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Abstract 

The role of hospital nurse managers has evolved into a deeper scope and range of 

accountability to match the increased complexity of their practice environment. Great 

leadership works through the emotions; therefore, the leader’s ability to understand 

interaction, sense needs, and inspire his or her followers is important. This sequential 

mixed methods study used quantitative methods to examine the relationships among 

nurse managers’ emotional intelligence (EI), nursing staff’s EI, and patient 

satisfaction with nursing care. A positive and statistically significant relationship was 

found between nurse managers’ EI and nursing staff’s EI using individual data. The 

relationship between nurse managers’ EI, and patient satisfaction with nursing care 

was found to be negative and statistically not significant. A positive and statistically 

not significant relationship was found between nursing staffs’ EI and patient 

satisfaction with nursing care. Qualitative methods were used to explore nurse 

manager and nursing staff emotionally intelligent relationships more deeply. Findings 

suggest that positive patient satisfaction with nursing care requires nursing teams to 

exhibit team effectiveness, synergistic team identity, trust, and engaged shared 

leadership. This study shows how these abilities using leader rounding led to 

networks of conversations enhancing EI relationships to create positive patient 

satisfaction outcomes. It presents a model describing how high patient satisfaction 

outcomes are created through emotionally intelligent teams embracing networks of 

conversations. 
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Chapter 1: Introduction 
Healthcare in the United States (U.S.) has been marked by constant and rapid change 

since 1990 (Litvak & Bisognano, 2011). Nurse managers play a pivotal role in 

overseeing the complex expectations placed upon them, including quality outcomes 

such as patient satisfaction. Managing the business of healthcare will entail nurse 

managers to engage in and develop the art of relationship building that fosters a work 

environment conducive to strong staff relationships and positive patient satisfaction 

with nursing care. 

 

This chapter describes the background of the study, introduces the research problem, 

discusses why this is a worthy exploration, identifies the audience that will profit, and 

establishes philosophical assumptions. In addition, this chapter outlines the purpose 

of this sequential mixed methods research using quantitative methods to examine the 

relationships among nurse managers’ EI, nursing staff’s EI, and patient satisfaction 

with nursing care, and qualitative methods to explore observed relationships more 

deeply between nursing staff and their nurse manager. 

Background 
The financial challenges faced by healthcare organizations today have driven 

executives to improve the quality of the care provided and to listen more closely to 

patient feedback. In 2012, U.S. healthcare spending increased 3.7 percent to reach 

$2.8 trillion. To promote the goals of lowering healthcare costs and increasing the 

10 
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quality of patient care, the Value Based Purchasing (VBP) system was established to 

directly tie hospital reimbursement to performance. Annually, incentive payments are 

given to hospitals that meet or exceed certain performance benchmarks set by The 

Centers for Medicare & Medicaid Services (CMS). One of the performance 

benchmarks is the patient satisfaction outcomes data using the Hospital Consumer 

Assessment of Healthcare Providers and Systems (HCAHPS) survey. Patient 

satisfaction outcomes are impacted by the relationship and trust built by the staff 

caring for them during their hospital stay. The nurse managers’ relationship with their 

staff and patients play a key role in the patients’ satisfaction with their nursing care 

(CMS, 2012).  

 

The best leaders lead not by virtue of power alone but by excelling in the art of 

relationship, the singular expertise that the changing business climate renders 

indispensable (Goleman, Boyatzis, & McKee, 2002). Given today’s performance 

expectations, nurse managers may benefit by successfully engaging and developing 

quality relationships with their staff, physicians, other healthcare team members, 

patients, and families. The “soft” side of leadership involves inspiring, motivating, 

and persuading followers, building good working relationships, networking, rallying, 

and cajoling and is difficult (Riggio & Tan, 2013). It is important to learn what 

competencies a nurse manager should develop to build the leadership foundation that 

fosters a work environment conducive to strong staff relationships and positive 

patient satisfaction with nursing care.  
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Emotional intelligence (EI) is increasingly being recognized as an important 

leadership competency. EI has been defined as “the ability to perceive, assess, 

understand, and manage emotions so as to promote emotional and intellectual 

growth” (Mayer & Salovey, 1997, p. 5). The emerging field of EI research has served 

to highlight the important role of emotions in social relationships (Antonakis, 

Ashkanasy, & Dasborough, 2009). The literature supports EI nurse managers 

influencing their team and patient care outcomes (Birks & Watt, 2007; Codier, 2014; 

Cummings et al., 2008; Houser, 2003; Kroposki & Alexander, 2006; Langhorn, 2004; 

Wong, Cummings, & Ducharme, 2013).  

Research Problem 
Broad research exists examining EI and leadership effectiveness, effective teamwork, 

and cohesiveness in nursing teams (McCallin & Bamford, 2007; Quoidbach & 

Hansenne, 2009; Rosete & Cirarrochi, 2005). Recent studies support the effect of EI 

on teams. The most effective teams are emotionally intelligent (Druskat & Wolff, 

2001). There appears to be a link between group norms and group effectiveness, 

which has shown that individual EI also affects team performance through the 

development of emotionally competent group norms (Koman & Wolff, 2008). 

Leaders play a key role in building and maintaining EI group norms.  

 

Despite evidence that demonstrates some correlation between EI and leadership 

effectiveness in a variety of leader roles in differing industries (Geoghegan & 

Dulewicz, 2008; Iordanoglou, 2007; Langhorn, 2004; Sunindijo, Hadikusumo, & 
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Ogunlana, 2007), a comprehensive literature review found no studies examining the 

relationship among nurse managers’ EI, nursing staff’s EI, and patient satisfaction 

with nursing care. Therefore, the findings generated from this research study will fill 

the identified gap.  

 

Sufficient information in the literature on how nurse managers develop an effective 

relationship with their staff to positively impact patient satisfaction outcomes is 

lacking. A leader skilled in collaboration knows how to balance a team’s focus on the 

task at hand with attention to the relationships among the team members (Goleman, 

Boyatzis, & McKee, 2002). Defining practices that the manager and staff partake in 

to build mutual collaboration will further be explored through qualitative methods of 

inquiry. 

 

Leaders who have a keen sense of the group’s norms and who are adept at 

maximizing positive emotions can create highly emotionally intelligent teams 

(Goleman et al., 2002). There are published quantitative studies on nurse manager EI 

(Amendolair, 2003; Herbert & Edgar, 2004; Kerr, Garvin, Heaton, & Boyle, 2006; 

Snow, 2001; Vitello-Cicciu, 2002) and nursing care outcomes (Cummings, Midodzi, 

Wong, & Estabrooks, 2010; Houser, 2003; Wong, Cummings & Ducharme, 2013). 

Fewer qualitative studies are available, but Glaso and Einarsen (2006) examined the 

kinds of emotions that leaders and subordinates experience when they interact. 

Obtaining stories shared by staff and managers as to what makes patients more 
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satisfied on their units with the quality of nursing care requires more than quantitative 

data can provide. Given the lack of qualitative data detailing how relationships on 

nursing units are fostered, this study will use a sequential mixed methods approach to 

look more deeply into how staff drives positive patient satisfaction outcomes with 

nursing care. 

A Worthy Exploration 
This study is important because healthcare professionals, including nurse managers 

and the nursing staff, comprised of registered nurses (RNs) and certified nurse 

assistants (CNAs), interact with the human emotions of the people they care for, and 

much can be learned about EI through empirical research.  

Great leaders ignite our passion and inspire the best in us. When we try 
to explain why they are so effective, we speak of strategy, vision, or 
powerful ideas. But the reality is much more primal: Great leadership 
works through the emotions. (Goleman, Boyatzis, & McKee, 2002, 
p. 3) 

 

The relationship between EI and the concepts of leadership effectiveness and 

management performance is documented in service businesses (Iordanoglou, 2007) 

and education (Langhorn, 2004) and has been recognized as a necessary skill in 

today’s healthcare environment (Webb, Young, & Baumer, 2010). EI is considered to 

be pivotal, because nursing articulates caring, empathy, and compassion as core 

concepts (Akerjordet & Severinsson, 2004). Emphasis on the importance of nurse 

managers’ exhibiting EI behaviors will enable them to play an even more important 

role in the accountability for quality of care and patient satisfaction outcomes. 
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This is an important study for several reasons. First, nurse managers and staff nurses 

interact with the human emotions of the patients they serve and care for (McCallin & 

Bamford, 2007; McQueen, 2004). Second, EI and relationship building within the 

team on a unit are strategically important because patient care is provided within a 

team approach (Druskat & Wolff, 2001; Koman & Wolff, 2008; Kroposki & 

Alexander, 2006; Langhorn, 2004). Third, positive patient satisfaction outcomes are 

included in the VBP system whereby incentive payments are at risk if hospitals do not 

meet or exceed satisfaction performance benchmarks such as patient satisfaction 

(Adams & Iseler, 2014). 

Audience Who Will Profit from the Study 
This study will benefit multiple stakeholders, including nurse leaders and managers 

and unit-based caregiving nursing staff that includes RNs and CNAs. All stakeholders 

have a vested interest and perform specific duties to strive for successful outcome 

achievement. Patients rely on RNs who are responsible for coordinating their overall 

care including testing, management of changes in their condition, and medication 

administration. CNAs are responsible for bathing, assisting with grooming, getting 

patients to the bathroom, feeding, and the overall custodial needs of their patients. 

The role of the nurse manager is critical to the success of healthcare organizations 

because their responsibility is to provide the best possible care to the patients and 

their families (Studer Group, 2010). The results of this study may contribute to the 

general fund of knowledge about EI and the role that positive relationships play 
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between staff and manager. This study may also assist in further understanding the 

role of EI on RNs, CNAs, and nurse managers related to patient satisfaction in 

healthcare organizations. 

 

The current research proposal differs from other studies in that it will provide 

valuable information regarding whether nurse managers’ EI and nursing staff’s EI is 

correlated and whether it drives patient satisfaction with nursing care. A deeper 

understanding of the nurse managers’ leadership role and their relationship with the 

staff they interact with to achieve positive patient satisfaction outcomes with nursing 

care will address the gaps currently existing in the literature today. This research can 

provide a more informed link between theory and practice, is a relevant topic in 

today’s healthcare arena as we move towards VBP, and can be foundational work for 

tomorrow’s healthcare leaders. Hospitals will continue to be reimbursed based on the 

quality and proper care provided to patients. Nurse managers play a pivotal role in 

leading staff to achieve the highest possible quality care outcomes and excellent 

patient satisfaction with their nursing care. 

Statement of Purpose 
The purpose of this sequential mixed methods research is to use quantitative methods 

to examine the relationships among nurse managers’ EI, nursing staff’s EI, and 

patient satisfaction with nursing care. It will then use qualitative methods to explore a 

few relationships more deeply and to expand on quantitative findings. Mixed methods 

research involves the use of quantitative and qualitative approaches so that the overall 
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strength of a study is greater than either quantitative or qualitative research can 

achieve (Creswell, 2009). 

 

Drawing from literature that EI plays an important role in shaping positive workplace 

feelings, attitudes, and behavior, this study will use a mixed methods approach for a 

few reasons. First, the topic of EI and staff’s participation in research studies is new 

to the leaders and staff at the participating hospitals. Any qualitative findings may add 

to a better understanding of any quantitative findings. Second, there has been no 

research found on the relationship between EI with leaders and staff and its impact on 

patient satisfaction outcomes with nursing care. A mixed methods approach can 

advance the knowledge about group EI. The investigator will use open-ended, semi-

structured interviews to examine how nurse managers develop and build positive 

relationships with their staff and, more explicitly, what practices staff partake in to 

contribute to positive patient satisfaction with nursing care outcomes.  

 

In summary, the sequential mixed methods approach can assist in establishing a 

context for the potential relationship that exists between nurse managers’ EI and 

nursing staff’s EI and for how they cultivate their relationships with each other to 

ultimately achieve positive patient satisfaction with nursing care.  

Organization 
Of the five remaining chapters, Chapter 2 reviews the literature regarding EI, 

leadership theory related to followers, and leadership effectiveness related to nursing 
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quality outcomes. Chapter 3 describes the research design and methods in detail to 

allow others to replicate the current research. Chapter 4 explains the results of the 

research. Chapter 5 summarizes and discusses the findings from Chapter 4. Finally, 

Chapter 6 discusses limitations, implications, and recommendations for future 

research.  

 

 



 

Chapter 2: Literature Review 
The purpose of this study was to explore the potential relationship that exists between 

nurse managers’ EI and nursing staff’s (RN’s and CNA’s) EI and how they cultivate 

their relationship with each other to ultimately achieve positive patient satisfaction 

with nursing care. The ideas that leadership involves the emotions of followers and 

that emotional abilities are associated with effective leadership have been around 

since the early trait theories of leadership (George, 2000). This chapter presents an 

overview of existing literature on leadership theory from a follower-centric 

perspective, which provides the broad theoretical context for the study. A review of 

the literature pertaining to EI of nurse managers and nursing staff, patient satisfaction 

with nursing care, and the relationship between these constructs is outlined and 

analyzed. The chapter is divided into four sections. 

 

The first section of the literature review contains a historical overview of leadership 

theory information, including a follower-centric perspective view. The second section 

reviews the origins and conceptual models of EI, including specific areas of focus on 

relationships between EI and leadership effectiveness. The third section examines the 

relationship between EI and influences on customer (patient) satisfaction with nursing 

care. The final section summarizes the gaps in the literature and the need for more 

research on the relationship among nurse managers’ EI, nursing staff’s EI, and patient 

satisfaction with nursing care.  

19 
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Leadership Theory 
Stogdill (1974) noted that “throughout history, leadership research has seen almost as 

many different definitions of leadership as there are people who have tried to define 

it” (p. 7). Bass (1990) offered a comprehensive definition of leadership: 

Leadership is interaction between two or more members of a group 
that often involves structuring or restructuring of the situation and the 
perceptions and expectations of the members. Leaders are agents of 
change—persons whose acts affect other people more than other 
people’s acts affect them. Leadership occurs when one group member 
modifies that motivation or competencies of others in the group. (pp. 
19–20) 

 

According to Northouse (2009), leadership has been studied using various approaches 

such as traits, skills, styles, and behaviors. He further believes that the key to being an 

effective leader often rests on how the leader balances two leadership style behaviors: 

task oriented and relationship oriented. These styles, taken together, “form the core of 

the leadership process” (p. 44). Achieving goals is part of the formula for leadership 

success. The other more important part is building relationships to form meaningful 

connections that inspire performance success. 

 

The research conducted on these theories has led to a better understanding of 

leadership and leadership strategy. A wide array of research has focused on 

approaches to leadership, such as analyzing what leaders do, how they motivate their 

followers, what constitutes effective leadership, and what relationship exists between 

performance and measured EI (Codier, 2014). The research on EI and its relationship 
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to significant leadership outcomes has been well developed (Codier, Kimikawa, & 

Kooker, 2011) and will be reviewed in context to leadership effectiveness. 

 

Leadership theory has historically been viewed from a leader-centric perspective. 

Meindl (1995) provides a different perspective with a follower-centric leadership 

view, which emphasizes the social construction approach based on the followers and 

its contexts for defining leadership and understanding its significance. Further, 

Meindl (1995) contends that leadership from a social construction approach assumes 

that the relationship between the followers and leaders is influenced by inter-follower 

factors and relationships.  

 

Leadership is a socially complex and adaptive process through which individuals 

engage in repeated leading-following interactions, and through these interactions, co-

construct identities and relationships as leaders and followers develop (DeRue, 2011; 

Lord & Dinh, 2014). Leaders and followers must be understood collectively (Burns, 

1978) and in relation to each other (Hollander, 1992). Rost (1991) believes that they 

are in the leadership relationship together and are two sides of the same coin. Nurse 

managers and staff members on nursing units influence each other, develop 

relationships over time, and are similarly two sides of the same coin. Leading and 

following interactions between nurse managers and the staff develop into social 

structures and relationship. The question of how nurse managers become effective as 
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they develop deeper relationships with their staff may involve an emotional 

component and social norms. Over time, the team of followers may also develop EI. 

 

“Maximizing a group’s EI requires the same capabilities that an individual with EI 

expresses: self-awareness, self-management, social awareness, and relationship 

management” (Goleman, Boyatzis, & McKee, 2002, p. 177). Nurse managers can 

frequently notice the mood of the staff when they arrive on the unit. If a patient’s 

condition has worsened or an unexpected death occurred, it is evident in the staff’s 

demeanor. Collective EI is what sets top-performing teams apart from average teams 

(Druskat & Wolff, 2001). Further, group EI determines a team’s ability to manage its 

emotions in a way that cultivates trust, group identity, and group efficacy and so 

maximizes cooperation, collaboration, and effectiveness. Nurse managers help to 

create the emotional calm of the team through their communication, interactions, and 

support of their staff. The nurse manager works to make individual connections with 

staff by engaging them to feel a part of the team’s identity. 

 

Goleman (2001) advocated that it is essential that emotionally intelligent leaders 

develop a climate where employees can be nurtured to perform to their highest 

potential. The thoughts of followers within the work unit and how they view the 

leader from a social construction perspective may have an impact on the group norms 

and group EI. Meindl (1995) contends that the relationship between leaders and 

followers is primarily a constructed one, heavily influenced by inter-follower factors 
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and relationships. Further, followers behave not in response to the influence of the 

leader but in response to other forces that govern the social construction process 

itself. From a social constructionist perspective, the followers, not the leader, define 

leadership.  

Emotional Intelligence 
EI theory has developed over the past 30 years and has been traced back to works 

from Socrates, Plato, Aristotle, and Darwin (Chopra & Kanji, 2010). Goleman, 

Boyatzis, and McKee (2002) emphasize the impact of the emotions: 

Great leaders ignite our passion and inspire the best in us. When we try 
to explain why they are so effective, we speak of strategy, vision, or 
powerful ideas. But the reality is much more primal: Great leadership 
works through the emotions. (p. 3) 

 

Initial research on the topic of emotion was conducted within the sociological and 

psychological domains (Weinberger, 2002). Within the contexts of the studies on 

emotion and intelligence grew the foundational studies of EI. Wechsler’s (1958) 

model of general intelligence and Thorndike and Stein’s (1937) proposed theory of 

social intelligence provided a proximal foundation for the development of EI theory. 

In 1985, the term EI was used in a doctoral dissertation with a philosophical and 

theoretical framework for understanding the concept (Chopra & Kanji, 2010).  

 

From a sociological perspective, researchers were intrigued with constructs such as 

emotional labor (Hochschild, 1979), emotional contagion (Rafaeli & Sutton, 1987), 

feeling rules (Goffman, 1969), and emotion and rationality (Fineman, 1993). From a 
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psychological perspective, research focused on such areas as emotion and motivation 

(Latham & Pinder, 2005), empathy (Mehrabian & Epstein, 1972), mood (Mayer & 

Bremer, 1985), and emotion (Plutchik, 1984). 

 

Research focused on the construct of intelligence is also diverse. Thorndike (1937) 

divides intelligent activity into three components: social intelligence, concrete 

intelligence, and abstract intelligence. Gardner (1983) references intrapersonal and 

interpersonal intelligence. He further defines the concept as having the ability to 

know and understand one’s own emotions and other individuals’ emotions and 

intentions. This understanding of emotions, he believes, guides one’s behavior. 

 

EI focuses primarily on reasoning about emotions and the use of emotions to augment 

thought. Figure 1 depicts the abilities that make up EI and those represented by 

intelligence and emotion. Mayer, Roberts, and Barsade (2008) describe the specific-

ability approach, the integrative-model approach, and a mixed-model approach to EI 

in their comprehensive review.  
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Source: Mayer, Roberts, and Barsade, 2008, p. C-1 

Figure 1. The Scope of Emotional Intelligence 
 

EI has been researched for decades: “The concepts of emotion and intelligence were 

researched separately although scientific references to EI date back to the 1960s” 

(Mayer, Roberts & Barsade, 2008, p. 509). During the 1980s, psychologists expressed 

a renewed openness to the idea of multiple intelligences. Much of the work on EI is 

based on foundational work provided by Gardner (1983). Gardner’s concept refers to 

having the ability to know and understand one’s own emotions and other individuals’ 

emotions and intentions (Rozell, Pettijohn, & Parker, 2001). 
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Within the contexts of the studies on emotion and intelligence grew the foundational 

studies of EI. Salovey and Mayer (1990) proposed an ability-based view of EI that 

could be psychometrically tested, which brought about great interest among 

researchers in the theory. Interest in studying EI grew dramatically throughout the 

1990s, propelled by a popularization of the topic (Goleman, 1995). The general 

public was intrigued when Goleman (1995) introduced EI and contrasted it with the 

concept of cognitive intelligence.  

 

“Salovey and Mayer (1990) were the first to use the EI label, and they defined the 

concept as a form of social intelligence that involves the ability to monitor one’s own 

and others’ feelings and emotions, to discriminate among them, and to use this 

information to guide one’s thinking and action” (p. 5). The model developed by 

Mayer and Salovey (1997) defines EI as a set of abilities that are separate and distinct 

from personality. Later in 1998, Goleman applied EI theory to the workplace, making 

this seminal work for the study of leadership and EI. He popularized the term EI and 

it became a buzzword for leaders in the workplace. Fox and Spector (2000) designate 

EI as the ability to use the emotional condition of an individual, group, or own-self to 

achieve a certain goal or a set of goals or objectives. 

Conceptual models of EI 
Conceptual models of EI have developed along two major pathways. EI has been 

considered both a trait and an ability (Rajah, Song, & Arvey, 2011). The first path is 

the mixed model, which views EI as a trait or capability and is based more in 
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personality, motivation, and affect than in cognitive ability (Bar-On & Parker, 2000; 

Goleman, 1998; Joseph & Newman, 2010; Petrides, 2010).  

 

The second path is an ability-based model, which defines EI as a form of social 

intelligence (Salovey & Mayer, 1990). As an ability, EI is a more cognitively focused 

perspective, which is narrowly confined to abilities that can be measured through 

performance components and studied in the context of psychometric intelligence 

(Mayer, Caruso, & Salovey, 2000; Petrides & Furnham, 2001). Scientific consensus 

exists regarding definition and measure of EI (Austin, 2010). 

Mixed model 
There are many forms of mixed-model EI described in the literature (Bar-On & 

Parker, 2000; Goleman, 1998; Petrides, 2010). The mixed-model approach of EI 

includes not only abilities but also a set of traits, competencies, skills and key 

personality components (Mayer, Caruso, & Salovey, 2000). A more trait-focused or 

mixed perspective of EI incorporates personality characteristics and self-perceived 

abilities, including behavioral dispositions, and self-perceived abilities are studied 

within a personality framework (Bar-On, 1997; Petrides & Furnham, 2001).  

 

Goleman is also a contributor in this domain where a highly emotionally intelligent 

individual was equated as more successful (Goleman, 1995). The broader business 

community was intrigued by Goleman’s writings, and a general optimistic view of 

potentially achieving EI was achievable for anyone with proper focus and training. 
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Goleman (1995) builds on many of the foundations laid by both Gardner (1983) and 

Salovey and Mayer (1990). Five critical EI competencies are examined in Goleman’s 

(1995)  approach:  

• Self-awareness, 

• Self-regulation, 

• Self-motivation, 

• Social awareness (empathy), and 

• Social skills (relationship management) 

Each of the components can affect the way an individual perceives and reacts to 

experiences. Goleman (1995) offers evidence of these competencies within workplace 

settings and emphasizes the value for leader and organizational success. The self-

reporting measures within trait EI are Emotional Quotient Inventory (EQi) (Bar-On, 

1997), the Trait-Meta-Mood-Scale (TMMS) (Salovey, Mayer, Goleman, Turvey, & 

Palfai, 1995), Self-Report Emotional Intelligence Test (SREIT) (Schutte, Malouff, 

Hall, Haggerty, & Cooper, 1998), and the Emotional Competence Inventory (ECI) 

(Boyatzis, Goleman, & Rhee, 2000). 

Ability-based model 
In the ability-based model: “EI is defined as the ability to perceive and express 

emotion, to assimilate emotion in thoughts, to understand and reason with emotion, 

and to regulate emotion in oneself and in others” (Mayer & Salovey, 1997, p. 10). 

According to Walter, Humphrey, and Cole (2012), “Mayer and Salovey were the first 

to conceptualize the term EI and view it as a set of four specific, interrelated branches 
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that help people to effectively deal with their own and others’ emotions” (p. 213). In 

1993, they conceptualized EI as the verbal and nonverbal expression of emotion. 

Mayer and Salovey (1997) revised their original model and further delineated four 

branches of EI as the ability to perceive emotions, to use emotions, to understand 

emotions, and to manage emotions, as depicted in Figure 2.  

 

Source: Adapted from Mayer, Salovey, & Caruso, 2008, p. 507. 

Figure 2. The Four-Branch Model of Emotional Intelligence 
 

The branches range from basic to advanced psychological processes. As the skills are 

mastered, advancement from emotional thinking into emotional knowledge can be 

achieved. The highest level of processing involves reflective regulation of emotions, 

including emotional and intellectual growth. Individuals high in EI are expected to 
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progress more quickly through the branches and to master each ability to its fullest 

(Mayer & Salovey, 1997). 

 

The measures of ability-based EI are comparatively new to those for the trait-based 

and mixed-model perspectives and are assessed by means of performance tests. The 

ability-based EI measures are the Multi Factor EI Survey (MEIS) (Mayer & Salovey, 

1997) and the Mayer-Salovey-Caruso EI Test (MSCEIT) (Mayer, Caruso, & Salovey, 

1999). Ciarrochi, Chan, and Caputi (2000) found support for the reliability and 

validity of the MEIS, although they discovered some potential limitations with their 

study on EI and life satisfaction and relationship quality. Similarly, Mayer, Salovey, 

and Caruso (2002) found the MSCEIT to be a useful, integrative approach to 

measuring EI and acknowledge that the test has important limitations. 

Leadership effectiveness and EI 
Despite a substantial amount of research on leadership, uncertainty remains about 

what is required to be an effective leader (Higgs, 2003). Goleman (1998) describes 

how EI operates at work, specifically the relationship between EI and effective leader 

performance, and finds the higher the rank of a person considered to be a star 

performer, the more EI capabilities show up as a reason for his or her effectiveness.  

 

Leadership effectiveness and performance in most organizations appear commonly 

measured by a variety of benchmarks, such as balance sheets, market shares, 

revenues, and shareholder values (Svennson & Wood, 2006). EI drives leadership 
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effectiveness and personal excellence and is increasingly being recognized as an 

important leadership competency. The most effective leaders are alike in one crucial 

way: they all have a high degree of what has come to be known as EI (Goleman, 

1998). He goes on to contend that there is a link between a company’s success and 

the EI of its leaders.  

 

The research demonstrates that people can learn and develop their EI over time. 

Leadership effectiveness and EI appear to be connected. According to Cartwright and 

Pappas (2008), one of the earliest areas of research addressed in the EI literature was 

the link between performance and success, generated by findings showing the very 

low predictive value of traditional IQ in work performance. In addition, performance 

at work was more closely influenced by the ability to control emotions and their 

interactive relationship skills. EI can support leaders in accurately perceiving reality 

through understanding and relating to others’ emotions. Understanding emotions is a 

physiological process: “Our brains are hardwired to cue in, both consciously and 

unconsciously, to others’ emotional states” (Kivland, 2014, p. 75). Furthermore, 

employees seem to be aware of their leader’s emotional climate, and the emotional 

tone in an organization starts with leadership. When leaders are positive, their 

employees feel positive, which allows them to excel at servicing customers.  

 

Emotions play a role in one’s response and adaptation to organizational change. EI, 

organizational learning, and the process of decision-making can combine to facilitate 
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an organization’s successful response to change (Scott-Ladd & Chan, 2004). 

McClelland and Boyatzis (1982) suggest that successful change management requires 

high levels of activity inhibition and self-control. Attitudes and one’s responses to 

change are the function of one’s personality. Huy (1999) investigated the relationship 

between EI and change. He developed a model integrating EI and emotions in the 

organizational change process that links individual emotions to three aspects of 

organization change: receptivity, mobilization, and learning. He argues that if 

organizations encourage individuals to enact EI behaviors, they will facilitate 

receptivity to change, mobilization, and learning. In healthcare today, change is the 

only constant, so using EI may help managers be successful leaders.  

 

Project management studies including international research have been done on 

leader success with EI and project management. Sunindijo, Hadikusumo, and 

Ogunlana (2007) studied the benefits of EI to project management in terms of the 

style of leadership in Thailand. Their findings show that EI affects the leadership 

behavior in terms of the project leader’s open communication style, proactive 

behavior, and positive outcomes for the organization. Researchers have also 

determined a link between managerial competencies and project success (Geoghegan 

& Dulewicz, 2008).  

 

Research conducted in the UK relating the emotional competencies of individual 

general managers to the key performance outputs under their direct control shows a 
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correlation in key areas of profit performance relating to the EI of the general 

manager (Langhorn, 2004). Studies have also focused on teachers as leaders. 

Iordanoglou (2007) examined the relationship among EI, leadership effectiveness, 

commitment, and satisfaction and found that there was a significant contribution of EI 

in exercising leadership in educators. 

 

Research suggests that leaders who possess high levels of EI have a positive impact 

on their followers as it relates to employee satisfaction (Koman & Wolff, 2008; 

Langhorn, 2004) and have been found to be positively related to leader performance 

(Rosete & Ciarrochi, 2005). Nurse managers play an important role for their staff. 

More importantly, research shows that nurse managers with high EI have direct 

contact with patients on their units and interact with them daily to ensure that the 

nurses are meeting the patient needs. Goleman (1998) states that effective leaders 

have a high degree of EI. Effective leaders lead with emotions: “Leadership, which 

embraces the emotional side of directing organizations, pumps life and meaning into 

management structures, bringing them to full life” (Barach & Eckhardt, 1996, p. 4). 

Staff EI and customer satisfaction 
Service quality is another critical factor in distinguishing one service provider from 

another, and the literature supports a correlation between this leadership competency 

and EI. Cartwright and Pappas (2008) reviewed the research that suggested that 

emotions play an important role in service encounters. They also noted that emotions 

displayed by employees influenced customer’s perception of their service quality. 
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Kernbach and Schutte (2005) examined the influence of service provider EI on 

customer satisfaction. Further, they determined that higher EI displayed by the 

service provider led to greater reported satisfaction with the service transaction. This 

research was conducted in Australia, where participants were recruited from settings 

such as rotary club meetings, various business organizations, and a technical training 

institute. 

 

Emotion is fundamental to nursing practice: “As frontline healthcare workers, nurses 

form and maintain relationships within emotionally charged environments, where 

emotion is central to the fabric of healthcare delivery” (Smith, Profetto-McGrath, & 

Cummings, 2009, p. 1625). Professional nurses are good at recognizing the emotional 

component of communication; engaging emotionally with their patients, patients’ 

families, and colleagues; and an understanding that any informal exchange has the 

potential to change relationships and thinking (McCallin & Bamford, 2007; 

McQueen, 2004). These skills were evidenced in a study examining nurses’ reflective 

stories, which provided support that all of the components of EI were described in the 

narratives from every nurse studied (Goleman, Boyatzis, & McKee, 2002). 

 

Adams and Iseler (2014) examined whether EI in bedside nurses is related to the 

quality of care delivered to the patient and found a relationship between the EI and 

fewer hospital-acquired infections, fewer falls with injury, and fewer pressure ulcers. 

Kroposki and Alexander (2006) found that open communication and a positive 
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working relationship between nurses and their managers positively influenced client 

satisfaction scores in the home healthcare arena. These studies suggest there is some 

correlation between the role of staff EI and leadership. 

Nursing Leadership Practices and Outcomes 
Over the past decade, published nursing research literature on EI has increased 

(Akerjordet & Severinsson, 2007; McQueen, 2004; Smith, Profetto-McGrath, & 

Cummings, 2009). Nurse researchers have begun examining and writing about their 

findings of EI and its influence in professional nursing practice. Since 2007, there 

seems to be an increasing interest in both EI research related to nursing leadership 

and the application of different methods and methodologies, such as interviews and 

observations using Grounded Theory (McCallin & Bamford, 2007). Nursing EI 

research has been widely published by nurse researchers in the United States, Great 

Britain, China, Iran, Kurdistan, Greece, Canada, Australia, Norway, the Netherlands, 

Spain, and Portugal (Codier, 2014). 

 

Nurse leaders with EI attributes are considered to support effective organizational 

change and evolution in the healthcare environment (Amendolair, 2003; Vitello-

Cicciu, 2002). Studies on nursing leaders with EI attributes reported less employee 

emotional exhaustion and negative health complaints, better employee emotional 

health, collaboration, interdisciplinary teamwork, and greater work satisfaction 

(Cummings, Hayduk, & Estabrooks, 2005). Responsibilities for coordinating and 

managing the work environment, in which nurses deliver the care, belong to the nurse 
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leader. The nurse leaders are expected to attend to the emotional side of leadership, 

which requires that they possess EI.  

 

Research suggests that leaders who possess high levels of EI have a positive impact 

on their followers related to employee satisfaction (Koman & Wolff, 2008; Langhorn, 

2004) and have been found to be positively related to leader performance (Rosete & 

Ciarrochi, 2005). Nurse leaders play an important role with their staff. Research 

shows that nurse leaders have direct contact with patients on their units, as they 

interact with them daily to ensure that the nurse is meeting the patient needs. Nurse 

leaders need to facilitate nursing staffs’ understanding of the patients’ psychosocial 

care needs and the direct relationship with patients’ perceived satisfaction. 

 

Wong, Cummings, and Ducharme (2013) described their findings of a systematic 

review of studies that examined the relationship between nursing leadership practices 

and patient outcomes. Furthermore, evidence supported a positive relationship 

between relational leadership and a variety of patient outcomes based on the 

conceptual framework of Donabedian (structure-process-outcome). They found 

relationships between leadership and patient satisfaction, patient mortality, patient 

safety outcomes, adverse events, complications, and patient healthcare utilization. An 

increasingly compelling relationship exists between nurse leader effectiveness and 

positive patient outcomes. The relationship between leadership and patient outcomes 

is listed in Table 1. EI is viewed as an executive leadership skill that benefits patient 
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care, nurses, and organizations (Herbert & Edgar, 2004; Snow, 2001). According to 

Kerr, Garvin, Heaton, and Boyle (2005), an individual’s EI “may be a key 

determinant of effective leadership” (p. 275). The study found a relationship between 

supervisory EI (as measured by the MSCEIT) and a rating of supervisor effectiveness 

(subordinate’s scores). Nurse leaders have a direct impact on outcomes because their 

responsibilities include managing nursing staff members that directly deliver care to 

patients. 

Table 1. Leadership and Patient Outcomes Summary 
 

Patient Outcomes Source Task-Oriented Leadership (=T) 

Patient satisfaction Doran et al. (2004) Transactional leadership style (R) 

Larrabee et al. (2004 Transformational leadership (R) 

McNeese-Smith (1999) Transformational leadership practices (R) 

Gardner et al. (2007) Manager ability and support (R) 

Kroposki & Alexander 
(2006) 

Supervisors work collaboratively with staff 
(R) 

Raup (2008) Transformational leadership (R) 

Havig et al. (2011) Task-oriented leadership (T) 

Patient mortality Houser (2003) Transformational leadership practices through 
increased staff expertise and stability (R) 

Pollack and Koch (2003) Higher leadership (only respiratory therapists’ 
ratings were significant) (R) & (T) 

Boyle (2004) Inverse association with manager ability and 
support (R) 

Capuano et al. (2005) Transformational leadership practices through 
increased staff expertise (R) 

Cummings et al. (2010b) High resonant leadership (R) 

Tourangeau et al. (2007) Manager ability and support (R) 

Patient Safety   

Adverse events   

Behavior problems Anderson et al. (2003) Participative leadership (R) 
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Patient Outcomes Source Task-Oriented Leadership (=T) 

Restraint use Anderson et al. (2003) Communication openness (R) 

Castle & Decker (2011) Consensus leadership (R) 

Anderson et al. (2003) Relationship-oriented leadership and less 
formalization (R) 

Complications of immobility 

Fractures Anderson et al. (2003) Relationship-oriented leadership (T) 

Medication errors Houser (2003) Transformational leadership practices through 
increased staff expertise and stability (R) 

Boyle (2004) Manager ability and support (R) 

Capuano et al. (2005) Transformational leadership practices through 
increased staff expertise (R) 

Paquet et al. (2013) Unit manager support through reduced 
absenteeism, overtime and nurse–patient ratio 
(R) 

Vogus & Sutcliffe 
(2007b) 

Trust in leadership increased the effect of 
safety organizing behaviours (R) 

Patient falls Houser (2003) Transformational leadership practices through 
greater staff expertise and stability (R) 

Boyle (2004) Manager support ability and support  

Capuano et al. (2005) Transformational leadership practices through 
greater staff expertise (R) 

Taylor et al. (2012) Positive perceptions of hospital management 
(R) 

Catheter use Castle and Decker (2011) Consensus leadership (R) 

Pressure ulcers Boyle (2004) Inverse association with manager ability and 
support (R) 

Castle and Decker (2011) Consensus leadership (R) 

Flynn et al. (2010) Inverse association with manager ability and 
support (R) 

Taylor et al. (2012) Positive perceptions of hospital management 
(R) 

Inadequate pain 
management 

Castle and Decker (2011) Consensus leadership (R) 

Hospital infections 
(pneumonia and 
UTI) 

Houser (2003) Transformational leadership practices through 
greater staff expertise (R) 

Boyle (2004) Nurse manager ability and support  

Capuano et al. (2005) Transformational leadership practices through 
greater staff expertise (R) 
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Source: Adapted from Wong, Cummings & Ducharme, 2013 p. 714 

 

The evidence seems compelling that a strong relationship exists between nursing 

leadership and positive patient outcomes. Studies have shown that leadership is 

significantly associated with lowering patient mortality (Cummings, Midodzi, Wong, 

& Estabrooks, 2010; Houser, 2003), improving patient safety, and lowering infection 

rates (Houser, 2003). 

Patient Satisfaction 
Client satisfaction has been researched in manufacturing and service industries. 

Walker (1995) found that all elements of a service encounter, including the physical 

surrounds, waiting time, and, importantly, the behavior and performance of service 

providers, can influence customers’ level of satisfaction. Barlow and Maul (2000) 

found that high EI in service providers contributes to customer satisfaction. They also 

believe that customer satisfaction relates to a customer’s emotional experience during 

the service encounter, and that service providers with high EI should be better able to 

create a positive emotional experience for the customers. Kernbach and Schutte 

(2005) examined the influence of service provider EI on customer satisfaction and 

found that higher EI displayed by the service provider led to greater reported 

satisfaction with the service transaction. 

 

In the healthcare environment, patients are viewed as consumers of care and 

ultimately as the customer. The patient experience and patient satisfaction with the 
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experience while in the hospital has recently become more of a focus for 

administrators and staff. “Patient satisfaction is the patient’s perception of care 

received compared with the care they expect” (Kroposki & Alexander, 2006, p. 88). 

Patient satisfaction with the nursing care gives useful information to nurse leaders 

about the care provided by the nursing staff and has implications for adjusting 

organizational variables to improve care delivery.  

 

The Agency for Healthcare Research and Quality in partnership with the Centers for 

Medicare and Medicaid Services (CMS) developed the Hospital Consumer 

Assessment of Healthcare Providers and Systems (HCAHPS) surveys to measure 

patients’ experiences with hospital care. CMS aims for improved outcomes at a lower 

cost through their Value Based Purchasing (VBP) program: “One outcome being 

measured is patient satisfaction” (VanLare & Conway, 2012, p. 293). The VBP 

program rewards providers (hospitals) that deliver better outcomes than expected. 

Patient satisfaction is one area that providers must succeed in achieving to avoid 

having reimbursement dollars from CMS withheld. As a result, healthcare 

organizations are paying close attention to the care their patients are receiving (patient 

satisfaction). Patient satisfaction and quality of patient care guide hospital policy and 

practices, with patient satisfaction responsible for 30% of the total VBP incentive 

payment and quality of clinical outcomes weighted at 70% (CMS, 2012). 
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HCAHPS measures patient satisfaction in eight domains. This study focuses on the 

one domain for which nurses are responsible, the nursing care. Studies specific to 

quality of patient care outcomes show positive results between leadership practices 

and increased patient satisfaction (Havig, Skogstad, Kjekshus, & Romoren, 2011; 

Kroposki & Alexander, 2006; McNeese-Smith, 1997).  

Gaps in the Literature 
Despite evidence that demonstrates some correlation between EI and leadership 

effectiveness in a variety of leader roles in differing industries (Geoghegan & 

Dulewicz, 2008; Iordanoglou, 2007; Langhorn, 2004; Sunindijo, Hadikusumo, & 

Ogunlana, 2007), a comprehensive literature review found no studies examining the 

relationship among nurse managers’ EI, nursing staff’s EI, and patient satisfaction 

with nursing care. Therefore, the findings generated from this research study will fill 

the identified gap.  

 

Sufficient information in the literature on how nurse managers develop an effective 

relationship with their staff to positively impact patient satisfaction outcomes is 

lacking. A leader skilled in collaboration knows how to balance a team’s focus on the 

task at hand with attention to the relationships among the team members (Goleman, 

Boyatzis, & McKee, 2002). Defining practices that the manager and staff partake in 

to build mutual collaboration will further be explored through qualitative methods of 

inquiry. 
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Leaders who have a keen sense of the group’s norms and who are adept at 

maximizing positive emotions can create highly emotionally intelligent teams 

(Goleman et al., 2002). There are published quantitative studies on nurse manager EI 

(Amendolair, 2003; Herbert & Edgar, 2004; Kerr, Garvin, Heaton, & Boyle, 2006; 

Snow, 2001; Vitello-Cicciu, 2002) and nursing care outcomes (Cummings, Midodzi, 

Wong, & Estabrooks, 2010; Houser, 2003; Wong, Cummings & Ducharme, 2013). 

Fewer qualitative studies are available, but Glaso and Einarsen (2006) examined the 

kinds of emotions that leaders and subordinates experience when they interact. 

Obtaining stories shared by staff and managers as to what makes patients more 

satisfied on their units with the quality of nursing care requires more than quantitative 

data can provide. Given the lack of qualitative data detailing how relationships on 

nursing units are fostered, this study will use a sequential mixed methods approach to 

look more deeply into how staff drives positive patient satisfaction outcomes with 

nursing care. 

 

 



 

Chapter 3: Research Approach and Methods 
The research approach and methods chapter will outline the methodology of the study 

and provide detailed information about the research question, design, setting, 

participants, and data collection procedures. 

Definition 
The research questions and purpose of this study are to examine more deeply what 

actions influence patients to be positively satisfied with their nursing care and how EI 

and team relationships contribute to that positive outcome. Selecting the appropriate 

research methodology is imperative: “Mixed methods research is the class of research 

where the researcher combines quantitative and qualitative research techniques, 

methods, approaches, concepts, or language into a single study” (Johnson & 

Onwuegbuzie, 2004, p. 17). This study employed a sequential mixed methods design 

to collect essential information to enhance further exploration of the proposed 

research questions.  

 

Quantitative measures, including a demographic form and the Mayer-Salovey-Caruso 

Emotional Intelligence Test (MSCEIT), were used to collect information about 

demographic characteristics and emotional intelligence scores from nurse managers 

and the unit-based staff. Unit-based HCAHPS scores were collected for confirming 

patient satisfaction with nursing care. To strengthen the study and to provide 

supporting data to the quantitative findings, semi-structured interviews were 
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conducted to provide perspectives that are more detailed in leader-follower 

interactions, building relationships with team members, and EI. The following section 

explores the selection process for this design.  

Research Approach 
This study used a sequential mixed methods design to collect essential information to 

enhance further exploration of the research questions. A sequential mixed methods 

design was the primary design for this study because the purpose of the study was to 

assess relationships among three variables. Six major strategies can be used when 

designing a mixed method research proposal, and “the sequential explanatory strategy 

involves strong quantitative leanings” (Creswell, 2009, p. 211). This research used a 

sequential explanatory strategy characterized by collection and analysis of 

quantitative data followed by collection and analysis of qualitative results.  

 

Quantitative results produced from the aggregate correlational analysis of patient 

satisfaction, nurse managers’ EI, and nursing staff’s EI scores were used to inform the 

selection of a nursing unit where the qualitative analysis was performed. Qualitative 

data collected can more robustly support or abandon the quantitative results and 

answer the “how” questions (Creswell, 2013). Of the different represented units, 

positive correlational results between patient satisfaction, nurse managers’ EI, and 

nursing staff’s EI were reported for one nursing care unit, which was purposively 

selected for the semi-structured interviews to take place.  
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This study uses eleven qualitative interviews including nursing staff and the nurse 

manager on one nursing care unit. The study also provides analysis of perspectives on 

the nursing staff and nurse manager relationships that maximizes teamwork to 

achieve positive outcomes. All of the interviews were conducted face-to-face. The 

interviewees—the nurse manager and the all-female nursing staff—consisted of six 

RNs and four CNAs.  

 

A universal attribute of all interview participants was the passion for their work. 

Equally noticeable was the willingness to proudly share daily events and unit 

experiences of how the nursing care unit works cohesively. Nursing staff’s positive 

demeanor and ease of participation ensured effortless interview scheduling and 

completion. The experiences that frame the strong, positive relationships between 

nursing staff and the manager in this nursing care unit can be better understood using 

a social constructivism framework. 

Research Framework 
This study uses a social constructivism framework to explore how the nurse 

manager’s relationship with her staff maximizes teamwork to achieve positive 

outcomes. According to Creswell (2013), “social constructivism involves individuals 

to seek understanding of the world in which they live and to develop subjective 

meanings of their experiences” (p. 24). In particular, they negotiate and develop 

subjective meanings of their experiences, which are formed through interactions with 

each other. The social constructionism perspective enables this research study to 
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provide a more informed link between theory and practice through the human 

relationships context’s being a part of the social exchange process. This is a relevant 

topic in today’s healthcare arena because of the financial impact of a patient’s 

satisfaction with his or her care and can be foundational work for tomorrow’s 

healthcare leaders. Hospitals will continue to be reimbursed based on the quality 

outcomes and patients’ perception of the care provided to them. 

 

The newer generation of qualitative researchers emphasizes the socially constructed 

nature of reality, a close relationship between the investigator and the object of study, 

and the context that influences the inquiry (Rudestam & Newton, 2015). 

Constructivists believe researchers construct concepts through the interviewing 

process as stories are shared by interviewees (Creswell, 2009). These stories attempt 

to explain what actions have led to building strong relationships among the staff and 

manager. The nursing care unit that was studied makes the social constructivism 

framework an ideal approach for examining how the nurse manager develops 

relationships with her staff. Nurse managers work collaboratively with the nursing 

staff on their unit. From the investigator’s perspective, nurse managers, being nurses 

by background, have previously “walked in the shoes” of those they now lead.  

Research Questions and Hypothesis 
To better understand the relationships between nurse managers’ EI, nursing staff’s EI, 

and patient satisfaction with nursing care, two types of research questions have 
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guided this proposed sequential mixed methods study. Specifically, from a 

quantitative perspective, this study addressed the following research questions: 

• Is there a relationship among nurse managers’ EI scores and nursing staff’s EI 

scores? 

• Is there a relationship among nurse managers’ EI scores and patient satisfaction 

with nursing care? 

• Is there a relationship among nursing staff’s EI and patient satisfaction with 

nursing care? 

 

The following hypotheses have guided the quantitative phase of this study: 

Hypothesis 1:  There is a positive correlation between the EI of nurse managers 

and nursing staff of the same unit. 

Hypothesis 2:  There is a positive correlation between the EI of nurse managers 

and patient satisfaction with nursing care on the same unit. 

Hypothesis 3:  There is a positive correlation between nursing staff’s EI and 

patient satisfaction with nursing care on the same unit. 

 

As the hypotheses emerged from the quantitative research data, the following three 

questions have guided the qualitative perspective: 

• How do nurse managers build positive relationships with their nursing staff? 

• What are RNs doing to contribute to positive patient satisfaction with nursing 

care? 
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• What are CNAs doing to contribute to positive patient satisfaction with nursing 

care? 

Setting and Participants 
The setting for this study was a two-hospital campus system located in Northwest 

Indiana, U.S. For the purposes of this study, medical/surgical telemetry care units at 

each hospital were selected to participate because they care for adult patients, which 

represent the majority of care units in the hospital and have the greatest impact on the 

overall hospital outcome. The emergency department, operating room, intensive care 

units, and pediatric units were excluded. More specifically, the emergency 

department was excluded because patients complete a different patient satisfaction 

tool. The operating rooms were excluded because patients are not required to 

complete a survey about their experience. The intensive care units were excluded 

because they do not directly receive HCAHPS survey results from patients. The 

pediatric unit cares for very few patients, and a parent/guardian representative usually 

completes the HCAHPS survey rather than the child (under 18 years old) receiving 

care. 

 

A medical/surgical telemetry unit typically cares for adult patients with a medical 

diagnosis (e.g., heart attack, congestive heart failure, pneumonia) or surgical 

diagnosis (e.g., hip replacement, abdominal surgery) who require continuous heart 

monitoring (telemetry). There are four medical/surgical telemetry units located at the 

Southlake Campus Hospital and four medical/surgical telemetry units located at the 

 



49 
Northlake Campus Hospital for a total of eight patient care units. On average, one 

nurse manager oversees each unit or two smaller units, and typically 30 to 40 staff 

members work on each unit.   

 

This study involved three groups of participants selected using purposeful selection 

methods. The groups included nurse managers, nursing staff consisting of both RNs 

and CNAs, and archival satisfaction data from patients admitted to the selected care 

units. Purposeful selection enables seeking information-rich cases that can 

significantly contribute to learning about the central issues identified with the 

research project (Rudestam & Newton, 2015).  

 

Eligible nurse managers met the criteria of being an RN with current licensure in the 

State of Indiana and had been serving in their current role for at least 90 days prior to 

the approval of the study. Eligible RNs and CNAs must have been employed for at 

least 90 days prior to the approval of the study and had been reporting to a nurse 

manager who decided to participate in the study. Eligible patients had been admitted 

to one of the medical/surgical telemetry units led by nurse managers that decide to 

participate in the study. 

 

Some previous studies have included a stipulation for the managers’ serving at least 

one year in their roles to be eligible (Hoar, 2011; Kautzman, 2011; Sulo, 2014), while 

others have not (Codier, Kimikawa, & Kooker, 2011; Koman & Wolff, 2008; 
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McNeese-Smith, 1997). However, to date, no scientific explanation is given as to the 

significance of the timeframe requirement. In this study, managers and staff 

successfully completing 90 days in their role were eligible. New employees are 

evaluated on their job performance and adherence to behavioral standards within the 

first 90 days of hire and, therefore, assimilate into the norms of the group. Norms that 

work gradually become cultural assumptions (Schein, 2010). 

 

To the best of the investigator’s knowledge, this study differs from other studies that 

have researched nurse manager EI in that both RNs and CNAs participated in this 

study. Interpersonal aspects of care are regarded as the principal component of 

satisfaction (Blanchard, Labrecque, Ruckdeschel, & Blanchard, 1990), and the 

investigator contends that CNAs play an important role in the care of patients. 

Patients and families rely on CNAs to meet their needs. When patients request 

assistance, many times CNAs direct and handle the requests without the involvement 

of RNs. 

Sampling Procedures 
Sampling procedures for potential participants included recruiting nurse managers 

and nursing staff and using archival data from nurse managers and patients. 

Nurse managers 
Eligible nurse managers were recruited via an invitation through their work email 

account (Appendix A). The email included information about the general purpose of 

the study, steps taken to ensure anonymity of the participants, general study 

 



51 
procedure, and the links to the electronic informed consent (Appendix B) and 

demographic form (Appendix C). The Human Resources department generated a list 

of names and email addresses of the eligible nurse managers on the medical/surgical 

telemetry care units who were employed at least 90 days.  

 

Archival/administrative reports were used to collect information about the nurse 

managers’ EI. The MSCEIT instrument was used and administered through the Multi-

Health Systems Inc. The demographic form was created in Survey Monkey. An active 

account was established and a member of the study team accessed all data. The 

investigator did not have access to any data until a member of the study team had 

matched and de-identified the aggregate data. The narrative information about the 

study described the research purpose and anonymity concerns. Regardless of his or 

her participation in the study, participant employment status was not at risk. 

Participants were informed that their participation was voluntary, they could 

withdraw from the study at any time, and the data are confidential. Nurse managers 

were asked to sign an electronic consent form prior to completing the demographic 

form to ensure confidentiality of protected information and study participation. The 

demographic form for nurse managers requested information on the primary unit, 

gender, age, years worked as a nurse and nurse manager, and highest level of 

education (Appendix C). 
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To decrease any potential risk to the participants, only a member of the study team 

accessed information and survey answers. Nurse manager MSCEIT 

archival/administrative data were available, so after complete information from all 

eligible nurse manager participants was collected and matched with nursing staff 

MSCEIT data and with archived/administrative patient satisfaction (HCAHPS) data, 

all aggregate material was de-identified. 

Nursing staff 
Eligible nursing staff (RNs and CNAs) reporting to the nurse manager were invited to 

participate through their work email account. The invitation included information 

about the general purpose of the study, general study procedure, and the links to the 

electronic informed consent, demographic form, as well as the MSCEIT instrument. 

The demographic form for nursing staff requested information about the primary unit, 

gender, age, year’s worked, and highest level of degree earned (Appendix D). 

 

Nursing staff that had been employed for at least 90 days prior to the approval of the 

study and had been reporting to their nurse manager for the same timeframe were 

eligible to participate. In this study, staff successfully completing 90 days in their role 

were eligible, as they have assimilated into the norms of the group. These staff must 

have worked at least 80 hours per month (20 hours per week).  

 

The MSCEIT survey was administered online through the Multi-Health Systems Inc. 

(MHS). The link to MSCEIT was incorporated in the email invitation that was sent. 
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The nursing staff was instructed to complete the consent and demographic form prior 

to accessing the MSCEIT. The demographic form created in Survey Monkey was used 

to collect demographic data of the nursing staff.  

 

The investigator informed all participants that their participation was voluntary and 

that the data obtained were confidential and they could withdraw from the study at 

any time by notifying the investigator. Regardless of their participation in the study, 

their employment status was not at risk. Participants were informed in the consent 

form about precautions that would be taken to prevent information they provided 

from being shared with other individuals. The investigator took three steps to ensure 

participant anonymity: 1) data collected were stripped of any identifying information, 

2) data were analyzed only at an aggregate level, and 3) an investigator, not employed 

by nor associated with the participating hospitals, aggregated the data and presented 

them to the investigator for analysis. The investigator did not have access to 

individual data until the MSCEIT and unit patient satisfaction data were matched and 

all data were de-identified. 

Patients 
Eligible patients were those discharged from the eight-medical/surgical telemetry care 

units identified (four at each hospital) who returned their satisfaction survey after 

discharge. Archival patient satisfaction reports were used. All HCAHPS patient data 

that were completed and received between January 2015 and June 2015 (archival 

data) were eligible. The HCAHPS survey archival dates were chosen so that 
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quantitative survey data (MSCEIT) from the manager and staff could be matched 

closely with periods in time when patients were cared for by the staff. 

Quantitative Data Collection Measures 
Quantitative measures included survey data: “Survey research provides a quantitative 

description of trends, attitudes, or opinions of a population by studying a sample of 

that population” (Creswell, 2009, p. 145). The variables of the study were the nurse 

managers’ EI, nursing staff’s EI, and patient satisfaction with nursing care. In this 

study, data were gathered from several sources. This study focused on the ability 

model to measure EI, so it was measured using MSCEIT developed by Mayer, 

Salovey, and Caruso (Mayer et al., 2002). Patient satisfaction was measured using 

specific questions concerning nursing care on the Press Ganey HCAHPS tool (Press 

Ganey, 2015). Demographic information was obtained from the nurse managers and 

the nursing staff, which provided information that was useful to describe relationships 

among the variables in this study. 

Emotional Intelligence 
Previous research highlighted the role of emotions in social relationships (Antonakis, 

Ashkanasy, & Dasborough, 2009); the investigator suspected nurse manager EI was 

the critical element in ultimately achieving positive patient satisfaction outcomes. For 

this study, the ability model (MSCEIT) developed by Mayer, Salovey, and Caruso 

(Mayer et al. 2002) was given to the nursing staff on the unit and used to measure EI. 

Archival MSCEIT data were used for nurse manager EI. The MSCEIT instrument 

was chosen for this study because it is the model most widely accepted by the 
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academic community (Sadri, 2012). Although easier self-reporting measures may be 

available, this designated hospital used the MSCEIT instrument for ongoing nurse 

manager development. 

 

The MSCEIT instrument is an ability test of emotional intelligence designed for 

adults and takes approximately 45 minutes to complete (Mayer et al., 2002). It is a 

141 item scale designed to measure four branches of EI: perceiving emotions, using 

emotions for facilitating thought, understanding emotions, and managing emotions 

(Mayer, Salovey, Caruso, & Sitarenios, 2003). Each of the four branches is measured 

with two tasks, for a total of eight tasks. Perceiving emotions is measured with 

pictures and faces. Using emotions for facilitating thought is measured with 

sensations and facilitation tasks. Understanding emotions is measured with the blends 

and changes tasks, and managing emotions is measured with emotion management 

and emotional relationships tasks. The picture tasks use a 5-point Likert scale, 

whereas the blends tasks use a multiple-choice response (Mayer et al., 2003).  

 

Rather than having people participate in self-reported skills on emotional problem 

solving, the MSCEIT measures actual performance. Total test scores of study 

participants are used. MSCEIT total scores range from 69 or less to 130 or greater 

with highest scores indicating higher levels of emotional intelligence (Mayer et al., 

2002). In this study, the MSCEIT scores for the individual nursing staff on each unit 
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will be aggregated and used for comparison to other units. No individual nursing staff 

scores were used, and only a member of the study team accessed this information. 

 

MSCEIT uses two scoring methods, a general and an expert consensus scoring 

method. The general consensus scoring method was used for this study. The authors 

of MSCEIT recommend this method, and it has been proven to have higher reliability 

scores compared to the expert scoring method for the overall scale (.93 vs. .91), the 

strategic area (.88 vs. .86), and the four branches of emotional intelligence (Mayer et 

al., 2002). Reliabilities for Branch, Area, and Total test scores were reasonably high 

for the MSCEIT, with reliabilities at the level of the individual tasks ranging lower 

(Mayer et al., 2003). The findings from the factor analyses indicate that one-, two-, 

and four-factor models provide viable representations of the EI domain, as assessed 

by the MSCEIT V2.0 (Mayer et al., 2003). 

Demographic information 
Nurse managers and all nursing staff who participated in the study were asked to 

complete a demographic form created by the investigator. Nurse managers reported 

the nursing unit they worked on, gender, age, years worked as a nurse, years worked 

as a nurse manager, and the highest level of nursing education achieved. Nursing staff 

reported the nursing unit they worked on, gender, age, years worked as a nurse or 

CNA, and the highest level of educational degree earned. All demographic 

information was collected via Survey Monkey and was completed prior to accessing 

the MSCEIT survey. Weekly electronic reminders were sent to the nursing directors 
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of the areas as a reminder for staff to read their email about the study and encourage 

participation. 

Patient satisfaction 
Patient satisfaction survey data regarding nursing care they received while in the 

hospital were obtained from archival/administrative data collected through the use of 

Press Ganey HCAHPS surveys returns. In this study, patient satisfaction was defined 

as patients’ perspectives of the care they received from nurses during their hospital 

stay (CMS, 2012). HCAHPS data completed by patients who were cared for on the 

eight-medical/surgical telemetry units during a six-month period (January 2015 

through June 2015) were obtained. The HCAHPS survey is a nationally 

benchmarked, standardized, and publicly reported survey that measures patients’ 

perception of the care received while in the hospital.  

 

The patient satisfaction survey was administered by Press Ganey and consisted of 27 

questions, and for this study, four of the 27 questions were used. The four questions 

referring to satisfaction with the care they received from nurses were considered. 

Patient satisfaction measures included questions regarding nurses treating patients 

with courtesy and respect, nurses listening carefully, nurses explaining things in a 

way the patient could understand, and the nurses’ timely response to a patient’s 

pressing the call button (Appendix E). The four questions are categorized as “Your 

care from nurses.” The questions elicit responses that measure the frequency with 

which staff behaviors satisfy the patient, all of which is expected to be done “always” 
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by all staff, every time. The survey uses a four-point Likert scale, with 1 equaling 

Never, 2 equaling Sometimes, 3 equaling Usually, and 4 equaling Always. The 

average score in the “Your care from nurses” category was used for this study.  

Qualitative Data Collection Procedures 
The quantitative data were analyzed, and one nursing unit that demonstrated positive 

results of HCAHPS and positive correlations between the nurse manager and the 

nursing staff was selected. To expand on the correlational, quantitative findings and 

to more deeply understand why a relationship exists and how the relationship with the 

unit nurse manager and nursing staff occurs, the nurse manager and nursing staff on 

the selected unit were asked to participate in interviews. The investigator used 

qualitative findings from semi-structured recorded interviews. As outlined in the 

Belmont Report (Health and Human Services, 1979), three basic ethical principles are 

relevant to the ethics of research involving human subjects: respect of persons, 

beneficence, and justice. To protect subjects in the work setting, the investigator used 

an independent researcher to conduct all interviews with nurse managers and nursing 

staff to avoid any discomfort or compromises in disclosing information. 

Interview 
The investigator used open ended, semi-structured, tape-recorded, one-to-one 

interviews to examine how nurse managers develop and build positive relationships 

with the staff and the productive norms that contribute to positive patient satisfaction 

with nursing care outcomes. To help ensure a private and undisturbed conversation, 

the interviews were conducted in a conference room at the hospital. The nurse 
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manager’s and nursing staff’s semi-structured interviews were conducted by an 

independent researcher using the semi-structured Interview Guides (Appendixes F 

and G) developed by the investigator. The objective of the semi-structured interview 

was to encourage participants to talk freely about the topics in the guide and to tell 

their stories in their own words. This technique ensured that researchers can obtain all 

of the information required, and give the participant freedom to provide as many 

illustrations and explanations about the topic of interest (Polit & Beck, 2012). At the 

conclusion of the interviews, the independent researcher sent out the information 

obtained for transcription and scrubbed for identifying information before providing 

the investigator the transcripts for coding. 

Data Analysis Procedures 

Quantitative data analysis 
Descriptive statistics were used for summarizing all study data. Individual nurse 

manager MSCEIT scores were used, and averaged MSCEIT scores were used for all 

nursing staff. Only averaged HCAHPS patient satisfaction questions were used. 

Pearson correlation tests were used to assess the hypothesized relationships (nurse 

managers’ EI and nursing staff’s EI; nurse managers’ EI, nursing staff’s EI, and 

patient HCAHPS) for both aggregate and individual level data. The level of 

significance was set at 0.05. SPSS for Windows (version 22.0) was used for all data 

analysis. 
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Qualitative data analysis 
To integrate the quantitative and qualitative data, the study used a sequential mixed 

method approach. Quantitative surveys were administered to provide a broad scope of 

a phenomenon, and qualitative questionnaires were administered to shed light on 

specific themes or issues (Creswell, 2009). Interviews were the primary data form for 

analysis.  

 

The interviews were initially coded and analyzed to generate theory using Charmaz’s 

text on grounded theory (Charmaz, 2014) and the Gioia Methodology (Gioia, Corley, 

& Hamilton, 2012). The Gioia Methodology describes an evolving approach that 

generates new concepts and systematic rigor in qualitative grounded theory research. 

Coding 
Once the interviews were completed and transcribed, initial coding began using 

manual line-by-line coding. Charmaz (2014) describes coding as “the pivotal link 

between collecting data and developing an emergent theory to explain these data” (p. 

113). Further, the process of open or first-order coding, involves aggregating the text 

or visual data into small categories of information using informant-centric codes 

reflecting actions (Charmaz, 2014; Gioia, Corley, & Hamilton, 2012). Through 

coding, the data tell the story of staff and manager interactions.  

 

Open coding generated 154 first-order codes for the initial coding. On four occasions, 

the investigator reviewed the interviews for overlap and repetition, looking for 

similarities or relationships and eventually eliminating duplicates to achieve a 
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consolidated set of codes. The culmination of this process realized 155 first-order 

informant-centric codes (Table 2). The list included codes such as caring, personal 

connection, manager accessibility, recognition, and staff rounding. 

Table 2. First-Order Codes 
 

First-Order Codes 

caring  
staff rounding 
acknowledging 
anticipating needs 
assisting others 
awareness 
being ahead 
believes in quality 
building bonds 
calming patients 
can read my face 
caring personally 
clear expectations 
coaches others 
collaboration 
comforting 
committed 
compassionate 
complementing  
concerns addressed 
contributor 
cooperation 
cooperative 
credit given to staff 
dependable 

personal connection 
I could tell 
I feel it 
I just know 
improve satisfaction 
in it together 
inspiring 
interactions 
interested 
knows strengths 
like each other 
listening 
loves work 
makes it personal 
makes time for staff 
meeting our needs 
monthly meeting 
open dialog 
opportunities 
optimistic 
outcomes 
pain management 
passionate 
patience 
patient comfort 

manager accessibility 
always expectations 
being kept informed 
connecting with patients 
connecting with staff 
continuous communication 
creative communication 
expressing feelings 
facilitating patient flow 
feelings of responsibility 
focus on HCAHPS domains 
happy doing our job 
ideas for improvement 
identifying staff needs 
improve performance 
keeping informed 
manager visibility 
my second home 
open communication 
others feel comfortable 
outgoing personality 
patients are like family 
positive reinforcement 
process improvement 
progress towards goals 
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Both initial and focused coding are emergent processes that spawn ideas and keep 

evolving over time. On four occasions, the investigator reviewed the entire list of 

codes, looking for similarities and differences among them. The investigator was 

overwhelmed and confused at times. It is not unusual to look up and conclude, “I am 

lost,” yet “it is important to get lost before you can get found” (Gioia, Corley, & 

developing others 
direct communication 
empowered staff 
emulate manager 
excitement 
follow through 
friendly 
guidance  
professional 
receptive  
takes ownership 
timely feedback 
values 
explain the why 
recognition 
encouragement 
calming presence 
caring for patients 
confidence in staff 
dedicated 
enjoying patients 
equality 
everyone gets along 
flexibility 
hard working 
has my back 
 

patient focused 
patient rounding 
please others 
positive emotionally 
positive outlook 
positivity 
praises staff 
respectful 
supportive 
unique ideas 
uplifting 
we are like family 
truthful 
visibly present 
reads emotions 
relationships 
rely on each other 
resolve concerns 
retention 
rewards staff 
servant caregiver 
servant leader 
shows emotions 
smiling 
takes time 
high performer 
helping 

providing good care 
role modeling 
service oriented 
sharing the workload 
situational awareness 
skill building 
staff appreciation 
staff development 
staff engagement 
staff involvement 
things run smoothly  
time management 
understanding emotions 
organizational awareness 
honesty 
huddles 
kindness 
nurturing 
patient advocates 
quality care 
quick 
teaching 
team player 
teamwork 
transparency 
transparent 
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Hamilton, 2012, p. 20). The investigator began analyzing concepts beyond the words 

and more at a theoretical level and needed to dig deeper to answer the question “What 

is going on here?”  

 

Coding being an iterative process prompted reconsideration of how codes fit together, 

and second-order analysis coding allowed grouping of theoretical concepts into like-

themes or groupings. The 70 first-order concepts and in vivo codes were then derived 

from the list of codes. Creswell (2013) defines in vivo codes as “the exact words used 

by participants” (p. 185).  

 

The second-order themes and aggregate dimensions were developed through 

inductive analysis. Taken together, both voices of first-order concepts and second-

order analysis allow a rigorous demonstration of the links between the data and the 

induction of the new concept (Gioia, Corley, & Hamilton, 2012). These aggregate 

dimensions are team effectiveness, synergistic team identity, trust, and engaged 

shared leadership. A comprehensive data structure outlined in Appendix H lists how 

the first-order concepts merged into the second-order themes and finally evolved into 

the aggregate dimensions. 

Strategies for Validating Findings 
All research carries the responsibility of convincing oneself and one’s audience that 

the findings are based on critical investigation. Therefore, reliability and validity are 

important to any research project: “Four tests have been commonly used to establish 
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the quality of an empirical social research: reliability, construct validity, internal 

validity, and external validity” (Yin, 2014, p. 45). 

Reliability 
The objective of reliability is to ensure that if a later investigator follows the same 

procedures as described by an earlier investigator and conducts the same study over 

again, the later investigator should arrive at the same findings and conclusions (Yin, 

2014). When a procedure or result is reliable, it means that investigators can depend 

on it. The goal of reliability is to minimize errors and biases. The MSCEIT instrument 

has been found to have high construct validity (Day & Carroll, 2008). The full-scale 

reliability of MSCEIT is .91, while the reliability of the area scores ranges from .85 to 

.90 (Mayer et al., 2002). MSCEIT scores represent participants’ abilities to solve 

emotional problems without being affected by self-concept, response set, emotional 

state, or other confounders (Mayer et al., 2002).  

 

Two elements of this study will help minimize errors and biases from a qualitative 

perspective. First, the investigator’s journal can be used to track steps taken in this 

research and then to assist another researcher in following and replicating those steps. 

This documentation and replication can strengthen the study’s reliability. Second, the 

interview protocol developed for an external interviewer to use outlines and guides 

the collection of evidence needed for this study, making it another potentially 

valuable tool. The protocol specifies the purpose of the research, an interview process 

description, pre-interview steps, guidelines for conducting and documenting the 
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interviews, and effective interviewing techniques. When used with the interviewing 

questions, this document helps increase the prospect of achieving the same findings 

and conclusions. 

Validity 
According to Creswell (2009), one aspect of data analysis in mixed methods research 

is to describe the series of steps taken to check the validity of both the quantitative 

data and the accuracy of the qualitative findings. There are two aspects of validity: 

internal and external. First, internal validity refers to the validity of a causal inference 

and refers to the process of evaluating the trustworthiness of the generalizations 

(Rudestam & Newton, 2015). With the quantitative findings, correlational analysis 

was used to detect associations between nurse managers’ EI, staff’s EI, and patient 

satisfaction with nursing care. Akerjordet and Severinsson (2009) maintain that EI is 

a multidimensional concept that cannot be easily assessed, so using multi-

dimensional standardized instrument tools (e.g., MSCEIT) that have good 

psychometric properties will assist to measure EI. Trustworthiness and code checking 

are two types of internal validity in this study and will be explained in more detail. 

Trustworthiness 
Trustworthiness of observations and generalizations with qualitative data are 

important; therefore, the transcribed semi-structured interviews with a detailed coding 

analysis process were validated. Reviewing the audiotapes and notes, thereby 

clarifying the tentative findings and coding themes with the interviewer, is a 

necessary milestone.  
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Code checking 
Cross-checking allows two or more coders agreeing on codes used for the same 

passages in the text (Creswell, 2009). After the investigator coded three interviews 

using open coding, two coders from the study team received the same three 

interviews (nurse manager, RN, and CNA) to cross-check coding. An Intercoder 

Reliability Guide (Appendix I) was developed and sent to the coders to validate 

consistent themes. The investigator spoke with each coder individually to answer 

questions about the process and to provide context. After both coders completed their 

work, the investigator collected the coded documents and compared them. Each coder 

spent about an hour with the investigator comparing codes. Side-by-side code 

comparison was validated, and variations were discussed via teleconference. 

Validating and cross-checking coding themes allow everyone to see the same codes 

and add to the credibility of the study. This process enabled further clarification about 

the codes and validated that the codes were accurate. General agreement was 

achieved about the concepts and codes in the data. 

 

The second aspect of validity, “external validity, refers to the generalizability of the 

findings of the study” (Rudestam & Newton, 2015, p. 132). Describing with great 

detail the information of the participants interviewed will be included in this section. 

“Using a rich, thick description of a relatively small number of participants within the 

context of a specific setting will provide perspectives about the theme and meaning” 

(Rudestam & Newton, 2015, p. 132). Drawing correct inferences from the data is 

essential. 
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Ethical Assurances 
As the Chief Nursing Officer at the hospital, the investigator needed to ensure 

participants that the process avoided bias and protected human subjects in three key 

ways. First, it had to be transparent that the investigator would not have access to any 

data until a member of the study team had matched and de-identified the data and that 

no individual data, only cumulative group data, were used for this study. Second, it 

was essential to communicate the purpose, the potential benefits of this study to 

participants, and the procedures of the study whereby voluntary participation, 

confidentiality, and withdrawal procedures were clearly outlined. Last, an 

independent researcher was used as a contact person for staff and for conducting the 

interviews for the qualitative portion of this study. By using an independent 

researcher, interview information from the nurse manager and nursing staff was 

obtained. 

 

According to Polit and Beck (2012), a particularly important procedure for 

safeguarding study participants involves obtaining informed consent. An electronic 

informed consent form included sufficient information about the general scope of the 

study as well as the ability to voluntarily participate or withdraw at any time.  

 

The data for this study were anonymous after quantitative data were matched (nurse 

manager, staff nurse, and CNA EI, and patient HCAHPS results) for each 

participating unit. A member of the study team generated a summary report after the 
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data were matched. A report was generated including information about participants, 

but the names of all staff were removed and unique study identifiers were used 

instead.  

 

Anonymity was maintained: “Anonymity is the most secure means of protecting 

confidentiality and occurs when others cannot link participants to their data” (Polit & 

Beck, 2012, p. 162). Procedures were implemented to ensure that information 

obtained by participants in this study was kept strictly confidential. The investigator 

took three steps to ensure participant anonymity: 1) data collected were stripped of 

any identifying information, 2) data were analyzed only at an aggregate level, and 3) 

an independent researcher not employed by nor associated with the participating 

hospital, aggregated the data and presented it to the investigator for analysis. Under 

the confidentiality section of the informed consent, participants were informed that 

although information obtained would be kept confidential, the data may be published 

or presented at professional conferences and their individual identity will not be 

disclosed. 

 

Maintaining the anonymity of participants is important, so the files and data will be 

stored on Benedictine University’s campus, locked under Marie DiVirgilio’s 

(Dissertation Chairperson) supervision. The data will be stored for seven years and 

then destroyed, according to IRB guidelines. 
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Research Limitations 
The study examined more deeply what actions influence patients to be positively 

satisfied with their nurse care and how EI and team relationships contribute to that 

positive outcome. In this study, assessment of the correlation of staff EI and nurse 

manager EI may be difficult because of the small sample size of staff completing 

MSCEIT instrument, which may limit the generalizability of the results. It is 

important to understand that any findings from this study are limited to this 

organization; therefore, it poses limitations to the generalizability of EI in nurse 

managers and nursing staff of other organizations. The patient satisfaction outcomes 

will not be generalizable or representative to other hospital organizations. 

 

The responses to the demographic data and MSCEIT were self-reported and subject 

to participant bias. The sample was a purposeful convenience sample of nurse 

managers and the nursing staff who directly report to them. It is recognized that those 

who responded are a self-selected sample. No conclusions can be drawn if the 

respondents constitute a representative sample. 

 

The investigator is also the Chief Nursing Officer at the hospital organization. This 

dual role brings potential bias to the study despite an independent researcher being 

used to conduct the interviews for the qualitative portion of the study. 
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Summary 
This chapter presented the research approach and methods for this study on the effect 

of emotionally intelligent relationships between nurse managers and the nursing staff 

on patient satisfaction with nursing care. The areas discussed included the definitions 

and research approach, research framework, research question and hypothesis, setting 

and participants, sampling procedures, quantitative data collection measures, 

qualitative data collection measures, data analysis procedures, strategies for 

validating findings, ethical assurances, and research limitations. 

 

The primary focus of this research study was to examine the relationships between 

nurse managers’ EI, nursing staff’s EI, and patient satisfaction with nursing care. The 

findings gained from this study will potentially contribute to the general knowledge 

about EI and the role that positive relationships play between staff and manager. This 

study may also help individual nurse leaders gain an appreciation for their EI and to 

better prepare them to achieve the highest possible quality care outcomes. The 

quantitative and qualitative data analysis will be presented in Chapter Four.  

 
 
 

 



 

Chapter 4: Findings 
This study assessed the relationship that exists between nurse managers’ and nursing 

staff’s EI and how they cultivate their relationships with each other to achieve patient 

satisfaction with nursing care. This chapter presents an overview of the findings. The 

first section contains information about the study setting and sampling procedures. In 

the second section, the statistical findings of the quantitative data as they apply to the 

nurse manager demographics and their total EI scores are presented. Nurse managers’ 

EI scores and nursing staff’s EI scores are also presented. The third section 

summarizes the statistical findings of comparative analysis assessing the 

hypothesized research questions. The last section includes data collected from 

interviews from the nursing unit with the most positive patient satisfaction. Four key 

themes that explain nurse manager–nursing staff positive relationships and positive 

patient satisfaction are apparent in the data. 

Study Setting 
A two-hospital campus system located in Northwest Indiana, U.S. with four 

medical/surgical telemetry units identified per campus (eight total nursing units) was 

selected as the focus of this research. Specifically, the nurse manager and nursing 

staff (RNs and CNAs) on the identified units were invited to participate in the study.  

Sampling Procedure 
Between September and October 2015, seven nurse managers (one nurse manager 

manages two units) who manage the eight-medical/surgical telemetry units were 
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invited to participate in the study. All nursing staff that works on the eight identified 

units who were deemed eligible (255 total staff) were invited to participate.  

 

Weekly email reminders were sent to potential, eligible participants. In addition, 

nursing directors of the identified units were sent an email to encourage participation 

in the study. 

Quantitative Data Analysis 
This section of Chapter 4 presents the data from the demographic and MSCEIT 

survey completed by nurse managers, followed by nursing staff and patient 

satisfaction data. 

Nurse managers’ demographics 
All seven nurse managers agreed to participate in the study achieving a 100% 

response rate. All the participating nurse managers completed the demographics form, 

which was accessed using an active personal study account through Survey Monkey. 

The average time spent to complete the demographics form was three minutes, and all 

participants completed it within three business days of notification.  

 

Table 3 lists the demographic characteristics of the nurse managers. Of the 

participating nurse managers, six were female (85.7%) and one was male (14.3%). 

The age of nurse managers spanned three decades, with one (14.3%) nurse manager 

being between the ages of 25 to 30, one (14.3%) between the ages of 31 to 35, three 

(42.8%) between the ages of 36 to 40, and two (28.6%) between the ages of 46 to 50.  
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Nurse managers spanned the longevity continuum as they reported that they worked 

as a registered nurse between 1 and more than 21 years. Regarding the number of 

years employed as a nurse manager, two (28.6%) reported less than 1 year, three 

(42.8%) more than 1 to 3 years, one (14.3%) more than 3 to 6 years, and one (14.3%) 

more than 9 years. The highest level of nursing education completed showed that six 

(85.7%) nurse managers achieved a bachelor of science degree in nursing and one 

(14.3%) had achieved a master of science degree in nursing. 

Table 3. Nurse Managers’ Demographic Data 
Variable Range Number Percent 

Sex Female 
Male 

6 
1 

84.7 
14.3 

Age 25 to 30 
31 to 35 
36 to 40 
46 to 50 

1 
1 
3 
2 

14.3 
14.3 
42.8 
28.6 

Years worked as nurse 1 to 3 
>3 to 6 
>9 to 12 
>15 to 18 
>18 to 21 
>21 

1 
2 
1 
1 
1 
1 

14.3 
28.6 
14.3 
14.3 
14.3 
14.2 

Years worked as nurse 
manager 

Less than 1 
1 to 3 
>3 to 6 
>6 to 9 

2 
3 
1 
1 

28.6 
42.8 
14.3 
14.3 

Highest level of educational 
degree earned 

BSN 
MSN 

6 
1 

85.7 
14.3 
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The eight nursing units in this study range in bed size from 18 to 30. The nurse 

managers in this study had between 17 and 47 nursing staff reporting to him or her 

with responses between 3 and 12, as depicted in Table 4. Of note, nurse manager B is 

responsible for two nursing units; hence, the units were depicted separately. 

Table 4. Nurse Manager Scope and Responses 
 

Nursing Unit Number of 
Patient Beds 

on Unit 

Number of 
Nursing Staff 

on Unit 

Number of 
Nursing Staff 

Responses 

Number of 
Patient 

Responses 

Unit A 18 31 8 42 

Unit B 18 17 4 33 

Unit C 20 23 5 28 

Unit D 21 33 4 60 

Unit E 18 24 12 93 

Unit F 28 42 3 83 

Unit G 28 47 4 82 

Unit H 30 38 3 91 

Totals 181 255 43 512 
 

Nurse managers’ EI as measured by MSCEIT 
The MSCEIT instrument is intended to measure the Four-Branch Model of EI 

(Mayer, Salovey, & Caruso, 2002). Archival/administrative MSCEIT reports were 

used to collect information about the nurse managers’ EI scores. The time it took 

nurse managers to complete the MSCEIT ranged from 32 minutes to 245 minutes, 

with a mean time of 75 minutes 15 seconds. The participating nurse manager EI 

measurement includes one overall EI score that included two Area Scores and ranged 
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between 72 points and 121 points, as illustrated in Table 5. The mean MSCEIT score 

equaled 96.3 (SD = 7.7) points. Three nurse managers had a total MSCEIT score 

above 100, with four scoring below, whereas the average MSCEIT score is 100 

(Mayer et al., 2002). The mean MSCEIT experiential EI score equaled 101.3 (SD = 

7.1) points, and the mean MSCEIT strategic EI score equaled 93.2 (SD = 6.3) points. 

Table 5. Nurse Manager MSCEIT Scores 
 

Variable MSCEIT Total Experiential EI Strategic EI 

Nurse Manager A 121 120 114 

Nurse Manager B  
(oversees units B & C) 

83 78 92 

Nurse Manager D 113 112 109 

Nurse Manager E 77 74 85 

Nurse Manager F 108 111 99 

Nurse Manager G 72 79 75 

Nurse Manager H 95 97 92 

Mean EI Score 96.3 101.3 93.2 

Standard Deviation 7.7 7.1 6.3 
 

Nursing staff’s demographics 
Between September and October 2015, 255 eligible nursing staff members were 

invited to participate in the study, and 80 staff (31% response rate) initially accepted. 

Although 80 nursing staff signed the consent to participate, 61 (23.9%) completed the 

required demographic survey, and only 43 (16.8%) completed the MSCEIT portion of 

the study. Table 6 presents the demographic attributes of the 43 participating nursing 
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staff. The demographic survey was accessed using an active personal study account 

through Survey Monkey. The MSCEIT instrument was administered online through 

Multi-Health Systems (MHS), a publisher of scientifically validated research 

assessments. 

Table 6. Nursing Staff’s Demographic Data 
 

Variable Criteria Number Percent 

Sex Female 
Male 

60 
1 

98 
2 

Age Under 25 
25 to 35 
36 to 45 
46 to 55 
56 to 60 

4 
28 
17 
8 
4 

6 
46 
28 
13 
7 

Years worked as RN or CNA <1 year 
>1 to 6 
>6 to 12 
>12 to 18 
>18  

5 
26 
14 
7 
9 

8 
42 
23 
12 
15 

Highest level of educational 
degree earned 

CNA 
Associate Degree 
Nursing 
BSN 

10 
28 
23 

16 
46 
38 

 

Nursing staff’s EI as measured by MSCEIT 
The MSCEIT instrument was administered online, and 43 (16.8%) nursing staff 

participated. Individual nursing staff MSCEIT scores were not accessible to the 
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investigator, and only aggregate-level data were analyzed for each unit to evaluate the 

three hypotheses.  

Patient satisfaction with nursing care data 
Archival/administrative patient satisfaction data (HCAHPS) received between 

January 1, 2015 and June 30, 2015 from each of the eight nursing units were used. 

The number of HCAHPS scores received per unit ranges from 28 patient satisfaction 

scores to 91 patient satisfaction scores, and all units combined totaled 512 responses 

(refer to Table 4). 

 

The average scores by unit, in the HCAHPS “Your care from nurses” category, were 

compared, and Unit E showed the most positive results. Interestingly, although this 

unit by bed size is one of the smallest, it had the highest number of HCAHPS data 

returned by patients (n = 93) and the highest staff response rate (50%) to this study. 

Statistical analysis of hypothesized research questions 
This section presents the data and statistical analysis. The MSCEIT instrument scores 

generate a total EI score as well as two area scores (experiential and strategic EI). The 

three hypothesized relationships (see Chapter 3) using aggregate data initially (overall 

average) were analyzed. Aggregate level data analysis used overall averages MSCEIT 

and HACHPS scores to assess the three hypothesized relationships: 1) the 

relationship between nurse managers’ EI and nursing staff’s EI, 2) the relationship 

between nurse managers’ EI and patient satisfaction with nursing care, and 3) the 

relationship between nursing staff’s EI and patient satisfaction with nursing care. 
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During the aggregate level analysis, the investigator became aware that individual 

level data for nursing staff MSCEIT scores and patient satisfaction HCAHPS scores 

could provide further insight about the nature and directionality of the three 

hypothesized relationships. Individual nursing staff MSCEIT scores reporting to each 

nurse manager were averaged to give the nurse manager an overall average MSCEIT 

score. Likewise, individual HCAHPS patient satisfaction scores of patients on the 

nursing unit(s) of a participating nurse manager were averaged to provide each nurse 

manager with an overall average patient satisfaction score.  

 

Individual level data (scores) from archival/administrative reports of the nurse 

manager on every unit provided the investigator with an estimate of the managers’ 

capacity to reason with emotions. Average nursing staff MSCEIT and HCAHPS 

patient satisfaction scores per nurse manager were used when performing the 

individual level data analysis. Thus, the number of times the nurse manager MSCEIT 

score is represented in the data set corresponds to the number of nursing staff 

MSCEIT and HCAHPS patient satisfaction scores. 

Nurse managers’ EI and nursing staff’s EI  
Both individual level (scores) and aggregate level data (overall average) were 

contained in the correlational analysis. When individual level data (scores) were used, 

a positive and statistically significant correlation was found between nurse managers’ 

total EI score and nursing staff’s total EI scores (r(512) = .493, p = .000), thus 

confirming the first research hypothesis (see Table 7). Positive and statistically 
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significant correlations were found between nurse managers’ two area scores of EI 

and nursing staff’s two area scores of EI. More specifically, the correlation between 

emotional experiencing areas for both groups was (r(512) = .390, p = .000) and 

between the emotional strategic areas was (r(512) = .490, p = .000). Positive and 

statistically significant correlations were noted between the emotional experiencing 

area of nurse managers with the emotional strategic area of nursing staff (r(512) = 

.442, p = .000) and between the emotional strategic area of nurse managers with the 

emotional experiencing area of nursing staff (r(512) = .288, p = .000). 

 

When aggregate level data (overall average) were used, a positive and not statistically 

significant correlation was found between nurse managers’ total EI scores and 

nursing staff’s total EI (r(8) = .401, p = .325), primarily due to the small sample size. 

Directionally, both individual and aggregate level correlations were positive.  

Table 7. Nurse Managers’ and Nursing Staff’s EI Correlations Using Individual 
Level (scores) and Aggregate Level (overall average) Data  

 

 Nursing 
Staff 
Total 
Score 

Nursing 
Staff 
Experience-
ing Score  

Nursing 
Staff 
Strategic 
Score  

Nursing 
Staff 
Total 
Average 

Nursing 
Staff 
Experience
-ing 
Average 

Nursing 
Staff 
Strategic 
Average 

Emotional Intelligence Scores    

Total 
Score  

Pearson correlation 
Sig. (2-tailed) 
N 

.493** 

.000 
512 

.368** 

.000 
512 

.504** 

.000 
512 

.401 

.325 
8 

.366 

.372 
8 

.351 

.394 
8 

Area 
Scores  

       

Emotional 
Experience
-ing Score 

Pearson correlation 
Sig. (2-tailed) 

.453** 

.000 
.390** 
.000 

.442** 

.000 
.391 
.338 

.423 

.296 
.304 
.464 
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N 512 512 512 8 8 8 

Emotional 
Strategic 
Score 

Pearson correlation 
Sig. (2-tailed) 
N 

.458** 

.000 
512 

.288** 

.000 
512 

.490** 

.000 
512 

.344 

.404 
8 

.244 

.560 
8 

.340 

.410 
8 

** Correlation is significant at the 0.01 level (2-tailed). 

 

Hypothesis 1 involved nurse managers’ EI and nursing staff’s EI scores on the same 

unit. Pearson correlation was used to test the first hypothesis, which involved nurse 

managers’ EI and nursing staff’s EI scores, respectively. The results show that a 

positive and statistically significant correlation was found between nurse managers’ 

total EI score and nursing staff’s total EI score at the individual level (scores), 

confirming the first hypothesis. A positive and statistically significant correlation was 

found between nurse manager two area scores (experiential and strategic EI) and 

nursing staff two area scores (experiential and strategic EI), thus further confirming 

the first hypothesis. 

Nurse managers’ EI and patient satisfaction with nursing care 

Both individual level (scores) and aggregate level data (overall average) were 

contained in the correlational analysis to evaluate the relationship between nurse 

managers’ EI and patient satisfaction with nursing care (see Table 8). When 

individual level (scores) data were used, a negative but not statistically significant 

correlation was found between nurse managers’ total EI scores and patient 

satisfaction with nursing care (r(512) = -.018, p = .685), disconfirming the second 

research hypothesis. A negative and not statistically significant correlation was found 

between two area scores of EI: between the emotional experiencing area of EI and 
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patient satisfaction with nursing care (r(512) = -.018, p = .688) and between the 

emotional strategic area and patient satisfaction with nursing care (r(512) = -.023, p = 

.602). 

 

When aggregate level data (overall average) were used, a negative but not statistically 

significant correlation was found between nurse managers’ total EI score and patient 

satisfaction with nursing care (r(8) = -.025, p = .952). A not statistically significant 

positive correlation was found between the emotional experiencing area of EI and 

patient satisfaction with nursing care (r(8) = .110, p = .795), and a negative not 

statistically significant correlation was found between the emotional strategic area 

and patient satisfaction with nursing care (r(8) = -.238, p = .570). Directionally, both 

individual and aggregate level correlations were negative.  

Table 8. Nurse Managers’ EI and Patient Satisfaction Correlations 
 

  

Patient 
Satisfaction 
Individual Data 
Score 

Patient 
Satisfaction 
Aggregate Data 
Average 

Emotional Intelligence Scores 

Total Score Pearson Correlation 
Sig. (2-tailed) 
N 

-.018 
 .685 
 512 

-.025 
.952 
8 

Area Scores 
Emotional Experiencing 
Area 

 
Pearson Correlation 
Sig. (2-tailed) 
N 

 
-.018 
 .688 
 512 

 
.110 
.795 
8 

Emotional Strategic Area Pearson Correlation 
Sig. (2-tailed) 
N 

-.023 
 602 
 512 

-.238 
.570 
8 
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Hypothesis 2 involved nurse managers’ EI and patient satisfaction with nursing staff 

scores on the same unit. Pearson correlation was used to test the second hypothesis, 

which involved nurse managers’ EI and patient satisfaction scores, respectively. The 

results show that a negative relationship but not statistically significant correlation 

exists between nurse managers’ total and two area EI scores (experiential and 

strategic) and patient satisfaction with nursing care, disconfirming the second 

hypothesis.  

Nursing staff’s EI and patient satisfaction with nursing care 

Both individual level (scores) and aggregate level data (overall average) were 

contained in the correlational analysis to evaluate the relationship between nursing 

staff’s EI and patient satisfaction with nursing care (see Table 9). When individual 

level data (scores) were analyzed, a positive but not statistically significant 

correlation between nursing staff’s total EI scores and patient satisfaction with 

nursing care was found (r(512) = .052, p = .242), disconfirming the third research 

hypothesis. A not statistically significant positive correlation was found between two 

area scores of EI: between the emotional experiencing area of EI and patient 

satisfaction with nursing care (r(512) =.069, p = .119) and between the emotional 

strategic area and patient satisfaction with nursing care (r(512) = .023, p = .603). 

 

When aggregate level data (overall average) were used, a positive but not statistically 

significant correlation was found between nursing staff’s total EI score and patient 
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satisfaction with nursing care (r(8) = .366, p = .372). A not statistically significant 

positive correlation was found between the emotional experiencing area of EI and 

patient satisfaction with nursing care (r(8) = .525, p = .181), and a not statistically 

significant positive correlation was found between the emotional strategic area and 

patient satisfaction with nursing care (r(8) = .171, p = .685). Directionally, both 

individual and aggregate level correlations were positive. 

Table 9. Nursing Staff’s EI and Patient Satisfaction Correlations 
 

  

Patient 
Satisfaction 
Individual 
Data Score 

Patient 
Satisfaction 
Aggregate 
Data Average 

Emotional Intelligence Scores    

Total Score Pearson Correlation 
Sig. (2-tailed) 
N 

.052 

.242 
512 

.366 

.372 
8 

Area Score 
Emotional Experiencing Area 

 
Pearson Correlation 
Sig. (2-tailed) 
N 

 
.069 
.119 
512 

 
.525 
.181 
8 

Emotional Strategic Area Pearson Correlation 
Sig. (2-tailed) 
N 

.023 

.603 
512 

.171 

.685 
8 

 

 

Hypothesis 3 involved nursing staff’s EI and patient satisfaction with nursing care 

scores on the same unit. Pearson correlation was used to test the third hypothesis, 

which involved nursing staff’s EI and patient satisfaction scores, respectively. The 

results show that a positive but not statistically significant correlation exists between 
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nursing staff’s total and the two area EI scores (experiential and strategic) and patient 

satisfaction with nursing care, disconfirming the third hypothesis. 

 

Table 10 summarizes the results of the hypotheses testing of this study. The findings 

reveal that there is a positive and significant correlation at the individual level 

(scores) between nurse managers’ EI and nursing staff’s EI. The findings show that 

there is a negative and not significant correlation (at the individual level) between the 

nurse managers’ EI and patient satisfaction with nursing care. Further, the findings 

reveal that there is a positive and not significant correlation (at the individual level) 

between nursing staff’s EI and patient satisfaction with nursing care.  

Table 10. Summary of Hypothesis Testing Results 
 

 Results of Hypothesis 
Relationship and Statistical 

Significance 

H1 There is a positive correlation between 
the EI of nurse managers and EI of 
nursing staff of the same unit 

Positive and Significant 

H2 There is a positive correlation between 
the EI of nurse managers and patient 
satisfaction with nursing care on the 
same unit. 

Negative and Not significant 

H3 There is a positive correlation between 
nursing staff’s EI and patient satisfaction 
with nursing care on the same unit 

Positive and Not significant 
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Qualitative Data Analysis 

This section presents the findings generated from 11 semi-structured interview 

responses from one nursing unit. Key themes will be defined, discussed, and conclude 

with a perspective of how they interact. 

Key themes 
Four key themes that explain how nurse managers build positive relationships with 

their nursing staff and what the nursing staff are doing to contribute to positive patient 

satisfaction with nursing care are apparent in the data: (a) team effectiveness, (b) 

synergistic team identity, (c) trust, and (d) engaged shared leadership. The results of 

this phase of the study and the detail of how the themes emerged from the data are 

subsequently examined. 

Team effectiveness 
Team effectiveness in the context of this study refers to team members’ working 

together to achieve internal patient satisfaction outcomes, which contribute to 

achieving organization-wide goals. In addition, the attentiveness of all staff following 

prescribed expectations of behaviors, contributes to team effectiveness based on the 

data. Significant performance challenges energize teams regardless of where they are 

in an organization (Katzenbach & Smith, 2003). Cumulative coding cycles led to 

determining similarities and differences among the 40 first-order codes found in the 

data, which then were grouped and reduced to 11 categories or, in the language of 

Gioia, Corley, and Hamilton (2012), first-order concepts. The second-order themes 

for the team effectiveness theme include (a) outstanding achievement, and (b) 

 



86 
attentive accountability. Figure 3 represents the team effectiveness aggregate 

dimension data structure diagram and illustrates the connections of the contributing 

codes to the theme. 

 

 

Figure 3. Team Effectiveness Theme 
 

The team effectiveness theme was prevalent throughout the interviews. Both the 

nursing staff and manager spoke eloquently about clear management expectations, 

achievement, and the desire to exceed patient needs with hard work and dedication to 

the patients they serve. One nurse stated, “Oh yes, we go over the patient satisfaction 
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scores all the time, as soon as they come out. Going over them to make sure we know 

what they mean and to make sure we are at benchmark.” 

 

This perception shows how, from a leader-centric approach, the manager 

communicates patient satisfaction score outcomes and the importance of staff’s 

understanding. From the nursing staff’s perspective, the following quote regarding 

team effectiveness demonstrates how messages have been received. 

I think as a whole we really strive for excellence and our manager 
really pushes to that. She expects high levels of care so I think that 
when you are under leadership that expects things of you, and not in a 
demeaning way, but expect it and encourages it, and applauds you 
when it is happening, it's the right thing. There is definitely a level of 
care that our manager expects, but there is encouragement in that and 
when we do a good job, she is a very emotional person and she gets 
really excited for us. 

 
The data revealed many other examples of team effectiveness and clear accountability 

with expectations. One nursing staff member suggested, “I think we just need to keep 

improving, keep going.” The following sections explore the contributing second-

order themes to provide insight and explanations into the concepts and their 

relationship to team effectiveness. 

Outstanding achievement 
The nursing staff and manager demonstrated that improving performance and quality 

of care were the desired outcomes. Sustaining outstanding results and ensuring 

patients were happy with their care were overriding themes from the data, as the 

following excerpt describes: 
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We have been working on it for at least two quarters. We are very 
close to our threshold and will stop at nothing to satisfy our patients. I 
print out the scores, and I show the staff where the scores are and what 
our patients said about us. At the staff meeting, I had the staff talk 
about what’s working and what we should do. 

 

This nurse manager is consistently communicating and working with the staff to 

satisfy the patients. She seeks staff input to achieve the outcome, which engages the 

staff and encourages involvement. She encourages creative engagement of the 

nursing staff so that independent actions can be followed. Although the outcome 

measure is the patient satisfaction results, the nursing unit unanimously believed that 

outstanding achievement is based on quality of care, not on a patient satisfaction 

score, as evidenced in the following response: 

I truly believe in patient satisfaction. I believe in quality more than 
anything else. I believe in turning the patient, getting the patient up, 
taking that urinary catheter out, making sure there is no blood stream 
infections, and with all of those quality measures, patient satisfaction 
is going to happen. I believe that if we give that quality care, all of this 
will fall into place and everyone will be happy. 

 

This quote shows how the nursing staff believe that focusing on quality will drive 

patient satisfaction outcomes. With certainty, the nurse manager and nursing staff 

believe that patients will be happy because they are confident that they are receiving 

the very best care. 

Attentive accountability 
Attentive accountability is the faithful attentiveness to actionable requests by patients 

and “always” providing the best care. When the nursing staff were asked to describe 
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what they do to contribute to high levels of patient satisfaction, one responded with 

the following: 

The most important thing for me to do every day is my duty and make 
sure the patient has satisfaction. I make sure they have good care and 
make sure they have what they need. And all the time I have to make 
sure the patient has what they need like every hour during rounding. I 
tell them to call us whenever they need something. It is really just the 
little things that mean more to them than anything, like bringing them 
water and pain medicine. And keeping the patient and the family well 
informed is also very important. I talk to them, and I spend time with 
them. 

 

Nursing staff describe their special attributes and strengths in caring for patients that 

make a difference. “I am very hard working and dedicated and I like to work and 

satisfy my patients.” Another staff member comments, “I try to do everything to my 

best ability, just being compassionate for people, just being there for people.” Still 

others describe themselves as follows: “I have always been a nurturing and caring 

person,” or “I have always been a giving person. I put myself last.” The following 

excerpts from nursing staff responses summarize their values and skills:  

• “Patient satisfaction is more than being nice.” 

• “Making sure patients know what is going on, what their needs are, when they are 

going to leave, and getting the case manager together. Keeping everyone 

informed and involved.” 

• “Making sure the patient has resources for when they go home, but while they are 

here, taking care of them with relieving their pain, and comfort levels.” 
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• “Everyone I take care of is somebody’s family member. I just want to treat 

someone else’s family member like I would want mine to be treated.” 

 

One nursing staff member described how being attentively accountable leads to team 

effectiveness. This description shows how, based on a deeper understanding of her 

work, she values caring for patients. 

Synergistic team identity 
Synergistic team identity is the second key theme found in the data. Synergistic team 

identity in the context of this study describes individual values and behaviors that, 

when taken collectively, unleash the team’s deeply profound distinctive character. 

Descriptions of showing kindness, providing empathetic caring, giving their best, 

exhibiting support, attentive listening, unending loyalty, and unconditional adoration 

towards team members and patients, illustrate the unit’s character. This section 

provides examples of how the nursing staff and nurse manager work synergistically 

and exemplify a team identity. The data show many instances of nursing staff 

embracing the identity. The 47 first-order codes were grouped and reduced to 28 

categories of first-order concepts. The second-order themes for the synergistic team 

identity theme include (a) core value harmony, (b) open communication, and (c) 

positivity and optimism. Figure 4 represents the synergistic team identity aggregate 

dimension data structure diagram and illustrates the connections of the contributing 

codes to the theme. 
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Figure 4. Synergistic Team Identity Theme 
 

Strong evidence of synergistic team identity was noted in the data. A nursing staff 

member described the longevity and depth of talent within the nursing unit:  

I have been on this unit for 10 years. A lot of my coworkers have been 
here as long as I have been here, or longer. It says a lot about our unit. 
We have a wonderful team. I do not ever feel like I cannot go to a 
nurse and ask for help. Everyone is always willing to help you. They 
take our assessments seriously. If I say, I think this patient has a 
wound starting, I think we need to do this, they respect our opinions 
and say OK do this. I feel we work well together. Sometimes I am so 
thankful because one of the RNs or CNAs find things that we may let 
slip through the cracks. We work well as a unit.  

 

The nursing staff’s assessment helps to explain the longevity and respect she feels 

working with her peers. The staff really feels a part of the team and is very 
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comfortable working alongside her peers. Staff expressed their “family-like 

atmosphere” when describing their peers and unit and also commented on their deep 

respect and mutual admiration for their nurse manager. 

Our manager is awesome! She is the best manager I have ever had. 
She is one of those people you can talk to about anything. If you have 
any questions, you can go to her. She is always willing to help and 
really easy to talk to. She is a really outgoing nice person to work with. 
She really makes sure we are happy doing our job.  

 

This glowing evaluation describes the manager as part of the team and an awesome 

leader as well. The following sections explore the contributing second-order themes 

to provide insight and explanations into the concepts and their relationship to 

synergistic team identity. 

Core value harmony 
Core value harmony, in the context of this study, is defined as the values that are 

deeply rooted and show congruence among of the staff. The values arise from their 

common responsibilities, which form the foundations on which they perform work 

and conduct themselves on the nursing care unit. When asked the questions about 

what the staff see as the most important role they play in the work they do and what it 

is about them that contributes to high levels of patient satisfaction, core values of 

deep beliefs surfaced within the answers. The nursing staff’s perspective is 

represented in these responses: “Our role is to get the patient healthy and to stay on 

top of things,” or “I have a lot of patience. I hear that from a lot of patients, they 

always tell me they don’t know how I do it, but I think that is one of my greatest 
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strengths.” Another staff mentioned, “These people are like a family, always making 

sure to help the next shift out and helping out each other during the same shift.” One 

nursing staff member shared honestly: 

I think as a nurse the most important role I play is patient care and that 
is why I became a nurse, to care for people and to help them through 
their rough times and care for them when they need it. Patient care is 
the most important and should be. I care about my patients a lot! 

 

The nursing staff spoke clearly about how each team member worked together, 

regardless of title, “One of the things in my role as charge nurse is to make sure if I 

see a staff member that appears to be busy or drowning, to help them.” Another story 

described an RN taking on duties that typically were the CNA’s responsibility: 

This was a very experienced nurse. She would take it upon herself that 
if she saw someone else was overwhelmed, she would do the bed and 
bath herself. A couple of her patients were elderly, and had no visitors 
with their hair all matted up. She would wash their hair and style it, in 
interest of the patient, she wanted them to feel better. 

 

Several nursing staff shared this story about the nurse manager’s actions within the 

unit one morning:  

At the change of shift we had a patient who we needed to call a Code 
Blue on. The manager was the first one in the room and was giving 
instruction and helping us. You know sometimes, in those situations it 
is really nerve-wracking and your adrenal is going and she (manager) 
is stable and is good at delegating and directing and helping and its 
good for us. It was impactful but she (manager) kept everything 
organized and done quickly and the right way. Things we may have 
not thought of, our leader was thinking of. 
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The stories shared by the nursing staff reflect how the manager and staff have blurred 

lines of specific responsibility when it comes to helping each other out. When actions 

need to be taken, the team on this unit spring into action for the sake and safety of the 

patients. 

Open communication 
Evidence of open communication between staff and manager and among staff is 

found in excerpts from research interviews. “Everybody works well together. It is 

open communication, which is really important. There is no pettiness. I have been 

very happy.” Another staff shared, “She (manager) talks to us and keeps us abreast of 

what is going on in the unit. We start our day with a huddle.” Still another described 

her manager’s communication strengths: 

My relationship with my manager is special. She is very easy to talk 
to. She always listens to us. She is ALWAYS open to suggestions, 
how to improve things. She comes in the morning and makes herself 
available for us, or will even stay a little later because she gives us that 
time to talk to her in her office if needed. She also talks to the patients, 
She listens to us seriously if we are having an issues and she addresses 
it very tactfully. 

 

This example shows how the nursing staff appreciate open and individual 

communication with the manager. Evidence of monthly staff meetings and their 

importance for disseminating and sharing information is evident in the excerpts. One 

nursing staff member comments, “Our monthly meeting we talk about everything. 

We make sure that everyone is up-to-date with all of our equipment. She keeps us 

abreast of what’s going on in the unit and in the hospital.” Formal and informal 
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communication patterns are evidently expressed in the research interviews. These 

patterns allow staff to feel connected and form a necessary part of their identity. 

Positivity and optimism 
Positivity and optimism, in the context of this study, are defined as being positive in 

actions and words, and to expect the most favorable outcome even when there may be 

a reason to be negative. Evidence of positivity and optimism was very evident in 

excerpts from the research interviews. Nursing staff shared, “I love my work, I enjoy 

visiting with my patients.” Another staff member stated, “I try to be very positive 

with them (patients) especially when I’m in the room. I have a really good attitude 

and I love going into my patient’s room with a smile.” The following quote supports a 

positive engagement of one of the nursing staff: 

I think it starts with actually liking your job and enjoying patient care. 
So when you come in with a positive attitude you have a positive day. 
The manager always tells me that I am very positive, she says 
engaged. I am not scared of change and always embrace that too! 

 

This description shows how nursing staff display positivity. Another staff member 

attested to the nurse manager’s showing positivity and optimism: 

She makes us feel good about ourselves. She herself is always very 
positive. She is always making you feel really good. She makes you 
feel like you have all these tools, I mean we do, but mentally she 
makes you feel like you know what you are doing. She instills 
confidence in us. She knows we give good care and is constantly 
telling us that we give good care. That is nice. 
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Synergistic team identity involves underlying core values, whereby solidarity and 

unanimity reinforce the purpose of the staff’s presence. Open communication is 

evident, and positivity and optimism bolsters the team identity. 

Trust 
Trust is the third key theme found in the data. Trust, in the context of this study, is 

defined as reliance on and confidence in the integrity of person(s). This section 

provides examples of how the nursing staff and nurse manager use their intuitiveness 

and ultimately show unending commitment through social bonds and psychologically 

bonding networks. The 56 first-order codes were grouped and reduced to 17 

categories of first-order concepts. The second-order themes for the trust theme 

include (a) intuitiveness and (b) socially and psychologically bonding networks. 

Figure 5 represents the trust aggregate dimension data structure diagram and 

illustrates the connections of the contributing codes to the theme. 
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Figure 5. Trust Theme 
 

Strong evidence of the trust theme was noted outwardly and discreetly within the 

interview data. The manager and nursing staff have demonstrated by communication 

patterns and actions that they are committed to the promise of achieving positive 

patient satisfaction outcomes. By following through on a promise, the team preserves 

and extends the trust upon which they are built (Katzenbach & Smith, 2003).  

Intuitiveness 
Intuitiveness, in the context of this study, describes one’s ability to understand 

emotions in others, being self-aware and able to regulate one’s own emotions and 

reading nonverbal cues to determine others’ emotions. This section provides 
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examples of intuitiveness, such as the nurse manager who shared her feelings and 

emotions:  

We are all in it together and they know when I am upset or they know 
when I’m sad. They know this is something important. They are 
almost trying to please me. If I (manager) am not happy with the 
scores, we have to try to do something different. I do not even have to 
say anything as the staff can read me. They realize that we have to 
change something to please our patients. 

 

The manager realizes that the nursing staff are intuitive to her feelings and nonverbal 

cues. The nursing staff and manager work so closely together and know each other so 

well that they can “read” each other’s feelings. The nursing staff shared a story about 

the manager: 

You know when I say she lays awake at night thinking about scores, 
you think I am joking, but she really does. The first think she does 
when she gets to work and if the scores are not where they need to be, 
you will know by the look on her face. She takes it to heart and you 
can tell she is very upset. She does not get angry or raise her voice, but 
more disappointed and she asks us what do we think we need to do to 
improve our scores. She is good that way. 

 

Nursing staff described the importance of being positive, calm, and supporting each 

other especially during stressful or sad experiences on the nursing unit. Unpleasant 

patient experiences or family interactions require that staff stay calm and always 

professional. Manager rounding and support are evident in the next section, which 

describes in more detail how this team builds trust. 
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Social and psychologically bonding networks 
Bonding networks, in the context of this study, are defined as the closely connected 

association and strong common union between the manager and the nursing staff on a 

social and psychological level. Evidence of rounding is found in excerpts from all of 

the research interviews, and nurse leader or nurse manager rounding is a management 

practice that has had a significant impact on building social and psychological bonds 

with staff and patients. Rounding provides an opportunity for conversation. The nurse 

manager rounds on every patient on the nursing unit daily for approximately five 

minutes each. While in the patient room, the nurse manager sits down with the patient 

and family, inquires about their hospital experience, solicits questions or concerns 

they may have, and expresses pride in the high quality nursing care that her staff 

provides. She is able to build a relationship with patients because of the frequent 

visits during their stay and to get to know them on a personal level about their 

hobbies, or pets, or favorite foods. 

 

On a monthly basis, the nurse manager also rounds on nursing staff members for 

approximately ten minutes. During the rounding, the manager and staff sit in the 

manager’s office and the nurse manager makes a personal connection inquiring about 

family, vacation plans, hobbies, or recent or planned out-of-work activities. The nurse 

manager asks, “What is working well?” and “Do you have everything you need to do 

your job tasks?” Nursing staff are asked to identify a person that the manager can 

recognize for doing a great job on the unit, and the conversation concludes with the 

nurse manager thanking the staff member for being a part of this dynamic team and 
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for his or her dedication and commitment to high quality patient care. The following 

excerpts address leader rounding: 

When she (manager) rounds with the patients, she speaks with the 
nurse first to see if there are any issues to address. She is very involved 
with all the patients and she rounds on them every day. She talks to 
them and is in very close relations with them. She spends time with the 
patient and she makes it personal and really cares to keep them happy 
and support us. She listens to them and it helps their mental health and 
that really makes them happy to have been visited and talked to by the 
manager. She also manages up all of us and tells patients what a great 
nurse they have caring for them. That makes me feel good! 

 

The nursing staff’s description highlights the communication and bond the manager 

has with the patients on the unit. Nursing staff also feel positive about rounding 

because they are recognized for the hard work and good nursing care they provide. 

One of the nursing staff describes the nurse manager’s rounding on staff:  

When our manager rounds on us she asks personal questions, and how 
everything is going with everyone. She meets with each of us 
individually, each month and asks us personal questions, and what’s 
working well. She asks if there are any improvements we need, if we 
have all the materials we need, if there is anyone in the hospital to 
recognize.  

 

The nursing staff’s comments illustrate the importance and consistency of the 

manager’s rounding. Members of the nursing staff expect and are prepared to answer 

the questions that are asked of them:  

Our manager takes care of everything for us. She makes it a point to sit 
down with us. I feel comfortable that she (manager) is here for us. She 
cares about us. She cares about our work life, and our home life. She 
tells us all the time we have the best unit at the hospital. She is always 
telling us that, and I think she believes it and I believe it. She makes us 
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believe it so that we want to have the best unit in the hospital with the 
best outcomes. 

 

The nurse manager makes a connection with the patients and nursing staff. Rounding 

is the mechanism that engages the nursing staff and over time, has led to strong social 

and psychological bonds. The following excerpts demonstrate the nursing staff’s 

conviction of trust. “I have never been so excited to work on such a great unit with 

these people. They love what they do. I love the hospital and will never leave here or 

work for anyone else but my manager.” The bonding network on the unit is evident in 

one nursing staff member’s remarks: 

We have an excellent manager. I am so thankful that I heard there was 
an opening on this unit. As long as she (manager) is here and a 
majority of the people stay here, I will not leave! There are so many 
things I could be learning in the ICU or ER, but I am so happy with the 
people that I work with, I will never leave. 

 

The nursing staff capture the essence of the staff engagement and the bonding 

network. The trusting relationships within the nursing care unit are due in part to the 

social and psychological bonding networks that the team has developed over time. 

Engaged shared leadership 
Engaged shared leadership is the fourth and final key theme found in the data. 

Engaged shared leadership, in the context of this study, is defined as successful unit 

self-governance that emanates from engaged team members, not exclusively from the 

formal leader. The nursing staff and manager collaboratively contribute ideas, 

suggestions, and solutions to resolving unit-based challenges. This section provides 
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examples of how the nursing staff and nurse manager share the leadership on this unit 

using appreciative recognition and contagious empowerment, which bolster the 

abilities of the staff. The 49 first-order codes found in the data were grouped and 

reduced to 14 categories of first-order concepts. The second-order themes for the 

engaged shared leadership aggregate dimension theme include: (a) appreciative 

recognition and (b) contagious empowerment. Figure 6 represents the engaged shared 

leadership aggregate dimension data structure diagram and illustrates the connections 

of the contributing codes to the theme. 
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Figure 6. Engaged Shared Leadership Theme 
 

Strong evidence of engaged shared leadership was noted in the data. Leadership is a 

process that is co-created in social and relational interactions between people and can 

only occur if there is followership (Uhl-Bien, Riggio, Lowe, & Carsten, 2014). A 
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nursing staff member described how shared leadership is exhibited on the nursing 

care unit:  

It's the teamwork and encouraging leadership that makes our unit 
work. I definitely think it starts with leadership. I think individually 
you can make a choice as to how you want to practice and your work 
ethics are keen, but for a whole unit and as a team to bring that all 
together and to expect that from everyone, it has to start with each of 
us. We’re leaders and role models in patient care. The entire unit is 
mine and I take ownership! 

Appreciative recognition 
Appreciating and recognizing staff are important aspects that the manager enjoys 

participating in and the staff realizes. The manager offered the following observation 

about the staff: 

I feel the staff need to feel engaged. They need to feel important that 
they are making important aspects of the patient experience. It is about 
them, it is not about me, so I do not take credit for the great patient 
experience, the staff gets the credit. I give the staff 100% percent 
credit. I praise my staff when they do good things and when I hear 
good things. I reward them with food. 

 
This example demonstrates how the manager appreciates and rewards staff for the 

hard work. She makes it clear that it is the nursing staff making the difference and 

wants to be sure they feel appreciated. The following excerpt, from one nursing 

staff’s perspective, clearly depicts their awareness of the nurse manager’s 

appreciation:  

Our manager always appreciates me because of the great care I give to 
my patients. We cover for each other and teamwork is very important 
on our unit. We have lots of support when something is going on with 
patients, and she (manager) is always there for us, thanking us. 
Sometimes she will treat us, like with food. We just got an award for 
quarterly patient satisfaction scores and she bought the unit lunch for 
that. She shows appreciation and it feels good to feel appreciated! 
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Contagious empowerment 
Contagious empowerment, in the context of this study, is defined as the engaging, 

reciprocal autonomy of the staff to present their interests, take initiative, and make 

decisions. Indications of contagious empowerment are evident in excerpts from the 

research interviews. Several nursing staff shared this response: “Our manager is a 

team player and I think that makes us want to work harder because we see her as part 

of our team.” Another staff member commented, “She (manager) is very helpful and 

she sees herself more as an equal to us, than our manager.” Another excerpt 

exemplifies the empowerment theme: “If there is something that needs to improve, 

like patients falling, let us come together to find out what happened. We can discuss it 

and everyone can decide what we can do differently to prevent it from happening 

again.” The nursing staff is motivated to share ideas and empowered to make 

decisions about improving patient care concerns. 

Qualitative theme interactions and relationships 
In this section, the four key themes from the data—team effectiveness, synergistic 

team identity, trust, and engaged shared leadership—are reviewed and the 

relationship between them explained. Team effectiveness is critical to successful 

patient satisfaction outcomes. Examples of team effectiveness include outstanding 

achievement and attentive accountability. Synergistic team identity includes core 

value solidarity and unanimity, open communication, positivity, and optimism. Trust 

plays an important role in the development and sustainability of relationships between 

the manager and nursing staff. Intuitiveness along with social and psychological 

bonding networks deepen the trust within the team. Trust is the basis for team 
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effectiveness, team identity, and shared leadership. It is built over time and through 

networks of conversations and through consistent and purposeful rounding. Engaged 

shared leadership involves the appreciative recognition and contagious empowerment 

of the staff. Because conversations are ephemeral, their existence is a function of the 

attention given to the continuity, consistency, and relatedness that is required to bring 

about a sufficient speaking and listening that the conversation becomes natural and 

habitual (Berger & Luckmann, 1966; Fairclough, 1992) 

 

The themes as separate concepts are not what allow this nursing unit to achieve 

consistently high patient satisfaction outcomes; it is the synergistic interplay of 

themes in the context of conversational networks that are enabled through rounding 

that result in strong positive relationships between the nurse manager and the nursing 

staff. Figure 7 recognizes each theme as described and illustrates the relationship 

between them.  
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Figure 7. Theme Relationships 
 

The fertile content of the qualitative data excerpts identified themes that were 

intertwined and connected. Within the context of conversational networks enabled 

through leader rounding (depicted by the outer circle), four synergistic interrelated 

themes were identified to achieve positive patient satisfaction outcomes. Taking any 

of the four aspects away will weaken the support for the relationships among the 

nursing care unit team.  

 

The qualitative research data provided valuable and rich information about how 

sustaining strong relationships leads to patient satisfaction with their nursing care. It 
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was clear from the research data that the interactions were circular and fed each other, 

which fueled deeper and more robust relationships among the nursing care unit team. 

 

The research data acknowledge team effectiveness, synergistic team identity, trust, 

and engaged shared leadership as four key themes that contribute to building 

relationships to support patient satisfaction. Networks of conversations occurring 

through leader rounding build staff engagement, further energizing patient 

satisfaction outcomes.  

Summary 
The quantitative research data findings showed a positive and statistically significant 

correlation between the EI of nurse managers and the EI of nursing staff. A practical 

perspective from the research data found evidence that EI relationships equal trust. 

This research adds to the dialog that EI competency leads to EI relationships between 

the nurse manager and nursing staff. Figure 8 illustrates these themes and the 

relationships between them. 
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Figure 8. EI Relationships 
 

The qualitative findings led the investigator to understand that the achievement of 

consistently high patient satisfaction outcomes was dependent upon the interplay of 

team effectiveness, synergistic team identity, trust, and engaged shared leadership 

themes, enabled through leader rounding. Leader rounding creates the space for 

conversations to occur and evolve at a different level. Conversations build EI 

relationship and trust. The energy created from the rounding conversations builds 

deeper trust, which leads to stronger synergistic team identity, improving team 

effectiveness and strengthening engaged shared leadership for consistently 

sustainable high patient satisfaction outcomes. The next chapter presents an approach 

to incorporate the themes and integrate them with the recent literature. 

 



 

Chapter 5: Discussion 
The purpose of this chapter is to summarize the findings reported in Chapter 4 and to 

discuss theoretical implications of EI work groups. I began this sequential mixed 

methods study seeking to examine the potential relationship that exists between nurse 

managers’ EI and nursing staff’s EI and how they cultivate their relationships with 

each other to ultimately achieve positive patient satisfaction with nursing care. What I 

learned is that a positive correlation exists between EI relationships of nurse 

managers and nursing staff. Further, the four themes from the qualitative portion of 

this study—team effectiveness, synergistic team identity, trust, and engaged shared 

leadership—are linked to create positive patient satisfaction outcomes. The themes 

are small parts of a much more dynamic process in which networks of conversations 

help build strong relationships. My data suggest that the nurse manager does this 

through frequent and recurring rounding with the nursing staff. In this chapter, I will 

first discuss the quantitative findings of the three hypothesized relationships. Next, I 

will discuss the qualitative findings of how relationships are built and what the 

nursing staff is doing to contribute to positive patient satisfaction outcomes. I will 

then expound upon theme correlations using existing literature. Lastly, I will move 

beyond the data to explore theoretical implications for understanding networks of 

conversations and provide a model of how team relationships and team flourishing 

can be created within these networks. 
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Quantitative Findings and Discussion 

Nurse managers’ EI 
EI is viewed as a leadership competency of nurse leaders that benefits patient care, 

nurses and organizations (Feather, 2009; Herbert & Edgar, 2004; Snow, 2001). 

Interestingly, the data from this study suggest that not all nurse managers exhibit high 

EI scores. In fact, on the unit where the qualitative portion of this study took place, 

the nurse managers’ MSCEIT score showed below average scoring (Mayer et al., 

2002), despite the high patient satisfaction outcome on the unit. This surprising 

finding underscores the necessity for further studies. 

Nurse managers’ EI and nursing staff’s EI 
A positive and statistically significant correlation was found between nurse managers’ 

total EI score and nursing staff’s total EI scores, thus supporting the first research 

hypothesis.  

 

Hypothesis 1 addressed if there was a relationship between nurse managers’ EI and 

nursing staff’s EI scores on the same unit. Among the most compelling finding in this 

study was the strong positive and statistically significant correlation between nurse 

managers’ total EI score and nursing staff’s total EI score, confirming the first 

hypothesis. The results were additionally strengthened by the findings between nurse 

manager two area scores (experiential and strategic EI) and nursing staff two area 

scores (experiential and strategic EI), which showed a positive and statistically 

significant correlation.  
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These findings demonstrate that a positive emotionally intelligent working 

relationship exists between the manager and the nursing staff. The importance of this 

finding is supported by the literature. Emotionally intelligent leaders possess skills 

and abilities to motivate others through relationships (Goleman, 1995). The EI of the 

leader plays an important role in the quality and effectiveness of social interactions 

with other individuals and members of their work teams (Barrick, Stewart, & 

Neubert, 1998; House & Aditya, 1996; Mayer et al., 2000). Emotionally intelligent 

leaders inspire trusting relationships because they understand the nature of nursing, 

patient care and the environmental impact of practice in relation to nurses’ work 

(Strickland, 2000; Vitello-Cicciu, 2003). This finding is noteworthy to nurse 

managers given that strong and trusting relationships between the manager and 

nursing staff lead to improved engagement and retention rates. Healthcare 

organizations can benefit economically from high levels of EI among staff and 

managers within nursing care units because enhanced engagement and retention 

lowers costs associated with turnover. 

Nurse managers’ EI and patient satisfaction with nursing care 
A negative but not statistically significant correlation was found between nurse 

managers’ total EI scores and patient satisfaction with nursing care, disconfirming the 

second research hypothesis.  

 

Hypothesis 2 involved nurse managers’ EI and patient satisfaction with nursing staff 

scores on the same unit. The results show that a negative relationship but not 
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statistically significant correlation exists between nurse manager total and two area EI 

scores (experiential and strategic) and patient satisfaction with nursing care, 

disconfirming the second hypothesis. Vitello-Cicciu (2002) believes nurse leaders 

foster a culture of high quality nursing care, productively addressing the emotional 

side of their staff, patients, and families. Nurse managers do not directly provide care 

to patients on the nursing care unit; however, they interact with patients through their 

daily rounding activities.  

 

Few numbers of studies have correlated the relationship between nurse managers’ EI 

and patient satisfaction with nursing care. In the home health arena, Kroposki and 

Alexander (2006) found that open communication and a positive working relationship 

between nurses and their managers positively influenced client satisfaction scores. 

Sulo (2014) found a negative correlation relationship between nurse manager total EI 

and patient satisfaction with nursing care, thereby supporting these findings. 

Nursing staff’s EI and patient satisfaction with nursing care 
An analysis of aggregate level data found a positive correlation between staff nurses’ 

EI and patient satisfaction with nursing care, but it was not statistically significant. A 

not statistically significant positive correlation was found between two area scores of 

EI: between the emotional experiencing area of EI and patient satisfaction with 

nursing care and between the emotional strategic area and patient satisfaction with 

nursing care. 
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Hypothesis 3 addressed if there was a relationship between nursing staff’s EI and 

patient satisfaction with nursing care scores on the same unit. The results show that a 

positive but not statistically significant correlation exists between nursing staff total 

and two area EI scores (experiential and strategic) and patient satisfaction with 

nursing care, disconfirming the third hypothesis. No other studies assessing the 

relationship between nursing staffs’ EI and patient satisfaction with nursing care have 

been found in the literature, limiting the comparison of this study’s findings with 

results reported from other researchers. Studies proposing that EI nursing care 

positively impacts patient outcomes (Vitello-Cicciu, 2002) have been reported. 

Outside of the healthcare arena in the service sector, Barlow and Maul (2000) 

reported that high EI in service providers contributed to customer satisfaction. A 

relationship between EI (understanding emotions and managing emotions) and 

customer service teams’ performance were positively correlated (Feyerherm & Rice, 

2002). This finding was unexpected given the literature suggesting a relationship 

between service provider EI and positive customer service outcomes. Nurses are 

service providers, and measurement of patient satisfaction outcomes is based on 

customer service. These findings imply that other variables not accounted for in the 

present study might have lessened the relationship between nursing staff’s EI and 

patient satisfaction with nursing care. 

Qualitative Findings and Discussion 
The purpose of the design of the qualitative portion of the study of the nurse manager 

and 10 nursing staff who demonstrated positive results of HCAHPS, positive nurse 
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managers’ EI and the nursing staff’s EI correlations was to identify themes that might 

help explain how this nursing unit functions. The qualitative questions collected 

information about practices that the nurse manager and staff follow to strengthen their 

relationship and about the actions that contribute to positive patient satisfaction 

outcomes.  

 

Although a positive and statistically significant correlation was realized between the 

nurse managers’ EI and nursing staff’s EI, the nurse manager MSCEIT total score 

was lower than 100 points, which is the desired benchmark for emotional intelligence. 

The nurse manager MSCEIT total score was 77 (mean = 96), experiential area score 

was 74 (mean = 101), and strategic area score was 85 (mean = 93). The research 

findings of the interviews from 10 nursing staff and nurse manager show group EI 

conditions and are incongruent with the nurse manager MSCEIT data outcomes.  

Theoretical implications of the data 
Manager and staff build mutual collaboration to achieve a high performance team: 

“High performance teams are deeply committed to their purpose, goals, approach, 

each other, and focus on performance results, personal growth, and work products” 

(Katzenbach & Smith, 2003, p. 9). The research data identified that the unit studied 

can be considered a high performing team based on this definition. The themes of 

team effectiveness, synergistic team identity, trust, and engaged shared leadership 

emerged in the data and resembled Druskat and Wolff’s work (2001) regarding 

group-level EI. They found that for teams to be most effective, they need to create 
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norms or habits that support conditions for building group efficacy, group identity, 

and mutual trust among members. The degree to which a group develops these norms 

has been linked to team performance (Druskat, Wolff, Koman, & Messer, 2003). 

 

This study generated considerable data regarding the effect of emotions on building 

mutually strong relationships and team performance. Although all three of Druskat 

and Wolff’s (2001) basic conditions of group EI were included in the aggregate 

dimension themes obtained from the research data, I discovered a fourth condition 

(theme), engaged shared leadership, which emerged as a necessary component to 

support a high performing team (Elfenbein, 2013). Contained within the theme of 

engaged shared leadership is the process of leader rounding. In the context of this 

study, leader rounding is a process spawned by the nurse manager that occurs 

monthly with all unit-based nursing staff. The interplay of themes in the context of 

conversational networks that are enabled through leader rounding results in strong 

positive relationships between the nurse manager and nursing staff and leads to 

positive patient satisfaction outcomes.  
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Figure 9. Team EI Model 
 

Based on the research data, Figure 9 presents an illustration of the model describing 

positive patient satisfaction outcomes achieved through EI teams embracing rounding 

conversations. Druskat and Wolff’s Group EI Model differs in that it only includes 

conditions of trust, identity, and efficacy to be present before creative and productive 

outcomes of teams can occur (Elfenbein, 2013). The research data showed that 

engaged shared leadership as a forth condition is a necessary (absent from Druskat & 

Wolff’s Group EI Model) contribution to form the Team EI Model. The engaged 

shared leadership condition is enabled through the process of rounding, thereby 

creating room for conversations to occur. Each portion of the Team EI Model will be 

explained in subsequent paragraphs. 
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The conversations between the nurse manager and the nursing staff, between all staff, 

between staff and patients, and between the nurse manager and patients were 

engaging, inspiring, uplifting, and emotional. The most significant conversations 

were those between the nurse manager and the nursing staff in the form of leader 

rounding. Nursing staff shared in the data that they felt as though their nurse manager 

cared about them as a person when they were rounded on. They also felt that their 

manager invested in them as a human being and as a professional nurse. Excerpts 

revealed that staff were planning to work on the unit as long as that manager was on 

the unit. Showing gratitude and receiving thanks for doing a good job from their 

manager was mentioned as ways in which the staff had positive feelings. The nurse 

manager was visibly present and consistently bolstered others’ abilities through 

feedback and guidance. Communication is a powerful leadership skill, and the nurse 

manager studied showed competency in this skill. Being able to talk with the manager 

was a consistent theme noted in the research data.  

 

Team emotional intelligence encompasses the four aggregate dimension themes 

apparent in the study data. The four aggregate dimension themes depict how 

supporting behaviors for building team effectiveness, synergistic team identity, 

mutual trust among members, and engaged shared leadership interact to achieve 

strong team relationships.  
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Confirmatory evidence from the research data recognized that team effectiveness was 

represented by themes of outstanding achievement and attentive accountability. 

Multiple studies acknowledge group efficacy including positive moods, 

responsiveness, and attentiveness as components of group EI (Druskat & Wolff, 

2001; Elfenbein, 2013; Feyerherm & Rice, 2002). The data from this research study 

are rich with examples of attentive accountability that exhibit staff’s willingness to 

understand feelings of others, communicating support and encouragement, with a 

results-oriented supportive focus to achieve goals. Nursing staff shared their desire to 

achieve patient satisfaction outcomes and were aware of daily survey outcomes from 

patient satisfaction data. Belief that quality is the key to success was an overarching 

theme in the research data. Passion for quality was evident in the hearts and voices of 

those interviewed. Nursing staff and the manager shared that accountability and 

follow through was a key to the success of the unit outcomes. Staff spoke about how 

they hold other staff accountable and adhered to behaviors that “always” needed to 

occur and, when done consistently, would lead to positive patient satisfaction 

outcomes. 

 

Synergistic team identity was palpable throughout the interview data because staff 

were proud of who they were as a nursing unit and shared how they were recognized 

as the best nursing unit in the hospital. Synergistic team identity mirrors Druskat and 

Wolff’s (2001) group norms that support behaviors for building group identity, such 

as the members’ feeling that they belong to a unique group, caring for others, and 
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team receptiveness. Core value harmony, open communication, and positivity and 

optimism themes surfaced as integral portions of the team identity. Unending loyalty 

to the team and manager and a profound caring for others were a few of the excerpts 

that described team identity. An overwhelmingly consistent theme of “family” within 

the interview data was evident. Open communication between nursing staff and the 

manager, along with exuberant positivity allowed this team of nursing staff to feel 

“like they were all in it together, like family.” Team cohesiveness and positive moods 

leading to creativity and optimism (George, 2000) contribute to optimal effectiveness 

(McCallin & Bamford, 2007; Quoidbach & Hansenne, 2009). Lack of second-

guessing allowed psychological safety and a comfortable calm within the team. 

Positivity and optimism flourished within the nursing team, and staff recognition, 

exuberant positivity, and “making us feel good about ourselves and making us feel 

mentally like you know what you are doing” reinforced the synergistic team identity. 

The nursing staff and manager are able to work harmoniously together on the nursing 

unit to show empathetic consideration with deeply rooted and profound caring for 

each other and for the patients that they serve. Believing in the team identity led to 

the reinforcement for team effectiveness because of the proud feelings of performing 

well and enjoying working together. 

 

Mutual trust among the team members and the ability to share their feelings, which 

demonstrates interpersonal understanding, are recurring themes in the research data. 

An atmosphere of cooperation and mutual trust among nursing staff is essential for 
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providing quality patient care. Trust is the willingness of individuals to expose 

themselves or become vulnerable to others (Butler, 1999) and is established within 

the team as a social norm. Druskat and Wolff’s (2001) group norms that support 

behavior for building mutual trust among members are similar to the research data. 

Nursing staff shared stories of team conviction of trust, unending commitment, and 

lasting permanency, thereby representing themselves as trustworthy and accountable 

members of the team. Nursing staff shared accurate self-assessments of their abilities 

to contribute to positive patient satisfaction. Smiling, demonstrating patience, and 

proactively administering pain medications before patients had to ask for it were 

some strategies that nursing staff shared in the interview data. Understanding 

emotions in others—whether they be patients, other staff, or the nurse manager—and 

even more importantly, regulating their emotions were verbal connections to staff 

intuitiveness that contributed to the trusting relationships of the team. Established 

norms in the group, like caring for others, completing tasks without being asked, or 

completing tasks not normally expected, were a few things that nursing staff 

described in the interview data. The social and psychological bonding networks of the 

manager’s “having our backs,” “always being there for us,” or “tak[ing] care of 

everything” provided evidence of the team’s conviction of trust. The staff’s 

demonstrating unending commitment with lasting permanency solidified the 

aggregate dimension theme of trust. Believing in trusting bonds fueled the synergistic 

team identity, which led to further reinforcement for team effectiveness and positive 

patient outcomes.  
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The research data clearly indicate that the nursing staff engaged in shared leadership 

identified through themes of appreciative recognition and contagious empowerment. 

Yoder (2005) claims nurse leaders may raise awareness of what the team collectively 

is able to create by direct encouragement, positive expectations, and valuing personal 

responsibility, initiative, and innovation. This is explicitly captured in the excerpts of 

nursing staff and the nurse manager. Leadership coaching may stimulate open 

dialogue, providing constructive feedback that encourages confidence and thoughtful 

reflection (Akerjordet & Severinsson, 2004; Yoder, 2005). Recognizing 

thoughtfulness and showing gratitude through actions were apparent in the research 

data and an established group norm that contributes to group EI and positive patient 

satisfaction outcomes on this nursing unit.  

 

The research data indicate that contagious empowerment engages staff to participate 

in decisions and share in the leadership and management duties on the nursing unit. 

Nurse managers support autonomous decision-making and provide better access to 

work empowerment structures, thereby creating empowering structures for their 

nursing staff (Upenieks, 2003). Finally, Lucas, Laschinger, and Wong (2008) 

highlight the importance of nurse managers making time to meaningfully engage 

staff, be physically present, and openly listen and communicate during difficult times 

to promote teamwork, collaboration, and increased staff nurse empowerment 

dimensions. The nurse manager set the stage and got off the stage so that the nursing 
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staff could “get credit” for the great outcomes. Also evident in the interview data was 

the equality of roles that the nurse manager frequently displayed. Answering call 

lights and helping out in stressful and emergency situations were actions that the 

nurse manager displayed to show that everyone can help out and that teamwork starts 

with the manager. Recognizing and appreciating nursing staff was well received by 

the nursing staff, and the nurse manager enjoyed these acts of kindness. The engaged 

shared leadership aggregate dimension theme differed from that of Druskat and 

Wolff’s (2001) model of group EI. The nurse manager’s leadership style and 

openness with supportive staff empowerment has a significant impact on this nursing 

unit functioning. Through the engaged shared leadership approach, nursing staff are 

able to feel empowered to lead with confidence, which strengthens the trusting bonds 

between the team members, fuels the synergistic team identity, and leads to further 

reinforcement for team effectiveness and positive patient outcomes.  

 

This consistent fueling and energy of the four aggregate dimension themes act as a 

catalyst for continuing to exceed patient expectations. The Team EI Model illustrates 

the interaction of the four aggregate dimensions identified in Chapter 4. Rounding 

conversations surround the entirety of the model and strengthen the team EI, fueling 

the aggregate dimensions of team effectiveness, synergistic team identity, trust, and 

engaged shared leadership abilities, ultimately exceeding positive patient outcomes.  
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Networks of conversations 
Berger and Luckmann (1966) maintained that, at the most basic level, conversations 

are what is said and listened to between people. Communicating evidenced by 

speaking and listening between and among people may be understood as 

conversation. Conversation is the process through which we construct reality, and 

through a social constructionist perspective, conversations become the reality 

(Berquist, 1993). Words and sentences create explanations and understanding, which 

then create what is explained and understood in the conversation. 

 

Ford (1999) suggests that organizations can be understood as networks of 

conversations that are interconnected and embedded within multiple levels of other 

conversations. Within the nursing unit that was studied, networks of conversations for 

understanding how patterns of conversation lead to enhanced communication and 

positive patient satisfaction outcomes will be discussed later in this chapter. 

Communication patterns that enhance the transformation of thoughts and words into 

meaningful actions require leadership skills. Effective and skilled communication is 

arguably the most basic foundation of leadership and can be seen as the building 

blocks for more sophisticated interpersonal and influence skills (Riggio & Tan, 

2014).  

 

Recently, studies on effective leadership focused on understanding the emotional side 

of communications because of the important leadership competency of needing 

“people” skills. Much of the research on leadership effectiveness points to the 
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importance of emotional and interpersonal abilities (Riggio & Tan, 2014). The surge 

in interest in EI has led to the belief that a great deal of leadership involves the 

intellectual processing and communication of emotions (Caruso & Salovey, 2004; 

Goleman, 1998). Although emotional skills and competencies are important for 

effective leadership, Riggio and Tan (2014) offer the Social Skills Model to explain 

how basic social skills may be even more important because social skills involve 

social norms, and they believe that leadership is a complex social role. Social skills 

enable leaders to effectively communicate and build relationships. The research data 

support that the nurse manager appeared to have exceptional social skills, building 

solid relationships and fostering the bond through appreciative recognition. 

 

Cameron’s (2012) concept of positive leadership suggests that leaders enable 

positively deviant performance, foster an affirmative orientation in organizations, and 

engender a focus on virtuousness and the best of the human condition. Positive 

communication creates more connectivity with others, as this research data clearly 

indicated. Because leaders’ role modeling has an exponential effect on creating 

positive outcomes in organizations (George, 2000), the communication patterns of 

leaders are especially important. 

Communication through rounding 
Communication is often the basis of any good relationship, including the one between 

the manager and the employees. Communication, the exchange and flow of 

information and ideas from one person to another, is the very foundation of our 
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functioning as human beings (Studer Group, 2010). Focusing on the positive in a 

conversation ensures that staff feels purpose, worthwhile work, and making a 

difference (Studer Group, 2013). Nurse leader rounding on employees, or “leader 

rounding,” is a purposeful, monthly meeting that creates space for conversations to 

hear about what employees have to say. It is one of the best ways to maintain a 

positive relationship with employees. Leader rounding enhances two-way employee 

communication to build relationships, helps leaders learn what is working well, 

identifies areas for process improvement, ensures that staff have the tools to do their 

jobs, and has been shown to increase retention rates among nurses (Hinson & Spatz, 

2011). Staff want a relationship with their immediate supervisor, and asking a 

question to build a personal relationship is why rounding is so powerful.  

 

Employees value communication from their manager not just about their role and 

responsibilities but also about what happens in their life outside of work (Gallop, 

2015). Further, Gallop contends that consistent communication is connected to higher 

engagement, and the frequency of meetings is less important to employees than the 

fact that they happen at all. Engaged employees are those who are involved in, 

enthusiastic about, and committed to their work and workplace (Gallop, 2015). The 

concept of employee engagement, including emotional engagement, has been written 

about since the 1990s (Attridge, 2009; Kahn ,1990). Research has suggested that 

relationships and task-oriented behaviors are associated with engagement. Leadership 

translates into organizational outcomes, and employees’ attachment to the 
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organization is best explained by engagement (Avolio, Walumbwa, & Weber, 2009). 

The nurse manager’s and nursing staff’s relationship has likely deepened the 

engagement felt through regular rounding. Rounding creates the space for 

conversations, and when EI teams are participating in rounding, more positive 

outcomes occur. 

Leader rounding as engaging network of conversations 
After the literature was reviewed and the theoretical model for this research was 

developed, the next task was explaining how the nurse managers’ EI and nursing 

staff’s EI relationship contributes to team EI, ultimately leading to positive patient 

satisfaction outcomes. The central theme of “leader rounding” surfaced in the 

research data, answering the question of how the nurse manager builds relationships 

with the nursing staff. Leadership communication depends on self-awareness as well 

as increased awareness of others, or EI (Barrett, 2006). Engaged and well-developed 

communication patterns in the form of staff conversations appear to be collectively 

networked. Networks of conversations define the “how” of building relationships 

between the nurse manager and nursing staff. The nursing team embraces these 

networks of conversations.  

 

How do high patient satisfaction outcomes happen? The answer to the research 

questions of how nurse managers build positive relationships with their nursing staff 

and what nursing staff are doing to contribute to positive patient satisfaction with 

nursing care lies within the box below. Figure 10 illustrates the box with leader 
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rounding occurring between the nurse manager and nursing staff’s EI relationship 

creating a network of conversations that lead to high patient satisfaction outcomes. 

 

 

Figure 10. Team EI Leader Rounding Model 
 

The outcomes from the research data led to a dynamic process in which networks of 

conversations enhance relationships to create positive patient satisfaction outcomes. 

The biggest and most influential factor in achieving positive patient satisfaction 

outcomes in the study was the rounding networks of conversations occurring within 

this nursing unit. The powerful networks of conversations that regularly took place 

built strong relationships among the staff within the nursing unit. Taking an active 

personal interest in the nursing staff allowed the nurse manager to understand more 

fully the complexity of the employee as a whole person not just the part of them at the 
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workplace. What happens in an employee’s life outside of work is an important 

indicator of what is happening at work. Emotions from home are brought to work; 

they cannot turn off the human side of their existence.  

 

Networks of conversations strengthened the team relationship, and team habits or 

norms allowed the team to work cohesively to achieve positive patient satisfaction 

outcomes. The research data clearly emphasized interactions and relationships 

between staff and the manager. The nursing staff expressed the importance of 

relationships, valued the support from co-workers and the manager, and described 

relationship building as a way of giving meaning to their work. Carucci and Pasmore 

(2002) assert that we have competencies that determine how we handle relationships 

and include our ability to experience empathy—our awareness of others’ feelings, 

needs, and concerns. Developing relationships with others was important to the 

nursing staff’s emotional well-being and self-development. 

 

The focus of this study was to understand how patient satisfaction outcomes are 

created through emotionally intelligent teams embracing networks of conversations. 

The theoretical models developed identify the practice of leader rounding as engaging 

conversations. The following chapter discusses future horizons and includes 

reflection regarding leader rounding opportunities. This topic has implications for 

using this model and potential recommendations for future research.  

 

 



 

Chapter 6: Future Horizons 
Summary 
The purpose of this study was to examine the relationship that exists between the 

nurse managers’ and nursing staff’s EI and how they cultivate their relationship with 

each other to achieve high patient satisfaction outcomes. Riggio and Tan (2014) 

describe the importance of emotional skills to leadership: 

Emotional skills contribute to effective leadership in many ways, 
ranging from the expressive skills required to motivate and inspire 
followers, to the emotional sensitivity necessary to develop close 
interpersonal relationships, to the ability to control and regulate 
emotions in order to effectively play the role of leader. (p. 39) 

 

What I found in this study was a dynamic process in which networks of conversations 

between the nurse manager and nursing staff, enabled through leader rounding, 

enhanced EI relationships to create positive patient satisfaction outcomes. 

Limitations 
This study has several limitations that should be noted when interpreting the research 

findings. This study was conducted at a two-hospital system where the investigator is 

also the Chief Nursing Officer, and this dual role brings potential bias. The two-

hospital system is a limitation because of its lack of generalizability to other 

healthcare institutions. Further, a community hospital setting was used in this study, 

and results may not be correlated to teaching or rural hospital settings.  
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Although 100% of eligible nurse managers participated in the study, only 16.8% of 

eligible nursing staff participated (43 staff). The small sample size further limits the 

generalizability of results. No assumptions can be drawn that those participants are 

representative of the population. Similarly, no assumption can be made regarding 

those who did not respond. Replicating this study with larger groups of nurse 

managers and more participation of nursing staff on the units surveyed would be 

recommended. 

 

It took an average of 75 minutes for nurse managers to complete the MSCEIT 

instrument, which, according to Mayer, Salovey, and Caruso (2002), is 30 minutes 

more than most respondents need to complete the instrument. The length of time 

needed to complete the instrument may be suggestive of nurse managers’ managing 

multiple priorities or the introduction of research methods in the workplace.  

 

Another limitation of the study is that it is uncertain if the archival/administrative 

patient satisfaction data included patients that were cared for by the nursing staff who 

participated in the study. Not all patients return their surveys, and not all nursing staff 

participating cared for the patients who did return the surveys.  

 

Despite the limitations, the study results can contribute to the body of knowledge on 

understanding team EI relationships and patient satisfaction outcomes using the 

process of leader rounding. The results of this study could encourage future 
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researchers using longitudinal studies to assess sustainability of patient satisfaction 

outcomes. 

Implications and Recommendations 
The implications of the findings presented in this study are important because 

emotionally intelligent leaders and teams can assist healthcare organizations to 

achieve and sustain high performance of desired outcomes. The results of this study 

recommend that leader rounding using purposeful, regular meetings with employees 

builds EI relationships, further developing trust. 

 

Previous research indicated that individual EI affected team performance through 

development of emotionally intelligent group norms (Druskat & Wolff, 2001; Koman 

& Wolff, 2008). Emotionally intelligent relationships between nurse managers and 

their nursing staff affect team performance. This research has shown that team EI also 

affects team performance through shared leadership using leader rounding to create 

networks of conversation.  

 

As healthcare organizations are faced with reimbursement penalties tied to HCAHPS 

survey results assessing patient satisfaction with their nursing care, finding solutions 

for improving outcomes is a key priority. The role of the nurse managers is critical to 

the success of healthcare organizations because their responsibility is to provide the 

best possible care to the patients and their families (Studer Group, 2010). EI is 
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considered to be pivotal, since nursing articulates caring, empathy, and compassion as 

core concepts (Akerjordet & Severinsson, 2004).  

 

For a Chief Nursing Officer, the implications of this study are important to consider 

because of increasing reimbursement challenges and nursing leadership shortages. 

Given the findings of this study, nurse leaders’ monthly rounding and developing a 

personal connection with their staff appears a non-negotiable task. Building close 

personal relationships through conversations with the staff builds stronger EI 

relationships and trust. Emphasis on the importance of nurse managers exhibiting EI 

behaviors will enable them to play an even more important role in the accountability 

for quality of care and patient satisfaction outcomes. Chief Nursing Officers need to 

lead by example in engaging in networks of conversations with their direct reports 

and model the behavior they want to see in others. A Chief Nursing Officer’s taking a 

personal interest in all staff members enables him or her to better understand them as 

colleagues not just as employees. Ensuring that all nurse leaders participate in the act 

of rounding on staff monthly and in their development of EI will lead to positive 

patient satisfaction outcomes. In light of these findings, healthcare organizations 

should be actively developing EI in their nurse leaders and further develop team EI 

through leader rounding. Networks of conversations between the nurse manager and 

nursing staff, enabled through leader rounding, strengthen relationships to create 

positive patient satisfaction outcomes.  
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The results of this study as they relate to potential implications of EI show promise to 

leader development opportunities. This study adds to the body of research on team EI 

and networks of conversations, which result in high patient satisfaction outcomes. 

Networks of conversations enabled through leader rounding and enhanced EI 

relationships to create positive patient satisfaction outcomes provide a rich landscape 

of possibilities for further research. Replicating the study with a larger sample size is 

one means to test and validate the findings.  

 

Longitudinal studies aimed at better understanding how supporting networks of 

conversations between nurse managers and nursing staff enhance EI relationships to 

create positive patient satisfaction outcomes could possibly help us better understand 

the long-term impact and effect of leader rounding. 

 

Examining team EI and staff engagement with patient satisfaction outcomes is 

another possible area of study. Although this study did not specifically use a tool to 

measure staff engagement, one could speculate that staff appeared engaged and that 

patient satisfaction is somehow affected. 

 

Given the engaged shared leadership aggregate dimension theme observed in the 

interviews, examining the research on followership and how that applies to team EI 

development would be interesting. Understanding through the lens of the follower 

how emotional norms are perceived could provide an intriguing perspective. Future 
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research could also investigate the impact of leadership skills and abilities measured 

by leadership development initiatives and the learned skills of individual EI and team 

EI. 

 

This study has revealed interesting findings regarding networks of conversations 

enabled through leader rounding, which enhances EI relationships to create positive 

patient satisfaction outcomes. In addition to the several promising implications for 

leadership development within this healthcare organization, this study offers results 

that could benefit a broad range of healthcare organizations. 

 

 



 

Appendix A: Recruitment E-Mail 
 
Subject: Invitation to Participate in Research: Emotionally Intelligent Relationships 
and Patient Satisfaction 
 
Dear [First and Last Name], 
 
My name is Michele “Shelly” Major. I am a doctoral candidate in Benedictine 
University’s Values-Driven Leadership Doctor of Philosophy (Ph.D.) program and a 
Methodist Hospitals employee. I am researching the impact of emotionally intelligent 
relationships on patient satisfaction. Key to my research is understanding how nurse 
managers, registered nurses (RNs) and certified nursing assistants (CNAs) assess, 
understand, and manage their emotions ( known as emotional intelligence) when 
interacting with patients, and if emotionally intelligent interactions are reflected in 
patient satisfaction scores.  
 
This research will potentially lead to a greater understanding of nursing’s role in 
ensuring patient satisfaction, and will contribute to the general body of Emotional 
Intelligence knowledge. 
 
As a former staff nurse and nurse manager, I am inviting you to participate in this 
research. Your participation is strictly voluntary.  
 
Three steps are being taken to ensure the anonymity of all participants: (1) data 
collected will be stripped of any identifying information, (2) data will be analyzed 
only at an aggregate level, and (3) an independent researcher, not employed by or 
associated with Methodist Hospitals, will be aggregating the data and presenting it to 
me for analysis.  
 
What is involved and how much time is required of you? To participate in this 
study, you would need to: 

1. Read and sign an electronic consent form (2–3 minutes). 
2. Complete a short demographic survey (less than 5 minutes). 
3. Complete the Mayer-Salovey-Caruso Emotional Intelligence Test [MSCEIT] 

(about 45 minutes).  
 
I would greatly appreciate your participation in this research. If you choose to 
participate, please follow this link (insert link) to access and acknowledge the 
electronic consent form. Please sign the electronic consent form first, and then 
complete the demographic survey before taking the MSCEIT.  
 
Please complete all three steps by (insert date). 
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If you have any questions, please email me at EIresearch@methodisthospitals.org. 
Thank you in advance for your consideration of this request. 
 
Thank You, 
 
Michele “Shelly” Major 
Ph.D. Candidate  
Benedictine University 

 



 

Appendix B: Informed Consent 
 
Consent to Participate in Research 
 
My name is Michele “Shelly” Major, and I am a doctoral candidate in Benedictine 
University’s Values-Driven Leadership Doctor of Philosophy (Ph.D.) program and a 
Methodist Hospitals employee. I am researching the impact of emotionally intelligent 
relationships on patient satisfaction. Key to my research is understanding how nurse 
managers, RNs, and certified nursing assistants (CNAs) assess, understand, and 
manage their emotions ( known as emotional intelligence) when interacting with 
patients, and if emotionally intelligent interactions are reflected in patient 
satisfaction scores.  
 
This research will potentially lead to a greater understanding of nursing’s role in 
ensuring patient satisfaction, and will contribute to the general body of Emotional 
Intelligence knowledge.  
 
Thank you for your willingness to participate in the research. Your participation is 
strictly voluntary. Three steps are being taken to ensure the anonymity of all 
participants; 1) data collected will stripped of any identifying information, 2) data 
will be analyzed only at an aggregate level, and 3) an independent researcher, not 
employed by or associated with Methodist Hospitals, will be aggregating the data and 
presenting it to me for analysis. Your time is truly appreciated.  
 
What is involved and how much time is required of you? 
If you decide to participate in this research, you will: 

1. Complete a short demographic survey, which should take less than 5 minutes.  
2. Complete the Mayer-Salovey-Caruso Emotional Intelligence Test [MSCEIT], 

which should take about 45 minutes. 
 
You may be asked to participate in an audiotaped face-to-face or phone interview 
including a series of open-ended questions. The interview may take 15–30 minutes. 
Dr. Marsha King, an independent researcher (IR) will conduct the interview. At the 
completion of the interviews, Dr. Marsha King, will send out for transcription and de-
identify the transcripts so that anonymity will be maintained. Participant identity and 
confidentiality will be concealed using coding procedures. For legal purposes, data 
will be transcribed and transmitted to a Benedictine University faculty member (Dr. 
Marie DiVirgilio, Ph.D.) for secure and ultimate disposal after a period of seven 
years.  
  
Excerpts and results of this study may be published, or presented at scientific 
meetings, but your identity will not be disclosed, and your data will be presented 
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in the aggregate form only. All information will be stored in a secure place without 
your name or anything else that will identify you. If, at a subsequent date, 
biographical data were relevant to a publication, a separate release form 
would be set to you. 
 
Regardless of your participation in the study, your participation is voluntary 
and your employment status will not be at risk. You have the right to withdraw 
from this study at any time.  
 
Consent 
 
By clicking Yes below, I agree to participate in this study. 
 

• Yes (Please insert your name)  
• https://www.surveymonkey.com/r/EIresearchnursingstaff 

 
 
By clicking No below, I decline to participate in this study. 
 

• No 
 
 
This research is being conducted in part to provide data for a published dissertation 
study and fulfill requirements for my Values Driven Leadership Ph.D. in the business 
School of Benedictine University in Lisle, Illinois. The Institutional Review Board 
(IRB) of Benedictine University and at the IRB of Methodist Hospitals has approved 
this study. The Chair of Benedictine University’s IRB is Dr. Alandra Weller-Clarke. 
She can be reached at (630) 829-6295 and her email address is aclarke@ben.edu. 
The chairperson of this dissertation is Dr. Marie DiVirgilio, Ph.D. She can be reached 
at (630) 829-2178 for further questions or concerns about the project/research. 
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Appendix C: Demographic Form—Nurse 
Manager 

 
A. What unit do you work on? 

• 3 South 
• 4 East 
• 4 West 
• 5 South 
• 3W2 
• 4W1 
• 4W3 
• 5W1 

 
B. What is your gender? 

• Male 
• Female 

 
C. What is your age? 

• Under 25 years 
• 25 to 30 years 
• 31 to 35 years 
• 36 to 40 years 
• 41 to 45 years 
• 46 to 50 years 
• 51 to 55 years 
• 56 to 60 years 
• 61 to 65 years 
• Over 65 years 

 
D. How many years have you worked as a nurse? 

• Less than 1 year 
• 1 to 3 years 
• >3 to 6 years 
• >6 to 9 years 
• >9 to 12 years 
• >12 to 15 years 
• >15 to 18 years 
• >18 to 21 years 
• >Over 21 years 
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E. How many years have you worked as a nurse manager? 
• Less than 1 year 
• 1 to 3 years 
• >3 to 6 years 
• >6 to 9 years 
• >9 to 12 years 
• >12 to 15 years 
• >15 to 18 years 
• >18 to 21 years 
• >Over 21 years 

 
F. Highest level of nursing education 

• Diploma Degree Nursing 
• Associate Degree 
• BSN 
• Bachelor Degree Other 
• MSN 
• Master’s Degree Other 
• Other 

 



 

Appendix D: Demographic Form—Nursing Staff 
 

A. What unit do you work on? 
• 3 South 
• 4 East 
• 4 West 
• 5 South 
• 3W2 
• 4W1 
• 4W3 
• 5W1 

 
B. What is your gender? 

• Male 
• Female 

 
C. What is your age? 

• Under 25 years 
• 25 to 30 years 
• 31 to 35 years 
• 36 to 40 years 
• 41 to 45 years 
• 46 to 50 years 
• 51 to 55 years 
• 56 to 60 years 
• 61 to 65 years 
• Over 65 years 

 
D. How many years have you worked as a staff nurse or C.N.A? 

• Less than 1 year 
• 1 to 3 years 
• >3 to 6 years 
• >6 to 9 years 
• >9 to 12 years 
• >12 to 15 years 
• >15 to 18 years 
• >18 to 21 years 
• >Over 21 years 
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E. Highest level of educational degree earned 
• CNA 
• Diploma Degree Nursing 
• Associate Degree Nursing 
• BSN 
• Bachelor Degree Other 
• MSN 
• Master’s Degree Other 
• Other 

 

 

 



 

Appendix E: HCAHPS Nursing Care Questions 
 

1. During this hospital stay, how often did nurses treat you with courtesy and 
respect? 

• Never 
• Sometimes 
• Usually 
• Always 

 
2. During this hospital stay, how often did nurses listen carefully to you? 

• Never 
• Sometimes 
• Usually 
• Always 

 
3. During this hospital stay, how often did nurses explain things in a way that 

you could understand? 
• Never 
• Sometimes 
• Usually 
• Always 

 
4. During this hospital stay, after you pressed the call button, how often did you 

get help as soon as you wanted it? 
• Never 
• Sometimes 
• Usually 
• Always 
• I never pressed the call button 
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Appendix F: Interview Guide—Nurse Manager 
 

1. Methodist Hospitals recognizes the need to follow the Model of Care and 
Conduct and promote Patient Satisfaction with their care. As a result, work is 
focused on improving the relationship with staff. I understand you have been 
involved with this in your role as Nurse Manager, is that correct? 

 
2. Without being modest, what is it about you that contributes to high levels of 

patient satisfaction? When answering, consider your values, strengths, assets, 
capabilities, skills, relationships, ways of working, etc. 

 
3. Looking at your RNs and CNAs, what do they do that contributes to their 

ability to deliver high levels of care? Please share a story of when a staff 
member was really at their best. Specifically, what did he (she) do? (Probes: 
What did he (she) do…for you, your unit, to communicate effectively, to 
manage relationships, etc.? For each example, ask what the situation was, who 
was involved, what did others do, how did it help or hinder patient 
satisfaction?) 

 
4. What do you see as the most important role you play in this work? What do 

you see as the most important role your staff (nurses and CNAs)? How do the 
roles you both play fit together to create a formula for success? 

 
 
 
Thank you for your time. As a reminder, your interview will be transcribed.  
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Appendix G: Interview Guide—Nursing Staff 
 

1. Methodist Hospitals recognizes the importance of following the Model of 
Care and Conduct and to promote Patient Satisfaction with their nursing care. 
As a result, work is focused on improving the relationship with your manager. 
I understand you have been involved with this in your role as a staff member 
is that correct? 

 
2. Without being modest, what is it about you that contributes to high levels of 

patient satisfaction? When answering, consider your values, strengths, assets, 
capabilities, skills, relationships, ways of working, etc. 

 
3. Looking at your nurse manager’s leadership, what does she do that contributes 

to your ability to deliver high levels of care? Please share a story of when she 
was really at her best. Specifically, what did she do? (Probes: What did she 
do…for you, your unit, to communicate effectively, to manage relationships, 
etc.? For each example, ask what the situation was, who was involved, what 
did others do, what did your nurse manager do, how did it help or hinder 
patience satisfaction?) 

 
4. What do you see as the most important role you play in this work? What do 

you see as the most important role your nurse leader plays? How do the roles 
you both play fit together to create a formula for success? 

 
 
 
Thank you for your time. As a reminder, your interview will be transcribed.  
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Appendix H: Data Structure 
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Appendix I: Intercoder Reliability Guidelines 
 
Guide for Intercoder Reliability Checking: The Effect of Emotionally Intelligent 
Relationships on Patient Satisfaction with Nursing Care 
 
Overview 
This document serves as a guide in the process of coding data collected for the 
qualitative portion of a mixed methods study examining the effect of Emotionally 
Intelligent relationships on patient satisfaction. The researcher seeks to understand 
how nurse managers develop and build positive relationships with their staff and the 
productive norms that contribute to positive patient satisfaction with nursing care 
outcomes.  
 
Research Context 
The interviewees are nursing staff (RNs and CNAs) and the nurse manager that all 
work together from one nursing unit. The interviewees represent different levels of 
clinical expertise, formal educational preparation, and tenure experience yet all 
participate with caring for patients or their families in a hospital setting in some way. 
The term “rounding” for the purpose of this study is defined as a one-on-one meeting 
that occurs between the manager and a nursing staff member every month about 
individual needs, unit needs, and good things that have occurred. “Rounding” also 
describes a brief daily meeting that the manager has with a patient or their family in 
the patient room discussing their care. 

1. Familiarize yourself with the research questions. 
2. Read each passage of text. 
3. As you read each passage think about the research questions. 
4. As you read each passage, document your observations about what  
5. Save the document, record your name at the end of each transcript, and email 

me back your comments. 
 
Research Questions 
This study is interested in better understanding the relationships between nurse 
managers and nursing staff, and how the nurse managers’ relationship with their staff 
maximizes teamwork to achieve positive outcomes. Things you should look for—but 
should not be limited by—include: 

1. How do nurse managers build positive relationships with their nursing staff? 
2. What are RNs doing to contribute to positive patient satisfaction with nursing 

care? 
3. What are CNAs doing to contribute to positive patient satisfaction with 

nursing care? 
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Directions: 
Please contact Shelly Major with any questions. 
Mugs29@icloud.com 
708.369.7872 

 

mailto:Mugs29@icloud.com
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