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Nursing leaders are more important today than ever to provide strong support for delivering
excellent quality care in today’s changing environment. Projections by the U.S. Department of
Health and Human Services (2013) of a nursing shortage over the next decade will impact the
number of nursing leaders available to provide and guide care delivery. Health care organizations
will have to develop succession planning strategies to retain and maintain a pool of nurse leader
candidates. From a National Healthcare Retention and RN Staffing Report, the turnover rate for
bedside nurses in healthcare organizations is reported at 16.4%, and the vacancy rate is at 7.2%
with some organizations reporting rates higher than 10% (NSI Nursing Solutions, Inc., 2015).
Turnover rates are higher for newly licensed registered nurses at 25% to 30% (Li & Jones, 2013;
Weathers & Raleigh, 2013.)

The turnover costs of replacing one nurse have been projected to

be between $36,900 to $57,300 (NSI Nursing Solutions, 2015). Comparably, the United States
Bureau of Labor Statistics projects a 16% increase in the number of nursing positions by 2024
that will further compound the shortage of bedside nurses and potential nurse leaders needed in
the workforce (Bureau of Labor Statistics, 2015). The threat of not having enough nurses and
losing experienced nurses is a national concern. Factors such as tenured nurses waiting out their
time for retirement, nurse dissatisfaction, and turnover rates of newly licensed registered nurses
make it difficult to find and retain nurse leaders (Broom, 2010). Considering this information in
relation to the benefits of having experienced nurse leaders at the bedside, one cannot quantify in
value the knowledge of an experienced nurse who leaves the profession.
Numerous health care facilities are implementing strategies to engage the bedside nurse for
reasons of quality care and retention. Developing new nurses into leaders is not a process that
occurs instantaneously; however, health care facilities should be addressing the issues of how to
develop new nurse leaders to maintain optimal levels of productive and engaged staff. Nurses
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who are willing to become leaders are doing so with minimal leadership experience and limited
competence, while becoming vulnerable to the confronting and conflicting pressures of the real
practice of leadership (Green & Jackson, 2014). Leadership concepts can be taught in a
classroom, but the actual experience needs to occur at the bedside. Strong nurse leadership and
expertise are required at the bedside to maintain healthy work environments and to have positive
impacts on nurse satisfaction, retention, quality of patient care, and organizational performance
(Hill, 2010; Sherman & Pross, 2010).
A significant clinical problem for a health care organization is the minimal number of nurse
leaders at the bedside. Organizations are implementing strategies and investing money to retain
nurses through expanded involvement in shared decision-making related to patient care delivery,
strengthening of key elements of professional practice environments, and the funding of specific
programs dedicated to enriching the advancement opportunities of nurses (Broom, 2010).
One valuable approach to solving the problem of nurse leader shortage is to provide a
mentoring program for leadership development that addresses empowering bedside nurses to
become successful leaders. This strategy best describes a means of using succession planning to
offer support for emerging nurse leaders in opportunities to develop and strengthen their
leadership skills while transitioning into a leadership role with a mentor (Hill, 2010; Sherman &
Pross, 2010). Likewise, it is anticipated that nurses participating in the mentoring program will
gain leadership experience that cannot be obtained in class. A leadership mentoring experience
paralleled with a leadership development program will allow nurses to be engaged and
empowered as successful leaders at the bedside (MacPhee et al., 2014). Newly mentored nurse
leaders will then model leadership behaviors when they become mentors to less experienced
nurses. Eventually, the cycle will continue and mentoring of nurse leaders will be infused into
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the nursing culture of the organization. As a result, the organization can anticipate more leaders
at the bedside, ready to provide the skills, knowledge and expertise to care for complex highacuity patients without any threats towards quality care (Hill, 2010). The purpose of this
scholarly project was to evaluate the perceived leadership skills of new nurse leaders
participating in a mentoring program for leadership development.
Theoretical Framework
Kanter’s theory of structural empowerment was selected as the middle-range theory to
support and inform the work in this scholarly project. A conceptual definition of empowerment
in relation to leadership includes the effectiveness of the nurse to utilize appropriate accesses to
information, support, resources, and opportunity that brings about feelings of autonomy and high
levels of self-efficacy (Laschinger, 2008). Many authors have used Kanter’s theory to support
and measure concepts of empowerment with intention to stay in nursing (Laschinger, Finegan, &
Wilk, 2009; Latham, Ringl & Hogan, 2011), perceptions of autonomous decision making in
nursing (Patrick, Laschinger, Wong & Finegan, 2011), perceptions of power in nursing practice
(Patrick et al., 2011; Regan & Rodriguez, 2011), and nurse job satisfaction and organizational
commitment with associated reports of high quality nursing care (Armstrong & Laschinger,
2006; Kooker & Kamikawa, 2010; Mills & Mullins, 2008). Kanter’s (1993) work originated
from observations of employee work characteristics in various positions at a corporate business
to determine quality of work life as well as organizational effectiveness. Her theory best
describes specific concepts that are related to properties of action in cultivating empowered
persons. According to Kanter (1993), persons of power have the ability to actively mobilize four
organizational empowerment structures (access to opportunity, information, resources, and
support) to get the job finished. Kanter (1993) suggests that successful persons will have used
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these empowerment structures, and display them in their leadership behaviors. A model of
Kanter’s theory is depicted in Figure 1. These empowerment concepts can also be applied to
frontline nurse leaders within a health care organization. In essence, the new nurse leader, like
Kanter’s observed worker, will need to employ the use of the organizational empowerment
structures to be effective in achieving quality patient outcomes. To reach the goal of being an
effective nurse leader, new nurse leaders need to integrate leadership behaviors promptly, and
access wisely the opportunity, information, resources, and support empowerment structures that
are available in the organization.
Concepts within Kanter’s theory offer a framework to provide content for the mentoring
program. The objective of the mentoring program is to offer support to improve leadership skills
by helping new nurse leaders achieve the ability to access empowering structures. This ability
serves to provide a perception of being in power, formally or informally, in the organization.
Expectations of empowering outcomes from the program included the new nurse leader having
increased leadership knowledge, skills, and responsibilities, the ability to lead an optimally
functioning team, the ability to build relationships and networks within and outside of their unit,
and the ability to collaborate amongst many disciplines to reach agreement or coordinate
interventions. A description of concepts within Kanter’s model and the relationship to nurse
leadership development expectations is provided in Table 1.
Literature Review
The literature review will focus on what is known about the effect of mentoring when used as
a tool for increased leadership skill development and nurse retention as well as the benefits
mentoring provides for the organization. First, an analysis of recent literature describes how
researchers approached and measured mentoring to improve leadership development and nurse
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retention. Limitations in their findings and what is lacking in current knowledge are discussed.
Lastly, a summary of the organizational risks and benefits of investing in mentoring is addressed.
Multiple current studies have measured nurses’ perceived leadership skills gained from
leadership development programs featuring a mentoring component (Abraham, 2011; Fox, 2010;
Havaei, Dahinten, & MacPhee, 2014; Latham et al., 2011; MacPhee et al., 2014; Weese,
Jakubik, Eliades, & Huth, 2015). These groups of researchers utilized the participants of
leadership programs as convenience samples and employed self-reported surveys of the
participants’ perceptions of increased leadership skills. Abraham (2011) and Latham et al.
(2011) utilized a pre- and post-implementation survey to measure changes in leadership skills
and professionalism over select periods of time. Havaei et al. (2014) and MacPhee et al. (2014)
emphasized empowerment as a factor to being successful leaders and measured self-reported
empowering leadership skills after a mentored leadership development program. These
researchers found nurses’ leadership skills had improved after participation in a leadership
development program with mentoring.
Weese et al. (2015) did a one-time survey of nurse leader protégés to test outcomes of their
mentoring relationships. The researchers ascertained that six mentoring benefits (belonging,
career optimism, competence, professional growth, security, and leadership readiness) were
experienced by the protégé. Weese et al. (2015) found that the protégés’ positive experiences
were significantly associated with the mentoring relationship (p <0.001). Utilizing a different
approach, Fox (2010) reported the successful leadership development of individuals through
measured reports and evaluations at select intervals in a one-year leadership program. Her
approach can be considered biased as participants’ evaluation results were placed in their
employee files and discussed with their managers. Although the other studies utilized self-
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reporting, which can produce a bias towards a desirability to appear successful for personal
reasons, Fox’s favorable results could arguably have a strong correlation with this bias when
participants’ reports and evaluations were not confidential.
Interviews and focus groups were alternative methods to explore and measure subjective
perceptions of leadership skills after a leadership development program. MacPhee, SkeltonGreen, Bouthillette, and Suryaprakash (2011) interviewed select participants completing a
leadership program with a mentoring component and asked which of the four components of the
leadership program was the most beneficial to them (residential workshop, mentor support,
project work or online knowledge networking). More than two-thirds of the respondents (N=27)
stated that the mentor support and project work were the most significant aspects for them
(MacPhee et al., 2011). McNamara et al. (2014) found that most of their participants had
experienced positive mentoring experiences that contributed to the supporting and completing of
specific leadership competencies. Further, participants claimed the mentoring component
assisted them in their ability to clarify and examine their individual leadership needs within their
clinical roles (McNamara et al., 2014). McCloughen, O’Brien, and Jackson (2013) explored
whether mentoring contributed to nurse leaders’ leadership development, and the nurse leaders
verified that mentoring did attribute to the growth of their successful leadership abilities.
Mentoring has been correlated with increased nursing satisfaction and retention. This
correlation is substantiated in studies where a mixture of intent to stay, turnover, and retention
rates were collected (Fox, 2010; Jakubik, Eliades, Gavriloff, & Weese, 2011; Latham et al.,
2011; Mariani, 2012). Fox (2010) reported a 21.50% decrease in nurse turnover in their
institution over a three-year period. Latham et al. (2011) reported retention rates improved by
21% (F = 2.94, p = .03) in one of the hospitals after a leadership development program was
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implemented. The second hospital reported an 80% reduction in vacancy as measured by the
numbers of open RN requisitions (Latham et al., 2011). A drawback to this information is there
was no clear definition of the terms turnover and vacancy in the studies, so the variation in the
terms can only be attributable to how the individual organization defined those terms (Kovner,
Brewer, Fatehi, & Jun, 2014). Regardless of the definitions of turnover and vacancy, studies
mentioned have linked the outcomes of mentoring to decreased turnover and vacancy.
Mariani (2012) explored the links between mentoring, nurse career satisfaction and intent to
stay. Although she found no statistically significant influence of mentoring on career
satisfaction, Mariani suggested that nurses did place value in mentoring as the majority of the
nurses in the survey (78.6%, N=173) implied they participated in a mentoring process. A
possible limitation of this study that could explain no relationship between mentoring and intent
to stay was that nurses who were not satisfied with their job probably did not participate in
answering the survey (Mariani, 2012).
Jakubik et al. (2011) suggested that the perceived high-quality mentoring received by 138
mentored nurses in their facility played a role in the length of nurse tenure at this facility.
Jakubik et al. cited that 66.4% of their nurses surveyed had intentions of working 5 or more years
within this organization. The authors attributed that 67.9% of the staff engaging in leadershiptype activities did so beyond their job responsibility because of mentoring, which in turn
contributed to increased nurse engagement and retention at that facility (Jakubik et al., 2011).
Combined study demographic data of program participants within the literature review
indicated the majority (89-98%) were middle age females with a reported age range of 38-45.8
years while the mentors participating reported average tenures of greater than 10 years of
experience (Havaei et al., 2014; Jakubik et al., 2011; MacPhee et al., 2014; Mariani, 2012;
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Weese et al., 2015). Interestingly, Johnson, Billingsley, and Crichlow (2011) utilized baseline
demographics of staff within their organization when creating a mentoring program that would
provide a better possible investment of sustainability in their workforce. Johnson et al. (2011)
realized that the tenure of their staff did not follow a normal distribution curve, but a “U-shaped
curve.” The researchers learned that the majority of their staff either had less than 5 years of
employment (40%) or had more than 15 years of experience (Johnson et al., 2011). With
knowledge that the more experienced nurses were more likely to leave the profession, they felt it
was in their best interest to invest in the lesser experienced nurses (Johnson et al., 2011). There
is a wealth of literature surrounding the development and transition of newly graduated nurses in
the first year of their employment. Afterward, the literature is lacking with how to keep the nurse
further engaged beyond the first year. Johnson and associates possibly have realized that
leadership development and mentoring programs should be focused on and tailored to the lesser
experienced nurses in hopes of creating quality leaders.
There are many organizational benefits to implementing mentoring with leadership
development programs. Latham et al. (2011) found when mentors in the program were asked
what effect the mentor program had at the hospital, themes included positive work environments,
improved patient care and safety, improved retention rates, respect of nurses, and decreased
lateral hostility amongst nurses. Other themes realized by researchers included feelings of
empowerment (Havaei et al., 2014; MacPhee et al., 2014; MacPhee et al., 2011; Weese et al.,
2015), perceptions of autonomy and decision-making amongst themselves and across units
(Havaei et al., 2014; Latham et al., 2011), nurse satisfaction (LaFleur & White, 2010), increase
in or seeking out leadership responsibilities on the unit or within the department (Abraham,
2011; Havaei et al., 2014; Latham et al., 2011; Weese et al., 2015), increased production of

LEADERSHIP SKILLS

10

scholarly outcomes (Abraham, 2011), and encouraging more formal and/or informal mentoring
relationships (Latham et al., 2011; Mariani, 2010; Weese et al., 2015). Lastly, Jakubik et al.
(2011) suggested that mentoring relationships, in addition to building better leaders, provide a
mechanism to support nurses in the pursuit of applying new knowledge to provide high-quality
care, analogous with Magnet® model characteristics of Transformational Leadership, Structural
Empowerment, Exemplary Professional Practice, and New Knowledge, Innovations, and
Improvements.
Conversely, there are multiple risks that can be associated with mentoring as well as with the
program success itself. Mentoring relationships are at risk for creating disappointments in
outcomes or lack of outcomes, difficulties within the relationship itself, the demonstration of
unprofessional behaviors by either person, and the loss of participating in mentoring experiences
in the future (Green & Jackson, 2014). A dysfunctional relationship can start from the
beginning. Factors can include the dyad being mismatched, personalities that clash, conflicting
opinions, and an inexperienced or neglectful mentor (Green & Jackson, 2014). Unethical
behaviors and unprofessionalism may exist that can include abuses of power within the
relationship, bullying, manipulation, sabotage, and vulnerability within the mentee (Green &
Jackson, 2014). Attrition is a potential risk as participation in the evaluation project is voluntary.
Schedule conflicts could be a barrier for the dyads meeting frequently as needed or required.
Green and Jackson (2014) contest that mentoring relationships are only as desirable as the
literature states. They address that there can be negative consequences to mentoring
relationships such as dysfunctional relationships, mismatched relationships, and power struggles
between participants. They suggest that organizations be aware that problems could arise and to
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minimize those issues. Education, training, and coaching of responsibilities and expectations of
both parties were suggested to minimize issues. (Green & Jackson, 2014).
Three separate mentoring models have been popularly disseminated, each having three to four
distinct phases with the same outcome (Curtis, 2009). Regardless of the number of phases
within each of the models, the activities of each model are similar and the timeframes undefined
due to the uncertainty of the mentee’s work. At the beginning of a mentoring relationship, both
the mentor and the mentee work to establish mutual trust and respect and to discuss the terms
and function of the relationship (Curtis, 2009; Gordon, 2000). The mentor is spending time and
energy to evaluate the mentee as well as making plans to support and guide the mentee. A
strategy for maintaining an effective mentoring relationship includes setting specific times for
pairs to meet to allow for the mentee to gain support, obtain appropriate feedback, and increase
resources (Grossman, 2007). Eventually, the mentee progresses into the next phase or phases of
increasing independence (Curtis, 2009; Grossman, 2007). The final phase concludes with the
mentee achieving independence or success (Curtis, 2009; Gordon, 2000).
In summary, studies pertaining to mentoring in leadership development programs have
shown improved perceptions of participant’s leadership skills over time, an improvement in
retention of nurses with expertise and leadership capabilities, and multiple positive benefits for
the organization. Evidence of the review of literature is provided in table format in Appendix A.
Methods
Design, Setting and Sample
This quality improvement project was a non-experimental pre- and post-implementation
program evaluation of the approximate first phase of a mentoring experience. The project setting
included the ambulatory care, peri-operative, acute care, and intensive care units of a large mid-
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Atlantic region academic medical center. A convenience sample of eleven newly-promoted
clinical nurse leaders (CNL) was recruited to participate with a sub-group of seven nurses
completing the post-implementation evaluation requirements. Sample limitations include the fact
the sample is not a true representation of the CNL subset from the full population of nurses at
this facility, the sub-group sample is small, and the CNLs, being newly promoted, may have had
a higher motivation to want to succeed.
Evaluation Description and Procedure
The mentoring program was designed to be approximately six months long to facilitate the
transition of the new CNL in their role. Upon announcement of their promotion, new CNLs were
notified via email that they were enrolled in the mentoring program. Mentors were recruited by
the mentor coordinator. Mentors were volunteer CNLs with two or more years of experience in
their role. The mentor’s role was to provide resources and support for the new CNL. The mentor
coordinator matched the mentee with a mentor. The dyads were to meet at least once within
specific timeframes to ensure active participation in the mentoring experience. The role of the
mentor coordinator in this project was to encourage active participation amongst the dyads
within the specified timeframes and to assess mentoring program outcomes.
The mentor coordinator employed the following plans within the program to minimize risk.
The mentee and the mentor were required to complete either the Mentee Networking Information
form or the Mentor Attributes Questionnaire as tools to match like characteristics together so the
pair were more likely to share commonality (McCloughen, O’Brien, & Jackson, 2009). Mills
and Mullins (2008) suggest a mentoring coordinator as the leader providing oversight of a
mentoring program, as the role will be critical to the success of the program. The function of the
coordinator is to provide support to mentors as well as resources for mentoring the mentors in
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their roles (Mills & Mullins, 2008). The coordinator’s administrative functions included
recruiting mentors, oversight of the bank of volunteer CNLs willing to mentor, providing
structure for the program, providing resource support for the mentors and mentees, and being the
contact person for assistance and questions. The project leader assumed the role of the mentor
coordinator based on having expert knowledge of the subject, having mentored others into
leadership roles, and having more than fifteen years of experience at the medical center. The
project leader met personally with each mentee at the start of the program evaluation, during
identified time-points within the program evaluation, and at the end of the program evaluation.
Mentoring etiquette addressed with the dyad included the use of shared respect, mutually
determined professional boundaries and expectations, and established ground rules (Green and
Jackson, 2014; McCloughen, O’Brien, & Jackson, 2009). The individuals were given a packet
of resources to assist in the relationship by the project leader. Scheduling conflicts from both
individuals in the dyad occurred as expected during this project time-frame. No penalties were
imparted for scheduling conflicts that resulted from the loss of a mentoring encounter during a
timeframe.
After the mentee met with the project leader, the mentee contacted the mentor to arrange their
first meeting. At the first meeting, the dyads were encouraged to introduce themselves, discuss
the mentee’s leadership capabilities, and plan to meet at least once within the recommended
intervals. Face-to-face contact was the encouraged means of communication.
Permission was received and widely praised from leadership of the organization in spring of
2015 to pursue a mentoring program. A preliminary study of the mentoring program had been
quickly conducted to assess the feasibility of the mentoring program’s structure and process at
the medical center. The preliminary study’s structure and process including educational content
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were evaluated by the participating mentees and mentors at that time. Results assured that the
mentoring constructs (translation validity) were operationalized in the preliminary study. The
feasibility of the program was positive. After eight weeks, five of the eight mentee participants
stated they would recommend the program to others, and two dyads continued their mentoring
relationship beyond the study period which ended in late August 2015. Some dyads extended
their relationship beyond this period. The possible reasons for the lack of participation from the
others beyond this time included the imminent roll-out of a new organization-wide health
information system and the absence of the project leader due to an unexpected medical
emergency.
Data Collection
Surveys were used to collect data on the demographics of the project sample, the mentees’
perceptions of empowerment at baseline and after eight weeks of participation in mentoring, and
the qualitative and quantitative nature of the mentoring experiences.
The Conditions for Work Effectiveness Questionnaire-II (CWEQ-II) was the instrument used
to measure pre- and post-intervention perceptions of empowerment in the workplace.
Laschinger (2012) developed and used the CWEQ-II to measure perceptions of nurses’ structural
empowerment, power, and global empowerment in their workplace. Laschinger’s instrument has
been used and reported in numerous nursing studies. The CWEQ-II consists of a total of six
subscales with a mean range of 1 to 5 with the highest mean score being a 5 (Laschinger, 2012).
For this project, only the first four subscales were used to specifically measure the four accesses
of structural empowerment. Structural empowerment is measured as the sum of the mean scores
of the four subscales with a mean score range between 4 and 20 (Laschinger, 2012). The higher
scores (16 to 20) represent high levels of empowerment, middle scores (10 to 14) represent
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moderate levels of empowerment, and low levels of empowerment have lowest scores (4 to 9)
(Laschinger, 2012). The CWEQ-II has good internal consistency, with Cronbach’s alpha
reliability coefficients for the six subscales and the total assessment reported as follows:
Opportunity (.81), Information (.80), Support (.89), Resources (.84), Job Activities Scale (.69),
Organization Relationships Scale (.67), and Total (.89) (Laschinger, 2012). Four demographic
questions were asked separately from the CWEQ-II tool. The demographic questions are
provided in Table 2, and the CWEQ-II instrument is provided in Table 3.
Measurement of qualitative and quantitative (Q&Q) nature of the mentoring program
involved interviewing the mentee at three time-points within the eight-week period. Three
interview shells were created by the project leader for the Q&Q interview process with the
purpose of each shell measuring the nurses’ perceived progression of their mentoring
experiences at the second, third and last interviews. Depending on the question asked, the data
collected from the interviews was either nominal (Yes/No) or ordinal (Likert Scale) levels of
measurement as well as commentary. The interview questions measured the mentee’s perceived
experience of the mentoring program and characteristics of the mentoring events. The shells of
the Q&Q are provided in Table 4.
The project evaluation period occurred during the initial eight-week period of the mentoring
program. The monitoring of this early period was conducive in determining relationship
formation and progression of the dyads by the mentor coordinator. Within the first week, the
mentor coordinator met individually with as many available recruited mentees to discuss the
purpose of the mentoring program and to administer the CWEQ-II and the demographics
questionnaires. At weeks 3 and 6, the mentor coordinator met individually with available
mentees to collect Q&Q data only. At week 8, the last Q&Q data was collected, and the CWEQ-
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II was re-administered to available mentees. Check-in requests, follow-ups, and scheduling of
Q&Q meetings occurred through email with the mentor coordinator. When meeting with the
mentor coordinator was not an option or no meeting occurred between dyads, some Q&Q data
was collected electronically from the mentee. Participants continued to maintain their mentoring
relationship beyond this time-frame. A timeline of activities involved in the four time-points to
evaluate the mentoring program is provided in Table 5.
Security and confidentiality were maintained throughout the project. The mentee did not
provide any identifiers on the CWEQ-II or the demographic sheet. The mentee utilized a safe
code combination that is unique to them to place on the CWEQ-II and demographic sheet. The
safe code combination is the first three letters of their mother’s maiden name and the month and
day of their birthday. Both times the CWEQ-II was taken by the mentee, the mentee placed their
code on the tool form and placed it into an envelope sealed by the mentee before presenting to
the project leader. The project leader did not open the envelopes until all surveys had been
completed at the end of the project. The completed pre-implementation survey envelopes along
with the demographic sheets were placed in a large envelope, sealed, and stored in a locked
drawer located in a minimally-accessed locked office of the project leader until after the
completion of the second survey data collection. The recorded results of the Q&Q interviews are
only identifiable by an assigned code given by the project leader. The codes for the individual
mentees were kept on a code sheet in a password-protected computer in a locked office at the
medical center. Steps to provide or share sensitive information was handled with confidentiality,
sensitivity, and professionalism and to the standards expected per the facility’s practices.
Recorded results of the Q&Q interviews were kept in a locked drawer in a locked office
accessible by the project leader. The recorded results of the Q&Q interviews were not forwarded
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to managers or supervisors and had no bearing on performance reviews or continuing education
credit for participating in the program.
Approval by Laschinger to use the CWEQ-II had been obtained before implementation and is
provided in Appendix B. The proposal was accepted by the University of Maryland Baltimore
(UMB) Institutional Review Board (IRB) as a Non-Human Subjects Research (NHSR)
determination. Proof of notification is located in Appendix C. It was implied by the behavior of
the participant meeting with the mentor coordinator to discuss the expectations of the program
and to complete the CWEQ-II, that the individual consents to participate in the mentoring
program evaluation project.
Data Analysis
Descriptive statistics were computed for all study variables. Dependent t-tests was used to
measure changes in the participants’ perceptions of empowerment on the CWEQ-II before and
after participating in the first eight weeks of the mentoring experience as well as the nurses’
perceptions of the value of the experience from the first and last Q&Q interviews. Spearman’s
rank order correlation was utilized to examine the correlation between the following variables:
the mentoring program being of value to my development, the likelihood of recommending the
program to another newly promoted clinical nurse leader, and interest in being a mentor in the
future. Comments collected during interviews were summarized.
Results
A convenience sample of eleven newly promoted nurse leaders were recruited to participate
in the mentoring program evaluation project and made up the total group. Table 6 depicts the
characteristics (age range, shift, and highest nursing degree) of the group as well as their
perception of the value of mentoring in their leadership development. Seven participants,
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comprising the sub-group, completed the evaluation requirements through to the eighth week of
this project. Four participants did not complete the post-intervention evaluation due to
unavailability during that timeframe. Six of the eleven participants worked day shift strictly,
while the other five either rotated or worked nights.
Table 7 shows the means, standard deviations, t-test values, and Pearson’s correlations of the
total group and the sub-group for the measure of nurses’ perceived empowering leadership skills
on the CWEQ-II instrument from the first session as well as the sub-groups last session with the
mentor coordinator. Within the total group, the nurses’ mean scores for three of the four
structural empowerment variables were in the moderate ranges (score range 1-5) with the
exception of the higher scoring domain Opportunity (M = 4.39, SD = 1.32). The total group’s
mean score reflected high moderate levels of Structural Empowerment (M = 14.58, SD = 4.23).
The subgroup’s mean Structural Empowerment score at pre-implementation also indicated high
moderate levels of empowerment (M=14.34, SD= 5.29). Post-implementation scores reveal an
increase in the perception of Structural Empowerment (M = 15.24, SD = 5.71) that is not
statistically significant but may be clinically meaningful. Information had the lowest score of the
four domains by both groups (total group M = 3.09, SD = 1.00; subgroup M = 2.90, SD = 1.18).
Support was the only domain that had statistically significant change in scores from preimplementation (M = 3.62, SD = 1.32) to post-implementation (M= 4.05, SD = 1.54) t (3.05), p
< .05 (one-tailed).
Table 8 shows the percentages, means, standard deviations, t-test value, and Pearson’s
correlation for the measure of nurses’ perceptions of the value of the mentoring experience at the
first Q&Q and the last Q&Q session. At the start of the program, the total group had either
agreed or strongly agreed that the mentoring program was a valuable experience. At the end of
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the eight-week period, only four of the seven in the subgroup agreed or strongly agreed the
program was a valuable experience. Two of the seven disagreed with the program being a
valuable experience at the end of eight weeks. With the p-value nearing statistical significance of
.05, there was almost a significant difference between the scores statistically (M = 2.42, SD =
1.14, p = .06) (one-tailed).
Table 9 displays the correlations among the subgroup’s perceptions of the mentoring program
being of value to their development, the likelihood the participant would recommend the
mentoring program, and interest in being a mentor. There was a strong, negative correlation
between perceived value of the mentoring program upon pre-implementation and the likelihood
of recommending the mentoring program (r = -.68, n = 7, p < .05). The initiation of the
mentoring program was new to the organization, and the participants were the first to be placed
in such a program. The scores may reflect a level of unknown amongst the participants as they
progressed through the experience. There was a strong, positive correlation between the same
variables at the end of the eight-week period suggesting that the participants may have perceived
some benefit of the mentoring program despite some low individual scores in the perceived value
of the program and would still recommend mentoring to others (r = .72, n = 7, p < .05). There
was a medium correlation between perceived value of mentoring at the end of 8 weeks and
interest in becoming a mentor in the future (r = .31, n = 7, p < .05). Amongst the other variables,
the correlations were minimally strong.
Table 10 describes the quantity of the mentoring sessions. Nine of the mentees met with the
project leader for their first Q&Q session within the first week. Two mentees did not meet
during the first of the eight weeks but did meet with the project coordinator at a later time. A
decrease in the number of active mentoring sessions is observed from the first and the last Q&Q
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session. There was an increase in the number of “no” responses for the question if the candidates
met during the specified timeframe as time progressed in the project.
Discussion
The total groups’ scores reflected high-moderate levels of Structural Empowerment at the
beginning of the project. The organization’s advancement structure and process for advancement
could explain the perceived high-moderate scores. Patrick et al. (2011) noted that high levels of
structural empowerment can be found in environments that provide access to empowering
structures. Cziraki and Laschinger (2015) commented organizations that foster structural
empowerment to promote barrier-free work environments allow work-engaged nurses the
freedom to participate in decision-making and attaining professional goals. To advance at this
project site, a nurse leader candidate submits a portfolio of evidence substantiating their
advanced level leadership performances as defined by the organization’s nurse-designed
professional advancement model. The nurse’s documented actions and the accomplishments
provided in the portfolio suggest levels of access to empowering structures in the organization
and could explain their perceptions of high-moderate empowerment scores on the CWEQ-II.
The 0.9 increase noted in the subgroup’s post-implementation Structural Empowerment mean
score was shown to be not statistically significant; however, the increase could imply the
mentoring program boosted perceived feelings of leadership empowerment within the subgroup
in eight weeks, which is meaningful for the outcome of the program.
The four structural access scores that comprise Structural Empowerment are characterized
and supported by the organization’s nursing culture towards leadership. In this project, positive
changes in mean scores indicated an increase in empowering leadership activities among the
participants. The structural access, Support, was the only domain with statistically significant
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changes in score. Cziraki and Laschinger (2015) describe access to support in an organization as
the nurses’ perception of receiving guidance or feedback from others. The increase in scores
suggests the mentee may have found the assistance of and collaboration with their mentor to be a
benefit. Further, summarized comments from the participants asking for their best aspect of the
program validate this finding. These viewpoints included being able to bounce ideas off
someone else, getting great ideas from other successful nurse leaders, and being exposed to
practice outside the unit. Patrick et al. (2011) cited that empowering work environments nurture
collaboration amongst members and provide support to nurses to practice autonomously. Both
group’s high mean scores for Opportunity suggest the nurses within the organization already
perceive they have the ability to grow, to flex within the professional environment, and to be
given chances to increase leadership knowledge and skills as defined by Kanter (1996). The
mean scores for the structural accesses Information and Resources remained unpredictably flat.
Cziraki and Laschinger (2015) applies Kanter’s description of access to information to mean the
nurse has access to the organization’s policies, procedures for change, and technology. Cziraki
and Laschinger (2015) also describe access to resources to mean how to gain access to materials
and supplies needed to complete work. It is conceivable that the participants did not value the
information and resources the mentors were providing them, did not have the time to utilize the
information and resources provided by the mentors, or were limited to access of resources and
information within the organizational environment. On the other hand, it is possible that the
mentors lacked the ability to allocate access to information and resources to the mentees as they
may not have it themselves or it was implied that they all share the same level of access.
All participants either agreed or strongly agreed before the start of the program that the
mentoring program would be of value to their leadership development. At the last Q&Q session,
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57.3% of the participants agreed or strongly agreed that the mentoring program was of value to
their leadership development. Themes from survey comments at the end of eight weeks portray
some participants were not having successful experiences or had perceived problems with the
mentoring program. Those commentary themes revealed mentees had problems with assigned
mentors, requested more structure to the program, requested an easier way to meet, and
requested mentors receive more training. The project site’s professional advancement model
incorporates the actions of mentoring within the top three advancement level’s performance
requirements. While nurses with more than two years of experience in the top leadership levels
served as mentors in this project, comments from the mentees about their mentor hint that some
of the experienced leaders need more training on mentoring than was provided by the mentor
coordinator.
At pre-implementation, there was a statistically significant but strong inverse relationship to
the participants’ value of the mentoring program and their likelihood of recommending the
program to others. The mentoring program was a new program at the organization, so the
participants did not have previous knowledge of expectations or experience to commit to
recommending if they had not yet experienced it themselves. Despite some negative experiences
and late starts from participants, there was still a statistically significant strong positive
relationship with the participants’ value of the mentoring program at eight weeks and the
likelihood of recommending the program to another.
Facilitators of this project included the mentor coordinator’s longevity as a CNL, commitment
to the organization, and the professional relationships developed with department and executive
leaders as well as with other CNLs within the organization that contributed to the execution of
this project. Scheduling issues, including vacations and medical leaves, were the major barrier to
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implementation of this project. The mentoring program started with eleven newly promoted
nurse leaders agreeing to participate. Within eight weeks, four persons were actively meeting
with their mentors during the mentoring period and seven completed check-ins with the project
leader. It was known by the project leader the mentoring program started at the height of the
summer vacation period. It was commented by participants that scheduling was a factor in
preventing meetings to occur within the timeframes.
Recommendations for Practice
This project focused on measuring the perceptions of empowering leadership abilities in
newly promoted nurse leaders in the first eight weeks of participation in a mentoring program.
The following recommendations can be made for the continuation of the mentoring program that
has benefits at the organizational, professional, and individual levels.
A significant association found the mentoring program provided support to newly promoted
CNL. Further, results showed a 0.9 increase in perceptions of empowerment by the participants
in just eight weeks. As the mentoring program progresses, additional interval measurements
should be considered to continue assessing metrics of structural empowerment. Similar to
validating value of other education and training programs in an organization, the mentoring
program can demonstrate measurable value through outcomes aligning with the organization’s
objectives, time, resources, and finances (Opperman et al., 2016). The mentoring program was
designed to increase leadership skills of newly promoted nurse leaders transitioning to a new
leadership role, to purposefully model leadership skills by nurse leaders to potential nurse leader
candidates, and to infuse mentoring into the culture of the organization at each level within the
advancement model. The costs of providing time, resources for coordination of mentoring
activities, and organizational recognition for mentoring is important (LaFleur & White, 2010).
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Monetary costs of mentoring are less expensive, can be computed for the organization, and can
be measured through capitalizing on the investment of staff development (LaFleur & White,
2010). Of interest to the organization, seven of the eleven participants were under the age of 30
suggesting a commitment by the younger generation to become leaders within the organization.
A mix of leadership was seen between all work shifts in the sample group, implying increased
engagement of staff to become leaders from the night shift where representation had been low.
Jakubik et al. (2011) describe the organization that provides mentoring within its environment
as the third member of a mentor-mentee relationship. As the third member, the organization
provides the environment conducive to mentoring and reaps the benefits of a high-quality
mentoring program (Jakubik et al., 2011). The organization also profits from applying
mentoring program benefits and outcomes to the tenets within the Magnet Recognition Program.
Jakubik et al. (2011) report nursing outcomes from successful mentoring programs can support
specific criteria for Magnet designation. Organizations desiring Magnet® designation would
model a mentoring program based upon performance criteria outlined in the American Nurses
Credentialing Center (ANCC) submission guidelines. From this project, it was found that a
robust organization with empowering environmental attributes, embedded with a rich culture of
nursing clinical inquiry and evidence-based practice, and an established professional
advancement model are characteristics conducive to producing and maintaining an effective and
strong mentoring program.
The role of the project leader as mentor coordinator was important to maintain the oversight
and pace of the program. With the continuance of this program for each quarterly promotion
cycle, a dedicated mentor coordinator will guarantee established performance standards of the
program. The mentor coordinator’s actions are to be the liaison between the dyads. In this
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organization specifically, the mentor coordinator should receive assistance from nurses
participating in an associated shared governance council overseeing the objectives, performance,
and motives of the mentoring program.
Based on criticism from the participants, ensuring participating mentors and mentees are
given adequate preparation and guidance throughout the program is essential. Training and
resources should occur regularly enough to enhance the program without burdening the
collaborative and professional aspects of the program. Education, training, and coaching of
responsibilities and expectations of both mentors and mentees have been suggested in the
literature to minimize issues (Green & Jackson, 2014). A dedicated mentoring coordinator can
lead the program by providing oversight of education and training, program structure, and
resource support (Mills & Mullins, 2008).
Conclusion
This scholarly project evaluated the perceived leadership skills of newly promoted nurses
participating in a mentoring program for leadership development. The results from this
mentoring program show promise for providing support and empowerment for newly promoted
nurse leaders transitioning from peer to leader as were suggested in the literature review. Scores
reflected nurses participating in the program had started the mentoring program with higher
levels of empowerment, suggesting the environment from which nurse leaders practice in the
organization is rich with opportunities to engage nurses to become successful, empowered
leaders. Continued measurements of structural empowerment within established intervals and a
larger project sample size would provide additional value of a mentoring program within the
organization. Strategies to improve mentoring success include enhanced coaching strategies and
training sessions for the mentor and a dedicated mentor coordinator as a resource. Nurse leaders
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who become empowered and successful through the mentoring program will serve as role
models to future nurse leaders, providing a succession plan to develop and maintain nurse
leaders for the future.
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Table 1. Concepts within Kanter’s Model and Examples for Nurse Leaders
Concept
Empowerment
Structure: Access to
Opportunity

Kanter’s Definition
The ability to grow, mobilize in the
profession and a chance to increase
leadership knowledge and skills.

Examples for Nurse Leaders
 Participation in unit or department based committees
or task forces
 Charge nurse responsibilities

Empowerment
Structure: Access to
Information

The knowledge, competence and expertise
to perform the job.

 Job description and job expectations
 Preceptor and charge nurse training
 Leadership development training
 Involvement in unit leadership meetings/discussions
 Access to data, instruments of measurement

Empowerment
Structure: Access to
Resources

The ability to acquire necessary materials,
supplies, personnel, and money to achieve
outcomes.

 Optimally functioning unit or team
 Use of advance practice nurses on teams
 Reference materials or resources
 Time to meet/collaborate

Empowerment
Structure: Access to
Support

To obtain guidance and receive feedback
from peers and supervisors to enrich one’s
self.

 Leader mentors including managers, supervisors
and/or executives
 Career guidance strategies
 Acknowledgment of outcomes

Power

Formal: Participating in jobs that are
relevant and central to the organization that
allow flexibility, creativity, and visibility.
Informal: Relationships and networks with
others inside or outside the organization.
The ability to access and utilize
empowerment structures to achieve
outcomes.

 Formal: Charge nurses that facilitate and optimize
flow of patients through unit.
 Informal: Charge nurse that is representative for
organization-wide charge nurse shared governance
committee

Empowerment
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Table 2. Demographics Information Shell
Demographic Variable and Level of Measurement

Responses

Age (Ordinal)

21-30
31-40
41-50
51-60
>60

Unit Specialty (Nominal)

Ambulatory
Cardiology
eCare
Emergency
Oncology
Medicine
Mother-Baby
Pediatric
Peri-op
Procedural
Psychology
Surgical Care
Trauma

Shift (Nominal)

Days
Rotating
Nights

Highest nursing degree (Nominal)

BSN
Masters
0=Strongly Disagree
1= Disagree
2= Neutral
3=Agree
4= Strongly Agree

At this time, I perceive this mentoring experience to be
of value in my leadership development.
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Table 3. Conditions for Work Effectiveness Questionnaire-II
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Table 4. Qualitative and Quantitative (Q&Q) Shells
Second and Third Q&Q Interviews
Question
1. Have you met with your mentor face
to face to introduce yourself?
2. If no, why not?

3. Were you able to discuss and establish
plans to accomplish goals?
4. Do you have your next meeting
scheduled?

Responses
Yes/No
Did not attempt to contact mentor
Schedule conflict
Mentor did not return email/phone call
Missed scheduled meeting
Unable to meet face to face
Other
Yes/No
Yes/No
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Last Q&Q Evaluation Interview
Question
1. Have you met with your mentor face
to face since last meeting?
2. If no, why not?

3. How long did you meet?

Responses
Yes/No
Did not attempt to contact mentor
Schedule conflict
Mentor did not return email/phone call
Missed scheduled meeting
Unable to meet face to face
Met via different method (phone, Skype)
Other
(except email)

4. This mentoring experience was
valuable to my development as a
leader.

0=Strongly Disagree
1= Disagree
2= Neutral
3=Agree
4= Strongly Agree

5. How likely would you recommend
this program to another newly
promoted SCN?

0=Strongly Disagree
1= Disagree
2= Neutral
3=Agree
4= Strongly Agree

6. What was the best aspect of the
program?
7. What would you change about the
program?
8. Based on this experience would you
be interested in being a mentor in the
future?

0=Strongly Disagree
1= Disagree
2= Neutral
3=Agree
4= Strongly Agree
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Table 5. Timeline of Evaluation Activities During Four Time-Points
Week 1
 Discuss purpose
and timeline of
project with
mentee
 Demographics
survey
 Administer
CWEQ-II
 Set up interview
time for Week 3

Week 3




Qualitative &
Quantitative
(Q&Q)
evaluation
Set up
interview time
for Week 6

Week 6



Q&Q
evaluation
Set up
interview
time for
Week 8

Week 8



Q&Q
evaluation
Administer
CWEQ-II
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Table 6. Descriptive Statistics of Total Group Subjects at Baseline (N = 11)
Participant’s
Number
Percentage
Characteristics
Age
21-30
7
63.6
31-40
4
36.3
Shift
Days
6
54.5
Nights
3
27.2
Rotator
2
18.2
Highest Degree
BSN
7
63.6
MS
4
36.3
Valued mentoring
Agree
7
63.6
Strongly Agree
4
36.3
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Table 7. Dependent t-tests Results of Perceptions of Empowerment Between Total Group and Subgroup
CWEQ-II
Total Group Scores
Sub-group
Sub-group
Variable
N=11
Pre-Implementation
Post-Implementation
Scores
Scores
n=7
Mean
SD
Mean
SD
Mean
SD
t-score
p- value
Opportunity
4.39
1.32
4.38
1.61
4.43
1.54
.24
.82
Information
3.09
1.00
2.90
1.18
3.23
1.25
.90
.40
Support
3.73
1.07
3.62
1.32
4.05
1.54
3.05
.01*
Resources
3.36
1.13
3.43
1.46
3.48
1.47
.23
.82
Structural
Empowerment
14.58
4.23
14.34
5.29
15.24
5.71
1.32
.11
p<.05, one-tailed, t-critical value 1.94

Correlation
.51
-.38
.85
.82
.54
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Table 8. Pearson’s Correlation of Subgroup’s Perceptions of Mentoring Program Value
Percentages
Scores
Strongly Agree Neutral Strongly Mean
SD
t-score p-value Corr.
Agree
Disagree
First
43
57.1
3.42
.54
Q+Q
Last
14.3
43
14.3
28.6
2.42
1.14
1.73
.06
-.62
Q+Q
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Table 9. Spearman’s Rank Correlations Among Perceptions of Mentoring Program Value,
Likelihood of Recommendation, and Interest in Being a Mentor
1
2
3
4
1. Value of Mentoring Pre1
Implementation
2. Value of Mentoring Post-.27
1
Implementation
3. Likelihood of Recommending
-.68
.72
1
Mentoring Program
4. Interest in Being a Mentor in Future
-.14
.31
.25
1
Critical value for p < .05 is .786, df 5
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Table 10. Summation of Q&Q sessions.
Time point
Number of candidates met
Reasons why not met
Schedule Conflict
Late Starts/ Did not meet
Vacation
Leave of absence
No responses
Plan established to meet goals
Next meeting scheduled

Q&Q 1
Week 1
9

Q&Q 2
Week 3
5

2

2
2
1
1
5 yes
5 no
7 yes
2 no

NA
NA

Q&Q 3
Week 6
4

Q&Q 4
Week 8
4

3
1

3

3
4 yes
4 no
4 yes
4 no

4
3 yes
3 no
ongoing
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Appendix A
Evidence of Literature Review Table

JOHNS HOPKINS NURSING EVIDENCE-BASED PRACTICE RATING SCALE

STRENGTH of the Evidence
Level I
Level II
Level III
Level IV
Level V

A

High

Research

Summative
reviews
Organizational

B

Good

Expert Opinion
Research

Summative
reviews
Organizational
Expert Opinion

Experimental study/randomized controlled trial (RCT) or meta-analysis of RCT
Quasi-experimental study
Non-experimental study, qualitative study, or meta-synthesis.
Opinion of nationally recognized experts based on research evidence or expert
consensus panel (systematic review, clinical practice guidelines)
Opinion of individual expert based on non-research evidence. (Includes case
studies; literature review; organizational experience e.g., quality improvement
and financial data; clinical expertise, or personal experience)

QUALITY of the Evidence
consistent results with sufficient sample size, adequate control, and definitive conclusions; consistent
recommendations based on extensive literature review that includes thoughtful reference to scientific
evidence.
well-defined, reproducible search strategies; consistent results with sufficient numbers of well-defined
studies; criteria-based evaluation of overall scientific strength and quality of included studies; definitive
conclusions.
well-defined methods using a rigorous approach; consistent results with sufficient sample size; use of
reliable and valid measures
expertise is clearly evident
reasonably consistent results, sufficient sample size, some control, with fairly definitive conclusions;
reasonably consistent recommendations based on fairly comprehensive literature review that includes some
reference to scientific evidence
reasonably thorough and appropriate search; reasonably consistent results with sufficient numbers of welldefined studies; evaluation of strengths and limitations of included studies; fairly definitive conclusions.
Well-defined methods; reasonably consistent results with sufficient numbers; use of reliable and valid
measures; reasonably consistent recommendations
expertise appears to be credible.
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C

Low quality
or major
flaws

Research
Summative
reviews
Organizational
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little evidence with inconsistent results, insufficient sample size, conclusions cannot be drawn
undefined, poorly defined, or limited search strategies; insufficient evidence with inconsistent results;
conclusions cannot be drawn
Undefined, or poorly defined methods; insufficient sample size; inconsistent results; undefined, poorly
defined or measures that lack adequate reliability or validity
Expert Opinion
expertise is not discernable or is dubious.
*A study rated an A would be of high quality, whereas, a study rated a C would have major flaws that raise serious questions about the
believability of the findings and should be automatically eliminated from consideration.
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JOHNS HOPKINS EVIDENCE-BASED INDIVIDUAL EVIDENCE SUMMARY
Evaluation of Nurses’ Leadership Skills After Participation in a Mentoring Program
February 2016
Author/Date Evidence Type
Sample/
Results/Recommendations
Sample Size
Abraham
(2011)

Cohort study
QI project

15 nurses
participating in
leadership program
at Mayo Clinic

Fox (2010)

Pilot program

12 pairs of
mentors/mentees;
selected by nurse
managers

Six-month program. Aim was to determine
whether participation in program produced
changes in leadership skills, increased professional
activities, leadership promotion, and retention
rates of participants.
Informal mentoring via experiential learning.
Leadership Practices Inventory (LPI) and Nursing
Activity Scale (NAS) used pre- and postassessment as well as written program evaluation,
and written narrative comments collected at last
class session. Six months post implementation,
promotion rates, committee participation rates, and
retention rates of participants were collected.
Scores on LPI established statistical significance
(P= .0073) related to a change in leadership
behavior before compared with after participation
in the program. NAS scores established statistical
significance (P= .001) related to a change in
professional behavior before compared with after
participation in the program.
Follow-up at 6 and 9 mos. following start of
implementation.
Measurement of success was calculated by
reduced turnover as evaluated by the mentor and
protégé remaining on the same nursing unit and by
comparing pre- and post-evaluation scores.
Authors reported that satisfaction scores moved
from agree to strongly agree or from tend to
disagree to agree in 75% of those surveyed,
reflecting improved satisfaction.
Provided turnover rates for three consecutive years
showed decreased in turnover. The authors did
report costs to operate the program and savings for

Limitations

Used to develop nurse
managers.
Participation was voluntary.
Small convenience sample. No
control group to attribute
changes.

Follow up past 9 months was
not done due to staffing
constraints.
Evaluations from participants
was placed in files. Positive
feedback may be biased.
Participants also received a
bonus.

Rating
Strength/
Quality
III B

III C
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Green &
Jackson
(2014)

Exploration of
the literature

Not stated

Havaei,
Dahinten, &
MacPhee
(2014)

Correlational;
secondary
analysis of data
used from
larger quasiexperimental
study

103 frontline and
mid-level nurse
leaders who
participated in a
leadership
development
program

Jakubik,
Eliades,
Gavriloff, &
Weese (2011)

Descriptive
correlational

Convenience
sample of 138
experienced peds
nurses

the organization.
Nursing has embraced concept of mentoring to
retain experienced nurses with the current nursing
shortage.
Consider the negatives in mentoring and
implications.
Graduate nurses fulfilling staffing functions above
their level of competence
Helps with vulnerability experienced by new grads
Overview of the process and benefits of mentoring
in nursing
Leader Empowering Behaviors Scale (LEBS) 27
item Likert scale used to capture 5 broad
categories.
EFA, Pearson correlation, and hierarchal multiple
regression was used.
Mean (SD) age of participants was 45.8 (7.64)
years. 90% Female. 64% were frontline leaders.
Participants were new leaders.
Leader psychological competence was the
strongest predictor of most aspects of LEB,
followed by the leaders’ meaning/value of their
work.
To explore relationships among mentoring quality,
mentoring quantity, mentoring type, length of
employment, and mentoring benefits among peds
staff in Midwestern hospital.
Minimum of 100 respondents for power
Demographic 22 item questionnaire, CQM
questionnaire, Jakubik MBQ instrument
Average age is 38 with rage of 22 to 66 years.
98% female. 72% staff nurses in acute care (92%).
Length of employment ranged from 1 to 35 years
with average of 10. Most stated that they did not
intend to leave the organization (58%), 13% intend
to stay longer than 5 years, 15% intend to stay 2 to
5 years. 51% have been mentored as a staff nurse.
Findings suggest that high-quality mentoring in an
organization and retention is a relationship.
Addresses structural empowerment

Difficulties in relationships
Dark side of mentoring could
exist and it should be
considered.

VB

Participants had previously
completed a one-year
leadership development course
and were nurse leaders
currently.
Mentoring is assumed to be
part of leadership
development.
Limited generalizability
Non-random sampling
Sample bias

III B

Did not elaborate if definition
of mentoring was given to
respondents.
Generalizability (peds nurses)

III B
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Johnson,
Billingsley, &
Crichlow
(2011)

Use of
demographics
and two case
studies

No identified N;
nurses employed at
Georgetown Univ.
Hospital in Wash
DC

LaFleur &
White (2010)

Integrative
review

33 articles and
studies

Latham,
Ringl, &
Hogan (2011)

Quasiexperimental
non-control
group; pre- and
post-test

Convenience
sample of 198
frontline RNs in 2
medical settings;
89 were mentors
and 109 mentees

MacPhee,
Dahinten,
Hejazi,
Laschinger,

Quasiexperimental,
pre-test posttest design, two

Front-line Nurse
leaders with less
than 3 years’
experience;

Discussion of distribution of analysis of length of
tenure among nurses did not reveal a normal
distribution curve. Described modified “Ushaped” curve. 40% of nurses had tenure less than
5 years, a few ranged in the middle, and large
numbers of experienced nurses with 15 or more
years of experience on the other end of curve.
Length of tenure affects employee-employer
relationship.
Predict an exodus in the future of large number of
nurses with tenure (associated age). Investment is
needed on the younger groups.
Descriptions of integration of mentoring into their
nursing culture.
The studies reviewed identified and analyzed the
attributes of effective mentors and analyzed the
effectiveness of mentor programs in nursing.
Authors discussed the application of mentoring in
a specialty area (case management). These nurses
had a minimum of one-year experience prior to
participating.
Four themes identified: positive impact on person
or practice, personal satisfaction, professional
success, and organizational and professional
contributions.

Table of demographics was not
provided.
They stated they had data to
prove mentoring opportunities
produced results, but none
were reported.

VC

Integration of literature
involved articles with variable
populations including students
and non-nursing professionals.

VB

Hospital 1 retention rate improved by 21% over 3
yr. period (from 76% to 91.72%, F= 2.94, p = .03).
Hospital 2 vacancy rate decreased by 80% over 4
years (from 21.35 to 4.28 open reqs, F= -2.841, p=
.03)
Mentoring program directly impacted attrition.
Mentoring increases support of fellow colleagues
and results in more positive workforce
To determine if a leadership development program
(NLI) based on empowerment framework
significantly increased leaders’ use of empowering
behaviors. Participants were in a 4-day workshop

The group was subjected to 8
questionnaires.
Over the three years, the
authors cited concurrent factors
that may have influenced
vacancy and retention rates in
both hospitals.
History, maturation, testing
NLI was not attributable to
increased empowerment
behaviors (i.e. organizational
climate)

II B

II B
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Kazanjian,
McCutcheon,
SkeltonGreen, &
O’Brien-Pallas
(2014)

groups:
intervention
and
comparison
group

intervention group
consisted of 110
who had
participated in
leadership
program;
comparison group
were 18
individuals not
selected for or did
not apply to
leadership program

MacPhee,
SkeltonGreen,
Bouthillette, &
Suryaprakash
(2011)

Descriptive
study

Mariani
(2012)

Descriptive
comparative &
correlational
design; nonexperimental

27 frontline and
midlevel nurse
leaders with
variable years of
experience
interviewed one
year after
Leadership
development
program
Cluster random
sampling to choose
state from 9
regions; random
sampling of nurses
from chosen state
boards of nursing;
173 responded; 37
of those
participated in
mentoring program

with didactic leadership content and interactive
learning sessions; mentorship from senior nursing
leaders.
Three instruments used: CWEQII, PES, LEBS
89% female; mean age 45 years, one half had at
least 20 years of experience
Participants in the NLI was associated with
increases in leaders’ self-reported use of
empowering behaviors 1 year after workshop
attendance, and the workplace empowerment
process significantly influenced leaders’ selfreports of using more empowering behaviors,
although the NLI itself was not shown to be the
antecedent for this leader empowerment process.
Question 12 in lead interview questions: There are
four components to the leadership program
(residential workshop, mentor support, project
work, and online knowledge networking). What
has been most beneficial to you? Response: Over
78% (N=21) of interviewees were able to complete
their year-long leadership projects. With respect
to the four major NLI components, mentor support
and project work were the most significant to
them.
Sample size required 102 subjects based on power
analysis using power of .80 and a moderate effect
size for use of t-tests and Pearson’s correlation.
(Actual power turned out to be .70)
Use of newly-developed, pilot-tested research
instrument, the Mariani Nursing Career
Satisfaction Scale (MNCSS) plus demographics.
Content validity was .84 for bipolar adjectives in
instrument. Cronbach’s alpha was .82 for the pilot
study, and .94 for the full study.
722 surveys sent; 196 returned; 173 were usable
for the study.
Average age was 41.25 years with range 22 to 55
years of age. Mean number of years of work
experience was 14.07; mean number of years in
clinical setting was 11.28 years. 78.6% reported

Small size of comparison
group. Pool of comparison
group was small to being with.
Biased measures: leaders’ selfreports

Focus was only on interviews.
Need mixed methods approach
to validate perceptions.
Challenges of frontline nurse
leaders and mid-level nurse
leaders are not the same.

III B

Study attempted survey of
national random sample:
expected low rate of return
(27%).
Her sample included nurses
currently working in a variety
of settings such as clinical
practice, education,
administration, and research.
These individual areas were
not compared separately.
Large percentage (78.6%) of
nurses were in informal
mentoring relationships. A
comparison of informal vs
formal mentoring relationships

III B
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participating in a mentoring relationship, 41% of
those were informal. 44.5% had been in both
mentor and protégé roles.
No statistically significant difference on MNCSS
between nurses in mentoring relationship and
nurses who did not participate in mentoring
relationship. No statistically significant difference
in the number of years’ nurses intended to stay for
those who did nor did not participate in a
mentoring relationship. The correlation between
career satisfaction and intent to stay in the
profession was positive and statistically
significant; however, it was a weak correlation.

McCloughen,
O’Brien, &
Jackson
(2013)

Qualitative/
hermeneutic

McNamara,
Fealy, Casey,
O’Connor,
Patton, Doyle,
& Quinlan.
(2014)
Weese,
Jakubik,
Eliades, &
Huth (2015)

Qualitative
Explorative

Descriptive,
correlational,
nonexperimental

13 participants
who were nurse
leaders (possessed
leader attributes
per peers)
70 participants,
nurses
participating in
leadership
development
program in Ireland
Convenience
sample of nurses at
Magnet hospital in
Ohio; sample size
minimum was 100;
total sample was
186 (57% response
rate)

Face to face interviews
Mentorship was identified as the single contributor
to leadership development and influenced
mentoring capacity of leaders
Multiple data collection methods: focus groups,
individual interviews, and nonparticipant
observation (reflections of participants)
Mentoring, coaching and action learning were
positively experienced by participants.
Require long-term commitment from participants.
MPI and MBI (formerly Jakubik’s MBQ) 57 item
CVI 0.96, Cronbach’s .99 in pilot, and 0.96 in
other studies) Current MBI is 36 item with
Cronbach alpha of 0.98 (N=186)
Mean number of years spent in mentoring
relationship is 4.3 while median is 1.0.

was not measured.
Researcher suggested that the
value of mentoring may not lie
in career satisfaction, but in
other outcomes that were not
measured.
In response to intent to stay,
research addresses that age of
study participants was a
limitation (average age 41.25)
and that younger nurses should
be considered.
Possible that unsatisfied nurses
did not want to participate in
survey.
Mentorship was addressed as
formally or informally, did not
single out mentoring in a
leadership development
program
Short-term measurement only

Generalizability
Mentoring was already
instilled in culture.

III C

III B
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JOHNS HOPKINS EVIDENCE-BASED INDIVIDUAL EVIDENCE STRENGTHS AND WEAKNESSES SUMMARY
Evaluation of Nurses’ Leadership Skills After Participation in a Mentoring Program
February 2016
Authors,
Strengths
Weaknesses
Level of
year
Quality
Rating
Abraham
B
 Positive statistical results supporting aim
 Used to develop nurse managers, not
(2011)
of project
direct care leaders
 Small convenience sample of 15 nurses
 Project measured over 6-month
timeframe.
 Reasonable methods
Fox (2010)
B
 Reasonable methods and sample size
 Evaluations and reports from participants
were placed in employee files. Positive
 Project was measured at 6 and 9 month
feedback and evaluation may be biased.
timeframes.
 Participants received a bonus for program
 Sample was 12 dyads for pilot study
involvement.
 Results were positive for reducing
 Credibility of results based on bias
turnover and increased nurse satisfaction.
Turnover rates were measured for 3
years after the program.
Green &
B
 Explored risks that can be associated
 No defined methods of search of
Jackson
with mentoring that has not been found
literature
(2014)
in the literature
 Used current positive mentoring studies
to explore idea of the negatives that were
not reported.
 Researchers are experts in field of
education and professional development
 Reasonable recommendations to address
risks for implementation

LEADERSHIP SKILLS
Havaei,
Dahinten, &
MacPhee
(2014)





Jakubik,
Eliades,
Gavriloff, &
Weese
(2011)






Johnson,
Billingsley,
& Crichlow
(2011)






LaFleur &
White
(2010)



Latham,
Ringl, &
Hogan







Participants were nurse leaders (N=103)
recently completing a one-year
leadership development program;
sufficient sample size
Secondary data analysis from larger
quasi-experimental study
Some researchers are experts in field of
education and professional development
Explored mentoring quality and quantity
Mentoring is embedded in the culture
More than half agree that they do not
intend to leave the facility with 13%
intending to stay more than 5 years.
Researchers are experts in field of
education and professional development
Interesting perspective to look at
strategies by generations
First found to consider looking at
strategies towards younger generations
First to predict an exodus of staff within
timeframes based on age and tenure of
staff
Utilized “U” curve to describe nursing
staff.
33 articles and studies were utilized.
Method of inquiry described.
Based on integration of literature,
authors discussed 4 beneficial themes of
mentoring
Quasi-experimental; no control group
Pre- and post-test designs
Attributed that mentoring increases

52


Mentoring is assumed to have been part
of the leadership development course.
Generalizability is limited
Convenience sample
Cronbach alpha was satisfactory at 0.84
Fairly definitive results

B





Generalizability is limited
Convenience sample
Organization is large, pediatric hospital
in region

B



No N stated, but identified themselves as
Georgetown University Hospital in
Washington, D.C.
No descriptives given of staff.
Stated that they had data to prove
mentoring opportunities produced results;
no results reported.

C



Literature samples varied and included
nursing students and non-nursing
professionals.

B




Convenience sample
Admission by researchers that other
factors may have contributed to vacancy

B
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support of fellow colleagues and results
in more positive workforce

MacPhee,
Dahinten,
Hejazi,
Laschinger,
Kazanjian,
McCutcheon
, SkeltonGreen, &
O’BrienPallas
(2014)







MacPhee,
SkeltonGreen,
Bouthillette,
&
Suryaprakas
h (2011)



Mariani
(2012)











and retention rates in both hospitals
besides mentoring

Quasi-experimental; no randomization
Pre- and post-test design
Intervention and comparison group
110 nurses in intervention group
Measurements of perceptions of
leadership abilities included one-year
post-program
Some researchers are experts in field of
education and professional development




Utilization of interviews to discuss
perceived benefits of year-long
leadership development program
Reasonable recommendations
Some researchers are experts in field of
education and professional development
Reported power and effect
Cluster, random sampling from 9
regions; random sampling of nurses from
state boards of nursing in those regions
Reported validity scores; Cronbach’s
alpha was .82 for pilot and .94 for full
study

Convenience sample
Sample size age mean is 45 years with
more than 50% having 20+years of
experience
Comparison group contained 18
individuals not selected for intervention

B



Needs mixed method approach to
validate perceptions from interviews

B




Return rate 27%
Broad range of clinical settings such as
clinical practice, education,
administration and research. No
individual comparisons.
Average age was 41.25 years; mean years
of work experience was 14.07
Possibility that unsatisfied nurses did not
participate in survey

B

Qualitative design
Sample size 13; sample consisted of

C






McCloughe
n, O’Brien,



Mentorship was identified as the single
contributor to leadership development
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McNamara,
Fealy,
Casey,
O’Connor,
Patton,
Doyle, &
Quinlan
(2014)



Weese,
Jakubik,
Eliades, &
Huth (2015)
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leaders nominated by peers as possessing
leadership attributes
Did not single out mentoring as part of a
leadership program

70 nurses participating in leadership
development program in Ireland
Multiple data collection methods
Mentoring, coaching, and active learning
were positively experienced by
participants.




Measurement was short-term only
Generalizability of sample

B

Cronbach alpha was 0.99 in pilot and
0.96 in full study
57% response rate with 186 nurses total
Researchers are experts in field of
education and professional development



Mentoring is already instilled into
culture.
Convenience sample
Organization is large, pediatric hospital
in Ohio region

B

Past mentorship influenced mentoring
capacity of these leaders
Researchers are experts in field of
education and professional development
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JOHNS HOPKINS EVIDENCE-BASED INDIVIDUAL OVERALL EVIDENCE SUMMATION
Evaluation of Nurses’ Leadership Skills After Participation in a Mentoring Program
February 2016
Level of Evidence Strength
Number of Studies
Summary of Findings
II
Quasi-experimental
2

III
Non-experimental or
qualitative

V
Opinion of individual expert
based on non-research
evidence

9

3

Leadership skills gained from participating in leadership
program with mentoring.
Convenient samples of participants
Self-reported surveys of perceptions
Could be generalizable to any specialty
Demographics: Middle age females; mentors >10 years
exp
Difficulties in comparing retention and turnover between
organizations (no definitions of terms)
Empowerment
Relationship to Magnet
Investment in younger staff; use experienced staff for
mentoring
Negative aspects of mentoring

Overall
Quality

B

B

B
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Appendix B
Proof of Permission to Use CWEQ-II

I request permission to copy the Nursing Work Empowerment Scale as developed by Dr. G. Chandler and
Dr. Heather K. Spence Laschinger. Upon completion of the research, I will provide Dr. Laschinger with a
brief summary of the results, including information related to the use of the Nursing Work Empowerment
Scale used in my study.

Questionnaires Requested:
Conditions of Work Effectiveness-I (includes JAS and ORS):
Conditions of Work Effectiveness-II (includes JAS-II and ORS-II): Yes
Job Activity Scale (JAS) only:
Organizational Relationship Scale (ORS) only:
Organizational Development Opinionnaire or Manager Activity Scale:
Other Instruments:
Please complete the following information:
Date:
March 7, 2016
Name:
Michele Zimmer
Title:
Evaluation of nurse leadership skills after participating in a mentoring program
University/Organization: University of Maryland Medical Center/University of Maryland School of Nursing
Address: 22 S. Greene Street
Baltimore, MD 21201
Phone:
410-328-5554
E-mail: mzimmer@umm.edu
Description of Study: This is a pilot study of a new mentoring component to leadership development
program for newly promoted senior clinical nurses. It is a scholarly project for this applicant with expected
graduation May 2017. I am planning to measure baseline perceptions of leadership skills in a group of
newly promoted direct care nurses prior to participating in the didactic portion of a leadership development
program. Participants then will be matched with mentors and measurement is expected within four
months after being matched. University of Maryland Medical Center utilizes a clinical ladder in which
nurses, typically after 3 years experience, can apply for promotion to advanced levels of the ladder. These
nurses submit portfolios with evidence of beginning leadership capabilities. This class and mentoring
program is to facilitate transitioning of these nurses to their new roles.

Date: March 17, 2016
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Dr. Heather K. Spence Laschinger, Professor
School of Nursing, University of Western Ontario
London, Ontario, Canada N6A 5C1
Tel: 519-661-2111 ext.86567
Fax: 519-661-3410
E-mail: hkl@uwo.ca
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Appendix C
Proof of IRB Approval
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Appendix D
Timeline for Scholarly Project Completion

Timeline for Scholarly Project Completion 2016
Goals
April May June July Aug Sept Oct Nov Dec
Finalize Project Proposal
X
Submit IRB Proposal

X

Present Proposal and Secure
Committee Approval
Conduct Project Evaluation

X

Analyze, Synthesize and Evaluate
Findings
Prepare Final Scholarly Project
Manuscript
Submit Final Scholarly Project
Manuscript to Committee for
review
Present Final Scholarly Project
Report to Committee

X

X
X

X
X

X
X

X

