, patients (residents), working 

in teams and capacity to provide optimal care. Factors related to dissatisfaction were 

working with inappropriately skilled staff, the need to perform non-nursing tasks, 

and an increasing need to be available for overtime work (Moyle, Skinner, Rowe & 

Gork, 2003). 

In light of the present review on nurse job satisfaction, the inter-relationships 

between the concepts and terms used need further exploration, as does the influence 

of working environmental factors on nurse job satisfaction. Few qualitative studies 



on nurse job satisfaction are available and the application of multiple methods \,"ould 

benefit the understanding of nurse job satisfaction. Icelandic data on nurse job 

satisfaction are limited; the present study aims to counteract this. 

Research on nurse job satisfaction is important for nurses themselves and for 

the retention of nurses. Nurse job satisfaction is also important for patient outcomes 

and evidence points to a correlation between nurse job satisfaction and positive 

patient outcomes (Tzeng et aI., 2002; Upenieks, 2002b). Burnout and job 

satisfaction are inter-related and studies have shown that nurse job satisfaction is a 

significant predictor of nurse burnout (Kalliath & Morris, 2002; Sarmiento et aI., 

2004). However, these are not identical constructs and the nature of the relationship 

is not clearly understood, but both concepts are related to poor working environment 

(Maslach & Schaufeli, 1993). Next, the concept of burnout will be presented and 

relevant studies about work place factors related to nurse burnout will be considered. 

1.2.2 Nurse burnout 

Burnout is understood as emotional exhaustion in response to a demanding 

environment, evoking negative attitudes towards recipients. The concept is also 

related to an individual's accomplishments, resulting in a non-productive relationship 

with work. According to Maslach, burnout is a prolonged response to emotional and 

interpersonal stressors at the workplace and is a sign of major dysfunction within an 

organisation (Maslach & Goldberg, 1998). 

Burnout is a long recognised occupational hazard for professions concerned 

with human services, education and health care and is very much a product of the 

situational context shaped by social, political and economic factors (Maslach & 

Goldberg, 1998). The concept is closely related to other organisational and health 
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concepts such as mental health, work demands, stress, psychological strain, control 

and autonomy (Maslach & Goldberg, 1998). Evidence shows that nurses' burnout is 

also caused by a failure to derive a sense of meaning through work (Pines, 2000). 

Personal characteristics and resources are also important determinants of burnout 

(Cilliers, 2003; Flowers & Maddi, 2004; Greenglass & Burke, 2002) but are outside 

the scope of the present study. 

Key characteristics of burnout are an overwhelming sense of exhaustion, 

feelings of frustration, anger and cynicism (Leiter & Maslach, 2001). The 

dimensions of burnout consist of concepts that are closely related to the concept of 

organisational empowerment (Hatcher & Laschinger, 1996; Laschinger, 1996b). 

Burnout is also related to the demand, control and support model (Karasek & 

Theorell,2000). The concept of burnout is highly relevant when investigating 

nurses' working life, which is increasingly characterised by high work demands, 

diminishing resources and increased expectations of productivity and high quality 

patient care. 

Job engagement is the opposite of burnout and is characterised by feeling 

energetic and effectively involved in work and people (Leiter & Maslach, 2001; 

Maslach & Goldberg, 1998). A work profile corresponding to job engagement 

would thus include sustainable workload, feeling of choice and control, recognition, 

fairness, and meaningful and valued work. Job engagement corresponds to human 

strengths and optimal function (Maslach et aI., 2001). Correspondingly, job 

engagement has similarities to the core concepts of health promotion, i.e. capability, 

participation and quality of life (Nutbeam, 1998) and is thus relevant to the quality of 

nurses' working life. 
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Maslach has developed a multi-dimensional model of burnout and an 

instrument to measure its levels with three core dimensions: emotional exhaustion , 

depersonalisation, and reduced personal accomplishment (Maslach et aI., 1996). The 

Maslach Burnout Inventory (MBI) was developed to assess these components in the 

context of human services. The inventory is recognised as a leading measurement of 

burnout and has been extensively piloted and tested (Maslach et aI., 1996). 

Burnout has been studied widely and emotional exhaustion has been linked 

with mental ill health (Schaufeli & Buunk, 1996). According to a recent publication 

by the W orId Health Organization and the International Labour Organization, mental 

health problems in working populations have a definite impact on employees' quality 

of life and the productivity of enterprises (WHO & ILO, 2000). Reducing nurse job 

strain, emotional exhaustion and burnout should therefore be essential targets of 

hospital workplace health promotion. These targets can be reached by organisational 

support and healthy organisational culture leading to improvements for staff, service 

and patients. Studies on the influence of working environmental factors on nurse 

burnout will now be reviewed. 

1.2.2.1 Workplace factors related to nurse burnout 

Studies into the determinants of burnout are increasing. The majority of these are 

cross-sectional; few are longitudinal. No intervention study into nurse burnout has 

been identified in this review. Working environmental factors are important for 

determining nurse burnout. A meta-analysis of a sample of nine studies among 

psychiatric nurses showed that burnout is negatively associated with job satisfaction, 

staff support and involvement with the organisation and positively associated with 

role conflict (Melchior, Bours, & Schmitz, 1997). Relevant studies on the 

determinants within hospital working environment will be presented next. 
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A cross sectional study of 109 Gennan hospital and nursing home nurses 

investigated the relationships between job demand, job resources and nurses' life 

satisfaction. The Oldenburg Burnout Inventory, i.e. emotional exhaustion and 

disengagement, examined the experiences of two aspects of burnout. Results showed 

that job demands have a positive impact on emotional exhaustion and job resources 

have a negative impact on disengagement. Both burnout components have 

significant negative relationships with life satisfaction (Demerouti, Bakker, 

Nachreiner, & Schaufeli, 2000). Two cross-sectional studies, one of 156 Dutch 

hospital nurses (Janssen et aI., 1999) and the other of260 US hospital nurses 

(Hillhouse & Adler, 1997) showed that emotional exhaustion is primarily predicted 

by a lack of social support from colleagues and by work overload. 

A longitudinal study of 1,891 nurses from Canadian hospitals revealed similar 

findings. The study investigated the association between work-related psychological 

distress, strain, social support, on one hand, and burnout, on the other (Bourbonnais, 

Comeau, Vezina, & Dion, 1998). After adjusting for potential confounders, the 

results showed an association between high levels of nurse job strain, psychological 

distress, lack of social support and emotional exhaustion. However, contrary to 

expectations, social support at work did not modify the association between job 

strain and psychological symptoms (Bourbonnais et aI., 1998). 

Nurse burnout has been investigated in relation to Kanter's theory on 

organisational empowennent (Kanter, 1979). In a Canadian study, hospital nurses 

burnout was examined in a cross-sectional survey. The relationship between burnout 

and hospital staff nurses' perception of power and opportunity was investigated. The 

findings indicated significant relationships between perceived access to power and 

opportunities and all three levels of burnout, emotional exhaustion; 
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depersonalisation; and personal accomplishment (Hatcher & Laschinger, 1996; 

Laschinger, 1996a). These findings are supported in a recent study of nurse 

educators based on the same theoretical framework. This study shows that high 

levels of empowerment are associated with lower levels of nurse burnout and higher 

levels of nurse job satisfaction (Sarmiento et aI., 2004). 

Furthermore, studies related to the concept of magnet hospitals have shown the 

inverse relationship between burnout and supportive working environmental factors 

such as control over practice (Laschinger, Shamian, & Thomson, 2001; Rafferty et 

aI., 2001; Shamian, Kerr, Laschinger, & Thomson, 2002), organisational support 

(Aiken et aI., 2002; Aiken et aI., 2002), professional autonomy (Laschinger, 

Shamian, & Thomson et aI., 2001; Rafferty et aI., 2001), and good nurse-doctor 

relations (Laschinger, Shamian, & Thomson et aI., 2001; Rafferty et aI., 2001). 

These have also shown relationships between high workloads and nurse burnout 

(Aiken et aI., 2002; Sochalski, 2001). Further details on these studies are presented 

in a separate section (1.5 page 72) relating to the traits of magnet hospitals. 

A Belgian study examined emotional exhaustion in 625 hospital staff nurses. 

The study is a cross-sectional survey of the influence of work stressors and unit 

nlanagers' transactional and transformational leadership on emotional exhaustion. 

Impact analysis showed that physical and social stressors as well as role ambiguity 

are significant predictors of emotional exhaustion. Psychological environment and 

role conflict do not impact on emotional exhaustion. When leadership was 

investigated, neither transformational leadership nor contingent reward impacted 

significantly on emotional exhaustion (Stordeur, D'hoore, & Vandenberghe, 2001). 

Research into the effects of leadership behaviour on nurse burnout appears to be 

limited and these relationships need further investigation. 
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Research on nurse burnout is dominated by quantitative methods. Two rele\"ant 

qualitative studies were identified in the present review. A recent study of Australian 

nurses described and interpreted their experience of burnout through content 

analysis. The findings support previous literature about the link between high 

workload and lack of support for nurse burnout. The findings also revealed the need 

for support to combat feelings of depression, helplessness and loneliness related to 

negative stress (Severinsson, 2003). An Iranian study used grounded theory to 

explore and describe hospital nurses' perceptions of the factors affecting their 

responses to burnout. This showed that nurses' and patients' personal characteristics 

influenced nurses' responses to burnout. It also showed that supportive behaviour of 

head nurses, nursing administrators and co-workers had a palliative effect and altered 

emotional responses and some aspects of attitudinal responses. Among these, the 

head nurse's support was the most effective factor. The study concluded that nurse 

executives are responsible for promoting a working environment that supports and 

motivates nurses, to develop delivery systems that promote positive adaptation and 

facilitate quality care (Rafii, Oskouie, & Nikravesh, 2004). These two qualitative 

studies contribute to the evidence on the role of work demands and social support at 

work for nurse burnout, and provide a valuable insight into the role of unit managers. 

In summary, the present review shows that stress, work demands and lack of 

resources lead to nurse burnout. Social support at work and support from managers 

correspondingly produce lower levels of burnout. Two studies showed that support 

at work did not have an impact on nurse burnout. Despite a growing number of 

studies on nurse burnout, few qualitative studies are available. Moreover. it appears 

that cultural differences and lack of comparability of methods may cause some 

problen1s in cOlnparison of findings across studies and in the application of measures 
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across cultures. This is supported by a study comparing nurse burnout levels across 

countries that proposed the need for further cross-national studies in this area 

(Schaufeli & Van Dierendonck, 1995). The present study aims to contribute to better 

understanding of burnout in relation to different cultures and settings. 

Burnout is of high relevance for hospital nurse outcomes and thus for research 

and the administration of health care. Moreover, nurse burnout has been linked to 

patient outcomes. Research shows that high levels of nurse burnout are linked to 

negative patient outcomes and poor quality of patient care (Leiter et aI., 1998; 

Vahey, Aiken, Sloane, Clarke, & Vargas, 2004). The next section considers relevant 

aspects of quality of patient care and the influence of the hospital working 

environment on patient care outcomes. 

1.3 Qual ity of patient care 

The quality of patient care and how nurses' working environmental factors influence 

patient outcomes need special attention while quality problems plague the health care 

systems in Europe and the US during times of increased health demands. Adverse 

events in health care in Western countries are increasing. It is estimated that every 

tenth patient in hospitals in Europe suffers from preventable harm and adverse 

effects related to health care (WHO, 2002b). The US Institute of Medicine estimated 

in 1999 that 98,000 hospitalised patients die each year in the US due to health care 

errors (Institute of Medicine, 1999). In a recent OECD report on quality in health 

care, the member countries are encouraged to apply diverse measures to contain cost 

of health care, reduce waste, enhance productivity and increase quality of health care 

(Docteur, 2004). Consequently, health systen1s are increasingly focused on clinical 

quality and safety (Berwick, 1999; Berwick, 2000). 
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High quality patient care is the ultimate goal of nursing care. Many threats to 

patient safety arise from aspects of nurses' work life. Among these are 

organisational culture, work processes, workload, work hours and management of 

nursing staff (Institute of Medicine, 2002). Adverse events have been linked to nurse 

shortages (Aiken et aI., 2002; Needleman et aI., 2002; Sochalski, 2001) and to failure 

in the organisation of care (Institute of Medicine, 1999). 

It is important to examine how health care organisations can design nurses' 

working environment to create a safer health care system and facilitate the safe 

delivery of nursing care. This is important in the face of a current nursing shortage, 

long working hours, more acutely ill patients and shorter hospital stays (Institute of 

Medicine, 2002). During times of rapid change, it is important to understand better 

the relationship between working environment, staff attitudes and the quality of 

patient care. This is valuable to ensure the success of health care services, bearing in 

mind that quality of care can be achieved only through patient centeredness, respect, 

continuous healing relationships, continuous improvement and redesign (Berwick, 

2004). 

Health care quality is three dimensional, covering patient, professional and 

management quality (Ovretveit & Aslaksen, 1999). There are three types of 

performance data; output, measures of time and financial indicators (Guest, 1997). 

Outcomes in health care are related to quality indicators such as complaints, number 

of nurses working in a ward, and health personnel's assessment of quality 

development (Ovretveit & Aslaksen, 1999). 

The evaluation of the quality of nursing care is based on outcomes of care. 

However the attribution of outcomes to differences in quality of care is complex. 

First, there are many determinants of health outcome, \vith some relating to the 



patient, such as disease process, severity, and co-morbidity, and others relating to the 

care provided. The situation is complicated further by the variable lag periods 

between receiving care and the outcome being measured. Finally, there are many 

challenges involved in choosing and applying appropriate outcome measures. For 

example, it has repeatedly been shown that patients undergoing cataract surgery 

actually have worse post-operative scores on a widely used health status measure, the 

SF-36, because their improved visual acuity allows them to undertake more active 

pursuits, often unveiling previously unrecognised musculoskeletal problems 

(Mangione et aI, 1994). 

Given these diverse difficulties, researchers have frequently sought proxy 

measures of quality of care, and in particular measures of how care is perceived by 

those providing it (Aiken, Sloane, & Sochalski, 1998; Guest, 1997; Arnetz, 1999). 

This is analogous to the use, in household surveys in transitional countries, of a 

question on self-perceived financial status, that has been found to have considerably 

greater explanatory power than apparently harder measures such as income 

(Balabanova & McKee, 2002). 

Of course, this raises a crucial question is whether this is a valid means of 

assessing actual quality of care. Compared with the rigorous testing that, for 

example, health status measures have been subjected to, it is apparent that self

perceived quality has been somewhat under-researched. The most obvious problem 

is a lack of a gold standard with which to compare it. For the reasons stated above, 

patient outcomes are problematic. Nonetheless, drawing on the conventional 

dimensions of validity, some reassurance can be drawn. The measure does have a 

degree of face validity. In other words, on the face of it it seems to be focussing on 

what is in1portant. It also has content validity, in that when it is used it is frequently 



disaggregated into several specific aspects of quality, such as infonnation gi\'en to 

patients, or patient involvement in decision-making, all of which can be related to 

what is commonly understood as the quality of the care process. However, it is also 

the case that some elements of "quality" are not included. 

Turning to more quantitative assessment, there is also evidence of predictive 

validity, in that a Swedish study among 1,400 health care employees (nurses and 

doctors) showed that staff perception of the quality of patient care, in tenns of 

infonnation to patients, accessibility and patients involvement in care processes, 

predicted the results from independent aggregate data from patients complaints as 

well as findings from hospital incidents report for the same period (Arnetz, 1999). 

Similar findings were obtained in a study among 12,400 US nurses in acute care 

hospitals including nurse assessed quality of patient care as well as questions about 

patient adverse events, such as medication errors, infections and patient falls with 

injuries. The study found that nurses who rated their care on the unit as "fair" or 

"poor" also reported higher frequency of medication errors, infections and patient 

falls, compared to nurses who rated quality of patient care as "excellent" or "good" 

(Sochalski,2001). Unfortunately, it was not possible to identify studies that had 

assessed concurrent or divergent validity, and this is clearly an area for further 

research, although it is not possible within the framework of the current thesis 

because of the inclusion of a single hospital. While recognising these limitations, it 

is concluded that there is sufficient evidence of validity to justify the use of nurse

rated quality of patient care. 

A number of studies of magnet hospitals provide evidence of the relationship 

between the quality of patient care and nurses' working environmental factors, i.e. 

adequate staffing, supportive management and autonomy, and patient quality 
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outcomes (Aiken et aI., 2001; Aiken et aI., 2002; Rafferty et aI., 2001). Research 

also shows that patients' satisfaction with hospital care is related to workload and 

unfinished care (Sochalski, 2001) and long work hours (Rogers, Hwang, Scott, 

Aiken, & Dinges, 2004). Patients' lack of satisfaction has also been related to 

nurses' emotional exhaustion (Leiter et aI., 1998; Tzeng et aI., 2002; Vahey et aI., 

2004). 

It is evident from current research that adequate nurse staffing, workload and 

nurse-to-patient ratios are important for patient quality. These are supported by a 

recent cross-sectional survey in the US. This indicated that for nurses who reported 

adequate staffing, good administrative support and good relationships with doctors, 

the likelihood was significantly higher that patients would report greater satisfaction 

with their care (Vahey et aI., 2004). Similarly, in a large sample of hospitals a study 

found that those with fewer registered nurses, patients were more likely to suffer 

complications such as pressure ulcers, higher rates of infections, gastrointestinal 

bleeding, pneumonia, falls, and errors in medication and transfusion. Furthermore, 

these patients were more likely to have to stay in hospital longer, and eventually to 

die from conditions that might have been reversed if treated in time (Needleman et 

aI., 2002). 

Among other organisational factors important for the quality of patient care are 

management and leadership. Ovretveit (2004) recently conducted a review of the 

literature, which shows that there is evidence of the importance of leadership in 

achieving quality and safety improvement. However, the review also shows that 

there is little research specifying which types of leadership actions are required to 

bring out quality and safety improvements. There is an imprecise use of terms for 

Inanagement and leadership in these studies (OYretveit, 2004). Nursing research 
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points to structural (organisational) empowerment (see section 1.4.2.3) as being 

related to better quality of patient care (Laschinger, Wong, McMahon, & Kaufmann. 

1999). Among the components of structural empowerment is trust, a feature 

increasingly considered fundamental to patient quality and quality improvement 

(Berwick, 2003; Green, 2004; Kanter, 2004). 

There is a growing awareness in Iceland's health care system that the quality of 

patient care must be improved. A recent government assessment of the quality of 

hospital services has indicated good outcomes for the majority of quality indicators 

measured (Icelandic National Audit Office, 2003; Heilbrigois- og 

tryggingamilanlouneytio & Landlreknisembrettio, 2003). Still, limited rigorous 

hospital data are available on patient care. In particular, LSH hospital data on 

nursing care patient outcomes and with regard to nurses' working environment are 

not available. Furthermore, there is a growing need for benchmarking Icelandic 

health care outcomes during times of rapid change in health care services. 

In summary, the literature indicates that nurse staffing, workload, professional 

autonomy, good inter-professional relationships, supportive leadership and structural 

empowerment are important factors in health care, which in tum improve the quality 

of patient care. However, these relationships need further exploration in light of 

increased demands in health care, changing public expectations and involvement in 

health care services (West & Staniszewska, 2004). More research is also needed to 

bring about consistency in the terms and measures used (Ovretveit, 2004). Further 

studies providing descriptive measures, as well as analyses of potential effects on 

patient outcomes, will strengthen the evidence for successful strategies in hospital 

quality in1provements. 
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Given the importance of working environment for both nurse and patient 

outcomes it is important to examine the various aspects of nurses' working 

environment and further explore how they influence these outcomes. This is the aim 

of next section in this literature review. 

1.4 Nurses' working environment 

Two models of healthy nurses' working environment are used to structure the review 

of the literature. These are the evidence based on the traits of magnet hospitals 

(Aiken, 2002) and a Canadian model of healthy nurses' working environment 

(Registered Nurses Association Ontario Canada, 2004). Two dimensions of nurses' 

working environment will be examined. First, environmental aspects at the 

individual level are considered, namely nurse professional competence, work 

demands and staffing as requirements of work, and clinical autonomy. Second, at 

the organisational level, communication and collaboration between nurses and 

doctors and hospital administrative behaviour are considered, specifically how 

administrative behaviour relates to theories on empowerment. The review concludes 

with a section on magnet hospitals and related studies. 

The third dimension of nurses' working environment, the nurses' external 

working environment, refers in this study to the context of Icelandic nursing. This 

aspect is integrated as information on Icelandic society in the opening section of this 

thesis (page 17) and on the Icelandic nursing workforce in chapter two (page 98). 

1.4.1 Individual nurses' working environment 

Nurses' working environment at the individual level relates to nurse competence; the 

content of the job and corresponding work delnands and work-load (Registered 
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Nurses Association Ontario Canada, 2004). The relationship between work demands 

and control over practice is important both for the quality of nurses' working life and 

nurse productivity. Staffing is particularly important in light of increasing demands 

on health care and growing nurse shortages. Before reviewing these, the nature of 

nursing practice will be discussed briefly as this underpins the understanding of 

nurses' working environment and its influence on nurse and patient outcomes. 

1.4.1.1 Nursing as a caring practice - nurse professional competence 

The characteristics of a nurse comprise personal attributes and acquired skills and 

knowledge, which are related to the professional context both within and outside the 

organisation (Registered Nurses Association Ontario Canada, 2004). Nursing is an 

important part of patients' healing and cure and is grounded almost entirely in human 

relations and caring. Caring is based on personal contact and the understanding of 

patients' needs. According to Eriksson, the aim of caring is to help the patient attain 

as good health as possible and the central tenet is respect for human dignity in all 

circumstances. The aim of the caring process is also to support nursing practice and 

decision-making of holistic care by integrating the crises of life, harmonising the 

conditions of existence, and building hope and belief for the future (Karrkkainen & 

Eriksson, 2004). 

Nurses provide care for people in the midst of health and pain, birth and 

grieving (Benner & Wrubel, 1989). Hospital nurses monitor patients' status, co

ordinate their care, educate patients and relatives, and provide therapeutic care. 

Caring is considered to have three discrete meanings, physical acts, protective nurse 

behaviours, and emotion-laden concern for patients. Caring can be seen as the 

content of nursing, a context or a process of delivering nursing. For the purposes of 



the present thesis caring is understood as a nursing phenomenon and as a process by 

which nursing is delivered (Barnum, 1998; Watson, 1985). 

Other essential parts of nursing are communication and collaboration with other 

health care disciplines. During times of high pressure and shorter stays of patients in 

health care organisations time for personal contact and communication can be 

limited. Hence, the opportunity for professional collaboration as part of the caring 

processes to benefit patients and relatives may decrease with potential consequences 

for professional standards of nursing care. There is a need to take into account 

demands associated with nursing practice which influence the quality of nurses' 

working life and the quality of patient care. 

The international trend in nurse education is towards increasing the proportion 

of baccalaureate-prepared nurses in relation to the number of nurses with non

academic preparation (Clarke & Connolly, 2004). Recent research indicates that 

hospitals with higher proportions of nurses educated at the baccalaureate level have 

better patient outcomes (Aiken, Clarke, Cheung, Sloane, & Silber, 2003). However, 

more research is needed to draw firm conclusions about the implications of higher 

levels of nurse education for quality of patient care (Clarke & Connolly, 2004). 

1.4.1.2 Demands in health care 

Nursing is considered a very demanding job (Cox et aI., 2004) and increasingly so in 

a complex health care environment with change, challenge and uncertainty as the 

norms (McKee & Healy, 2002). A series of Canadian studies that examines current 

strategies to address nursing workload issues indicates that higher nurse workload 

can lead to reduced job satisfaction and absenteeism, and threaten the quality of 

patient care (Advisory Con1mittee on Health Human Resources, 2002). Nursing 
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shortage is currently a worldwide problem and is linked to an actual shortage in 

numbers of nurses, problems in maximising their productivity, and insufficient funds 

to hire the number of nurses needed to deliver care (Buchan, 2002; OECD, 2005). 

Nurses are working harder, spending less time with each person, caring for more 

individuals and doing more tasks in more intense ways, and this leads to work 

overload (Bauman et aI., 2001). Heavy workloads and understaffing characterise 

unhealthy nursing environments (Aiken et aI., 2002; Laschinger & Havens, 1997). 

Cross-national studies show that nurses report that they have to leave patient care 

needs unmet because they do not have the necessary time (Aiken et aI., 2001). 

A recent Dutch study on the organisational aspects of hospital nursing found 

that nurses' workload increased as care became more complex and less predictable, 

with higher staff occupancy rate and fewer resources available (Tummers et aI., 

2002). There is extensive evidence that reductions in hospital capacity, for example 

as a result of mergers, impact adversely on remaining staff (Valent, 2001; 

Annstrong-Stassen, Cameron and Horsburgh, 1996), and, especially, on those 

transferred to other facilities (Annstrong-Stassen, Cameron and Horsburgh, 2001). 

Adverse effects on staff are exacerbated by poor communication within the 

organisation and increased workload (Davidson, Fo1carelli, Crawfors, Dupart and 

Clifford, 1997). An in-depth analysis undertaken in the UK on the impact of mergers 

involving nine hospital trusts linked increased stress and more intense workload to 

the effects of the merger, outcomes that were associated with weaknesses of senior 

management (Fulop et aI, 2002). A Canadian study of 1363 hospital nurses reported 

that poor nurse job outcomes were related to weaknesses in the restructuring 

processes, for example the absence of good communication or perceived fairness in 

job losses (Burke and Greenglass, 2000). However, the available evidence suggests 
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that adverse outcomes are not inevitable and, with care, successful relocation of staff 

is possible and can lead to improved job satisfaction and decreased burnout (Burke, 

2002). 

Although threats from the physical environmental hazards at work remain, the 

social and psychological aspects of the working environment now pose new 

challenges to improvements in occupational health and quality of working life in 

health care. Prominent among the social determinants of workplace health are (1 ) 

exercising control over work, (2) demonstrating ability to use skills, (3) stimulation 

through work, (4) appropriate decision latitude, (5) interaction with others and (6) 

support (Marmot & Wilkinson, 2000). Alongside the social factors at work, 

psychological factors have been found to be significant contributors to health, 

especially cardiovascular health. This is demonstrated by a leading model in 

organisational studies, the demand-control-support model (Karasek & Theorell, 

2000). Research into demands and control at work has relevance to nurses' working 

environment and can help us to understand better the effect of hospital workload on 

staff and patients. Studies of nurses' working environment are increasingly based on 

this model and related to important concepts of current nurses' working environment, 

such as autonomy, control and support (Laschinger, Finegan, Shamian, & Almost, 

2001). The model is therefore relevant when examining nurses' working life in the 

context of high demands. Next, a brief introduction on the model is provided. 

Karasek applied his model of demand and control to the work situation, 

focusing on the way in which work is organised (Karasek, 1979). His model shows 

that alienation corresponds to decision latitude and has two interrelated components: 

intellectual discretion and authority over decisions. The core of the model is a set of 

cOlnbinations of job demands and job control. This model together with a dimension 



about support at work defines four different types of jobs with different effects on 

well-being: high strain jobs, active jobs, low strain jobs, and passive jobs (Karasek & 

Theorell, 1990). The demand-control-support model demonstrates that a relatively 

high degree of autonomy and control, a reasonable level of demand and social 

support from managers and colleagues appear to have a protective effect and are 

associated with job satisfaction and well-being (Karasek & Theorell, 2000). 

According to the model, exposure to an adverse psychosocial environment in tenns 

of high job demands and low control leads to sustained stress reactions with long

term consequences for well-being. This is more likely to be experienced by 

individuals in lower socio-economic groups, the effects being higher due to adverse 

working conditions (Siegrist & Marmot, 2004). Thus the model is relevant when 

examining nurses' work life in a context of high demands. 

The demand-control-support model has been tested in different settings, 

hospitals and other human service organisations. These studies indicate that hospital 

employees whose jobs are characterised by high demands and low control are at 

greater risk of poor psychological well-being and ill health than those enjoying lower 

work demands and higher control at work (Dollard, Winefield, Winefield, & J onge, 

2000; Karasek & Theorell, 2000; Laschinger, Finegan, Shamian, & Almost, 2001). 

1.4.1.3 Nurses' work-load and staffing 

Evidence from nursing research shows that increased work-load, fewer hours worked 

per patient, and shorter length of stay are experienced by health care staff as an 

increase in the demand side and are associated with a decrease in patient care and 

staff outcomes (Aiken et aI., 2002; Sovie & Jawad, 2001). According to a recent 

review of the literature, fatigue is a major concen1 for health professionals working 

long hours or rotating shifts (Australian Resource Centre for Hospital Inno\'ations, 
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2003). The same review shows factors contributing to adverse events are high 

workload and an inappropriate staffing mix. Despite increasing research into the 

area of work demands and nurse staffing there are still gaps in the literature (Bauman 

et aI., 2001). 

Research shows that less nursing time provided to patients is associated with 

poor patient outcomes (Institute of Medicine, 2004; Needleman et aI., 2002). Three 

recent reviews of the literature find that adequate nurse staffing is inversely related to 

in-patient mortality rates, lengths of stay for patients, patient complications and 

negative nurse job outcomes (Hewitt, Lankshear, Maynard, Sheldon, & Smith, 2003; 

Rafferty, West, & Lankshear, 2004; Stanton & Rutherford, 2004). A study 

examining research into health care work-force numbers shows that higher nurse- or 

doctor-to-patient ratios are associated with a reduction in mortality, successful rescue 

events, lower frequency of infections, fewer re-admissions and complications 

(Hewitt et aI., 2003). This study has also found that higher nurse staffing levels and 

training improve the outcome of care in hospitals and other settings. Furthermore, 

there is a possible threshold effect which means that at certain staffing levels no 

further benefit would accrue from additional staffing (Hewitt et aI., 2003). 

In relation to magnet hospitals, studies have found that inadequate staffing is 

related to low nurse-rated quality of patient care, nurse job dissatisfaction and 

emotional exhaustion. Nurse-patient ratios correlated with increased patient re

admission rates (Aiken et aI., 2002) and the number of patients assigned to nurses 

was associated with their ratings of quality of care, but the relationship with 

unfinished nursing at the end of a shift is even stronger (Sochalski, 2001). In 

Sochalski's study it was concluded that the consequences of high workload playa 

prominent role in terms of the relationship between staffing and quality of care. 
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There is evidence for a link between nurse staffing and nurse and patient 

outcomes. However, there are still gaps in the literature, e.g. better instruments are 

needed to measure the inter-relationship between organisational factors and outcome 

measures (McGillis-Hall, 2005). Moreover, previous literature indicates the need for 

clearer definitions of concepts and variables when analysing the impact of staffing on 

nurse and patient outcomes (Heinz, 2004). This study aims to examine the potential 

impact of staffing adequacy on nurses' working life and quality of patient care. 

According to current literature efforts to create a better working environment 

for nurses and their patients will include better staffing decisions to facilitate a safe 

working environment, adequate supplies, and adequate workload. Control and 

support at work play an important role for health care workers in buffering 

increasingly high demands. Hence, professional autonomy and the social aspects of 

the health care working environment are of equal importance and will be presented in 

the following sections. 

1.4.1.4 Nurse autonomy 

Autonomy plays an important role in the well-being and job performance of health 

care professionals (Aiken et aI., 2002; Aiken et aI., 2002; Arnetz, 1999; Kramer & 

Schmalenberg, 2003b). It is closely related to self-esteem and the earning of respect, 

a basic need for all people where context plays an important role (Marmot, 2003; 

Sennett, 2003). According to nursing research, autonomy is considered highly 

in1portant for job satisfaction and performance, but there are still gaps in this 

literature (Kramer & Schmalenberg, 2003b; Tranmer, 2005). Consequently, it is 

important to examine the potential impact of nurse autonomy for hospital nurse and 

patient outcon1es. 
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A review of the nursing literature demonstrates the ambiguity in understanding 

autonomy (Ballou, 1998), and the concept is defined inconsistently (Marjoribanks & 

Lewis,2003). Worker autonomy has been defined as the freedom to act on an 

individual's own knowledge and experience (Kramer & Schmalenberg, 1993). 

Nurse autonomy is also understood as a belief in the centrality of the "client" when 

making responsible discretionary decisions with accountability as the primary 

consequence of professional autonomy (Wade, 1999). A formal analysis of the 

concept reveals the following inherent themes: self-governance, decision-making, 

competence, critical reflection, freedom and self-control (Ballou, 1998). 

Nurse autonomy, control over resources, nurse-doctor teamwork, decision

making, and emotional exhaustion have been associated with nurse assessed quality 

of care and nurse satisfaction (Rafferty et aI., 2001). A review of the findings from 

magnet hospital studies published from 1983 to 1996 shows a positive and 

significant relationship between autonomy and job satisfaction, but the authors 

conclude that more research is necessary to identify further relationships between 

autonomy and outcomes (Scott, Sochalski, & Aiken, 1999). This need has been 

confirmed in more recent publications (Kramer & Schmalenberg, 2003b; Tranmer, 

2005). A review of the literature indicates that whereas the Nursing Work Index

Revised (NWI-R) measure (primarily used in magnet studies) is a good tool for 

measuring organisational attributes (see section l. 5.1), its use in measuring 

professional nurse autonomy is limited (Tranmer, 2005). 

In a study of staff nurses from 14 US magnet hospitals, using quantitative and 

qualitative methods, a new five-category ranked autonomy scale was developed 

(Kramer & Schmalenberg, 2003b). The nurses related their understanding of 

autononlY to clinical practice with competence and freedom as prerequisites for 
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autonomy. The authors conclude that nurse managers must provide nurses with 

opportunities, trust, reward and empowerment for them to function autonomously. 

The degree of autonomy is strongly correlated with job satisfaction and quality of 

care as measured by the new scale (Kramer & Schmalenberg, 2003b). The relation 

between worker autonomy and empowerment at work is a popular notion, but the 

interplay between the two is not yet well understood (Kennerly, 2000; Marjoribanks 

& Lewis, 2003). 

1.4.1.5 The characteristics of an empowered nurse 

Empowerment can be understood at the individual level as well as the organisational 

and community levels (Kuokkanen & Leino-Kilpi, 2000; Nutbeam, 1998). 

Psychological empowerment, as a dynamic process of personal growth and 

development, has been investigated in nursing studies (e.g. Conger & Kanungo, 

1988). One study investigates empowerment from the standpoint of a nurse's 

personal qualities and performance by using qualitative methods with nurses at a 

university hospital in Finland. The study is based on Kanter's theory of 

organisational empowerment (Kanter, 1979). The findings show that empowerment 

is a process dependent on personal values as well as factors in the working 

environment. Moral principle, personal integrity, expertise, future orientation and 

sociability characterise an empowered nurse, and these are related to high self

esteem and successful professional performance (Kuokkanen & Leino-Kilpi, 2001). 

According to the findings from Finland, the characteristics of an empowered nurse 

ll1ake a link to the components of nurse autonomy (Ballou, 1998), i.e. self

governance, decision-making, competence, critical reflection, freedom and self-



control. Further studies on the relationship between these concepts would strengthen 

the evidence on nursing working environments and job outcomes. 

Limited data are available on nurses' working environment in Iceland's health 

care system. However, a survey shows that hospital staff nurses experience an 

increasing workload, which is related to physical exhaustion (Biering & Flygenring, 

2000). In another study using qualitative methods, clinical unit managers at 

Landspitali University Hospital (LSH) perceived high work demands and 

responsibility and stated that they experienced a lack of support from their superiors 

and a lack of clarity regarding the vision of the services and strategic plans 

(Herbertsd6ttir, 2002). These two studies serve as an important contribution to the 

background of this thesis. 

In summary, the literature shows that an individual nurse's working 

environment is important for both nurse and patient outcomes. Evidence shows that 

increasing workloads and staff shortages have negative effects on nurse and patient 

outcomes. Control over work and support at work appear to have a positive 

influence, but these relationships need further exploration. Research findings point 

to the importance of nurse autonomy for staff and patient outcomes. However, the 

literature indicates a lack of clarity in definition and an inconsistent use of measures 

and therefore stresses the need for further research, in particular with regard to nurse 

autonomy. 

1.4.2 Organisational nurse working environment 

The Registered Nurses Association in Canada defines nurses' working environment 

at the organisational level as the physical and psychosocial context of the nursing job 

(Registered Nurse Association Ontario Canada, 2004). A healthy physical working 
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environment is of great importance to health care workers and should provide 

employees with optimal conditions to carry out the tasks for which they have been 

trained. The focus of this thesis is on the psychosocial aspects of nurses' working 

environment at the organisational level. For the purpose of this review, professional 

relationships with colleagues and co-workers, and with doctors in particular, will be 

outlined. It is also important to consider nurses' relationships with superiors with 

respect to the behaviour of managers and leaders, and nurse's participation in 

organisational affairs. 

1.4.2.1 Professional relationships 

Collaboration and shared information are fundamental components of the working 

environment. As Firth-Cozens has pointed out, there has been an increasing 

emphasis on multi-disciplinary teams to address the complexities of delivering 

quality health care (Firth-Cozens, 1998). In light of the development of the nursing 

profession, blending diverse values, abilities and perceived authority makes 

teamwork a challenging as well as a valuable task (Rice, 2000). Improvements in 

communications and safety within an organisation are directly related to maintaining 

a supportive culture, job satisfaction, well-being at work, safe practice and the 

quality of care (Firth-Cozens, 2001). 

The focus here is on the characteristics of the interpersonal behaviours that 

facilitate effective interaction and decision-making, as well as on team behaviour. 

The inter-professional collaboration between nurses and doctors will be examined 

and followed by consideration of the important aspects of social support at work. 

A temTI is a group of people brought together to work towards a common goal 

where interdependency of team members, communication, collaboration, and the 
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specific roles of team members all affect a team's effectiveness (Firth-Cozens, 2001). 

The importance of these issues in health care is highlighted by a recent review by the 

US Institute of Medicine on the safety of the health care working environment. The 

review emphasises that health care professionals need better training to promote and 

support interdisciplinary collaboration and structured teamwork (Institute of 

Medicine, 2004). Teams need leaders to pull them together, to provide them with a 

common purpose and to develop their skills, expectations and patterns of learning 

(Firth-Cozens & Mowbray, 2001). Ovretveit (1996) points out the importance of 

defining different types of teams in health care for practice and research. He presents 

five domains to multi-disciplinary teams as a result of research and developmental 

work: degree of integration, extent of collective responsibility, membership, client 

pathway and management. One of these domains or all can be used to describe a 

team (Ovretveit, 1996). 

According to a publication by the US Institute of Medicine, teamwork is 

associated with better patient care and staff outcomes, but poor communication has 

been shown to contribute to errors (Institute of Medicine, 2004). At the core of 

professional relationships in hospital care is the collaboration between nurses and 

doctors, and research points to this collaboration as a predictor of patient outcomes. 

One study shows that increased collaboration, communication and conflict resolution 

between nurses and doctors in hospital medical units reduces patient falls and urinary 

tract infections (Sovie & Jawad, 2001). These are in line with findings from studies 

related to magnet hospitals (Aiken et aI., 2001; Rafferty et aI., 2001) and will be 

presented in a separate section (1.5.1 page 78). A review of the literature draws out 

three basic assmnptions as necessary for effective teamwork and benefiting the 

quality of patient care (Rice, 2000). Among these are shared understanding of roles, 



norms and values, team's goals, independent and co-operative function of the team. 

shared decision-making and the combined efforts of the team (Rice, 2000). 

A large US study of nurse-doctor relationships targets nurses, doctors and 

executives in a large hospital network in order to view different aspects of the 

relationship (Rosenstein, 2002). The nurse-doctor relationship is also examined to 

see how it affects nurse job satisfaction, morale and retention. Respondents saw a 

direct link between disruptive physician behaviour and nurse job satisfaction and 

retention. Furthermore, it suggests strategies for improvements, including greater 

opportunities for collaboration and programmes to improve working relationships 

(Rosenstein, 2002). 

According to the literature, inter-professional collaboration in health care is an 

important feature of the working environment, and a complex and multi-faceted one. 

Collaboration between nurses and doctors is at the core of professional relationships 

in health care. Stein first presented the notion of the doctor-nurse "game" in the 

1960s as a stereotypical pattern of communication in which nurses learned to appear 

to passively accept the doctor's dominance in knowledge and skills (Stein, Watts, & 

Howell, 1990). However, according to Stein's notion the nurses acted with initiative 

and offered professional advice (Stein et aI., 1990). A review of the literature 

investigated this notion and found that these patterns were less common in current 

clinical practice and communication was more straightforward and open (Sweet & 

Norman, 1995). However, a qualitative study in UK hospitals showed that, despite 

some recognition of blurring professional boundaries, nurses were reluctant to 

challenge doctors' authority (Snelgrove & Hughes, 2000). This UK study also 

showed that nurses approached doctors by using the notion of patient advocacy to 

justify their questioning of doctors' decisions (Snelgrove & Hughes, 2000). 
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Despite a vast number of papers available on the nurse-doctor relationship. 

there remains a gap in this literature in terms of empirical research (Doran, 2005; 

Sweet & Norman, 1995). Furthermore, there is a need for clear definitions of terms 

and corresponding measures in the context of changing health care and increased 

workload (Rice, 2000; Ovretveit, 1996). 

The effects of social cohesion and social support on health and happiness have 

been studied widely showing that social connectedness matters to our lives in the 

most profound way (House, 1987) and in health care the support of colleagues and 

superiors has a potential impact on staff and patient outcomes. The effect of support 

at work on staff outcomes has been demonstrated in the previous section on the 

model about demand-control-support (Karasek & Theorell, 2000). Social 

connectedness is related to social capital, which is defined as representing the degree 

of social cohesion in a community (Putnam, 2000). Social capital refers to the 

processes, which connect people through networks, norms and social trust, which in 

tum facilitate co-ordination and co-operation for mutual benefit (Putnam, 2000). In 

light of this, social capital can play an important role in communities and 

organisations where collaboration, shared information and networking are 

encouraged. Social capital is relevant to organisations and is a resource, which 

reflects the character of social relations within organisations such as the hospital 

setting. This has been pointed out in a publication from the OEeD (2001). The 

report demonstrates that social capital can facilitate successful collective action and 

create bonds of loyalty and commitment between employers and employees (OEeD, 

2001). Research among US organisations has shown that when an organisation is 

strong in social capital, resilience and trust exist between the organisation and the 

en1ployees, and also among employees (Leana & Van Buren, 2000). Furthemlore. 
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research on organisational change and downsizing shows that promoting stability and 

sociability are among the methods that can build and maintain social capital in 

organisations while short-term arrangements, performance-based pay for individuals 

and downsizing may be associated with loss in social capital (Leana & Van Buren, 

2000). 

Studies show that social support at work is important for nurses' well-being 

(Laschinger, Finegan, Shamian, & Piotr, 2001) and that social capital is related to 

their mental health and work effectiveness through empowerment (Laschinger & 

Havens, 1997). Empowerment is considered as a means of social support through 

management and leadership behaviour that fosters nurses' perception of autonomy, 

confidence and meaningfulness of their work (Laschinger, Finegan, Shamian, & 

Piotr, 2001). A review of the literature shows that social support from a supervisor 

and co-workers positively influence affect, coping and well-being and are further 

related to job satisfaction, organisational commitment, and the prevention of bum out, 

absenteeism and intention to leave. The same review indicates a gap in the literature 

regarding the effects of social support from managers and colleagues on nurse and 

patient outcomes (Shirey, 2004). 

Trust is an important element of social capital. Evidence points to the 

importance of trust in health care and currently the requirement to raise trust has 

emerged (Berwick, 2003; Kanter, 2004). A review into the research on trust in 

health care indicated that trust is essential between staff and patients and that trust 

between staff and management is a crucial ingredient of quality (Calnan & Rove, 

2004). Organisational trust relates to the confidence in the words and actions of 

other people and has a beneficial impact on group cohesion, job satisfaction, 

organisational effectiveness and safety (Kanter, 2004). A Canadian study of hospital 
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nurses supports these findings and further relates trust to organisational 

empowerment and commitment (Laschinger & Finegan, 2005). Trust in the context 

of reporting errors in health care is important and in the belief that incidents will be 

dealt with sensitively and fairly with better outcomes for the patient (Firth-Cozens, 

2004). Kanter points out that in order to build the trust and commitment necessary to 

organisational success, it is important to create listening posts, open lines of 

communication, articulate shared goals, build coalitions and acknowledge others 

(Kanter,2000). Leaders and managers at all levels are main drivers for 

organisational trust demonstrating ability to influence others, express concern and 

values (Firth-Cozens, 2004). Trust is a complex phenomenon and difficult to 

measure, however, it appears that it is of great relevance in health care for staff and 

patient outcomes alike. Evidence points to the need for more research in this area to 

explore how changes in health care affect trust in relations both from the point of 

view of patients and clinicians (Calnan & Rove, 2004). 

1.4.2.2 Administrative behaviour 

Improvements in health care are increasingly related to management and leadership 

(Huselid, 1995). Findings from a survey of over 200.000 UK NHS (National Health 

Service) workers indicates that support from supervisors is among the factors that 

have the biggest impact on staff attitudes and safety at work (Health Commission, 

2004). Successful organisations in health care have a leadership style, which is 

based on values, builds trust, good collaboration and motivation and ultimately leads 

to success (Pendleton & King, 2002). According to Kanter's theory of 

organisational empowerment health leaders must create open channels of 

con1munication and information and take actions to empower and enable others to 

take action toward a shared vision (Stein & Kanter. 1993). It is important to consider 
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different aspects of health care administration when exploring the relationship 

between nurses' working environment and nurse and patient outcomes. It is to 

management and leadership behaviour that the review will now tum. 

1.4.2.2.1 Management and leadership 

The difference between management and leadership is one in which management 

controls people by pushing them in the right direction whereas leadership motivates 

them by satisfying basic human needs (Kotter, 1999). The purpose of systems and 

structure, according to Kotter, is to help people complete routine jobs successfully. 

Achieving a grand vision, on the other hand, requires an exceptional burst of energy. 

Motivation and inspiration energise people, not by pushing them in the right 

direction as a control mechanism, but by satisfying the human need for achievement, 

enhancing a sense of belonging, recognition, self-esteem, a feeling of control over 

one's life and the ability to live up to one's ideals (Kotter, 1999). For the purpose of 

this thesis management and leadership behaviour in health care are understood as 

interrelated features of administrative behaviour. 

Leadership results from a working relationship between the leader and other 

group members in which behaviour and situations are important (Northouse, 2001). 

According to Bass (1998), transformational leadership processes inspire a shared 

vision and enable others to act. Transformational leaders motivate others to do more 

than they originally intended and thought possible. Furthermore, Bass explains that 

transformational leadership is extensional to transactional leadership that pursues a 

cost-benefit, economic exchange to meet subordinates' current n1aterial and 

psychological needs in return for contracted services rendered by the subordinate. 

Research based on these ideas shows that transformational leaders achieve superior 
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results by employing one or more of the four components: idealised influence, 

inspiration, intellectual stimulation, and individualised consideration (Bass, 1998). 

Studies of transformational leadership have shown that stress is better handled 

when leaders are able to transform personal concern into efforts to achieve group 

goals and provide innovative solutions, whereas transactional leaders, who depend 

on rules to maintain and control the system, are unlikely to help followers cope with 

stressful situations (Bass, 1998). Nursing research supports the above evidence and 

shows that transformational leadership is beneficial for staff and patients (Bowles & 

Bowles, 2000; Glegg, 2001; Larrabee et aI., 2003). Further research is needed in this 

area (De Geest, Claessens, Longerich, & Schubert, 2003). 

Front-line nurse managers play an important role in hospital management, in 

particular for nurse job satisfaction and retention (Andrews and Dziegielewski, 

2005). A review of the literature on the role of clinical nurse managers shows that, 

despite their responsibility and pivotal role in health care, their role is not clearly 

defined (Oroviogoicoechea, 1996). These findings are supported by another review 

of the literature suggesting that to successfully meet current nurse shortages, future 

consideration should be given to the working environment of front-line nurse 

managers (Andrews and Dziegielewski, 2005). 

Research into nursing management and leadership in Iceland is limited. A 

survey of all staff at LSH hospital shows a general dissatisfaction with senior 

Inanagement, in particular with the flow of information and shared decision-making 

(Heilbrigois- og tryggingamalanlouneytio [Ministry of Health and Social Services] & 

Landlreknisembrettio [Directorate of Health], 2003). Among the available and 

relevant nursing studies is a qualitative study of the experience of unit n1anagers at 

LSH (n=7). The findings from this study show that unit managers experience high 



responsibility during times of high demands and changes within the health care 

system. Moreover, managers express lack of support from their superiors and an 

unclear vision and strategy related to the services (Herbertsd6ttir, 2002). 

Nurse leaders' empowering behaviour influences employees' perception of 

formal and informal power within the organisational structures, which are related to 

staff empowerment, job satisfaction and performance (Morrison, Jones, & Fuller, 

1997). Nursing research utilising the theory of organisational empowerment has 

shown a correlation between these processes and job satisfaction, reduced levels of 

burnout, increased productivity and organisational commitment (McNeese-Smith, 

1995). Hence, the concept of organisational empowerment is relevant for the present 

study as an important aspect of nurses' working environment. 

1.4.2.3 Organisational empowerment 

Empowerment has been applied to studies of nurses' working life (e.g. Kuokkanen, 

2003; Laschinger, 1996a; Morrison et aI., 1997). Empowerment is a central concept 

in contemporary health promotion and is looked upon as both a means and an end in 

health promotion practice (Wallerstein, 1992). The definition of empowerment is 

wide ranging and it may be a social, cultural, psychological or political concept, 

through which individuals and social groups are able to express their needs, present 

their concerns, devise strategies for involvement in decision-making, and achieve 

political and cultural action to meet those needs (Nutbeam, 1998). Nursing studies 

indicate that empowerment refers either to psychological empowerment, focusing 

largely on the individual's self-efficacy, or to organisational empowerment, shared 

power in the organisational structure and decision processes (Kuokkanen & Leino-

Kilpi, 2000). 
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Conger and Kanungo (1988) have drawn on the cognitive psychology literature 

to suggest that empowerment means "to enable to act" and refers to an intrinsic 

belief in personal efficacy. It is suggested that any managerial strategy that 

strengthens personal efficacy and belief of employees in their own capability will 

make them feel more powerful (Conger & Kanungo, 1988). Empowerment is also 

considered an intrinsic motivation manifested in four cognitions reflecting an 

individual's orientation to his or her work role: meaning, competence, self

determination and impact (Thomas & Velthouse, 1990). 

Nursing research based on Kanter's theory of organisational empowerment 

(Kanter, 1979) shows that empowering nurses' working environment provides access 

to information, resources and support, and opportunities to learn and develop, and, 

enables employees to accomplish their work (Kuokkanen, 2003; Laschinger, 1996b; 

Laschinger Finegan & Shamian, 2001). Kanter's model proposes that the basic 

element of empowerment is the ability to take action with positive benefits for the 

individual and the organisation. The model proposes that a person's job provides 

formal position and power in the organisation (Kanter, 1993). Nursing research 

based on Kanter's theory has strengthened the evidence base of influential factors 

within nurses' working environment. 

1.4.2.3.1 Nursing research on organisational empowerment 

Nursing research on organisational empowerment relates to organisational factors 

such as leadership behaviour, commitment and trust. Laschinger and Havens (1997) 

studied Kanter's model of a randomly selected sample of Canadian hospital nurses in 

a cross-sectional questionnaire survey with a focus on occupational mental health. 

The findings support Kanter's view on the relationship between organisational 

factors and work effectiveness, and sho\\' that staff nurses' perception of access to 
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work empowerment structures is strongly linked to occupational mental health and 

work effectiveness (Laschinger & Havens, 1997). In another study, Laschinger and 

her associates build on Kanter's theory to test a model linking specific leader

empowerment behaviours to staff nurse perception of workplace empowerment, 

occupational stress and work effectiveness. The study was conducted in a recently 

merged Canadian acute care hospital. Five aspects of empowering leader behaviour 

are examined: meaningful work, participation in decision-making, confidence in 

employees, facilitating goal accomplishment, and autonomy from bureaucracy. 

Results show that leader empowering behaviour influences employees' perceptions 

of formal and informal power and empowerment structures. The study also shows 

that better access to empowerment structures predict lower levels of nurse job 

tension and increased work effectiveness (Laschinger et aI., 1999). These two 

studies show that organisational empowerment and leader-empowerment behaviours 

are related to nurses' well-being at work and their work effectiveness. 

A Canadian study of 600 hospital nurses shows a relationship between 

perception of power and opportunities for engagement with high trust and trust in 

management, and these ultimately influenced job satisfaction and work commitment 

(Laschinger, Finegan & Shamian, 2001). Similarly, a study of92 hospital nurses 

found that empowering leader behaviour could improve nurse organisational 

commitment and overall work effectiveness (Wilson & Laschinger, 1994). Related 

Canadian studies have found that the perception of power and opportunity is 

negatively related to the characteristics of bum out (Hatcher & Laschinger, 1996) and 

promotes job satisfaction (Manojlovich & Laschinger, 2002). These results are 

consistent with Kanter's theory and show that organisational empowerment is also 

related to organisational commitn1ent and trust in management. 
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Successful nurse leadership has been linked to the features of organisational 

empowerment. Upenieks (2002b) bases her study of Kanter's theory and undertook 

a qualitative study to investigate successful leadership behaviour. Through 

interviews with 16 hospital nurse leaders, her findings supported Kanter's theory. 

They showed that effective leadership is linked to access to opportunity, resources, 

and information in the workplace. The study also showed that successful teamwork, 

a passion for nursing and being able to articulate it to other nurses was linked with 

effective hospital nurse leadership (Upenieks, 2002b). 

The importance of empowerment structures, according to Kanter's theory, has 

been supported by studies of nurses in different countries. A comparative study 

investigated organisational empowerment in hospital nurses in Norway and the USA 

(Ellefsen & Hamilton, 2000). The findings show that formal power adds more to 

overall empowerment among US nurses than among the Norwegian. While the same 

was true for informal power among Norwegian nurses, demographics such as age 

and education were important variables and the study showed that relatively low 

empowerment scores indicate an opportunity to increase empowerment in both 

samples (Ellefsen & Hamilton, 2000). 

Kanter's theory has been explored in a series of studies of Finnish nurses 

(Kuokkanen & Leino-Kilpi, 2000; Kuokkanen & Leino-Kilpi, 2001; Kuokkanen, 

Leino-Kilpi, & Katajisto, 2002). One of these used qualitative methods with nurses 

at a university hospital in Finland and showed that empowerment is a process 

dependent on personal values as well as factors in the nurses' working environment 

(Kuokkanen & Leino-Kilpi, 2001). This was followed up by a study of nurses 

working in different health care settings using a questionnaire based on findings from 

previous work. This study explored the characteristics of empowered nurses, i.c. 
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moral principles, personal integrity, expertise, future-orientatedness and sociability 

(Kuokkanen et aI., 2002). The results showed that Finnish nurses had a positive 

image of their own empowerment and empowerment was positively correlated with 

nurse job satisfaction, further education and organisational commitment. The need 

for further development of these concepts and a tool for the enhancement of 

professional competence, education and personnel management were suggested 

(Kuokkanen et aI., 2002). 

The third component of these Finnish studies is a study, which combined 

qualitative and quantitative findings to examine factors having an impact on a 

nurse's empowerment and to develop a model representing nurse empowerment 

(Kuokkanen, 2003). The proposed model of nurse empowerment consists firstly of 

factors concerning the qualities and performance of an empowered nurse and, 

secondly, factors which promote and impede empowerment. The model 

demonstrates a significant correlation between work empowerment factors and 

qualities and performances of an empowered nurse. In conclusion, the author 

discusses interesting similarities between these empowering factors and factors 

presented in the Nursing Work Index that has been applied to studies related to 

magnet hospitals (Aiken & Patrician, 2000). The Nursing Work Index is presented 

in a subsequent section in this thesis (section 1.5.1 page 78). 

Kanter's model has been supported in nursing studies and there is strong 

evidence of the positive influence of organisational empowerment on nurse outcomes 

and performance. Research based on Kanter's theory gives a reason to link the 

characteristics of an empowered nurse to the concept of autonomy as defined by 

Ballou (inherent themes are self-governance, decision-making, competence, critical 

reflection, freedon1 and self-control; Ballou, 1998). Third, as will be considered in 
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the following section on magnet hospitals, both work empowerment and autonomy 

are among the traits of magnet hospitals. Hence, it is important to examine the link 

between Kanter's model and the Nursing Work Index that was designed to measure 

magnet hospital attributes (Aiken & Patrician, 2000; Kramer & Hafner, 1989). On 

balance, the evidence shows that there is a reciprocal relationship between 

empowering hospital structures, nurse autonomy and the characteristics of an 

empowered nurse. Furthermore, research shows that these factors are related to 

organisational commitment, trust in management, nurse job satisfaction and work 

effectiveness. 

In summary, the literature shows that social connectedness at work is important 

for nurse outcomes and it is also related to positive patient outcomes. In particular, 

the nurse-doctor relationship is important in this respect but further research is 

needed to strengthen the evidence and better understand successful practice. The 

literature also shows that supportive management and leadership behaviour are 

important for nurse and patient outcomes but again, more research is needed. These 

features are among the traits of successful hospitals known in the literature as magnet 

hospitals (Aiken, 2002). Next this literature review turns to the model on magnet 

hospitals as successful organisations for staff and patients. 

1.5 Traits of magnet hospitals 

Magnet hospitals are among prominent and widely studied health care organisations 

designed to improve outcomes for staff and patients. The term was originally 

applied to a group of US hospitals that were able successfully to recruit and retain 

professional nurses during a national nursing shortage in the early 1980s (McClure et 

aI., 2002). The original study was conducted in 1982 to investigate characteristics of 
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hospitals that facilitated professional nursing practice (McClure et aI., 2002). These 

were followed up in 1986 and 1989 by Kramer and colleagues, and their findings 

supported the previous findings that magnet hospitals embodied a set of 

organisational attributes enabling them to recruit and retain nurses (Kramer & 

Schmalenberg, 2002a). In the 1990s Aiken and her team started to study these 

hospitals to identify the quality of patient care as well as determinants of nurse 

outcomes. When compared with matched control hospitals, magnet hospitals 

showed lower mortality rates and higher patient satisfaction. The studies also 

showed that nurses in magnet hospitals were less burned out and derived greater job 

satisfaction than counter-partners in non-magnet hospitals (Aiken, 2002). 

Magnet hospitals are institutions with better than average measures of nurses' 

working life and patient outcomes. "Magnet"designation was conceived when the 

American Academy of Nursing (AAN) conducted a study to identify which hospitals 

attracted and retained nurses, and which organisational features were shared by these 

successful hospitals (McClure et aI., 2002). In the 1990s, the American Nurses 

Association via the American Nursing Credentialing Centre established a formal 

programme to acknowledge excellence in nursing services. This was The Magnet 

Nurses Services Recognition Program, which was first granted in 1994 based on a 

voluntary process of external nurse peer review (Urden & Monarch, 2002). 

Magnet hospitals are conceptualised as those whose structure fosters high 

levels of nurse autonomy, control and better relations with physicians. Among 

effective traits of magnet hospitals nurse leaders are visibility and staff support 

(McClure et aI., 2002). Figure 2 (page 76 summarises the key characteristics of 

n1agnet hospitals. A review of magnet hospital research published between 1983 and 

1991 supports previous findings on the characteristics of magnet hospitals. The 
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review summarises the attributes of the professional practice of staff nurses in 

magnet hospitals, including therapeutic nurse-patient relationships, nurse autonomy 

and control, and the presence of collaborative nurse-physician relationships at the 

level of the patient unit (Scott et aI., 1999). Autonomy and staff involvement in 

decision-making were reported among the most significant variables in explaining 

job satisfaction and productivity in magnet hospitals and there were significant 

differences between magnet and non-magnet hospitals with regard to nurses' ratings 

of autonomy, control and relationship with physicians. Magnet hospitals showed 

lower mortality rates and higher patient satisfaction when compared with matched 

control hospitals. In conclusion, the review showed that the development and testing 

of models that measure the direct and indirect effects of autonomy, collaboration and 

control over practice on patient outcomes need further examination (Scott et aI., 

1999). 

The characteristics and outcomes of magnet hospitals have been examined in 

comparison to other US hospitals (Buchan, 1999). This study showed that, despite 

significant reorganisation and external reconfiguration, the magnet hospitals differ 

from other US hospitals in that the magnet leaders were main drivers of merger or 

alliance and planned to transfer the magnet ideas to the other institutions in the 

merger. The characteristics that continued to be present in all the original magnet 

hospitals are flexible hour provision and decentralised organisational structures. 

Among other traits of the magnet hospitals are participative management style, 

shared governance, an emphasis on professional autonomy, a nurse executive board 

level, and a clinical career structure for nurses linked to a clinical ladder (Buchan, 

1999). 
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The appropriateness of using the term "magnet" with regard to UK hospitals 

was examined and findings showed that all the characteristics highlighted as core to 

traits of magnet hospitals were applicable (Buchan, 1999). However, the author 

states that the research base for magnet hospitals remains limited mainly due to 

different methodologies across studies. This is partly due to the fact that the sample 

population of hospitals has changed since magnet hospitals were first identified in 

the early 1980s, and there have also been changes in the health care and labour 

markets (Buchan, 1999). A study examined the impact on nurse and patient 

outcomes of preparing for and achieving magnet hospital status in a UK hospital 

setting (Buchan, Ball & Rafferty, 2003). The study used interviews with a cross

section of managers and staff, and two surveys of staff before and after achieving the 

magnet hospital status. Findings show that the accreditation process positively 

influenced nurse and patient outcomes (Buchan et aI., 2003). 

Studies based on Kanter's theory have pointed out the link to studies associated 

with the traits of magnet hospitals. These describe the link between health care 

empowering structures, according to Kanter's model, and supportive structures for 

staff and patients, according to the traits of magnet hospitals (Kuokkanen, 2003; 

Laschinger, Almost & Tuer-Hodes, 2003). Kuokkanen (2003) suggests that there is 

a link between the characteristics of empowered nurses and the content of the NWI-R 

instrument (an instrument primarily used in magnet studies, see next section). 

Furthermore, Laschinger and associates have demonstrated that there is a link 

between the traits of magnet hospitals and the components of organisational 

enlpowerment (Laschinger et aI., 2003; Tigert & Laschinger, 2004). 

As will be presented in the following section, there appears to be inconsistent 

usage of concepts and measures in studies related to the traits of magnet hospitals 
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(Aiken & Patrician, 2000; Estabrooks et aI., 2002; Kramer & Schmalenberg, 2003b; 

Kramer & Schmalenberg, 2003c). Clear descriptions of the concepts and 

corresponding measures would benefit the estimation of the correlation between 

these two models, the traits of magnet hospitals and of Kanter's theory. 

Administration Professional practice 

Management style: Quality of patient care: 

• Participative • High-quality nursing care 

• Listens to staff • Family members of patients are 

Staff kept well informed 
members of the caring team 

• 
• Continuity of patient care 

• Open communication channels 

Director of nursing visible 
Professional practice: 

• 
• Professional models of care 

• Nursing has a voice at top level 
• Nurses responsible for care of a group 

Leadership style: of patients 

• Knowledgeable resources to staff • Nurses accountable for own practice 

• Supportive • Adequate amounts of time with 

• Treats subordinates with respect patients 

Courage to take risks • Freedom and ability to set standards • 
of care and monitor practice 

• Meaningful philosophy of patient care 
• Innovation and creativity in patient 

Organisational structure: care programmes 

• Directors of nursing at executive level • A vailability of specialist advice 

• Decentralized department structure • Peer support 

• Nursing involvement in committees • High value placed on education and 

Staffing: 
teaching 

Adequate staffing levels • Nursing enjoys high status • 
• Favourable nurse-patient ratios Professional develop ments: 

Many baccalaureate-prepared nurses • Orientation programmes for new staff 
• 

Personnel policies: • In-service and continuing education 

Competitive salaries and benefits • Support for formal education 
• 

Flexible working schedules • Career development 
• 

Shift rotation minimized • Management development • 
Promotion opportunities • Research part of development focus • 

F· re ') Characteristics of magnet hospitals (Source: McClure et al. (2002), pp. 8-IgU _. 

18) 
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1.5.1 Studies based on NWI-R 

The following section summarises studies based on the Nursing Work Index (NWI) 

that are relevant for the present study. Summarised information about selected 

studies in this area between the years 1994 and 2004 is provided in appendix 1 (page 

296). 

The NWI was developed from findings derived from early research on magnet 

hospitals in 1983. The 65 items of the instrument reflected organisational traits 

reported by nurses working at magnet hospitals as characteristics of their 

professional working environment. The instrument was intended to measure values 

related to job satisfaction and ability to provide quality patient care (Kramer & 

Hafner, 1989). In the late 1990s Aiken and colleagues sought to identify differences 

in organisational attributes between units and hospitals. Measuring individual traits 

was not the focus and the instrument was redesigned, now called the revised version, 

the Nursing Work Index-Revised (NWI-R) including 55 of the 65 original NWI 

items. Three sub-scales were derived from the NWI-R and first used to investigate 

mortality rates for magnet hospitals compared with controls and its reliability and 

validity tested. The three sub-scales; - autonomy, nurse-doctor relationships and 

control over practice - were conceptually derived, but the construction of the sub

scales was not based on empirical data (Aiken & Patrician, 2000). These sub-scales 

have since has been used widely, and a third sub-scale on organisational support for 

nursing been added (Aiken et aI., 2002). It appears that if empirical methods had 

been used for the original construction of the NWI-R sub-scales, it would have been 

beneficial for the widespread use of these scales across hospital settings and 

countries. 

77 



There is a vast amount of research on magnet hospitals and the NWI-R. The 

focus in this review is on studies between 1994 and 2004 aiming at hospital nurses' 

working environment, nurse job outcomes and quality of patient care. 

The first study to be presented here is by Aiken and colleagues, published in 

1994, on the quality of patient care in magnet hospitals. The objective was to 

identify patient mortality rates within magnet hospitals and compare to controls using 

hospital data on patient outcomes. The results showed that nurses working in magnet 

hospitals reported higher scores for all NWI-R sub-scales. The 39 magnet hospitals 

studied presented lower mortality rates among Medicare patients than did patients in 

the 195 control hospitals after controlling for other possible influences on patient 

mortality (Aiken, Smith, & Lake, 1994). 

The 1994 findings were supported in a study published in 1997 showing higher 

patient satisfaction and lower incidence of mortality for patients in scattered units in 

magnet hospitals. Scores of all NWI-R sub-scales were higher, and levels for needle 

"sticks" and burnout were lower in magnet hospitals than in matching control 

hospitals (Aiken & Sloane, 1997). Subsequently, a cross-national study was 

conducted including staffing as an additional dimension. This examined the effects 

of nurse staffing and organisational support on nurse and patient outcomes in an 

international sample of hospitals (Aiken et aI., 2002). In this study 10,319 nurses 

working in 303 hospitals across five jurisdictions were recruited. The study 

Ineasured nurse staffing, job satisfaction, burnout, and assessment of patient care 

together with measurement by four NWI-R sub-scales (autonomy, control, nurse

doctor relations and organisational support). The findings showed that adequate 

nurse staffing and administrative support have a significant effect on nurse job 

satisfaction, burnout and nurse assessment of quality of patient care. 
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Correspondingly, a model of the relationships between hospital organisation. nursing 

organisation and patient outcomes is presented (Aiken et ai., 2002). Based on their 

findings, the authors emphasise the importance of organisational support for nursing 

care and conclude that it is a potentially modifiable and undervalued determinant of 

these outcomes. This conceptual model is described in figure 3. 

Hospital organisation 

~ 
Organisational support for Nurse 
nursmg care: "- outcomes 

• Resource adequacy 
./ 

• Nurse autonomy 

l • Nurse control 

I Nurse-patient ratios I "'-
Nurse-physician work I /' • 
relationships 

Patient 
outcomes 

Surveillance 

Process of care 

Medical staff qualification 

Figure 3. Conceptual model on magnet hospitals; hospital organisation, nursing 
organisation and patient outcomes (Source: Aiken, Clarke and Sloane, 2002, page 
188) 

Aiken and associates further examined the link between hospital attributes and 

patient and nurse outcomes in a cross-sectional study focusing on staffing, mortality 

and nurse outcomes (Aiken et ai., 2002). They analysed survey data on work 

attitudes and staffing from 10,184 US staff nurses. These findings were linked to 

discharge data on 232342 patients and administrative data from 168 hospitals to 

explore risks for negative patient and nurse outcomes. For patients. the findings 

show that an increase in one patient per nurse enhanced the likelihood of the patient 
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dying within 30 days from admission by 7%, and of failure to rescue by 7%. For 

nurses, an increase in one patient per nurse enhanced the likelihood of burnout by 

23% and of being dissatisfied with the job by 15% (Aiken et aI., 2002). 

Rafferty and associates conducted a survey among 10,022 UK nurses in 32 

hospitals to examine the relationship between nurses' working environment and 

nurse and patient outcomes (Rafferty et aI., 2001). Working environmental factors 

were measured by NWI-R sub-scales previously developed (Aiken & Patrician, 

2000), but for nurse autonomy a new revised autonomy scale was used. The results 

show that nurses who reported higher levels of teamwork were significantly more 

likely to be satisfied with their jobs. In this study professional teamwork and 

autonomy were significantly correlated (Rafferty et aI., 2001). 

Researchers in Canada have examined the model of the traits of magnet 

hospitals. This research has investigated the relationships between nurses' working 

environmental factors - autonomy, control over practice environment and good 

nurse-doctor collaboration - and outcome measures - organisational trust, burnout, 

job satisfaction and nurse-assessed patient care quality (Laschinger, Shamian, & 

Thomson, 2001). The study adds trust as an important dimension to this area of 

research. Measures were the same as used in previous studies by Aiken et aI. (1997 

and 2000) in addition to measures of trust. The results support the proposition that 

features of the working environment such as autonomy, control over the practice 

environment and collaboration with physicians have an impact on staff nurses' trust 

in management. This ultimately influences nurses' job satisfaction and their 

assessment of patient care quality. These findings are consistent with previous 

research on magnet hospitals. They also highlighted the importance of creating 

enviromnents that empower nurses to accomplish their \York and generate positi\'e 
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feelings about their work, and its effect on patient and nurse outcomes (Laschinger, 

Shamian, & Thomson, 2001). 

Laschinger and colleagues further studied the traits of magnet hospitals to test a 

theoretical model of the link between nurses' perception of workplace empowerment, 

magnet hospital characteristics and job satisfaction by secondary analysis of data 

from three independent studies. The theoretical background to this study comprises 

the magnet hospital model, and Kanter's theory on structural empowerment. The 

findings of all three studies supported the link between magnet hospital 

characteristics and the combination of access to empowering work conditions and the 

significant prediction of nurse job satisfaction (Laschinger et aI., 2003). 

As noted above (page 71) this study by Laschinger and her colleagues (2003) 

would have been stronger if a conceptual comparison of measures had been 

provided. It is not clear from Laschinger study that individual dimension of the 

magnet model (autonomy, control, collaboration) and corresponding dimensions in 

Kanter's theory (opportunity, information, support, resources, formal power, 

informal power, global empowerment, satisfaction) actually represent correlated 

phenomenon. This means that it is not evident from this study that the contents of 

the compared measures are conceptually correlated. It is also noteworthy that in the 

study the fourth NWI-R sub-scale on organisational support used in Aiken's studies 

since 2002 (Aiken et aI., 2002) is not used to test the link between these two models, 

despite the fact that Kanter's theory primarily focuses on organisational 

elnpowerment (Kanter, 1993). 

The NWI-R measure is widely used in international settings. However, the 

usefulness of S0111e of its sub-scales has been questioned (e.g. Kramer & 

Sch111alenberg 2003a, 2003b, 2004; Tranmer, ~005). Kramer and Schmalenberg 
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conducted a series of studies between 1985 and 2001 to refine the original set of 

magnet characteristics, among them the items within the NWI (Kramer & 

Schmalenberg, 2002; 2004). Staff nurses in 14 magnet hospitals identified eight 

attributes associated with the original concept of magnetism. A further 289 magnet 

hospital staff nurses participated in a qualitative study to generate items to measure 

the eight essentials of magnetism (EOM). The psychometric properties of the EOM 

were established and tested via a study of 3,602 staff nurses in 16 magnet and 10 

non-magnet hospitals. The EOM-instrument aims to measure dimensions and 

conditions such as working with clinically competent nurses, nurse autonomy, 

supportive nurse manager, control over nursing practice and educational support. 

Content validity, representativeness and criterion-related validity indicated that the 

EOM scales are valid measures of a "magnetic" working environment. The overall 

findings point to the obsolescence of the NWI-R for use among US hospital nurses 

(Kramer & Schmalenberg, 2002; Kramer & Schmalenberg, 2004). Furthermore, 

these studies point to a conceptual inconsistency between the NWI-R sub-scales and 

the available literature on the concepts that these sub-scales are supposed to measure 

(Kramer & Schmalenberg, 2003a; 2003b). 

Studies based on NWI-R and related to magnet hospital are increasing. These 

studies have reported support for the relationships between nurse autonomy, control 

over practice, good relations between nurses and doctors, and organisational support 

and patient and nurse outcomes. Measures and methods applied in this area differ. 

Measures of patient outcomes include nurse-assessed quality of patient care, 

lTIortality rates and failure to rescue. Measures of aspects of nurses' working 

environnlent are a series of scales, some inconsistent across studies in terms of items 

within individual sub-scales. Nurse outconles are measured by job satisfaction, 
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burnout and intention to leave. For burnout the same measurement is used, i.e. three 

dimensions of the MBI (Maslach et aI., 1996). For job satisfaction single-item 

measures are used and for a few studies scales on overall job satisfaction are used. 

The leading measure of nurses' working environment in this area of research is 

the NWI-R. The use of sub-scales according to Aiken and Patrician (2000) is most 

frequent. However, there is some inconsistent use of sub-scales across studies and 

some authors have created their own scales (Estabrooks et aI., 2002; Rafferty et aI., 

2001). Nevertheless, studies related to magnet hospitals provide evidence of the 

links between supportive working environment factors and positive patient and nurse 

outcomes based on descriptive studies. Evidence of causal relationships is more 

limited in this area of research. Results from studies comparing the magnet model to 

Kanter's (1979) organisational empowerment model give rise to a possible link 

between these two models (Laschinger et aI., 2003; Tigert & Laschinger, 2004). 

Despite the growing research on magnet hospitals and the NWI (-R), there are 

still important gaps in the literature. In particular, while there have been many 

statistical studies looking at the quantitative relationship between nursing 

environments and outcomes (Buchan, 1999), apart from the studies by Kramer and 

Schmalenberg (2002; 2003a; 2003b; 2003c), few studies use either qualitative 

research or mixed methods to examine the magnet hospital concept. It is likely that 

the nature of the relationship between a phenomenon as multi-faceted as the nursing 

work environment and patient outcomes will be extremely complex, for example 

because of the potentially tortuous causal pathways that might be involved or the 

difficulty in defining the exposure (the working environment). In such 

circumstances it is necessary to develop an understanding of the meaning of the 

variables being studied and the pathways by which they might operate. This wi 11 
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offer an opportunity to understand what elements within the magnet hospital concept 

are the most important for producing improved nurse and patient outcomes. It is also 

important to gain an understanding of these phenomena in differing contexts, as it is 

plausible that they will be contextually bound, an issue that will be discussed later in 

relation to generalisability. To date, much of the relevant research is derived from 

studies conducted in North America. Research from Iceland expands the range of 

evidence and the settings that can be drawn on. Quantitative studies are often poorly 

suited to capture contextual differences (Bowling, 1999) while qualitative methods 

offer scope to explore the complex nature of a topic such as that being studied in this 

thesis, capturing social and contextual factors (Green & Thorogood, 2004). 

However, both methods capture different elements of the totality of the phenomenon 

being studied and the strengths and limitations of the two methodologies are 

complementary (Green & Thorogood, 2004; Sandelowski, 2000), helping to unpack 

the complexity of influential factors within the nurse work environment. Barbour 

(1999) suggests that mixed methods can generate a greater whole than the sum of the 

parts. However, it is important to note that, in the present study, the qualitative was 

secondary to the quantitative component. A sequential approach was adopted, in 

which the quantitative component was the dominant element. The qualitative study 

was designed to draw out further insights from the quantitative study, providing an 

astringent quality to the analysis. The operating assumption in this case was that the 

combination of both approaches would yield a more robust and rounded 

organisational perspective on the factors and processes associated with key features 

of the working environment. For these reasons, it is important to seek to close the 

gap in the literature concerning the magnet hospital concept so as to provide in

depth, nuanced knowledge about the factors influencing nurse and patient outcomes. 
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Hence, a study that uses mixed methods and is set in a context outside North 

America is unique and has the potential to extend knowledge about the applicability 

of the magnet hospital concept, facilitating a better understanding of possible 

differences in national cultures and the inter-relationships of factors within the 

nursing work environment. Consequently, the complementary use of quantitative 

and qualitative methods can provide valuable information that will shed light on the 

wider applicability of the magnet hospital concept. 

There is inconsistent content (items) in individual NWI-R sub-scales across 

studies that make comparison difficult. There is conceptual inconsistency between 

items in NWI-R sub-scales and available literature on the relevant concept, in 

particular for nurse autonomy (Kramer & Schmalenberg, 2003a; 2003b; Tranmer, 

2005). The reported link between the NWI-R sub-scales and the characteristics of 

organisational empowerment (Laschinger et aI., 2003) would benefit from further 

exploration, in particular the conceptual correlation between compared measures. 

Finally, further development and testing are needed of models that measure the direct 

and indirect effects of autonomy, collaboration, control over practice and 

organisational support on nurse and patient outcomes (McClure & Hinshaw, 2002; 

Scott et aI., 1999). In particular, there are few studies that use mixed methods and 

further research across cultures and countries is necessary to study the extent to 

which characteristics of magnet hospitals contribute to the success of hospitals in 

international settings (McClure & Hinshaw, 2002). The present study aims to 

contribute to the relevant body of knowledge. 
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1.6 Summary and conclusion 

This review of the relevant literature shows that different aspects of hospital nurses' 

working environment play important roles in determining the relevant outcomes for 

the present study, i.e. nurse and patient outcomes. Among the most important factors 

are work demands and staffing along with nurse autonomy, and relationships with 

colleagues and superiors. 

For nurse job outcomes the review highlights the key determinants of nurse job 

satisfaction and burnout. Nurse job satisfaction is related to autonomous practice, 

supportive management and leadership, recognition and professional collaboration 

together with intrinsic motivation. Despite the increasing number of studies, the 

determinants of nurse job satisfaction are still not perfectly understood. It is not clear 

how nurse job satisfaction is linked to working environmental factors, nor are the 

inter-relationships between concepts used clear. In this respect clear and consistent 

definition of terms across studies has been problematic, making comparison of 

studies difficult. Better understanding is needed on what works in the reality of 

hospital nurses, seen from different perspectives. 

In relation to nurse burnout, the review shows that stress, work demands and 

lack of resources are linked to nurse burnout. Social support at work and support 

from managers produce lower levels of burnout. However, one study (Stordeur, et 

aI., 2001) showed that transformational leadership behaviour did not influence nurse 

burnout. Moreover, another study showed that social support at work did not impact 

the experience of nurse burnout (Bourbonnais et aI, 1998). Research in different 

cultures and health care settings is needed to understand the cultural differences 

related to nurse burnout. Given that burnout is a complicated phenomenon, it is ,,'ell 

suited for qualitative methods. Further research on nurse experiences in this respect 
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would illuminate the phenomenon. To date, no published studies using standardised 

measures are available about nurse burnout in the Icelandic context. Research on 

nurse job satisfaction is also limited in Iceland. To date, no study including 

international comparison of nurse job outcomes has been conducted in Iceland. 

The literature indicates that adequate nurse staffing, professional autonomy, 

good inter-professional relationships and supportive leadership are important factors 

in the improvement of the quality of patient care. Again, the relationships between 

these need further exploration. This is particularly important in the context of 

increasing health care demands and patient expectation. Research into the quality of 

patient care appears to suffer from an inconsistency in the definition of terms and 

corresponding measures. Research on quality of patient care in Iceland is limited, as 

is research on the impact of hospital working environment on nurse-rated quality of 

care. 

According to the literature the hospital working environment plays an 

important role for nurse and patient outcomes. Increasing workloads and staff 

shortages negatively influence nurse and patient outcomes. The effect on different 

outcome measures in this relation still needs further exploration. Controls over work 

and nurse autonomy are also important. With regard to autonomy, due to a lack of 

clarity in definitions and inconsistent use of measures there is a need for further 

research. 

Social connectedness is an important aspect of the working environment, in 

particular, the nurse-doctor relationship. However, further research on nurse-doctor 

collaboration is needed to understand better how to develop successful practice. 

Research shows that supportive management and leadership behaviour are important 
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factors, but again this needs further exploration, in particular the effect of manager 

support on nurse and patient outcomes. 

The review indicates that strong evidence exists of the positive influence of 

organisational empowerment on nurse outcomes and performance. An interesting 

link between the concept and nurse autonomy can be derived from findings in studies 

based on the concept. Despite the increasing research based on the NWI-R in 

relation to magnet hospitals, there are still gaps in the literature. These are related to 

methodological issues, such as use of measures and structure of sub-scales. There is 

conceptual inconsistency between items in NWI-R sub-scales and inconsistent use of 

concepts, specifically for nurse autonomy. Recent research indicates that there is a 

link between the traits of magnet hospitals, the NWI-R sub-scales and the 

characteristics of organisational empowerment, but due to lack of conceptual 

clarification in relation to the measurements used further research is needed (Kramer 

& Schmalenberg, 2003b; Tranmer, 2005). To date, no study of the magnet hospital 

concept has been conducted in Iceland. 

Finally, the present review of the literature shows that for the concepts under 

investigation more in-depth knowledge of nurses' working environment in relation to 

nurse and patient outcomes is an important contribution to current literature. More 

research across countries, cultures and health care settings would help strengthen the 

evidence of successful health care organisations in the context of increasing health 

care demands and patient expectation. Eventually this would benefit the quality of 

patient care, and the recruitment and retention of hospital nurses. To date, limited 

research is available in Iceland about the link between hospital working 

environn1ental factors, nurse job outcomes and patient outcomes. 
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In conclusion, there is a need to examine further the relationships between 

hospital working environmental factors and nurse and patient outcomes. There is a 

need for further research on the determinants of nurse job satisfaction and multiple 

methods in this area of research would strengthen the evidence base. Data on nurses' 

job satisfaction in Iceland would benefit the development of knowledge of nurse job 

satisfaction. In particular, there are gaps in the literature on the influence of working 

relations, support at work and administrative behaviour. In the context of increasing 

health care demands and the critical shortage of nurses, a study on the working lives 

of Icelandic hospital nurses in a unique culture and setting, has the potential to 

increase knowledge of this area. It is crucial that the methodology used will enable 

comparison with findings from similar studies in other countries. The present review 

shows that a qualitative, in-depth understanding of the determinants of nurse and 

patient outcomes is needed to strengthen the evidence in this area of research. 

Hence, a study using mixed method is appropriate to help to close some of the gaps 

in the literature. 
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Chapter 2 Methodology 

2.1 Introduction 

This chapter includes a description of the methods used to address the study 

objectives and to answer the research question about the relationship between nurses' 

working environment and nurse and patient outcomes at Landspitali University 

Hospital Reykjavik (LSH). Given the complexity of nurses' working life in the 

context of contemporary hospital services it was decided to use two methods to 

investigate the research problem. First, to survey the total number of nurses working 

in direct clinical care at LSH, second, to interview a sub-sample of the survey 

participants in a series of focus groups to follow up further some of the survey 

findings. 

This chapter has four main components. The first is a presentation of the 

conceptual framework of the study, the research questions, study objectives and 

aims. The second covers the study design, popUlation and setting. The third 

considers the survey methods: the procedures used for adapting, pre-testing and 

pilot-testing the questionnaire, the contents of the questionnaire, some response rate 

considerations, details of the data collection procedure, participants of the 

questionnaire survey, and the approach used to analyse the survey data. The fourth 

part examines methodological considerations for the focus groups interviews, 

specifically preparation, participants and interview procedure, analysis plan, and 

issues concen1ing the reliability and validity of the qualitative data. The chapter 

concludes with son1e ethical considerations with regard to the present study process. 
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2.2 Conceptual framework, research question and objectives 

The conceptual framework was inspired by the model of magnet hospital as 

successful traits for the management of hospital nursing. Magnet hospitals are 

characterised by supportive administrative behaviour, nurse autonomy, control over 

nursing practice, staff involvement in decision-making, therapeutic nurse-patient 

relationships, professional nursing practice and collaborative nurse-physician 

relationships (McClure et aI., 2002; Scott et aI., 1999). Studies of magnet hospitals 

have shown that there are positive relationships between these characteristics and 

better outcomes, both for nurses (job satisfaction and lower burnout levels) and for 

patients (Aiken et aI., 2002). 

Correspondingly, supportive hospital nurses' working environmental factors 

are examined here as independent variables: management and leadership, 

professional collaboration, resources and staffing, and the underlying philosophy of 

the nursing practice. Nurse and patient outcomes are the dependent variables for the 

present study. These are measured as nurse job satisfaction and feelings of burnout, 

and nurse-rated quality of patient care. According to the model of magnet hospitals, 

it is expected that these relationships are inter-related. The relationships under 

investigation are graphically presented in figure 4 (page 92. This demonstrates the 

proposed positive relationships between nurses' working environment and nurse job 

outcomes (job satisfaction and burnout), and the quality of patient care (nurse

reported quality of patient care). 
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Independent variables: NWI-R sub-scales Dependent variables: nurse and patient outcomes 

Good nurse-doctor relationships 

Unit-level support 

Staffing adequacy 

Philosophy of practice 

Hospital-level support 

Direction of expected 
relationships between 

study variables 

Quality of patient care 

Nurse job satisfaction 

Nurse emotional exhaustion 

Nurse personal accomplishment 

Nurse depersonalisation 

Figure 4. Proposed relationships between variables under investigation 

Based on the literature and the conceptual framework, the research question 

was: "Are supportive working environment factors for nurses in an Icelandic 

hospital (LSH) positively related to their job satisfaction, absence of burnout and 

assessed quality of patient care?" The objectives were as follows: 

1. To describe the reported nurses' working environment at LSH 

2. To examine nurse job outcomes at LSH 

3. To explore the nurse-assessed quality of patient care at LSH 

4. To analyse the relationships between perceptions of the nurses' working 

environment and nurse job outcomes and nurse-rated quality of care 

Given the complexity of the study problem and to increase reliability and 

validity of the study quantitative along with qualitative methods were chosen to 

address the research question. The central aim of the study is to gain a better insight 

into the relationships between nurses' working environment characteristics and nurse 

and patient outcomes by surveying a large sample of Icelandic university hospital 

nurses and by conducting intervie\Ys with a sub-sample of the survey participants. 
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The primary reason for choosing the "traits of magnet hospitals" as a 

background to the conceptual framework and the methodology of the study was to 

enable benchmarking towards a prominent and widely studied model of successful 

health care organisation. Due to the small number of hospitals in Iceland, the 

possible function of a labelled health care organisation as a magnet hospital to recruit 

nurses is less important. 

2.3 Study design 

The present study uses a cross-sectional descriptive design to identify perceptions of 

working environments, job outcomes and assessments of quality of care among 

nurses and midwives working in clinical roles (N=930) at Landspitali University 

Hospital (LSH) in Reykjavik in 2002. The overall research question was: "Are 

supportive working environment factors for nurses in an Icelandic hospital (LSH) 

positively related to their job satisfaction, absence of burnout and assessed quality of 

patient care?" 

For the purposes of this study, supportive nurses' working environment factors 

are good inter-professional relationships, supportive managerial and leadership 

behaviour, adequate resources and underlying philosophy of practice. To address the 

research question, both quantitative and qualitative methods were applied. First, a 

survey questionnaire was adapted from the UK version of a questionnaire used in the 

International Hospital Outcomes Study (IHOS), a 1998-1999 study of 43,000 nurses 

in over 700 hospitals in five countries (Aiken et aI., 2001; Clarke, 2004). The IHOS 

battery (which includes the Nursing Work Index-Revised) was selected to facilitate 

cross-national comparisons. 



The second part of the research consisted of a qualitative study involving focus 

group interviews with a sub-sample of the survey to contribute further data to address 

the study objectives and the research question. Findings from these two methods 

were compared and combined to expand the understanding of the problem. to answer 

the study objectives and the research question. Figure 5 illustrates the overall design 

of the study. 

Quantitative part 

Questionnaire survey 

Nurses 

& 

Nurse managers 

Figure 5. Study design 

Data combination 

2.3.1 Combination of methods 

Qualitative part 

Focus group interviews 

Nurses 

& 

Nurse managers 

Mixed-method techniques may be used to expand and deepen the scope of studies. 

Using a combination of methods, multiple paradigms are reflected in the techniques 

used and blending qualitative and quantitative data can enrich the research. The 

same target phenomenon is explicitly framed by two or more worldviews 

(Sandelowski, 2000). Quantitative studies may fail to capture the full context of the 

situation and thus suffer from superficiality, whereas the strengths of qualitative 

studies are flexibility and potential to capture complexity. Qualitative methods are 

well suited to exploration. hypothesis-generation, and the development of lines for 
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future inquiry. However, they can also be used to illustrate the meaning of 

constructs and relationships, to clarify important results, and to illuminate and gi\'e 

interpretative guidance by adding a perspective that quantitative results alone cannot 

provide (Polit & Hungler, 1999). The strengths and limitations of these two 

methodologies may be complementary and the limitations of a single approach might 

be avoided and two methods used to generate somewhat different information to help 

to unpack the meaning of a phenomenon for the study subjects (Green & Thorogood, 

2004; Sandelowski, 2000). 

In the present study, the qualitative part was secondary to the quantitative part. 

Qualitative data were used as a supplementary source of information for 

investigating the concepts under study. This was also done to illuminate, explain and 

validate quantitative results by drawing forth more detailed responses from a sub-set 

of the individuals studied (Bogdan & Biklen, 1998). Sandelowski describes three 

purposes in combining methods: triangulation, complementarily and development 

(Sandelowski, 2000). The purpose of combining methods here was to obtain a 

complementarily and development of results. Findings of the quantitative and 

qualitative analysis were combined during the interpretative phase to expand the 

scope and improve the analytic power of the study (Sandelowski, 2000). 

2.3.2 Population and setting 

The target population was all nurses working in direct patient care at Landspitali 

University Hospital (LSH) in Reykjavik. This state-run facility is Iceland's largest 

hospital. After a facilities merger in 2000, LSH became the only hospital in the 

capital area (where 50% of Icelanders live). Participants were located in five 

different LSH buildings and campuses in the Reykjavik area. In 2002, 
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approximately 4,800 employees worked at the hospital in positions amounting to 

almost 3,800 full-time equivalents, 930 of whom employees were nurses working in 

various clinical settings (LSH, 2003). LSH's clinical services are administratively 

organised into directorates, which are comprised of one or more units or clinics 

(sometimes on different campuses), and are each overseen by both a nursing and a 

medical director. These directorates are surgery, internal medicine 1, internal 

medicine 2 (consisting primarily of oncology and palliative services), intensive care, 

accident and emergency care, obstetrics and gynaecology, paediatrics, psychiatry 

and, geriatrics (care of the elderly). Each directorate has several clinical units in 

totalling one hundred for the entire hospital. Each of these has a nurse unit manager 

responsible for nursing care, and a head medical doctor responsible for medical care. 

The average number of in-patients in 2003 was 939; total patients days 295,106 and 

average length of stay 5.2 days for somatic departments. The average length of stay 

has decreased significantly in the last few years and productivity has increased due to 

organisational changes (LSH, 2003). 

LSH was chosen as the sole site for this study for several reasons. There is 

only one other large hospital, Fj6roungssjukrahusio Akureyri (FSA), in the country, 

which was chosen as the pilot site for present study and is located. Others are only 

community hospitals, which generally handle low-risk and long-term patients. 

Because few nurses work in theses individual hospitals, any attempt to characterise 

their working environments would have been quite difficult. Whereas community 

nurses represent a large proportion of the nursing workforce in Iceland, the 

questionnaire tool used was designed for hospital settings and therefore was not 

suited to surveying this group. 
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Among LSH nursing staff, a number of further exclusion criteria were applied. 

Managers and nurses working in positions that did not involve contact with patients 

were specifically excluded. Midwives in Iceland are also nurses by profession 

(midwifery involves two years of speciality education following basic training). 

Because of this, and because they provide direct patient care and are under the 

supervision of the same managers in the obstetrics and gynaecology directorate, they 

were included as sUbjects. Hence forward, the term "nurse" will refer to both nurses 

and midwives. 

2.3.2.1 Icelandic nursing workforce 

In 2002, there were around 3,200 nurses in Iceland, of these, 700/0 had a BSc degree, 

50/0 a master's degree and 0.5% a doctoral degree (personal communication, 

Icelandic Nurse Association, 10 November 2002). Self-regulation of nursing 

practice that ensures nurses' accountability for their own practice was initiated in 

1978 through the Health Services Act of 1978, now the Health Services act no 97 of 

1990 (Alpingi, 2005). A nursing diploma school was run from 1931, but since 1986 

all nursing education in Iceland has been at the university level. Advanced training 

in nursing has been sought in other countries, usually in the USA. The first nursing 

association was established in 1919, an association for university-educated nurses 

was founded in 1977, and in 1994 the two associations merged (F elag islenskra 

hjukrunarfneoinga, 2005). Nursing philosophy and specialised practice have gained 

increased recognition and have been in constant development (Guomundsd6ttir, 

Delaney, Thoroddsen, & Karlsson, 2004). 
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2.3.3 Overview of study procedures 

Overall, this study involved five main components: translation and pre-testing of the 

survey instrument by means of a modified Delphi method, pilot testing of the suryey, 

conducting the questionnaire survey, focus groups interviews, and combination of 

findings. The translation and pre-test phase took approximately eight months, 

followed by a pilot study in a comparable setting a month prior to the main survey. 

Data collection for the questionnaire survey took approximately three months, and 

eight months later the focus groups interviews were carried out over a period of three 

months. The research procedure and time schedule are listed in figure 6. 

Procedure 

Preparation of questionnaire instrument 
Initial translation 
Collaboration with panel of experts 
Back-translation of instrument 

Pilot study of survey instrument 
Presentation of pilot study at site 
Recruitment of participants in survey 
Data collection by questionnaire 
Recruitment of participants for focus group 
Data collection in focus groups 
Analysis of pilot study findings 

Questionnaire survey 
Presentation of study in local media 
Ethical approval for pilot and main survey 
Presentation of survey at site 
Survey data collection 
Follow-up of response 
Analysing questionnaire data 

Focus group interviews 
Presentation of focus groups at site 
Ethical approval for focus group study 
Recruitment of participants 
Data collection in focus groups 
Analysing focus group data 

Results and interpretation 
Presentation of preliminary findings of study 
Combination of findings 

Time 

January-July 2002 

August 2002 

June 2002 
July-August 2002 

July-August 2002 

September-December 2002 

December 2002-August 2003 

August 2003 

September-November 2003 

September 2003-April 2004 

August 2003-June 2004 
May-September 2004 

Figure 6. Overall procedure of research: pre~aration of ins~rU1~lent, pilot .study, 
questionnaire survey, focus groups, presentatIon and combInatIOn of findIngs 
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2.4 First part of the study - surveying nurses at LSH 

The quantitative portion of this study employs a cross-sectional survey design. 

Surveys obtain information from populations regarding the prevalence, distribution 

and inter-relationships of variables. Cross-sectional surveys, or surveys conducted at 

a single time-point, are appropriate for describing phenomena and the relationships 

between phenomena (Bowling, 1998). The purpose of the survey in the present 

study is to measure LSH's nurses attitudes to their work life as precisely as possible. 

There are three phases in the survey portion: translation and validation of the 

questionnaire, pilot testing of the survey (both the questionnaire and the design), and 

the actual data collection at LSH. 

The main advantage of a cross-sectional design is that it is relatively 

economical in relation to time and money. Surveys rely on self-reports and thus 

depend on the respondents to be willing to answer accurately. Some limitations of 

cross-sectional studies are restrictions in making inferences about trends and changes 

over time, and drawing conclusions about cause and effect. Some disadvantages of 

questionnaires are response rate, accuracy and the completeness of answers, reading 

difficulties and misunderstanding (Bowling, 1998). To maximise success in this 

respect, efforts were made to rigorously translate and adapt the survey questionnaire, 

design it in a clear and attractive manner, and administer confidentiality (Edwards, et 

aI, 2002; Polit & Beck, 2003). The translating and pre-testing of the instrument will 

be presented in separate sections (2.4.1 and 2.4.2 pp 102-106). 

A questionnaire survey was conducted to obtain information on the prevalence, 

distribution and inter-relationships between variables within the target popUlation. 

This was done by means of self-report from survey participants to measure attitudes, 

knowledge and behaviour as accurately as possible (Bowling, 1998: Polit & Hungler. 
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1999). Among advantages of surveys is that they are carried out in natural settings, 

with random or probability sampling allowing statistical inferences to be made in 

relation to a broader population of interest. In the present study sampling was not 

conducted as the target population was approached as a whole. Among the 

limitations of self-administered questionnaires are that they include a pre-coded 

choice that may be worded and ordered insufficiently or respondents may have to 

choose answers that do not fully represent their views. The method can therefore be 

subject to error in relation to the collection of information regarding attitude and 

behaviour (Bowling, 1998). Other limitations of self-reports are related to invalidity 

and reliability. Responders frequently try to present themselves in the best light that 

may conflict with the truth and cause bias (Polit & Hungler, 1999). In the present 

study efforts were made to minimise these limitations by conducting a pre-test and 

pilot study on the instrument and validating the data collection method. 

The aim of the present questionnaire survey is twofold. First, to describe the 

working environment and nurse job outcomes in a hospital setting and their own 

assessment of the quality of the service provided. Second, to explore social 

conditions in a hospital in light of a conceptional framework derived from studies 

related to magnet hospitals (Aiken, 2002). This was accomplished by assessing the 

influence of organisational factors that can be manipulated by hospital management 

and staff initiative. Descriptive surveys cannot provide robust evidence about 

relationships between variables, but with sophisticated statistical techniques this 

limitation can be minimised (Moser & Kalton, 1971). 
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2.4.1 The translating and pre-testing of the instrument 

The survey involves a battery of questions and scales that are very similar to those 

used in the UK and the US International Hospital Outcomes Study (lHOS) (Aiken et 

aI., 2002; Clarke, 2004). Figure 7 (page 105 documents the translation and the pre

testing of the questionnaire used for this study. The major phases are initial 

translation of the questionnaire, followed by consultations with a panel of experts 

regarding content and validity of the instrument, and back-translation and 

refinement. 

Before deciding on the data collection method, a researcher must evaluate 

whether the chosen approach is likely to capture accurately the concepts under study 

(Po lit & Hungler, 1999). Validity is the degree to which an instrument measures 

what it is supposed to measure. Face validity has to do with whether the instrument 

is measuring the appropriate construct; the questions appear to be relevant, 

reasonable, unambiguous and clear. Content validity refers to how representative the 

questions are of the universe of all questions that might be asked on the topic under 

investigation (Bowling, 1998; Polit & Hungler, 1999). After exploring the literature, 

the research candidate examined thoroughly the questions and compared them with 

the core concepts and theories underpinning the study. Three questions on perceived 

general physical and mental well-being were created and added as background 

variables. These are a modification of questions of a Nordic questionnaire widely 

used in occupational surveys (Vinnueftirlit rikisins, 2001). 

The International Hospital Outcomes Study questionnaire was originally 

developed to examine the impacts of hospital restructuring on patients and nurses in 

a number of countries in the 1990s (Aiken et aI., 2001; Buchan, 1999; Clarke, 2004). 

The IHOS questionnaire was found to have good coyerage of the core concepts 
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underpinning the present study (Karasek & Theorell, 2000; Laschinger, 1996b) and 

hence was selected as the basis (construct validity, step I). The IHOS battery of 

items and scales was used to survey more than 43,000 nurses in the US, Canada, 

Germany and the UK (Aiken et aI., 2001; Aiken et aI., 2002). 

It was decided to use the version of the IHOS questionnaire employed by the 

UK research teams in the IHOS (Rafferty et aI., 2001). Researchers in the UK and 

the US granted their permission to adapt the mos questionnaire. The candidate first 

translated the UK version (step III). Subsequently, input was sought regarding the 

contents of the questionnaire from a panel of Icelandic experts in the field of human 

resource management, occupational health, and English- and Icelandic-speaking 

nurses (step IV and V). The panel was interviewed and asked for their comments on 

the Icelandic questionnaire. Before the interviews, the group participants examined 

both the English and Icelandic versions and highlighted portions they found to be 

unclear or inaccurately translated. During the interviews, individual questions were 

discussed and examined for their appropriateness regarding language and cultural 

matters (Hilton & Skrutkowski, 2002; White & Elander, 1992). Another linguistic 

specialist (also a registered nurse) examined and verified the validity of the 

questionnaire in terms of language and culture (step VI). 

A modified Delphi technique was used to integrate the opinions of these 

experts. Delphi approaches typically involve seeking out judgements from a group 

of people questioned individually, and then repeatedly circulate the summary of all 

experts' judgments to the entire panel until consensus is reached (Polit & Hungler, 

1999). Here, the purpose is to evaluate the phrasing of questions and their relevance, 

as well as the overall quality of the adaptation. Each expert was interviewed face-to

face and then subsequently contacted via e-mail. 
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At the conclusion of these first five stages, it was clear that the questionnaire 

was relevant and well tailored to the aims of the study. It was also decided to 

exclude some of the sections of the UK version because they were not relevant for 

LSH nurses. Other modifications made related to the construction and phrasing of 

questions in tenns of language, culture and organisation of Icelandic hospitals. 

The final preparatory step involved examining whether the instrument appeared 

to be measuring the appropriate constructs and was easily understood by selected 

individuals from the target group of respondents (in this case, three nurses and one 

midwife; step VII, face validity). This group of respondents provided comments on 

minor changes in the phrasing of questions and instructions, as well as the layout of 

the questionnaire. 

After the validation stage, the next step was to refine the translation of the 

instruments. Use of language and cultural context are major concerns when 

translating instruments. Iceland's population is homogeneous, one language 

(Icelandic) is spoken, and it has a common history and cultural traditions. In their 

paper on translation and testing questionnaires for equivalence, Hilton and 

Skrutkowski (2002) emphasise that the development of culturally-equivalent 

translated instrument requires familiarity with the basic problems of linguistic 

adaptation, cultural constructs and psychometric changes inherent in the translation 

process. To ensure validity and reliability, clear guidelines are needed and the 

authors refer to the committee approach where two or more bilingual people work on 

the translation. Translating an instrument from one language to another involves 

more than a simple translation process and multi-stage procedures are recommended 

(H i lton & Skrutkowski, 2002). 
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According to the above guidelines, a professional translator translated the 

Icelandic questionnaire back into English (step VIII). The original English 

questionnaire was then compared with the back-translation. Back-translation is a 

preferred method and involves the first translator independently producing a 

translated version and a second translator then translating the version in the target 

language back into the original language. Variation may include interpretations of 

items that may be culture specific. By back translating the instrument, major threats 

to validity and reliability can be prevented (Chang, Chau, & Holroyd, 1999; Hilton & 

Skrutkowski, 2002; White & Elander, 1992). This process revealed a number of 

translation mistakes in the instrument. Critical issues of phrasing and the choice of 

Icelandic concepts were discussed one last time with the panel of experts (the same 

as steps IV and V), yielding a version of the questionnaire, which was ready to pilot 

(step IX). 
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Steps: Procedures Questions asked Outcomes 
(participants involved) 

Initial translation of the UK Appropriate language and terms First version in Icelandic 
version of the questionnaire for nurses at LSH 
(candidate) > 

II Choice of questions on well-being Simple and validated Icelandic version with 

> questions on well-being 

III Literature Theoretical correspondence Construct validity 

> 
IV Representativeness of questions in How representative are the 

relation to study setting questions for Icelandic context? 
(panel of experts; human resource > Content validity 
management, nurses, occupational health) Are the questions appropriate and 

relevant for culture and language? 

V Panel of experts Does the questionnaire look as if 
(two nurses and one midwife) it is measuring the appropriate Face validity 

construct? 
> 

VI Linguistic specialist Are there any unclear and in- Content validity 
(nurse) correct translations? > 

VII Verbal protocol Are there any unclear questions Face validity 
(nurse and midwife) and instructions? 

> 
VIII Back-translation into English Are there any unclear or incorrect Content validity 

(professional translator) translations? 
> 

IX Refinement of translation Are there any unclear or incorrect Reliability and validity 
(panel of experts, the same as step IV) translations? 

> 
X Pilot test Clear/appropriate questions / 

(survey and focus group participants at directions? Problems in data Reliability and validity 
pilot hospital) collection process? 

> 
XI Final refinement Acceptable changes in terms of Reliability and validity 

(professional translator) language? 

> 

Figure 7. Adaptation, pre-testing and pilot-testing of the questionnaire (IHOS) 

2.4.2 Pilot-testing of the instrument 

After obtaining permissions from the hospital administration (appendices 2a and 2b 

pp. 300-301), a pilot test of the validated questionnaire was carried out at FSA 

hospital in Akureyri (a small town in North Iceland, 700 km from Reykjavik) in 
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August 2002 (step X, figure 7). FSA is the second largest hospital in Iceland and has 

a similar structure and organisation to the LSH. 

After the study had been presented to the management of the two involved 

hospitals (LSH and FSA), Iceland's major morning newspaper featured an article 

about the study. The next step was to present the pilot study to unit managers and 

staff nurses at the pilot hospital. The candidate contacted all the ward managers via 

e-mail and provided them with information about the study and kindly asked them to 

forward this information to their staff members. 

The pilot study was developed much as the main study to refine the 

methodology and all the various features of the main enquiry. The purpose of the 

pilot study is to evaluate the data-collection method, the efficiency of its layout, the 

clarity of its definitions, the adequacy of individual questions, completion time 

required, and the efficiency of the instructions and presentation of the study's 

purpose etc. The pilot survey sample had a comparable structure to the main survey, 

and the probable numbers of refusals and non-contacts were roughly estimated from 

the pilot survey (Moser & Kalton, 1971). However, since the pilot study was timed 

to take place during holiday season, the number of extra refusals and non-contacts 

this would produce was taken into account. 

The questionnaire was sent to a random sample of 50 nurses, 25 of who 

returned it. Participants were asked to write comments if they had difficulties 

understanding or answering some of the questions. An invitation was attached, 

asking the respondents to participate in a follow-up focus group, to be moderated by 

the candidate, to discuss further the questionnaire. A professional assistant was hired 

to take notes and record the conversations (Krueger, 1998). All the participants in 

the focus group gave their pern1ission for the focus group meeting to be taped and all 
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data were handled confidentially. The interview guide for the focus group was 

derived from the findings of the pilot survey and included questions regarding the 

design and structure of the instrument, the phrasing of questions, the relevance of 

alternatives, and the instructions and information that were provided. The 

participants were asked specifically to discuss the questionnaire to clarify 

expressions and language. 

Findings from the focus groups and suggestions written on the questionnaire 

related to changing the phrasing of certain questions, instructions on how to respond 

to particular sets of questions, and the inclusion of additional alternative responses 

(e.g. "0" and "not relevant" boxes to enable nurses and midwifes in different settings 

to choose relevant answers). Other valuable information was gathered from the 

focus group findings. An alternative response for the question about education was 

added. A question regarding marital status was deleted because the focus group 

participants felt it could create problems with confidentiality. Focus group 

participants also suggested clarifications of the study in the cover letter to emphasise 

the importance of relevance and focus to the purpose of the study and potential 

benefits for the participants. All suggestions were considered and the majority were 

integrated into the final questionnaire. This modified questionnaire was then 

discussed with the panel of experts and minor changes incorporated. The back

translator compared the refined version with the translation she had examined earlier 

and accepted the changes (step XI figure 7 page 105. No statistical analyses were 

performed on the pilot questionnaire data. 
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2.4.3 The instrument 

The final eight-page questionnaire consisted of seven sections (A to G), dealing with 

demographic and job characteristics, nurses' working environment, job satisfaction, 

burnout and quality of patient care (see appendix 3 page 303 [English version] and 

appendices 4a-4d pp. 317-330 [Icelandic version]). The measures are described 

below. 

2.4.3.1 Work history - Part A 

Questions on work history were adapted from the IHOS questionnaire to be relevant 

for LSH nurses. This included 10 questions on job title, speciality, experience and 

working hours. Some changes were made to the response options to ensure that 

nurses with unusual attributes (the very old, very young, etc.) would not 

inadvertently identify themselves, a confidentiality concern due to the relatively 

small and homogeneous groups of nurses in directorates/clinical areas. Appendix 5 

(page 331) lists the variables related to work history and how they were coded. 

2.4.3.2 Nursing Work Index Revised (NWI-R) - Part B 

The Nursing Work Index (NWI) was constructed by Kramer and Schmalenberg in 

1984 from their findings in the first magnet hospital study (Kramer and 

Schmalenberg, 2002b). Their research examined the attributes of institutions with 

excellent recruitment and retention records, which were found to have particularly 

favourab Ie working climates for nurses in 1983. The investigators state that the 

index has been useful to measure staff nurse job satisfaction and productivity patient 

care in magnet and non-magnet hospitals (Kramer & Schmalenberg, 2004). A 

nun1ber of modifications based on research by Aiken and associates have led to the 

J"C\'ised version of the NWI used in the present study (the NWI-R; Aiken & Patrician, 
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2000). The IHOS research team in the UK did a number of further adaptations to 

make this US tool more relevant for European hospital nurses (Rafferty et aI., 2001). 

The NWI-R is intended to measure organisational features, rather than job 

satisfaction (Aiken et aI., 2002). When completing the NWI-R, nurses indicate their 

level of agreement with various statements in relation to the working environment in 

their current jobs using a four-point Likert scale ranging from "strongly agree" to 

"strongly disagree". In the present study codings for the NWI-R questions were 1 = 

strongly disagree; 2= somewhat disagree; 3= somewhat agree; 4= strongly agree. 

Aiken created conceptually and derived sub-scales to measure organisational 

attributes characterising supportive nurses' working environment. These sub-scales 

are autonomy, control over the working environment, working relationships with 

physicians, and a summary measure of organisational support (Aiken & Patrician, 

2000). These scales have further been refined to reflect staffing adequacy and 

administrative support. Reliability and validity were established in previous studies 

(Aiken & Patrician, 2000). Other teams in the IHOS consortium have derived sub

scales from the NWI-R that differ from Aiken and these also vary across studies 

(Aiken & Patrician, 2000; Estabrooks et aI., 2002; Rafferty et aI., 2001). Given these 

differences and the possible complications created by linguistic and cultural 

adaptations of the tool, the factor structure of the NWI-R in the current data set was 

analysed. Factor analysis suggested that, in the present sample, the items were 

clustered in five factors, specifically nurse-doctor work relationships, unit level 

support, staffing, philosophy of practice, and hospital level support. Further details 

regarding the factor analysis are presented in appendix 6 (page 332). Table 4 (page 

146) presents the NWI-R sub-scales used, along with the number of items in each, 

their Cronbach's alpha (reliability co-efficients) and their theoretical ranges. 
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2.4.3.3 Burnout-Maslach Burnout Inventory (MBI) - Part C 

The Maslach Burnout Inventory (MBI) was initially published in 1981 and originally 

designed for professionals in the human services field (MBI-HSS; Maslach et al., 

1996). Burnout is understood as emotional exhaustion in response to a demanding 

environment, evoking negative attitudes towards recipients and one's 

accomplishment in the job and resulting in a non-productive attitude towards work. 

Burnout is conceptualised as a continuous variable, ranging from low to high 

intensity of experienced prolonged response to emotional and inter-personal stressors 

at job (Maslach & Goldberg, 1998). The MBI reflects a conceptualisation of burnout 

in terms of three phenomena (emotional exhaustion, depersonalisation, and lack of 

personal accomplishment), its factor structure has been repeatedly confirmed in 

empirical work, and the tool is widely recognised as the leading measure (Maslach et 

al., 1996). 

The MBI asks respondents to indicate the frequency with which they 

experience various feelings on a seven-point scale. The item ratings are summed to 

create sub-scale scores. High scores for emotional exhaustion and depersonalisation 

sub-scales and low scores on personal accomplishment represent burnout. Overall, a 

high degree of consistency with each sub-scale has been found via longitudinal 

studies (Maslach et al., 1996). Validity for these scales has been established in 

previous studies (Schaufeli & Van Dierendonck, 1995). Reported reliability for the 

sub-scales are: 0.90 for emotional exhaustion, 0.79 for depersonalisation and 0.71 for 

personal accomplishment (Maslach et al., 1996, p. 12). Appendix 7 (page 337) lists 

the MBI sub-scales used, together with number of items in each and their Cronbach' s 

alpha (reliability co-efficients). 
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2.4.3.4 Job satisfaction - Part D 

This part of the instrument includes two questions onjob satisfaction with four 

response options each. The first asks about the level of satisfaction with the current 

job and the second asks about satisfaction with being a nurse, independently of one's 

present job. Research has indicated that single items are useful in measuring job 

satisfaction as a global construct (Patrician, 2004; Wanous & Hudy, 2001; Wanous, 

Reichers, & Hudy, 1997). However, Rose (2001) points to the possibility that using 

single-item measures of overall job satisfaction appears to operate on the work itself, 

rather than other aspects, such as material factors at work. Appendix 8 (page 338) 

lists the job satisfaction variables and their coding. 

2.4.3.5 Quality of care - Part D 

Two questions deal with nurses' perceptions of the quality of nursing care provided 

in their clinical areas: one enquires about perceptions of the quality of the nursing 

care provided on the ward/unit in general; a second asks more specifically for an 

assessment of the quality of the nursing care provided on the previous shift. A 

further question asks respondents to indicate any change they perceive in the quality 

of service provided by the hospital the previous year. Additionally, a number of 

questions (not analysed here) deal with the levels of confidence that nurses express 

with regard to their patients' welfare following discharge from hospital. Appendix 9 

lists the quality of patient care variables and their coding. 

2.4.3.6 Well-being, sick leave and occupational risk - Part E 

In this section three questions were added on perceived physical and mental well

being (appendix 4c page 329). These are widely used in Scandinavian studies 

(Vinnueftirlit rikisins [Administration of Occupational Health and Safety], 2001 ).). 
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These measures were used as control variables in the subsequent data analysis (see 

table 19 page 161). Nurses were also asked about the number of needle stick injuries 

(occupational exposures to used sharps) incurred on the job and the number of sick 

leave days they had taken in the recent past. Data on sick leave and needle sticks 

will be used in later analysis and were not analysed as part of this thesis. 

2.4.3.7 Measure of work load - Part F 

This section includes a series of questions on workload in terms of detailed 

information on number of patients, co-workers and type of tasks undertaken. Data 

from this section will be used in later analysis and were not part of the present thesis. 

2.4.3.8 Nurse demographics - Part G 

This part of the questionnaire included a number of questions on nurse demographics 

and educational background. Questions on education did not include a question 

about BSc preparation for two reasons: over 70% of Icelandic nurses have BSc 

preparation anyway and detailed information on basic educational background was 

not considered a major focus of the study. However, two questions on education 

were included, on post-basic education and Master preparation. Questions on 

demographical information dealt with age and whether participants lived with 

children or other relatives (see appendix 10 page 340). 

2.4.4 Response rate considerations 

Non-response in surveys is a potential source of bias. The greater the number of the 

non-responses, the greater the potential bias and the impact of non-response depends 

on the extent to which the population mean of the non-response stratum differs from 

that of the response stratum. Among determinants for response rate are the length of 
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the questionnaires (lengthy instruments have a lower response rate), and the 

perceived threat of the topic can lower the response rate (Edwards et aI., 2002). With 

a well-designed survey it is usually possible to keep non-response down to an 

acceptable level (Dillman, 2000; Bowling, 1998; Moser & Kalton, 1971). In most 

surveys, a response rate of 750/0 and above is considered good (Bowling, 1998). The 

reported response rate for international nurses' work-force studies is around 500/0 

(Aiken et aI., 2002; Estabrooks et aI., 2002, Buchan et aI, 2003). Reported 

experience on university-based studies conducted recently in Icelandic hospital 

settings shows low response rates (40-500/0) (Guomundsd6ttir et aI., 2004). 

A systematic review to identify strategies for increasing response of postal 

questionnaires shows that response rates of postal surveys vary widely, depending on 

the sponsorship and study topic, its salience and the length of the questionnaire 

(Edwards et aI., 2002). The review also shows that questionnaires from universities 

are more likely to be returned, but those containing items of a sensitive nature are 

less likely to be returned. Response is more likely when questionnaires and letters 

are personalised, brown envelopes and stamped, return envelopes are used, contact is 

with participants prior to sending out the questionnaires, and follow up contact is 

ensured (Edwards et aI., 2002). Questionnaire layout is another element that can 

increase response rate, and clear and professionally printed questionnaires are more 

likely to be successful since they are easier to read and understand (Bowling, 1998). 

A number of techniques to maximise response rates were used in the 

development of questions and in the layout and design of the questionnaire booklet. 

When translating and testing individual questions, professional but simple and 

straightforward expression was the ultimate goal. In order to have the questionnaires 

presented as attractively and in as user-friendly a format as possible, a professional 
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designer was hired. Two colours were used and the logo of the relevant university 

was placed on the front page. The return envelopes were brown and simple 

guidelines for the return using the internal postal service were provided. 

Confidentiality was stressed both on the front and last pages of the instrument. 

General rules about the cover letter, instructions relating to each question and how 

and when to return the questionnaire were followed. The candidate delivered the 

questionnaires to subjects' work addresses. This was in line with recommendations 

contained in one of the main sub-scales of the instrument, the Maslach Burnout 

Inventory, to prevent influence from other people and to enhance response rate 

(Maslach et aI., 1996). This method also facilitates presentation of the study, 

increased personal contact, and encouraged discussion between the candidate and the 

subjects of the study. 

2.4.5 Data collection 

Before beginning data collection, the study was introduced both in the hospital 

newsletter and at meetings with the chief nurse and nursing directors of the various 

directorates. These presentations were followed up by announcements at directorate

wide meetings of ward managers. Directors and managers were provided with 

written materials on the purpose of the study and information on the procedure. 

Participation at these meetings was also intended to facilitate diffusion of 

information about the study to nurses and midwives working at the units so as to 

encourage their participation in the survey. The candidate then stayed contact and 

sent further information about the study to the units via e-mail and letters to unit 

managers. Upon approval from the relevant ethics committees (see appendices 11 

and 12 pp. 341-342), the human resources department provided a list of names of 

nurses who 111et the study criteria. 
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Participants completed the questionnaire over the period 4 September 2002 to 

10 December 2002. The candidate brought the questionnaires to the participants' 

workplaces together with return envelopes and a cover letter (appendix 4d page 330) 

explaining the aim of the study, a brief explanation of the study and an assurance of 

anonymity and confidentiality. When visiting the workplaces, the candidate used 

this opportunity to make contact with the unit managers and staff nurses on duty. 

Completed questionnaires were sent to the candidate via hospital internal mail 

services to an address at the hospital-mailing centre where staff kindly helped the 

candidate to keep eye on the returned envelopes and collect them in a closed box 

labelled "the study". The return of completed questionnaire constituted subjects' 

consent to participate. 

In an attempt to maximise return, two reminder letters were sent to all the 

subjects in the census. The first was sent 23 October 2002 to all sample subjects, 

followed by an e-mail to ward managers with further information about where to get 

additional questionnaires, ifneeded. A few managers responded and questionnaires 

were sent to the work addresses of the relevant nurses. Before the first reminder 

letter the response rate was 68% (n=637). The second reminder consisted of 

postcards sent to all the subjects on 14 November 2002 followed bye-mails to all 

ward managers, a letter and some additional questionnaires for those who had lost 

their originals. Before the second reminder the response rate was 71 % (n=674). By 

the end of the eight-week data collection period 10 December, the number of 

cOlnpleted questionnaires was 695, i.e. 750/0 response rate. Thank you notes were 

sent to participants via e-mails to ward managers at the end of the data collection 

period. 
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2.4.6 Participants 

All nurses at Landspitali - University Hospital, Reykjavik (LSH) were included in 

the study. In this survey portion, the entire population of nurses working in clinical 

settings at LSH in the autumn of 2002 was approached to participate in the study (see 

section 2.3.2). Sampling was deemed unnecessary because the entire population of 

interest was invited to participate. Participants were located in different hospital 

buildings and campuses and three other sites in the Reykj avik area. 

Efforts to maximise response rates were taken into consideration (see section 

2.4.4). All nurses working in clinical settings at LSH were sent an anonymous 

questionnaire. In addition to this criterion and the fact that they had direct patient 

contact, a further inclusion criterion was that participants needed to be working more 

than 16 hours a week (40% of a full-time equivalent position) at LSH as of 25 

August 2002, according to hospital records. This level was decided upon as a 

minimum number of working hours that would enable participants to clearly and 

reliably gauge their working environments for the purposes of this study. Nurses on 

maternity leave, prolonged sick leave or study leave were excluded for similar 

reasons, despite the potential "healthy worker effect" (Knutsson & Akerstedt, 1992). 

Despite recruiting the entire population of nurses working at LSH, there 

remains a risk that some sub-group analysis would be limited by the small size of the 

accessible population. The nature and extent of these limitations were more evident 

once the final response was known and early analysis of the distribution of results 

was completed. 
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2.4.7 Data preparation and quality control 

The questionnaires were forwarded directly to a data inputting company. The lists 

were scanned directly by means of a widely used computer program ("Eyes and 

Hands Software") and according to the program's protocol for quality control of the 

process to minimise the risk of adverse effects on the accuracy of the data set. After 

the scanning process, the data were put directly to a file and returned to the candidate 

for analysis. The questionnaires and the data file had no codes or numbers. 

2.4.8 Analysis plan 

Statistical analysis in the data was performed using SPSS statistical software 11.0 for 

Windows. A number of preparatory steps preceded the main analysis. The statistical 

significance (p) level for the analyses was alpha=0.05. The sample size in many of 

these analyses exceeded 600 data points and thus it should be borne in mind that 

significance levels for even small differences and associations in samples this large 

can be quite high. It should also be noted that a great number of statistical tests were 

performed across various analyses. Although the critical significance levels were not 

adjusted for the multiple comparisons conducted, all the p-values for analyses 

interpreted as supportive of the central thesis of the study were highly significant. 

A Cronbach's alpha (internal consistency co-efficient) of at least 0.7 was 

required for a sub-scale to be considered sufficiently reliable for use in this analysis 

(Tabachnick & Fidell, 2001). The definitions of small, medium and large correlation 

coefficients were set at 0.1-0.3; 0.3-0.5 and >0.5 (Bums & Grove, 2001). 

Data were missing for less than 50/0 of subjects for the great majority of the 

variables. As a result, in bivariate and multivariate analyses conducted in SPSS for 

Windows, cases were dropped on an analysis-by-analysis basis to retain the highest 
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possible number of cases in each (Kinnair & Gray, 2001). For two background 

variables of "years of experience in nursing" missing data were 16.5% and 28.60/0 

(appendix 11 page 341) and as a result one of them was dropped in the analysis (with 

higher missing data). For one of the 52 NWI-R items (question ill. 23), the missing 

data were 16.4% (see appendix 12 page 342) and as a result this item was dropped 

from the analysis. In total, 22 items of the NWI-R were excluded due to missing 

data on cases and items in the final factor analysis (see appendix 6 page 332). 

2.4.8.1 Preparatory Work 

As noted above, a factor analysis of the NWI-R items in the present study was 

performed. Details of the procedures used are outlined in appendix 6 (page 332) and 

the results are presented in chapter three on study results (see table 4 page 146). A 

factor analysis of the items in the Maslach Burnout Inventory was also performed 

and it confirmed the three-factor structure described by the authors of the tool (see 

appendix 7). 

Internal consistency reliability co-efficients (Cronbach's alphas) were 

computed for each of the sub-scales of the Nursing Work Index-Revised and the 

Maslach Burnout Inventory. The scales were then constructed in the data set, the 

categorical variables were recoded (see appendix 6 and appendix 7) to facilitate their 

use in the correlation and regression analyses (study objective four), and a set of 

dummy variables was constructed to represent the directorates where the nurses were 

employed. 

2.4.8.2 Analyses for study objectives one to three 

Study objectives one to three were directed at describing the working environments 

reported by nurses, their job outcomes, and the ratings that nurses gave to the quality 
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of patient care at LSH. For continuous variables, means and standard deviations are 

reported. For categorical variables, frequencies in terms of percentages were listed. 

2.4.8.3 Analyses for study objective four 

To address study objective four on the positive relationships of the five supportive 

nurses' working environment measures onjob outcomes and nurse-rated quality of 

patient care, multivariate logistic regression was used to investigate the predictors of 

the categorical dependent variables (the likelihood of nurses reporting high job 

satisfaction (very satisfied) and high quality of care (excellent)). Multivariate linear 

regression was used to analyse the relationship of working environment to the 

continuous variables (the three MBI sub-scales measuring the dimension of burnout) 

(Agresti & Finlay, 1997; Kirkwood, 1988). Figure 4 (page 92 documents the 

relationships under investigation. Multilevel modelling was not an appropriate 

method for the present study. The structure of the dataset involved nurses clustered 

within 9 different directorates in a single hospital at a single point in time. It was not 

possible because of confidentiality concerns to track the specific patient care units on 

which the nurses worked. Given the existence of only 9 directorates in the study 

hospital, the available data would not provide sufficient variance to obtain robust 

parameter estimates in a multilevel model (Tabachnich and Fidell, 2001). 

Some preliminary work preceded the regression analyses. First, the 

correlations between the dependent variables were examined to ensure that the 

lneasures were statistically independent of each other to merit examining their 

predictive power separately. Secondly, the inter-correlations of the predictor 

variables (the indicators of the various dimensions of nurses' working environments) 

were examined, again to ensure that the predictors were independent of each other 

and that they could be entered into models together without problems of multi-
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collinearity. Thirdly, the demographic characteristics of nurses were examined in 

relation to the five outcome variables to verify which ones were important to use as 

control variables in the regression analyses. The inter-correlations of the nurse 

demographic characteristics were then examined to rule out multi-collinearity 

problems when entering them together in blocks. A cut-point of 0.5 was used to 

determine ifpairs of variables were too highly intercorrelated to be entered together 

(Tabachnick & Fidell, 2001). Analyses were performed to ascertain whether the 

ratings of working environments, nurses' job outcomes, and the ratings of the quality 

of patient care varied significantly across nurse specialities (hospital directorates). 

These were analysed using one-way ANOVA (analysis of variance between groups) 

by speciality, followed by post-hoc comparisons. Description of the methods used 

and the corresponding findings are provided in appendix 13 (page 344). In the 

regression analyses the directorates (nurse specialties) are important control 

variables. To be usable in multiple regression, the hospital directorates variable, a 

nominal variable, was converted into a series of binary dummy variables. 

The main regression analyses were performed in two phases with three steps 

each for each of the five dependent variables (figures 8 and 9 pp. 121-122). In the 

first phase (figure 8) each nurse's score on each of the nurses' working environment 

measures was tested alone as a predictor of the outcome (model 1). The same 

working environment variable was then entered in the equation (model 2) together 

with a series of 10 control variables for nurse personal and job demographics (see 

table 15 page 156). This was done to determine whether or not any observed 

associations were altered by taking nurses' personal characteristics and work-related 

experiences into account. The third step (model 3) included all of the variables of 
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model 2 as well as a series of nine dummy variables to control for the nine nurse 

specialities or directorates (see table 15). 

Independent variables: NWI-R sub-scales Dependent variables: nurse and patient outcomes 

Good nurse-doctor relationships Quality of patient care 

Model 1 -----. 
Unit-level support Each NWl-R scale alone Nurse job satisfaction 

Staffing adequacy Model 2 
control for demographics 

---.. Nurse emotional exhaustion 

Philosophy of practice Nurse personal accomplishment 

Hospital-level support 

Model 3 
control for demographics 

and specialities Nurse depersonalisation 

Figure 8. Regression analysis for each individual independent variable (NWI-R) 
entered separately (first phase) 

As a second phase (figure 9 page 122) in addressing study objective four using 

regression modelling, a similar approach was used, except that as predictors were put 

in simultaneously to determine their predictive power after the others had been 

controlled for. All the environment measures and a series of 10 control variables for 

nurse personal and job demographics were tested. Finally, all of the environment 

measures, the 10 nurse characteristics variables and the nine control variables for 

nurse specialities measures were tested. 
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Independent variables: NWI-R sub-scales Dependent variables: nurse and patient outcomes 

[::~~~I;_~:~:~::~:::~~:~-~:;:::~-~~~~;:.:] 
Good nurse-doctor relationships 

Unit-level support 

Staffing adequacy 

r--, 5 NWI-R scales jointly -. 

5 NWI-R scales jointly & 
control for demographics 

Quality of patient care 

Nurse job satisfaction 

Nurse emotional exhaustion 

Philosophy of practice 5 NWI-R scales jointly & Nurse personal accomplishment 
- control for demographics --. 

and specialities 

Hospital-level support Nurse depersonalisation 

Figure 9. Regression analysis for the independent variables (NWI-R) entered jointly into 
the equation (second phase) 

This two-stage procedure was repeated five times. In the multivariate logistic 

regressions (for modelling job satisfaction and quality of care), the significance 

levels were based on the likelihood ratio statistics (Kirkwood, 1988). Odds ratios 

and 95% confidence intervals (eI) were employed to portray the effects and 

magnitude of the association between the variables. Odds ratios express the increase 

(or decrease) in likelihood of a particular subject having a given outcome as a 

function of a one-point increase in a variable. In the case of the multivariate linear 

regressions, the co-efficients computed for the working environment variables 

indicate the increase or decrease in the various burnout scale scores associated with a 

one-point increase in the various working environment measures. 

In the second phase of the analyses for each dependent variable, where the 

working environment variables were entered jointly. the overall predictive power of 

the models was of interest. In the case of the continuous outcomes where multiple 

linear regressions were reported. adjusted R-squares are listed. The adjusted R-
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square provides a more conservative estimate of the proportion or percentage of 

variance that is explained in the dependent variable by the independent variables that 

take the number of independent variables in the model into account and adjust it 

accordingly. Omnibus F-tests for overall goodness of fit of the linear regression 

models are also presented. In the case of the logistic regression models, where the 

working environment variables were entered together, changes in the chi-square 

goodness of fit statistic with the addition of each block of variables are reported. 

2.4.9 Power considerations 

With a sample size ranging between 516 and 559 for the analyses presented in the 

previous section, and given the sampling strategy which was designed to recruit as 

many individuals from the target popUlation as possible, having sufficient statistical 

power to find practically or clinically significant results was not of concern. With 

larger sample sizes, statistical significance levels must be interpreted with caution. 

2.5 The link between the two methods used in the study 

The purpose of the present survey is to measure LSH nurses' attitudes to their 

working life as precisely as possible. For this purpose, a widely used instrument was 

employed to enable international comparison of survey findings. The survey built on 

the experience of related studies with the potentials of improvement. The number of 

survey participants was maximised to enable multiple statistical analysis of the 

survey data. However, quantitative studies may fail to capture the full context of the 

situation (Bowling, 1999), whereas qualitative methods enable openness to the 

situation and the capture of complex social and contextual factors (Green and 

Thorogood, 2004). Given the con1plex nature of contemporary health care (McKee 
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& Healy, 2002) and thus the study problem, it was decided to add a qualitative 

component to the study. This was done to understand better the meaning of culturaL 

social and contextual factors within LSH's nurse working environment for nurse and 

patient outcomes and to further explore some of the survey findings among a sub

sample of the survey. Next, this thesis turns to the qualitative methods used for this 

purpose. 

2.6 Second part of the study - focus group interviews 

2.6.1 Introduction 

It was decided to add a qualitative component to the study to elaborate on the survey 

findings and to expand and deepen the scope of the study (Sandelowski, 2000). The 

qualitative study was secondary to the questionnaire survey and consisted of 

qualitative interviews in focus groups with a sub-sample of the participants in the 

main survey. Combining the two methodologies added new perspectives to the 

subject and enabled a better understanding of the research question, i.e. the 

relationships between hospital nurses' working environment, nurse job outcomes, 

nurse-assessed quality of care and, in particular, the unexpected findings of the 

survey. The purpose of the focus group is to provide deeper insight into some 

methodological aspects of the survey, i.e. the cultural and linguistical components. 

The structure of the interviews was planned in accordance with the research 

question, the survey findings and the context of the study with the potential to extend 

the quantitative findings and to indicate possible links between the two. The 

following sections detail the design of the focus group study, and the procedure and 

planning of the qualitative data analysis. The remainder of this section concerns the 
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focus group interviews as a qualitative method, the planning and participants of the 

focus groups, the procedure and data collection, and issues relating to the analysis of 

qualitative data. 

2.6.2 Focus groups 

Focus groups are a qualitative research method in which several people discuss a 

specific topic related to their needs or interests in guided group discussions to 

generate a richer understanding of participants' experience and beliefs (Krueger, 

1998; Morgan, 1998b). Pioneer work on focus groups was carried out in the 1940s 

by social sciences in academic and applied settings. In the 1970s they were primarily 

used for marketing purposes and more recently the method has been used across a 

number of fields (Morgan, 1998a). 

The practice of qualitative research demonstrates considerable variety. Most 

qualitative researchers look for the "truth" by gaining an understanding of the 

actions, beliefs and values of others from within the participant's frame of reference, 

and social and historical construct (Gribich, 1999). Qualitative research is 

descriptive and the data collected most often takes the form of words, where nothing 

is taken for granted and every detail is considered. The results of the research are 

written up using quotations from the discussion. The researcher systematically 

analyses the data by organising it and breaking it into manageable units, which then 

are synthesised by creating patterns and themes. While creating the themes and 

patterns, the researchers strive to capture accurately the perspectives of the 

participants, and the meaning of their lives, experiences and social relations (Bogdan 

& Biklen, 1998; Kvale, 1996). Qualitative research may be used as an umbrella term 

to refer to several research strategies where the data collected are termed "soft", i.e. 



rich in their descriptions of people, places and conversations. Research questions are 

fonnulated to investigate topics in all their complexity to understand behaviour from 

the subject's own framework of reference. The most widely known qualitative 

research studies employ the techniques of participant observation and in-depth 

interview (Bogdan & Biklen, 1998). 

Focus groups are fonnal and controlled, and seek a broad range of ideas from 

the selected participants (Green & Thorogood, 2004). In focus groups, the researcher 

leads the discussion in a facilitative way and encourages the participants to share 

their opinions (Burrows, 1998). The discussion is tape-recorded and notes taken by 

an assistant. The transcribed data, together with the notes, are used to analyse the 

data and create categories and themes. Participants in focus groups usually number 

from 4 to 12, and findings from different groups are compared (Burrows & Kendall, 

1997; Krueger, 1998). Among the advantages of focus group interviews are that the 

researcher has direct access to the interaction between participants, resembling 

interactions in every-day life. This enables the researcher to observe how people 

speak and to detennine who are passive and who are dominating. Group discussions 

can also be less threatening for participants than individual interviews and thus more 

suitable for addressing sensitive issues or critical aspects. Group dynamics advance 

the possibilities to bring forward different views and to illuminate participants' 

understanding of the phenomena under investigation (Green & Thorogood, 2004). 

Focus groups are not appropriate when the researcher is expected to be proactive 

about the possible problems discussed during the interviews. The method is also not 

appropriate when the participants do not feel con1fortable with each other or with the 

topic investigated (Morgan, 1998b). 
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It is important to consider some of the limitations of focus groups. In-group 

discussion, pre-existing viewpoints are not only collected, but such settings can also 

be a process whereby views are produced (Green & Thorogood, 2004). The 

dominance of particular group members can influence the discussion (Green & 

Thorogood, 2004). For the present study, attempts were made to minimise these 

disadvantages by thorough preparation e.g. the presentation of aims, theoretical 

sample, topic guide and seating arrangements. In addition, the aim of good co

ordination between the researcher and the assistant is to minimise these 

disadvantages and ensure effective administration of the interviews based on 

guidelines for best practice. Separate groups for staff nurses and nurse managers 

also served to minimise possible dominance of individual participants. 

In the present study, the aim of the qualitative section is to explore the concepts 

under investigation from the participants' point of view. The interview guide and 

selection of participants were based on the overall research question and the findings 

of the questionnaire survey. Icelandic nurses responded in a particular way when 

compared to findings from related studies in other countries. It was therefore 

decided to speak with a sub-sample of the survey participants about their experiences 

of their working environment in relation to their quality of life at work and to their 

experiences of the quality of patient care. 

2.6.3 Planning and participants of focus groups 

The planning and structure of the focus groups have two main components: creating 

a topic guide and recruiting participants (Krueger, 1998) The candidate used the 

opportunity while analysing the quantitative data to present and discuss preliminary 

findings with nurses participating in the survey and others with insight into the study 
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topic and working at the research site. From these discussions with e.g. staff nurses, 

doctors, senior managers, experts in human resource management and quality 

improvement, the candidate gained a better insight into the survey findings and a 

better understanding of the overall research question. 

A topic guide (appendix 14 page 348) was developed from the survey findings 

and after communication with the above-mentioned professionals. It was then 

piloted with two staff nurses and one nurse manager. The topic guide was used as a 

semi-structured interview schedule for discussions in the groups (Green & 

Thorogood,2004). As data collection developed, new questions emerged and the 

topic guide was re-evaluated according to the method of grounded theory (Strauss, 

1987). 

Recruitment for focus groups can be complicated and time consuming 

(Krueger, 1998; Morgan, 1998b). For the present study, the first step was to present 

the concept and aim of the focus groups for senior nurse management at the hospital 

and then to unit managers. The focus groups were then presented for staff nurses at 

the unit level via e-mails to unit managers. These communications were followed up 

by telephone calls with contact persons at the wards. Recruitment for the group 

sessions was planned so that participants from similar nurse specialities were 

together to create a relaxed atmosphere based on shared experience, mutual interests 

and similar background knowledge. Notwithstanding this, the emphasis was on 

different views and dynamic group interaction (Green & Thorogood, 2004). The 

sampling for the focus group interviews was theoretical, i.e. new groups were 

organised until theoretical saturation was reached (Strauss, 1998). Participation was 

voluntary and ethical issues (such as confidentiality) were taken into account. In the 

focus groups, six to eight participants with similar backgrounds discussed the 
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research topics in session that could last between one and two hours. The number of 

group sessions can range from three to six (Krueger, 1998). For the present study, 

four focus groups were held, with four to nine nurses in each and the discussions in 

each group lasted for approximately one and half hours. 

2.6.4 Procedure and data collection 

The candidate moderated the focus groups according to the topic guide. The 

candidate is trained in facilitating group discussion and used this to create a merger 

between the interests of the researcher and the participants. The interviews were 

conducted as informal conversation and the candidate made sure that all the themes 

were covered. An open conversational approach was encouraged and relevant topics 

that emerged were followed. Every session started by informal discussion and the 

final minutes were used to summarise the comments and add further comments from 

participants. The main topics brought up in the focus group interviews were 

perception of the working environment, well-being and job satisfaction, relationships 

with nurses, doctors and other co-workers, and the quality of care provided. 

Participants were given ample opportunity to raise their own issues and the 

interviews included extensive probing by the researcher in order to clarify emerging 

Issues. 

The general approach of grounded theory was used. Data for grounded theory 

can come from various sources including interviews, observations, documents, 

newspapers and anything else that can shed a light on the questions under study. 

Data collection is standardised and questions are used for interviews until proven to 

be irrelevant (Strauss & Corbin, 1990). In the focus groups for the present study, all 

discussions were tape-recorded. A trained assistant took notes and these were 
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discussed with the candidate at the end of each session and served as data for further 

analysis (Morgan, 1998b). Data were transcribed by the candidate and analysed 

according to grounded theory. 

In addition to the information collected in the focus groups the candidate was 

able increase her understanding of the study topic by other means. First, by working 

as a part-time staff nurse at the hospital during the study period. This enabled the 

candidate to observe the nurses' working environment and to discuss informally the 

concepts under investigation with staff and managers. This information was not 

systematically documented due to ethical consideration, but the candidate kept a log 

of reflections and thoughts. Second, the candidate visited hospital wards regularly 

during the study period. This gave access to further information on nurses' working 

environment and provided opportunities for discussion with staff members. Third, 

during the study period the candidate gave a number of presentations on preliminary 

survey findings and preliminary focus group findings at local hospital meetings. At 

these, the candidate encouraged feedback from the audience. Discussions at these 

meetings, and feedback from the participants, provided an important opportunity for 

reflection and were important when analysing the qualitative data. It was considered 

that the insider status of the candidate was important with regard to sensitivity and 

local knowledge (Green & Thorogood, 2004) and to gain the trust and commitment 

of participants to share their perceptions openly and honestly (Burrows, 1998). 

2.6.5 Analysis of qualitative data 

Grounded theory as a style of qualitative analysis was used to approach the 

interviews and observational data were used to generate themes and concepts. In 

grounded theory, data collection and ~malysis of data are inter-related processes and 
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early analysis is used to direct the next interview. All potentially relevant issues 

must be incorporated into the next set of interviews (Strauss, 1987). Data collected 

from the four focus groups were simultaneously analysed, coded and continually 

compared with categories and dimensions that emerged from previous data (Strauss, 

1987). Inductive analysis, comparative, thematic and categorical analyses were used 

to generate patterns that described the experience of nurses of the concepts under 

investigation and a constant comparison of emerging categories and themes in the 

data was carried out throughout the study by means of open and axial co dings 

(Strauss & Corbin, 1990). The open coding led to indicators that were categorised 

into themes and dimensions reflecting the basic understanding of the nurses' and 

midwives' experience of their working environment, well-being at work and quality 

of care. Indicators were compared and grouped to emerging categories until 

theoretical saturation was reached (Strauss & Corbin, 1990). 

A number of general principles apply to most qualitative research and serve as 

guidelines to add to the credibility of the analysis. One of the features of rigorous 

qualitative analysis is transparency, e.g. clear description of the method used (Green 

& Thorogood, 2004). In the present study, the analysing process is presented in 

detail and refers to how the transcribed text was analysed via open inductive coding 

and constant comparison, and how themes emerged, followed by relevant quotations. 

2.6.6 Reliability, validity and generalisability of qualitative data 

There are number of methods that are used to ensure rigor in qualitative research. 

The most important, as with quantitative research, is the provision of sufficient 

information to ensure transparency and to enable the reader to follow the thinking 

and decision making, so demonstrating why and how decisions are made-in effect 
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providing an audit trail for other researchers to follow. In the present study a clear 

description of the method of grounded theory helps to enhance the credibility the 

analysis, so enhancing the confidence of the reader in its truth, values, applicability, 

consistency and neutrality (Burrows & Kendell, 1997; Green & Thorogood, 2004). 

The methods of grounded theory emphasize systematic data collection and analysis 

to ensure that the findings arise from the data and not from other sources (Strauss & 

Corbin 1990). Once the methods are sufficiently described, the second task facing 

the reader is to judge their appropriateness. According to Morse (1998), this 

involves assessment of adequacy and appropriateness of the data, confirmation of the 

existence of an audit trail, and a system to enable checking to take place. In the 

present study the overall approach was that of grounded theory, with data collection 

and analysis consistent with the sampling methods employed in the previous survey. 

The trail of decision-making and procedures used for sampling were documented. 

Neutrality was particularly important in the present study as the candidate was 

familiar with the study setting and some of the study participants, led the in focus 

groups and thus involved in the discussion (Burrows & Kendall, 1997). 

Collaboration with a trained assistant was important, during data collection and 

analysis, and so were comments obtained during member checks when analysing the 

data. 

Reliability is more problematic with qualitative studies as it may be impossible 

to duplicate findings. For example, focus group decisions are often contingent on 

circumstances so that they may be impossible to repeat even if the participants are 

the same (Burrows & Kendall, 1997). Thus, rather than the conventional statistical 

approaches used with quantitative studies, the reliability of a qualitative study is 

judged on the basis of the clarity of presentation, why and how decisions were made, 

132 



as well as the use of explicit guidelines that add to the credibility of the analysis so 

increasing faith in its truth value, applicability, consistency and neutrality (Burrows 

& Kendall, 1997; Green & Thorogood, 2004). Consistency is analogous to the 

reliability of the study. Neutrality refers to a freedom from bias and is particularly 

important in focus groups as the researcher is involved in the discussion, and hence 

the production of data (Burrows & Kendall, 1997). 

The key criterion in determining the reliability and validity of a qualitative 

study is thus whether the researcher provides sufficient information to ensure 

transparency and that will enable the reader to follow the thinking and decision

making (Burrows & Kendall, 1997; Green & Thorogood, 2004). In the present 

study, the trail of decision-making and procedures used for sampling, data collection 

and analysing data were documented and have been presented to provide insight into 

the candidate's approach and how this was embedded in the concepts presented 

above. 

Given that researchers have questioned the adequacy of the trinity of validity, 

reliability and generalisability in qualitative research, with Ianesick (1998), for 

example, claiming that the traditional thinking about generalisability falls short when 

investigating meaning and interpretation of individual cases, Lincoln and Guba 

(1985) have introduced new terms when discussing truth-values of qualitative 

finding, these include trustworthiness, credibility, dependability and confirmability. 

In the present study attempts were made to ensure trustworthiness by first 

delnonstrating credibility through reflection with the assistant after the focus group 

sessions and through tnember checks, both formal (see section 2.6.3) and in relation 

to presentations of preliminary findings to the study participants (see section 2.6"+). 

Second, trustworthiness was aimed at by means of dependability by demonstrating 
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by careful description of sampling, data collection and analysis and through 

systematic reflection. For the purpose of reflection, the candidate maintained a log

book on the research process and engaged in reflection and about the process of data 

collection and its analysis, as well as evolving categories and theory (see section 

2.6.4). Furthermore, for the present study, dependability was achieved through 

reflection with the assistant helping with the focus groups as well as with peers and 

advisors (see section 2.6.3). Third, trustworthiness was ensured by striving to ensure 

that the findings were derived from the data. In this regard neutrality was a central 

issue; the candidate was aware of the importance of neutrality throughout the whole 

study process. Furthermore, attempts were made to remain alert to the possibility 

that the findings might not fit into preestablished views existing in the study setting 

while striving to understand informants' points of views. For this purpose the 

systematic process of reflection proved useful, as did discussion of the preliminary 

analysis with focus group participants (see section 3.3.4). 

A caveat is required. Despite the promotion of Lincoln and Cuba's concept of 

trustworthiness within diverse research areas (Emden and Sandelowski, 1998, p. 208) 

the concept and the relevance of the criteria used to define it have been questioned. 

It is claimed that that the concept uses positivistic criteria while at the same time it is 

supposed to challenge the positivistic approach in research (Sparks, 2001). Detailed 

analysis of these issues is beyond the scope of the thesis given that the qualitative 

component of the study is secondary to the quantitative component. 

Another reason that qualitative studies may be impossible to duplicate is the 

play of changing contextual factors. As noted above, focus group decisions are often 

in1possible to replicate even if the participants remain the same as they begin any 

new process fron1 a new starting point, having been influenced by the first eyent 



(Burrows & Kendall, 1997). In the present study generalisability is understood such 

that every situation in qualitative research is unique and related to the context of the 

study (Kvale, 1996). However, thorough research, adequate description and the 

provision of contextual infonnation increase the trustworthiness of the findings. For 

this purpose infonnation about Icelandic society as well as about the Icelandic health 

care system is provided in the introduction chapter to this thesis (pp. 17-19). 

Furthennore, for the same purpose, infonnation about the Icelandic nurse workforce 

and about the study hospital is provided in an earlier section of this chapter (see 

sections 2.3.2 and 2.3.2.1) as is infonnation about the study participants (see sections 

2.4.6, 2.6.3, 3.2.1 and 3.3.3). The accompaniment of the study findings with 

contextual infonnation fonns the basis for generalisation, enabling readers to judge 

whether the context in which they are operating is sufficiently similar to allow 

transferability (Green & Thorogood, 2004). The qualitative findings reported are 

thus important for Icelandic nursing but, providing caution is exercised, they have 

also the potential to help to better understand the fundamental research problem and 

thus to be relevant in similar situations elsewhere. It is, however, necessary, using 

the contextual infonnation provided in this thesis, for other researchers to assess their 

own context and assess the extent to which these findings can be generalised to other 

settings. 

Despite the potential limitations to the generalisability of the qualitative 

findings and their contextual specificity, they can however be of value (Green & 

Thorogood, 2004). The use of grounded theory (with theoretical saturation) offers 

the scope for findings either to be a source for generation of theory (Green & 

Thorogood, 2004) or, as in the present study, to contribute to the refinement of an 

existing theory (i.e. the magnet hospital concept). Thus the generalisation of the 
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qualitative findings is theoretical in nature and concepts and theory derived from the 

data can be theoretically useful in other populations and settings. 

2.7 Candidate's role in the study hospital 

As described earlier in this chapter (section 2.6.4) and in the introduction to the 

thesis, the candidate had worked at the study hospital prior to the study and worked 

as a part-time staff nurse during the study period. The insider knowledge of the 

candidate was extensive and contributed to the quality of the research process and 

in particular during the data collection period as described in section 2.6.4. 

However, this position was also a challenge in terms of potential bias. The candidate 

was aware of the importance of ensuring that findings were derived from data and 

not from other sources or were biased by her prior knowledge about the study 

hospital. Reflection with peers, advisors and recording reflections in a logbook 

helped to prevent this. Moreover, it was important to reflect on these issues with 

advisors who were located outside the study hospital and had experiences with in 

health care systems in three different cultures (i.e. UK, US and Australia). The role 

of the candidate within the hospital raised the possibility that subjects might be 

unwilling to disclose sensitive information to a third party. To address this 

possibility, throughout the study confidentiality was emphasised, both in written 

material as well as in verbal communication with study participants. After reflection, 

it was assessed that a high level of trust was established between the candidate and 

the study participants (see section 3.3.2 and 3.3.3). 
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2.8 Ethical considerations 

Before piloting the questionnaire, approval from The National Bioethics Committee 

in Iceland was obtained (appendices 15a and 15b pp. 349-351). The study was also 

approved by the hospital management of LSH (main study, see appendices 16a and 

16b pp. 352-353) and ofFSA (pilot study, see appendices 2a and 2b pp. 288-289). 

The study was also reported to the Icelandic Data Protection Commission 

(appendices 17a and 17b pp. 355-356). Before conducting the main survey, the 

study was approved by the Research Ethical Committee of London School of 

Hygiene & Tropical Medicine (appendix 18 page 357). Participation in the study 

was entirely voluntary. The questionnaires were anonymous and confidential, with 

no ID numbers or codes. Participants were provided with information about the 

purpose of the study, the approval of ethical committees, the person responsible for 

the study, the name and address of the candidate and assured that data would be kept 

confidential. Prior to the survey, permission was obtained for the use of the two core 

instruments of the questionnaire (NWI-R and MBI see appendices 24 and 25 pp. 

365-366). 

Prior to the focus groups interviews, additional approval was obtained from 

The National Bioethics Committee in Iceland (appendix 19 page 358). Participation 

in the focus groups was voluntary and all participants signed an informed consent 

form (appendices 20a and 20b pp. 359-360). 

Results of the survey and focus group findings are presented in next chapter. 

First, findings from the survey, then findings from the focus group interviews and 

then the relationships between the findings from the two data sets. 

137 



Chapter 3 Findings 

3.1 Introduction 

This chapter considers the findings of the quantitative and qualitative sections of the 

study. The aim of the present study is to investigate the relationships between 

nurses' perceptions of their working environment and nurse and patient outcomes by 

using quantitative and qualitative methods in an Icelandic university hospital (LSH). 

First, a cross-sectional survey of nurses and midwives working in direct nursing care 

at LSH was carried out using a questionnaire adapted from one used in a previous 

international comparative study. Second, a series of focus group interviews was 

conducted with a sub-group of the survey sample to gain an in-depth understanding 

of the survey findings and to examine the potential cultural and linguistic sensitivity 

of survey measures. 

The research question is: "Are supportive working environment factors for 

nurses in an Icelandic hospital (LSH) positively related to their job satisfaction, 

absence of burnout and assessed quality of patient care?" The objectives of the study 

are as follows: 

l. To describe the reported nurses' working environment at LSH 

2. To examine nurse job outcomes at LSH 

3. To explore the nurse-assessed quality of patient care at LSH 

4. To analyse the relationship between perceptions of the nurses' working 

environn1ent and nurse job outcomes and nurse-rated quality of care 
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The remainder of this chapter is structured around the survey and focus group 

findings and how they relate to the research question and study objectives. Findings 

from the survey are presented and then findings from the focus group interviews. A 

section follows these on how the qualitative findings relate to and expand the 

quantitative survey findings. 

3.2 Survey findings 

The survey findings are presented in six sections. The first describes the 

demographic and job characteristics of study participants. Subsequent sections 

correspond to the study objectives specified above. The final section briefly 

summarises the major findings of the survey study. 

For the first three study objectives, descriptive findings are presented. In a 

number of instances, some psychometric data are also discussed. Analyses related to 

the fourth objective explore the correlations between the independent and dependent 

variables and conclude with regression analyses that examine the association of the 

working environment variables with the job outcomes and quality of care ratings 

before and after controlling for background variables. In the following, text and 

tables for individual survey questions are identified by a capital letter corresponding 

to the instrument section and a the number of the question [capital letter number]. 

See copies of the survey instrument in appendix 3 (page 303; English version) and 

appendix 4 (page 317; Icelandic version). 
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3.2.1 Demographic and job characteristics 

The study cohort consisted of 695 nurses and midwives working in direct nursing 

care at LSH hospital in September 2002. As seen in table 1 the majority of the 

participants are over 41 years of age (65.1 0/0). One third of the participants have a 

post-basic education in a nursing speciality such as surgical nursing or midwifery 

and 5.5% have Master's degrees. One out of five are unit managers, nurse specialists 

or project managers. The participants work in nine different clinical hospital 

directorates and slightly fewer than 100 participants work in each of the larger 

directorates, i.e. surgical, medical, women, intensive care and operating rooms. 

Table 1. Demographic characteristics of study participants 

Variable Number (%) 

Age (years) [G1] 

20-30 92 (13.6) 

31-40 183 (27.1) 

41-50 251 (37.1) 

51-60 122 (18.0) 

>60 28 (4.1) 

Education [G2] 

Post-basic 232 (33.4) 

Master's prepared 38 (5.5) 

Self-rated general health [E1] 

Very good 302 (44.2) 

Good 311 (45.5) 

Neither good/poor 62 (9.1) 

Poor 9 ( 1.3) 

Very poor 0 (0.0) 

Mental discomfort [E2] 

None 177 (26.1 ) 

Little 383 (56.6) 

Some 92 (13.6) 

Moderate 24 (3.5) 

Much (0.1 ) 

Livino with relatives [G3] 37 (5.3) 
b 

Living with children [G4] 399 (57.4) 
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The majority of study participants have considerable experience in nursing and 

have been working at the hospital for more than six years (76.1 %) and nearly half 

had worked at the hospital for more than 16 years (44.80/0). However, there was a 

fair amount of missing data for these two questions that may have resulted from a 

perception that participants would be identified via their responses. Missing values 

for the questions on work experience were 16.5% for years worked [A4a] and 28.6% 

for years worked at the hospital [A4b] (see appendix 11 page 341). 

The majority of respondents worked full-time or almost full-time and only 

19.0% working less than 700/0 of the full-time position. The most common shift 

period is eight hours, but almost half of participants report working more than their 

regular hours at least once a week. At the hospital the most common length of shift 

is eight hours (early, late and nightshifts), but on some units the shifts are 12 hours in 

duration (early and late shifts). Around one-third (35.3%) of respondents work two 

different types of shift and a similar number (35.1 %) work three types of shifts. The 

work history for the study participants is displayed in detail in table 2 (page 142). 

The majority of respondents reported on good or very good general health (89,7%). 

However, 17,20/0 reports on some, moderate or much mental discomfort. 
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Table 2. Job characteristics of study participants 

Variable Number (%) 

Job title [A3] 
Nurse/midwife 536 (78.1 ) 
Manager/ specialist 150 (21.9) 

Directorate / Speciality [A2] 
Surgical 99 (14.6) 
Medical I 92 (13.5) 
Medical II 39 (5.7) 
Children 55 (8.1 ) 
Women 92 (13.5) 
Psychiatric 56 (8.2) 
Accidents/Emergency 82 (12.1) 
Intensive/Operation rooms 97 (14.3) 
Elderly 52 (7.6) 
Other 16 (2.4) 

Years worked as nurse/midwife [A4a] 
0-5 128 (22.1) 

6-15 176 (30.3) 

> 16 276 (47.6) 

Years worked at the hospital [A4b] 

0-5 119 (24.0) 

6-15 155 (31.3) 

> 16 222 (44.8) 

Current job percentage [AI] 

90-100% 287 ( 41.8) 

70-89% 269 (39.2) 

50-69% 117 (17.1) 

<49% 9 (1.9) 

Hours worked shift/day [A5] 

<8 16 (2.3) 

8 525 (76.5) 

>8 145 (21.1 ) 

Work more than contracted hours [A6] 

Daily 27 (3.9) 

Few times a week 218 (31.6) 

Once a week 141 (2004) 

<Once a week 268 (38.8) 

Never 36 (5.2) 

Type of shift 
Early> 50% [A 7] 405 (59.9) 

Night> 33% [A8] 103 (15.5) 

Two types [A9] 226 (35.3) 

Three types [A 1 0] 226 (35.1) 

On call [All] 274 (39.8) 
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3.2.2 Study objective one 

What is the nurse-reported quality of working environment at LSH? 

3.2.2.1 Individual items 

Participants responded to the Nursing Work Index-Revised (NWI-R) by indicating 

whether they agreed or disagreed that a particular item accurately reflected their 

current job. Answers were marked on a four-point Likert scale anchored by 1, 

"strongly disagree" to 4, "strongly agree". The findings are presented in two parts. 

First, descriptive findings on selected items of the NWI-R are presented. This 

approach is also used for comparative purposes and items are selected to allow 

comparison with previously published international findings of similar studies 

(Aiken et aI., 2002). Findings from this comparison will be discussed in chapter 

four. Results for all 52 items of the NWI-R are presented in appendix 12 (page 342). 

Table 3 describes the percentage of respondents who agree with selected items 

of the NWI-R presented as three categories. The first category concerns 

collaboration and shows that the majority of nurses at LSH agree on the quality of 

doctors' care, nurses' competence and that the two professionals have good work 

relationships. The second category is concerned with staffing and indicates that 

around half of the respondents agree that staff levels are sufficient and 63.6% agree 

that support services are adequate. The third category relates to management and 

opportunities to participate in decision-making indicating that slightly less than half 

of respondents agree that senior management listen and respond to staff concerns, 

and around two-thirds agree that nurses participate in developing work schedules. A 

slight majority of nurses at LSH agree that nurses have opportunities for 

advancen1ent and only a minority agree that salaries are adequate. 



Table 3. Comparison with international datal for selected items ofNWI-R 

Category of question Agreement2 (%) 

LSH USA Canada England Scotland Gennany 

1. Nurse-doctor relationships 
Physicians give high-quality care [B25] 82.1 80.8 78.2 69.2 73.2 78.3 
Nurses are clinically competent 97.2 85.7 86.4 85.4 89.2 94.6 
Physicians and nurses have good working 91.4 83.4 80.1 86.2 85.7 82.7 
relationships [B2] 
2. Staffing 
Enough registered nurses to provide high- 50.1 34.4 35.2 29.0 38.1 36.5 
quality care [B12] 
Enough staff to get work done [B12] 53.2 33.4 37.4 28.4 36.3 37.7 
Adequate support services [B 1 ] 63.6 43.1 42.5 41.1 41.1 52.9 
3. Management and opportunities 
Senior management listens and responds to 48.3 29.1 34.9 40.9 38.5 44.5 
employees' concerns [B33] 
Nurses have the opportunity to participate 55.1 40.6 39.7 35.8 32.8 22.7 
in internal governance [B35] 
Nurses' contributions to patient care are 61.5 39.3 37.0 40.1 43.9 48.5 
publicly acknowledged [B40] 
Nurses participate in developing their own 65.2 60.5 32.4 50.1 37.9 69.4 
schedules [B47] 
Nurses have opportunities for 54.3 32.2 20.9 43.0 23.7 61.0 
advancement [B8] 
Salaries are adequate [B5] 23.6 57.0 69.0 19.9 25.9 40.5 

I Source: (Aiken. Clarke et al. 2001) 2 Those reporting strongly agree and agree 

Findings are generally positive for Icelandic nurses when compared with the 

international data. This is the case on all items except for salary, where only English 

nurses score lower than Icelandic, and in terms of opportunities for advancement 

German findings were more positive than for LSH nurses. Nurse-doctor working 

relationships receive the highest scores among LSH nurses, as did staffing and 

management and opportunities. The distribution of scores of the five NWI-R sub-

scales identified in the present data is presented next. 

3.2.2.2 Scales 

As described in the previous chapter factor analysis with principal axis factoring \\·as 

pcrfonlled on the NWI-R data (see detailed description of method in appendix 6 page 
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332). This was undertaken to elaborate and underpin further analyses in relation to 

research question number four relating to the link between study variables. Factor 

analyses yielded five scales whose thematic clustering are conceptually acceptable. 

Table 4 presents the sub-scales, their items factor loadings (according to the pattern 

matrix) and the reliability of the scales. For the five NWI-R sub-scales, alpha 

reliability was adequate (alpha= 0.67-0.81). The five NWI-R sub-scales for the 

present study are nurse-doctor relationships (four items, alpha=0.77), unit level 

support (eight items, alpha=0.82), staffing (four items, alpha=0.79), philosophy of 

nursing practice (5 five items, alpha=0.67), and hospital level support (nine items, 

alpha=0.81). 
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Table 4. Factor analysis l of the NWI-R items 

Factors and loadings for items on primary factor (according to pattern matrix) 

1. Nurse--doctor working relationships (five items) 
Collaboration nurses and doctors [B36] 

Doctors and nurses have good working relationships [B2] 
A lot of nurses and doctors team work [B24] 
Doctors give high quality of care [B25] 

2. Unit level support (eight items) 
Ward management supportive of nurses [B4] 
Ward manager good manager and leader [B13] 
Ward manager backs up nurses in decision-making [B32] 
Praise and recognition for a goodjob [BI8] 
Active staff development/educational programme [B7] 
Good induction programme [B3] 
Support for innovative ideas about patient care [B 1 0] 
Flexible shift patterns available [B 15] 

3. Staffing (four items) 
Enough registered nurses to provide quality patient care [812] 
Enough staff to get work done [B 16] 
Adequate support service allow me to spend time with my patients [81] 
Enough time and opportunity to discuss problems with other nurses [811] 

4. Philosophy of practice (five items) 
Written nursing plans for all patients [B44] 
Use of nursing diagnosis [B51] 
Nursing care is based on a nursing rather than medical model [B38] 
A clear philosophy of nursing throughout the patient care environment [828] 
Opportunity to work on a highly specialised patient care ward [843] 

5. Hospital level support (nine items) 
Senior managers consult with staff on daily problems and proceed [B41] 
Senior management listens and responds to employee concerns [833] 
Staff nurses involved in the internal governance of the hospital [B35] 
Staff nurses have the opportunity to serve on trust committees [B39] 
A director of nursing is highly visible and accessible to staff [B 14] 
Nursing staff are supported in pursuing degrees in nursing [B27] 
Active quality assurance audit programme [834] 
Nurses participate to control costs [829] 
Nurses participates in selecting new equipment [B31] 
1 Extraction Method: Principal Axis Factoring. Rotation Method: Oblimin with Kaiser Normalisation. 

Factor loadings 

Factor 1 Factor 2 Factor 3 Factor 4 Factor 5 

-0.81 
-0.71 
-0.60 
-0.47 

-0.76 
-0.73 
-0.65 
-0.52 
-0.42 
-0.36 
-0.33 
-0.32 

0.87 
0.74 
0.54 
0.52 

0.65 
0.51 
0.46 
0.45 
0.32 

0.67 
0.65 
0.58 
0.57 
0.51 
0.46 
0.42 
0.36 
0.35 

Cases included 31 of 52 NWI-R items 
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Nurses' perceptions reported from the five NWI-R sub-scales were calculated 

and presented in table 5, with mean and standard deviation (SD). Items in staffing 

and nurse-doctor relationships are similar to these in the first two categories 

demonstrated in table 4 (page 146). Mean scores for the five NWI-R sub-scales 

suggest that the elements given the highest ratings by nurses were nurse-doctor 

working relationships, followed by philosophy of practice, unit level support and 

staffing, with hospital support elements receiving the lowest scores. 

Table 5. Mean scores on five NWI-R sub-scales! 

NWI -R factor 

Nurse-doctor working relationships (n=661) 

Unit level support (n=657) 

Staffing adequacy (n=662) 

Philosophy of practice (n=649) 

Hospital support (n=651) 

I Range of scores: !-4 

3.2.3 Study objective two 

What are the job outcomes of nurses at LSH? 

Mean (SD) 

3.0 (0.5) 

2.9 (0.5) 

2.6 (0.7) 

2.9 (0.5) 

2.3 (0.5) 

As presented in the methods chapter two aspects of nurse job outcome are measured: 

job satisfaction and feelings of bum out. Findings from these two aspects are 

presented in the following sections, starting with nurse job satisfaction. 

3.2.3.1 Job satisfaction 

Job satisfaction was measured using two single items: satisfaction with present job 

and satisfaction with being a nurse. Findings from these two questions are presented 

in table 6 (page 148). A little over one third of the subjects are very satisfied with 
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their present job and less than one tenth are very dissatisfied. When asked about 

their satisfaction in being a nurse, the pattern is somewhat different: two thirds 

reported being very satisfied. However, when those reporting being "very satisfied" 

and "moderately satisfied" are taken together, the findings are similar for both 

questions (82.1 % and 86.1 %). These findings indicate that nurses and midwives at 

LSH are more satisfied with being a nurse than with their present jobs. However, the 

correlation between these two questions is quite strong (Pearson correlation= 0.66, 

p<O.OOl). 

Table 6. Satisfaction with present job and with being a nurse 

Job satisfaction 

Very satisfied 

Moderately satisfied 

A little dissatisfied 

Very dissatisfied 

Present job [D1] 

Number (%) 

236 (34.4) 

328 (47.7) 

79 (11.5) 

44 (6.4) 

Being a nurse [D2] 

Number (%) 

422 ( 61.2) 

172 (24.9) 

32 (4.6) 

64 (9.3) 

As seen in table 7, Icelandic nurses report the high satisfaction with their 

present job when compared with nurses in the US, Canada, England, Scotland, and 

Germany. The profile of Icelandic nurses most closely corresponds to that of 

German nurses. 

Table 7. Job satisfaction: LSH compared with other countries l 

Job satisfaction 

LSH USA Canada England Scotland Germany 

Present job [D 1] 82.1 59.0 67.1 63.9 62.3 82.6 

I SOllrce: (Aikcn, Clarke et a!. 2001) 2 Those reporting strongly agree and agree 
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3.2.3.2 Burnout 

The second aspect of nurse job outcomes to be measured are feelings of burnout. 

Participants were interrogated by an Icelandic version of the Maslach Burnout 

Inventory (MBI). The instrument consists of items that measure three components of 

burnout: emotional exhaustion (nine items), depersonalisation (five items) and 

personal accomplishment (eight items; see appendix 7 page 337) (Maslach et aI., 

1996). The questions were scored on a seven-point scale (0= never; 6= always). 

Percentages for all items of the MBI are presented in appendix 21 (page 344). In 

preparation for further analysis, MBI data were factor analysed and findings 

confirmed the three MBI sub-scales previously published (Maslach et aI., 1996). 

Nurses' and midwives' perceptions of burnout are presented in table 8 using mean 

and standard deviations for the three burnout components. 

Table 8. Burnout: Means (SD) for three sub-scales 

MBl factor 

Emotional exhaustion (n=693) 

Depersonalisation (n=692) 

Personal accomplishment (n=693) 

Mean (SD) 

13.7 (7.8) 

3.5 (3.8) 

40.0 (6.4) 

Range 

0-54 

0-30 

0-64 

As seen in table 9 (page 150), Icelandic nurses show more favourable scores 

(indicative of lower burnout) on all three MBI sub-scales, as compared with nurses in 

the US, England, Scotland, Germany and Canada. The findings for the German 

nurses nlost closely resemble those of Icelandic nurses'. 
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Table 9. Means (SD) for MBI factors at LSH compared with other countries l 

MBI factor LSH USA Canada Scotland England Gennany 

Emotional exhaustion 13.7 24.5 22.5 20.6 22.8 16.7 
(7.8) (12.1) (11.3) (10.9) (11.1) (9.3) 

Depersonalisation 3.5 6.9 6.1 6.3 7.2 5.1 
(3.8) (6.1) (5.6) (5.5) (6.1) (4.7) 

Personal accomplishment 40.0 37.4 37.3 36.1 35.8 37.6 
(6.4) (7.3) (7.2) (7.4) (7.2) (7.5) 

I Source: Centre for Health Outcomes and Policy Research University of Pennsylvania School of Nursing. Unpublished data; 
Sean Clarke. 

3.2.4 Study objective three 

What are the levels of nurse-assessed quality of care at LSH? 

To measure nurse-assessed quality of patient care, three questions were asked. First, 

nurses' assessment of the quality of the care on their unit, second, the quality of care 

on the last shift they worked and third, nurses' assessment of the quality of care at 

the hospital during the previous year. The questions for unit and shift quality were 

recorded on a four-point Likert scale anchored from "excellent" to "poor" and the 

hospital quality on a three-point Likert scale anchored from "improved" to 

"deteriorated". LSH nurses' perceptions of first two questions are presented in table 

10 (page 151). 
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Table 10. Nurse reported quality of patient care 

Quality of care On unit [D6] Last shift [FlO] 

Number (%) Number (%) 

Excellent 181 (26.4) 137 (21.3) 

Good 471 (68.7) 459 (71.5) 

Fair 33 (4.8) 46 (7.2) 

Poor 1 (0.1 ) 0 (0.0) 

Slightly over one-quarter of participants assessed the quality of care at their 

unit as excellent and approximately one-fifth assessed the quality of care on last shift 

as excellent. As seen in appendix 22 (page 363) the majority of nurses and midwives 

at LSH reported that quality of care in the hospital had deteriorated (41.9%) or 

remained the same over the previous year (41.30/0). 

Table 11 demonstrates that Icelandic nurses show less favourable scores for 

nurse-assessed quality of patient care when compared with nurses in the US, 

England, Scotland, Germany and Canada. Findings for English nurses most closely 

resemble those of Icelandic nurses. 

Table 11. Nurse-reported quality of patient care at LSH compared with other 
. I countnes 

Patient care LSH USA Canada England Scotland Germany 

Excellent quality 26.4% 35.7% 35.6%% 29.3% 35.2% 11.7% 
at unit [D6] 

Deteriorated during 41.9% 44.8% 44.6% 27.6% 21.5°'0 17.2°() 
previolls year at hospital 
[07] 

I Source: (Aiken. Clarke et al. 2001). 
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3.2.5 Study objective four 

What is the relationship between perceptions of the nurses' working environment and 

nurse job outcomes and nurse-rated quality of care? 

The central aim of this study is to investigate whether working environment factors 

positively influence nurses' job outcomes and their assessments of the quality of 

patient care. Nurses' perceptions of their working environment (as measured using 

sub-scales from the NWI-R) were analysed in multivariate regression models as 

possible predictors of job satisfaction, burnout, and nurses' ratings of quality of care 

in their units. The relationships under investigation are presented in figure 4 (page 

92). 

Before proceeding with a series of logistic regression models predicting nurses' 

likelihood of being very satisfied with their jobs and of reporting excellent quality of 

care in their units, as well as a series of linear regression models predicting burnout 

scores, a number of preliminary steps were undertaken. First, the relationships of the 

dependent or outcome variables with each other were examined to establish that they 

were largely independent of one another (table 12) and that it was worthwhile to 

examine the predictors of each independently. 

Table 12. Bivariate (Pearson) intercorrelations between major dependent 
variables (outcomes)! 

Outcome measure 1 2 3 4 5 

1. Job satisfaction -0.25** -0.06 0.16** -0.18** 

2. Emotional exhaustion 0.43** -0.27** 0.18** 

3. Depersonalisation -0.28** 0.17** 

..j.. Personal accomplishment -0.20** 

5. Quality of patient care at unit 

I All \ariables analysed as continuous variables Uob satisfaction and quality of care in their four-level form)'" p<0.05" p<O.O! 
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Secondly, the intercorrelations between the major independent variables, the 

measures of various elements of the nurses' working environments, were calculated. 

As seen in table 13, the correlation between unit-level support and hospital-level 

support scores were strongest (at 0.54), but none of the other correlations reached the 

0.50 level, suggesting the existence of multicollinearity problems (Belsley, Kuh, & 

Welsch, 1980). The majority of correlations fell within the 0.3 to 0.4 range. 

Table 13. Bivariate (Pearson) correlations between major NWI-R scales 

NWI-R scales 1 2 3 4 5 

1. Nurse and doctor relationships 0.40** 0.31 ** 0.34** 0.34** 

2. Unit level support 0.40** 0.36** 0.54** 

3. Staffing adequacy 0.28** 0.29** 

4. Philosophy of nursing practice 0.37** 

5. Hospital level support 

*p<O,05 ** p<O,OOI 

Third, the bivariate relationships of the background or control variables in 

relation to the dependent variables were examined to verify their suitability for use in 

the models and the intercorrelations of the background variables with each other 

were also tested (see table 14 page 154). The tables of correlations that follow 

include not only co-efficients indicating the relationships between continuous 

variables and other continuous variables, but in some instances, the relationships of a 

dichotomous variable to a continuous one, of two dichotomous variables to each 

other, and in some instances there could be a debate as to whether age and 

experience in this data set are continuous or categorical variables. Therefore, some 

of the cOlTelation co-efficients in this table (14) are Pearson product-moment 

cOlTelation co-efficients, some a phi co-efficients, and some of the co-efficients bear 
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other technical names. The magnitudes of the co-efficients are not strictly 

comparable, but indicate general patterns of associations. The major demographics 

variables in the study were each examined as predictors of job outcomes and nurse-

rated quality of care. The results are shown in table 14. 

Table 14. Bivariate correlations (Pearson) between nurse characteristics and 
outcome variables 

Nurse characteristics Job satisfaction Emotional Deperson- Personal High quality 
exhaustion aIisation accompIish- of care on 

ment unit 

Age -0.01 -0.08 -0.23** 0.01 -0.01 

Children at home -0.02 0.02 0.05 0.03 0.02 

Relatives at home 0.10** -0.03 0.03 0.06 -0.02 

General health -0.08* 0.24** 0.05 -0.11 ** -0.02 
fair/poor vs. good 

Post-basic education 0.04 -0.02 -0.12** 0.11 ** 0.11 ** 

Master's education -0.04 0.03 0.02 0.08* -0.02 

Nurse/midwife vs. -0.02 -0.05 0.06 -0.10* -0.08 
manager 

% full-time 0.11 ** 0.06 -0.01 0.11 ** 0.04 

Work experience -0.04 0.02 -0.17** 0.02 0.04 

Working hours 0.00 0.11 ** 0.04 -0.02 0.07 

Early shifts> 50% 0.00 0.04 -0.14** 0.06 0.02 

Night shifts> 33% 0.01 -0.03 0.11 ** -0.01 -0.01 

Two types of shift -0.03 -0.03 0.00 0.02 -0.09 

Three types of shift 0.05 -0.01 -0.06 0.01 -0.03 

On call duty 0.07 0.00 -0.02 0.03 0.05 

* p<O.05 ** p<O.Ol 

As seen in table 14, job satisfaction was positively related to having relatives at 

home, exhibiting good or excellent health, and a higher proportion of a full-time 

position being worked. Emotional exhaustion is linked to fair or poor health and to a 

greater number of work hours. Depersonalisation is inversely related to age. having 

post-basic nursing education, having longer experience in nursing and to working a 

higher proportion of day shifts. It is also related to a higher proportion of night 

shifts. Personal accomplishment is negatively associated with fair/poor health and 
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being a staff nurse or midwife. It is positively associated with post-basic and 

Master's education, and with working a higher proportion of position full-time 

equivalent work. There is only one demographic/job characteristic associated with 

nurse-assessed quality of care. Nurses with post-basic educations gave higher rating 

to quality of care on their units. 

Variation between nurse specialities was investigated by analysing (one-way 

ANOV A) the working environment assessments, job outcomes, and quality of care 

between the 9 clinical directorates at the LSH. In summary, all of the scales 

measuring working environment perceptions significantly differed across 

directorates, as did depersonalisation levels and perceptions of the quality of care. 

Findings of these analyses are provided in appendix 13. Nurse specialities are 

control variables (dummies) in the consequent regression analyses. 

Lastly, because the background variables were entered as a block in further 

regression analysis, the intercorrelations of the control variables (demographics and 

work history) were examined to rule out multicollinearity problems. As seen in 

appendix 23 only one of the intercorrelations between the control variables surpasses 

the level of 0.50 as established by Belsley et al. (1980) as a criterion for 

multicollinearity: the correlation between age and experience of nursing =0.79 and 

therefore, only one of these variables (age) was used in the block of control 

variables. The rest of the correlations are generally intuitive, especially those 

relating to age, being a manager, and work hours or shift pattern. 

On the basis of the screening, a number of the background variables did not 

appear to be significantly associated with any of the outcomes, and as noted above, 

age and experience were too highly intercorrelated to be used together. The final list 
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of control variables are age, relatives at home, self-rated health, education (two 

variables), staffnurse (versus management), % full-time equivalent job, working 

hours, having a high proportion of early shifts, and having a high proportion of night 

shifts (see table 15). 

Table 15. Control variables (demographics and work related) and their coding 

Variable description Coding Type of N 
variable 

Nurse demographics and 
work-related measures: 

Age (years) [(GI)] 1=20-30; 2=31-40; categorical 676 
3=41-50; 4=51-50; 5>60 

Further educ post-basic 1 =post-basic; O=not post-basic dichotomous 695 
Further educ MSc, MA 1 =MSc, MA; O=not MSc, MA 695 

Relatives living with you I=Yes; O=No dichotomous 659 

Self-rated health 1 =Good health; O=Not good dichotomous 684 
health 

Full-time/part-time work (%) 4=90-100; 3=70-89; categorical 686 
2=50-69; 1 <50 

Title 1 =nurse/midwife; dichotomous 686 
O=rnanager, clinical specialist, 
project manager (working in 
direct patient care) 

Work hours 1<8;2=8;3>8 categorical 686 

Early shifts I=Yes; 2=No dichotomous 676 

Night shifts I=Yes; 2=No dichotomous 663 

Nurse speciality: 

Directorate 1 =surgical; 2=medical I (+rehab); dummy 680 
3=rnedical II; 4=children; 
5=women; 6=psychiatric; 
7=accident, emergency; 
8=intensive; 9=elderly; 10=other 

3.2.5.1 Regression modelling 

As discussed in chapter two (section 2.4.8.3), the regression modelling strategies 

used to address study objective four involved two sets of regression models for each 

outcome. The first set where each working environment variable was tested 
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individually as a predictor of the nurse job outcomes (four variables) and patient 

outcomes (one variable) before and after controls for nurse characteristics and the 

nurse's clinical speciality. The second set of regression models where the effects of 

all of working environment variables were tested jointly, before and after control for 

demographic characteristics and speciality (see table 15 page 156). 

For nurse job satisfaction (tables 16 and 17 page 159) and quality of patient 

care (tables 24 and 25 page 166) odds ratios were computed from logistic regression 

models predicting the likelihood of a nurse responding very satisfied with his/her job, 

or the likelihood of a nurse responding to the question regarding nurse-rated 

excellent quality of care, first with each NWI-R sub-scale alone, then adjusting for 

characteristics background and then also for directorate/specialities background 

variables. 

For nurse burnout (tables 18-23 pp. 161-164) B-co-efficients were calculated 

from linear regression models predicting the effects of each of the working 

environment factors on three burnout measures scores (i.e. emotional exhaustion, 

depersonalisation and personal accomplishment) entered into the models first alone, 

then with controls for nurse demographic and work characteristics, then with nurse 

demographic and work characteristics as well as directorate/specialities background 

variables. 

3.2.5.2 Nurses' working environment and nurse job satisfaction 

To address the study objective on the relationships between nurses' working 

environment measures and nurse job satisfaction, logistic regression analyses were 

conducted between the five NWI-R sub-scales and job satisfaction variable as a 
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dichotomous measure on satisfaction with present job. This four-point variable 

([D 1]) was recoded into two levels (i.e. "very satisfied" in one level and "moderately 

satisfied", "a little dissatisfied" and "very dissatisfied" in a second level; see 

appendix 8). See coding of variables for impact analysis in appendix 8. This was 

done as a necessary preparation for the logistic regression that is an appropriate 

analysis for categories (Tabachnick & Fidell, 2001). The regression was run in two 

steps with three steps each, as described in section 2.4.8.3. 

It can be seen from table 16 (page 159) that all five NWI-R sub-scales are 

positively significant when tested individually (bivariate) against the job satisfaction 

measure, both before and after controlling for nurse demographics and nurse 

specialities. A one-point increase on the unit level support scale is associated with 

almost seven times the likelihood of a nurse reporting being job satisfied, but higher 

levels of all of the five working environment measures are significantly related to 

higher job satisfaction individually. As seen in table 17 (page 159), unit level 

support and staffing are significant predictors of job satisfaction when NWI-R factors 

add jointly into the equation before controlling for background variables. This 

relationship continues when the NWI-R measures are added jointly into the equation 

together with control for nurse demographics and nurse speciality. 
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Table 16. Odds ratios (OR) with 950/0 confidence intervals estimating the effects of 
nurses' working environment factors on job satisfaction 

NWI-R sub-scale Not adjusted Adjusted for nurse Adjusted for nurse 
demographic and job characteristics and 
characteristics directorate 

OR (95% CI) OR (95% CI) OR (95% CI) 

Nurse-doctor 2.27 (1.56-3.30)*** 2.21 (1.50-3.28)*** 2.40 (1.59-3.62)*** 
relationships 

Unit level support 5.74 (3.68-8.98)*** 5.91 (3.72-9.41 )*** 6.70 (4.10-10.91 )*** 

Staffing 2.41 (1.79-3.25)*** 2.37 (1.75-3.22)*** 2.23 ( 1.63-3.05)*** 

Philosophy of practice 2.00 (1.40-2.80)*** 1.93 (1.35-2.77)*** 2.21 (1.47-3.32)*** 

Hospital level support 2.70 (1.85-3.94)*** 2.88 (1.92-4.31 )*** 2.95 ( 1.93-4.52)*** 

I N: range: 537-548. Significance: *p<O.05 **p<O.OI ***p<O.OOI. 

Table 17. Odds ratios (OR) with 950/0 confidence intervals estimating the joint 
effects of nurses' working environment factors onjob satisfaction l 

NWI -R sub-scale Not adjusted Adjusted for nurse Adjusted for nurse 
demographic and job characteristics and 
characteristics directorate 

OR (95% CI) OR (95% CI) OR (95% CI) 

Nurse-doctor 1.02 (0.65-1.60) 0.90 (0.61-1.55) 1.08 (0.67 -1. 76) 
relationships 

Unit level support 4.03 (2.34-6.93)*** 4.11 (2.33-7.30)*** 4.82 (2.63-8.84 )*** 

Staffing 1.62 ( 1.16-2.27)** 1.59 (1.12-2.24)** 1.47 (1.02-2.10)* 

Philosophy of practice 1.07 (0.72-1.62) 1.06 (0.70-1.63) 0.947 (0.58-1.55) 

Hospital level support 1.22 (0.77-1.95) 1.30 (0.80-2.13) 1.33 (0.79-2.24) 

(df)=Chi square (5)=80.64. p<O.OOI (15)=96.70. p<O.OOI (23)=113.25. p<O.OOI 

IN: 519. Significance: *p<O.05 **p<O.OI ***p<O.OOI 

As can be seen in table 17 (page 159) increased levels of nurses' perceptions of 

unit level support and adequate staffing are associated with the increased odds of 

nurse job satisfaction, independent of nurse demographics and work-related 

experiences. Two of the working environment characteristics, unit level support and 

staffing, are predictive of job satisfaction when examined individually. These 

relationships continue to be significant independent predictors of nurse job 
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satisfaction in fully controlled models. Thus, the analyses of job satisfaction show 

that perceived supportive management of unit managers and staffing are the strongest 

significant predictors of job satisfaction even after controlling for a multitude of 

nurse characteristics and a number of other hospital nurses' work characteristics for 

nurse job satisfaction. 

3.2.5.3 Nurses' working environment and nurse burnout 

To address the study objective of the relationship between nurses' perception of their 

working environments and their burnout levels, linear regression analyses were 

conducted using the three measures on nurse burnout (MBI): emotional exhaustion, 

personal accomplishment and depersonalisation as continuous dependent variables. 

Once again, the regressions analyses were run in two phases with three steps as 

described in section 2.4.8.3, for one nurse burnout measure at a time. The findings 

for these measures are presented in three separate sections. 

3.2.5.3.1 Emotional exhaustion 

It can be seen from table 18 that all five NWI-R sub-scales predict positively and 

significantly nurse emotional exhaustion when tested individually (bivariate) against 

the emotional exhaustion measure. However, upon entering all five working 

environment variables at once, as seen in table 19 (page 161), only one of the five 

NWI-R measures, i.e. staffing, significantly predicted nurses' emotional exhaustion 

when added jointly into the equation. Decreased levels of nurses' perceptions of 

staffing are associated with increased odds of nurse self-rated emotional exhaustion, 

independent of nurse demographics and work-related experiences. 

160 



Table 18. Regression analysis with standard error predicting emotional exhaustion 
scores on the basis of individual nurses' working environment factors 1 

NWI-R sub-scale Not adjusted Adjusted for nurse Adjusted for nurse 
demographic and job characteristics and 
characteristics directorate 

B (SE) B (SE) B (SE) 

Nurse-doctor -2.18 (0.63)*** -2.25 (0.62)*** -2.38 (0.63)*** 
relationships 

Unit level support -3.48 (0.64)*** -3.72 (0.62)*** -3.81 (0.64 )*** 

Staffing -4.03 (0.47)*** -3.95 (0.45) *** -3.95 (0.47)*** 

Philosophy of practice -2.03 (0.60)** -2.27 (0.65)*** -2.79 (0.65)*** 

Hospital level support -2.33 (0.64)*** -2.78 (0.64)*** 2.81 (0.66)*** 

J N: range: 540-549. Significance: *p<0.05 **p<O.Ol ***p<0.001 

Table 19. Regression analysis with standard error predicting emotional exhaustion on 
the basis of j oint effects of all nurses' working environment factors 1 

NWI-R sub-scale Not adjusted Adjusted for nurse Adjusted for nurse 
demographic and job characteristics and 
characteristics directorate 

B (SE) B (SE) B (SE) 

Nurse-doctor -0.08 (0.66) -0.03 (0.65) -0.20 (0.66) 
relationships 

Unit level support -1.39 (0.78) -1.51 (0.77)* -1.32 (0.80) 

Staffing -3.68 (0.51)*** -3.51 (0.50)*** -3.45 (0.51 )*** 

Philosophy of practice -0.37 (0.63) -0.67 (0.62) -0.83 (0.70) 

Hospital level support -0.15 (0.72) -0.45 (0.72) -0.54 (0.74) 

F-statistic (df) and p (5.526)=17.62. p<O.OOI (15.516)=10.30. p<O.OOI (23.508)=7.06.p<0.00 1 

Adjusted model R- 0.135 0.208 0.208 
squared 

J N: range: 531. Significance: *p<0.05 **p<O.Ol ***p<0.001 

While all of the working environment variables predict emotional exhaustion 

above and beyond nurse personal characteristics and their specialties, one of the fi\'e, 

staffing, is the strongest predictor overall. Thus, the present study shows that nurses' 
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perceptions of staffing appear more important than other aspects of their hospital 

working environments in predicting emotional exhaustion. 

3.2.5.3.2 Depersonalisation 

It can be seen from table 20 (page 162) that higher scores for all of the five NWI-R 

sub-scales predict negatively lower nurse depersonalisation scores. In addition, as 

seen in table 21 (page 163) higher scores for philosophy of nursing do predict lower 

nurse depersonalisation after controlling for nurse demographic characteristics when 

the NWI-R measures are added jointly into the equation. However, this relationship 

does not continue to be significant after controlling for nurse speciality. 

Accordingly, the overall research question relating to that hospital working 

environment perceptions predict depersonalisation is not supported. 

Table 20. Regression analysis with standard error predicting depersonalisation on the 
basis of individual nurses' working environment factors 

NWI-R sub-scale Not adjusted Adjusted for nurse Adjusted for nurse 
demographic and job characteristics and 
characteristics directorate 

B (SE) B (SE) B (SE) 

Nurse-doctor -0.94 (0.31)** -0.733 (1.53)** -0.78 (0.31)** 
relationships 

Unit level support -0.29 (0.33) -0.35 (0.32) -0.66 (0.32)** 

Staffing -0.57 (0.25)** -0.56 (0.24)** -0.48 (0.24)** 

Philosophy of practice -1.08 (0.30)*** -1.14 (0.29)*** -0.73 (0.32)** 

Hospital level support -0.84 (0.32)** -0.56 (0.32) -0.69 (0.33)** 

1 N: range: 548-558. Significance: *p<O.05 **p<O.Ol ***p<O.OOl 
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Table 21. Regression analysis with standard error predicting depersonalisation on the 
basis of joint effects of all nurses' working environment factors 

NWI-R sub-scale Not adjusted Adjusted for nurse Adjusted for nurse 
demographic and job characteristics and 
characteristics directorate 

B (SE) B (SE) B (SE) 

Nurse-doctor -0.61 (0.35) -0.36 (0.35) -0.48 (0.35) 
relationships 

Unit level support 0.73 (0.42) 0.44 (0.41 ) -0.05 (0.42) 

Staffing -0.49 (0.27) -0.50 (0.27) -0.38 (0.27) 

Philosophy of practice -0.77 (0.34)** -0.94 (0.33)** -0.26 (0.37) 

Hospital level support -0.56 (0.39) -0.16 (0.39) -0.29 (0.39) 

F -statistic (df) and p (5.525)=4.39. p=O.OOl (15.515)=5.00. p<O.OOI (23.507)=4.72. p<O.OOI 

Adjusted model R- 0.031 0.102 0.139 
squared 

IN: 530. Significance: *p<0.05 **p<O.OI ***p<0.001 

3.2.5.3.3 Personal accomplishment 

It can be seen from table 22 that higher scores for all five of the NWI-R sub-scales 

predict positively and significantly nurse personal accomplishment when tested 

individually (bivariate) against the personal accomplishment measure and when 

controlled for nurse personal and job demographics and nurse speciality. As seen in 

table 23 (page 164), with the exception of unit level support, these relationships do 

not continue to be significant when the five NWI-R measures are added jointly into 

the equation and when controlled for background variables. 
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Table 22. Regression analysis with standard error predicting personal accomplishment 
scores on the basis of individual nurses' working environment factors 

NWI-R sub-scale Not adjusted Adjusted for nurse Adjusted for nurse 
demographic and job characteristics and 
characteristics directorate 

B (SEM) B (SEM) B (SEM) 

Nurse-doctor 1.84 (0.50)*** 1.52 (0.50)** 1.68 (0.51)** 
relationships 

Unit level support 2.32 (0.51)*** 2.92 (0.52)*** 2.29 (0.53)*** 

Staffing 0.90 (0.40)* 0.84 (0.39)* 0.91 (0.40)* 

Philosophy of practice 1.10 (0.49)* 1.14 (0.48)* 1.71 (0.53)** 

Hospital level support 2.10 (0.52)*** 1.76 (0.53)** 1.78 (0.55)** 

I N: range: 548-549. Significance: *p<0.05 **p<O.Ol ***p<O.OOl 

Table 23. Regression analysis with standard error predicting personal accomplishment 
scores on the basis of joint effects of all nurses' working environment factors 
NWI-R sub-scale Not adjusted Adjusted for nurse Adjusted for nurse 

demographic and job characteristics and 
characteristics directorate 

B (SE) B (SE) B (SE) 

Nurse-doctor 0.93 (0.57) 0.58 (0.57) 0.67 (0.59) 

relationships 

Unit level support 1.64 (0.68)* 1.79 (0.68)** 1.49 (0.71)* 

Staffing -0.05 (0.44) -0.06 (0.44) 0.01 (0.45) 

Philosophy of practice -0.05 (0.55) 0.21 (0.54) 0.64 (0.62) 

Hospital level support 0.95 (0.62) 0.60 (0.64) 0.60 (0.65) 

F -statistic (df) and p (5.525)=5.46 (15.515)=4.10 (23.507)=3.02 

Adjusted model R- 0.040 0.080 0.080 

squared 

IN: 530. Significance: *p<0.05 **p<O.Ol ***p<0.001 

As can be seen from tables 22 and 23, all of the five working environment 

variables predict personal accomplishment when considered individually, but only 

unit level support is a predictor when all five environment characteristics are entered 

simultaneously. Accordingly, the present study shows that unit level support appears 
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to be the strongest of the hospital working environment measures in predicting 

nurses' personal accomplishment. 

3.2.5.4 Nurses' working environment and quality of care 

Logistic regression modelling was conducted to analyse the relationship between 

nurses' perceptions of their working environments and their ratings of the excellent 

quality of patient care. This four-point variable (D6) was recoded into two levels 

("excellent" in one level and "good", "fair" and "poor" in a second level, see 

appendix 9). See coding of variables for impact analysis in appendix 9. This was 

done as a necessary preparation for the logistic regression that is an appropriate 

analysis for categories (Tabachnick & Fidell, 2001). The regression was run in two 

steps with three steps each, as described in section 2.4.8.3. 

It can been seen from table 24 (page 166) that all five NWI-R sub-scales 

predict positively and significantly nurse-assessed quality of patient care when tested 

individually (bivariate) against the quality of patient care measure before and after 

controlling for background variables. As seen in table 25 (page 166), philosophy of 

practice, unit level support and staffing are the three working environment factors to 

significantly predict nurse-assessed quality of patient care when NWI-R measures 

are added jointly into the equation. These relationships continue to be significant 

when controlled for nurse demographics. However, nurse-doctor relationships and 

unit level support are the working environment factors that significantly predict 

nurse-assessed quality of patient care when controlled for nurse speciality. 
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Table 24. Odds ratios (OR) with 95% confidence intervals estimating the effects of 
nurses' working environment factors on nurse-assessed quality of patient carel 

NWI-R sub-scale Not adjusted Adjusted for nurse Adjusted for nurse 
demographic and job characteristics and 
characteristics directorate 

OR (95% CI) OR (95% CI) OR (95% CI) 

Nurse-doctor 3.59 (2.31-5.56)*** 3.60 (2.29-5.66)*** 3.57 (2.23-5.71 )*** 
relationships 

Unit level support 3.12 (2.01-4.85)*** 3.48 (2.18-5.54)*** 4.29 (2.59-7.10)*** 

Staffing 2.10 1.53-2.88)*** 2.27 (1.63-3.16)*** 2.16 (1.53-3.04)*** 

Philosophy of 3.28 (2.17-4.95)*** 3.31 (2.17-5.05)*** 2.93 ( 1.84-4.68)*** 
practice 

Hospital level support 2.03 (1.36-3.02)** 2.03 (1.33-3.10)** 2.23 (1.41-3.51 )** 

J N: range: 534-545. Significance: *p<0.05 **p<O.OI ***p<0.001 

Table 25. Odds ratios (OR) with 95% confidence intervals estimating the joint 
effects of nurses' working environment factors on nurse-assessed quality of patient 
carel 

NWI-R sub-scale Not adjusted Adjusted for nurse Adjusted for nurse 
demographic and job characteristics and 
characteristics directorate 

OR (95% CI) OR (95% CI) OR (95% CI) 

Nurse-doctor 2.02 (1.23-3.33 )** 1.91 (1.15-3.19)* 1.94 (1.14-3.32)* 
relationships 

Unit level support 1.46 (.83-2.57) 1.56 (.86-2.83) 1.91 ( 1.00-3.62)* 

Staffing 1.46 (1.02-2.08)* 1.55 (1.07-2.25)* 1.47 (1.00-2.16) 

Philosophy of 2.08 ( 1.31-3.32)** 2.08 (1.29-3.36)** 1.59 (2.75-.92) 
practice 

Hospital level support 1.00 (.61-1.64) .97 (.57-1.64) 1.09 (l.63-1.89) 

(df)=Chi square (5)=59.34 p<O.OOI (10)=74.88 p<O.OOI (15)=97.88 p<O.OOI 

I N: range: 516. Significance: *p<0.05 **p<O.OI ***p<0.001 

It can be seen from table 25 that nurse-doctor relationships and unit level 

support significantly predict nurse-assessed quality of patient care when controlled 

for all background variables. Thus the present study shows that regarding the 

association between nurses' perceptions of their working environments with their 



assessments of excellent quality of patient care that good nurse-doctor work 

relationships and unit level support are the working environment factors most 

strongly associated with nurse-rated quality of care. 

3.2.5.5 Summary of survey findings 

All the nurses' working environment aspects and nurse job outcomes measured were 

more favourable for nurses at LSH compared with nurses in other countries. Nurse

assessed quality of patient care was less favourable for LSH's nurses in comparison 

with nurses in other countries. Further exploration of these aspects will be 

interesting. All nurses' working environment factors significantly predict nurse and 

patient outcomes. However, when these factors are added jointly into the equation 

these relationships do not all continue to be significant after controlling for 

background variables. 

Figure 10 summarises the significant prediction (and their co-efficients) of 

working environment factors at LSH for nurse and patient outcomes. Unit level 

support and staffing are the strongest predictors of job satisfaction and staffing was 

the strongest predictor for emotional exhaustion. Unit level support does 

significantly predict personal accomplishment after control for background variables. 

None of the five NWI-R factors significantly predict the third aspect of bum out, i.e. 

depersonalisation. Good nurse-doctor relationships and unit level support are the 

strongest predictors of nurse-assessed quality of patient care. Taken together, unit 

level support significantly predicts three of the five outcome variables measured. 

This NWI-R sub-scale includes eight items corresponding to supportive behaviour of 

unit (frontline) n1anagers, active development and induction programmes, support for 

new ideas and flexible shift patterns (see table 4 page 146). 
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Independent variables: NWI-R sub-scales 

Good nurse-doctor 
relationships 

Unit-level support 

Dependent variables: nurse and patient outcomes 

Adequate staffing - 3 45*** 
______ ------=::~---. _--::,.Nurse emotional exhaustion 

1.91 * 

Philosophy of practice Nurse personal accomplishment 

Hospital-level support Nurse depersonalisation 

Figure 10. Significant relationships, and their co-efficients, between nurses' working 
environment factors and nurse and patient outcomes 
*p<O.05 **p<O.OI ***p<O.OOI 

The overall research question regarding the positive association between 

nurses' perceptions of supportive working environment factors yielded positive 

findings for three nurses' working environmental factors measured as predicting 

nurse and patient outcomes. Two working environmental aspects, i.e. philosophy of 

nursing and nurse support at the hospital level, do not predict nurse or patient 

outcomes. Further insight into nurses' working life at LSH will help to understand 

better the relationships between working environmental factors and nurse and patient 

outcomes. A qualitative in-depth knowledge of nurse working life at LSH will also 

help to understand better the favourable survey findings of their job satisfaction and 

burnout levels compared with findings in the compared countries. 

Correspondingly, it was decided to conduct a series of focus group interviews 

with a sub-san1ple of the survey participants to understand better the experiences of 

nurses at LSH about their working environment, job satisfaction and well-being at 
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work as well as their views on the quality of patient care. Next, findings from this 

second part of the present study will be presented. 

3.3 Focus groups findings 

The second component of the empirical part of the present study includes qualitative 

findings from a series of focus groups with nurses at Landspitali University Hospital 

Reykjavik (LSH). The present study investigated the relationship between perceived 

supportive nurses' working environment and nurse job outcomes and assessed 

quality of care. This was done, firstly, via a cross-sectional questionnaire survey of 

695 clinical nurses (response rate=75%) at LSH in the autumn of2002. Secondly, it 

was decided to conduct a series of focus groups interviews with a sub-sample of the 

survey participants in the autumn 2003. The purpose of the focus groups is to extend 

further knowledge and to gain contextual understanding of the working life of nurses 

at LSH in relation to the research topic. The focus groups were helpful in validating 

the usefulness of the international research instrument employed in the present study. 

The focus groups made it possible to investigate the usefulness of the instrument in 

the context of Icelandic nursing from the point of view of a different language, 

culture and health care system. 

The survey findings show that job satisfaction for nurses at LSH is above the 

highest scores for nurses in the five comparison countries. Similarly, the proportion 

of nurses demonstrating characteristics of burnout is small for all three burnout sub

scales: en10tional exhaustion, depersonalisation and personal accomplishment. 

Nurse-reported scores for quality of care are lower than in the comparison countries. 

These findings were unexpected. The regression analysis of survey data indicates the 
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importance of supportive nurses' working environment for nurse and patient 

outcomes. Unit level support is the strongest working environmental predictor for 

nurse job satisfaction, personal accomplishment and nurse-rated patient quality. 

Adequate numbers of staff is a predictor for nurse job satisfaction and emotional 

exhaustion. Good nurse-doctor work relationships predict nurse-rated quality of 

patient care. 

The high job satisfaction and the absence of characteristics of nurse burnout 

were unexpected in the context of increasing health care demands and nursing 

shortages as an increasing problem in the country and at the hospital (Siguroard6ttir 

et aI., 1999). The findings of lower scores for excellent quality of patient care, 

assessed by LSH nurses compared to international findings, are also surprising in 

light of findings from recent surveys on the quality of patient care in Icelandic 

hospitals (Icelandic National Audit Office, 2003; Heilbrigois-og 

tryggingamaIaniouneytio & Landlreknismebrettio, 2003). However, staff at LSH 

expressed their concerns about patient safety due to increased work demands and a 

lack of resources (Baldursd6ttir, 2004). Some questions arise about how to 

understand the unexpected findings on nurse and patient outcomes and underline the 

need for contextual knowledge of the working life of nurses at LSH. Subsequently, 

it was decided to conduct a series of focus group interviews to gain in-depth 

knowledge in relation to the research question: "Are supportive working 

environment factors for nurses in an Icelandic hospital (LSH) positively related to 

their job satisfaction, absence of burnout and assessed quality of patient care?" 
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3.3.1 Focus group as a method 

Focus group interviews were chosen as a method to facilitate group dialogue to 

capture the views of nurses from different perspectives and specialities. The focus 

groups were secondary to the questionnaire survey to extend know ledge in relation to 

the research question and to explore some of its findings in an interactive 

conversation among a sub-sample of the survey sample. Combinations of qualitative 

and quantitative methods have been used in a similar complementary fashion and 

lead to a better understanding of the experience of work life (Gould-Williams, 2004; 

Upenieks,2002b). A combination of methods is recommended to link interpretively 

qualitative and quantitative data sets to add new perspectives to the phenomenon 

under investigation (Foss & Ellefsen, 2002; Sandelowski, 2000). 

Focus groups allowed the research candidate to understand how groups of 

people with similar backgrounds and experiences, via group dynamics, develop a 

shared understanding of the phenomena under investigation, i.e. nurses' working 

environment, nurse job outcomes and quality of care, and the link between them. 

The method allowed the identification of areas where there was a consensus and 

areas where there was disagreement, and provided possibilities for instant 

verification of data by comparison with a variety of viewpoints (Green & Thorogood, 

2004; Gribich, 1999; Krueger, 1998; Morgan, 1998a). 

As the focus groups were a secondary method, practical issues were also taken 

into account. Focus groups were chosen rather than individual interviews to hear the 

views of many nurses. The process of sharing and comparing generated the data, and 

provided better understanding and contributed to the knowledge in relation to the 

research question. The possible disadvantages of focus groups, as presented in 
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chapter two, were taken into consideration when planning and conducting the focus 

groups. 

3.3.2 Preparation 

In preparing for the focus group interviews, the research candidate was given the 

opportunity to present the purpose and practical issues of this part of the study in a 

meeting with the hospital's chief nurse and the nursing directors of the nine clinical 

directorates. The feedback from this meeting was very positive and supportive. The 

candidate was then invited to make the same presentation to unit managers at their 

joint meetings at the directorate level. The purpose of the focus group interviews 

was further presented at meetings with unit managers representing the more over 90 

clinical units at the hospital. The unit nurse managers were also supportive of the 

study. From the feedback gained, the candidate better understood how and when to 

present the focus groups for staff at the unit level, how and when to recruit nurses to 

participate and whom to contact for the subsequent planning. Following ethical 

approval for this part of the study (see appendix 19), a purposive sampling of 

volunteer staff nurses and unit managers was carried out via advertisements and e

mails to unit managers. 

3.3.3 Participants and structure 

Those selected for the focus group interviews were volunteers who were able to 

spend time exploring these issues. Participants comprised 17 staff nurses and four 

unit nlanagers from all the clinical nurse specialities (directorates). Unfortunately, at 

the last nlinutc the nurses from the accident and emergency area were unable to 

attend the session. Inclusion criteria for the focus group interviews are that the 
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nurses had participated in the survey part of the research and had not experienced 

major changes in relation to their work since the survey was completed. The sample 

was purposive and aimed at maximising the opportunity of producing enough data to 

address the research question and to understand better some of the survey findings. 

The systematic purposive strategy aimed to invite nurses from all clinical specialities 

(the same as in the survey) with different perspectives from the research topic (Green 

& Thorogood, 2004). 

The recruitment of volunteer nurses was left up to contact persons at the units. 

Personal communication with contacts via e-mail and phone call helped to make the 

recruitment of volunteers more efficient. It was decided to invite unit managers to 

join a separate group to ensure that the issue of work-related power would not 

influence discussions and to enable managers to discuss managerial issues separately. 

The collection and analysis of data continued simultaneously and new focus groups 

were organised until additional analysis no longer contributed to answering the 

research question, i.e. when theoretical saturation was reached (Strauss, 1987). 

Due to high work demands at the clinical units, shift-work and sickness, the 

recruitment for the focus groups was challenging and at times problematic. Seven to 

nine nurses volunteered for each focus group and on average one third of them 

withdrew at the last minute. This dropout was expected (Krueger, 1998). The nurses 

that did participate were very positive and willing to engage in discussion. Using 

only volunteers may have created a risk of a systematic difference between those 

who CaIne and those who withdrew at last minute. In this study the latter group had 

all previously expressed their interest in participating, called prior to the focus groups 

to say that they could not attend and that they were very sorry to miss the 
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opportunity. Three groups with staff nurses were organised and one group with ward 

managers. 

To facilitate communication, the three focus groups of staff nurses were 

organised according to specialities and similarities in terms of their working 

environment. The first group comprised nurses working in the elderly care units. 

The second group was composed of nurses from units providing more acute patient 

care, i.e. medical and surgical. In the third group were nurses and midwives from the 

children's hospital, the women's clinic, and the rehabilitation and psychiatric units. 

The eight participants in the first focus group additionally had previous experience in 

several other specialities and four of them had at one time been unit managers. Data 

from the first focus group proved to be rich and were further expanded, contrasted 

and supported in the following three groups. After the three groups with the staff 

nurses, unit managers were invited to participate in the fourth group. This approach 

enabled the unit managers, firstly, to discuss the concepts under investigation from 

their point of view, independently of the views of their staff nurses. Secondly, the 

unit managers were encouraged to express their views on possible improvements and 

interventions from a managerial point of view. Theoretical saturation was reached 

after the fourth group. To preserve their anonymity, limited details of participants 

are provided. This is important because the nurses were all recruited from the same 

hospital and due to the size of the Icelandic population. See table 26 (page 180) on 

participants' demographics. 

The four focus group sessions were held on the hospital campus, outside the 

main buildings. The sessions were held during working hours, refreshments were 

offered and each session lasted for 60-90 minutes. The interviews were infon11al 

and relaxed. The participants were all active in the discussions, a fe\y of them more 
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than others, but efforts were made to balance the discussion. The participants were 

infonned about the study and they all signed an infonned consent (appendices 20a 

and 20b) and filled in a document on age, education and years of experience. All 

discussions were audiotaped and transcribed by the candidate. An experienced 

assistant was present, wrote up notes from the discussions and helped with practical 

Issues. 

All the focus group sessions started in the same way, according to a topic guide 

(see appendix 14) as an overall frame for the questions raised. Infonnants were 

given the opportunity to raise other issues as long as they were within the scope of 

the study. The questions sought to explore how focus group participants experienced 

the concepts under investigation. The main topics brought up as a framework for 

inquiry were perceptions of working environment, feelings of well-being and job 

satisfaction, collaboration between professionals, and the quality of nursing care. 

Examples are: "What is the meaning of job satisfaction for you as a nurse?" and "In 

your mind, what is related to quality nursing care?" Participants were given ample 

opportunity to raise their own issues (Kvale, 1996). In many cases, the focus group 

discussions included extensive probing in order to clarify emerging issues. The 

research candidate facilitated the discussions and reflected on the content of the 

interviews with the assistant after the sessions and during the analysis of data. For 

the purpose of better understanding the survey findings and because of issues related 

to language in particular, focus group participants were asked about their views on 

the phrase used for "excellent nursing care" iframllrskarandi hjukrull) in the survey. 

The results for the four groups are presented simultaneously in sections 3.3.8.1 to 

3.3.8.6. 
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3.3.4 Data analysis 

The main characteristic practices of grounded theory were used to analyse the data. 

A cyclic process was applied, i.e. collecting data, analysing it by constantly 

comparing indicators and emerging concepts within the data, and then using these to 

guide further sampling until a point of saturation was reached (Strauss & Corbin, 

1990). In this study, the nurses' accounts of their working environment, well-being 

at work, job satisfaction and quality of nursing care were used to explore the 

relationships between social structures within the hospital and the subjective 

experiences of nurses. The data comprised transcribed interviews, notes and memos 

about the data analyses, as well as notes taken at fonnal and infonnal meetings with 

nurses at the hospital during the study process (Bogdan & Biklen, 1998). 

The initial stage of the analysis was intensive coding; open coding to open up 

the data for all potential analyses. This was valuable since the candidate worked as a 

part time staff nurse at the hospital during the study and thus important to keep 

analytical distance and bring fresh ideas to the analysis. The open coding provided a 

list of concepts to be categorised and then these were moved to a more analytical 

level and then related to generalisable concepts. In this study, the next step was the 

axial coding where the data were put together again and examined for relationships 

between categories. The last step was to look for emerging core categories and their 

intra-relations (Green & Thorogood, 2004; Strauss, 1987). To compare, contrast, 

alTange and realTange the extracts from the data, codes and emerging categories, 

three layers of papers fixed on a wall were used, i.e. large white paper sheets, smaller 

coloured paper sheets and coloured notes (Green & Thorogood, 2004). Throughout 

the analysis, the content of the focus groups and the emerging categories were 
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discussed with the focus group assistant, staff nurses, experts in the field and the 

supervisors of the study. Notes from hospital meetings with staff and management 

contributed to the analysis of the focus group data. 

After constant comparison of concepts derived from the four focus group data 

three categories and corresponding sub-categories emerged. These were integrated 

to form a model of the impact of the nurses' working environment on nurse job 

outcomes and quality of patient care and how these can be understood and changed. 

The three categories are: (1) work worth doing, (2) professional collaboration, and 

(3) increasing working demands. The three categories all serve to describe the 

perception of nurses at LSH of their working environment, nurse job outcomes and 

quality of care in the context of their everyday life and in relation to the overall 

research question. The three categories increased the understanding of the main 

survey findings and thus showed the advantages of multiple methods of data 

collection (Sandelowski, 2000). 

Upon completion of the primary analysis, results were presented and discussed 

at a meeting with three of the focus group participants, two staff nurses and one unit 

manager, all from different focus groups. These discussions ("member check") were 

helpful to address better the research question and to understand the findings of the 

survey. This also helped to refine the model of the relationship between nurses' 

working environment, and nurse and patient outcomes. The focus group findings 

have taken this discussion into consideration. 

The candidate was a part-time staff nurse in two different elderly care-units at 

the hospital (LSH) between August 2001 and January 2004. She had previously 

worked at the hospital as a senior manager in quality management and in employee 
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health and safety. The opportunity was used to present preliminary findings of the 

questionnaire survey and from the focus groups at hospital staff meetings, seminars 

and workshops and at meetings with senior management. Notes and relevant 

comments from the above meetings and discussions were documented and used 

during the analysing process. A logbook was kept throughout the research process, 

which proved to be helpful in enhancing the understanding of the phenomena under 

investigation. 

3.3.5 Findings 

The findings will be organised around the three categories that emerged from the 

data. These are presented alongside corresponding sub-categories and how these 

associate with the overall research question and survey findings. First the context of 

the study will be presented briefly and as well as demographic data on the focus 

group participants. 

3.3.6 The context of the study 

The focus group interviews took place between September and November 2003, 

three years after the merger of two of Reykjavik's largest hospitals into Landspitali 

University Hospital (LSH). Major organisational changes had occurred in the 

previous years. Among these were cuts in the number of staff at all levels. Another 

aspect was some relocation of clinical units, both physically and structurally in terms 

of the organisation of the hospital care. There were also changes in hospital 

management towards a flat structure with fewer middle layers, resulting in re

definition of the responsibilities and roles of managers at each level. Following the 

merger, the public dialogue in the media and inside the hospital centred on various 
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effects of downsizing such as a reduction in staff numbers, increased workload and 

consequent discomfort and potential risks for patients, relatives and staff. In 

particular, staff in acute care settings expressed their worries in terms of adverse 

events in relation to increased workload, shorter length of stay for patients and 

shortages in staff (Baldursd6ttir, 2004). The present study therefore took place in a 

context of change and increasing work demands, inevitably influencing the 

experiences of the participants. However, the consequences of the merger were not a 

focus of the study although, as noted earlier, it is plausible that they could have 

impacted on the findings of the study but it is impossible to ascertain whether this is 

the case, given the absence of a comparator hospital in Iceland. 

3.3.7 Demographic data 

Table 26 illustrates demographics information on the 21 female focus group 

participants, staff nurses and unit managers. The majority of the participants hold 

bachelor degrees and worked full-time. Participants represented eight of the nine 

clinical directorates. The specialities of the nurse managers will not be included in 

order to preserve their anonymity. Where relevant, the participants are referred to by 

job title (e.g. staff nurse or unit manager) or speciality (e.g. midwife or geriatric 

nurse); otherwise they are referred to as "nurses". To maintain anonymity, such 

potentially identifying information is provided with caution. 
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Table 26. Demographics of focus group participants 

Participants 

Staff nurses: 17 

Unit managers: 4 

Total number: 21 

3.3.8 Categories 

Specialities 

Elderly 
Medical I 
Medical II 
Surgical 
Intensive care 
Children 
Women 
Psychiatric 

Experience 
Y ears-Range 

3-30 years 

Professional and 
educational 
background 

RNs: 21 

BS degrees: 14 
MSs degrees: 2 

Other education: 8 

Working hours 

Full-time: 15 

Part-time: 6 

Analysis of the focus group data enabled the candidate to devise three categories and 

a range of sub-categories, which explained nurses' responses to their working life, 

their job attitudes, and the quality of patient care. Table 27 summarises these 

categories: work worth doing, professional relationships and increasing working 

demands. The categories are all related and support and expand each other. They 

are useful to increase the insight into the working experiences of nurses at LSH in 

relation to the research question and their responses in the questionnaire survey. 

From table 27 it can been seen that the nurses experience their work as valuable and 

their status and inter-professional working relations as helping them to meet 

increasing demands at the hospital. These categories and sub categories are 

presented in fo Howing sections. 
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Table 27. Categories and sub-categories related to the working experiences of nurses 
at LSH of their satisfaction with work and the quality of patient care 

Categories 

Work worth doing 

Professional relationships 

Increasing working demands 

Sub-categories 

Choosing the right profession 
Valuable human relations 

Teams and networking 
Independence and co-ordination 
Nurse-doctor communication 

Lack of resources and hospital support 
Safety and professional expectations 
Quality of nursing care 

3.3.8.1 First category - Work worth doing 

For the nurses participating in the focus groups the meaning of their work was very 

important for their working life experiences. The initial choice of becoming a nurse 

was fundamental for their general satisfaction with working as nurses. Working with 

vulnerable patients in need of nursing care, and human relations in general, were 

revealed as very important for nurses' satisfaction with their work. The focus group 

participants expressed that they valued the relationships they had with patients and 

their relatives. These were valuable and added to the meaningfulness of their work. 

Rewards in terms of positive feedback from staff, relatives and patients, 

advancement and salaries enriched their experience of being a nurse and increased 

their satisfaction with work. The unique characteristics of nursing - having the 

possibility to meet patient's needs in difficult life situations - made nursing worth 

doing and thus important for their satisfaction at work. 

This first category helps to address better the research question by illuminating 

the importance of work itself for nurses' quality of working life. This category 

indicates that the content of \York itself is an important part of nurses' working 
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environment. The sub-categories to work worth doing provide valuable insight into 

the positive survey findings of the relatively high job satisfaction of nurses at LSH 

hospital. The properties and dimensions of this phenomenon about the meaning of 

work merged into the category of "work worth doing" and two sub-categories of 

choosing the right profession and the value of human relations (see table 27 page 

181 ). 

3.3.8.1.1 Choosing the right profession 

The first aspect to the first category is concerned with nurses' initial decision to go 

into nursing. Focus group informants agreed that the rationale for their initial 

decision was fundamental to their satisfaction with work. The nurses talked about 

this in relation to having made the right choice about becoming a nurse. Being true 

to that decision and enjoying the possibilities of nursing practice were of more 

importance for their satisfaction at work than the demands and frustrations that 

frequently characterised their work and could put their job satisfaction at risk. Two 

of the nurses, both with over 30 years' experience in nursing, and now working in 

elderly care units, discussed how this influenced their views of their work throughout 

their careers. The geriatric nurses expressed this as follows: 

Nurse I: 

This must be something called job satisfaction, because you have chosen this 

job and you find it enjoyable. 

Nurse 2: 

You I11IlSt be satisfied since your job is 1I1lat you lI'anted to work with. even 

though SOl11e days arc terrible. 
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The other nurses in this focus group agreed on the importance of the initial 

choice, but argued that many factors influenced their job satisfaction, such as 

relations with staff and their possibilities of working independently. Nurses in the 

medical and surgical directorates confirmed this in their discussions. They talked 

about their initial decision 20 or 30 years earlier and felt they still had the same 

views in respect to that decision. They did not regret their decision, even though 

their jobs could be tough and they had to deal with high demands at work and 

external circumstances that made their jobs more difficult. Their choice and the 

possibilities they experienced as nurses were of more importance than whether they 

at times felt bad at work. They talked about the importance of being satisfied, being 

a nurse and being ready for the job that awaited them. Three nurses from the second 

group stressed the importance of being absolutely sure that the choice they had made 

was the right one for them. Their expressions were as follows. 

Nurse 1: 

I never regret going into nursing. It offers an enormous broadness and gives 

you endless opportunities, but you do not always feel good at work. (Surgical 

nurse) 

Nurse 2: 

You need to really make up your mind. Are you ready for this? (Medical 

nurse). 

Nurse 3: 

As YOli were saying [name], that YOli have, somehow, answered this for 

yourself; is this the right choice? (Medical nurse) 

183 



The nurses make interesting points about how important their initial choice was 

for their future satisfaction with their work and they expressed a high degree of 

commitment to their profession. It is also interesting that when the nurses expressed 

their commitment, none of the responses included comments about the hospital or 

their commitment towards the health care system in general. A dialogue followed 

discussions about the right choice on the importance of human relations for their 

experience at work. The findings on human relations emerged into the next sub 

category presented below. 

3.3.8.1.2 Valuable human relations 

The second aspect to the first category of "work worth doing" is about the value of 

human relations at work. When nurses talked about their initial decision to go into 

nursing and about being satisfied as a nurse, they turned to talking about the meaning 

of the nursing profession and of human relations in general, and how important this 

was for their job satisfaction. Despite the negative parts of the work, such as low 

salary and a poor working environment, the nurses enjoyed their work because they 

felt it was enriching and had the potential to help them to develop personally. The 

medical and surgical nurses discussed this together and one of them responded with a 

smile when she was asked why she still enjoyed work, despite the high demands in 

her daily work. She said: 

This is so enriching, and so maturing. There is a satisfaction in it. (Surgical 

nurse) 

The focus group participants looked at job satisfaction from the point of view 

of relationships with patients and their relatives. The nurses felt that working with 

patients and relatives was challenging and acknowledged that the feedback and 
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gratification they received added to the value of their profession. Even when things 

were difficult and patients and relatives were unhappy, nurses felt satisfied when 

they succeeded in resolving problems and thereby improving the care provided. 

They felt happy when they did not give up on challenging tasks and persevered until 

they had solved the problem, and felt that people were satisfied with the care 

provided. The midwives and the psychiatric nurses for example, discussed this. One 

of the midwives emphasised how these factors influenced her job satisfaction, e.g. 

when she experienced constructive personal relations at work, when problems were 

solved and she received positive feedback from patients and relatives. She found 

these experiences very motivating, as she noted: 

I would say it is (job satisfaction) the whole picture, because you get like a 

vitamin shot, everything works, and everybody is happy. You often get this 

feeling, and you are willing to do whatever it takes. (Midwife). 

A geriatric nurse talked in a similar way about how she enjoyed challenging 

communication with relatives and patients and how satisfied she felt when she was 

able to meet successfully these challenges and take care of things so that patients and 

relatives left the ward happy about the service provided. Encounters such as these 

were very positive for her experience of working life. 

J also enjoy it when you have really been criticised (by relatives). When 

el'c/~1,thing is impossible and unsatisfactory, and you try to strive to get them 

back on your side . ... Not to discharge them unhappy. (Geriatric nurse) 

Despite very demanding situations and limited resources the meaning of being 

a nurse and the valuable relationships with patients helped nurses to enjoy their 

\\'ork. Those working only day shifts complained of lo\\' salaries. Those who were 

185 



mothers with young children stated they would not be able to provide for their 

children alone, as their salary did not even cover the cost of day-care for two or three 

children. Some of the medical and surgical nurses said that they had even considered 

leaving nursing. Despite these negative aspects, they still loved to go to work and, 

ironically, spoke of their job as their "most interesting hobby", not least because of 

the positive relationships with patients and human relations in general. One who had 

considered leaving nursing said: 

I've always been very happy in this job. What diminishes the satisfaction is the 

salary. It is a very negative factor. You are sometimes thinking about quitting, 

only because of the salary, but sometimes I feel like this is my main hobby. 

(Medical nurse). 

A nurse who had left nursing mainly because of the low salary, poor working 

environment and the limited resources at her unit followed this comment. However, 

she came back to the hospital after working for a year in a private company, in 

personal services, at a considerably higher salary and in a more comfortable working 

environment. She said she had missed the relationship with patients and relatives, 

and needed to feel that her work was worth doing, this being fundamental to her job 

satisfaction: 

I just felt I was simply not doing things interesting enough in the company; 

there was too little work with human relations. I felt I was not useful enough . 

... And I decided to go back to llursing but not to let these things irritate me as 

they had before. (Medical nurse) 

The points that this nurse is making are that higher salary on its own is not 

enough for nurse job satisfaction and that she was ready to sacrifice a comfortable 
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and respectable job to go back to nursing, knowing what would await her there. The 

experience of this nurse was perceived as unique in the focus group and it is valuable 

to better understand the situation of nurses at LSH and the core of their job 

satisfaction. 

3.3.8.2 Summary and interpretation of the first category 

Findings that fell within the first category about the importance of work itself are in 

concordance with the survey findings; the scores for satisfaction with being a nurse 

being higher than scores for satisfaction with the present job. This points to an 

interesting difference between these two aspects of job satisfaction and potential 

greater importance of the meaning of work itself than the daily experiences at work. 

These findings can be interpreted from the point of view of the concept of 

intrinsic satisfaction according to Herzberg's "Two factor theory on motivation" 

(Herzberg et aI., 1959). This identifies motivating factors that are drivers such as 

achievement, recognition, responsibility, personal growth and advancement. Other 

factors at work that do not motivate but are also important are pay, working 

conditions, supervision, policy and inter-personal relationships. The link between 

this theory and the views expressed in the focus groups is based on the expressed 

importance of the content of nursing, its meaning, responsibility, possibilities for 

personal development and growth, and the important relationships with staff, patients 

and relatives. Furthennore, the nurses in the focus groups perceived the meaning of 

nursing and the job itself as more important than the context of their jobs (e.g. 

salaries and poor working environment) for their job satisfaction and this 

corresponds to the role of extrinsic factors as not motivational according to 

Herzberg's theory (Herzberg, 1987). 
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This first category and its sub-categories built further upon what was learned 

from the survey findings on the link between supportive nurses' working 

environment and positive nurse job outcomes. These additional findings provide 

insight into both the importance of work itself and into other valuable aspects of the 

nurses' working environment, such as achievement, recognition, responsibility, 

personal growth and advancement, all corresponding to items that clustered to the 

NWI-R sub-scale labelled "unit level support" (see table 4 page 146 on factor 

analysis) which significantly predict job satisfaction. 

When these findings are taken together (the survey findings on the prediction of 

unit level support for job satisfaction and the focus group findings on intrinsic 

satisfaction) the crucial role of nurse managers for nurse job satisfaction is 

highlighted. According to these findings, the management behaviour of nurse 

managers, in particular, appears to have the potential positively to influence intrinsic 

nurse job satisfaction. 

This category emphasises the meaning of human relations in nursing; that they 

are at the core of nursing care and fundamental to nurses' satisfaction with their 

work. The survey instrument does not address human relations with patients and 

relatives particularly, apart from questions in part C (Maslach Burnout Inventory), 

which measures depersonalisation (see appendix 7). 

3.3.8.3 Second category - Professional relationships 

The second category that emerged from the focus group findings is professional 

relationships. When discussing their job satisfaction, the focus group participants 

further identified the importance of inter-professional relationships, independence 

and professionalisn1, and said that these were fundamental in meeting the high 
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demands of nursing work. Participants in the focus groups, both staff nurses and 

managers, expressed positive views on collaboration and trust in general within the 

hospital. Good working relationships were important for their perceived quality of 

working life and their assessment of the quality of patient care. Hence, their views 

on professional relationships provided an important contribution to addressing the 

research question and a vehicle through which to illuminate further the survey 

findings. 

Consultation with other nurses and networking across units were important for 

the management of patient care. Some of the nurses, particularly the managers, felt 

that the network had failed during recent hospital re-organisation with a subsequent 

deterioration in communication, quality of patient care and the work experiences of 

those involved. These changes made the participants feel insecure and 

uncomfortable. They felt they were not as respected professionally as they had been 

before, and were excluded from information about the organisation of care and work 

processes in relation to the changes. 

When asked about their nursing practice with respect to perceived 

independence, the nurses all agreed that they were independent at work and self

governing in their nursing practice. Their perceived independence was important for 

the quality of care they provided and some of the nurses talked about this as an 

opportunity to develop their professional practice. Independence at work was also 

very important for their quality of working life. When prompted about their 

collaboration, with e.g. doctors, the majority of focus group participants thought their 

working relationships with doctors was satisfactory. However, they were not always 

content with the organisation of the doctors' work and this influenced their own 

working life and the quality of the care they felt able to deliver. 
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Nurses from all directorates stated that they handled their collaboration with 

doctors by using strategic communication and coping mechanisms. The nurses 

experienced the collaboration with doctors as challenging and at times frustrating, 

with signs similar to the characteristics that have been referred to as the "doctor

nurse game" in the literature (Stein et aI., 1990). Part of the nurses' strategy was to 

act as if the doctors had made all the decisions, despite the fact that many of the ideas 

originally came from the nurses. Nurses felt they had to play this charade to ensure 

the quality of patient care, but emphasised that this was at times irritating, and one of 

them were concerned about the influence of this for their own collective well-being 

at work. 

In addition to the first focus group category "work worth doing", this second 

category (professional relationships) provides important information. According to 

the survey findings, a supportive nurses' working environment, in particular as 

fostered by unit managers, was important for the quality of nurses' working life. The 

first focus group category provided findings on the meaning of work and extended 

the survey findings in this regard. The second focus group category further 

supported the relationship between inter-professional relationships and the quality of 

patient care as indicated by the regression analysis of the survey findings. The 

properties and dimensions of these views merged into the category of professional 

relationships and the three sub categories of teams and networking; independence 

and coordination and nurse-doctor communication (see table 27 page 181). 

3.3.8.3.1 Teams and networking 

The first sub-category within the professional relationships category is concen1ed 

with teams and networking. The nurses in the focus groups spoke about how 
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important collaboration with co-workers was for their quality of working life and for 

the quality of care. Focus group participants had positive views on working in strong 

and ambitious teams with competent colleagues. These teams were important for 

their job satisfaction and the multi-disciplinary collaboration enriched working 

relations and trust, and had a positive influence on the nurses' ability to provide good 

nursing care. Nurses and managers, both with longer and shorter experience in 

nursing, talked about this and felt more confident with their practice and their own 

satisfaction with work when they had the possibility to discuss with colleagues and to 

collaborate with them. It was both challenging and enjoyable to work with others, to 

share knowledge with them, enjoy their expertise, "and to see it work" as a surgical 

nurse said. Staff nurses and managers discussed this in all focus groups, and 

comments from these discussions reflected the value placed on teamwork and 

networking: 

Nurse 1: 

When it comes to well-being at work, a key issue is that you can consult your 

colleagues. (Geriatric nurse) 

Nurse 2: 

You feel a member of a group. I enjoy this form of communication a lot and 

enjoy very much the dynamic of the team, especially if the communication is 

open. ... This multi-disciplinary challenge, to be respected and to respect 

others and their special knowledge, and the co-ordination of all these groups 

are also part of the job satisfaction. (Intensive care nurse) 

Nurse 3: 
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Everybody can contribute to these issues, come with different points of view 

and in this the nurse also plays a very important role. And this is important for 

your job satisfaction, to see things from a broad perspective. (Surgical nurse). 

Collaborative efforts, e.g. in quality projects, enriched the value of teamwork 

and the nurses linked this to their job satisfaction. Parity of status and mutual respect 

in communication was experienced as professionalism and fundamental to the 

quality of the care. One of the midwives, who had worked at the hospital for over 20 

years and had been active in multi-disciplinary quality projects, valued professional 

communication and felt that it was beneficial for her working relationships and 

satisfaction with work: 

Almost all staff are involved (in quality circles) ... and after we started on 

working on this we had much more mutual respect, and we are only speaking 

about things in a professional manner and we are also, in this way 

accomplishing something good for ourselves. (Midwife) 

Networking and co-ordinating across units and directorates were cited as yet 

another dimension of collaboration, and experienced as valuable for nurses and had 

the potential to improve the quality of patient care. The focus group participants, 

particularly the unit managers, said that they strove to co-ordinate care by working 

with nurses in other units. By networking in this way they were often able to prevent 

unnecessary strain for staff and patients. Good co-ordination via the collaborative 

efforts of staff nurses and unit managers made the patient care more efficient and 

safer. One of the managers explained that she used her "espionage net" to e.g. plan 

a safe step-down process of a surgical patient by collaborating with other unit 

managers. In so doing she felt they could make the process smoother and safer for 
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the patient and prevent unnecessary conflicts between units in the post-operative 

phase. She emphasised how efficient this collaboration could be and how it made 

her job more enjoyable. Other unit managers in the focus group had had similar 

expenences. 

The unit managers in the focus groups expressed how important it was to share 

knowledge and experience with other managers. Good access to information and 

joint meetings of managers could help to improve collaboration across units and 

directorates within the hospital. The nurse managers talked about how joint meetings 

of unit managers across directorates would be positive for patient care. Meetings 

with representatives from all facets in the patient's journey through the hospital 

could be used to share information and ask questions about the processes in relation 

to complicated patient care. The unit managers considered such meetings to be very 

important and a necessary addition to phone calls. Nurse managers in surgical care 

and intensive care, in particular, took this view and one of them spoke about her 

colleague's situation in this respect: 

A flow of many surgical operations (patients) goes through her unit. It is 

necessary to invite the managers to meet together, give a presentation and 

simply ask: how do you do this? This is something that would be easy to 

organise. (Nurse manager) 

This nurse manager suggested an interesting idea about joint and informative 

meetings of managers and proposed a method of reflective communication to 

enhance collaboration and care. Nurses in other focus groups talked in a similar way 

about the ilnportance of smooth collaboration. A nurse working in children's care 

expanded on this view and expressed the importance of a good environment, in a 
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broad sense, for professional patient care and professional collaboration. She 

maintained: 

You want to work professionally with this patient, but you also want the 

environment to be suitable for the patient, that the collaboration works out, and 

that the service runs without constant obstacles and hassle. (Nurse in children 

care) 

During the recent merger of the two hospitals some of the focus group 

participants were relocated and their former network of contacts was no longer of 

great use. They felt isolated and did not have the necessary information about patient 

care and practical matters for nursing practice. They felt uncomfortable when they 

found out that some of the routines and practices they had been used to for years, and 

considered professional and evidence-based, were not common practice in their new 

location. When they faced conflicting views about the ways to provide care they 

experienced disagreement in their communication with new colleagues. This had a 

negative impact on their well-being at work and their perceived quality of care. A 

surgical nurse emphasised the importance of co-ordinated procedures in relation to 

patient operations based on shared standards and effective networking across the 

units involved. The participants in her focus group agreed with her on how sensitive 

networking among nurses was to organisational changes and thus these changes 

could negatively affect the quality of patient care and their well-being at work. The 

experience of being dislocated from their collegial network was a negative 

experience and made the nurse feel disrespected and uncomfortable. As she 

explained: 
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Yes, the network collapsed. We came as specialists and well-known faces from 

one building over to another, and there we were looked at as complete 

nobodies. All of a sudden, you are at times, just like a fool. (Surgical nurse) 

The nurses repeatedly expressed how supportive inter-professional 

relationships could be when they faced difficulties at work. An example came from 

a nurse experienced in elderly care: 

If something happens and you are considering what to do, then it is so good to 

walk to your colleague and ask. ... Therefore, it is the support here and nOH' 

that matters. 

Collaborative and supportive relations are important for staff and patients. 

However, independent nursing practice was also considered to be important by the 

nurses in the focus groups and was also linked to their satisfaction with work and 

opportunities to provide good patient care. 

It is valuable to note that throughout the focus group interviews none of the 

comments from staff nurses about their work lives and quality of care included any 

comments on their unit managers except to express their understanding on how busy 

their managers were and how the pressure on them had increased. When prompted 

about whether they had any influence on their job satisfaction and their potential to 

provide quality of care, the nurses agreed that their support was important. They 

then discussed other issues. Some of the staff nurses talked about their previous 

personal experiences as managers. They expressed a sense of sympathy towards the 

increasingly di fficult role of unit managers at the hospital in relation to 

organisational changes, documentation and staffing. These views correspond to the 
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changes that followed the merger of the two hospitals and are presented in a previous 

section in this chapter (see section 3.3.6). 

3.3.8.3.2 Independence and co-ordination 

The role of independent practice and co-ordination of patient care merged into the 

second sub-category to "professional relationships". The nurses in the focus groups 

expressed positive views on their independent nursing practice and trust in their 

relations with their co-workers, in particular, with doctors. They felt that the doctors 

respected their work and did not try to interfere with the nursing practice. Nurses 

from all directorates felt that the doctors trusted them and said that they had the 

opportunity to make independent decisions on nursing care, once the doctor had 

made the medical decisions. Nurses felt their collaboration was very important, they 

enjoyed working with doctors and followed their medical orders, despite, at times, 

negative sides of this collaboration. This was the case for nurses in different settings. 

A nurse who had previously worked in acute settings and at the time of the focus 

groups was working in a non-acute care reinforced this view. Two nurses 

emphasised the importance of collaboration: 

Nurse 1: 

They (the doctors) trust us in what we are doing. That's why we do not discuss 

the nursing care because they know we are doing it quite well ... If a patient 

has been attended by his doctor and then comes to me, I take care of him from 

a to z. I feel our work is vel}' independent ... Nobody would believe how 

independent 1\'(' real~1' are (smiled). (Medical nurse) 

Nurse 2: 
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Yes, I say the same. I'm satisfied with the independence, but you certainly seek 

advice from your colleagues. (Surgical nurse) 

A nurse working in the elderly care participating in another focus group expressed a 

slightly different view of doctors' attitudes. However, this view was neither 

considered important nor problematic: 

But of course, if there were critical matters and uncertainty, they would see 

themselves as our superiors, they would seek to retain what they think is theirs. 

But this is not a problem in my unit. 

Nurses made it clear that they perceived their professional status as 

independent and that they enjoyed this status. At the same time, they talked about 

the value of working with other disciplines. Nurses from all directorates said that 

one of their most important roles was to observe and co-ordinate care, both at the 

unit level and across units. Nurses emphasised their presence at the units for 24 

hours while doctors and other disciplines came to the unit for a shorter time. Some 

participants felt that they were responsible for controlling the whole care, including 

controlling the medical part of the care and the care of the environment, even though 

the organisation of cleaning services was no longer a part of the nurse unit 

management responsibility. This feeling of responsibility for the whole care of 

patients influenced their assessment of the quality of care and will be discussed 

further in a separate section (3.3.8.5.3). The nurses also talked about how 

demanding it was to be responsible for the overall care, but they still considered 

checking and co-ordinating care as part of their work. Two medical nurses, both 

with experience in acute settings, reflected on their experiences: 

Nurse 1: 
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I was always checking the doctors. I felt I was such a baby-sitter. I was fed up 

with this ... To check they had given orders, and checking they took care of the 

patient. 

Nurse 2: 

Isn't this the "glue". We are this centre, we are always with the patient, and 

we are controlling in all directions. 

These nurses felt they were responsible for co-ordinating the care of patients, 

even though it made them tired and their views may resemble the roles of mothers 

and housewives. The second nurse spoke about the constant controlling in an ironic 

way and the nurses in her focus group agreed with her. However, nurses considered 

collaboration with their colleagues was of great importance for staff and patients. 

Nevertheless, there were times when they felt that collaboration with doctors, and the 

nature of the communication in particular, could be improved. 

3.3.8.3.3 Nurse-doctor communication 

The third sub-category of professional relationships' reflects nurses' views on their 

communication with doctors. Despite the general perception of good collaboration, 

the nurses explained the difficult sides to this interaction. Improvements in the 

nurse-doctor collaboration would, from the nurse's point of view, also benefit their 

working life and the care of patients. A surgical nurse with some 15 years in nursing 

explained some of the tensions involved: 

If there is something that needs improving it's collaboration with doctors. 

Doctors and nurses work together on Nursing the patient, alld it takes ([ lot of 

time to chase them (doctors). And it should be self-evident that the nurse 
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participates in an interview when the patient is diagnosed. The nurse is to take 

care of the patient afterwards ... Isn't that the goal of both partners, that the 

patient feels as well as possible? 

A nurse in children's care expanded on this. She valued the collaboration with 

doctors, but took up the point about the role of co-ordination. She often had to 

remind the doctors what they were expected to do and added that patients and 

relatives often had to wait for lengthy periods for doctors to make clinical decisions. 

As with the surgical nurse she often had to chase the doctors: 

What is the most annoying here for me is, maybe, that you are always chasing 

some doctors. (Nurse in children care) 

Nurses felt that doctors trusted them and did not comment on the nursing part 

of the care. This was by some participants interpreted as a sign of confidence in 

nursing care. By others it was, however, perceived as a sign of ignorance. Their 

apparent contradiction is illustrated in the dialogue extracted from the second focus 

group: 

Nurse I: 

They do not consider what we are doing ... They certainly do not have a clue 

abollt half of what we are doing. (Surgical nurse) 

Nurse 2: 

We would not like it if they interfered with our care, e.g. how we helped the 

patient Ollt of bed. (Medical nurse) 

Nurse 3: 
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Wouldn't we riposte and defend what we are doing because we mean ollr 

practice is good? But things would be clearer if the collaboration was better. 

(Surgical nurse) 

Nurses were then prompted to discuss whether they trusted the doctors. It was 

apparent in the groups that this was not a commonplace among nurses, but the focus 

group participants agreed and said the nurses did not always trust the doctors with 

regard to e.g. their organisation of work. An example comes from a surgical nurse: 

No, ffeel we often have questions marks and even say to them (doctors): "Are 

you sure you should do this?" 

The point is not that nurses did not trust doctors' medical know ledge, but rather 

they were sceptical as to how they organised their work and that they needed 

feedback from the nurses who were better acquainted with the bigger picture. The 

focus group participants thought collaboration would be better if the communication 

was more open, e.g. about the nursing part of the care. They agreed that doctors did 

not comment on the nursing side of the care and said that, if they did, nurses would 

probably become defensive. From nurses' point of view this could be considered 

evidence of double standard. 

The expressed view that nurses would not appreciate doctors' comments on 

nursing care raises some question about trust - or lack of it - in the working 

relationships between nurses and doctors at LSH. Nurses continued that they were 

happy with collaboration in general, but they also mentioned a particular strategy, 

which they used to ensure the quality of patient care and fulfil professional standards 

from their point of view. This strategy in question is known in the literature as the 

"doctor-nurse game" (Stein et aI., 1990). Its key feature is to present a nursing idea 
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in such a way that it looks as if it originated from a doctor. In this nurses felt they 

did not appear to influence a doctor's decision. Some nurses felt that this strategy 

threatened nurses' confidence in doctors and as well in their own professionalism 

and satisfaction with work. They said that the strategy was a way to cope with 

doctors' attitudes and the organisation of their work, but agreed that it was not 

healthy for professional collaboration. Again, nurses said they would prefer more 

open communication. Nurses in different specialities discussed this point and they 

took it badly when doctors did not welcome their ideas. In response, they decided to 

use this strategy to circumnavigate matters instead of being open in their 

communication with doctors. This kind of conversation is evident from the third 

focus group: 

Nurse 1: 

I find it boring when you come with your ideas or your views and they are not 

even listened to. It is like this sometimes, it is so boring when you need to take 

an indirect approach. (Nurse in children's care) 

Nurse 2: 

You know perfectly that this is how you need to do it, but why can't you just 

say: "I would like to do it this way?" (Nurse in children's care). 

Nurses claimed they were used to managing issues when communicating with 

doctors and this strategy was designed to achieve what they thought was best for the 

patient. They did not enjoy having to be so sceptical and having to develop this 

strategy. They preferred communication with doctors to be more open. 
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3.3.8.4 Summary and interpretation of the second category 

The points the focus group participants made were that good collaboration was 

valuable both for staff and patient care. This supports the findings on the significant 

prediction of good nurse-doctor working relationships for nurse-assessed quality of 

patient care. The focus group findings provide additional insight into the survey 

findings and about the nature of the nurse-doctor relationships. 

Despite some positive views, both in survey and focus group data, the latter 

point to the need for some improvement in this area. The nurses in the focus groups 

pointed out how more structured networking and more open and clear-cut 

communication between nurses and doctors could be of benefit to all concerned. 

These findings are important in addressing the research question in relation to 

professional collaboration and its importance for nurse and patient outcomes. 

The focus group findings indicate the value of good collaboration also between 

nurses within and across units, and emphasise the importance of improving these 

communication channels, in particular for the benefit of patient care. 

3.3.8.5 Third category - Increasing working demands 

The third category concerns increasing demands at work. Nurses from all 

specialities expressed their views on increasing demands at work and these were 

associated with constrictions and reorganisation at the hospital. In this respect, 

nurses mentioned cost-containment, staff shortages, increased pressure on unit 

mangers, lack of information about hospital policy, poor working environment and 

limited time for patient care. The general experience of participants was that they 

were expected to do more with less, but they still explained their motivation to strive 

to do their very best, despite lin1ited resources and the demanding context of change. 
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Their driving force was to fulfil their professional nursing standards, meet the needs 

of patients and relatives, ensure safety, and fight for a good working environment 

and quality of patient care. 

As described in an earlier section (3.3.8.1), the meaning of work and the 

perception of doing a job worth doing was fundamental to job satisfaction, according 

to the views of focus group participants. Similarly important was their collaboration 

with co-workers and the opportunities to enjoy valuable human relations with 

patients and relatives. Despite their satisfaction about working as nurses, both in the 

questionnaire survey and in the interviews, focus group participants pointed out how 

their daily work was increasingly marked by demands, which had reached higher 

levels than they had experienced earlier in their nursing career. 

Findings that fell into the third category further illuminate the meaning of 

different aspects of nurses' working environment for nurse job outcomes and the 

quality of patient care. This category provides a new dimension to the research 

question and emphasises the different meaning of intrinsic and extrinsic factors 

associated with the working environment. These findings demonstrate that, despite 

increasing demands (i.e. extrinsic factors), nurses felt satisfied with work and they 

related this to the meaning of their work, (i.e. intrinsic factors). The following 

section describes nurses' experiences of limited time and resources and their will to 

provide quality-nursing care, despite the negative aspects of their working 

environment. These findings are consistent with the survey findings on staffing as a 

significant predictor ofnllrse job satisfaction and emotional exhaustion. 
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3.3.8.5.1 Lack of resources and support from senior management 

Focus group participants from all specialities spoke of increasing working demands 

and lack of time for patient care. Nurses from all directorates except from elderly 

and childcare experienced poor working environment. Nurses explained their 

previous experience of busy days, but their current experience went beyond this and 

they talked about how they felt they were reaching the limits of their capabilities. 

Nurses believed that time and resources were fundamental to providing quality 

patient care and worried about their inability to give the professional care they would 

like to. Participants pointed out that time to meet patients' needs in a creative way 

was vital and how good relationships with patients and relatives had a strong impact 

on their well-being at work and job satisfaction. 

This was particularly the case for nurses in acute settings, such as midwifery 

and surgical care. These nurses felt they had to increase their tempo to be able to 

meet the high demands. Despite their best efforts, they felt they were unable to 

provide quality care and found they were almost doing more than they were actually 

able to. A surgical nurse with over 15 years of experience at the hospital shared 

these concerns with her colleagues in the focus group. She explained how she had to 

hurry at work due to lack of staff and the high demands. She felt that she was unable 

to sit down and talk to the patient and provide the quality nursing care she wanted to. 

Two midwives expressed similar views: 

Nurse 1: 

To provide truly good and holistic nursing care, YOli would need more time, /lot 

constal1t~y be running, as YOli so often experience at work ... This is what is 
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missing, this time to be able to care for the patient and speak to him (her). 

(Surgical nurse) 

Nurse 2: 

You need to run between places, take partly care of this and partly care of that 

... You cannot do it all. You do not reach the professional goals you would like 

to. (Midwife) 

Nurse 3: 

Yes, I experience this very much, because in reality you are doing "more" than 

you are able to do. . .. I'm not the only one. The demands are so high that YOll 

are trying to accomplish "more" than you are able to. (Midwife) 

When discussing lack of time for patient care, focus group participants also 

brought up concerns about their own well-being and poor working environment. A 

psychiatric nurse said: 

I allow myself to be annoyed about my circumstances. At present this irritates 

me considerably and I am really worried about this. 

Despite their misgivings about the inadequate working environment they liked 

their jobs and were ready to fight for better facilities to make it possible to achieve 

higher professional nursing standards. A psychiatric nurse who had worked at the 

hospital for over 20 years and a midwife with similar length of experience in nursing 

each said that, at times did not feel well at work, but still emphasised their motivation 

and responsibility: 

Nurse 1: 
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I like the job, but I may not feel well enough because, e.g. I enter a tiny ward, 

you cannot even hang up your clothes. I've liked the job from the beginning, 

but the facilities are dead boring and this annoys me. (Psychiatric nurse). 

Nurse 2: 

You are willing to fight for a working environment that enables you to work 

such that you achieve professional standards. (Midwife) 

Focus group participants from different specialities expressed their views on 

the lack of hospital policies in relation to standards of care, organisation of work, 

flow of information, control and implementation of changes. Unit managers 

described how this made their managerial work difficult. They also pointed out how 

limited the support was that they got from senior management, limited 

communication between senior management and staff which led to a lack of 

information, control and support. Managers said that this was particularly difficult 

during periods of major changes. They understood the high workload of senior 

managers and their difficulties to do more than they already did: 

Nurse 1: 

You are endlessly putting out fires and trying to keep the people calm. This 

takes enormous effort and energy but you never hear "job well done ", "take a 

t/aJ' off alld rest because you have worked like a dog ", never ... They do not 

have the capacity because they are overwhelmed with their own workload; they 

are not able to back us up. (Nurse manager) 

Nurse 2: 
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I think even though there has been a cut in management there is still too much 

distance between them (senior managers) and those working here on the floor. 

(Nurse manager) 

Unit managers in the focus groups shared their concerns about the distance 

between senior management and the staff. Increased emphasis on formal, written or 

e-mail communication instead of personal was among factors that made their jobs 

even more demanding. One of the managers said: 

I feel that all the work processes have become incredibly long-winded. You 

need to write, you need to send e-mails and you need to write a request for this 

and that . ... This all has become so complicated, that you do not bother to do it. 

However, managers explained that they were willing to make the best of the 

current situation and saw it as an aim not to complain too much. They agreed about 

lack of resources and lack of power in particular. They felt independent and 

sufficiently motivated, but what they missed was power that corresponded to their 

increasing demands and responsibilities: 

Nurse 1: 

You know you are doing your best. I said to myself, yes, I will not complain, 

there are no problems. I will just do it ... But you need to feel that you have 

the power to do things ... But this is so heavy, because they (senior managers) 

are so far away. (Nurse manager) 

Nurse 2: 
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I mean, you have the independence and the initiative to do this and the ideas, 

but you do not get the freedom. What you need are resources. (Nurse 

manager). 

Nurse 3: 

I only want the power with the responsibility,' this is the only thing I miss. 

(Nurse manager) 

Focus group participants felt their working environments as increasingly 

demanding. Both staff nurses and managers experienced increasing responsibility 

and work demands on nurse managers. Another concern was the perceived lack of 

support from senior management, i.e. the nurse directors for the directorates and the 

chief nurse. In particular the nurses disliked the increased use of written 

communication making the gap between staff and senior management even greater. 

Moreover, nurses were willing to do their best in these circumstances, did not want 

to complain too much and expressed high expectations for the good of staff and 

patients. The high professional expectations expressed in the focus groups are 

presented in the next section that follows. 

3.3.8.5.2 Safety and professional expectations 

During the focus group interviews, high professional expectations were expressed 

repeatedly by nurses in different specialities, and by those with different length of 

work experience. Their comments reflected their interest in providing quality 

nursing care. Despite a poor working environment and high demands, almost 

beyond their capacity, some focus group participants expressed a desire to work \\"ith 

what they had. Nurses said that they were aware that they did not manage to act in 
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accordance with their professional knowledge. A medical nurse, with less than fiye 

years in nursing, and two experienced midwives commented as follows: 

Nurse 1: 

Even though you would like to change many things and that happens, maybe 

slowly, then you try to be positive and work from what you have. (Medical 

nurse) 

Nurse 2: 

It does not mean that you do not do your very best in the circumstances ... But 

maybe you know that professionally the goal would have been different. 

(Midwife). 

Nurse 3: 

What we did today might be considered as good enough, but I know that we 

could have done even better. (Midwife) 

The nurses argued that because of the limited resources they tried to maximize 

their capacity but too often they were obligated to perform beyond their own 

capacity. This had negative effects for staff and patients. Some of the participants 

expressed physical exhaustion and even back injuries and said that this did put the 

safety of the patients at risk. 

People are dealing with such huge things that you sometimes are not able to 

handle it .. , Something you simply cannot cope with it ... you get annoyed. 

(Medical nurse). 

Focus group participants said that such situations could be challenging if they 

happened once in a while, but this was becoming more of a daily routine, especially 
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in acute care. Nurses worried about their own well-being and patient safety, and said 

that the risk had increased because of higher demands and more limited resources at 

the units. Two midwives responded to this discussion: 

Nurse 1: 

Yes, I experience it very much (physical exhaustion),just because you are ill 

fact doing more than you really can handle. (Midwife) 

Nurse 2: 

You know there is a woman in labour and you think, what if something happens 

now? If there 's bradycardia, what will I do? And you are at another woman's 

bed. You can imagine what runs through one's head. (Midwife) 

Focus group participants spoke about how their working environment strained 

their ability to provide quality care. The physical working environment, time 

available and their collaboration were important to ensure a professional standard of 

care. Participants felt that a depressed working environment was actually dangerous 

for patients' safety. Nurses working in acute care made particular mention of this, as 

did nurses in other specialities. Nurses working in elderly care were concerned about 

the risk of falls. They said that during nursing shortages this was more apparent and 

made them worry about patient safety. Feeling secure at work similarly had a 

positive influence. Nurses in elderly, psychiatric and childcare said how important 

feelings of safety were for staff and patients: 

Nurse 1: 

Sometimcs YOIl have unskilled people and then you won)' about the safety of 

paticnts. YOIl become automatical~1' stressed. (Nurse in elderly care) 
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Nurse 2: 

When I am secure about what I am doing then I know that what I am doing is 

right, and that the people I am working with feel good, then I feel good. 

(Psychiatric nurse) 

Nurse 3: 

... To create a situation where the parents feel they are secure and in safe 

hands and feel as good as possible according to the circumstances. (Nurse in 

childcare) 

Nurses worried about the increasing demands, lack of resources and lack of 

time to provide good patient care. Feeling secure and being able to provide safe and 

good care for patients was also important for their own well-being. Discussions on 

safety and professional standards were related to those about quality of nursing and 

this will be presented in the next section. 

3.3.8.5.3 Quality of nursing care 

Focus group participants experienced a high quality of nursing care and related this 

to various aspects of their working environment. In this regard, time and resources 

were of great importance and good professional collaboration did positively 

influence the quality of patient care. 

Focus groups participants were prompted about their understanding of the 

concept of excellent nursing care. This was done especially to enhance the 

understanding of the unexpected survey finding regarding the low levels of assessed 

excellent nursing care compared to other studies. In order to better understand this 

the nurses were asked to express their views on the concept of excellent nursing and 
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how they understood the Icelandic word for this iframurskarandi) used in the 

questionnaire survey. Participants all agreed that it was very difficult to find an 

appropriate Icelandic translation of "excellent nursing care" and said that they would 

not have chosen the Icelandic word that was used iframurskarandi) that in their 

opinion is too inflated and ambitious, and reflected an extraordinary standard that 

they thought was seldom achievable. The following sequence presents the 

discussions in the focus groups about excellent nursing are: 

Nurse 1: 

Do we ever say that we do some thing that is "excellent"? You would be very 

surprised the word is too grandiose. (Geriatric nurse) 

Nurse 2: 

(Would I use the word?). Not with good conscience, no. (Surgical nurse) 

Nurse 3: 

It is sometimes excellent. Yes, I think so. But we could do better. (Medical 

nurse) 

Nurse 4: 

It (nursing) is very good. It could be better. It is not that something is lacking 

in yourself, but it in the environment, the time and the staffing and all that. I 

find that these things are not improving. Constant running, and patients that 

realZ1' need your time. (Surgical nurse) 

Nurse 5: 

It ccrtail1Zl' depends on YOllr 01\'11 attitude how you manage to handle your own 

circumstances. (Medical nurse) 
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Nurse 6: 

Excellent nursing is when you manage to be creative, when the nurse is a step 

ahead and observes a patient's needs before they are expressed. (Geriatric 

nurse) 

According to the focus group participants, the quality of nursing is related to 

various factors in the nurses' working environment. They understood what was 

meant by "excellent nursing" and recognised that its Icelandic translation in the 

survey questionnaire could reflect something extraordinary in nursing, that could 

actually happen, if not every day. So the word used in the questionnaire survey did 

not reflect the highest standard of nursing care that could be reasonably attainable, 

according to the views of focus group participants. 

3.3.8.6 Summary and interpretation of the third category 

Findings in this third and final category further support and contribute to the 

importance of staffing and work demands for nurse and patient outcomes. Increasing 

working demands and ever more limited resources made nurses worry about safety at 

the hospital, both for staff and patients. Nurses strove to do their very best and, even 

despite these circumstances, they felt satisfied at work. These findings support 

previously presented reports from the survey and also the focus groups findings 

presented in the first two categories. Taken together, they illuminate the importance 

of the two dimensions of nurses' working environment, i.e. intrinsic and extrinsic 

working environmental factors. In the view of these nurses, these dimensions were 

important for the mutual good of staff and patients. Nurses still felt motivated and 

satisfied with their work, despite the drawbacks. However, it was emphasised that 

demands and adequate staffing were of great importance for their well-being at work 
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and their job satisfaction. The focus group findings represent an important 

contribution to the survey findings in this regard. 

The points the nurses were making in relation to the Icelandic word for 

"excellent nursing" iframurskarandi) add depth to the understanding of the survey 

results of nurses' assessment of "excellent nursing" at LSH. These views may reflect 

how culture interacts with language. These findings identify a weakness in the 

translation of the original survey instrument and point to how concepts do not always 

translate easily from one culture to another. However, the focus group findings show 

that quality of nursing care is influenced by many factors at work and the most 

important of these are resources, professional collaboration, and relationships with 

patients and relatives. 

3.3.9 Summary of the focus group findings 

The focus groups provide important data on nurses' perception of their working 

environment, well-being at work, job satisfaction and their views on the quality of 

patient care. These findings emphasise the importance of the meaning of nursing, 

valuable relations at work and independent practice for job satisfaction. The findings 

also show that nurses worry about the increased demands at work and the lack of 

staff, and saw this as a potential risk for their own and their patients' well-being and 

safety. Nurses strive to keep up with professional standards, but feel that they are to 

an increased extend pushing themselves beyond the limits of their sustainable 

working capacity. 

Supportive collaboration was important for their well-being and satisfaction at 

work and for the quality of patient care. The nurses did not talk nluch about the role 

of unit n1anagers, ho\ve\,er they expressed their understanding of the increased 
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responsibility and demands on nurse managers. Both staff nurses and nurse 

managers did talk about the distance between staff and senior management and saw 

the increasing emphasis on written and electronical communication as a barrier to the 

general communication and collaboration at the hospital. Nurse managers said they 

did not have the freedom and power they felt matched their increased responsibility. 

Good professional collaboration was important for nurse and patient outcomes but a 

need for improved communication between nurses and doctors was emphasised. 

In general, the focus group findings supported and refined the texture and 

understanding of the survey findings. Significantly, the qualitative findings provided 

an insight into the contextual aspects of the survey findings. They also increased the 

understanding of the importance of nurses' working environment and how it 

influenced nurse and patient outcomes, and thus helped to address the main research 

question of the study. 

The qualitative findings illuminate the meaning of work itself, the content of 

work and human relations. For nurses at LSH, nursing is a job worth doing and 

gives them unique opportunities for valuable human relations with people who 

needed their care, supportive relations with professionals, and opportunities for them 

to develop and learn. These were fundamental to their job satisfaction. The focus 

group findings are in line with Herzberg's theory of intrinsic motivation factors at 

work, e.g. achievement, client relations and recognition (Herzberg et aI., 1959; 

Herzberg, 1987). 

The focus group participants thought that human relations have a multi

dimcnsionallneaning for job outcomes and felt that they are valuable for enhancing 

the quality of patient care. Positive relations with doctors and strong networking 
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with nurse colleagues are in this respect among the most important influences. The 

focus group findings provide information on the increasing demands at the hospital. 

These are perceived as stressful by the nurses and made them worry about their own 

safety as well as that of their patients. Despite increasing demands and the hectic 

nature of their workdays, nurses express their satisfaction with work. They find their 

work challenging and enjoy the possibilities it gives them. From these findings it is 

estimated that the meaning of work and the positive benefits from human relations 

(intrinsic factors), have a stronger impact on nurse job outcomes than an increasingly 

demanding working environment (extrinsic factors) (Herzberg et al., 1959; Herzberg, 

1987). 

3.4 Combination of survey and focus group findings 

The content and dimensions of the categories that emerged from the qualitative data 

expanded the main survey findings on nurse and patient outcomes. The focus group 

findings provided better insight into some of the nurses' observations about their 

working environment and the relationships indicated by the regression analysis of 

survey data. 

According to the survey findings the high levels of job satisfaction of nurses at 

LSH were extended by the focus group findings as participants expressed the worth 

of their job and the valuable relationships with patients and relatives. Low levels of 

burnout as indicated by the survey findings are also elaborated upon by the 

participants with regard to how they managed to cope with increasing demands, and 

how they strove to realise possibilities. Although they felt they sometimes reached 

their lilnits in tenns of capability, they still enjoyed their work. Their initial choice 
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of going into nursing and the reality that they were doing the job they had initially 

chosen and valued highly, influenced their reaction to high work demands and helped 

them to respond constructively. The meaning of work and human relations are 

fundamental to well-being at work and job satisfaCtion. 

The focus groups findings give reason to address a link to the seminal work of 

Herzberg and his theory of motivating factors (Herzberg et aI., 1959). In this respect 

intrinsic factors are attached to the work itself, the recognition, relations and 

responsibilities, which may explain the high nurse job satisfaction found in the 

survey. 

The high levels of professional collaboration as reported in the survey are 

confirmed and nuanced by the focus group findings. However, some fractures in the 

content of nurse-doctor relationships are indicated. Low levels of hospital support 

are reported in the survey are supported by the focus group findings as they showed 

that nurses did worry about the communication gulfbetween staff and senior 

management. 

The levels of staffing as reported in the survey are favourable for LSH nurses 

compared with nurses in other countries. However, the findings of the focus groups 

indicate a lack of staff and increased speed in workflow, lack of time to meet 

patients' needs with subsequent difficulties in fulfilling professional nursing 

standards and providing high quality care. The focus group findings therefore appear 

to contradict the survey findings. 

The levels of nurse rated quality of patient care as reported in the survey are 

less favourable for LSH nurses than levels reported by nurses in comparison 

countries. Increased working demands experienced by the focus group participants, 
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a sense of responsibility for co-ordination and high levels of expectation may help to 

understand this better. The focus groups findings provide new insight into the use of 

the word for "excellent nursing" in Icelandic (jramurskarnandi hjukrun), that 

participants felt it to be too grandiose a term and thus not a suitable choice to reflect 

the best standard of nursing care that they were able to provide. 

With regard to the importance of working environmental factors for nurse and 

patient outcomes, the focus group findings support the regression analysis of the 

survey data for the majority of the investigated factors. This is the case for the 

importance of supportive working relationships and independent practice for job 

satisfaction and the quality of patient care. The same finding emerged for demands 

and staffing for their emotional well-being at work and job satisfaction. The 

significant link between good nurse-doctor relationships and nurse-assessed quality 

of patient care are supported by the focus group findings as they indicate the 

importance of good professional collaboration. However, some problems within the 

nurse-doctors working relationship are identified. 

The significant prediction of unit level support for nurse and patient outcomes 

was not strongly indicated by the focus group findings. However, items within this 

NWI-R scale (unit level support) do reflect important aspects of independent nurse 

practice and supportive work relationships, both factors that were emphasised as 

important for nurse job satisfaction and nurse ability to provide quality patient care in 

the focus groups. 

The lack of a significant relationship between survey measures of senior nurse 

management and nurse and patient outcomes is confirmed in the focus groups by the 

expression of a gap between senior management and staff at LSH. By contrast, 
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findings from the regression analysis on the NWI-R sub-scale on the underlying 

philosophy of nursing practice; the focus group findings indicate the importance of 

professional practice for patient outcomes. 

The focus group findings were useful first, to add depth to the understanding of 

the overall research question of the present study about the positive relationships 

between supportive nurses' working environment, and better nurse job outcomes and 

quality of patient care. Second, the qualitative findings illuminate the intrinsic 

determinants of nurse job outcomes and the importance of good inter-professional 

relationships for the quality of patient care. Third, the focus group findings shed 

light on the understanding of the concept of excellent nursing iframurskarandi 

hjukrun) as too grandiose and as not reflecting the highest standard of nursing care 

reasonably attainable in the context of the present study. 

Next, this thesis turns to discuss the study findings and to review the strengths 

and limitation of the study. 
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Chapter 4 Discussion 

4.1 Introduction 

The main purpose of this thesis is to explore the importance of nurses' working 

environment for nurse and patient outcomes. To this end a large sample of Icelandic 

university hospital nurses was surveyed. This was followed up by interviews with a 

sub-sample of survey participants to expand the survey findings and to improve the 

quality of the study. The research question and the four study objectives were 

addressed by using data from quantitative and qualitative methods. 

In this study, the most important predictors of better nurse and patient 

outcomes are managerial supportive behaviour at the unit level, adequate numbers of 

staff, and good nurse and doctor working relationships. Unexpectedly, support from 

senior managers was not felt to be an important element of nurses' working 

environment. In this study, a sub-scale measure on the use of a philosophy of 

nursing practice was found not to be a significant predictor of better nurse and 

patient outcomes. The survey findings are supported or expanded by findings from 

the focus groups. Much was learned from the qualitative findings on the meaning of 

the work itself for nurse job satisfaction, i.e. intrinsic motivation. The study findings 

largely confirm the conceptual framework of the study and thus the expected 

relationships between study variables (see figure 4 page 92). Finally, the findings of 

the characteristics of the study hospital (LSH) correspond to some of the traits of 

magnet hospitals (Aiken, 2002). 
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In this chapter the key tasks are, firstly, to draw upon the findings in relation to 

the four research objectives and the central research question. These will be 

considered in combination with results from earlier research and in the context of the 

present study. Secondly, to review the strengths and limitations of the study in 

relation to its design, sample and methods. 

4.2 Findings with regard to earlier studies 

The review of the literature shows that there are gaps in our knowledge of the 

influence of working relationships, support at work and administrative behaviour on 

nurse and patient outcomes (see pp. 81-89). For many of the reviewed variables (e.g. 

autonomy), due to a lack of clarity in the definition and an inconsistent use of 

measures, there is a need for further research. The general approach in this chapter is 

to discuss the survey findings and then to consider how they combine with the focus 

group findings. 

4.2.1 The quality of nurses' working environment 

The observed characteristics of a supportive nurses' working environment in the 

present study (see table 3 page 144) correspond to important traits of magnet 

hospitals (McClure et aI., 2002), and thus to the characteristics of organisational 

empowerment (Laschinger et aI., 2003). Throughout the discussion regular reference 

will be made to the Nursing Work Index-Revised (NWI-R), which is the main 

instrument of the present study. It was originally derived from the early research on 

magnet hospitals (Kramer & Hafner, 1989), but a more recent version was used in 

the present study (Aiken & Patrician, 2000). Descriptive findings for the five 
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working environment aspects (NWI -R sub-scales) measured will be discussed 

together with some methodological issues with regard to the sub-scales. 

4.2.1.1 Nurse-doctor working relationships 

The high level of scores for this sub-scale indicates the existence of good working 

relationships between nurses and doctors in general. The importance of supportive 

and respectful collaboration between nurses and doctors for staff and patients was 

strongly expressed in the focus groups. These findings are in concordance with 

previous literature on team performance and how team behaviours contribute to both 

safe and unsafe practices (Institute of Medicine, 2004; Rice, 2000; Rosenstein, 2002; 

Sovie & Jawad, 2001). 

However, the qualitative findings indicate some problematic aspects of the 

nurse-doctor working relationships (see section 3.3.8.3.3). An important element in 

this pointed to the existence of the "doctor-nurse game" at LSH (Stein et aI., 1990), 

which allows the nurses to keep their working relationships with doctors smooth, 

despite some negative consequences for their strategy. These findings indicate a 

need for improved and more open communications between the professions. A 

similar need has been pointed out in previous research (Rosenstein, 2002; Snelgrove 

& Hughes, 2000; Sovie & Jawad, 2001). 

The items of this NWI-R sub-scale have similarities with the sub-scale that is 

most widely used in related studies (Aiken & Patrician, 2000). However, the items 

do not provide detailed data about the content of nurse-doctor working relationships. 

Nursing academics have published their concerns about the usefulness of these items 

and the need to develop further these measures (Budge, CalTyer, & Wood, 2003 ~ 

Kranler & Schlllalenberg, 2003c). This is congruent with findings from previous 
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studies that have indicated the need to develop sophisticated and manageable 

measures of multi-dimensional team performance (Institute of Medicine, 2004; 

Sweet & Norman, 1995; Willis & Parish, 1997; Ovretveit, 1996). The present 

qualitative findings may help to develop these measures. 

4.2.1.2 Managerial support at the unit level 

In this study managerial behaviour at the unit level was generally perceived as 

supportive. The aspects measured were, for example, praise and recognition for a 

job well done, flexible shift patterns, and opportunities for professional development 

(see tables 4 and 5 pp. 146-147). This may reflect the importance of front line (unit 

level) nurse managers at the study hospital. However, the focus group participants 

did not emphasise the roles of front line managers. Rather, nurses in the focus 

groups referred to the concerns they had about the significant responsibility and 

increasing work demands of their superiors and the lack of support from senior 

management (see section 3.3.8.5.1). 

One interpretation of the limited impact of the unit managers in the focus 

groups may be that their role is so well established and embedded at LSH that it is 

taken for granted. The views on the increasing responsibility of the unit managers 

are supported by a recent qualitative study among nurse managers at LSH, indicating 

the complexity of their roles and their increasing work demands and responsibility 

(Herbertsd6ttir, 2002). However, the contradictory findings remain, i.e. the high 

survey scores for support from management at the unit level and the focus group 

findings that assign less importance to the role of unit managers, and consequently 

their inlpact on nurse and patient outcomes. 
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The study findings suggest a link between LSH' s working environment at the 

unit level and the traits of magnet hospitals. This means an association with 

organisational support (McClure et aI., 2002; Upenieks, 2002a) and important 

aspects of organisational empowerment structures (Laschinger, Finegan, Shamian et 

aI., 2001; Laschinger et aI., 2003). 

The lesson learned from this is that there is a need to explore further the 

function of management and nurse opportunities at the unit level. In addition, 

increased knowledge is needed of the working life of front line nurse managers in 

relation to nurse and patient outcomes. In particular, during times of rapid change 

and increased managerial demands in health care. 

4.2.1.3 Philosophy of nursing practice 

Using the principles of nursing philosophy appears to be a central facet of nursing 

practice at LSH. This relates, for example, to the use of nursing diagnosis and 

nursing care being based on a nursing model (see survey findings in tables 4 and 5 

pp. 146-147). This was reinforced by the focus group findings on professional 

expectations (see section 3.3.8.5.2). A possible explanation of this may be the high 

educational level of Icelandic nurses and their enhanced levels of autonomous 

practice (Magnusd6ttir, 2003). 

However, the usefulness of these items to measure the characteristics of a 

successful nurses' working environment has been questioned. Recently published 

evidence re-evaluating the NWI-R inventory suggests that the questions in this sub

scale are now outdated. It is suggested that these questions represent features that are 

now common practice, compared with 20 years ago when the NWI was created 

(Kramer & Schnlalenberg, 2004). Consequently, this needs further exploration. 
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4.2.1.4 Staffing adequacy 

The present study provides contradictory findings on whether study participants 

perceived the numbers of staff as being adequate. The survey observations on 

staffing adequacy are favourable for LSH compared with other countries (see table 5 

page 147). However, the focus group participants expressed their concerns about 

phigh workload and the numbers of staff being insufficient (see section 3.3.8.5.1 

page 204). 

One interpretation of this might be that staffing at LSH has still not reached the 

threshold levels common in the five compared countries. Alternatively, it might be 

that the items in this NWI-R sub-scale do not address the aspects of the working 

environment that nurses at LSH perceived as important indicators of staffing. 

According to recent publications, the re-evaluation of these items is an important 

feature of current research into the measurement of "magnetism" (Kramer & 

Schmalenberg, 2004). 

On balance, the increased job demands and insufficient numbers of staff as 

expressed in the focus groups may provide a warning about the working environment 

at LSH. This is significant, especially in light of the great importance of adequate 

staffing for a successful and healthy working environment (Rafferty et aI., 2004) and 

the position of staffing as an important feature of magnet hospitals (Aiken, 2002). 

This aspect of nurse working environment at LSH needs further investigation. 

4.2.1.5 Support at the hospital level 

The findings indicate limited support from senior nurse management. This was 

reflected by low mean scores on this working environment sub-scale (see tables .+ 

and 5 pp. 146-1.+7) and reinforced by the focus group findings, in particular by the 
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expressed views on a gap between senior management and staff (see section 

3.3.8.5.1). This finding is supported by results from a recent staff survey at LSH 

indicating dissatisfaction with the level of staff influence on decision-making at the 

hospital (Landlceknisembcettio [Directorate of Health], 2002). 

However, the international comparison for selected items of senior 

management is favourable for LSH's nurses (see table 3 page 144). Among possible 

explanations for this might be that the lack of support in this regard at LSH has still 

not reached the levels common in the five compared countries. Nevertheless, the 

nurses' perception of limited support from senior management at LSH remains. This 

may point to yet another weakness in the organisation and is at odds with the 

proposed link between LSH working environment and the traits of magnet hospitals 

(McClure et aI., 2002). These findings may therefore point to a need for 

improvement in the senior managerial and leadership behaviour at LSH. 

Transformational leadership may provide an important strategic direction and series 

of interventions with which to move forward (Bass, 1998; De Geest et aI., 2003). 

However, the question remains about the impact of the items within this NWI-R sub

scale for nurse and patient outcomes. 

4.2.2 Summary discussion of findings on working environment 

Comparison with international findings on nurse working environment indicates a 

favourable status at LSH and thus some signs of supportive nurses' working 

environment. However, the favourable international comparison was not entirely 

supported by the views of the nurses in this study. In particular, some signs of 

weakness are evident with regard to staffing adequacy and support from senior nurse 
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managers. Furthermore, contradictory findings were evident regarding nurse-doctor 

working relationships. 

The general perception of a supportive nurses' working environment at LSH 

may reflect supportive societal norms and high levels of social capital within 

Icelandic society (Halman et aI, 2001). In light of the favourable levels of social 

capital in Iceland, there are reasons to suppose that people at work, and thus nurses at 

LSH, enjoy high trust in relations, mutual support and share common goals (Putnam, 

2000) in a richer and more productive way than do nurses in other countries with 

lower levels of social capital (Pendleton & King, 2002). 

Despite the widely recognised NWI-R sub-scale of nurse autonomy, it was not 

possible to generate this sub-scale from present NWI-R data. None of the five sub

scales in the present study corresponded conceptually to nurse autonomy (Ballou, 

1998). This observation is supported by one previously published factor solution to 

NWI-R data (Lake, 2002). This finding supports recent findings about the need to 

further investigate the usefulness of the NWI-R to measure nurse autonomy (Kramer 

& Schmalenberg, 2003b; Tanmer, 2005). 

4.2.3 How do nurses at LSH feel at work? 

The nurses in this study report high job satisfaction and do not demonstrate the 

characteristics of bum out. They seem satisfied with their present job and with being 

a nurse (see table 6 page 148) and they appear not to suffer from emotional 

exhaustion, depersonalisation or a lack of personal accomplishment (see table 9 page 

150). The survey results are supported by the focus group findings. In particular, the 

qualitative findings provide meaning and intrinsic motivation as important factors for 
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nurses' well-being at work at LSH (see sections 3.3.8.l.1 and 3.3.8.l.2). In the next 

sections these findings will be reflected upon. 

4.2.3.1 Nurse job satisfaction at LSH 

The incidence of high job satisfaction is supported and extended by the focus group 

findings on nursing being a job worth doing and about the meaning of nursing and 

human relations. Job satisfaction is reinforced by the initial choice of going into 

nursing and commitment to the profession. This corresponds to the observed 

difference between the survey scores for satisfaction with being a nurse and the 

scores for satisfaction with being in their present job (see table 6 page 148). This 

may mean that being a nurse is of greater importance for satisfaction at work than are 

the extrinsic aspects of their current job. The value of human relations in nursing as 

expressed in the focus group findings relates to the meaning of caring as the content 

of nursing (Barnum, 1998, Watson, 1985). Human relations and caring may be 

interpreted as important aspects of nursing at LSH and hence nurse job satisfaction. 

This points to a need for nurses to be able to experience the essence of nursing by 

spending sufficient time with their patients and thereby enjoy relationships that can 

be empowering for both sides (Kuokkanen & Leino-Kilpi, 2001). 

Despite the focus groups findings on overwhelming levels of working 

demands, concerns about inadequate staffing levels (see section 3.3.8.5.1) and low 

salaries (see the international comparison, table 3 page 144), nurses at LSH are 

satisfied with their jobs and report how much they enjoy working as nurses. This 

high level of nurse job satisfaction is supported by previous local nurse surveys 

(Biering & Flygenring, 2000; Sveinsd6ttir et aI., 2003) and among staff at LSH 

(Landheknisembrettio, 2002). However, the expressed worries about the reduced 
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ability of nurses to achieve professional standards due to increasing demands may be 

a warning of pressure within the system. 

Alternative explanations of the high job satisfaction with regard to previous 

research may be nurse autonomy (Rafferty et aI., 2001; Finn, 2001), supportive nurse 

leadership (McNeese-Smith, 1995; Upenieks, 2002b), and opportunities at work 

(Shields & Ward, 2001; Upenieks, 2002a). These explanations gain from the 

autonomous nursing practice of Icelandic nurses and by the positive experiences of 

the working environment at the unit level. 

Taken together, the findings on nurse job satisfaction point to the 

characteristics of intrinsic job satisfaction: meaningfulness and competence (Thomas 

& Velthouse, 1990), and valuable relationships with patients and opportunities at 

work (Herzberg, 1987). This is congruent with the findings of previous studies on 

the relationships between intrinsic motivation and job satisfaction (Janssen et aI., 

1999; Thomas & Velthouse, 1990). 

4.2.3.2 Work engagement among nurses at LSH 

The findings indicate that the nurses in this study do not suffer from burnout. Rather 

they demonstrate the characteristics of engagement at work, for example, feelings of 

control, choice and meaningful work (Maslach et aI., 2001). This was unexpected, as 

these nurses had recently been part of a merger of two large hospitals, with a 

consequent increased workload and major organisational change. These findings are 

confirn1ed by the focus group findings on the meaning of nursing and on nursing as a 

work worth doing (see section 3.3.8.1) and about their job satisfaction despite the 

increasing demands at work (see section 3.3.8.5.1). However, the nurses are 
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concerned about the impact of increased demands, both for their own health and for 

the safety of their patients. 

High job satisfaction and the absence of the characteristics of burnout in the 

present study are in line with current knowledge about the relationships between 

these two aspects of nurse job outcomes (Kalliath & Morris, 2002; Le Blanc et aI., 

2001). Research has indicated the potential influence of high job satisfaction as a 

protective route to reduce burnout (Kalliath & Morris, 2002). 

The findings on burnout in this study may be accounted for by the positive 

report on working environmental factors at LSH. According to the present findings 

and the wider literature, possible preventive factors at LSH may be social support 

from colleagues (Janssen et aI., 1999), support from superiors (Laschinger, 1996a; 

Sarmiento et aI., 2004), access to job resources (Demerouti et aI., 2000), and 

constructive and meaningful relationships with patients and relatives (Pines, 2000). 

However, the less favourable and somewhat contradictory findings on adequate 

numbers of staff, nurse-doctor work relations and hospital level support may have 

some negative influence here. 

Alternatively, these findings on nurse burnout at LSH may well be related to 

stronger feelings of control. Control over one's job is important for well-being at 

work and the capacity to cope, to realise possibilities and to react to problems in a 

constructive way (Karasek & Theorell, 1990). Feelings of control may be considered 

as positive for Icelandic nurses compared to nurses in other countries, given their 

autonomous professional status and competence (Magnusdottir, 2003). This 

interpretation gains further support in the focus group findings about their 

professional independence (see section 3.3.8.3.2). This can be related to the 
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literature on personal hardiness and coping mechanisms as preventive of burnout 

(Flowers & Maddi, 2004). 

Caution is needed when comparing levels of burnout between countries. For 

example, leading academics warn against comparison across the US and European 

due to fundamental differences in context and culture (Schaufeli & Van 

Dierendonck, 1995). Whether these were confounding factors in the present study 

cannot be ascertained here, but it is necessary to mention them. As far as the 

research candidate is aware, this is the first study to compare nurse burnout levels in 

relation to the International Hospital Outcomes Study (IHOS) (Aiken et aI., 2001). 

4.2.4 Summary discussion on nurse job outcomes 

The presence of high job satisfaction and the absence of burnout were extended by 

the focus group findings. High nurse job satisfaction is supported by findings from 

previous surveys of Icelandic nurses and of staff at LSH. Favourable nurse job 

outcomes correspond to the traits of magnet hospitals (McClure et aI., 2002). 

In this study, the observed satisfaction and engagement at work might be 

related to favourable societal norms and social support in the workplace. 

Organisational commitment can be influential in this context, given the limited 

opportunities of LSH nurses to work at other similar hospitals. The general may also 

account for the positive nurse job outcomes at LSH happiness and well-being of 

Icelanders (Halman et aI., 2001). This finds reinforcement in the literature on the 

relationship between general happiness in life and job satisfaction (Judge et aI., 

2002). However, there are gaps in our knowledge as to what relates to the general 

high levels of happiness and job satisfaction in Iceland. Few studies are available, 

such as on the influence of culture and contextual factors. Recent data on the use of 
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anti-depressant drugs being significantly higher in Iceland than in other Nordic 

countries (Heilbrigois-og tryggingamalanlouneytio [Ministry of Health and Social 

Services], 2004) raise some questions in this respect. 

4.2.5 Nurse-reported quality of patient care 

When asked for their views on patient care, the nurses in this study reported 

unexpectedly low levels of excellent quality (see international comparison in table 11 

page 151). This was not supported by the focus group findings, but the qualitative 

findings suggest some potential explanations (see section 3.3.8.5.3). The relatively 

low levels of nurse-rated excellent quality of patient care are not supported by recent 

surveys at the study hospital undertaken by the Ministry of Health and Social 

Services and the Directorate of Health (Heilbrigois- og tryggingamaIaraouneytio & 

Landlreknisembrettio, 2003) and the Icelandic National Audit Office (2003). 

However, a recent staff survey by the Directorate of Health at LSH indicates a 

general concern about the deterioration of the quality of patient care at LSH 

(Landlreknisembrettio,2002). Despite an attempt by the candidate, it was not 

possible to use relevant patient outcome measures of patient care at LSH (e.g. patient 

falls and medication errors) to validate the present study findings. This was mainly 

due to a lack of consistent methods of documenting patient outcomes across the nine 

directories at LSH. 

The focus group findings provide insight into the potential differences between 

countries with regard to culture and language. It is a commonly held view that 

European nurses are more hesitant to state that their nursing care is excellent than 

their counterparts working in US hospitals. For the purposes of the present study, 

attenlpts were made to overcome this by applying rigorous methods in translating 



and back-translating the instrument and pilot testing of survey questions and 

questionnaire directions. However, it appears that the translation and adaptation 

approach in the present study was not sufficient to overcome these linguistic 

problems. 

Another possible explanation of the lower scores for patient quality might be 

that Icelandic nurses had higher expectations than nurses in the comparison 

countries. This view gains support from the high scores for the underlying 

philosophy of nursing practice and in the focus group findings on professional 

expectations (see section 3.3.8.5.2). The higher expectations of Icelandic nurses may 

also derive from the general high standard of health care in the country (Halld6rsson, 

2003), the strong educational status of nurses and high levels of autonomous nurse 

practice (Magnusd6ttir, 2003). Paradoxically, this may lead to a more critical 

approach when assessing the quality of patient care at LSH, especially during times 

of increasing health care demands and cost-containment. 

Whatever their causes might be these confounding factors cannot be resolved 

here. The more controversial results of the study suggest that, for nurses at LSH, 

assessed excellent quality of patient care levels are lower than those of their 

counterparts in other countries. However, these are not confirmed by the focus group 

findings or by a recent local audit and a patient survey. 

4.2.6 Relationships between study variables 

It is now important to tum to the relationships between study variables. Survey data 

indicate a significant relationship between three of the working environmental 

factors n1easured and nurse and patient outcomes (see significant relationships 



between survey variables and their co-efficients in figure 10 page 168). These 

findings are reinforced by the findings of the focus group interviews. 

In this study the most important predictors of nurse job satisfaction and 

protection against nurse burnout are support from managerial behaviour at the unit 

level and nurses' perceptions of that there are adequate numbers of staff. 

The findings suggest that support at the unit level, for example, through praise 

for a job well done, flexible shift pattern and opportunities for advancement is 

important in developing nurse job satisfaction and prevents nurse burnout. The 

findings also suggest that adequate staffing, other staff and support services, and 

enough time to communicate with patients and other nurses, are also important 

elements at LSH in developing nurse job satisfaction, a protection against burnout 

and in developing the ability of nurses to do a good job. 

In this study the most important predictors of nurse-rated quality of patient care 

are support from managers at the unit level and good working relationships between 

nurses and doctors. 

The findings indicate that support at the unit level is important in improving the 

quality of patient care. In addition, the findings suggest that good nurse and doctor 

working relationships, for example, collaboration and teamwork between nurses and 

doctors, and that doctors give high quality of care, are important to sustain the 

quality of patient care. 

Unexpectedly, philosophy of nursing practice, for example the use of nursing 

diagnosis, up-to-date care plans and nursing models, is not a significant predictor of 

nurse and patient outcOlnes in this study. Another unpredicted finding is that support 

from senior nurse managers, such as their listening to staff concerns, being \'isible, 
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and nurses' opportunities to participate in committees and hospital affairs, is not a 

significant predictor of nurse and patient outcomes. Yet another unexpected finding 

is that nurse-rated quality of patient care is not predicted by nurses' perceptions of 

staffing adequacy. Finally, an unforeseen finding in this study is that good nurse-

doctor working relationship is not a significant predictor of nurse outcomes as 

opposed to patient outcomes. 

Figure 11 (page 236) shows the overall pattern of significant relationships 

between the survey measures. The left-hand column gives the three significant 

working environment predictors of nurse and patient outcomes, i.e. unit level 

support, adequate staffing and good nurse-doctor working relationships. The right-

hand column lists the nurse and patient outcomes. The arrows indicate significant 

relationships between study variables. The overall pattern of relationships is 

somewhat different from the expected relationships for the present study as 

illustrated in figure 4 (page 92). These relationships differ in particular with regard 

to the role of philosophy of nursing practice and senior nurse management for both 

groups of outcomes; about the role of staffing adequacy for patient outcomes, and 

good nurse-doctor working relationships for nurse job outcomes. The findings on 

these relationships will now be discussed in combination with previous literature. 

Their links to the focus group findings will be considered within the conceptual and 

contextual frame of the present study. 
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Figure 11: Overall pattern of significant relationships between survey measures. 
Arrows indicate the direction of predictions by NWI-R sub-scales 

4.2.6.1 Frontline management is important for job satisfaction and 

personal accomplishment 

Among the expected findings of the present study is that frontline (unit level) nurse 

management significantly predicts better nurse and patient outcomes. In this study, 

the most important predictor of nurse job satisfaction and nurse personal 

accomplishment is the managerial support they experience at the unit level (see table 

17 page 159). The focus group findings confirm the importance of supportiye 

collaboration, human relations and independent nurse practice for job satisfaction 

and the ability to provide good nursing care. It is evident that the items in the scale 
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of personal accomplishment (see appendix 7) correspond to nurses' ability to provide 

good nursing care and hence this burnout sub-scale can be considered a reflection of 

the potential to provide good nursing care. 

The relationship between this sub-scale and nurse job satisfaction is supported 

by previous studies on the relationship between nurse job satisfaction and supportive 

managerial and leadership behaviour (McNeese-Smith, 2003). In particular, this has 

been shown in studies related to the magnet concept (Aiken et aI., 2001; Aiken, 

Clarke & Sloane, 2002; Rafferty et aI., 2001; Upenieks, 2002b) and in relation to 

nurse empowerment (Laschinger, Finegan & Shamian, 2001; Laschinger et aI., 2002; 

Manojlovich & Laschinger, 2002; McNeese-Smith, 1997; McNeese-Smith, 1999). 

These findings are congruent with a recent large UK survey of NHS staff indicating 

that managers have the biggest impact on staff attitudes (Health Commission, 2004). 

The link between nurse job satisfaction and induction and development programmes 

(see scale items in table 4 page 146) is also supported by previous studies (Shields & 

Ward, 2001; Upenieks, 2002a). 

The literature on nurse burnout supports the significant predictive relationships 

of managerial support for nurse personal accomplishment (Hatcher & Laschinger, 

1996). Other available publications on nurse burnout are limited to the MBI sub

scale on nurse emotional exhaustion (Aiken et aI., 2002; Stordeur et aI., 2001). 

An alternative explanation of the significant prediction of support at the unit 

level for nurse job satisfaction and personal accomplishment relates to nurse 

autonomy. The items in the sub-scale of unit level support correspond to elements 

that pron10te and facilitate nurse autonomy, i.e. self-governance, freedom, self

controL decision-making and competence (Ballou, 1998). This is reinforced by the 
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focus group findings on the significance of independent nursing practice for nurse 

job satisfaction and nurses' ability to provide high quality patient care. This 

proposed link in the present findings is supported by the previous literature which 

shows that nurse autonomy is a strong determinant of nurse job satisfaction (Aiken, 

2002; Best & Thurston, 2004; Finn, 2001; Fung-kam, 1998; Rafferty et aI., 2001) 

and nurse burnout (Laschinger, Shamian & Thomson, 2001; Raffertyet aI., 2001). 

Given that competence is one of the themes associated with nurse autonomy (Ballou, 

1998), there are good reasons to suppose that the professional and independent 

professional status of Icelandic nurses (Magnusd6ttir, 2003) may mean that nurses at 

LSH feel relatively autonomous at work. Consequently, it is suggested that these 

factors contribute to the proposed link between autonomy and job satisfaction for 

nurses at LSH. 

With regard to the items on this NWI-R sub-scale, yet another explanation 

could be that managerial support at the unit level corresponds to elements of intrinsic 

job satisfaction, i.e. achievement, recognition, work itself, client relationships, 

responsibility, advancement and growth (Herzberg et aI., 1959). Consequently, the 

high level of nurse job satisfaction at LSH may be linked to the promotion of 

intrinsic motivation via managerial supportive behaviour and nurse opportunities at 

the unit level. 

Taken together, the supportive behaviour of unit nurse managers and the 

opportunities they facilitate in their wards appear to have much in common with 

transformational leadership. Transformational leaders motivate others and enable 

them to act by meeting their needs through their influence, inspiration, intellectual 

stimulation, and individualised consideration (Bass, 1998). Thus from the present 

survey findings, it appears that the transfofl11ationalleadership style of unit managers 
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helps nurses to feel empowered and experience meaning from their work, as well as 

to develop a sense of competence and impact. This is supported by previous 

literature on the relationship between supportive leadership behaviour, nurse 

empowerment and nurse job satisfaction (Kuokkanen & Leino-Kilpi, 2001; 

Kuokkanen, 2003; Laschinger et aI., 1999; McNeese-Smith, 1997; McNeese-Smith, 

1999). 

4.2.6.2 Staffing adequacy and its importance for nurse job outcomes 

In this study adequate staffing is an important predictor of better nurse job outcomes. 

This means that nurses' perceptions of adequate numbers of nurses, staff and support 

service, and time to communicate with patient and other nurses, are a significant 

predictor of their satisfaction at work (see table 17 page 159). This is also a 

significant predictor of the absence of emotional exhaustion (see table 19 page 161). 

The significant positive correlation between greater number of work hours and 

emotional exhaustion also supports this link (see tab Ie 14 page 154). This means, for 

example, that perceived adequate numbers of staff protect nurses from feeling 

drained and frustrated with work. 

Despite the evidence generated in previous studies of the role of adequate nurse 

staffing for the quality of patient care (e.g. Aiken et aI., 2002; Hewitt et aI., 2003; 

Needleman et aI., 2002), the present study did not find any significant relationship 

between these measures. There may be a number of reasons to account for this, one 

is the relevance of the items measured. Whether there are other confounders cannot 

be resolved here. However, the focus group findings, in particular the category 

concerned with increased work demands (see section 3.3.8.5) provides insight into 

the lneaning of these factors. The qualitative findings show the influence of 
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increasing work demands on the nurses' well-being and satisfaction at work. 

Furthermore, the focus group findings reveal the participants' worries about the 

impact of increased demands on their ability to provide good and safe patient care in 

the context of increasingly inadequate numbers of staff and cost-containments. 

The significant prediction of adequate staffing for better nurse job outcomes is 

supported by previous literature, both for job satisfaction (Aiken, Clarke, Sloane & 

Sochalski et a!., 2002; Aiken et aI., 2002) and emotional exhaustion (Aiken, Clarke 

& Sloane & Sochalski et aI., 2002; Aiken et aI., 2002; Sochalski, 200 I). Given that 

measures on nurse-staffing levels correspond to measures on nurse workload, 

previous literature on work demands also supports the findings of this study on the 

relationships between adequate staffing and nurse job satisfaction, and protection 

against emotional exhaustion (Dollard et aI., 2000; Karasek & Theorell, 2000; 

Laschinger, Finegan, Shamian et aI., 2001). 

Another interpretation might be the role of social relations at work. Staffs 

shortages limit the possibilities for nurses to interact with colleagues, exchange their 

knowledge, and enjoy support. Correspondingly, nurses at LSH who experience 

inadequate staffing may not be able to enjoy the positive effects of supportive social 

relations at work. Supportive social relations at work are, according to previous 

studies, important in preventing emotional exhaustion and mental ill-health 

(Hillhouse & Adler, 1997; Jamal & Baba, 2000; Rafferty et a!., 2001) as well as 

promoting satisfaction at work (Rafferty et aI., 2001). This analysis is supported by 

the focus group findings, in particular the category that relates to professional 

relationships (see section 3.3.8.3). 
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A further explanation of the importance of adequate staffing for nurse job 

outcomes is that shortcomings in staff may lead to increasing demands for individual 

staff with a correspondingly limited time for human relations with patients. Thus, 

the nurses may not have the opportunity to enjoy what the focus group findings 

suggest might have been fundamental to their satisfaction at work. This means that 

lack of staff members and time for patient care limits nurses' opportunities to 

enhance intrinsic motivation. 

Taken together, adequate staffing, resources and demands as well as supportive 

relations at work are important for nurses at LSH in promoting their satisfaction and 

in protecting them from emotional exhaustion. This, along with supportive unit 

management and opportunities, is important for nurse job satisfaction and personal 

accomplishment. These findings were extended by the focus group findings and 

supported by previous studies. Intrinsic motivation may serve to explain the positive 

job outcomes for nurses at LSH. Unexpectedly, nurse assessment of staffing 

adequacy was not a significant predictor of nurse-rated quality of patient care, but 

this was not supported by the focus group findings. 

4.2.6.3 Nurse-doctor collaboration and unit level support 

In this study, the most important predictors of better nurse-reported patient outcomes 

are good nurse-doctor relationships and support at the unit level (see table 25 page 

166). Focus group findings further support the benefits of these relationships and 

show that structured and supportive inter-and intra-professional relationships have 

the potential to enhance nurses' ability to provide good quality care (see section 

3.3.8.3). 
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Despite the evidence generated in previous studies of the relationship between 

good nurse-doctor working relationships and better nurse job outcomes (Aiken et aI., 

2001; Cox, 2003; Rafferty et aI., 2001; Rosenstein, 2002), the present study did not 

find any significant controlled relationship between these measures. Some negative 

and controversial sides to nurse-doctor working relationships, which were expressed 

in the focus group findings (see section 3.3.8.3.3), may be influential here and need 

further research. 

The focus group participants emphasised the meaning of structured work 

relationships with doctors for the good of patients. Increased pressure on staff and 

frustrating work relations has the opposite effect on nurses' ability to provide good 

quality care according to the qualitative findings. This is supported by previous 

literature on better patient outcomes as related to teamwork (Firth-Cozens, 2001; 

Rice, 2000; Sovie & J awad, 2001) and good nurse-doctor working relationships in 

particular (Aiken et aI., 2001; Rafferty et aI., 2001). As presented above, nurse 

personal accomplishment is significantly predicted by the managerial support at the 

unit level (see table 23 page 164). 

These findings mean that supportive managerial and leadership behaviour and 

nurse opportunities at the unit level are important aspects of nurses' working 

environment for the quality of patient care. This is in line with previous literature on 

the positive impact of leadership behaviour on better patient outcomes, with regard to 

transformational and transactional leadership (Firth-Cozens & Mowbray, 200 I; 

Ovretveit, 2004) as well as supportive and empowering management (Aiken et aI., 

2001; Aiken & Sloane, 1997; Laschinger et aI., 1999). These findings are congruent 

with a recent large survey of UK NHS staff showing that mangers have the biggest 

impact on the quality of patient care (Health Commission, 2004). 



Among aspects measured as managerial and leadership support at the unit level 

are opportunities for professional development and support for new ideas about 

patient care (see table 4 page 146). The predictive relationship between unit level 

support and better nurse-rated quality of patient care may point to the importance of 

nurses' professional competence for better patient outcomes at LSH. This 

interpretation is supported by the significant correlation between higher levels of 

education and better nurse-rated quality of care and personal accomplishment (see 

table 14 page 154). Previous research has shown a link between higher educational 

levels of nurses and better patient outcomes (Aiken et aI., 2003). 

The focus group findings highlight the importance of good collaboration 

between nurses for better patient outcomes. This means that collaboration and trust 

in working relationships as well as co-ordinated care support the nurses in providing 

good care. This builds upon previous studies of trust as an important part of a 

supportive working environment with positive effects on patient outcomes (Kanter, 

2004) and on trust as fundamental for quality improvements in health care (Berwick, 

2003; Calnan & Rove, 2004). Another, more speculative, interpretation, relates to 

the positive effects of social capital within LSH, a potential indicator of a healthy 

working environment (Leana & Van Buren, 2000). 

4.2.6.4 The role of philosophy of nursing and senior management 

Surprisingly, the survey findings do not show a significant relationship between the 

measures on philosophy of nursing practice and managerial support at the hospital 

level, and better nurse and patient outcomes. However, the focus group findings 

indicate a high degree of professional nursing practice for the quality of patient care 

(see section 3.3.8.5.2). One explanation is that the survey questions might not reflect 

243 



what the nurses experienced as important elements of professional nursing practice. 

However, the focus group findings remain a valuable message for health care leaders 

to ensure professional hospital nursing practice for quality patient care. 

The focus group findings draw attention to the limited importance of hospital 

level support at LSH and the participants expressed their concerns about the distance 

between staff and senior management at the hospital. There may be a number of 

reasons for this. One is related to the merger three years prior to the study. As noted 

previously, earlier studies elsewhere have highlighted the crucial importance of high 

quality from senior management during such mergers if the adverse consequences for 

staff are to be minimised (Fulop et aI, 2002). A further exploration of this topic is, 

however, beyond the scope of this thesis, primarily because of the absence of another 

hospital in Iceland that could be used as a comparator and of any data from before 

the merger. The findings of these two NWI-R sub-scales appear to contradict the 

previously proposed link between the characteristics of the working environment at 

LSH, the traits of magnet hospitals and the characteristics of organisational 

empowerment. 

Further exploration of these aspects of the working environment would 

contribute to current knowledge of the importance of professional nursing practice 

and the role of senior nurse management for a successful organisation of hospital 

nursing. These have significant implications for organisational change strategies, at 

a time of mergers and large hospital organisations and the corresponding distance 

between groups of staff members they seem to have created. 



4.2.7 The central research question - Overall relationships 

The findings of the present study show that nurses at LSH assess their working 

environment and job outcomes in general more favourably than nurses in comparison 

countries. Despite increasing demands at work, the participants report job 

satisfaction and an absence of burnout. The findings indicate that adequate staffing 

and supportive management at the unit level are important for better nurse and 

patient outcomes. Good working relationships between nurses and doctors are 

important for better patient outcomes in this study. These findings, combined with 

the context of the study, show that autonomous practice and intrinsic motivation are 

important determinants of the quality of nurses' working life and contribute to the 

quality of patient care. 

Once an understanding of the different aspects of the nurses' working 

environment has been established, it is important to consider the overall relationships 

between study variables with regard to the quantitative and qualitative findings and 

the conceptual frame of the study. This will be summarised in an integrated model 

together with an attempt to identify key determinants of nurse and patient outcomes 

in the context of the present study. 

This study indicates the importance of external nurses' working environment as 

it was presented previously in this thesis (see page 48). In the present study, this 

relates, for example, to the professional context of Icelandic nurses, which is 

characterised by high educational level and autonomous nursing practice. This 

means that autonomous nursing practice influences the work experiences of the 

nurses in the present study. In addition, it is reasonable to suggest that supportive 

nomlS in Icelandic society, for example, social capital and support for family values, 

fmiher contribute to the positive work experiences of the nurses. The high 
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educational levels of Icelandic nurses, and hence their professional competence, may 

also contribute to their positive experiences at work. 

The importance of adequate numbers of staff in this study is important for 

better nurse outcomes and for the ability of nurses to provide good patient care. This 

means that, when there are sufficient nurses and other staff, as well as adequate 

support services nurses were able to spend time with their patients and thus able to 

provide good nursing care. Adequate staffing levels make a significant contribution 

to nurse job satisfaction and protect nurses from feeling drained and frustrated with 

work. Finally, the findings indicate that enough time for nurses to communicate with 

their colleagues on patient problems is an important contribution to better nurse and 

patient outcomes. 

In this study, support from front line managers, and opportunities within the 

unit, are important predictors of nurse job satisfaction, nurse personal 

accomplishment and better nurse-rated patient care. This indicates that meeting 

nurses' needs for support, praise and recognition for ajob well done or innovative 

ideas are important in developing their job satisfaction and their ability to perform 

well. In addition, the findings indicate that meeting nurses' needs for good 

induction, professional development and flexible shift patterns are also important 

elements in developing their job satisfaction and competence to provide good patient 

care. 

The findings indicate that good work relationships between nurses and doctors 

are an ilnportant predictor of quality patient care. This means that when the nurses in 

this study enjoyed good collaboration and working relationships with doctors, the 

care they provided was n10re likely to be of better quality. The study also shows that 
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when nurses considered that doctors gave high quality care, it was more likely that 

they would rate more highly nursing care. 

Finally, this study suggests that intrinsic job motivation is important in 

developing nurse job satisfaction, protecting them from burnout and supporting their 

ability to give good care to their patients. In this study, intrinsic motivation is shown 

to contribute substantially to the positive experiences of the nurses' working 

environment, their positive job attitudes and their ability to provide good patient 

care. This means that when nurses enjoy the intrinsic values of nursing and their 

needs for achievement, recognition, responsibility and advancement are met; they are 

more likely to be satisfied with their work. This study indicates that intrinsic 

motivation is important for preventing feelings of being drained and frustrated with 

work. Finally, the study suggests that intrinsic nurse motivation is an important 

contribution to enhance nurse ability to provide good patient care. 

Figure 12 (page 249) summarises the findings of the study in a model of the 

key determinants of nurse and patient outcomes within the hospital working 

environment at LSH and the professional context of Icelandic nursing. The model 

demonstrates how nurse and patient outcomes (on the right) are influenced by the 

inter-relationships between nurses' professional context, nurses' working 

environmental factors and intrinsic nurse motivation. In this model, intrinsic job 

motivation positively influences nurse and patient outcomes via three aspects of 

hospital nurse working environment: adequate staffing, managerial support at the 

unit level and good nurse-doctor working relationships. Autonomous nursing 

practice and professional competence play important role in this new model. For the 

purpose of this model professional competence is understood as corresponding to 

professional practice and nurse educational background. The nurse professional 
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context, working environmental factors and intrinsic motivation are inter-related. 

The effects of better nurse outcomes on the patient outcome measure have not been 

explored in the present work. 

Based on the findings of the present study, it is relevant to consider perceptions 

of the nurses' working environment important for the quality of nurses' working life 

and the quality of patient care. The overall patterns in figure 12 present the aspects 

of nurses' working environment explored in this study, which are of relevance to the 

outcomes. The integrated model further expands the conceptual model of the present 

study (see figure 4 page 92). However, contrary to expectations the new model does 

not indicate the influence of support from senior management for nurse and patient 

outcomes. In addition, the integrated model presents a new influential factor for 

better nurse and patient outcomes, namely intrinsic job motivation. The new model 

is also consistent with a recent Canadian model of a healthy working environment for 

nurses built on the interdependence of determinants at three levels: individual, 

organisational and external (Registered Nurses Association Ontario Canada, 2004) 

(see section 1.4). 
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Figure 12. A model derived from the study of key determinants of nurses' quality of 
working life and the quality of patient care and their interrelationships 

Findings of previous research indicate that positive experiences in the hospital 

working environment may constitute a resource for the quality of nurses' working 

life and the quality of patient care. Adding to these, the present study indicates 

which aspects of the hospital nurses' working environment seem most significant in 

the previously observed relationships. 

Having reflected on the meaning of the key findings of the study and how they 

relate to previous research, the next section considers the quality of the whole study 

process. This will be done by discussing the strengths and the limitations of the 

study and by considering what was learned from the study process. 
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4.3 Methodological strengths and limitations 

A major strength of the study is that it is based upon the experiences from similar 

studies in the UK and the USA with regard to adaptation and pre-testing of the 

survey instrument, recruiting for the survey and analyses of the survey data. Survey 

and focus group data were carefully analysed and used to address the research 

question. The main limitations of the study are the use of cross-sectional data and 

the use of nurses' report for both the independent measures (working environment) 

and also the outcomes (nurse and patient). The remainder of this chapter reflects 

upon the methodological issues of the whole study process. First it considers the 

study design. 

4.3.1 Study design 

The cross-sectional design of the study means that caution needs to be exercised 

when drawing conclusions on the cause-and-effect relationship between variables. 

The study design enables an analysis of relationships between variables, but it was 

not possible to investigate trends and change over time (Bowling, 1998). The survey 

results may partly be influenced by common method variance; survey questionnaires 

were used to measure both nurses' working environmental factors, and nurse and 

patient outcomes, both being based upon one source of information, the participants. 

The results of this study should be interpreted with circumspection given the 

single hospital setting and the timing of the study. There is only one big hospital in 

Iceland and therefore it was not possible to make national comparison. The timing of 

the study with regard to major merger of two hospitals may have influenced the 

study findings. It was not possible to control for possible confounders in this regard. 

The 12-111onth interval between the first and the second part of the study may ha\'c 
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introduced some bias. In order to minimise this, it was decided to limit the 

participation in the focus groups only to those who had not experienced major 

changes in their working environment since the time of the survey. 

The use of two complementary methods to investigate the research problems 

enabled a comparison of the strengths and limitations of each method (Bums & 

Grove, 2001; Sandelowski, 2000). This also strengthened the study results, thereby 

contributing to know ledge and theory development (Morse, 1991). The general 

approach adopted was orientated more strongly towards the quantitative direction, 

however each method was complete. Samples for both parts were adequate and 

attempts were made to meet appropriate criteria for rigour (Morse, 1991). The use of 

two methods made it possible to conceptualise better and express the multi-faceted 

complexity of nurses' working life and to achieve a complete understanding of the 

research problem. However, the importance of clear understanding of the 

philosophy, obligations and norms inherent in each method was respected (Shih, 

1998). 

4.3.2 Population and setting 

One of the strengths of the present study is that the survey sample represents all 

groups of clinical nurses at the study hospital, in terms of speciality, age, education 

and status. A review of hospital records indicates that the study cohort was 

representative for nurses at LSH as a whole (LSH, 2003). The sample was large 

enough (N=695) for multiple analyses of the data, with relatively little data missing. 

However, the nlaximum size of survey sample in relation to the study context linlits 

the potential sub-group analysis. However, data on nurse characteristics were used 
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as control variables in the regression analysis. The focus group participants represent 

a sub-sample of the survey sample. 

Based on the study design and the data to hand it is not possible to determine 

the characteristics of non-responders in any meaningful way. Nor is it possible to 

compare the demographics of the present survey sample with demographics of 

samples in comparative studies. Despite the risk of "healthy worker effect" 

(Knutsson & Akerstedt, 1992), it was decided that nurses on maternity and sick leave 

should be excluded from the sample. This contributed to the efficacy of the 

collection procedure. However, excluding nurses on sick leave may have introduced 

a possible source of bias in favour of a "healthy" profile of the study participants. 

4.3.3 Survey instrument and focus group topic guide 

There are advantages in using a standardised tool since it may allow for international 

comparison of data. However, the NWI-R instrument, as any other, may be sensitive 

to culture, language and context in its application within one setting of a small 

population. The NWI-R instrument has therefore been modified. Recent 

publications indicate that some of its items are outdated and need re-evaluation as 

measures of magnetism (Kramer & Schmalenberg, 2003a; 2004), and of nurse 

autonomy in particular (Kramer & Schmalenberg, 2003b; Tranmer, 2005). Detailed 

analyses of these views are beyond the scope of the present study, but these issues 

were briefly considered when findings for relevant NWI-R sub-scales were discussed 

in previous sections (see section 3.2.2). 

The initial analysis of the present NWI-R data indicates some departures from 

the most widely used sub-scales and it was decided to create new sub-scales by 

factor analysis. This was a challenging task, which produced five conceptually 



robust NWI-R sub-scales with the potential for use in future research. The five sub-

scales are similar to those used in one published study ofNWI-R sub-scales (Lake, 

2002). To the knowledge of the candidate, Lake's scales have not been applied in 

further research. However, the five NWI-R sub-scales in the present study are 

conceptually different from the set ofNWI-R sub-scales that are most widely used in 

studies related to magnet hospitals, apart from the scale used to describe nurse-doctor 

working relationships (Aiken & Patrician, 2000; Estabrooks et aI., 2002; Rafferty et 

aI.,2001). Given these differences, the comparison of means for sub-scales across 

studies proved difficult. 

A strong factor solution to the NWI-R data is considered as another strength of 

the present study. The five sub-scales from the principal axis factoring and rigorous 

analysis emerged as being a strong solution, conceptually adequate, with four to nine 

items for each scale and with sufficient reliability for all scales (alpha=0.67-0.82) 

(see table 4 page 146). The rigorous method of analysis and subsequent exclusion of 

22 questions of the 52 NWI-R items may mean that some aspects of the NWI-R 

instrument were not included in subsequent analysis of the data. However, the final 

solution should be of higher quality and not susceptible to methodological problems, 

e.g. due to missing values. 

Yet another strength of this study is that it was decided to use a well-

established measure of burnout, the MBI sub-scales. However, previous publications 

on the sensitivity of the MBI instrument with regard to culture and language gave 

some justification for being cautious when comparing MBI scores between cultures 

(Schaufeli & Van Dierendonck, 1995). Further research and cross-national 

comparison of nllrse burnout are needed to assess the in1pact of culture and language. 



Despite careful translation and pre-testing of the survey instrument, a 

misleading use of a concept to assess quality of care appears to have influenced how 

the study participants responded to the question. This points to a need for even a 

more thorough translation and pre-testing of instruments in a survey of this kind and 

is worth exploring further. 

A potential limitation of the survey instrument might be that some factors were 

measured only by a limited number of items (e.g. job satisfaction and patient 

quality). However, these questions are based on widely used items in related studies. 

The subsequent qualitative interviews are important in compensating for these 

possible limitations. 

The focus group interviews were semi-structured, based on an interview guide 

that was slightly modified following the analyses of data and as new insights 

emerged from the focus groups. However, participants were given ample 

opportunity to raise their own discussion topics within the scope of the study. 

4.3.4 Data collection 

The data collection generated a high survey response rate (750/0) and successful 

recruitment for the focus group interviews. Efforts were made to compensate for 

potential weaknesses, which might be due to inadequate response rate, inaccuracy 

and incompleteness of answers and a misunderstanding of questions (Bowling, 

1998). This was done by carefully translating, pre-testing and piloting the survey 

instrUlnent and data collection procedures (Edwards et aI., 2002; Polit & Hungler, 

1999). Anl0ng the strategies identified to improve the success of data collection was 

to facilitate the introduction of the study to the target population and senior managers 

at LSH. Personal communication and communication via accessible media helped to 

25-1-



create a positive attitude and a sense of joint ownership of the study among staff and 

managers at the study hospital. The feedback from these reflected high expectations 

and a corresponding willingness to help to contribute to the study. 

Among the strengths of the study process is that data was collected from nurses 

in all clinical specialities at the study hospital. Participants in the focus group 

interviews were all volunteers from same groups as in the survey. Efforts were made 

to ensure balance in the focus group discussion. This was a challenging task, but 

preparatory discussion between the candidate and the assistant helped to address this, 

as did the seating arrangements. However, during the interviews it was necessary to 

be aware of the dominance of some individual participants and open up the floor to 

others. 

Yet another strength of the study methodology is that the candidate took up the 

role of part-time staff nurse during the preparation of the study and throughout the 

study process. This helped to understand better nurses' working life at LSH and 

facilitated communication with hospital staff. This was useful throughout the 

different steps of the study process such as the pre-testing, data collection and data

analysis phases. Reflection and discussion with supervisors together with 

documentation of reflections and decisions taken, helped the candidate to become 

aware of the role of an academic researcher. No personal data on staff were 

disclosed during this process. 

4.3.5 Data analysis 

One of the strengths of this study is the careful development of the instrument and 

analysis of the NWI-R data resulting in empirically and conceptually acceptable sub

scales (see appendix 6 and table 4 page 146). The factor analysis of the NWI-R data 
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resulted in five sub-scales with relatively high loadings and satisfactory levels of 

reliability. These resembled empirically based sub-scales from one previously 

published study (Lake, 2002), but were different from NWI-R sub-scales widely used 

in related studies (Aiken & Patrician, 2000; Estabrooks et aI., 2002; Rafferty et aI., 

2001). Preparatory work for the regression analysis, and extensive control for nurse 

job and personal characteristics during the regression analysis, can also be 

considered as strength of the data analysis in the present study. 

The qualitative data was analysed using the methods of grounded theory and 

attempts were made to apply the principles of the method with rigour. However, it 

remained a challenge to be aware that the focus group interviews were 

complementary to the survey and to compare the findings of these two. Given this, it 

was important throughout the analysis process not to force the qualitative data into 

categories that would fit the quantitative study (Morse, 1991). The candidate kept a 

log of the research process, important decision-making, relevant comments and 

critical considerations of methodology, and shared these regularly with advisors and 

specialists. This approach helped to enhance methodological rigour and transparency 

of the qualitative part of the present study (Green & Thorogood, 2004). 

No adequate objective measures, such as those on sick leave, were available to 

represent the specific aspects of the nurses' work. During the study period the 

candidate searched for objective measures and indicators for patient quality at LSH. 

However, adequate measures for the present study were not available, e.g. due to 

limited documentation and inconsistent use of measures across nurse specialities at 

LSH. 
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4.3.6 Generalisability 

Generalisability relates to the external validity of study findings and the extent to 

which they can be generalised to some wider population (Moser & Kalton, 1971). 

The present study was conducted at a single point in time and was based on nurses' 

self-reports in one Icelandic hospital, the largest one in the country and its only 

university health care centre. However, for the purpose of the present study, nurses 

from all clinical settings were recruited. In the survey component, the response rate 

was high (75%) and participants from the same clinical settings were successfully 

recruited for the focus group interviews. Despite the fact that the findings of the 

present study are specific to one Icelandic hospital they are consistent with a large 

number of studies in other countries from other time periods. The qualitative 

findings obtained in the present study provide valuable insight into the study topic 

within the context of Icelandic nursing. These findings along with the contextual 

information provided in the thesis and the proposed new model derived from the 

study (see figure 12) are useful theoretically and may contribute to better 

understanding of the study question and thus the quest to find new solutions to 

workforce challenges in other environments. 

Cross-cultural research in nursing practice can reveal interesting differences 

across countries. However, it appears from the present study that nursing in other 

countries could gain insights into the challenges they face that relate to workforce 

and practice management in nursing from the findings of this Icelandic study that 

identifies perspectives of nurses in a high-performing health care organisation. 

The next chapter will present the key messages of the study and offer some 

suggestions about a way forward in relation to nurse leadership and future research. 
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Chapter 5 Conclusion 

As has been emphasised throughout this study, there is a considerable body of 

research on how the various aspects of hospital nurses' working environment 

influence nurse and patient outcomes. However, there are gaps in this literature. The 

present study has explored the topic in an Icelandic context. This chapter presents its 

main conclusions and identifies key lessons learned from the research. A set of 

proposals is presented with regard to implications for nursing leadership practice, 

together with some ideas for future research and the way forward for hospital nurse 

management. 

The evidence shows that nurse job satisfaction is related to autonomous 

practice, supportive management and leadership, recognition and good professional 

collaboration together with intrinsic motivation. Research shows that stress, working 

demands and lack of resources are related to nurse burnout, and social support at 

work and from managers are both associated with lower levels of burnout. The 

literature also indicates that adequate nurse staffing, professional autonomy, and 

good inter-professional relationships and supportive leadership are important factors 

in improving the quality of patient care. Despite the great number of studies, there 

are still gaps in the literature, as presented in section 1.6. There are also gaps in the 

literature with regard to the Nursing Work Index-Revised instrument (NWI-R). 

The purpose of the present study is to measure as precisely as possible LSH's 

nurses' attitudes towards their working life and to capture some of the influential 

social and contextual factors via an in-depth qualitative analysis of the study 

problem. To this end a widely used instrument was employed, which enabled an 

intelllational comparison of survey findings. Predicti\'e factors in the nurses' 



working environment were identified by multi-variate analysis. These findings were 

expanded via a series of focus group interviews providing a better insight into 

contextual factors in LSH's nurses' working environment and their influence on 

nurse and patient outcomes. 

The findings show that adequate staffing js essential for both staff and patients 

outcomes. This together with sufficient time for direct patient care promotes 

intrinsic job motivation and nurses' ability to provide good patient care. The study 

contributes to the body of knowledge of the impact of supportive management for 

better nurse and patient outcomes, specifically front line management. Autonomous 

practice and intrinsic job motivation are associated to better nurse outcomes. The 

study shows that good nurse-doctor working relationships are important for the 

quality of patient care. 

The favourable scores achieved for supportive management, opportunities for 

professional advancement, good nurse-doctor relationships and staffing measures, as 

compared with the international data, reveal some interesting links between the 

working environment at LSH and the traits of magnet hospitals and organisational 

empowerment. However, counter to expectations, the study does not indicate the 

importance of senior nurse management for nurse and patient outcomes. The 

qualitative findings reveal certain weaknesses in the nurse-doctor working 

relationships. The positive outcomes for nurse job satisfaction are supported by 

previous Icelandic surveys. The generally high reported levels of happiness of 

Icelanders might explain these findings, in agreement with the body of literature on 

the links between general happiness in life and job satisfaction. Nurse-assessed 

excellent quality of patient care is less favourable. However, these findings are 

neither congruent with recent local surveys, nor reinforced by the focus group 
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findings. The observed differences can be partly explained by cultural differences in 

the use of language. 

On balance, the study findings confirm its conceptual framework and reflect 

some of the traits of magnet hospitals. The study suggests that intrinsic motivation is 

a meaningful concept for the successful management of hospital nursing. This study 

observes that Icelandic nurses have the potential to enjoy a high quality of working 

life and to provide high-quality patient care. The context of Icelandic nursing is 

supportive and is characterised by independence, high educational level and 

supportive societal norms. Nurses at LSH report high job satisfaction and low levels 

of burnout, and value their work. These outcomes are related to supportive 

relationships with frontline managers, other health care team members and patients 

and with intrinsic motivation, which are further related to their ability to provide 

high-quality patient care. 

Despite the positive results generated for working environment, job satisfaction 

and burnout there is some evidence for certain weaknesses in the organisation of 

nursing at LSH. Firstly, an increasing demand on and shortage in staff with a 

consequent increase in nurse workload. Secondly, a widening gap between senior 

management and staff. Thirdly, low levels of nurse-reported excellent quality of care 

compared with other countries, notwithstanding the cultural and linguistic reasons for 

the observed difference. 

These three groups of potential factors contradict other findings of this study, 

and the proposed silnilarities between the LSH's nurses' working environmental 

characteristics and the traits of magnet hospitals and organisational empowerment 

are partial rather than con1plete. 
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5.1 Implications for leadership practice and future research 

The present research has built on the work of similar studies, but there is a growing 

need for further research to understand the processes involved, to assess outcomes 

and to illustrate the linkage between them. This is necessary in order to enhance the 

evidence and guide decision-making in hospital nurse management, to contribute to 

the growing and ever more sophisticated analysis of problems within nurse working 

environments, to unpick and understand the complexities of the infrastructure, and 

draw attention to the existing strengths of hospitals. Similarly, it is vital to 

emphasise the potential for the hospital nurse management to devise human resource 

interventions, and demonstrate that these can be delivered in the practice of 

successful hospital management. 

The study findings are specific to Iceland, but they have relevance for the 

wider, international nursing community. The findings may contribute to the 

understanding of the changing nature of nurses' working environment and thereby 

help to resolve recruitment and retention problems. Based on the study findings, a 

set of proposals and key tasks to improve the management of hospital nursing are 

presented. Some of these proposals have already been presented to staff and 

management at LSH, and to the Icelandic health authorities. The feedback has been 

positive and some projects have been launched as a response to challenges that have 

been identified in this study. 

5.1.1 Adequate staffing 

The findings of this study on the importance of adequate staffing levels contributes to 

the body of evidence on the cnlcial role of staffing and work demands for nurse job 

attitudes and nurse retention. It is reasonable to assume that if current trends in cost-

261 



containment and lower staffing levels at LSH continue, they could produce negatiye 

effects, not only for patient care, but also for nurses and thus their retention and 

recruitment. If leaders at LSH can secure adequate levels of staffing they can enable 

nurses to achieve quality care based on human relationships that inevitably take time 

and emotional space. This goal is vital both for nurse and patient outcomes. In light 

of this research and previous studies this is a priority action for health care leadership 

more widely. The use of multiple methods would be a useful step towards 

developing sophisticated measures. 

5.1.2 Supportive management 

It is crucial that senior management at LSH support its unit managers to enable 

professional and independent nurse practice. Frontline managers should encourage 

nurses in their perception that nursing is a job worth doing. This will help to foster 

job satisfaction and nurses' ability to provide good patient care. Previous research 

has shown that transformational and empowering leadership behaviours are useful in 

this matter (Bass, 1998), and will help nurses to feel valued, to use their skills for 

high-quality patient care as well as encouraging them to remain in health care. In 

line with the present findings and the literature on magnet hospitals and 

organisational empowerment, there are reasons to suppose that supportive 

management is of equal importance for hospitals in other countries. More evidence 

must however be assembled on the role of nurse management, in particular at the unit 

level (Andrews and Dziegielewski, 2005). The need for more research on the 

influence of support from nurse managers on nurse and patient outcomes is 

supported by a recent review of the literature (Shirey, 2004). An intervention study 

might be useful in this matter. 
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5.1.3 Intrinsic job motivation 

This study indicates that nurses' intrinsic job satisfaction is an important aspect of 

successful management of hospital nursing, and successful recruitment and retention 

strategies. Consequently, leaders in health care should balance their cost

containment interventions so that they retain sufficient numbers of nurses who are 

able to enjoy intrinsic nursing values and to provide care based on human 

relationships. Such relationships inevitably need time and emotional space to ensure 

success. According to the present study it is reasonable to recommend that nurse 

managers and the leadership at LSH acknowledge intrinsic nurse job satisfaction as 

advantageous in relation to nurse and patient outcomes. This might contribute to the 

solution to the current problem of nurse recruitment and retention. A further possible 

approach to investigate this is a qualitative study with the potential to develop a 

sophisticated measure of intrinsic job satisfaction. Nursing values, age and 

educational background are important variables for consideration in this regard (see 

e.g. McNeese-Smith, 2003). 

5.1.4 Nurse-doctor working relationships 

The current study suggests that there is a need to improve working relationships 

between nurses and doctors. A potential strategy is to develop further an effective 

collaboration between nurses and doctors and emphasise mutual respect for the 

professional responsibilities of each discipline (Institute of Medicine, 2004; Rice, 

2000). The content of nurse-doctor working relationship needs further exploration to 

identify successful communication strategies and models of collaboration between 

these professions and to facilitate the development and training of professional skills. 

Qualitative studies using the "participant observation" technique might be 
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appropriate. Further research is also needed to examine the importance of good 

nurse-doctor working relationships for nurse job attitudes. 

5.1.5 The role of senior management 

The gap between staff and senior management may be a sign of some organisational 

weaknesses at LSH. Given this, the hospital would benefit from enhancement of 

trust within the organisation (Gunnarsd6ttir, 2004). According to the levels of social 

capital in the country this would be an appropriate and appreciated goal, and 

consistent with local societal norms (Halman et aI., 2001). Increased trust between 

staff and senior management would help to create effective communicative channels, 

strengthen professional collaboration and be favourable for staff and patients 

(Berwick, 2003). Despite the available literature to the contrary, the influence of 

senior management on nurse and patient outcomes was not indicated in the present 

findings. Further investigation of these relationships is needed to help health care 

leaders organise health care services and human resources in the most productive 

way. 

5.1.6 Nurse philosophy and professional practice 

Surprisingly, the survey findings do not show significant prediction of measures of 

philosophy of nursing practice for nurse and patient outcomes. However, the focus 

group findings show that for nurses it is important to build their care on professional 

nursing philosophy and standards. There appears to be a limited set of measures and 

available evidence on how to evaluate this aspect of nursing and how this is related 

to health care outcomes. A concept analysis in this relation is an important research 

topic. 
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5.1.7 Future research related to the NWI-R 

In light of the findings presented here and recent literature there is a need to further 

develop the NWI-R measure. In particular, to investigate further the validity of the 

NWI-R instrument and its different sub-scales in measuring the different aspects of 

nurses' working environment, e.g. nurse autonomy, nurse and doctor working 

relationships, staffing, the underlying philosophy of nursing and the role of senior 

nurse management. 

5.2 Summary of contributions 

The findings of the present study show the relationship between nurses' working 

environment and nurse and patient outcomes, and the importance of intrinsic 

motivation for these outcomes. This study's major contribution to knowledge is, 

firstly, to re-emphasise the important role of supportive nurse managerial and 

leadership behaviour and opportunities at the unit level. Secondly, the findings show 

the importance of adequate staffing levels for good nurse outcomes, thereby 

maximising nurses' opportunities to foster intrinsic job satisfaction through their 

relations with patients. Thirdly, the results re-confirm the importance of structured 

and mutually respectful nurse-doctor working relationships for patient outcomes. 

Fourthly, highlighting the importance of the cultural and linguistic adaptation of the 

IHOS measurement when applying the instrument in a different context. Fifthly, the 

results largely support a framework that confirms the working environment in a 

distinct and in many respects unique culture and health care system. Sixthly. careful 

analysis of the NWI-R data generated five empirically and conceptually acceptable 

sub-scales, which can be of llse in further research. Seventhly, presentation of 

intcl11ational comparison of nurse burnout levels helped to contextualise thc 
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Icelandic case. Finally, the findings of this study are noteworthy because the 

observed relationships between study variables are consistent with the theory and 

other empirical findings, and that there are fundamental differences between LSH 

findings and those from other countries. 

5.3 The way forward 

Potential solutions to the challenges of nurse recruitment and retention are 

undoubtedly dependent on cultural and organisational aspects as well as nurse 

education and the status of the profession. The overall aim remains to solve these 

problems with knowledge that is based on a diverse range of data utilising different 

methodologies across cultures and systems. Improving nurses' working environment 

contributes to the well-being of nurses as well as their patients and is among the most 

important public health interventions. 

Despite the crucial role of extrinsic values in hospital nursing, intrinsic nursing 

values and intrinsic motivation are fundamental to nurses' quality of working life and 

to the quality of the care they give to their patients. The views of the nurses in the 

present study provide important messages that can benefit the success of hospital 

administration and leadership. These views correspond to these of Layard in his 

recent publications about happiness (Layard, 2005a; 2005b): 

"If we want a happier society, we should focus most on the experiences which 

people value for their intrinsic worth and not because other people hal'e them -

above all, on relationships in the fami~1', at work and in the community, " 

(Layard, 2005b, p. 24). 
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Health authorities and hospital administrators need to make better use of 

available evidence to meet major challenges in recruiting and retaining high quality 

staff and providing high-quality patient care. This thesis can be of use in raising 

health care leaders' awareness of problems and potentials within nurses' working 

environment and engage them in deciding priorities when investing in healthy 

nurses' working life with the ultimate goal of health advancement for staff and 

patients. Communicating the evidence by reporting on the determinants of better 

nurse and patient outcomes is all the more important in the face of pressure to 

manage costs and to maintain access to successful health services. The main 

conclusion of this thesis is that to ensure high-quality patient care, it is essential to 

support nurses to gain recognition of their work, to expand their range of 

responsibilities, and to enjoy healing relationships with patients and empowering 

collaboration with other health care team members and their superiors. 
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Appendix 1: 
Authors, year 
Objectives 

Summa~of recent studies using the Nursing Work Index (NWI and NWI-R) 
Sample 
Country 

Aiken, Smith and Lake, 1994 

To access possible links between 
mortality rate and hospital traits 

Aiken and Sloane, 1997 

To examine relationships between 
different organisational forms, status of 
nursing, and patient and nurse outcomes 

Aiken and Patrician 2000 

To report on ability ofNWI-R to 
measure characteristics of professional 
nursing practice environment 

Aiken, Clarke, Sloane, Sochalski, 
Busse, Clarke, H., Giovannetti, Hunt, 
Rafferty, Shamian, 2001 

To obtain information on organisational 
climate, nurse staffing, nurse and 
patient outcomes 

Laschinger, Shamian & Thomson, 2001 

To tc~t magnet model (Aiken et a!., 
1997) and the link to organisational 
trust, job satisfaction and patient quality 
of care 

39 original magnet hospitals 
195 matched control hospitals 

USA 

Nurses in 20 magnet & non-magnet 
hospitals 

USA 

40 units in 20 hospitals 
10 matching; magnet and non
magnet 

USA 

711 hospitals 
5 countries 
N= 43329 

USA, Canada, England, Scotland, 
Germany 

3,016 staff nurses from 135 
hospitals 

Canada 

Data collection 
Measures 
NWI-R-Subscales.! 

Medicare files on mortality rates 

NWI-R-Subscales.!: 
Autonomy 
Control over practice 
Nurse-doctor relationships 

NWI-R-SubscaleS': 
Autonomy 
Control over practice 
Nurse-doctor relationships 
Organisational support 

NWI-R (individual items) 

Patient discharge data 

Administrative data 

NWI-R-Subscales1
: 

Autonomy 
Control over practice 
Nurse-doctor relationships 

Burnout (emotional exhaustion) 
Trust 
Job satisfaction 
Quality of care 

Key findings 

Magnet hospitals significantly lower 
mortality rates 

Magnet hospitals significantly higher 
NWI-R scales scores for autonomy, 
control, relations 
Dedicated units and magnet hospitals; 
greater autonomy; control over practice 
and nurse-doctor relationships. 
These attributes enhanced quality of 
patient care and quality of nurses 
working life 
NWI-R is a sound instrument for 
measuring organisational attributes of 
hospitals 

Reliability on subscales1
: 

Autonomy: 0.75 
Control over practice: 0.79 
Nurse-doctor relationships: 0.76 
Organisational support: 0.84 
High proportion of nurses in all countries 
report low job satisfaction and high 
burnout, in most countries higher than for 
other working groups 

Quality of care better for hospitals in 
Europe than North America. Nurse
doctor relationships appear not to be 
problematic 
Nurse autonomy, control over practice, 
nurse-doctor relationships impacted trust 
in management and burnout, and 
influenced job satisfaction and quality of 
care. 
Reliability on subscales 1

: 

Autonomy: 0.84 
Control over practice: 0.83 
Nurse-doctor relation: 0.91 

I NW[-R subscales according to Aiken & Patrician (2000), i.e. Autonomy; Control over practice; Nurse-doctor relationships; Organisational support 

2 Magnet model: Supportive nurses' working environment positively related to positive nurse and patient outcomes (see e.g. Aiken et aI, 1997) 

Comments 

Evidence of positive mortality rates 
outcomes for magnet hospitals. 

Complicated evaluation of how to 
cluster items of NWI-R into sub
scales 

Support for magnet modd 

Sub-scales were conceptually 
derived from the NWI-R. 

NWI-R captured organisational 
attributes characterising nurse 
practice environment 

Support for magnet modd 

Individual items ofNWI-R: 
Descriptive data on questions 
grouped around 
Competence and relations, 
Staffing: Workforce management 

Support for magnet model 2 

Support and expansion of the 
magnet modef 
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Authors, year Sample 
- --

Data collection Key findings Comments 
Objectives Country Measures 
Aiken, Clarke & Sloane 2002 lntemational sample of 10,.319 NWI-R-Subscale: Organisational support had pronounced Findings support magnet model1 

nurses 111 303 hospitals Organisational support' effect on nurse job satisfaction and 
To examine effects of nurse staffing and burnout 
organisational support for nurse job Job satisfaction 
satisfaction, burnout and quality of USA Organisational support and staffing 

I patient care Staffing: Average number of patients related to nurse assessment of quality of 
I assigned to nurses who last worked a patient care 

day shift. 
Lake, 2002 2 samples New NWJ-R -Subscales: Exploratory factor analysis model NWJ-R sub-scales different from 

I I.Nurse participation in hospital extracted five sub-scales that met most Aiken and PatJician (2000). 
: To develop a composite measure of Data from 1985-1986 affairs stated criteria 

NWI-R including sub-scales 2.Nursing foundation for quality of No sub-scale highlighted nurse 
representing domains of nursing 2,336 nurses in 16 magnet hospitals care Confirmatory analysis on another sample autonomy (did not cluster 
practice environment 3.Nurse manager ability, leadership supported the five-factor solution. empitically) 

11,636 nurses in non-magnet and support of nurses 
hospital 4.Staffing and resources adequacy Means on NWI higher for magnet 

5.Collegial nurse-physician relations hospital nurses 

Rafferty, Ball & Aiken, 2001 5006 hospital nurses in 32 hospitals NWJ-R-Sub-scales: Higher scores on nurse-doctor Two new NWI-R sub-scales 
Control over practice! relationships, control and autonomy presented, different from Aiken and 

To explore relationships between Autonomy (new scale) related to job satisfaction, lower levels of Patrician (2000) and Lake (2002). 
teamwork, autonomy and nurse-doctor Nurse-doctor relationships (new emotional exhaustion and better quality 
relationships and patient and nurse England scale) of care. Findings support magnet modd 
outcomes 

Strong association between teamwork 
I and autonomy 

Estabrooks, Tourangeau, Humphrey, Hospital nurses NWJ-R-Sub-scaJes: NWI-R sub-scales I was reliable in the Single-factor solution to the 
Hesketh, Givonnett & Thomson, 2002 N= 6526 Autonomy! Canadian data. NWI-R presented as unitary 

Control over practice context 
To document the psychometric Nurse-doctor relationships Significant interaction effect between 
properties of the NWI-R Canada speciality areas. Support for magnet modd 

One-factor solution 
Proposed examination of the 
relevance ofNWI-R items 

Cpenleks,2002a 2 samples; magnet & non-magnet NWI-R-Subscales: NWI-R scores higher for magnet than Three new NWI-R sub-scales 
Clinical nurses: Autonomy! non-magnet hospitals presented. 

To examine the differences in job N= 144 & 161 Control over practicel 

satisfaction between nurses in magnet Nurse leaders: Nurse-doctor relationships! Magnet leaders better support autonomy Items on sub-scales not indicated 
and non-magnet hospitals N=16 Self govemance (new scale) and staffing 

Organisational structure (new scale) Support for magnet model2 

Educational opportunities (new 
USA scale) 

NWI-R subscales according to Aiken & Patlician (2000), i.e. Autonomy; Control over practice; Nurse-doctor relationships; Organisational support 

2 Magnet model: SuppOltive nurses· working environment positively related to positive nurse and patient outcomes (see e.g. Aiken et aI, 1997) 
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Authors, year Sample Data collection Key findings Comments 
Objectives Country Measures 
Buchan, Ball & Rafferty, 2003 2 samples NWI-R-Sub-scales: 53% & 68%; very and moderately job NWI-R sub-scales same as Aiken & 

One hospital (Rochdale) Autonomy! satisfied Patrician (2000) (except, one item 
To assess the impact of preparing for N= 128 & 109 Control over practice missing for nurse-doctor 
and achieving magnet status on patient Nurse-doctor relationships Means for NWI-R sub-scales increased relationships). 
and nurse outcomes after preparing for and achieving magnet I 

England Job satisfaction status. Most measure better for Rochdale Items on scales indicated 
nurses than for other NHS hospitals 

Quality of care Support fOT magnet model2 

Laschinger, Almost & Tuer-Hodes, 3 samples CWEQ II (Empowerment) Total empowerment scores strongly Evidence on link between Kanter's 
2003 significantly related to total NWI-R structural empowerment (access to 

(233 + 263 + 55) NWI-R-Subscalesl: score. resources, support, opportunities) and 
To test a theoretical model linking Autonomy magnet hospital characteristics NWI-
nurses' perceptions of workplace Canada Control over practice Access to resources strongly related to R subscales. 
empowerment, magnet hospital Nurse-doctor relations magnet hospital characteristics 
characteristics and nurse job satisfaction Support fOT magnet mbdet2 

GJSQ - job satisfaction 
Budge, Carryer & Wood, 2003 Hospital nurses: NWI-R-Sub-scales: Means for NWI-R: sub-scales: similar to NWI-R sub-scales: same items as 

N=225 Autonomyl magnet findings Aiken & Patrician (2000) except a 
To examine the New Zealand nursing Control over practicel new scale for nurse-doctor relationsh. 
situation and to see whether aspects of New Zealand Nurse-doctor relationships SF-36; significant lower levels than for 
working environment are associated NZ national sample Means on scales higher than for 
with health status SF-36 magnet hospitals except for relation 

Correlation between NWI-R sub-scales 
and SF-36 sub-scales. 

Vahey, Aiken, Sloane, Clarke and 20 hospitals NWI-R-Sub-scales: Average levels of burnout within New NWI-R sub-scale presented on 
Vargas, 2004 40 hospital units Staffing' average range for health care workers. administrative support; not same 

Administrative support (new scale) items as for organisational support in 
To examine effect of nurses' working Nurses Nurse-doctor relationships' Patients on units with good nurses Aiken et aI, 2002. 
environment on burnout and effects of N=820 working environment (staffing, 
nurses' working environment and Patients MBI administration support, good relations) Co-efficients for scales not presented 
burnout on patients' satisfaction with N=621 more likely to be highly satisfied with 
care Intention to leave their nursing care. Impact analysis of nurses' working 

USA environment on nurse burnout, 
Structured interviews with patients More than one third of nurses intended intention to leave and patient 

to leave satisfaction. Control for hospital 
characteristics 
Sample from 1991 
Support for ma~et model2 

NWI-R subscales according to Aiken & Patrician (2000), i.e. Autonomy; Control over practice; Nurse-doctor relationships; Organisational support 

2 Magnet model: Supportive nurses' working environment positively related to positive nurse and patient outcomes (see e.g. Aiken et aI, 1997) 
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Appendix 2a: Ethics FSA 
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Akureyri, 13. jUli 2002 
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Tropical Medicine 08 f samvinnu via ranns6kna- og heilbri8¢isdeild VinnuelUrlits 
rlkislns. ViO txlfum kynnt okkur tilgang ranns6knarlnnar, ranm6kna.raaferO 08 
m:eli~Jd. Magnet Hospital. Via hcimilum per a.a fi-amkvlCJna fork~nnunina , FSA f 
juU al\ fengnu ti1skyldu leyfi Visindasi<:lanefudar og tilkynningu til Pers6nuvemdar. 

Kv~jur 08 6sk urn gott gengi ! 

d~' -- ~'_\{\-
6Uni'Tom ',," ~ 
framkvlalld~6ri hj' at 

j /l 

d£
' f: 

, 1."\.."V! .L-~ 
flo Y1dur In~ 

a:mdas1j6ri la:kniDga 

HtI""~~~f,,'nplAddre,. f'6a1f""¢,Oll Mdt .. , S:roi/Tel<::>hcn< P6,ri:,a.r:'oe:d'ax 1(!~i\.~-iJ 

.. E ....... od.VOQ PO.Qo.3!O &elO:GQ' 
1S-600 A,vr!1tf IS·601 Akuttv'\ ..Jl(·~630:00 

Itc~,"d kt"",d 

lIe24S2! 

+J!IZEv Z9t 
sa<:209·222t 

~gB 

Sp~r' .. j~, Nor!lc::n~1It9! ,A.~I,.v!'i 

R~;'k"';"9\.1::"~""'n1l'1vmt.' l'.t5-U·31CO ~ 
10 'd IG9~ G9~ ~S£ 'ON XIj:l l' 

.-. 
Lv:8 nHl £O-d3S-81'" 'li'S 'j 



Appendix 2b: Ethics FSA - English translation 

Fj6roungssjUkrahusio a Akureyri 
FSA hospital Akureyri 

SigrUn Gunnarsdottir, MSc 
Aflagrandi 34 
107 Reykj avik 
sigrungu@landspitali.is 

Akureyri, 13 July 2002 

Regarding: Response to a request to conduct a pilot study at FSA hospital in July 
2002 

Dear SigrUn 

We hereby confirm our approval to you to conduct a pilot study at FSA in July 2002 
because of your study "The working environment of nurses and midwives", which is 
a part of an international study and your PhD research at the London School of 
Hygiene & Tropical Medicine and in collaboration with the department of research 
and health at the Institute of Occupational Health in Iceland. Weare familiar with 
the research goal, research method and measure, Magnet hospital. We hereby grant 
you permission to conduct the pilot study in July, given the approval of the National 
Bioethics Committee and a report to the Data Protection. 

Best wishes and good luck 

Ollna Torfad6ttir (signature) l>orvaldur Ingvarsson ( signature) 

Director of Nursing Director of Medicine 

299 



Appendix 3: IHOS Questionnaire - English version 

REGISTERED NURSE SURVEY 

of 

HOSPITAL CHARACTERISTICS 

About this survey 

In recent years, nursing researchers in various pans of the world have investigated the relationship between the 
organisation of hospitals and patient outcomes. The research to date ~'Uggests that the nursing input is critical to this 
relationship. he aim of this project is to understand these issues in greater detail. 

Employment Research has been commissioned to conduct a survey of hospital staff nurses to help take forward research 
on 'magnet hospitals'. The survey forms part of part of a wider international study involving Scotland., England, Canada, 
Germany and the United States. 

Please note that your participation in the survey is voluntary. The questionnaire itself is entirely ANONYMOUS and that 
all responses will be treated as strictly confidential. 

Completing the questionnaire 

The questionnaire has several sections and takes about 25-30 minutes co complete. We explain the reasons for each section 
(and the way each section will be used) on the next page. You might find it helpful to read these notes first. Please circk 
only one Ilwnber for eacb question - or fill in the blank space where this is indicated. 

Remember that it is YOUR opinions that matter: answer the questions as you think they apply to your own hospital and 
your own working situation. 

When you have completed the questionnaire, please return it the enclosed pre-paid envelope. 

We are very grateful for your help with this research. If you have any questions please contact .Jane Ball, at 
Employment Research 00 01273 299 719. 
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About this questionnaire 

The purpose of this questionnaire is to develop a picture of nurses' views and experiences of their working situations and 
the ways that the organisation of the hospital influences their practices as nurses. A similar questionnaire is being sent to 
nurses in several cotmtries: your answers will be used to develop a picture of nursing practice in different kinds of 
hospitals and will be important in providing a better understanding of how different aspects of hospital work affect the care 
of patients. 

There are 7 sections: 

Section A: Your Current Job: 

Section B : Features of your Wolk: 

this is background information which will allow us to compare 
people working in different settings, or with different 
responsibilities. 

these are questions about your working environment and the way 
you feel you fit into it. 

Section C ; Feelings about your Work: 

Section D: Job Characteristics: 

Section E : Last Shift: 

Section F : Decision making 

Section G ; Background: 

the way people feel about their job is important The questions on 
this page may seem rather personal but they have been adapted 
from a weIl-tested method of assessing people's job satisfaction. 
They will be lIsed as a group (not as individual items) in order to 
describe the way people feel about their working life. 

these are fairly straightforward questions about the work you do 
but some of them also ask about your opinions. Remember, we 
want to know what you think. 

these questions ask specifically about the last shift you worked, 
and focus on the number and type of patients in your care and 
level of staffing. 

in this section we ask you to describe the extent to which you feel 
you are involved ill making various decisions at work. Again, there 
are no right or wrong answers - we want to know about your 
experiences. 

people from different backgrounds may have different views. 
These questions ,viII help us to understand your answers. 

Please circle only one number for each question - or fill in the blank space where this is indicated. Remember, your 
allswers will be anonymous. 

Thank you for your help with this research 

A. Details about your Current Job 

ThiS first section asks for infonnation about the Job you are doing now. Your answers will help us to get a 
better undcrstanding of your answers to latcr sections. Please circle the response that is closest to your own 
situation - or flU in tbe blank spaces. 
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1. What is your clinical grade (or equivalent)? C D E F G H 
(Please circle one response.) 

If you are a G grade or above you need not complete the remainder of this form. 
Please return it in the envelope provided. 

2. Are you currently working full or part-time at this hospital? ]. Fun-time 
2. Part-time 

3. What type of employment contract are you on in your main job? 1. Permanent contract 

4. Which directorate do you work in? 

5. What type of ward do you work on? 

6. Which of the following best describes your job title? 

7. How many years have you worked: 

a. As a registered nurse? 

h. As a registered nurse at your present hospital? 

c. As a registered nurse on your current ward? 

d. In your current post? 

2. Bank/Agency 
3. Temporary or Fixed Term 

(e.g. 3 months) 

1. Medical 
2. Surgical 
3. Other 

1. Medical 
2. Surgical 
3. Medical/Surgical 
4. Intensive Care 
5. Coronary Care 
6. Accident & Emergency 
7. Gynaccology 
8. Orthopaedics 
9. Elderly 
]0. Renal 
11. Admissions Unit 
12. Other (please specifY) 

1. Staff Nurse 
2. Enrolled Nurse 
3. Ward Manager/Sister 
4. Clinical Nurse Speci.alist 
5. Other 

_____ Years 

Years 

Years 

months 

months 

months 

_____ Years __ .... __ months 

302 



8. Is your immediate supervisor a nurse? 1. Yes 2. No 

9. How many hours are you contracted to work each week in your main job? ____ hours per week 

10. In the past year, how many hours a week, on average, did you work on wards/units other than your ovm? 

____ hours per week 

11. Which length of shift do you usually work? 1. Eight hour 
2. Ten hour 
3. Twelve hour 
4. Flexi-time 
5. Split shifts 
6. Other (please specify) __ _ 

12. In the past year, what is the average number of hours per week you have worked: 

u. Poid overtime hours per week 

b. Unpaid overtime hours per week 

13. How often do you work in excess of your contracted hours? 1. Every shift 
2. Several times a week 
3. Once a week 
4. Less than once a week 
5. Never 

14. Which of the following best describes the mix of shifts you work? 1. Early, Late and Night shifts 
2. Early and Late shifts only 
3. Twelve Hour Shifts 
4. Permanent nights 
5. Day Time (Office Hours) 
6. Other 
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B .. Features of your work (Nursing Work Index) 

On the next two pages, you will find a list of statements that are about characteristics of people's jobs. We wil I 
use this list to build up a profile of nurses' experiences of the jobs they do. PJease indicate the extent to which 
you agree or disagree that each of the following ARE PRESENT IN YOUR ClJRRENT JOB, by circling a 
number on each line. 

The following are present in your current job ... Strongly Somewhat Somewhat Strongly 
Agree Agree Disagree Disagree 

1. Adequate support services allow me to spend time with my patients. 1 2 3 4 

2. Doctors and nurses have good working relationships. 2 3 4 

3. A good induction programme for newly employed nurses. 2 3 4 

4. Ward management that is supportive of nurses. 2 ... 
4 .) 

5. A satisfactory salary. 2 3 4 

6. Nursing controls its own practice. 2 3 4 

7. Active staff development/continuing education programmes 2 3 4 
available for nurses. 

8. Career developmentlclinicalladder opp01iunity. 2 3 4 

9. Opportunity for Staff Nurses to participate in policy decisions. 2 3 4 

10. Support for new and innovative ideas about patient care. 2 3 4 

11. Enough time and opportunity to discuss patient care problems 2 3 4 
with other nurses. 

12. Enough registered nursl!S on staff to provide quality patient care. 2 3 4 

13. A Ward Manager/Sister who is a good manager and leader. 2 3 4 

14. A Director of Nursing who is highly visible and accessible to staff. 2 3 4 

15. Flexible or modified shift patterns are available. 2 3 4 

16. Enough staff to get work done. 2 3 4 

17. Freedom to make important patient care and work decisions. 2 3 4 

18. Praise and recognition for doing a good job. 2 3 4 

19. TIle 0PPoltunity for Staff Nurses to consult with Clinical Nurse 2 3 4 
Specialists or expert nurse clinicians. 

20. Good working relationships with other hospital deparlments. 2 3 4 

21. Not being placed in a position of having to do things that are 2 3 4 
against my nursing judgement. 

22. High standards of nursing care are expected by the Trust. 2 3 4 

23. A Director of Nursing equal in power and authority to other .., 
3 4 "-

executives on the Trust board. 

24. A Jot of team work between nurses and doctors. 2 3 4 

25. Doctors give high quality medical care. 2 3 4 

26. There are opportunities for promotion. 2 3 4 

27. Nursing staff are supported in pursuing degrees in nurgjng. 2 3 4 
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These statements are about characteristics of people's jobs. We will use this list to build up a profile of nurses' 
experiences of the jobs they do. Please indicate the extent to which you agree that each of the following ARE 
PRESENT IN YOUR CURRENT JOB, by circling one number on each line. 

The following are prescnt in your current job ... Strongly Somewhat Somewhat Strongly 
Agree Agree Disagree Disagree 

28. A clear philosophy of nursing throughout the patient I 2 3 4 
care environment. 

29. Nurses actively participate in efforts to control costs. 2 3 4 

30. Working with nurses who are clinically competent. 2 3 4 

31. The nursi ng staff participates in selecting new equipment. 2 3 4 

32. A Ward Manager/Sister who backs up nursing staff in 2 3 4 
decision making, even if the conflict is with a doctor. 

33. Senior management that listens and responds to 2 3 4 
employee concerns. 

34. An active quality assurance/clinical audit programme 2 3 4 

35. Staff nurses are involved in the internal governance 2 3 4 
of the hospital (e.g. practice and policy committees). 

36. Collaboration between nurses and doctors. 2 3 4 

37. A preceptor programme for newly qualified RGNs. 2 3 4 

38. Nursing care is based on a nursing rather than a medical model. 2 3 4 

39. Staff Nurses have the opportunity to serve on Trust Committees. 2 3 4 

40. The management of the Trust recognises the contributions 2 3 4 
of nurses in its reports and other public statements. 

41. Ward Managers/Sisters consult with staff on daily problems 2 
.., 

4 -' 
and procedures. 

42. A physical work environment that is pleasant, attractive and 2 3 4 
comfortable. 

43. Opportunity to work on a highly specialised patient care ward. 2 3 4 

44. Written, IIp-to-date nursing care plans for all patients. 2 3 4 

45. Patient care assignments that foster continuity of care 2 3 4 
(i.e. the same nurse cares for the patient from one day to the next). 

46. Staff Nurses do not have to provide cover/work on wards that 2 3 4 
are not their own. 

47. Staff Nurses actively participate in planning their own 2 3 4 
off~duty schedules (i.e. what days they work, days off etc.) 

48. Each ward decides its own policies and procedures. 2 3 4 

49. Working with experienced nurses who 'know' the hospital 2 3 4 
system. 

50. Registered Nurses and Health Care Assistants/Auxiliaries 2 3 4 
have good working relationships. 
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C. Feelings about vour work lMaslach Burnout Inventoa*} 
This section contains statements that may seem a bit personal but are important as a way of developing a picture of 
nurses' feelings about their present work. If you have never had one of these feelings, then circle the "0" response 
- otherwise, indicate how oft£n yoo have felt this way by circling the number (from 1 to 6) that best describes 
your experience. 

How Often? 

Never A few Oncca A few Once a '\ few Every 
times a month times a week times a day 
year or month week 
less 

l. J feel emotionally drained from my work. 0 2 3 4 5 6 

2. I feel used up at the end of the workday. 0 2 3 4 5 6 

3. I feel fatigued when I get up in the morning and 0 2 3 4 5 6 
have to face another day on the job. 

4. I can easily understand how my patients feel about 0 2 3 4 5 6 
things. 

5. I feel I treat some patients as ifthcy were 0 2 3 4 5 6 
impersonal objects. 

6. Working with people all day is really a strain for 0 2 3 4 5 6 
mc. 

7. I deal vcry effecti vely with the problems of my 0 2 3 4 5 6 
patients. 

8. I feel burned-out from my work. 0 2 3 4 5 6 

9. r feel I'm positively influencing other people's 0 2 3 4 5 6 
lives. 

10. I've become more callous toward people since I 0 2 3 4 5 6 
took this job. 

II. I worry that this job is hardening me emotionally. 0 2 3 4 5 6 

12. I fecI very energetic. 0 2 3 4 5 6 

13. I feel frustrated by my job. 0 2 3 4 5 6 

14. I feel I'm working too hard on my job. 0 2 3 4 5 6 

15. I don' t really care what happens to some patients. 0 2 3 4 5 6 

16. Working directly with people puts too much stress 0 2 3 4 5 6 
on me. 

17. I can easi Iy create a relaxed atrnm;phere with my 0 2 3 4 5 (j 

patients. 

18. I accomplish many wOlthwhile things in this job. 0 2 3 4 5 6 

19. I feel exhilarated after working closely with my 0 2 3 4 5 6 
patients. 

20. I feel like I'm at the end of my rope. a 2 3 4 5 6 

21. In my work, I deal with emotional problems very 0 2 3 4 5 6 
calmly. 

22. I feel patients blame me for some of their problems. 0 2 3 4 5 6 

23. I leave work feeling satisfied with my nursing 0 2 3 4 5 6 
experience. 

24. I leave work disillusioned and frustrated. 0 2 3 4 5 6 

25. I leave work knowing I haven't done a good job. 0 2 3 4 .) 6 

.. Modified and produced by special permission of the Publisher, Consulting Psychologists Press, Palo Alto, CA 94303 from 
MBI-HultIQIl ~·t!rviccs Survey. Christina Maslach and Susan E.Jackson. Copyright 1986 by Consulting Psychologists Press. 
Inc. All rights reserved. Further reproduction is prohibited without the Publisher's consent. 
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D. Job Characteristics 
This section asks about your job as a Staff Nurse and asks for your views about the care on your nursing 
ward/unit and in your hospital. Please circle the number of the appropriate response to each question or, where 
indicated, fill in the blanks. 

1. On the whole, how satisfied are you with your present job? 

2. Independent of your present job, how satisfied are you with 
being a nurse? 

3. Thinking about the next 12 months, how likely do you think 
it is that you will lose your job or be made redundant? 

4. Do you plan to leave your present nursing position? 

5. If you were looking for another job, how easy or difficult do 
you think it would be for you to find an acceptable job in 
nursing? 

6. In general, how would you describe the quality of nursing 
care delivered to patients on your ward/unit? 

1. 
2. 
3. 
4. 

1. 
2. 
3. 
4. 

I. 
2. 
3. 
4. 

1. 
2. 
3. 

I. 
2. 
3. 
4. 

I. 
2. 
3. 
4. 

Very dissatisfied 
A little dissatisfied 
Moderately satisfied 
V cry satisfied 

Very dissatisfied 
A little dissatisfied 
Moderately satistied 
Very satisfied 

Very likely 
Fairly likely 
Not too likely 
Not at all likely 

Yes, within the next 6 months 
Yes, within the next 12 months 
No plans within the next year 

Very easy 
Fairly easy 
Fairly difficult 
Very difficult 

Excellent 
Good 
Fair 
Poor 

7. Over the past year, would you say the quality of patient care in your hospital has: 

8. How confident are you: 

a. that your patients are able to manage their care when 
discharged from hospital? 

b. that your patients are discharged from hospital with 

adequate family support? 

c. that your patients are discharged from hospital with 
adequate community support? 

d. that you will receive adequate support when you 
report situations where you are not able to meet 
professional standards of patient care? 

VelY 
confident 

1. Improved 
2. Remained the same 
3. Deteriorated 

Somewhat Not at all 
Confident confident confident 

2 3 4 

2 3 4 

2 " 4 .J 

2 3 4 
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9. How has the amount of time you spend on each of the following areas of activity changed in the last 
12 months? (please circle one response for a,b,c,d) 

decreased decreased has not increased increased 
a lot a little changed a little a lot 

a. Management 
(e.g. doing the off-duty, budgets, covering 2 3 4 5 
the ward etc.) 

b. MedicaVExtended Role 
( e. g. venepuncture, ordering x -rays, 2 3 4 5 
inserting venflons etc.) 

c. DomesticlHotel 
(e.g. delivering and retrieving food trays, 2 3 4 5 
cleaning, restocking) 

d. Clerical/Administrative 
(e.g. answering the phone, doing the bed state, 2 3 4 5 
filing etc.) 

10 . I-lave you ever been stuck with a needle or sharp that had been used on a patient? 1. Yes 2.No 

If No, please go to Q.1 J 
If YES: 

a. How many times has this happened in your nursing career'! ____ times (Enter "0" ifnone) 

b. How many of these incidents happened in the past year? incidents (Enter "0" if none) 

c. How many of these incidents occurred in the past month? incidents (Enter "0" if none) 

II a. How many times have you taken sick leave in the last 3 months? _____ times 

If none, please go to Section E. 

h. In total, how many shifts have you taken off sick in the last 3 months'? ____ Shifts 

c. On the last shift you were off sick. what was the main reason? 1. Physical il1ness 
2. Mental ill-health 
3. Injury (work related) 
4. Injury (not work related) 
5. Sick child 
6. Other family illness/crisis 
7. Unable to get the off-duty needed 
8. Other (please specify) 
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E. Last Shift 
This section asks you quebtions about your nursing activities during the LAST FULL SHIFT that you worked 
in your main job. As with the other questions, please answer them by filling in the blank spaces of circling the 
number that most closely matches your response. 

1. What was the last shift you worked? 

2. On what type of unit did you work on during your last shift? 

3. How many beds does your ward/unit have? 

4. How many patients were 011 your ward/unit during your last shift? 
(Number of patients on the ward or unit for the majority of the shift) 

I. Early 
2. Late 
3. Night 
4. Other (please spccify) 

I. Medical 
2. Surgical 
:3. Medical/Surgical 
4. Intensive Care 
5. Coronary Care 
6. Accident & Emergency 
7. Gynaecology 
8. Orthopaedics 
9. Elderly 

10. Renal 
II. Admissions Unit 
12. Other (please specify) 

Number of beds 

Number of patients 

S. How many of these patients were assigned to you? No. patients assigned to you 

6. Please sort the patients assigned to you (from Question 5 above) into the following categories according to 
their care needs. [The numbers given in lines 1-4 should add up to the total number of patients assigned to 
you, as given in question 5 above.] 

ADL - Activiliesfor Daily Living refers to activities such as toileting. washing andfeeding 

1. Need total care 

2. Need assistance with most ADLs 

3. Need ac;sil.tance with some ADLs 

4. Mostly self care 

7. How many of the following were on duty with you for all or most of your last shift and how many did you 
supervise? 

*Registered Nurses #Nursing Auxiliaries 

Number on last shift 
Number you supervised 
on last shift 

• (total number of qualified nurses including ENs, not including yourself) 
# (health care assistants, nursing auxiliaries etc.) 

Student Nurses Ward Clerks 

8. How would you describe the quality of nursing care delivered on your last sh ift? I. Excellent 
2. Good 
3. Fair 
4. Poor 
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9. How has the amount of time you spend on each of the following areas of activity changed in the last 
12 months? (please circle one response for a,b,c,d) 

decreased decreased has not increased increased 
a lot a little changed a little a lot 

a. Management 
(e.g. doing the off-duty, budgets, covering 2 3 4 5 
the ward etc.) 

b. MedicaVExtended Role 
(e.g. venepuncture, ordering x-rays, 2 3 4 5 
inserting ventlons etc.) 

c. DomesticlHotel 
(e.g. delivering and retrieving food trays, 1 2 3 4 5 
cleaning, restocking) 

d. Clerical/Administrative 
(c.g. answering the phone, doing the bed state, 2 3 4 5 
filing etc.) 

10 . I-lave you ever been stuck with a needle or sharp that had been used on a patient? I. Yes 2. No 

If No, please go to Q.ll 
lfYES: 

a. How many times has this happened in your nursing career? ___ times (Enter "0" ifnone) 

b. How many of these incidents happened in the past year? incidents (Enter "0" if none) 

c. How many of these incidents occurred in the past month? incidents (Enter "0" if none) 

11 a. How many times have you taken sick leave in the last 3 months? _____ times 

If none, please go to Section E. 

b. In total, how many shifts have you taken off sick in the last 3 months'? ____ ,Shifts 

c. On the last shift you were otT sick, what was the main reason? 1. Physical illness 
2. Mental ill-health 
3. Injury (work related) 
4. Injury (not work related) 
5. Sick child 
6. Other family illness/crisis 
7. Unable to get the off-duty needed 
8. Other (please specify) 
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E. LlllIt Shift 
This section asks you que&1ions about your nursing activities during the LAST FULL SHIFT that you worked 
in your main job. As with the other questions, please answer them by filling in the blank spaces of circling the 
number that most closely matches your response. 

1 . What was the last shift you worked? 

2. On what type of unit did you work on during your last shift? 

3. How many beds does your ward/unit have? 

4. How many patients were 011 your ward/unit during your last shift? 
(Number of patients on the ward or unit for the majority of the shift) 

I. Early 
2. Late 
3. Night 
4. Other (please specify) 

I. Medical 
2. Surgical 
3. Medical/Surgical 
4. Intensive Care 
5. Coronary Care 
6. Accident & Emergency 
7. Gynaecology 
8. Orthopaedics 
9. Elderly 

10. Renal 
II. Admissions Unit 
12. Other (please specify) 

Number of beds 

Number of patients 

5. How many of these patients were assigned to you? No. patients assigned to you 

6. Plcase sort the patients assigned to you (from Question 5 above) into the following categories according to 
their care needs. [The numbers given in lines 1-4 should add up to the total number of patients assigncd to 
you, as given in question 5 above.] 

ADL - Activities for Daily Living refers to activities such as tOiieling. washing alldfeeding 

I. Need total care 

2. Need assistance with most ADLs 

3. Need assistance WitJl some ADLs 

4. Mostly self care 

7. How many of the following were on duty with you fOl' all or most of your ast shift and how many did you 
supervise? 

*Registered Nurses #Nursing Auxiliaries 

Number on last shift 
Number you supervised 
on last shift 

* (total number of qualified nurses including ENs, not including yourself) 
# (health care assistants, nursing auxiliaries etc.) 

-

Student Nurses Ward Clerks 

8. How would you describe the quality of nursing care delivered on your last shift? I. Excellent 
2. Good 
3. Fair 
4. Poor 
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F. Decision Making 
We would like to know the extent to which nurses feel involved in making various decisions at work. 
Please indicate the extent to which you feel you are involved in each of the following decisions, by 
circling a number on each line. 

How involved are YOU in decisions about .... 

Not at all A little Some A lot 

1. Use of pat tent donations o 2 3 

2. Clinical role of registered nurses o 2 3 

3. Roles of HCAs o 2 3 

4. Addition of activities into nurses' roles o 2 3 
-.----

5. Nurse unifonns o 2 3 

6. Staffmg levels o 2 3 

7. Use ofbankJagency staff o 2 3 

8. Grade mix on the wards 0 2 3 

9. Job descriptions 0 2 3 

10. Length of shifts 0 2 3 

11. Off -duty roster 0 2 3 

12. Access to training 0 2 3 

13. Discharge policy 0 2 3 

14. Recruitment of medics 0 2 3 
--------------------------------------------

15. Recruitment of staff nurses 0 2 3 

16. The purchase of new equipment 0 2 3 

17. Referral to Clinical Nurse Specialists 0 2 3 

18. Referral of patients to dietician 0 2 3 
............ __ ._ .. _--_ ...... _ .. -.. - ...... _-_ .. _-----_ ...... __ .. _-_ ..... __ ............ _------------------------

19. 'Do Not Resuscitate' policy 0 2 3 

20. Type of dressings used 0 2 3 

21. Admission of particular cases o 2 3 
............................. _---_ ..... _-_. __ ... _._ ... _._._-
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G. Background 

This last section is included so that we can understand a little more about the way that people from 
different backgrounds have answered the questions. Please circle the answer that describes you best _ 
and remember that all of your answers arc completely confidential. 

1. What is your sex? 1. Female 2. Male 

2. What is your age? ____ years 

3. What is your highest registered nurse qualification? 1. First level Registration (i.e. RGN) 
2. Second level Registration (i.e. Enrolled) 
3. Diploma 
4. Degree 
5. Other (please specify) _____ _ 

4. Do you have any dependent children who live with you? L Yes 2. No 

5. Do you have any other dependent relatives who live with you? I. Yes 2. No 

6. Which of the following best describes your ethnicity? 1. Bangladeshi 
2. Black African 
3. Black Caribbean 
4. Black other 
5. Chinese 
6. Indian 
7. Pakistani 
8. White 
9. Other (please specify) ____ _ 

Thank you very much for the time you have taken to complete this form. 

Your answers will be very helpful in understanding the relationship 
between nursing care and hospital organisation. 

Please return the questionnaire in the pre-paid envelope provided. 
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Appendix 4a: IHOS Questionnaire - Icelandic version 

L. 

r 

...L 

K6nnun a starfsumhverfi 
hjukrunarfrcedinga og Ij6smceora a 
landspitala - hask61asjukrahusi 

Kreri hjUkrunarfrreoingur / Ij6smooir TRU NA8ARMAL 

Meofylgjancli er spurningalisti vcgna ranns6knar minnar urn starf<;umhverfi hjukrunarfc::eoinga og 

lj6smreora of Iandspfcala - hask6lasjukrahusi sem eg bio p ig vinsamlega um an svara. Pattnlku pIn er 
mikilvreg til ao na markmiOum ranns6knarinnar sem eru ao varpa Ij6s i a (engsl starfslffilhverlls vic Hoan 
bjelkrunarfta-::oinga 08 Ijosmreera r starB og greoi pj6nusrunnar og jafnframt ad lei ra 1eion til urb6m f 
~essum efnllm, 

Mea ranns6kninnj gefasr starfsmonnum og s[jornendLlm spitalans ny ce:ekifreri til ao sja samhengi 

samskipta, stj6rnunaraOfenJa, starfsana:gju og gGCoa pj6nusrunnar og koma augn a mogu.leilot eil fn.lJnfara. 
Spurningalisrinn er nafnlal1s og ekki unnt ao rekja neinar upplysingar til pattrakenda . Swrf"smenn og 

stjornendur sjtlkrahussins vc roa u.pplyscir um niourscoou[ ranns6knarinnar en ran!lsakendur (!iniI hafa 

aogang ao fnlmgognum. 

Ranns6knin er verkcfni (i l dokrorsprOfs via London School of Hygiene and Tropical Medicine og er 

hiuti af aipj60legri ke)nnun. Rannsakaudi nyrur hnndleiOslu Dr. Anne-Marie Rafferty og cr verkefnic) 

unnio a hennar abyrgo (Keppel Streee we ] E 7f-n~ London, slmi: 44 207927 2305 ) og f samvinnu 

vic) rannsoknaN og heilbrigoisdeild Vinnuefrirl its rfki sins . 

Rannsoknio er unnin samkv~mt leyfi Vrsindasioanefndar og jafnfnullt hefm htl[] veria tilkynnt [il 

Persoollverndar. Ef Jnl hefur spllrningar varoandi n:tt pinn sem j:nltccakandi I ranns6kni nni gerur pu 
soui() per til Vfsindasioaoefndar, laugavegi 103, 105 Re},kjavik, s: 551 7100. 

Spurningalistanum er skipc f nokkm hluca og bio eg IJig ao merkja vio allar spurningarnar cfrir pVl scm 

best a vic um nuverandi starf pitt, aosUrOur t)fnar og liC~an . f>ao cekur urn 20 - 30 rnlnUCUf aa svara 

6111.101 spurningunnm. (Tere er (aD fyrir ao pu .warir spurningalistanum a vinnmfma. Vi nsam lega svaraou 

liscaollm sem fyrst efrir ao pu frero harlO f hendur. 

Eg geri mef grein fyrir ao pu art lfklega mjog annrfkt Cll svor prn sbpca mik1u mali fyri r greoi 

rdnns6knarinnar og pa mog uieika scm hun gefur til ao breta starfsumhverfi j)itt og annarra scarf.<;manna 
spltalans. 

J:>egar pu hefu! svarao spurningllnum vinsamlega semI listann i umslagii} sem fylgir Eyrir jonanbussposc. 

Efpu hefur spurningar varoandi ranns6knioa er mer IjMt ao svara peim . 

Mea pakkJ<eti Eyrir samsrarfio, 

Sigrun Gunnarsdorrir, hjUkrunarfr~oingur MSc 
Landsp{[ala - hask6lasjiikrabu.si, Eirflcsgtitu 19, 

netfllng sigrungu@lnndspicali.is , sfm.i 543 1430 

Reykjavik 2002 

T r 

14 



Spurningalistanum er skipt i 7 hluta. 

Listinn er hannaour miilao via aostceilur almennra hjukrunarfriEoinga og Ij6smceora. 

Vinsamlega svara()u spurningunum eins og best a vid urn starf pitt nuna . 

L 

•••••••• • • • , ......... . .......... n . . . . .... . .. . .... . ............. . .. .. . _ •••• _ . .. ....... . ........... . . #0 ... . . . ....................... . . ...... . .. . " . ............. .. . .. . . .......... ... . .. . ................ _ ~ ••••• _ •• _, ••••• _ ...... .. . _ , . 

A hluti: Nuverandi starf 
Spurn in gar urn starfshlutfall, starfsheiti, svio, starfsaldur og vinnutima. 

B htuti: Vinnuumhverfi 
Spurningar urn vrnnuumhverfi, starfsskilyrdi og samskipti a sjukrahusinu. 

C hluti: Vi8horf til vinnunnar 
Spurningar urn viohorf til vinnunnar og Ifdan f starfi. I>essar spurningar byggja a margpr6fudu mcelitceki 

(HSS). Sumar spurningarnar eru nokkuo personulegar en mikilvcegar til ail greina lioan 
hjukrunarfriEoinga / Ij6smiEora i starf; og vidhorf peirra til vinnunnar. 

D htuti: Starfi8 a deildinni 
Spurningar urn starf pitt sem hjukrunarfriEoingur / Ijosm6dir og viohorf pfn til peirrar hjukrunar 

sem veitt er a deildinni pinni. 

E htuti: U8an, veikindi og 6hopp 
Spurningar urn almenna Iiaan, veikindafjarvistir og stunguohopp. 

F hluti: Si8asti vinnudagur 
Spurningar um siaasta vinnudag sem pu vannst, fjolda sjuklinga I pinni umsj6n, hjukrunarpyngd 

og gcedi hjukrunarinnar. 

(j hluti: Bakgrunnsspurningar 
Spurningar urn aldur, menntun, born og iEttingja a pinu framfceri eda i pinni umsjon. 

Ahersla er logo a ad hafa pessar spurningar sem f.:estar til ad koma i veg fyrir rekjanleika . 

Vinsamlega svaradu ollum spurningunum med pvi ad merkja med penna i kassana eins og via a. 

Svorin eru oil nafnlaus og ekki unnt ad rekja svor til einstakra patttakenda. 

Allar upplysingar eru meahondla8ar sem trunaaarmai. 

r T 
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III ~'uyerandi starf ~itt 
L 

Her er spurt um starfshlutfall ~itt. starfsheiti, sviO, starfsaldur og vinnutima. 

Vinsamlega svaraltu Cilium spumingunum og merktu via ~a/} svar sem best a via um a/tstz6ur ~fnar nil . 
.. n._._ ............... '., .......................... ·.u ......... u_· •.... ........• ·.,. ...... ... - ............. - ............................ ~ .. .. ............. .. .... ....... ................ ...... ........ ............ . _' _"' __ ....... "h _ , ••• _, 

I. Hvert er starfshlutfall ~itt a sjlikrahUsinu? 

o 90 - 100% 0 70 - 890Al 0 50 - 69010 o 49% ~a minna 
...................... n_ ....... u ....... . ..... . . ..... . ........................... . ......... _ ...... ........ . . .. .. .. . ... . ............... .. ....................... _ •• • ••••••••• • • •• _._ • • ••• • •••••• _. _ ._ ~ _ •••••••• ••• • _ • •• ••••••••• • _ . • _~ •••• _ •.• 

2. A hvada svid; starfar p(1? 

o SkurOICEkningasvioi 0 lyfiCEkningasviili I o lyflCEkningasvioi II 
o Kvennasvj(li 0 Geosvioi o Slysa- og braoasvidi 
o SVCEfinga- gjorgCESlu- og skurilstofusvioi o Oldrunarsvioi 

3. Hvert er starfsheiti pitt? 
o Almennur hjlikrunarfr~ingur / lj6sm6dir 
o Deildarstjciri, verkefnisstjciri, klin(skur sel'fr'C1!dingur eda annad 

4. Hversu lengi hefur ~u starfaO sem: 

HjlikrunarfrCEOingur / Ij6smMir 

o 0 - 5 ar 0 6 - 15 ~r o 16 ar eoa lengur 

H;':'krunarfr~ingur / Ij6sm60ir a spitalanum 

o 0 - 5 ar 0 6 - 15 ar 0 16 ar eOa lengur 

5. Hversu langan vinnudag / langar vaktir vinnur I>Ii venjulega: 

o Barnasvidi 
o EndurhCEfingarsviili 

o Annao 

o Minna en 8 stundir 0 8 stundir 0 Meira en 8 stunda vaktir (breytilegar vaktir) 

6. Hversu oft vinnur ~ti lengur en umsaminn vinnutlma? 
o A hverjum vinnudegi 0 Nokkrum sinnum f viku o Einu sinni i viku 
o Sjaldnar en einu sinni / viku 0 Aldrei 

7. Vinnur I>Ii morgunvaktir / dagvinnu ao jafoaili (meira en helming af vinnutlma ~Inum)? 0 J3 0 Nei 

6. Vinnur 1>':' nCEturvaktir ao jafnadi (meira en I>rilljung af vinnutlma p/num)? 0 Ja ONei 

9. Vinnur I>Ii tviskiptar vaktir (morgun- og kvoldvaktir / morgun- og nCEturvaktir / kvold- og nCEturvaktir)? 0 Ja 0 Nei 

10. Vinnur ~u prlskiptar vaktir (morgun-, kvold- og na!turvaktir)? 0 Ja 0 Nei 

11. Tekur ~Ii bakvaktir? ONei 
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L L L 

r.I V.onnuumhverf.o (NWI-R*) ·NWI-R-NuolnfWorl<lndex-~. ~ogstlOfzrtmedgObftislegultyfi 1.:.1 CmIer lor Health OUtcomes and Policy Research, UnrteISlIy 01 Ptnnsylvania. USA. 

Vinsamlega svara8u mea ~vi aa merkja via lJa fulJyraingu sem ~er finnst best eiga via urn ntiverandi start ~itt. 
Athugaou aa par sem stendur hjukrunarfrceaingur er att via bceoi hjukrunarfrceoinga og Ij6smCEour. 

Eftirfarandi a via urn Dwerandi starf ~itt: Mjog Frekar Frekar Mjog 
sam mala sammala osammala 6sammala 

-_ ......... -...... "~ '-'~"' -- ................................... ............................................................................................................. -........ ., ...................... - ........................... . 
2. Lceknar og hjukrunarfrceOingar vinna vel samano D D D D 
............................................................ _ ................... ............ ............... _ .......... .......................... _ ........ -.-.-........... __ .. .... ............................. . _ .. _ .... _ ........ --_ .. _-
3. Gott aologunarferli er fyrir nyraona hjUkrunarfrceoinga ODD D 
..................... _ .. ~ .. ............... ..,.. ....... __ ........... _ ........... _ .r .................................. .. ..................... ........ ......... .............................................................................. .. 
4. S1j6rnunarmali a deildinni er uppbyggilegur fyrir hjukrunarfrceilinga. D D D D 
.~ ............. -..... ............................................. -.......... ....... -........ -............... _--_ ............ ~ ........................................................ _ .... ' '................ .. ........ .. , .. ........ -
5. Laun eru ascettanleg. D D D D 

............ .......... _ ............... _ ......... n._ .. ........ _ ............. _ ............ __ ..................... .... _ .......... ... ... ....... ,. ........ _ ... ~ ..................... ............... ........................ .. 
6. HjukrunarfrCEc)ingar raaa akvorc)unum um hjukrunarfrceoilega meofera. D D D D 
........................................... ~ .......... ............................ , ............................................ ~ ...... .. ...... ~ ...... ................... ........ ~ . --" ............. ~ ...... ...... .... --_ ...... -- ............. --
7. Hjukrunarfrceoingar eru hvattir til slarfspr6unar, si - og endurmenntunar. DOD D 
-................. ... _ ................................................ -......... _ ........ _ ............... ............................ .................................................................. .......... --" ' ........... ... _ .. .. 
8. Moguleikar Iii starfsframa og starfspr6unar eru fyrir hendi. D D D D 
........................................... , ............... ........... ....................................... .................................................... .................................................. .............................. . 
9. A1mennir hjukrunarfrce~ingar hafa tcekifceri til ao taka !>att i stefnum6tun. D D D D 
............ ............... _ .. ....... _ . ., ... ........................ _ ............. .. -... .. ........ ~. -- .. ...................................... ................. .. .. ......... --...... .. ........ -~-.................. -.................. ~ .... . 

D 10. Sluoningur er vi~ nYjungar f umonnun sjuklinga. D D 
·i'i·: ··N~g·~~· ti;;;j·~g ·t~kif~~i· ~~~·~"j'~ii·~~~·~~~d~;;Ji·~~~&~·di· ~·;;;5~~·~~·~j6kii~g~· .. ·· .. 0 .. ·· ...... ··· .. · .. [i ...... · .. ··-· .. ·0 .. · .. __ · .. ····· .. 0 .. ··, 

via aora hjtikrunarfrcedinga. 

D 

12. Ncegur fjoldi hjtikrunarfrcedinga er I slam til ad veila sjuklingum gada umonnun. D D D D 
.............. ..... .. .............................................. ................................................. ........................... ................................... _ .................................. .. -......... _ ...... .... . .. 
13. Oeildarstjorinn er godur stj6rnandi og veitir g60a forystu. D D D D 

14. Framkvcemdastj6ri hjukrunar (hjukruharforstj6ri) er mjog sYnilegur og 
aogengilegur fyrir stammenn 

15. Sveigjanlegt vaktafyrirkomulag er fyrir hendi. 

D 

D 

D D D 

D D D 
'ii' Nregu·r· fj6idi ·Starlsmaiina·er·tij"aa·~iiina · verl;{n·: ·· .. -.. _ .... -.-.. -' ............ .................. · .... ····O .. ··········· .. ···Ei· ........ ·· .. · .. '[i .. ······ ...... ···O ...... . 
- i7:· F~~i~T~~ ·tii·a·ij'tiika·mikii"va;ga·r·~·kvariiaii·ir··um .. m·;dferd·si~kiing~··~g· .... ............... · .. O··· .... ····· .. ·[j'" ·· .... ····· .. 0··· .. ....... · .. ·0 .. ·· .. 

vinnufyrirkomulag. 

18. Hr6s og viourkenning er veitt fyrir vel unnin stOrf. D D D D 
. is:' HTcikru~arl~iedj'nga·rhafa .. ta;k"fia;;:itira;;··ridf;era··sii·iiiifkiiii'iska· ·s~rlr;e{jj·iiga· .. ···o .. ··· .... ····· .. D· .............. "0" ... -... D 

og aora serfrceOinga I hjukrun. 
~"""""'"'''''''' ........... .. ~ ........................................................................... ~ .. ............ ~.. .. ...... --_ .................... .......... ~ ................................ -- ............... _ ... ~ ............ .. 
20. G60 samvinna er vi~ ailrar deildir sjukrahlissins. DOD D 
2i·: .. tg·~·r .. ;kki .. ~~tt·(~~·r) ·i ·~·~·~O~BO·~ ·~·d ·~~~ .. ~o·g~r~ .. eitthV;;·d ·se;;:;·~idir·g·~g~ ........ O .... · .. ·· ........ ··O·· .... · ........ · .. ·0 .......... ···· .... ·0 ...... · 

domgreind minni sem hjukrunarfrceclingur. 

22. Framkvcemdastj6m sjukrahCIssins gerir krofu urn hagce6a hjukrun. D D D D 
'2i" Fra'mkVrfili'dasij6ii 'iijci'kru'nar '(hJd'kru'na'rlorStj6riYii'efur· 'fiitn ·iiiiid'o·g ·~h·rjf ·oii""··"O"·""·······" ·O·· · "·"·"" ..... [ j" .. ······· .... ····Cj" ... 

aorir framkvcemdasij6rar spitalans. 

24:"Mi'kij"iey'miSVrn'ni 'erimiiii'i"a;kna 'oghj~kriiiia'ifriOinga:'"· · ·· ............ ······ .. ····· .. ··· .. ·· .. Cj'···· .. ··· .... ·· .. ·O'· .. · .. · ...... · .. ·[j"····· .. __ ·· .... O······ 

15. Lceknar veita hag~ila Iceknispj6nustu. 0 D D D 
·26:··Miiguleika;:·~··st66uh·iekj(uneru .. fYfir·he·iidC·-···· .. · .. ·· .. ·· .. ·· .. .... .. ··· .. ····· .. · .. ····· .... · ........ _·0 .. ··_ .. ···· .. · .. ·0· .............. ···0 .. · .. · .... , ·· .... 0·· .. · 

r r 
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r.w. 1:.1 Vinnuumhverfi (framhald) 

Eflirfarandi , vii um nuverandi starf ~itt. Mjog Frekar Frekar Mjog 
sam mala sammala 6sammala osammala 

. ,~ ...................... ............................ -_ ........... _ .......... _._ ............. _ .. __ .... ................... _ .... -............................ _.-..._ ................................. _ ........................... -...... . 

27. Hjukrunarfra!Oingar eru studdir til framhaldsnams ( hjokrun. o o o o 
28. SkYr hugmyndafra!Oi hjukrunar byr aO baki allri umonnun sjuklinga. o o o o 
.............. ....... ................ ............. ...................................... ................... -........... ........... .. .......... ~ ............ - .- .. ..... --............ .. __ .............. .. .... -.... ............................ . 
29. Hj((krunarfra!/)ingar taka virkan ~att f aO fylgjast med kostna6i. o o o o .............. _ ....................... . _ .......... . _ ................. ........ .................... -................................... -.-................................................ _ ..... " ........................ - ......... .. 

30. Eg starfa met'! hjukrunarfra!Oingum sem eru kllnfskt ha!fir. DOD o 
........... .............................................................. _ .... ..... .. ........ .... ............................................ .......... ....... .. .................. _ ............. ~ .. -..... ........ _ ... -.... -.. _ ......... -
31. Hjukrunarfra!Oingar taka ~att r vali a nyjum btlnaoi. 

32. Deildarstj6ri sty6ur hjukrunarfra!Oinga r akvaroanatoku, jafnvel ~o deilt 
se viO Ia:!kni. 

33. SviOsstj6rar hlusta a og bregOast viO ahyggjum starfsmanna. 

DOD o 
o o o o 

o o o o 
.............................................................................. ......................................... ........... ................................ ... ............ ............................... .... _ ..... ............ _ ....... . 
34. Skipulagt mat og endurskoOun er a ga!Oum pj6nustunnar . o o o o 
................................................ _ ........................ ............. ........ ............................ ...... - ............... _ .................... -....................................... -................... ........ .. 
35. Almennir hjukrunarfra!dingar taka patt I innra stjornskipulagi spltalans (t.d. 

r nefndum um verklag og stefnumotun). 

36. Samstarf er a milli Ia!kna og hjukrunarfra!Oinga . 

o 

o 

o 

o 

o o 

o o 
......................... .. ~ .................. _ ...... ..................................... .................. ...................................... .. ......... . _ ............ _........... ........... ... .... . .......... , .............. .. 
37. NyutskrifaOir hjukrunarfra!Oingar fa leiOs6gn og studning frtr reyndum 

hjukrunarfra!Oingi. 
o 

38. Hjlikrun grundvallast a hugmyndafra!6i hjlikrunar fremur en l<eknisfrmlegu likani. 0 

39. Almennir hjukrunarfra!Oingar hafa ta!kifa!ri til a6 starfa i nefndum a vegum 0 
sijornar spitalans. 

40. i opinberum yfirlysingum og skyrslum stjornar spltalans er framlag hjukrunar 0 
viOurkennt. 

41. Svi(!ssljorar hjukrunar raafiera sig viO samstarfsmenn um dagJeg viMangsefni 0 
og vinnuaOferair. 

o o o 

o o o 
o o o 

o o o 

o o o 

42. VinnuaostaOa er gOO, aolaOandi og ~a!gileg . 0 0 0 0 
.. . ..................... . ... ........... ................ .. ........... ......... ...... .... ..... w ................ . ............... ............................ .. ............ w ......... ___ .... . ........ ~.. ...... ... .. .... .... .................. _ .. 

43. Ta!kifa!ri eru til aO vinna a sjukradeildum par sem stunduo er mjog serh~fd 0 0 0 0 
umiinnun. 

44. Skraoar og uppfcer6ar hjukrunaraa!tianir eru fyrir alia sjuklinga. o o o o 
...... ................................ -............... .................. _ .................. ... ..................................... .. .................................. _ ... ...... ~ ........... -.... ............... _ ................... - .... .. 

45. Uthlutun verkefna millar all samfellu j umonnun sjuklinga (sami 
hjukrunarfra:!dingurinn annast sjlikling fra degi til dags). 

46. Hjukrunarfr~dingar purfa ekki a6 sinn a verkefnum a Mrum deildum. 

o o o o 

DOD 0 
... "., ........................ _ ....................... ........................................................................ ................... ....................... .. .................................................. ................ .. 

47. Hjukrunarffa!dingar taka virkan patt f aO skipuleggja eigin vaktaskY'rslu (p.e. 
hvena!r vinna, hvena!r i frii os.frv.). 

48. Hver deild gerir eigin A<etlanir og setur ser starfsreglur. 

DOD 0 

o o o o 
49. Eg vinn mea reyndum hjlikrunarfra!Oingum sem pekkja spitalakerfid. 0 0 . 0 0 
... ,. ................................. . .......................... " . .... ......... ....... ....................... . . .. u . .... .. .... _._ .... ... . ... . _ ............. ...... _ .......... ~ ...... _._._ ............................ . .. ........ . u .. ........ . 

so. HjOkrunarfra!oingar og a6rir stammenn vill umOnnun eiga gott samstarf. 0 0 0 0 

51. Hjlikrunargreiningar eru notaaar. 0 0 0 0 
....................... ............................................... -.-................... -............. -.............................. ~ .. _ ......................................... " ......... _ ..................... _ .. .. 
52. Stj6rnendur nota mistok sem tekifa!ri til ail I~ra af en ekki til a6 gagnryna. 0 0 0 0 

r 
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Viahorf til vinnunnar (HSS*) 
Her eru spurningar um vi6horf ~In til vinnunnar og 1i6an ~ina I starfi. {$I-~'b ~"b<::-~ . ~.::,~ '::.<c-'::' ~.::,~ ~ 
Vinsamlega merktu vi., aldrei ef ~Ii hefur aldrei upplifa6 paC) sem um cf"S . ~" ~ ~<:' i$:-".:...... ~ ~<:' . ~ ~~ 
er spurt, annars hversu oft eftir Jwi sem via a millae via starf ~itt nli. '&:V #' I:'i> 9<:' ~~ ~ ~<:' ~~ s.<V~ 

~ ~ 4>~ ~~ 4>~ ~~ .~'<:f. 
1. M~r 'finiisi'iii 've'ra'tfifiniilngaiega"cirvrnda"\iegii'a vlii·iiu··iii;·iiiia·r: ............ O .. · .. ·· · .. .... o ...... :Er·· .. .. o ...... -E( ...... o ...... .. 

.................................... ....................... .... ~.... ..................... .. ..................................... _... .. ... ·· ·· ·········~··"t-·r..~=~~ir···················-·,';""· ..... ····,. .............. . 
2. Merfinnst eg utkeyn) (-ur) rlok vinnudags. 0 0 ~. 0 0 0 

............•.... _ .................... ...... _ .•........• --_ ... .......•.. _ ................. _.................. .................... ... ..-..... -.•.. -..•. .f.~~~ •. .. - ...•..... - ..... -.-••. - .............. _ .... . 

3. ~g vert} preytt (-ur) a morgnana at tilhugsuninni um aa ~urfa ad 0 0 . 0 0 0 0 
fara i vinnuna enn einn daginn. ~~ ~ . 
............................... " .. -._ ........................ ... -.......... .. ..................... .. ....................... .... -.~.--.-. --""~, ... ""~ ......... ........... -.. -............. ~ ......... :~ ....... -..................... . 

4. ~g get audveldlega ski lid hvernig sjuklingum minum liour. DO: 0 0 0 0 0 
~ .~~~ 

s. ~~~:f~~~~~~~.k~0:~ :0:i~~~·~~.~~::~:~~'i~·~~:~~~~:~~~r~~~~·I~~· ·.·::.·.·~.::.: .. :Q.::: .. :.~:.:.·:~e~::.: : : ·:~ ...... ~~~~ .. ::: .. ~:.:::::. 
6. l>aO er verulegt alag a mig ad vinna m~ f61ki allan daginn. 0 ·0 D ; ODD 0 
7. ~~·i~~~i .. ~;~;~d~~~i~~·~j"~~i~~~ ·~·i~~·~ ·~ .. ~iii~·~kii~i·~k~~ ·h~tt~ .. .... · .. O· .... ·<··i., · .... ·0 ....... -0:: ...... ·O ...... ~cT' .... ·-·[j · .. 

... ............................................................................................................... , ..•. -.... ........ ......... . ~ .. -..: 
8. Mer finnst eg vera kulnuC! (-aour) vegna vinnu minnar. O 

.,;: 

.: 
:: :- ~'W 

..... ..... .... ..... ~:7 ... _ .. ., ................... .... ~v, •. 1>0_ •• 

D ~;O;. DOD 
....... ........ .. . ... . ... u ......... .. .................. _ ................. . . ... ........... , ....... .. .. .... ..... ........... .. .. . . . .. _ ..... ' ...... _._ .... ,."." .......... .............. .... < ...... :.. 4V-. .... , ....... 0 ..... ~ •• _ • • • ., .............. , . .. 

9. Mer finnst eg hafa jAkweC! Ahrif a IIf annars f6lks. 0 ~~ 0 .:O~· 0 : 0 0 
........................................................................ _ .. ......................... .. .... ............... ......... .... ...... ~~~ .......... ~ ..... .. . :::.:.';4~.:; : ........... , ........ ~"( ..... .,.L~ . ..• ~ ........... .. 

10. Eg er orC!in(-n) meira hardbrj6sta gagnvart f61ki eftir ad eg by~aOi 0 . U ' 0 . 0 0 0 0 
i ~essu starfi. "" ,.: . ." 

.... :4't ~ 'll'" 

11. ~~ ·~·Ah~~~~i·~ ·~·~·~rl·~~ri .. ~~ti;r;;;~h;j~~ · ~id~ .. (~): .. · .... O .... · ~:~fft' " · .... O··· .. · ~O:r- ·O· .... , .. [j, .. ··· .. O·· ...... · 
... .... . . .. ~ ............... _ ......... _ . ........... . . ............. ..................................... .... ................ .. .. __ .... ....... ~~ .. _ '0_"" ............ ~ .. ~ .. _ .. ~._._ •• __ ...... . .-...... ..... ~_ ... _ ................ _. 

12. M~r finnst eg hafa mikla orku. 0 ': :Ll~ 0 .,O~ 0 ,D. 0 
13. ~~;·fi·~~~~··~~ ·~~·~~·~~k~·(~~~) · A .. ~·~~·~~·~i: .. · .. ···· .. · ....................... ·· .... · .... D ...... : ·,~a~ ...... 0 ........ ·70· .. ·· .. ·o ...... ' .. E}'· .... ·· 0 .... . 

i~ ~ .. ......... .. ........ ... ........... ... ....... .......... , ........ ............................... ...... · .. ................ · .. ........ · ...... · .. ..:.::" .. 2 .... · .... · .. · .. · .. ·;;;[ .. ··-; .... ··· ................ ,., ... , ....... ...... ..... .. .. 

14. Mer finnst ~lagiC! of mikid a mig I vinnunni. 0 0 0 .... D~ 0 

15. ~g Ia!t mer i leltu rumi liggja hvao verour um suma sjuklinga . o ...... 0...... .. .... tj' ···'·a~" .... · .. O .. · .. · .. 
..... .. .. ................................ . . .............. . ......... . ..... .............. . .............. ... _ ....................... ...... ~ ..... "' .. . , .. ;~ ... .. .............. ..-.1 .. . ................................ ....... -........ . 

16. Pad veldur mer of mikifli streitu aC! vinna i navigi viC! f6lk. 0 ~ a 0 ":0 · 0 0 0 
.. . ... . ....... . ...... _ .............. .. ......... ............. . _ ... . ...... .. . . 0# ............. .. _ .. . .. ..... . . . ....... . ... .. . . ....... . . .... .... . ... ~:OO;.}? ..... .. _._._.M._ ....... ..;~~ .. ............... .. ' ';':iJ. ......................... . 

17. Eg a audvelt mea ad skapa afslappad andrumsloft hja 0 ~ 0 ~U 0 0 0 
sjuklingum minum. . '" . : 

18. Mer tekst a" koma tillei6ar margu mikilsverdu f pessari vinnu, o 
19. Mer finnst upporvandi aa vinna mlid me" sjuklingum minum. 0 0 ,0 ' 0 

20. ~~~ ·~~~~:~~.~~~~.~~0.i~: ·( ~.~):.~ ·~t~.~~~~· . : .. ·::·::.:·:::.::::.·:· .:::.:·:: .. ::·::::·:·: :::·~:·:::·~,s\~ · .·: · ::~ .. :::::~~::u:: ~~:: .. ::::5E.: .. :.:~: .. :: .... 
21. Mer tekst aO leysa tilfinningaleg vandamall vinnunni a mjog 0 ~ ~ 0 ~O 0 0 0 

yfirvegaoan halt ". 

22. Mer finnst sjuklingamir kenna mer urn sum vandamal sin. D · D, 0 0 0 0 0 
""6~. 

23. i~f~~ ·ti; ~~~~;~~'i~~'tt' (~~';)~~'~a' ~~~·~~~~i·j·fdi·~i6 ·hj~~~~i~~ ." u .. o· .... ·iOr .. ·o ...... ·:cJ .... · .... O .... ··-O .. · ...... O· .. ' . 
. . ....... ......................... ............... ~ ....... ~ .. . ~ ...................................................................... . .. . . ... ~; ~;~ ... ~ ...... _ ..... ... ~; . ........... ..... : ... .. . . .. : .... d ___ ....... ................ . 

24. Eg fer Ill' vinnunni vonsvikin (-n) og svekkt (-ur). 0 '-' 0 0 0 0 0 0 
.......... ~ ....... ~ .............. ~ .. . ~ ... - .. ,~" .• -. --.~ ... ~.- .. .... .. ~ .... . - .......... - . " ...... _ ....................... - ............ - ...... ~ .... ~ ..... --.................. 't'"'.-•• • - . ........... ... . .. ""',"'~'''' • 

25. ~g fer ur vinnunni vitandi ad eg hef ekki unnid vel. 0 "0 0 " 0 0 0 0 

_______________________ ._ ..... uuu ••• u_. 

T 
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L 

~ 

...L L _.-.. __ .. -._--_._-_ ..... _- --_ .... _ - ----------- ----m Starfi8 a deildinni 
Her er spurt um starf ~itt sem hjokrunarfrC£lJingur / Ij6sm6tJir og urn viahorf pin til ~eirrar hjukrunar sem er veitt ~ deildinni ~ inn i. 
Vinsamlega merktu vi/I vi&eigandi svar mi4aa via starf ~itt nu . 
• • .... ~ ,~ •• " , ~ •• • • ~ •• " •••••• R •• • ~ .... . .... . ........ . _ • • _ • • ,_ ."_'~" . _ .... . . . .. ,_ .,,'. _ •• ••••••••• _ ••••• __ • • • _. _ . __ •• • •••••• _ ••• • ••••• _, .,n .... . ... _ .......... b ............. . .......... . .. . ... . . _, • •• • •• • ••••• • ' •••• _ • • , _ •• ~._ 

1. Almennt seo, hversu iinceg6 (-ur) ertu I nUverandi starfi? Mjog 
Oiincl!gcJ (-ur) 

D 

Nokkuo 
oancl!gtJ (-ur) 

D 

Nokkuo 
ancl!go (-ur) 

D 

Mjog 
ancl!go (-ur) 

D 
••• • •• • • •••• ~ •••••••••••••• ~._ •••• • ••• • •••••• • •••• _ .. . ... . ... .. ... . .. . . . u ....... . . .. .......... _ ...................... .. .............. ......... . . ....................................... . ... . . . .. _ ......... . __ . . .. ... .. ...... . .... . ....... . 

2. Burt sed fra I>lnu nuverandi starfi, hversu ancl!gd (-ur) ert 
po mec'l acJ vera hjOkrunarfril!Oingur / Ij6sm60ir? 

Mjog 
oancl!go (-ur) 

o 
NokkuO 

oanil!ga (-ur) 

o 
Nokku~ 

ancl!go (-ur) 

D 

Mjog 
ancl!gil (-ur) 

D ....................... -.......... ~ ..... ............ .......... , ......... -.. " ...... -.... " .............. ~ ... -....... -.-.. ........ --................................................... _ ...... .... ....... ............ ..... _ ... .... .. ..... _ .. .. 
3. Ef ~I.i litur til ncl!StU 12 manaila, hversu Ilklegt telur ~ti ad 

po missir vinnuna? 
Mjog 
Ilklegt 

D 

Nokkua 
liklegt 

o 
Ekki mjog 

liklegt 

D 

Ails ekki 
UkJegt 

D .............................................................. ...... --.... .... ,., ........................................ - ................ ..... _ ..................................... .................. , ............ .. ....... ................. . 
4. Hefur pu j hyggju ao lata at nUverandi 

hjukrunarstarfi I ij6sm60urstarfi? 
Ja, a ncl!stu 

6 m~n. 

D 

Jil, a ncl!stu 
12 man. 

D 

Nei, ekki 
n<esta arid 

D 
...... .... ..................................... " ......... " ....................................... .................. .................... .. .... ' .............. ~ ... -..................... ~ ............ .. ......... , ........... .... ........... .... . 
5. Ef pu Vcl!rir ao leita ao Mru starfi, hversu auovelt eoa erfitt Mjog 

telur pu ao paa vcl!ri fyrir pig ao tinna annao aSiI!ttanlegt auovelt 
starf vid hjukrun / IJ6smMurstorf? D 

Nokkuo 
auoveJt 

o 
Nokkud 

erfitt 

D 

Mjog 
erfitt 

D 
. . .......... ~ .......... .. ~._ .... , ....... . ........................ .. ...... ... .. .......... _ .... .. ............ " ' "~'i''' ....... ~ ........ ............... _ ..................... _ ........... __ .... ....... ... . .... ..... .. ......... ... .... ~ .. ' .. 

6. Almennt sM, hvernig myndjr ~u IYsa gcl!6um peirrar 
hjukrunar sem sjuklingum a pinni deiJd / einingu er veitH 

7. Hvernig telur ~u gcl!oi umonnunar sjuklinga a sjukrahUsinu 

Framur
skarandi 

D 

hafa breyst siilastlidiCi ar7 Batnao 

D 
8. Hversu orugg (-ur) ert po um eftirfarandi: Mjog 

orugg (-ur) 

a. Ad sjuklingar ~Inir geti rc1diil vid eigin umonnun eftir D 
utskrift at deildinni / sjukrahClsinu? 

b. M sjuklingar ~fnir tai nil!gan studning tra fjOiskyldu eftir 0 
otskrift af deildinni I sjukrahusinu? 

c. At} sjuklingar ~rnir fai ncl!ga felagslega ~j6nustu eftir D 
Utskrift af deildinni / sjukrahUsinu? 

d. Ad pCl fair nil!gan stuOning pegar pu segir fra ailstcl!oum D 
par sem pli gast ekki uppfyJlt faglegar krofur vid umonnun 

GM 
D 

Haldist r 
sarna horfi 

D 

Orugg (-ur) 

D 

D 

0 

0 

SiI!mileg Leleg 

D D 

Hrakad 

o 
NokkuO Ails ekki 

orugg (-ur) orugg (-ur) 

0 D 

0 D 

0 D 

D D 

sjuklinga? f 
i ................. ............. ........................... _ ...... ......... _ .. .............. .......... .............. .......... _ ..................................................................................... ........ .. 
. ~ 
! 
'i: 

-i 
~ 
01 

9. Hversu mikid hefur sa timi breyst sem pu hefur varid til 
eftirtalinna verkefna undanfama 12 manuOi? 

a. Umsysla (ld. gera vaktaskyrslur, fjarhags3a!tlanjr, 
vaktsij6rn) 

b. T cl!knileg verkefni (ld. taka bl6ilprufur, panla rontgen 
myndatoku, selja uPP il!oalegg) 

c. Dnnur pj6nusta (t.d. bera inn og taka (It matarbakka, 
~rifa, panta og ganga fra birgilum) 

d. Ritarastorf (t.d. svara sima, sja urn sjukJingab6khaid og 
sk;alavorslu) 

r 

5 

Minnkao 
mjog mikid 

D 

0 

D 

D 

Minnkad Ekkert Aukist Aukist 
nokkuil breyst nokkucJ mjog mikid 

0 0 D D 

0 0 0 0 

0 D D D 

0 0 0 0 
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..L _._ .. _-_._------=-------------- ---=-o LUJan, veikindi og ohopp 
Her eru spurningar um nokkra ~CI!tti sem snerta \idan ~ina, veikindafjarvistir og stungu6hopp. 
Vinsandega lIJerJrtu via vifteigandi svar • 
• _. _~ •••• • • • • _, __ , •• • • • • • ••• _ .. ..... ,. . .... . ... .. . . . . . ... .................. . . . . ... ... . ..... , _ . . . ..... ... . .. .. . . ·._ • • n •••• _ • •• __ • • • • _ ••• • _ • • ••• ••• • _ ••• _ ••• _ • • •••• • _ • • ••• • • • •••• _ , . ,_ . _ _ • _ _ • •• • • • • • • ••••• _ _ ••• • •• ••• _ •• • • •• • •• • • •••• _ • • • • • • 

1. Hvemig metur pu heilsu pina almennt? 
Mjog gMa 

o 
GMa 

o 
Hvorki g6ila 
ne sla!ma SIa!ma Mjog slil!ma 

o 0 o ... .. _ ............•.. ....... _ ... ....................... , .... .............. _ ...•.•............... ......... __ .. ._ .............................. _ ...........•....................................................................... _-
2. Hversu mikia truflar and leg vanUllan pig almennt? AIls ekkert 

o 
3. Ad hve miklu leyti takmarkar likamleg heilsa pin almennt Ails ekkert 

hreyfigetu pfna? 0 

4. Hversu oft (hve ml)rgum sinnum. um paa biQ hefur ptl 
verid fjarverandi vegna veikinda sUJastlidna 12 manud;? 

5. Hversu oft hefur pu vend fjarverandi vegna veikinda 
sldastlidna 3 manuOi? 

Aldrei 

o 

Aldrei 

D 

MjOg litid 

o 
Mjog 11M 

o 
1-5 

sinnum 

o 
Einu 
sinni 

o 

Nokkull 

o 
Nokkud 

o 
6-11 

sinnum 

o 
Tvisvar 
sinnum 

o 

Talsvert Mjog mikid 

o 0 
Talsvert 

o 
Mjiigmikid 

o 
12-23 24 sinnum 

sinnum ella oftar 

o o 
I>risvar ottar en 
sinnum prisvar sinnum 

o 0 
Ef pu hefur ekki verid fjorverondi vegno veildndo undanfarna monuD; vinsamlega svoroou nCfSt spurningu numer 9. 

6. Hversu marga vinnudaga /vaktir samanlagt (um pad bi!) 
hefur pO verid fjarverandi vegna veikinda sidastlidna 12 
manud;? 

7. Hversu marga vinnudaga / vaktir samanlagt (um pail bin 
hefur pu veria fjarverandi vegna veikinda sldastliana 3 
manuai? 

1-5 daga 

o 
1-2 daga 

o 
8. I>egar pli varst sidast fjarverandi vegna veikinda. hver var adalorsOkin? 

o Lfkamleg veikindi 0 Veikt bam 

6-11 daga 12-17 daga 18-35 daga 

000 

3-4 daga 5-6 daga 7-13 daga 

o o o 

36 daga 
eda fleiri 

o 
14 daga 

eOa fleiri 

o 

o Andleg vanlrdan 0 bnnur veikindi eda atoll i fjolskyldunni 

o Slys / averki (tengt vinnu) 0 Gat ekki fengid fri sem eg purfti a ad halda. 

D Slys / averki (ekki tengt vinnu) 0 Mrar orsakir 

9. Hefur pu einhvern tlma stungid pig anal eaa oddhvossum 01<1 o Nei 
hlut sem hefur vena notadur via meahondlun sjuklings? 

Ef j<i: Einu Tvisvar I>risvar ottar en 

a) Hversu oft hefur petta komia fyrir a Aldrei sinni sinnum sinnum prisvar sinnum 

hjUkrunarferli Ilj6sma!draferli plnum? 0 0 0 0 0 

b) Hversu oft kom petta fyrir si6astlidna 12 manudi? 0 0 0 0 0 

c) Hversu oft kom petta fyrir siaastliOinn manual 0 0 0 0 0 

T T 

6 
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L o Si8asti vinnudagur 

L L 

Her eru nokkrar spumingar um sidasta vinnudag I sioustu vakt (sfdustu heilu vakt) sem ~u vannst f adalstarfi ~fnu . 
Vinsamlega merktu via eftir ~vi sem best a via um starf ~itl 
... _ ...... ..•..................•.. ..•.... ... _ .. _ .... .. _.··. · .. _.u ...... · .................. _ .. _ ........ _ ........... . __ .......... . ........... ... .. .. _ ........... _._ ...... ...... ~ .. _. _, ___ .. _. _ .. ___ . __ 

1. Hvers konar vakt I vinnudag vannst ~ti slaast? Morgunvak1 Kvoldvakt 

Hver var ijoldi sjl1klinga a deildinni pinni pegar pu vam sfoast a vakt? 
(Fjordi sjuklinga a deildinni meginhluta vaktarinnar) 

o 0 

00 01-5 06-10 011-15016-20 021edafleiri 

Nlfturvakt 

i·H~;~~·~~·;;i~··~f .. ~~~~ .. ~·~··~j~kii·~g~~ .. ~;;~··i ·~j~~i'~'~~i'6~?" -_ ............................ _ .............................. _ .................................................... . 
01·5 06- 10 011 - 15 016 - 20 021 eda fleiri 0 A ekki via ..... ................. ................ _ ..................... -.. ....... .... -...... --... -...... - ... ~ ..................... _. __ ........................ _ ........ __ ............. - .... - ..... --.--. ~ .................... --.......... --.. . 

4. Hverjar voru parfir sjuklinga pinna, sbr. spurningu nr. 3 her ad 01an, miOao vid getu peirra via athafnir daglegs IrIs. 

/lurftu adstod via allar athafnir dagslegs If/s. Fjiildi peirra sjuklinga: 
01 02 03-5 06-10 011-15 016-20 o 21 eda fleiri o A ekki vid 

/lurftu aOstoO viO flestar athafnir daglegs Hts. Fjoldi peirra sjtlklinga: 
01 02 03-5 06-10 011-15 016-20 o 21 eda fleiri o A ekki vid 

Ilurftu aOstod vid sumar athafnir daglegs lits Fjoldi peirra sjuklinga: 
01 02 03-5 06-10 011-15 016 - 20 o 21 et}a fleiri o A ekkivid 

M mestu sjalfbjarga. Fj51di peirra sjuklinga: 
01 02 03-5 06-10 011-15 016-20 o 21 eda fleiri o A ekkiviIJ 

5. Hve margir I margar hjukrunarfr;eOingar / Ij6sm<£dur unnu mea per a sfdustu vakt? 
o 1 02 0 3 - 4 0 5 - 6 0 7 - 8 0 9 eda Heiri o A ekki via 
Hve margir / margar al peim voru undir pinni umsj6n? 
01 02 03-4 05-6 07-8 09 eaa f1eiri o A ekkivid 

6. Hve margir nemar (hjukrunarnemar. Ij6smiEoranemar. sjlikraliOanemar o.s.frv.) unnu med per a sidustu vakt? 
o 1 02 0 3 - 4 0 5 - 6 0 7 - 8 0 9 eda fieiri 0 A ekki vid 
Hve margir af peim voru undir pinni umsj6n? 
01 02 03-4 05-6 

7. Hve margir sjl1kralidar unnu med per a siOustu vakt1 
01 02 03-4 05-6 07-8 
Hve margir al peim voru undir pinni umsj6n? 
01 02 03-4 05-6 07-8 

8. Hve margir 6fagllfrdir starfsmenn unnu med per a sfdustu vakt? 
01 02 03 - 4 05-6 07-8 
Hve margir af peim voru undir pinni umsj6n? 
01 02 03-4 05-6 07-8 

9. Hve margir hjukrunarritarar unnu med per a siOustu vakt? 
01 02 03-4 05-6 07-8 
Hve margir af peim voru undir pinni umsj6n? 
01 02 03-4 05-6 

10. Hvernig myndir pu Ivsa g;edum ~eirrar hjukrunar 
sem var veitt a siaustu vakt sem pu vannst? 

r 

7 

09 eoa f1eiri o A ekki via 

o 9 eda fleiri o A ekki vid 

o 9 eda fleiri o A ekkivid 

o 9 eaa fleiri o A ekki vi3 

o 9 eda fleiri o Aekki via 

09 eda fleiri o A ekki vic 

09 eOa fleiri o Aekki vid 

Framlirskarandi GOd S;emileg 

o 0 o 
Leleg 

o 



...L ..L 

~ Bakgrunnspurningar 
HM a eftir eru spurningar um aldur, menntun, born og CEttingja a pfnu framfCEri eoa f pinni umsj6n. 

-.-- .•.•••••• ,_.v •••• __ •• •• · •• _ ......... _ ••••••• _ · ••••••••• •. •.••. ••••• .• •..•.•....•.••..••.• _ . •.••• •. __ .••••.••.•..•.•••.••••••.••.••••.••• •.••••.• •• ••••.•.. ••. ••••••..•.••••••• _._ .... .......... ............. _ •.••••••••• _.no 

1. Aldur 

020 -!O ara 031 - 40 ata 041 - SO.ira 051 - 60 ara o 61 ars eda eldri 
.... _- -, ......................................................................... -...•........... _ ...... -_.-.... ""-'- " .......... ........... " ......... _ ..... -...•.... '. -_ ........... _ ............ _-............................ -.. 

2. Menn1un: 

o Hjukrunarfr<foingur / Ij6sm60ir 

o Framhaldsnam / viob6tarnam ao loknu pr6fi i hjtikrunarfrCEdi (t.d. r sij6rnun, sVCEfingahjtikrun, 
Ij6sm60urfr~oi, kennslufJ<edi og svo framvegis) 

o Frekara nam til hask61agrMu { hjtikrunarfr<fdi eoa Mrum greinum (td. MS, MA grada) 
•• ____ •••• •• .-•• •• "~" ' ..... ............... ·.~.M ...... - ••. - ...... ..... .. .. . ............... _. _ ..... .................. ................ .. .... ,~ _ . .. . .................. ,_' •• ,_ •• , ••• •. •. __ _ , •• _'0"_ ' .~ . ................... ,_ ,_ .•••••••••••• u. 

3. Born (yngri en 18 ara ) a pinu framfCEri sem btia hja per 0 J3 o Nei 

4. Mrir CEttingjar sem ad einhverju leyti eru hjalparpurfi sem btia hja per 0 Ja 0 Nei 

Krerar pakkir fyrir pattt6kuna og pann tfma sem pu gofst per til orJ svora spurningoJistanum. 

Vinsomlego settu spurningolistonn i meofylgjandi umslag og sendu parJ lokoo f innanhusp6sti LSH. 

Allar upp/ysingar eru meiJhiindfaoar sem trunaoarmal og rannsakendur einir hafo arJgang 00 frumgognum. 

8 
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Appendix 4b: Questions on demographics 

An English version of the adaptation to Icelandic nursing of questions about 
demographical and nurse characteristics information in the mos instrument 
(sections A and G) 

Question [section & number]: 

Job title [A3] 
~urse/11idvvife 

Manager/Specialist 
Directorate / Speciality [A2] 

Surgical 
Medical I 
11edical II 
Children 
Women 
Psychiatric 
Accident/Emergency 
Intensive Care/Operation rooms 
Elderly 
Other 

Years vvorked as nurse/midvvife [A4a] 
0-5 
6-15 
> 16 

Years vvorked hospital [A4b] 
0-5 
6-15 
> 16 

Current job percentage [AI] 
90-100% 
70-89% 
50-69% 
<49% 
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Appendix 4b continued: 

Question [section & number]: 

Hours worked shift/day [AS] 
<8 
8 
>8 

Work more than contracted hours [A6] 
Daily 
Few times a week 
Once a week 
<Once a week 
Never 

Type of shift 

Age [Gl] 

Early> SO% [A7] 
Night> 33% [A8] 
Two types [A9] 
Three types [A 10] 
On call [All] 

20-30 Y 
31-40 Y 
41-S0 Y 
S1-60 Y 
>60 Y 

Education [G2] 
Post-basic (yes or no) 
Master's prepared (yes or no) 
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Appendix 4c: Additional questions on well-being 

Three questions were added to section E in the Icelandic version of the mos 
instrument on perceived physical and mental well-being. These questions have been 

widely used in Scandinavian studies (Administration of Occupational Health and 

Safety, 2001). The measures were used as control variables in the subsequent data 

analysis (see table 15 page 156). The English version of these three questions is 

provided: 

E-l: How do you estimate your health in general? 

Very good 

Good 

Neither good nor poor 

Poor 

Very poor 

E-2: How much does mental health discomfort disturb you in general? 

Not at all 

Very little 

Somewhat 

Much 

Very much 

E-3: How much does your physical health limit your mobility in general? 

Not at all 

Very little 

Somewhat 

Much 

Very much 
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Appendix 4d: Cover letter for survey - English translation 

(Front letter of the Icelandic Magnet questionnaire - an English translation) 

Study of work environment of nurses and midwives in 
Landspitali - University Hospital 

Dear nurse / midwife 
CONFIDENTIAL 

Following is a questionnaire for my study about work environment of nurses and midwives at 
Landpitali - University Hospital which I kindly ask you to answer. Your participation is very 
important for the aims of the study to describe the relationship between work environment and 
weH being at work and the quality of the service as well as to look for possible improvement in 
tIns matter. 

The study gives the staff and adiminstration of the hospital new opportunities to see how 
communication, management style, job satisfaction and the quality of the service is coherent and 
to discover new intervetions for improvements. The questionnaire is anonymous and it is not 
possible to indentify the views of individuals in the survey results. Staff and administration of 
the hospital will be imfonned about the results of the study but reserachers alone will havc 
access to the data. 

The study is a PhD project at the London School of Hygiene and Tropical Medicine and is a part 
of an international study. The resercher's supervisor is Dr. Alme Marie Rafferty and she is 
responsible for the study (Keppel Street WC IE 7 HI, London, tel. 44 207 927 2305). The 
study is also conducted in cooperation with the Instiute of Occupational Health. 

The study is conducted following permission of the National Bioethics Committee and has been 
reported to the Data Protection Authority. If you have any questions about your right as a 
participant in the study you are free to contact the National Bioethics Committee, Laugavegi 
103, 105 Reykjavik, tel. 551 7100. 

The questionnaire has several sections and I ask you kindly to answer all the questions in 
accordance with your feelings about your present job and work conditions. It takes about 20 -
30 minutes to complete the questionnaire. It is recommended that to fill in the questionnaire 
during working hours. Please answer the questionnaire as soon as possible after you have 
received it. 

I realise that you are most likely very busy but your answers are important for the quality of the 
study and the possibilities it provides for improvements of you own working environment and of 
your co-workers. 

When you have answered all the questions please return it in internal post in the envelope 
provided. 

If you have any questions about the study I am pleased to answer them. 

Thank you very much for the co-operation. 

sign 
Sigrun Gunnarsdottir, RN, MSc 

Landspitali - University Hospital, Eiriksgata 19 
e-mail: sigrungu@landspitaiLis, tel 543 1430 

ReykjavIk 2002 
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Appendix 5: Questions on work history and codes 

Variables description 

Full-time/part-time work (%) 

Directorate 

Title 

Work experience (years) 

Work hours 

Overtime 

Early shifts 

Night shifts 

Two types 

Three types 

On call 

Coding 

1 =90-100' 2=70-89' , , 
3=50-69; 4<50 

1 =surgical; 2=medical I (+rehab); 
3=medical II; 4=children; 5=women; 
6=psychiatric; 7=accident, emergency; 
8=intensive care; 9=elderly; 10=other 

1 =nurse/midwife; 
2=manager, clinical specialist, 
project manager 

1 =0-5; 2=6-15; 3> 15 

1<8;2=8;3>8 

l=Yes; 2=No 

l=Yes; 2=No 

I=Yes; 2=No 

I=Yes; 2=No 

l=Yes; 2=No 
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Appendix 6: Factor analysis of NWI-R data 

Why was the NWI-R data factor analysed? 

According to previously published studies there are signs that the structure of the 

most widely-used NWI-R sub-scales may need re-consideration; some of these scales 

are different across studies in terms of names and clusters of items within individual 

sub-scales (Aiken and Patrician, 2000; Estabrook et aI., 2002; Lake, 2002; Rafferty 

et aI., 2001) (see appendix 1) and because in some cases the same item belongs to 

more than two scales (Aiken & Patrician, 2000). The structure of the most widely

used NWI-R sub-scales is not based on empirical data (Aiken & Patrician, 2000) and 

previous publications have considered the usefulness of these scales, e.g. the ability 

of the NWI-R to measures nurse autonomy because it has not been confmned by 

empirical data (Lake, 2002). Similarly, the most widely used NWI-R sub-scale to 

measure nurse autonomy (Aiken & Patrician, 2000) has been questioned by a recent 

review on the literature (Tranmer, 2005). The conceptual foundation of this nurse 

autonomy scale has also been questioned (Kramer & Schmalenberg, 2003b), as well 

as the background of the scale about control over practice (Kramer & Schmalenberg, 

2003a). In addition, it has been proposed that the NWI-R might be one-scale 

inventory (Estabrook et aI., 2002). 

Given these considerations about the usefulness of the published NWI-R sub

scales and the potential importance of language and culture when used in an 

Icelandic setting, it was decided to conduct exploratory factor analysis of the NWI-R 

data for the present study. The factor analysis was conducted to create factor 

analytic-based measures in preparation for subsequent data analyses to address the 

research questions. Factor analysis was appropriate for the present study because, 

firstly, the NWI-R includes dimensional latent variables accounted for item 

correlation, and, secondly the sample size was large enough (N=695). 

What was done? 

Principal axis factoring was conducted on the NWI -R data to identify meaningful 

and interpretable components of LSH nurses' working environment, to look for a 
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generalisable factor structure, and to extract as many latent factors as necessary to 

explain the correlations among the items (Reise, Walker et aI., 2000). Confirmatory 

factor analysis was also considered but was not feasible as empirical studies on NWI

R sub-scales were limited and previous publications present conflicting findings 

about the scale structures (Aiken and Patrician, 2000; Estabrook et aI., 2002; Lake, 

2002; Raffertyet aI., 2001). 

Oblique rotation was preferred over varimax rotation due to the conceptual link 

between factors. To increase the interpretability of factors, they were rotated without 

changing the underlying mathematical properties. First varimax rotation was tried as 

one of the published solutions on factor analysis on NWI-R data used this method 

(Lake, 2002). However, fmdings showed that the oblique rotation was more 

appropriate as the correlation between factors was estimated between 0.3 and 0.5 

(Pearson correlation), i.e. the factors could not theoretically be assumed to be 

independent (Tabachnick and Fidell, 2001). 

Before the creation of factor variables, missing values on items and cases were 

considered. Missing values on items and cases were inspected visually looking for 

items associated with high ratio of missing values. It was decided to exclude items 

with more than 10% missing values (two items). Items with low loadings «0.3) and 

items with high loadings on two factors were excluded (five items) (Reise, Walker et 

aI., 2000). Cases were included if 44 of the 52 items were answered (15 items). 

These criteria suggested the exclusion of22 items of the original 52 NWI-R items 

from final the analysis of the NWI-R data. 

Scree test was used to decide the number of factors to be extracted from the 

correlation matrix ofNWI-R items. After visual analysis of the scree plot, the five 

factors were extracted according to the location of an elbow and turning points on the 

graphical line (Reise, Walker et aI., 2000). Sub-scales were only moderately 

correlated with each other (pearson coefficient: 0.3-0.4 according to factor 

correlation matrix) confirming that they pre-presented independent constructs. Items 

with a loading higher than 0.3 were included within each sub-scale. If loadings were 

on more than two factors, the conceptual link was used to decide where to place the 

item (Tabachnick and Fidell, 2001). 

To avoid under- and over-extraction, solutions with four, six and more factors 

were also examined. Published recommendation to avoid under-extraction, even at 
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the risk of over-extraction, was considered (Wood, Tataryn et aI., 1996). In the four

factor solution, some items were eliminated that were retained in the five-factor 

solution and, in addition, conceptually unrelated items grouped together. For the six

factor solution, some items moved across factors and loaded on conceptually 

inappropriate factors. The five-factor solution was readily interpretable, explained 

34% of the variance, had a simple structure, was conceptually supported and had 

high loadings (>0.5) for relatively many items on each scale (Tabachnick and Fidell , 
2001; Wood, Tataryn et aI., 1996). 

To check the stability of the five-factor solution, the analysis was repeated with 

a series of 33% random samples indicating same solution with almost no exceptions 

for item loadings on different factors. Adequacy of extraction is tied to number of 

factors, enough for an adequate fit but not too sparing (Tabachnick and Fidell, 2001). 

If too few factors are extracted, important distinctions among items may be missed, 

and if too many dimensions are retained the factors may be ill defined (Reise, Walker 

et aI., 2000). Finally, to evaluate the validity of the constructs their meaningfulness 

was evaluated and their consistency with prior research. 

What came out of the factor analysis? 

Sub-scale scores were computed and factor variables were created by calculating 

means on items within each factor. The five sub-scales structure provided a profile 

of key domains in the nursing practice environment at LSH (table 4 page 146). Sub

scales were weakly correlated with each other (Pearson co-efficient: 0.3-0.4). The 

number of items within each scale ranged from four to nine. The longer scales are 

considered to being stronger than the shorter scales (Tabachnick and Fidell, 2001). 

Despite the treatment of missing data, statistical power was ensured and 960/0 or 

more of the subjects were included for each of the five NWI-R sub-scales. For the 

sub-scale on nurse and doctor working relationships, 98% of the subjects were 

included (with values on at least three of four items); for unit level support, 96%) of 

the subjects were included (with values on at least six of eight items); for staffing, 

98% of the subjects were included (with values on at least three of four items); for 

philosophy of nursing, 960/0 of the subjects were included (with values on at least 
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four of five items); and for the sub-scale on hospital level support, 96% of the 

subjects were included (with values on at least seven of nine items). 

As can be seen in table 4 page 146, the first subscale (nurse-doctor working 

relationships) measured working relationships between nurses and doctors and the 

doctors' competence to give high-quality care. Three of the four items on this scale 

are the same as for a corresponding scale in previous pUblications (e.g. Aiken & 

Patrician, 2000; Lake, 2002). 

The second sub-scale (unit level support) measured managerial support at the 

unit level, back-up from unit managers, opportunities to develop professionally and 

influence shift patterns. Four of the eight items on this sub-scale are the same as on a 

nine-item scale of nurse management and leadership in a previously published 

solution by Lake (2002) 

The third sub-scale (staffing adequacy) measured adequacy of staff and covered 

enough numbers of nurses, staff, support services and time to discuss with other 

nurses. The four items on this scale are the same as in Lake's sub-scale of staffing 

and resources (Lake, 2002). 

The fourth sub-scale (philosophy of nursing) measured philosophy of the 

nursing practice about nursing plans, nursing diagnosis, nursing philosophy and 

opportunity to work on highly specialised wards. Four of the five items that 

clustered to this sub-scale are the same as in the ten-item sub-scale on nursing 

foundation for quality of care published by Lake (2002). 

The fifth sub-scale (hospital level support) measured contact with senior 

management in terms of the visibility of the chief nurse, consultation with staff, 

reaction to employee concerns, and nurse involvement and opportunity to participate 

in hospital affairs (nine items). Four of the nine items on this scale are the same as in 

the nine-item scale of nurse participation in hospital affairs published by Lake 

(2002). 

Cronbach's alpha was chosen as a method for assessing reliability, with a range 

between 0.0 and 1.0 with higher values reflecting a higher internal consistency 

(Tabachnick and Fidell, 2001). For this study the internal consistencies of the five 

NWI-R subscales were satisfactory (alpha: 0.7-0.8). The validity of the five scales 

was adequate as items within each scale are conceptually related whereas the five 
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scales were conceptually unrelated (Tabachnick and Fidell, 2001) and item content 

and factor structure are consistent with what is known about the construct (Reise. 

Walker et aI., 2000). It was not possible in this study to evaluate whether factor 

structure is replicable and generalisable across samples (Reise, Walker et aI., 2000). 

The five-factor solution in the present study is somewhat different from the 

conceptually developed sub-scales used by Aiken and her associates (Aiken & 

Patrician, 2000). The one factor solution to the NWI-R has been suggested by nurse 

researchers based on findings from a study of Canadian nurses (Estabrook et aI., 

2002), but was not considered to be feasible for the present study based on visual 

analysis of the scree plot. However, based on the low correlation between factors, 

the multi-factor solution was supported. 

The five-factor solution in the present study was supported by a five-factor 

solution that emerged from Lake's data (Lake, 2002) and considerable resemblance 

was indicated between Lake's findings and the findings of present study. However, 

Lake used varimax rotation, which was not the case in the present study. 

Additionally, loadings on items are higher in the present study than for Lake's, thus 

indicating the strength of the present findings. The stability of the solution is 

supported by the large sample size (N=695) (Guadagno Ii & Vellicer, 1988). The 

differences in solutions may relate to the culture and context of the study and the 

popUlation characteristics. 
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Appendix 7: MBI sub-scales 

Sub-scales and items after factor analysis ofMBI datal Loadings on factors 
Factor 1 Factor 2 Factor 3 

1. Emotional exhaustion (nine items, alpha 0.84) 

c _ 3 I feel fatigued when I get up in the morning and have to face 
another day at work 
c _ 2 I feel used up at the end of the workday 

c_l I feel emotionally drained from my work 

c _13 I feel frustrated by my job 

c _14 I feel I'm working too hard at work 

c 8 I feel burned out from my work 

c _ 20 I feel like I'm at the end of my rope 

c _ 6 Working with people all day is really a strain for me 

c _16 Working directly with people puts too much stress on me 

2. Depersonalisation (five items, alpha= 0.67) 

c _10 I've become more callous toward people since I took this job 

c_ll I worry that this job is hardening me emotionally 

c _15 I don't really care what happens to some patients 

c_5 I feel I treat some patients as if they were impersonal objects 

c _ 22 I feel patients blame me for some of their problems 

3. Personal accomplishment (eight items, alpha= 0.76) 

c _9 I feel I'm positively influencing other people's lives 

c _19 I feel exhilarated after working closely with my patients 

c _18 I accomplish many worthwhile things in this job 

c _17 I can easily create a relaxed atmosphere with my patients 

c _ 21 In my work, I deal with emotional problems very calmly 

c _7 I deal very effectively with the problems of my patients 

c _12 I feel energetic 

c _ 4 I can easily understand how my patients feel about things 

0.75 

0.75 

0.74 

0.68 

0.67 

0.61 

0.54 

0.48 

0.42 

0.44 

iExtraction method: Principal Component Analysis, Varimax Rotation with Kaiser Normalisation 

MBI burnout measures; variables and their coding and range: 
Variables description 

MBI 25 items 

Coding & Range 

O=never; 1 =a few times a year or less; 
2=once a month; 3=a few times a month; 
4=once a week; 5=a few times a week; 6 every day 

0.34 

0.38 

0.41 

0.74 

0.73 

0.64 

0.53 

0.44 

0.69 

0.67 

0.67 

0.63 

0.61 

0.61 

0.50 

0.42 
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Appendix 8: Job satisfaction variables and their codes 

Variables description Coding 

Satisfaction with present job [D 1] 1 =very dissatisfied 
2=a little dissatisfied 
3=moderately satisfied 
4=very satisfied 

Satisfied with being a nurse [D2] 

Intention to quit [D4] 

1 =very dissatisfied 
2=a little dissatisfied 
3=moderately satisfied 
4=very satisfied 

1 = Yes, next six months 
2=Yes, next 12 months 
3=No, not the next year 

Coding for impact analysis 

1 =very satisfied 
O=moderately satisfied 
+ a little dissatisfied + very 
dissatisfied 
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Appendix 9: Quality of patient care variables and codes 

Variables description 

Quality of unit [D6] 

Quality oflast shift [FlO] 

Hospital quality changed [D7] 

Coding 

I =excellent; 2=good; 
3=fair; 4=poor 

1 =excellent; 2=good; 
3=fair; 4=poor 

1 =improved; 2=remained 
the same; 3=deteriorated 

Coding for impact analysis 

1 = excellent 
O=good + fair + poor 
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Appendix 10: Questions on demographics and codes 

Variables 

Demographics 

Age (years) [G 1] 

Further education, diploma [G2b] 

Further education, MSc, MA [G2c] 

Living with children [G3] 

Living with other relatives [G4] 

Coding 

1 =20-30; 2=31-40; 
3=41-50; 4=51-50; >60 

1 =diploma; 2=not diploma 

1=MSc,MA;2=notMSc,MA 

l=Yes 
2=No 

I=Yes 
2=No 
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Appendix 11: Questions on years of work experience and 

missing values 

Variable [section and number] 

Y ears worked as nurse/midwife [A4a] 

Years worked at hospital [A4b] 

Number(%) 

N 

580 

496 

Missing (%) 

115 (16.5) 

199 (28.6) 



Appendix 12: NWI-R data, findings on all items 

The following are present in your job ... 

Strongly Somewhat Somewhat Strongly N Missing 
agree agree disagree disagree values 

1. Adequate support services allow me to 
24.9% 38.6% 29.0% 7.4% 686 

9 spend time with my patients. 
2. Doctors and nurses have good working 

26.5% 64.9% 7.4% 1.2% 687 
8 relationships. 

3. A good induction programme for newly 
27.6% 49.1% 19.2% 4.1% 666 

29 employed nurses. 
4. Ward management that is supportive of 

22.3% 55.0% 18.3% 4.3% 667 
28 nurses. 

5. A satisfactory salary. 2.6% 21.0% 46.0% 30.4% 682 13 
6. Nursing controls its own practice. 49.2% 47.3% 3.1% 0.4% 683 12 
7. Active staff development/continuing 

21.8% 45.7% 25.1% 7.4% 685 
10 education programmes available for nurses. 

8. Career development/clinical ladder 
10.4% 43.9% 37.6% 8.1% 681 

14 opportunity. 

684 9. Opportunity for staff nurses to participate in 
12.7% 42.4% 35.1% 9.8% II policy decisions. 

10. Support for innovative ideas about patient 
care. 15.9% 63.0% 19.5% 1.6% 673 

22 

1 1. Enough time and opportunity to discuss 
43.1% 38.7% 8,3% 687 

8 9.9% 
patient care problems with other nurses. 

681 12. Enough registered nurses on staff to provide 
11.3% 38.8% 39.1% 10.9% 14 quality patient care. 

646 13. A ward manager/sister who is a good 
34.8% 46.6% 14.6% 4.0% 49 manager and leader. 

675 14. A director of nursing who is highly visible 
5.0% 17.9% 44.7% 32.3% 20 and accessible to staff. 

657 15. Flexible or modified shift patterns are 
25.7% 47.8% 19.2% 7.3% 38 

available. 
16. Enough staff to get work done. 10.6% 42.8% 36.0% 10.8% 678 17 

672 17. Freedom to make important patient care and 
14.0% 60.3% 23.1% 2.7% 23 

work decisions. 
18. Praise and recognition for doing a good job. 15.5% 42.0% 34.4% 8.1% 678 17 

678 19. The opportunity for staff nurses to consult 
14.9% 47.9% 30.7% 6.5% 17 

with clinical nurse specialists or experts 
20. Good working relationships with other 

14.4% 66.1% 
hospital departments. 

17.3% 2.2% 
688 

7 

21. Not being placed in a position of having to 679 
do things that are against my nursing 33.4% 50.7% 12.1% 3.8% 16 

judgement. 
665 

30 22. High standards of nursing care are expected 23.8% 52.3% 19.2% 4.7% 
to by the Trust. 

581 23. A director of nursing equal in power and 
15.1% 52.3% 26.3% 6.2% 114 authority to other executives on the trust 

board. 
682 24. A lot of team work between nurses and 19.2% 48.2% 26.7% 5.9% 13 

doctors. 
61.1% 15.3% 2.6% 666 29 25. Doctors give high quality medical care. 21.0% 

3.7% 23.4% 55.1% 17,9% 672 23 26. There are opportunities for promotion. 
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Appendix 12 continued 
Strongly Somewhat Somewhat Strongly 

N Missing agree agree disagree disagree values 27. Nursing staff are supported in pursuing 
9.8% 38.7% 39.6% 12.0% 675 20 degrees in nursing. 

28. A clear philosophy of nursing throughout 
15.8% 61.5% 20.5% 2.2% 678 17 the patient care environment. 

29. Nurses actively participate in efforts to 
7.6% 37.0% 45.0% 10.5% 687 8 control costs. 

30. Working with nurses who are clinically 
54.2% 43.0% 2.3% 0.4% 686 9 competent. 

31. The nursing staff participates in selecting 
18.0% 44.2% 29.4% 8.4% 677 18 new equipment. 

32. A ward manager/sister who backs up 
nursing staff in decision making, even if 34.8% 50.3% 11.6% 3.4% 656 39 the conflict is with a doctor. 

33. Senior management that listens and 
10.8% 37.4% 38.3% 13.4% 665 30 responds to employee concerns. 

34. An active quality assurance/clinical audit 
8.9% 40.2% 42.1% 8.8% 662 33 programme. 

35. Staff nurses are involved in the internal 
governance of the hospital (e.g. practice 7.4% 28.1% 
and policy committees). 

43.7% 20.8% 659 36 

36. Collaboration between nurses and 
28.6% 64.1% 6.1% 1.2% 688 7 doctors. 

37. A preceptor programme for newly 
48.2% 47.3% 3.7% 0.7% 672 23 qualified RGNs. 

38. Nursing care is based on a nursing rather 
33.8% 54.6% 10.8% 0.9% 678 17 than a medical model. 

39. Staff nurses have the opportunity to 
8.1% 31.7% 46.5% 13.7% 656 39 serve in trust committees. 

40. The management of the trust recognises 
the contributions of nurses in its reports 11.5% 50.0% 32.3% 6.2% 626 69 
and other public statements. 

41. Ward managers consult with staff on 
3.5% 16.6% 52.5% 27.3% 651 44 daily problems and procedures. 

42. A physical work environment that is 
14.2% 35.5% 31.1% 19.2% 692 3 attractive and comfortable. 

43. Opportunity to work on a highly 
29.8% 51.5% 13.3% 5.4% 648 47 specialised patient care ward. 

44. Written up-to-date nursing care plans for 
17.5% 38.8% 32.8% 10.9% 659 36 all patients. 

45. Patient care assignments that foster 
continuity of care (i.e. the same nurse 

24.1% 54.8% 16.0% 5.0% 642 53 
cares for the patient from one day to the 
next). 

46. Staff nurses do not have to provide cover/ 
51.0% 34.3% 9.4% 5.3% 673 22 

work on wards that are not their own. 
47. Staff nurses actively participate in 

planning their own off-duty schedules 22.4% 42.8% 22.2% 12.6% 675 20 
(i.e. what days they work. days off etc.) 

669 26 48. Each ward decides its own policies and 
34.8% 55.8% 8.1% 1.3% 

procedures. 
49. Working with experienced nurses who 

46.7% 50.1% 
'know' the hospital system. 

2.6% 0.6% 683 12 

50. Registered nurses and health care 
assistants have good working 48.1% 50.1% 1.6% 0.1% 688 7 
relationships. 

51. Use of nursing diagnosis 
27.8% 37.1% 20.9% 14.1% 665 30 

52. Supervisors use mistakes as a learning 
56.0% 21.9% 4,6% 653 42 17.5% 

opportunity 
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Appendix 13: Variation across nurse specialities at LSH 

The clinical directorate is the main organisational unit at LSH that can be used to 

study the variation across nurse specialities. Clinical directorates are the 

administrative structure that includes one or more hospital units charged with the 

care of the same clinical population. The working environment assessments, job 

outcomes, and quality of care assessments were analysed using one-way ANOYA by 

directorate/speciality, followed by post-hoc comparisons to identify the specific 

directorates where nurses significantly differed from each other. The findings are 

presented in tables A and B (see in this appendix) showing means with different 

superscripts (a,b,c etc) corresponding to significant differences (based on the Tukey 

test) at the p<O.05 level. F test degrees of freedom vary slightly due to small 

amounts of missing data (one or two cases per directorate for each variable). A 

series of 10 one-way directorate by variable ANOV As were performed to detennine 

this (five for the working environment sub-scales of the NWI-R, one for job 

satisfaction as a continuous variable, three for each of the sub-scales of the MBl, and 

one for the quality of patient care treated as a continuous variable). Where the 

omnibus F -tests were significant, they were followed by post-hoc Tukey's tests (at 

the significance level of p<O.05) to determine which specific directorates had nurse 

responses on these variables that were different from the others. Analyses included 

statistical tests for differences in the dependent and independent variables across 

directorates as post-hoc tests to determine which directorates had statistically 

different scores on specific variables. 

As seen in table A, all of the five working environment measures differed 

significantly across directorates. In the case of nurse-doctor relationships, more 

favourable environments were noted in the surgical directorate, psychiatry, and 

intensive care, and the higher scores for nurse-doctor relationships were identified by 

nurses in the directorate of care of the elderly. The directorate with the highest levels 

of unit-level support is accident/emergency. The women's and children's 

directorates, as well as medical I, were ranked lowest on this scale. Staffing is rated 

most favourably in the intensive care and children's directorates and is lowest in 

medical 1. Philosophy of practice is lowest and distinctly different from all other 

directorates in the emergency area. The intensive care, surgical, elderly and medical 
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II directorates have the highest ratings on philosophy of practice. The lowest ratings 

on hospital-level support are found in medical I and the children's directorate, and 

the best assessments in this area are by nurses in the emergency directorate. Overall , 

the profiles of the directorates on each of the five practice environment scales are 

quite different from each other. 

As seen in table B, there are no significant differences across directorates on 

satisfaction with current job, emotional exhaustion or personal accomplishment. 

There is a significant difference across directorates on depersonalisation with 

accident/emergency nurses reporting higher depersonalisation and psychiatry nurses 

having somewhat higher scores not distinguishable from the emergency nurses or 

any of the other groups. There were significant differences in nurse-assessed quality 

of care across directorates, with intensive care nurses reporting the highest quality 

and psychiatric nurses reporting the lowest quality. 

In summary, all of the scales measuring working environment perceptions 

significantly differed across directorates, as did depersonalisation levels and 

perceptions of the quality of care. There are potential explanations for these 

differences in terms of the nature of the specialities, the size and spread of the units 

across the hospital sites, as well as organisational issues. In the regression analyses, 

examining the relationship of working environments to nurses' job outcomes and 

nurse-assessed quality, directorate/specialty will be an important control variable. 

, l' 
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Table A: Means for the five nurses' working environmental factors across 
d' 1 lrectorates 

Directorate/Speciality Nurse- Unit-level Staffmg Philosophy Hospital-
doctor support of practice level 
relationsh. support 

Surgical (n=94) 3.02ab 2.98ab 2.63abc 
3.02abc 

2.29ab 

Medical I (n=89) 2.92a 2.87a 2.33a 2.91a 2.12a 

Medical II (n=38) 2.98a 3.00ab 2.65abc 
3.23c 

2.51 bC 

Children (n=52) 2.99a 2.86a 2.75c 2.92ab 2.21 a 

Women (n=86) 2.97a 2.80a 2.59abc 2.8Sa 2.36abc 

Psychiatry (n=55) 3.lOab 2.91 ab 2.35ab 2.76a 2.37abc 

Accident/Emergency (n=77) 2.95a 3.17b 2.61 abc 2.45 2.38abc 

Intensive care (n=96) 3.14ab 2.92ab 2.78c 3.02abc 2.32abc 

Elderly (n=50) 3.28b 2.97ab 2.70bc 3.19bc 2.S8c 

F statistic degrees of freedom 8.626 8. 622 8.627 8.614 8.616 
F -statistic 3.16 3.12 4.37 11.54 4.57 
Significance level 0.002 0.002 <0.001 <0.001 <0.001 

I Higher scores correspond to more favourable positive environments. 
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Table B: Means for nurse job outcomes and nurse-rated quality of carel across 
directorates 

Directorate/ speciali ty Job Emotional Depersonal- Personal Quality of 
satisfaction exhaustion isation accom- care on unit 

pIishment 

Surgical (n=99) 3.13 13.46 3.30a 
39.31 1.79abc 

Medical I (n=92) 2.92 14.32 3.46a 
39.75 1.82abc 

Medical II (n=39) 3.21 14.16 3.44a 
38.95 1.69ab 

Children (n=55) 3.27 12.25 3.25a 
38.80 1.8ybc 

Women (n=92) 3.15 12.55 3.49a 
40.38 1.79ab 

Psychiatry (n=56) 3.93 15.95 4.20ab 
40.81 2.04c 

Accident/Emergency 3.05 13.92 6.03b 40.16 1.89bc 

(n=82) 

Intensive care (n=97) 3.20 13.81 3.66a 40.11 1.57a 

Elderly (n=52) 3.16 13.82 3.37a 38.57 1.76abc 

F statistic degrees of 8.649 8.654 8.653 8.654 8. 648 
freedom 

F -statistic 0.48 1.16 7.13 0.91 4.51 

Significance leveF NS NS p<O.OOI NS p<O.OOI 
1 Higher scores correspond to better nurse job outcomes and worse quality of patient care. 

2 NS=non-significant. 



Appendix 14: Focus group topic guide 

The main topics to be brought up as a framework for inquiry are perceptions of: 

• Working environment 

• Feelings of well-being and job satisfaction 

• Collaboration between professionals/co-workers 

• Collaboration with superiors 

• Quality of patient care 

• The term "excellent nursing care", i.e. "framlirskarandi hjUkrun" 

Examples of questions: 

• "What is the meaning of job satisfaction for you as a nurse?" 

• "What is the meaning of your collaboration with doctors for your 

satisfaction ?" 

• "What is the meaning of your collaboration with doctors for the quality of 

patient care?" 

• "What is the meaning of your collaboration with colleagues?" 

• "In your mind, what is related to quality nursing careT' 

• "How do you understand the term "framlirskarandi hjUkrun" (excellent 

nursing care)? 

Participants are given opportunities to raise their own issues 



Appendix 15a: Ethics survey 

London School of Hygiene and Tropical 
Medicine 
Health Services Research Unit (HSRU) 
Dr. Anne-Marie Raflerty, Head of HRSU 
Keppel Street WC Ie 7 HT 
London 
United Kingdom 

VISINDASIDANEFND 
National Bioethics Committe 

Laugavegur 103,105 Reykjavik. 

Tel: 5517100, Fax: 551 1444 

c-mall: vlSlndasldanethd@vsn_s~jr,js 

Reykjavik, July 12, 2002 
Ref: VSNa2002070002/03-I/BHI-

Regarding: 02-087-afg "Quality of working life and quality of care in an Icelandic 
hospital. The concept of Magnet hospital". 

At its meeting of July 9th 2002, the National Bioethics Committee discussed your application, dated 
July 1st 2002, concerning the research project's. The project's principal researcher is yourself and 
Ms. Sigrun Gunnarsd6ttir, RN BS MS and PhD student, at the London School of Hygiene and 
Tropical Medicine, London. Other applicants are Kristinn T6masson, chief M.D. and Gu~biorg 
Linda Rafnsdottir, Sociologist. 

Enclosed with your application were your Curriculum Vitae, a copy of a summary of theoretical 
background and methodological considerations, and copies of penn its received from the institution 
where the research will take place (Landspitali Hask6Iasjukrahus). Also enclosed were copies of the 
introductory letter to patticipants and a draft of the questionnaire in Icelandic. 

The primary aim of this study is to investigate the perceived, working environment, well-being, job 
satisfaction and perceived quality of care provided among nurses in an Icelandic hospital using the 
Magnet hospital instrument. Working environmental factors are looked at as leader behaviour, 
resources at work, power structures, promotion structures, power structures, opportunity structures, 
relations at work, physical environment. The second aim is to compare personal and organization 
outcomes across different divisions within the hospital. Analysing and comparing data from statl 
working in different divisions, relationships between working environmental factors, will analyse job 
satisfaction, well-being and quality of care. Collaboration between nurses and doctors is one of the 
core elements of the working environmental factors of the Magnet Hospital instrument. Thc third 
aim is therefore to further explore the concepts under investigation by conducting qualitative in depth 
interviews with doctors and sub sample of nurses participating in the first study. An interview frame 
will be used drawn from the findings of the quantitative study as well as from findings from related 
studies based on the Magnet Hospital concept. 



The National Bioethics Committee has reviewed your application and does request the following: 

1. To receive a copy ofthe final version of the questionnaire after they have been pretested at 
Fj6roungssjukrahus Akureyri and before the main part of the research project commence. 

2. The Committee also requests a copy of a letter permitting to pretest the questioner at 
F.i6r~ungssjukrahusiO Akureyri. 

Respectfully yours, 
on behalf of the National Bioethics Committee, 

Copy to' . 1M d' . 
Sigrun Gunnarsd6ttir, RN BS MS. PhD s~de?t. L?ndon S~hool 0: Hygiene ~d Troplca e IClne. 
Dr. Jon J. Jonsson, Chainnan, Landspitah Umverslty HOSPItal EthiCS Committee. 



Appendix 15b: Ethics survey - Full approval 

AFRIT 

London School of Hygiene and Tropical 
Medicine 
Health Services Research Unit (HSRU) 
Anne-Marie Rafferty, Head ofHRSU 
Keppel Street WC Ie 7 HT 
London 
United Kingdom 

VfSINDASI£)ANEFND 
National Bioethics Committee 

Laugavegur 103. lOS Rcyt.:jo,-ik 

Tel_ 551 7100. Fa~: 551 14-14 

e-mail: visindasidancfud@vsn_s~r.is 

Reykjavik, September 25, 2003 
Ref: VSNalOO2070002l0J-I/BHi __ 

Regarding: 02"()87-S1 "Quality of working life and quality of care in an Icelandic hospital. 
The concept of Magnet hospital". 

The National Bioethics Committee has received your response, dated September 16th 2003. to the 
committee's requests and comments sent in a letter dated July 12th 2002, concerning the rese3fch 
project. 

In your reply you respond to the Committee's comments in accordance with the Committee's letter. 

The National Bioethics Committee received a copy of a letter from the Ethics Committee at the 
University-Hospital ofIceland, dated March 18th 2002, signed by Olafur f>or JEgisson, Chairman as 
well as a copy of a approval letter from Fj6r6ungssjukrahllsib a Akureyri, dated July 13th 2002. 
signed by 6lina Torfad6ttir, Managing Director for Nursing and porvaldur Ingvarsson, Managing 
director for Dr.Med. 

The National Bioethics Committee hereby grants your research proposal it's full approval. 
Nevertheless, the committee critisises the delay in your response to its requests_ 

TThe National Bioethics Committee kindly requests that researchers include the given referral no. 
given to their project by the committee in published research papers. The committee would also like 
to receive copies of research papers portraying research approved by the committee. Researchers arc 
reminded to notity the committee of the completion of the research project. 

Respectfully yours, 
on behalf of the National Bioethics Committee, 



Appendix 16a: Approval from hospital management of LSH 

SigrUn Gunnarsdottir, hjUkrunarfhe6ingur 
Aflagranda 34 
107 Reykjavik 

Reykjavik, 27. jiini 2002 
Tilvisun: 16lEE/sA 

Efni: Vartlandi ai)gang atl uppljsingum urn hjukrunarfrretlinga Ii Landspitala _ 
baskoiasj u krabusi 

Visoo er til munnlegrar fyrirspurnar pinnar 24. jUni s.l. urn oogang ao upplysingum urn 
hjukrunarftre5inga Ii Landspitala - Msk6lasjUkrahusL 

UndirrituCi veitir per her me3 leyfi til ao fa uppJysingar urn starfandi hjukrunarfrreeinga 
Ii sjUkrahusinu, nofn peirra og deildl vinnustaCi, vegna upplysingasOfuunar fyrir 
ranns6kn pina sem hefst i september 2002, wn lioan hjUkrunarfrreoinga, startSanregju 
og gre6i J:>j6nustunnar. 

on gogn sem tengjast ranns6kninni skulu varCiveitt i hestri hirslu a me5an Ii ranns6kn 
og Urvinnslu gagna stendur. 

Gert er raCi fYrir 00 anum gagnum sem tengjast ranns6kninni verCii eytt eigi sioar en 5 
arum eftir 00 ranns6kn IYkur. 

Gangi per ve~ 

Skrifstofa starfsrnannamaIa 
Eirlksgata 5. \01 Reykjavik. Simi 543 1330. BrCfasimi 560 2944 



Appendix 16b: Approval LSH - English translation 

Landspitali University Hospital (LSH) 

Office of Human Resources 

Reykjavik, 27 June 2002 

Signin Gunnarsdottir, MSc 
Aflagrandi 34 
107 Reykj avik 

Regarding: Access to hospital records of staff nurses working at Landspitali 
University Hospital 

With regard to your personal communication (24 June) about access to infonnation 
about staff nurses work at LSH. 

I hereby grant you permission to access information on all staff nurses working at the 
hospital, their names and workplaces, in relation to your data collection for your 
study about nurse well-being, job satisfaction and the quality of patient care, starting 
September 2002. 
All data in relation to your study shall be kept under secure conditions during the 
study process. 
It is expected that all raw data in relation to the study will be destroyed no later than 
five years after the completion of the study. 

Best wishes and good luck, 

Ema Einarsdottir (signature) 

Director of Human Resources 

J50 



Appendix 17a: Ethics Data Protection 

Sigrun Gunnarsd6ttir 

Aflagranda 34 
107 Reykjavik Pers6nuvemd 

Ru/lllWlg IQ lOi &1t:.ri 

.m,t;lO 9600 bn!f,.o", 510)" <

net(ang: 1JO\lur{<!'penoo\l\!mdiI 

~, pml<lL",<rTV.Il\ 

Reykjavik 16. juH 2002' 
Tilvisun: S841120CJ EIl/-

Her meo stacHestist ao Pers6nuvernd hefur mottekid tilkynningu i yaar nafni urn vinnslu 
pers6nuupplysinga. Tilkynningin er nr. S841/2002 og fylgir afrit hennar hj:S.lagt. 

Allar tilkynningar sem berast Pers6nuvernd birtast sjaIfkrafa a heimasioll stofnunarinnar. 
Tekid skal fram ad mea mottoku og birtingu tilkynninga hcfur engin afstaoa vena tekin af haHu 
Personuverndar urn efni peirra. 

Viroingarfyllst, 

!ih lhlatirf( 
Erla Bjorivi~d6ttir 

ntan 

_~51 



Appendix 17b: Ethics Data Protection - English translation 

SigrUn Gunnarsd6ttir 

Aflagranda 34 

107 Reykj avik 

Reykjavik, 16 July 2002 

It is hereby confinned that Data Protection (Personuvernd) has received your report 
about data analysis on personal infonnation. The report is no S841/2002 and a copy 
is attached. 

All reports to the Data protection are automatically put on the website of the 
institution. It is noted that a receipt of a report does not mean that an evaluation of 
its content by the Data Protection is included. 

Sincerely, 

Erla Bjorgvinsdottir (signature) 

Secretary 



Appendix 18: Ethics LSHTM 

LONDON SCHOOL OF HYGIENE 
& TROPICAL MEDICINE 
ETHICS COMMITTEE 

APPROV AL FORM 
Application number: 904 

Name of Principal Investigator 
Department 
Head of Department 

SigrUn Gunnarsd6ttir 
Public Health & Policy 
Professor Gill Walt 

Title Quality of working life and quality of care in an Icelandic hospital. 

Continued approval of this study is granted by the Committee. 

Chair 
Professor Tom Meade 

Date ............... 20 October 2003 .......................................... 

Approval is dependent on local ethical approval having been received. 

Any subsequent changes to the consent form must be re-submitted to the Committee. 



Appendix 19: Ethics focus groups 

AFRIT 
London School of Hygiene and Tropical 
Medicine 
Health Services Research Unit (HSRU) 
Anne-Marie Rafferty, Head of HRSU 
Keppel Street we Ie 7 HI 
London 
United Kingdom 

a 
ViSINDASmANEFND 

National Bioethics Committee 

18uga,·cgur 103. 105 Reykjavik. 

Tel: 5517100. Fu: 55114-14 

c-mail: visinda$idanefnd ?vsn.'~r i, 

Reykjavik, September 25,200:; 
Ref VS~A2002070002103-15/BH;--

Regarding: 02-087-Vl Quality of working life and quality of care in an Icelandic 
hospital. The concept of Magnet hospital. 
- amendment no. 1. 

At its meeting of September 23rd 2003, the National Bioethics Committee discussed your 
application, dated September 12th 2003, concerning the research project "Quality of working life and 
quality of car~ in an Icelandic hospital. The concept of Magnet hospital". The project's investigators 
are yourself and Sigrtm Gunoarsd6tir, RN BS MS and PhD student at the London school of Hygiene 
and Tropical M~dicine, London, Kristinn Tomasson, chief M.D. and Guobjorg Linda Rafnsdcittir, 
Sociologist. 

Enclosed with your application was a copy of a new questionnaires as well as information sheet and 
consent form for the research participants, also there were copies of other documents regarding the 
research project. 
After carefully reviewing your submitted documents, the National Bioethics Committee hereby grant. 
the amendment no. 1 its full approval. 

Respectfully yours, 
on behalf of the National Bioethics Committee. 

Copy to: Sigrun Gunnllrsdottir, hJtikrunarfra?Oingur, Aflllgranda 3.l, 107 Reykjavik, Icel3nd 



Appendix 20a: Informed consent focus groups 

UpPiYst sami»ykki 

Eg undirrituo sampykki her moo patttOku i ryruhOp sem er seinni hluti 
ranns6knarinnar Starfsumhverfi hjukrunarjrteoinga og lj6smceora. RannsOknin er 
unnin af SignulU Gunnarsd6ttur hjUkruna.rfi:a;X5ingi sem verkefni til doktorspr6fs via 
London School of Hygiene & Tropical Medicine undir leiosogn Dr. Anne Marie 
Rafferty (Keppel Street we IE mt, London, s. 442079272305). Tilgangur 
ranns6knarinnar er ao auka pekkingu og skilning a starfsumhverfi hjUkrunarfr~ainga 
og Ij6smreora og aD koma auga a lei5ir til ilrb6ta. 

Seinni hluti ranns6knarinnar felst i viotolum i rYnfuopum via nokkra patttakcndur i 
fyrri hluta ranns6knarinnar sem var spumingalistakonnum meoal allra starfandi 
hjuknmarfrreoinga og Ij6smreora a Landspitaia - MskolasjUkrahusi haustio 2002. 
ViOtOl i rynih6pum, scm taka urn 60 - 90 minutur fyrir hvern hOp, veroa tekin upp a 
segulband og slOan velrituo. Skraning a11ra upplysinga verour pannig ao ekki vcrour 
unnt aa bera kennsl a einstaka patttakendur i ranns6kninni. Allar upplysingar veroa 
meohondlaoar sem trUnaoarmru og rannsakandi einn hefur aogang ao peim. 
Ranns6knin er unnin samkvremt leyfi Visindasioanefndar ogjafnfrarnt befur hun 
verla tilkynnt til Pers6nuvemdar. 

Eg geri mer grein fyrir ao mer er frja1st aD neita ao taka patt i pes sari ranns6kn en ef 
eg tek patt j henni akveo eg sj81fhverju eg svara eoa segi fra. Mer er einnig heimilt 
ao hretta patttoku hvenrer sem er og hvort sem eg ilk.veo aD taka patt i ranns6kninni 
eoa ekki mun pa6 engin ahrifhafa a starf mitt eoa storf vinnufelaga minna. 

Mer er Ij6st aa yfl1111enn Landspitala - haskolasjUkrahuss hafa veitt leyfi fyrir 
ranns6kninni. Stefnt er ao pvi a6 birta niourstoour a vettvangi spitalans og f 
viOkenndum visindaritum. Haft eg einhveIjar spurningar varoandi ranns6knina eoa 
rett minn sem patttakandi i henni er mer heimilt ao leita til rannsakanda hvenrer sem 
er og / ooa til Visindasi6anefndar, Laugavegi 103, 105 Reykjavik, s. 551 7100. 

Reykjavik, 2003 

l>atttakandi 
Rannsakandi 



Appendix 20b: Informed consent - English translation 

In signing this document I am giving my consent to participate in a focus gr . . oup 
dIScussIon as a second part of the study. "Working environment of nurse and 
~idwives". The study is co~ducted by Sigrun Gunnarsdottir, nurse, and the research 
IS a part of her doctoral studIes at The London School of Hygiene and Tropical 
Medicine, supervised by Dr Anne Marie Rafferty (Keppel Street, WCl E 7HT, 
London, tel: 44.20 7927 2305): The p~rpose of the study is to increase knowledge 
and understandIng of the working enVIronment of nurses and midwives and to 
indicate ways for improvement. 

This second part of the study is focus group interviews with some participants in the 
previous part of the study; a questionnaire survey of the total number of nurses and 
midwives working in direct clinical care at LSH hospital, autumn 2002. The 
interviews will last for 60-90 minutes for each group, and will be tape-recorded and 
transcribed The documentation of information will be anonymous and it will not be 
possible to recognise individual participants. The information will be handled in 
confidence and the principal investigator is the only person who will have access to 
the information gathered. The study has been accepted by The National Bioethics 
Committee in Iceland and has been reported to the Icelandic Data Protection 
Commission. 

I understand that I am free to participate in the study and if I decide to participate J 
can refuse to answer any specific questions. I understand that I can decide to 
terminate my participation at any time, whether r ve decided to participate or not, 
and I understand that my decision will not have any influence on my job or the job of 
my colleagues. 

I understand that the management of LSH hospital has granted permission for the 
study. The findings of the study will be presented at the hospital ~d i~ sci~nti fic 
journals. If I have any questions concerning the study or m~ partlc~patI~n I m free to 
request the principal investigator at any time and/or the NatIOnal BIOethics 
Committee in Iceland, Laugavegi 103, 105 Reykjavik, tel: 551 7100. 

Reykjavik, 2003 

Participant's signature Interviewer's signature 



Appendix 21: Feelings on burnout: MBI data, findings on all items 

Indicate how often you have felt this way by circling the number (from 1-6) that best describes your experience. 

Measures Never A few times a Once a month A few times a Once a week A few times a Every day N Missing 
year or less month week values 

1. I feel emotionally drained from my work. 5.7% 41.0% 14.3% 23.5% 6.0% 8.9% 0.7% 686 9 
2. I feel used up at the end of the workday. 2.8% 17.0% 10.8% 33.6% 11.3% 21.1% 3.5% 688 7 
3. I feel fatigued when I get up in the morning 

35.0% 36.9% 11.3% 9.7% 4.1% 
and have to face another day at work 

2.6% 0.4% 691 4 

4. I can easily understand how my patients feel about things. 1.1% 1.1% 1.7% 4.7% 1.8% 25.0% 64.7% 657 38 
5. I feel I treat some patients as if they were impersonal objects. 36.3% 33.2% 8.1% 11.7% 4.9% 4.6% 1.2% 677 18 
6. Working with people all day is really a strain for me. 42.9% 32.5% 6.9% 8.8% 3.1% 3.0% 2.8% 671 24 
7. I deal very effectively with the problems of my patients. 0.8% 1.8% 0.3% 4.2% 2.7% 24.7% 65.5% 661 34 
8. I feel burned out from my work. 49.0% 36.6% 6.5% 4.4% 1.2% 2.1% 0.3% 680 15 
9. I feell'm positively influencing other people's lives. 1.3% 3.0% 2.5% 10.8% 6.3% 34.2% 41.8% 667 28 
10. I've become more callous towards people since I took this job. 58.5% 24.7% 5.8% 5.8% 2.2% 2.2% 0.9% 677 18 
II. I worry that this job is hardening me emotionally. 72.9% 18.4% 2.9% 3.1% 1.3% 0.4% 0.9% 679 16 
12. I feel very energetic. 2.7% 3.3% 3.6% 11.8% 8.8% 41.9% 27.9% 670 25 
13. I feel frustrated by my job. 24.4% 40.7% 12.9% 14.0% 3.4% 3.8% 0.9% 681 14 
14. I kel I'm workmg too hard on my job. 4.5% 23.2% 15.8% 26.9% 8.8% 17.7% 3.2% 685 10 
15. 1 don'\ really care what happens to some patients. 76.7% 15.4% 3.1% 2.5% 0.4% 1.3% 0.4% 674 21 
16. Workmg dIrectly with people puts too much stress on me. 60.0% 28.7% 5.9% 3.4% 0.6% 1.2% 0.3% 683 12 
17. I can easily create a relaxed atmosphere with my patients. 1.9% 0.7% 1.0% 4.2% 4.9% 37.7% 49.4% 668 27 
18. I accomplish many worthwhile things in this job. 0.3% 4.0% 4.8% 11.5% 7.5% 36.2% 35.7% 669 26 
19. I feel exhileaated after working closely with my patients. 0.0% 1.5% 0.9% 6.2% 4.0% 30.5% 57.0% 679 ]() 

20. I feelllke I'm at the end of my rope. 76.1% 18.0% 1.6% 3.2% 0.4% 0.4% 0.1% 682 13 
21. In my work, I deal \\ltl1 emotional prohlem~ very calmly. 2.4% 5.3% 5.5% 15.5% 8.6% 38.8% 23.9% (,()() 35 

22. 1 feci patienL'i blame me for some of theIr problems. 67.5% 23.3% 2.8% 4.0% 1.0% 0.9% 04% ()H 1 14 

23 I leave work feeling ,atlstied WIth my nllr,1l1g experience. 1.0% 1.6% 1.2% 6.8% 3.4% 56.9% 29.1% ()7H 17 
:'-l lleave work dIsillusioned and Irll,trated 27.6% 50.9% 8.2% 8.2% 29% 2.3% 0.0% ()H() () 

25 .. 1 leave work kl1()\\1n81 haven't dum; a tiuodjob. 34.7% 46.0% 8.0% 5.1% 1.3% 2.9% 1,9% ()~L"i 10 

-. ~~: ~ ~'d and produced by ,peLlal permission of the Publisher, Consultmg Psychologists Press, Palo Alto, CA 94303 frtlm MBI-Hurnan services ~ur\ley. 
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PAGE 
MISSING 

IN 
ORIGINAL 



Appendix 22: Questions on quality of patient care at hospital 

last year, findings 

Nurse-reported assessment of quality of patient care over the last year at LSH. 

Quality of care at LSH over the last year 

Improved 

Remained the same 

Deteriorated 

Number (%) 

112 (16.1) 

277 (39.9) 

281 (40.4) 



Appendix 23: Inter-correlation between control variables 

Inter-correlation1 between background variables to be used for regression analyses in relation to study objective four. 

Background I 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 

variable: 

1. Age -0.23** 0.08* 0.07 0.36** 0.02 -0.24** -0.02 0.79** -0.01 0.28** -0.21 ** -0.07 -0.22** 0.00 

2. Children -0.05 0.02 -0.10** -0.02 0.05 -0.27** -0.06 -0.03 0.05 0.08 0.02 -0.03 -0.02 

3. Other relatives 0.08* 0.04 -0.03 -0.05 0.02 0.14** 0.00 0.00 0.03 0.02 -0.08* 0.03 

4. Un-health -0.04 0.00 -0.01 -0.03 0.11 ** 0.02 0.05 -0.06 0.07 -0.09 0.00 

5. Postbasic educat. 0.04 -0.22** 0.07 0.39** 0.07 0.22** 0.09* -0.12** -0.14** 0.17** 

6. Master's -0.12** 0.05 0.07 -0.04 0.08* 0.06 -0.01 -0.05 0.02 

7. Nurse title -0.37** -0.30** 0.04 -0.40** 0.22** 0.23** 0.30** -0.02 

8. % FTE -0.01 0.08* 0.24** -0.09* -0.09* -0.02 0.06 

9. Experience -0.01 0.31 ** -0.20** -0.11 ** -0.26** 0.01 

10. Hrs worked -0.19** 0.28** 0.07 0.08* 0.19** 

11. Early ,hlft -0.38** -0.10** -0.44** -0.04 

12 Night shift 0.16** 0.10'" 0.04 

13.2 tYPL:' shIft -0.31 ** -0.02 

14.3 tYPL:' shift 0,11"'* 

15. On-call 

l'L:ar,Ol1 (()f I L:1al1on 

Slglllflcance: ·p·-O 05, ··p<O.OI 

"\ (,( ) 



Appendix 24: Permission to use the NWI-R 

U.NIVERSITY qf PEJ'of.NSYLVA.NIA 

Center for Health Outcomes and Policy Research 
420 Guardian Drive 
Philadelphia, PA 19104-6096 

20020701 

Sigrun Gurroarsdottir, MSc 
Aflagranda 34 
107 Reykjavik 
Iceland 

Dear Ms. Gunnarsd6ttir: 

Tel. 215-K9S-5673 
F3X 215-573-2062 

In connection with your recent request for petmission to use the ~ ursing Work Index _ .. 
Revised (NW!-R) in your research, please accept this letter as our confirmation that the 
instrument, since it appears in full in a published article (Nurs Res. 2000; 49: 146-153), is 
in the public domain_ We remain available to answer questions about its construction and 
scoring and would be very interested in learning of your results and any adaptations, such 
as lranslation, that you make to employ it in your work. We would, of course, appreciate 
acknowledgement of the inslmment's source in any publications that result from your 
project. 

We appreciate your contacting us and wish you continuing success in your research 
endeavors. 

Sincerely, 

Sean Clarke, PhD, RN 
Associate Director 



Appendix 25: Permission to use the M 81 

cpp 

Sigrun Gunnarsdottir 
London School of Hygiene and Tropical Med. 
University Hospital Reykjavik 
Aflagrandi 34 
107 Reykjavik 
ICELAND 

PERMISSION AGREEMENT FOR 
RESEARCH EDITION 
TRANSL\ nON 
Agreement Issued: August 16.2002 
Customer Number: 
Product Code: 3463DL 
Pennission NIlIIlber: 13855 

In ~~sponse to y~ request of May 7,2002. upon concurrent receipt by CPP, Inc., of this signed Research 
Edition Translation Agreement and payment of the Translation Fee (see (i) below), permission is hereby 
~ted to you to pt-'Ifonn a Research .Edition Translation of the Maslach Burnout Inventory-HSS (MBI-HSS) 
mto ~celandic f~r researc~ use only Wlthin your research enhtled dQuolity of womng life as a reso~rcc for 
quahty of care m a hospital. The concept of Magnet Hospital". Research will be conducted Septomber !, 2002 
tlllOUgh.~ 1, 2004 and you may reproduce 500 copies as translated only. This Agreement shall 
au.tomattcaHy termmat~ S~Ptember I, 2004 or upon violation of this Agreement including, but not limIted 10, 
failure to pay the Pe.musslon Fee (as stated in (£) below) or by failure to sign and return tlus Agreement within 
45 days from Augmt 16, 2002. 

The permission for translation granted hereunder (s specifically limited as specifled In thlJ agret'/D{'nt. 

Tbe permission fDr translation granted bereunder shaJJ be for researcb use of printed material only. 
The permission for translation granted hereunder speciflcaUy excludes the right to reproduce trllllsllllrd 
materials in any publication, including d~rtations Dr theses. 

This Translation Agreement shall be subject to the following conditions: 

(n) Any material translated must contain the following crOOit lines: 

,-----_.-------------------------------------------------------------"Research Edition Translation performed by... on this date . ______ _ 
Translated and reproduced by special permission of the Publisher, CPP, Inc., Pillo Alto, CA 94303 from 
Maslaell Burnout Inventory-IISS by Christina Maslach and Susan E. Jackson. Copyright 1986 by 
Consulting Psychologist Press, Inc. All rights reserved. Further reproduction IS prohibited "'Ithout the 
Publisher's written consent. " 

(b) 

(c) 

(d) 

(e) 

None of the materials may be sold or used for purposes other than those stated above, iocluding, but 
not limited to, any commercial or for-profit use. Commercial and/or for-profit use of the translated 
(MBI-HSS) is specifically excluded from the pennission granted herein. Upon compktion of this 
research project you agree 10 destroy the copies printed except for the few needed speci1ically for your 
research records. 

Three copies of any material translated and reproduced will be sent to. the Publisher immediately 
after its completion to indicate that the appropriate credit Hoe has been used. This Agreement 
shall be rescinded if three copics oftbe material are not received witbin forty-flve days of 
signature by a CPP representative. 

Research Edition Tl'\llI$.lation instrumentS may not appear in full in any form of pubhc meda . 
(including dissertations or theses). Please notify the Permissions Editor at CPP. Inc. regardmg liJrth.:r 
permisSion if you wish to utilize sample item:; 110m the translated instrument for publicanon purposes. 

cpp iubscnbes to the general principles of test use as sct forth in the Standards for £d:Jcalionai anti 
Psychological Testing Copyright 19~5 by the American Psychological AssoclaUoD The 
custolller's/users att~tion is drawn to the following statements: "The test user. ill selecting o~ 
irtterpreting a test, should know the purposes of the tcstmg and the probable con'~quenccs. [he: uSC! 



should know the procedures necessary to facilitate effectivenrss and to reduce bias in test lISe. 

Although the test developer and publisher should provide infonnation on the strengths aJld .... ~kne~ 
of the test, the ultimate responsibility for appropriate test use lies with the (est user. The user should 

become knowledgeable about the test and its appropriate usc aDd also C~ate this infonmtion, 
as appropriate, to others. 

6.1 Test users should evaluate !he available written dO" .. ulncntation on trn: validity and ~Iiability of tests for the specIfic IIlC 
inrended. 
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6.5 Test users should be alert to probable uninrended oo.,sequences oftest use and &lIould attempt to avoid actions thai h:m: 
unintended negative con.sequences." 

CPP shall not be tej,'PQasible fur the u.~ or misuse of the materials or services Iiccuscd UIlikr this permission 
contract. The customer/user assumes all responsibility fur use or misuse of the same. Unless e:q>ressly agn.'oo 
to in writing by CPP. all materials and services are liceuscd without WIlT8.Dty. express or implied, including the 
implied warranties of merchantability and fitness for a particular purpose. Refund of contract fees at CPP's sole 
option is the sole and exclusive remedy and i.~ 1n lieu of actual, consequential, or incidental damages for usc or 
misuse of epp materiels and services and in no event shall CPP liability exceed the CQntract fees of license of 
said materials and services. 
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500 copies of the translated instrument may be reproduced for a fee of $15.00 + 545.09 proeessing fee 
=StZO.QO. If you wish to reproduce additional copies. contact the Licensing Department at CPP in 
writing regarding further permission and fee infonmtion. 

Sigrun Gunnarsdottir and any and all associated entities agn,oe that the (MBI-HSS) as translated is a 
derivative work of the (MBI.HSS) and hereby assigns all right. title, and interest in any such 
derivative work in perpetuity to CPP, Inc .• or as directed by CPP, irmnediately upon completion and 

without further consideration. 
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