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ABSTRACT 

Abstract 

Background 

Registered nurses in the health system in New Zealand are able to follow a career 

pathway into management roles that also usually require a clinical focus. This means 

there are different skill sets required for such roles, which are commonly referred to 

as clinical nurse manager or clinical charge nurse. The discussion on the skills of 

registered nurses transferable to management roles has become more topical with 

the resurgence of clinical governance and a ministerial drive to implement clinical 

governance throughout the District Health Boards (DHBs) of New Zealand.   

Research aim 

The aim of this research was to understand the skills nurses use in clinical practice 

and how they might transition into management. Nurses who move into these roles 

are usually experienced nurses, but little is known about what skills they have that 

may be transferable to the context of a management role. The research question 

therefore asked “what skills do registered nurses bring to health service management 

roles?” 

Methodology 

The most appropriate way to obtain this information was determined to be through a 

descriptive survey design, using an e-survey questionnaire as the data collection 

instrument. Survey Monkey™ was used to develop a web based questionnaire 

distributed through a web link attached to an email, providing potential respondents 

access to the questionnaire. The questionnaire consisted of demographic questions, 

with literature review findings used to formulate the remaining quantitative 

questions. Free text responses to some questions provided the opportunity to 

include qualitative data. Respondents were recruited from across four District health 

boards and an Aged Care Facility. Ethical considerations ensured privacy and 

anonymity of respondents. 
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The Survey Monkey™ tool generated results as percentages and frequencies for each 

question and these are presented in pie graphs. Thematic descriptive data analysis 

was used to develop themes from respondents’ free text comments.  

 

Results 

The results of the survey reflected national and international trends within nursing 

with the thematic analysis of feedback clearly identifying a range of skills that 

registered nurses have that could transition into management roles, and the 

priorities the registered nurses assigned to these skills.  

The findings demonstrated a lack of clarity of the clinical nurse manager roles, 

expectations of both the manager and the registered nurse transitioning into the role 

without adequate preparation. 

Recommendations from the findings are presented across three spectrums: 

education, nursing practice and research. 
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CHAPTER ONE INTRODUCTION 

1.1 Background 

This thesis reports on research which has a focus on registered nurses who have 

moved into management roles. Although the main emphasis was to identify the skills 

that nurses bring to these roles, a number of other issues associated with 

preparation for management roles and support available and provided have also 

been explored.  

Historically, in the New Zealand health system, and particularly within the hospital 

setting, there have always been nurses in roles who manage or supervise other 

nurses in a structure that is invariably hierarchical. When nurses were first registered 

following the introduction of the Nurses Registration Act 1901, many hospitals were 

training schools, and most of the nursing care was provided by nursing students. This 

meant that there needed to be another more senior nurse who supervised the 

various tasks that the student workforce undertook as part of their training (Papps, 

1997). 

While nursing students are no longer employees of health provider organisations, 

(which are currently District Health Boards), a hierarchical system exists in which 

registered nurses providing nursing care are managed by a more senior nurse who has 

responsibility for a hospital ward or clinical area.  Nursing management roles have been 

influenced by various government policies applied to the New Zealand health system.  

White (2004), identified that the health reforms in the 1990s impacted significantly on 

nursing management roles. Many hospitals chose not to employ a director of nursing, 

and charge nurse roles disappeared into a renamed resource manager position or 

clinical nurse specialist role. Other roles, such as the clinical nurse leader emerged 

(Gardener, 2008) to provide the management and leadership of clinical service areas.  

Although this role has, over the years, changed in terms of title, nurses in these first line 

management positions (Harris & Associates, 2006), are now referred to as a clinical 

nurse manager or clinical charge nurse, and another role has emerged to support these 

roles, which is referred to as associate clinical nurse manager or associate clinical charge 

nurse. This is a title for a position that is defined by the New Zealand Nurses 

Organisation/District Health Boards Multi Employer Collective Agreement (MECA).   
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Nurses who work in first line management roles with the word “nurse” in their position 

title are deemed to be practising as nurses, and as such, are required to have an annual 

practising certificate. This means they must demonstrate meeting the competence 

requirements of the Nursing Council of New Zealand for the registered nurse scope of 

practice, under the Health Practitioners Competence Assurance Act (HPCA Act) 2003. 

This also includes nurses who work as managers but not in direct patient care.  

There is an expectation that nurses who work in these management roles in a particular 

ward or clinical unit,  have responsibility for quality, safety, efficiency and financial 

performance, as well as ensuring that staff are capable of providing complex care in the 

hospital environment (Hill, 2004; Cathcart et al, 2010). However, little is known about 

what is required to enable nurses to perform effectively in such roles (Pillay, 2011; 

McCallin and Frankson, 2010; Zorro and Morrison, 2009).  

Baker et al (2012, p. 16), assert that “...new nurse managers, promoted from direct care 

roles, are often not given formal training for their new role, but expected to hit the 

ground running”. Similarly, Kerridge and Ryder (2013) suggest that nurses may be given 

the title of manager or leader, but that does not make them proficient in undertaking 

the role.  Nurses who move into management roles are usually experienced nurses, and 

this raises an important issue in terms of what is perceived about skills that nurses have 

that may be transferable to the context of management.  

Often there is an expectation that a new nurse manager knows what to do and how to 

do it without any assistance (Crowther, 2004). It is useful therefore, to comment briefly 

about what is known about nursing skills of experienced nurses, as the literature review 

reveals there is no identifiable information about what skills nurses bring to these roles. 

1.2 Nursing skills 

The seminal work of Patricia Benner (1984) utilised the Dreyfus skill acquisition model to 

identify how nurses progress from novice to expert. Benner (2004) asserts that nurses 

may be at different levels of skill in different areas of practice based on their particular 

background experience and knowledge. She notes as an example that “... a practitioner 

skilled in caring for adults at an expert level will not be at that level of skill when caring 

for young children or premature infants” (p. 191). 

This statement from Benner (2004) is helpful in considering skills that may be 

transferable to management roles in the sense that nurses may well be proficient or 
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expert in nursing practice, but in terms of management are not at the same level of 

expertise. Importantly, Benner’s work identifies that skill acquisition develops through 

experiential learning over time. It is possible that the skills of experienced nurses are 

transferable into some management activities because they have expertise of managing 

complex patient care situations. That aside, however, it is apparent that these nurses 

new to management roles “... might be clinical experts but are in fact, junior and novice 

managers who require development” (Frankson, 2009, p.42). 

1.3 Significance of the research 

An expectation around registered nurses with skills transferable to management roles 

has become topical with a recent emphasis on clinical governance as well as a 

Ministerial drive to implement clinical governance throughout the District Health Boards 

(DHBs) of New Zealand. There is an expectation by the Minister of Health for DHBs to 

manage the growing demand on the health dollar within current budget limits. Involving 

clinicians in governance is a direct move to control spending. As discussed in the 

Ministerial report “In good hands” (Ryall, 2009), when clinicians are involved in 

governance they have greater ability to influence decisions and outcomes. 

Gauld and Horsburgh (2012) discuss the notion of clinical governance, which involves 

clinicians actively participating in the business management aspect of the health sector. 

Scally and Donaldson (1998, p.62) as cited in Gauld and Horsburgh (2012) describe 

clinical governance as: 

“a system through which health organisations are accountable for continuously 

improving the quality of their services and safeguarding high standards of care by 

creating an environment in which excellence in clinical care will flourish"  

An extensive literature search, which will be discussed in Chapter Two, revealed that 

there is a paucity of research in the area of interest for this thesis. With extensive 

human capital invested in clinical management roles, and expectations of effectiveness 

in meeting the requirements of the role, there is a need to identify what nurses in these 

roles perceive about the skills and knowledge they have, they need, and what skills are 

transferable into a management role. Hence, the research question for this thesis is 

“What skills do registered nurses bring to management roles?”  
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1.4 Positioning myself in this thesis 

I have experienced many situations where discussions have involved others who work in 

the health environment, including business accountants, non nursing background 

managers and human resources staff debating the efficacy of nurses working in 

management roles. These debates have been forthright, and ranging from yes nurses 

can, to, no nurses should not be in management roles - they cannot do the job. Working 

in an environment where many of my colleagues and those that I work with have 

nursing backgrounds, I have observed that nurses can and do work effectively in 

management roles  

I entered management leaving bedside clinical nursing by default, as I had been in the 

department for 10 years and needed a change.  An opportunity arose to utilise my 

nursing skills outside the direct clinical setting, and at the same time participate in 

management of the hospital. Resource coordinators as they were known then, but now 

are known as duty managers. This group worked and continue working after hours 

running the hospital in the absence of the Monday – Friday 8 - 4.30 managers. In 

essence, one manager to replace 30 managers you represent them all. It was a great 

role with autonomy in terms of management responsibility and clinical practice - the 

best of both worlds. 

An opportunity arose to work as a unit manager (charge nurse) of a surgical ward due to 

maternity leave. As I had had enough of shift work, even though I thoroughly enjoyed 

the after hours’ management, I threw my hat in the ring, and was successful. Never 

having had any management training, after hours didn’t need any, I stepped into the 

role. Some in-service training came along as part of all managers’ training, but not 

specifically identified or provided for myself moving into the role. Duty Managers, whilst 

being fiscally aware, had no budgetary responsibility or direct staff management 

responsibility. 

Left to sink or swim, I quickly learnt to tread water, recognise my weakness, and began 

to manage-survival only. I was one of the lucky ones having a fantastic mentor who was 

always ready to help, support and train. She was extremely experienced in staff 

rostering, budget management and staff management, and when I think about it now, I 

don’t believe she had had any formal training and little in-service training. She learnt on 

the job, but she happened to be good at it, and loved to share her knowledge. 
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During this time two hospitals were merged. My ward moved between four different 

physical locations within eighteen months to accommodate the hospital rebuild during 

this period, and I began to acquire more management skills and knowledge and other 

departments. Ending up with not only the ward to manage (I only had one ward on my 

floor although other unit managers had two wards to a floor) but additionally, I was 

responsible for the casual pool, roster office (internal agency), management of the 

afterhours management team, Trendcare Coordinator (Patient Acuity tool with 

responsibility for coordinating and managing the system), and became the first bed 

manager for a regional hospital. 

I became an expert at juggling, but not a master of anything. What it did mean though, 

was that the team leaders for the ward, received training as well as opportunity to 

manage budgets, deal with and respond to complaints and event reports before any 

others did. Necessity was the mother of invention, and between us we were quite 

innovative implementing changes that have now become standardised throughout the 

organisation. 

I have attended every in-service training session I could find for management.  Budgets 

for non accountants, performance review, recruitment and selection. All well and good, 

but changes to systems and processes meant more training to learn the new way.  

This is how I come to be doing this research at the end of a stage of formal learning 

leading to my masters all done extramurally working mostly full time. 

Today as I move around my work environment in a non clinical management role, where 

I use my nursing skills and background constantly, I see younger staff experiencing a 

similar process as I have, stepping up into management roles.  Some have had formal 

training as part of their initial nursing degree training, but not many have been part of 

succession planning with training and support before stepping up. They can be found 

tired and struggling -  their managers often away somewhere within the DHB working on 

organisational projects and the ACNM trying to carry a clinical work load while 

supporting staff and managing the day to day operations of the ward - and then comes 

the end of the manager’s holiday and thankfully they will return from that on Monday. 
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1.5 Structure of the thesis 

This thesis is presented in five chapters. This first chapter, Chapter One, has provided an 

outline of the background and significance of the thesis, the research question, and the 

position of the researcher in this thesis. 

Chapter Two, the literature review, positions the thesis in relation to what is known as 

well as what is unknown in terms of answering the research question.  In Chapter Three, 

the research design and methodology, data collection and analysis, as well as ethical 

considerations are described.  

In Chapter Four, the results are outlined, and Chapter Five discusses the findings, and 

includes a conclusion as well as implications and recommendations. 
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CHAPTER TWO:  LITERATURE REVIEW 

2.1 Introduction 

A literature review is an essential component of the research process and according to 

Schneider et al. (2007), it explores and critiques available literature associated with the 

topic being studied. It identifies what is known about the topic, and what gaps exist in 

the literature, and can inform a focus for future research. The intent of the literature 

review undertaken for this thesis was to determine what literature was available in 

relation to the skills brought to health management by registered nurses. This chapter 

outlines the literature review undertaken to answer the research question “What skills 

do registered nurses bring to health service management roles?” 

2.2 Search strategy 

A systematic search was undertaken for literature related to registered nurse skills and 

health management. Data bases searched included the Cumulative Index to Nursing 

Allied Health Literature (CINAHL), ProQuest, and Google Scholar. 

Initial searches using the key words skills, registered nurse, and health management, 

located few publications about registered nurse skills for the business aspect of health 

management. Many publications were found relating to managing clinical conditions as 

well as others relating to transitioning to nurse practitioner roles, therefore the search 

was broadened to encompass the final key word search. A number of variations included 

the following key words: transferable skills, health management, registered nurse, 

clinical governance, business, hospital, clinician, systems, research, study, transition. 

2.3 Search outcome 

There was no literature found that directly addressed the research question, although 

some international studies were located that discussed the transition of registered 

nurses into management roles within the health industry. Some New Zealand literature 

was also identified which explored the preparation of registered nurses for management 

roles, and transitioning from one nursing role into another. In general, the literature 

about registered nurses in management roles had a focus on leadership as an essential 

skill, competencies for leadership in management roles, and career aspirations for 

nurses in terms of management roles. 
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While much of the literature is not directly related to the research question, a number 

of themes are evident in the literature that are associated with skills nurses in 

management roles may or may not have, as well as issues that nurses face when moving 

into management roles. These themes have been used to organise the literature review. 

2.4 The management and leadership debate 

It is difficult to separate the issue of what is management and what is leadership when 

nurses go into management roles.  Jennings et al. (2007) undertook a literature view of 

140 publications as part of determining what content should be in a nursing leadership 

and administration education programme. They determined that there is convergence 

between management and leadership competencies in terms of some being assigned to 

the literature on leadership and some being assigned to the literature on management. 

In terms of New Zealand literature, Gamblen (2010) undertook a qualitative study in a 

rural hospital in New Zealand using a phenomenological approach to determine what 

the leadership and management requirements were of registered nurses working in 

clinical nurse manager roles.  Frankson (2009), also studied the leadership components 

of nurse manager roles, and in interviewing twelve nurse managers in one district health 

board identified that “… as managers and leaders, these nurses must provide the 

organization with purpose and direction; build networks and collaborate to enhance 

organizational goals. In order to function as competent senior nurse managers, the 

depth of knowledge that charge nurse managers are expected to have, is high” (p. 40). 

Other literature reveals that there is an expectation that nurse managers have a wide 

range of skills often unrelated to their professional background as a registered nurse. 

Crowther (2004), for example, asserts that often there is an expectation that a new 

nurse manager knows what to do and how to do it without any assistance. These 

expectations include that nurses in management roles, in addition to being a clinical 

expert, have skills and expertise in human resource management, business and financial 

management, quality and risk management, operational management as well as in 

strategic planning (Crowther, 2004).  

2.5 Competencies, skills, roles and responsibilities 

The literature reviewed  showed that nurses who work in management roles have 

responsibility for quality, safety, efficiency and financial performance, as well as 
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ensuring that staff are capable of providing complex care in the hospital environment 

(Paliadelis, 2008; Cathcart et al, 2010). However, little is known about what is required 

to enable nurses to perform effectively in such roles (Pillay, 2011; McCallin and 

Frankson, 2010; Zorro and Morrison, 2009). 

Baker et al., (2012, p. 16), assert that “... new nurse managers, promoted from direct 

care roles, are often not given formal training for their new role, but expected to hit the 

ground running”. Similarly, Kerridge and Ryder, (2013) suggest that nurses may be given 

the title of manager or leader, but that does not make them proficient in undertaking 

the role. 

2.6 Transference of skills 

Whilst there was no literature directly relating to the issue of the skills registered nurses 

bring to management roles, one Australian study was located that investigated whether 

skills learned in nursing are transferable to a career outside nursing. Duffield et al., 

(2005) conducted a postal survey of individuals who had left nursing, and as well as 

asking reasons for leaving nursing, sought information about  skills gained in nursing and 

how easy it was to adjust to a new career. The skills identified as being most valuable 

were management of self and management of others. 

2.7 Career aspirations 

A Canadian study (Wong et al., 2013), explored the extent to which nurses working in 

clinical practice were interested in pursuing a nurse manager role, in the light of a 

projected shortage of nurses in the future. Focus groups were conducted in four regions 

across Canada. The study identified that there was low interest from participants in a 

nurse manager role in the future. Although there was seen to be positive aspects to such 

a role, some of the more negative aspects of the nurse manager role were additional 

education, developing additional competences in human resources and budgeting, and 

reduced patient contact (Wong et al., 2013). Recommendations from the study included 

the need for organisational support, succession planning and leadership development 

programmes. 

Baker et al. (2012) also explored the nurse manager’s role in relation to influencing 

registered nurses and the retention of the nurses.  They note the looming nurse 

shortage and the importance of the impact of nurse managers on the retention of 

nurses.  



 

10 
 

2.8 Transition into other roles and preparation for these roles 

Some studies focus on nurses who transition from one role in nursing into another 

nursing position. Manning and Neville (2008) report a New Zealand study about 

transitioning from a clinical role into a nurse educator role. This study utilised 

transitional theory as a framework to explore the various stages that nurses experience 

during this transition. The findings were that the nurse educator role was complex, there 

was no preparation for the role and that orientation and mentorship for the role were 

needed. 

Cohen (2005) explored the skills of the registered nurse in terms of the transition into 

management roles. She uses the phrase ‘Smooth transition from friend to manager’  and  

clearly identifies the practice of clinical nurses being brought through into management 

roles based on their clinical expertise, while  leaving them transitioning with little 

preparation or training,  that is, to “hit the ground running”. This is also supported by 

Spehar et al. (2012), who carried out a qualitative study through in depth interviews of 

30 clinicians, of which 16 were nurses, and participant observation was undertaken, 

involving 20 of the 30 participants. These participants were recruited from surgical and 

medical departments in hierarchical management structure within the Norwegian health 

system. The study was carried out to understand the clinician’s experiences of becoming 

a clinical manager.  

Spehar et al. (2012), found that there were a number of phases in clinicians’ journey into 

a management role. The phases were described as: developing awareness of leadership, 

taking on the managerial role, and the actual experience of entering a management role. 

Of note was that participants had not anticipated a career in management, and had 

been persuaded to go into a management position. Additionally, participants identified 

that they were unprepared, were left to learn by doing, were generally frustrated by an 

increase in their workload, and could not delegate effectively Spehar et al. (2012). 

Being thrown into a management role without being sufficiently prepared is a common 

theme in the literature. Baker et al. (2012), assert that “nurses are often promoted from 

within the nurse ranks, given limited formal training” and are then expected to ‘hit the 

ground running’. This is also identified by Kerridge and Ryder (2013), who note this is an 

issue for registered nurses going into management roles without management training, 

and comment that “simply giving someone a title of leader or manager does not make 

them proficient in the role” (p.3) Kerridge and Ryder (2013) also make the point that day 
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to day management is the ‘bread and butter of healthcare workers’, but that is rarely 

acknowledged by clinical or management staff.  

A further component of the study by Spehar et al., (2012) was exploration of 

experiences of becoming a clinical manager.  They discuss the required skills - 

communication, planning, organisation, prioritisation and documentation as those 

which a registered nurse brings to clinical management roles. It was noted that the 

registered nurse frequently lacks skills in managing and leading required in a clinical 

governance role and identifies the need for formal training in these skills. 

It should be noted, however, that whilst in the study by Spehar et al., (2012) there was 

an equal number of registered nurse and medical clinician, the references are biased 

towards medical clinicians, with only two references clearly defining literature with 

either nurse in the title or clearly identified as a nursing journal. Baker et al. (2012), on 

the other hand was about nurse managers, with all references relating to nursing 

literature.  

2.9 Chapter summary 

The literature reviewed in this chapter identifies that many registered nurses go into 

management roles either by default or shoulder tapping. There is little or no formal 

training to support the transition from clinician to manager and these registered nurses 

are left learning on the fly. The literature review identified only a limited amount of 

research highlighting the skills registered nurses take with them when they transition 

from clinical nursing to management within the health industry. Some literature related 

to the transition of nurse to manager discussing the transition but did not particularly 

identify nurses’ skills, nor did they specifically identify skills as they translate from 

nursing to management roles.  

The literature reviewed also identifies that there have been a number of different 

research approaches to investigating nurses and management roles in nursing. The lack 

of literature directly relating to the research question provides justification for the 

research undertaken for this thesis. The next chapter describes and discusses the 

research design and methodology used. 
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CHAPTER THREE: RESEARCH DESIGN AND METHODOLOGY 

3.1 Introduction 

The research design represents the blueprint or overall plan for gathering, analysing and 

formulating the response to the question being examined.  The way in which a research 

question is answered needs to be considered in terms of the most appropriate research 

design to answer that question. The research design is dependent on the research 

question as well as a researcher’s own beliefs (Davidson & Tolich, 2003).  

This chapter provides an overview of the design and methodology utilised in developing 

and implementing this research. The rationale for the choice of methodology is 

explained, and ethical considerations associated with the research are outlined. Data 

collection and data analysis is also described and discussed.  

3.2 Research design and paradigms 

A paradigm is referred to as the “... general orientation the researcher holds about the 

world and the nature of research” (Creswell 2009, p.6). This research sits within the 

positivism paradigm, which means a structured and deductive approach to the issue 

being investigated (Schneider et al. 2007). 

Quantitative and qualitative research paradigms, according to Schneider et al. (2007), 

have a connectedness and both approaches are complementary, although these 

paradigms remain viewed as being in direct competition with each other. Creswell 

(2009) asserts that if the research seeks to identify factors that influence an outcome, 

then a quantitative approach is suitable. 

Schneider et al. (2007), also identify that a quantitative descriptive design provides 

information about a particular phenomenon. This design enables variables to be 

identified and the relationship between variables to be explored. While cause and effect 

relationships between variables cannot be established in a descriptive research design, 

similarities and differences can be established between responses to questions 

(Schneider et al. 2007).  
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3.3 Methodology  

The research question asked “What skills do Registered Nurses bring to health service 

management roles?” Information was sought about skills that nurses identify as 

transferable from one role into another, and additionally what skills nurses need when 

working in a management role. This included how, where and when these skills were 

developed, what were perceived as priority skills for management roles, and how these 

skills were attained. Further questions were included to determine if respondents 

already had these skills, or if there was  a need to learn them, and if this was the case, 

whether this was this  through formal training or other methods. 

The most appropriate way to obtain this information was determined to be through a 

descriptive survey design, using a questionnaire as the data collection instrument. 

Survey Monkey was used to develop a web based questionnaire through a web link 

attached to an email giving potential respondents access to the questionnaire. This 

enabled a wide canvas across four District Health Boards and an aged care facility within 

the primary sector. Importantly, this design ensured anonymity and privacy to all 

potential participants. 

As there was no previous literature identified about the specific research 

question, there was no existing data collection instrument available that might 

have been replicated or adapted for this research. The data collection method 

was, therefore, an original questionnaire which was informed by findings from the 

literature review and the researcher’s personal experience.  

The questionnaire consisted of demographic questions, and literature review 

findings were used to formulate the remaining quantitative questions, and free 

text responses associated with some questions provided the opportunity to 

obtain qualitative data about participants’ experiences (Refer to Appendix 1). 

Consideration was given to structuring the questionnaire with forced choice 

questions developed from the information identified in the literature review. 

However, according to Schneider et al. (2007), an unstructured open-ended 

response format enables a range of responses from respondents in their own 

words, and is useful when not all possible responses are known. 
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3.4 Reliability and validity 

As the questionnaire was developed specifically for this research, a draft version 

of the questionnaire was distributed to a small group of registered nurses who did 

not meet the inclusion criteria to participate in the research. This enabled review 

of the questions in order to ascertain reliability and validity of the data collection 

instrument (Elliot, 2007), and to test the allocated time frame for completion of 

the questionnaire. Minor changes were made to ensure clarity of the questions. 

3.5 Population and sample  

In quantitative research, researchers are focused on a population, rather than 

focusing on the behaviours of small groups. Davidson &Tolich (2003), describe the 

people who participate in quantitative research as the ‘sample’ whereby the 

researcher uses a small group, as populations tend to be large groups, and too 

large for ease of study. Schneider & Elliott (2007, p.187), note that “the purpose 

of sampling from a quantitative perspective is to obtain a sample which is 

representative of the population”. 

Purposeful sampling was used to select participants. Purposeful sampling allows a 

researcher to select participants who can provide information on the issue being 

investigated (Elliott and Thompson, 2007). It was important, therefore, that in this 

study the participants had knowledge and experience about the topic under 

investigation.  This meant that it was essential to establish inclusion criteria for 

participants, and these were determined by the following parameters:  

 Must be a registered nurse 

 Work within the health industry 

 Manage staff and/ or 

 Manage a budget 

3.6 Participant recruitment 

Locality approval was sought from the health facilities to be included in the study. 

The assistance of Chief Nursing Officers (CNOs) /Directors of Nursing (DON’s) 

office within participating District Health Boards and Aged Care facilities was 

obtained  to identify the staff within their facilities who met the inclusion criteria  
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to distribute the link to the survey  and accompanying information about the 

study. 

An invitation to participate was subsequently sent out through the DONs/CNOs 

office to nurses working in management positions. The invitation to participate 

was distributed by email with the link to the questionnaire in Survey Monkey™ 

embedded in an electronic letter inviting participation in the research. The 

electronic invitation to participate in the research contained information about 

the purpose of the research, explanation of anonymity and that consent to 

participate was implied on completion and submission of the e-survey, 

anticipated time involved, as well as contact details of the researcher and 

principal supervisor.  

3.7 Ethical Considerations 

The research proposal was approved by the Eastern Institute of Technology (EIT) 

Research and Ethical Approval Committee (Refer to Appendix 2). Locality approval 

was also obtained from the four participating District Health Boards and the Aged 

Care Facility. 

A requirement of all research is to ensure that the safety of participants is 

maintained. Beauchamp & Childress (2013) identify that ethical principles 

applicable to research are primarily concerned with ensuring the absence or 

minimisation of harm. Thus the ethical responsibility for all researchers is to 

recognise the human rights of the participants and protect the individuals who 

participate in the research. 

Obtaining informed consent is essential in any research as it respects the 

participant’s right to autonomy and individual responsibility (Schneider et al., 

2007).  In terms of informed consent, potential participants must have sufficient 

information about the research to answer their questions to their satisfaction that 

does not influence their decision. 

This requirement was met with participants being provided with an explanation of 

the research study. The ability for potential participants to gain clarification of any 

queries was provided to ensure full informed consent was in place. 
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Respect for privacy entails maintaining the participants’ anonymity and keeping 

information confidential. The New Zealand Privacy Act (1993) governs privacy 

requirements and applies to organisations in both the public and private sector.  

To ensure complete anonymity to participants means that no person, including 

the researcher, can identify an individual participating in the study.  Neither the 

respondent nor their place of work was identifiable. Confidentiality was addressed 

in that none of the information provided could be linked to any respondent. In the 

raw data there was an instance where a respondent had identified the position 

title, which had the potential to link the comments to the participant. In this 

instance the title was removed and comments linked to those from a similar 

position. 

Justice is an ethical principle that requires fairness in dealing with others. 

Participants were selected as they matched specific stipulated criteria, and not 

because they were conveniently located. Participants were recruited from four 

DHBs and one primary care provider. They were recruited to meet the criteria not 

as they were conveniently located within any organisation. 

3.8 Data Analysis 

Quantitative data analysis  

As the Survey Monkey™ tool generates results as percentages and frequencies for 

each question; a descriptive data analysis was undertaken. Descriptive statistics 

allow researchers to describe, organise and summarise raw data (Schneider et al., 

(2007). Data from most questions is presented as pie graphs; some data were cross 

tabulated, for example to determine if year of completing nursing education 

programme for registration contained management training. 

Qualitative data analysis  

Some questions provided space for respondents to make free text comments. 

Thematic analysis was undertaken through coding, which Schneider et al., (2007) 

note is the major strategy for qualitative data analysis. This involved a process of 

initially categorizing the raw data, by putting it into lists which made it easier to 

determine any similarities. Data were then grouped into themes in what seemed 

to be logical categories. Common themes were eventually determined in 
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conjunction with supervisor input, which also addressed trustworthiness of the 

data analysis (Schneider et al., 2007). 

3.9 Limitations of the research design and data collection method 

Use of a web-based survey design with a questionnaire to collect data while useful 

in terms of being low cost and less time consuming than postal questionnaires, 

has some disadvantages. For example, there is potential for questions to be 

interpreted differently between individuals, and if it is difficult to understand any 

of the questions,   participants cannot ask for clarification (Wood & Ross-Kerr., 

2011).  The development of on line methods and tools has been a major 

development in research, however, as Huntington et al., (2009) note, the 

implementation of web-based studies in health is sparse.  

There are other advantages and disadvantages to web based research. For 

example, the researcher needs to be competent and skilled in computer use 

which can be time consuming, although data are more easily accessible giving the 

researcher the opportunity of earlier analysis (Huntington, et al., 2009). 

Additionally, although participating in a web based survey can take place 

wherever there is an internet connection, there is potentially sample bias in terms 

of competent internet users and Internet connection speed (Huntington et al., 

2009).   

3.10 Chapter summary 

This chapter has provided information about the research design and 

methodology used to undertake the research for this thesis. Ethical considerations 

were addressed and the data analysis processes were described. The next chapter 

presents the research findings. 
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CHAPTER FOUR: RESULTS 

4.1 Introduction 

This chapter presents the results from the survey in which two sets of data were 

collected.  There were twenty two questions in the questionnaire. The 

quantitative data set related to the demographics of the participants ascertaining 

their background history leading up to the time they transitioned into 

management roles, indicating timelines, length of service as a registered nurse 

and as a manager to determine factors associated with transitioning to 

management roles. Qualitative data were obtained through free text responses to 

some questions. 

From this, the questions went on to determine what training, if any, the 

respondents may have had in relation to working in a management role, 

specifically, the type of training and at what stage training took place. A further 

set of questions explored respondents’ perceptions around management roles 

and the transition process in order to determine how respondents perceived what 

the role would involve and their perceptions of their employers’ expectations and 

support in terms of transitioning into a new role. 

The remaining set of questions sought to identify what respondents thought was the 

most useful way of being prepared for a management role, what skills they thought 

were transferable from nursing to their current management role, and perceptions of 

the management skills and knowledge required in their current role. Respondents 

were then asked to rank their answers from the most important to the least important. 

The final question asked for any other comments respondents wanted to make in 

relation to the research. 

Qualitative data was obtained from those questions which had space for free text. This 

enabled respondents to provide information about their views in terms of the skills 

they utilised as a registered nurse that they considered were transferable into 

management roles. These skills were then identified in order of priority from 1 – 10 for 

use in the management roles. 

The respondents represent a spectrum of registered nurses in management roles: 

Associate Clinical Nurse Manager, Associate Charge Nurse, Clinical Nurse Manager, 

Charge Nurse, Nurse Director, Director of Nursing and Service Director (business group 
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directors responsible for service provision, workforce provision and management for 

their service, not a nursing role as such defined within the District Health Board they 

are employed by).  

4.2 Quantitative results 

The first nine questions were associated with demographic information to obtain an 

overall picture of the characteristics of respondents. 

What year did you obtain registration? 

The years of registration of the respondents spanned five decades from the first 

registration in nineteen sixty nine to the latest in two thousand and eight.  

How many years have you worked as a registered nurse? 

The length of time respondents have been working as a registered nurse ranged from 

three to forty five years as shown in figure 1 below. 

 

 

How long have you been in management? 

Forty five respondents length of service in a management role ranged from one to 

twenty years. Eight respondents indicated that they were not in a management role and 

five participants did not respond to this question. 

8

12

20

15

3

Figure 1          Years as a registered nurse

under 10 yrs

10 - 20 years

20-30 years

30-40 years

40 - 50 years
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Are you female or Male? 

Ninety nine percent of respondents were female, one was male.  

 

 

What is your age? 

The age of the respondents ranged from twenty six to sixty five years of age. Two did 

not respond to this question.  

 

 

 

5
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5

Figure 2        How long in management

skipped question

Not in management

1 - 5 years

6 - 10 years

11- 15 years

16 - 20 years

98.2%

1.8%

Figure 3       Are you female or male?   

Female

Male

5.4%
5.4%

32.1%

41.1%

14.3%

1.8%

Figure 4       What is your age?
26 - 29

30 - 39

40 - 49

50 - 59

60 - 65

65+
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In which area do you work? 

Most respondents worked within a District Health Board. Two participants from the 

forty nine respondents worked outside of a District Health Board, seven participants did 

not respond to this question.  

 

What is the title of your current management position? 

There was a broad cross section of work titles within the responses to this question on 

management titles. Titles ranged from Registered Nurse to Director of Nursing within 

nursing practice and titles from outside the field of nursing - Service Directors and 

Service Managers; roles that sit within the business sector of District Health Boards. One 

respondent declined to name their current position, commenting that it would identify 

them and one respondent’s role aligned with others of a similar role to prevent the title 

identifying that person. 

 

Do you work part time or full time? 

As demonstrated in figure 6 below, seventy percent of respondents work full time with 

thirty percent working part time.  Five participants did not respond to this question. 

 

96.4%

3.6%

Figure 5      In which area do you work?

District Health
Board

Other (Please
state)
_______________
___________

30%

70%

Figure 6     Do you work full time or part time?

Part-time

Full-time
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Do you have a current practising certificate? 

The respondents, with the exception of one, hold current practising certificates. Five did 

not respond to this question.    

 

 

The remaining questions were focussed on the management role in which respondents 

were working. Information was sought about training received either through the initial 

programme for registration as a nurse, formal tertiary study and informal training in 

management aspects.  

 

The majority of respondents,  thirteen (56.5 percent) had not undertaken any training in 

relation to management knowledge or skills within their initial registered nurse training; 

seven (30.4 percent) received some training with three respondents (13 percent) unable 

to recall if their training had contained any aspects of management within their course 

content. Comments from participants on the training received within the registered 

nurse training were “Can’t remember - just know that I did it”, “Charge Nurse 

management”, “Leadership, delegation”, “small section on leadership supervision”, 

“Leadership only in passing”. Thirty five participants did not respond. 

 

 

Figure 7  Do you have a current annual practising 
certificate?

Yes

No

30.4%

56.5%

13.0%

Figure 8  Management knowledge and skills in         
nursing education  programme

Yes

No

Don't
remember
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Eleven respondents (48 percent) had not completed any formal study in management 

topics with twelve respondents (52 percent) having completed some formal study. The 

papers undertaken for study are within health service management, law, human 

resources, leadership, finance and information technology. Respondents identified 

undertaking this formal training at Institutes of Technology and Universities. Thirty five 

participants did not respond to this question. 

 

A number of respondents indicated they had received less formal training. Twenty 

respondents (90.9 percent) had completed some management and leadership training 

within their place of employment, or a local course which was not part of a formal 

degree programme. Two respondents (9.1 percent) have not participated in any 

training. Thirty six participants skipped questions 12 and 13.  

 

Of those who have received training, eighteen respondents (81.8 percent) received the 

training after entering management roles with three respondents (13.6 percent) 

undertaking training before going into a management role.  One respondent 

(4.5percent) was unsure at which stage training was undertaken.  

52%

48%

Figure 9          Have you completed any 
postgraduate study in managment topics? 

Yes

No

90.9%

9.1%

Figure  10    Training or education courses  completed in  
relation to management knowledge/skills

Yes

No
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Respondents identified training courses they had participated in, which covered a wide 

range of topics. These topics sat within key themes identified as financial management, 

human resource management, leadership, general management, support in the role and 

the transference of nurses’ skills into management. These themes were evident further 

in responses to questions around support received and required to perform the roles. 

4.3 Qualitative results 

Key themes became apparent in the free text questions in the survey. These were:  

 Lack of clarity around roles and expectations,  

 The need for structured training with organised support and mentorship 

 The need for identified time for training to perform and complete management 

aspects of the role.  

As previously discussed, the questions covered the following aspects; practical skills, 

training and education, expectations of the role, support in the role and the 

transference of nurse skills into management.  The responses fitted into the key themes 

across the range of questions, although the order and priority changed at times. The key 

groupings within these themes are financial management, human resource 

management, leadership, general management and clinical work requirements. 

Clarity of roles and expectations 

There were a number of comments demonstrating the confusion some felt around the 

clinical component of the management roles into which they were transitioning.  

“Expectations were more focused on clinical than operational or strategic”. 

13.6%

81.8%

4.5%

Figure 11   Training before or after  commencement 
in a management role. Before

After

My answer was no
to the previous
question
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A clear desire from a number of the respondents to retain their clinical input and 

practice was demonstrated with another respondent stating  

“move from the ward team to more senior role but still within a clinical 

environment and therefore being able to use my nursing knowledge and skills” 

A further respondent stated  

“I thought I would still have a strong clinical focus, and was not expecting all the 

budget and performance management responsibilities on their training”. 

The theme of expert clinical nurses being put into management roles where they start 

again at beginner level and being expected to cope was evident. A statement by one 

respondent demonstrates this: 

“There was no formal training or supervision in place, if you were a good clinician 

you seemed to progress to senior roles. There was significant peer group support 

with other senior nurse colleagues. Please note this was not formal and in the 

open. You were deemed to be failing if it was seen that you needed assistance”. 

Reponses to the questions about expectations indicate a lack of clarity both from the 

respondents and their employers in those expectations, and there was a lack of support 

and training for the roles. As one respondent stated: 

“My employer expected that I would develop processes to manage my work and 

staff. She expected me to ask for help if I thought I needed it. It was interesting as I 

didn’t know what I didn’t know” 

One respondent had no expectations of the role but expected support, stating 

“I really didn’t know what to expect  ... I expected some support to develop my 

management skills”  

An expectation of the respondents to get on with it and a lack of support and training in 

preparation for the roles was evident, with one respondent stating 

“They expected me to hit the ground running- I had been in the department for 
some time and knew the specialty and staff well”     

Another stated 

“I was expected to “know how to manage because I was a registered nurse” 

A further respondent had expected to receive support and training but had to look 

elsewhere for support: 
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“I expected mentorship and training in project management as I was aware of my 

own limitations in this new field. I expected my ability in communication and 

people management to translate to this new job. I expected more autonomy, more 

ability to make decisions and be accountable for them. I sought external help and 

mentorship in this role to help me with my knowledge and skill deficit”  

Another respondent noted that there was  

“… very little to no training … more an expectation because of seniority as a 

clinical RN I could just adapt easily to a management role”. 

When structured training was noted, it did not appear to be very robust, with one 

respondent describing  

“a formal team leader training which took three years to be completed as the 

modules were often cancelled reasons were not provided”.  

The respondent, however, did not comment on the expected time frame of the training 

to be completed. 

Structured training and support 

The theme of a structured process of training and support was reflected throughout the 

comments such as a comment from one respondent about the need for a 

“structured approach to on the job training rather than ad hoc, find your own way 

through it” 

Respondents went on to identify the support required to meet the expectations of the 

role. This training required can be grouped into the following sub themes - processes, 

practical day to day operations, organisational structure, and legal issues. 

Respondents’ suggestions about the most useful way to prepare for a management role 

noted several   issues around the need for a structured approach, planned training, 

having a mentor/coach, peer support and succession planning. One respondent 

suggested that this needed to take place before going into management roles through 

succession planning and development, as one respondent stated  

“The opportunity to shadow your manager, observe and act up into the role whilst 

the manager is still there”. 
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Other comments 

Some comments from respondents about specific required training do not fit within the 

broader themes identified. These comments have, therefore  been grouped under the 

following headings: processes and systems, practical day to day operations, information 

about organisational structure, and legal requirements associated with their specific 

management role. 

Processes 

Responses noted: mentorship, supervision, structured review and feedback. The nursing 

process assess, plan, implement, evaluate was noted by one respondent as required 

training. 

Practical 

Responses noted: rostering practices and systems, leadership skills, education 

availability timetables as well as where and how to access this for staff budget 

processes, planning and monitoring, complaint and incident /event management.   

Knowledge and skills around computer systems, spreadsheets, report writing, and how 

to order stock and repairs were also noted by respondents as a specific training need for 

management roles. 

Legal issues 

Responses noted: Legislation, MECA agreements, advice on working with the New 

Zealand Nurses Organisation, general management principles.  

Organisational 

Reponses noted: Knowledge about the organisation’s structure, how this works and who 

to access information from, key performance indicators (KPIs) with clear expectations of 

the role in relation to the KPIs and the organisation’s objectives 

Some respondents stated that it would be useful when going into management roles for 

arranged support, with one respondent stating: 

“mentorship with someone experienced in health management and time  off the 

floor with them”  
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Other respondents identified specific aspects that would be helpful. One commented: 

“peer support being organised at the time of employment”  

Another suggested: 

“develop role models and people who can provide mentorship once you are in the 

role” 

 

And: 

“orientation programme and clinical supervision would have been excellent”  

“Someone to bounce ideas off and to guide you”  

And: 

“structured approach to on the job training rather than ad hoc, find your own way 

through it” 

 

Time for training to perform and complete management aspects of the role 

The final theme was around organised time when participation in training programmes 

can take place. The indication was that these should be planned for with participants 

knowing when the training would occur, as one respondent stated  

“ a clear idea of the education available for the role on long with a timetable and 

outcomes”  

Another respondent noted the need for support and training being organised at the 

commencement of the role stating  

 

“peer support being organised at the time of employment” 

Time out from the day to day management for development was noted by another 

respondent: 

“the mentorship of someone experienced in health management and time off the 

floor with them”  

The other strand within the theme of time is the timeliness of any training, with a 

number of respondents noting they did not receive the training until they had been in 
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the role for a couple of years. And, as discussed earlier, the course took three years to 

complete due to various cancellations. 

One respondent who knew the expectations had a positive experience stating  

“I expected it to be hard work and it was (and still is), and I expected to enjoy it 

(and I did and do)” 

 

4.7 Transferable skills  

Respondents identified the skills that they considered were able to be transferable from 

a nursing role into a management role. Thirty two skills were identified with nine skills 

being noted by five or more respondents for each of the skills. These skills are: 

ability to work under pressure, listening , time management, communication, 

clinical knowledge/leadership, people skills, net working ability, assessment 

/nursing process and prioritisation.  

The remaining skills were each noted by one or two respondents; decision making, 

delegation, documentation, flexibility, practical, attention to detail, responsive to need, 

accountability, educating others, role modelling,  professionalism. 

The top nine skills are shown in the graph -  figure 12  

 

The skills and knowledge identified by the respondents as being necessary in their 

current roles elicited a list of twenty skills. These were communication, listening, 
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interpersonal/people skills, leadership, institutional knowledge, multi tasking, 

mentorship, critical thinking, time management, relationship management, meeting 

management, crisis management, budgeting, prioritisation, risk assessment, emotional 

intelligence, relevant tertiary knowledge, and negotiation.   

Respondents were asked to prioritise these skills in order of importance. And list what 

they perceived to be the top ten skills. Twenty seven skills were identified.  

 

 

 

Further comments from respondents 

The last question of the survey asked if the participants had any further comments to 

make related to the research. The comments reflect many of the responses made 

throughout the survey - a lack of clarity around roles and expectations, the need for 

planned training with organised support and mentor ship and a need for identified time 

to perform and complete management aspects of the role. Respondents’ reflected this 

with one stating: 
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“I think the biggest tensions come for RNs placed in a management role while still 

being expected to provide full time clinical leadership. This causes a role confusion 

scenario and increased stress and can lead to significant burnout or under 

performance in both areas”  

Another respondent stated 

“I have been amazed at how what is written down counts for very little. The way 

we do things here is the statement I hear a lot...I have been disheartened by some 

occurrences but also heartened by other nurses who go out of their way to help 

and support me”  

A further respondent noted  

“I still find it difficult to put my finger on all the things I should be doing....there 

were no clear expectations for this role.... very challenging for the first 2 years. I 

feel I know what is expected of me most of the time but I still struggle with my 

immediate senior not giving clear expectations”.  

Summary 

Fifty eight responses were received for the survey in total. The latter half of the survey 

with qualitative data collection questions requiring free form written responses  was not 

well responded to. Out of these fifty participants, twenty three respondents completed 

the full survey whilst thirty five did not. The results from the quantitative data appear to 

reflect the trend nationally and internationally. The response rate to the latter half of 

the survey will be further discussed within chapter five. The next chapter discusses the 

findings. 
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CHAPTER FIVE: DISCUSSION 

5.1 Introduction 

The previous chapter presented the findings from the survey questions in terms of 

quantitative and qualitative data. This chapter discusses these findings in relation to the 

literature review, identifies the limitations of the research, and presents a conclusion of 

the research. Recommendations are also made for nursing practice, education and 

future research. 

5.2 Quantitative – demographic results 

Findings in this research reflect several trends in international and national demographic 

information. One example is an ageing nursing workforce, where the mean age within 

New Zealand of a practising registered nurse is 46.8 (Nursing Council of New Zealand 

(NCNZ) 2013, pp. 16-17).  This has shown a continuing trend of a small increase in mean 

age -figures identified by Gamblen (2012), who noted the mean age as 44.6 in 2002 and 

46.4 in 2010. In the NCNZ report it is noted that the Organisation for Economic 

Cooperation and Development (OECD) defined “practising” as “only including nursing 

roles that involve directly providing service to the public” (Nana et al. 2013, pp. 16-17) 

and therefore excluded several roles that the NCNZ consider to be nursing practice 

roles.  The OECD however, included these roles in the broader spectrum of 

“professionally active” nursing figures.  

The NCNZ recognises the wider roles  registered nurses work in, such as in  nursing 

administration and management, nursing education, nursing professional advice/policy 

development, nursing research as part of nursing practise. These roles  have therefore 

been included by the NCNZ in  2013 statistics for nursing, taking the statistics from the 

OECD professionally active figures. 

The gender demographics, whilst demonstrating the same trend as shown in the NCNZ, 

demonstrate a lower percentage of males in management at 1.79% with the national 

median being 8%. The median age of male nurses is younger than the female nurses 

with a mean age for male nurses of 45 years and 36% of male nurses under 40 years of 

age, whilst female nurses at 28% demonstrate a lower percentage of nurses under 40 

years of age.  
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The age of the managers participating in the study reflect the trend reported in NCNZ 

statistics. The length of time practising as a registered nurse also reflects the same trend 

with the length of time in management roles ranging from six months to 17 years.  

As noted in Chapter One, those nurses working in management with the word nurse in 

their title, are required to have an annual practising certificate. This is clearly 

demonstrated in the results of the survey, with 99% of respondents holding a current 

practising certificate. In identifying whether respondents’ nursing education programme 

leading to registration had contained topics pertaining to management. The majority 

identified that they had not had management incorporated in their training, with a small 

number unable to recall. The training programmes appear not to have encompassed 

management training of any significance or impact for the registered nurse. A cross 

tabulation of the responses identified that no one completing registered nurse training 

prior to 1978  could recount management training within the programmes. From 1978 

onward, there appears to have been management aspects incorporated within some 

training programmes.  The management aspects incorporated leadership, supervision 

and delegation or more of an acknowledgement of management, and not specific to any 

aspect. 

5.3 Qualitative results  

The closed answer demographic questions were completed by all respondents; however 

65% respondents when they reached the section that requested free form elaboration 

of the answers, did not complete this section. On investigation of the raw data from this 

section of the survey, it was apparent that respondents had completed the survey late in 

the evening or at night.  

Reitz and Anderson (2013), noted the ineffectiveness of internet surveys for obtaining 

information from health professionals, and cite a study by Morimoto & Chang (2009) 

which identified that such surveys have been “perceived as intrusive, irritating potential 

research respondents “(p.24). One other aspect of this issue is also noted by Reitz & 

Anderson (2013, p. 25) who assert  that  “although technology has changed to allow the 

surveyor to allow respondents to save answers and return to the survey at a later time, 

most surveys do not use this feature since it requires the surveyor to enable it when the 

survey is set up” an option that many miss, and apparent in this  research. 
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A number of themes  evident in the literature review reflect  similar themes emerging 

from the survey results. These themes were: the management and leadership debate; 

competency, skills, roles and responsibilittes; Transition into other roles.  

Frankson (2009 p. 23), when discussing maintaining the validity of data collected noted 

the effort required to ensure the reported data was that of the respondents. The 

challenge in her qualitative study was to ensure it was the respondents and not a 

reflection of her own memories. I have faced a similar dilemma when recording and 

discussing the response from participants, comparing them to my own journey on the 

management pathway. However, the thematic analysis was completed with supervisor 

oversight, to ensure reliability and validity of reported data and determination of 

themes. 

Management and leadership debate 

As discussed previously in Chapter One, a number of nurse role in management and 

education positions are identified as nursing roles by NCNZ, but not by other authorities. 

Gamblen (2010) suggests that the exclusion of these roles reflects an attitude within 

New Zealand towards nursing management where Directors of Nursing have “advisory 

roles rather than one of overt leadership or management” affording them limited 

influence. Gamblen (2010 p. 21).  Gamblen also discussed the apparent belief by 

government in leadership by clinicians being the panacea to improve the fiscal and 

quality issues of the public health system also reflected in the drive by the then Health 

Minister Tony Ryall to implement clinical governance within the health sector. 

Clinical leadership is a relatively new term being used in the health care environment 

appearing in a variety of literature. Under debate is whether clinical leadership is 

different from other styles of leadership. Gamblen (2012) noted the importance of 

relationships within the teams, professional groups, organisations and community 

groups an essential aspect for all leaders within healthcare organisations. 

Edmonstone (2009), as cited by Gamblen (2012), discusses the contrast of clinical 

leadership with managerial leadership, likening it to the development of professional 

practice suggesting that it has existed since the formation of the National Health Service  

Frankson (2009) also explored the differences within management and leadership. Shaw 

(2007) as cited by Frankson, argues leadership has no beginning or end, and is therefore 

difficult to define. Shaw also notes that here is both risk and sacrifice, but that it can be 
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immensely rewarding and the challenges are intense especially when leadership and 

management overlap. This is an important observation when looking at leadership and 

management associated with nurses in management roles within health. Frankson 

discusses this in relation to the clinical nurse manager role, but this is applicable to all 

management (nurses) in the health environment. As discussed in Chapter Two, Jennings 

et al., (2007) reviewed multiple literature reviews, determining that there is a 

convergence between management and leadership competencies with some 

competencies being assigned to the management literature and some to the leadership 

literature.  

Management roles within the health environment are continuously evolving. The 

expectations placed on CNMs, service managers and service director’s change, and 

expand, mutating into larger and more complex roles requiring diverse and complex 

skill sets. Frankson (2009) notes that questions arise from the breadth of the roles and 

wonders if expectations on those in the roles are realistic.  Frankson’s study identified 

themes such as lack of role clarity, requirements for business management skills, as 

well as work load expectations, and these reflect the themes identified in this 

research. The findings from this research also identifies that there are blurred lines 

between leadership and management,  highlighting a lack of clarity around roles and a 

dearth of training and support for those transitioning into  management roles. 

The survey had questions which explored  what pathway the participants  followed to 

enter management roles and what training, if any, they had received towards 

management knowledge and skills during there nursing careers and the transition into 

management roles. 

Competency, skills, roles and responsibilities 

Respondents were asked to consider management training from two perspectives. The 

first was what  formal tertiary training had been undertaken  which led to a formal  

qualification, and secondly, what work related management  training was provided 

through their place of employment.  

Post graduate training at a university or polytechnic has been completed by 52% of 

respondents in this research.  These post graduate courses were not all completed 

through nursing faculties, nor were  they necessarily health related, with a number 

identified as being provided through business faculties. These courses sat within 



 

36 
 

business management, and covered topics within law, human resources as well as 

health services management.  

Internal work place training has been completed by a greater number of  participants 

with ninety percent of respondents participating in one or more aspects of 

management training  provided by the employing health provider. The topics covered 

in this management training were varied.  

There were 99.9% of respondents  who had received work place  training towards their 

management roles.  There did not appear to be a consistent approach or standardised 

method among respondents’ anwers, with eighty one point eight percent recording that 

this work place training ocurred after they transitioned into  management roles.  This 

finding was an issue in the study conducted by Spehar et al., (2012, p.4), where it was 

noted that “there needs to be a more formalised and structured career pathway 

towards management in which clinicians are offered necessary training and preparation 

in advance instead of having to learn on the fly”.  

Gamblen (2010, p.73) recommended that nationally “career pathways for nurses need 

to offer a management/ leadership pathway as well as a clinical one and be of equal 

value” and that NCNZ and Health Workforce New Zealand (HWNZ) should align with the 

Ministry of Health expectations regarding management and leadership. Gamblen (2010) 

also discussed the need to  reassess the  current approved post-graduate education 

programmes. If this was to happen, there is potential for clinical governance with 

greater control of the health dollar spend to lead to higher performing manager/leaders 

with increased job satisfaction and  improved patient outcomes. This would support the 

accountability of nurses, and, as Kerridge and Ryder (2013)  discuss, individual 

responsibility should be retained by all clinicians to prevent leaving something undone 

or unsaid because someone else is supposed to be in charge. 

As noted in Chapter Four, respondents’ expectations of their first management role 

ranged from no expectations and no real understanding of what they were getting into 

clear expectations. One respondent illustrated this, stating  

“I thought I would still have a strong clinical focus, and was not expecting all the 

budget and performance management responsibilities”  

Another stated: 
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“I think the biggest tension comes for RNs placed in a management role while still 

being expected to provide full time clinical leadership. This causes a role confusion 

scenario and increased stress and can lead to significant burnout or under 

performance in both areas”  

However, one respondent noted that they knew what they were getting into - that it 

would be hard work and that is exactly how she found it.  

Throughout the survey free text responses, the strongest theme was one of a lack of 

clarity. Added to this was the lack of a co-ordinated planned orientation with an 

identified training programme to equip these nurses for the management role they were 

transitioning into.  

Frankson (2009) reported the same findings in research into CNM roles with one 

participant stating “I didn’t know what I didn’t know. When I started there was no clear 

definition of the role” (p. 29). Further demonstrating the confusion and lack of clarity a 

participant  in Frankson’s research stated “I thought I had the skills, realised that it was 

only a percentage. It was much bigger than anticipated”. 

Respondents went on to describe the  expectations of their employers when they first 

commenced in a managment role. The  general theme described was one of unclarity; 

the expectations were not clear or restricted to a small part of the role performance. 

Very loose adherence to position profiles was described in some instances causing 

conflict, confusion and non acheivement in tasks and roles. These results reflect those 

identified  in Chapter Two, where Spehar et al (2012) discussed  expectations ranging 

from  needing to  hit the ground running,  working it out as they went, to several direct 

expectations of clinical leadership, and business mangement. Those with clear 

expectations express more satisfaction in their work than those without  clear 

expectations,  both within this research and in the literature reviewed. 

Support  

The support received by the respondents in this research mirrors the level of support  

reported in the international and national  research literature. The most common is no 

support, or weak and  ineffectual support, with no real direction given to the point of 

having a negative impact on job performance for the participants. The study by Gamblen 

(2010) identfied a  lack of support once in the position, as voiced by the participants 

throughout the study. 
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It should be noted however that some received support in the way of mentorship on the 

job with substantial benefit. Kerridge and Ryder (2013, p.11) note “involving mentors 

early and potentially before clinicians enter management, might help to better prepare 

them for a management role”. A recommendation from Gamblen’s study, was for 

individuals to  “Seek and use a mentor” (Gamblen, 2010, p. 76). This then, raises the 

question of whether  encumbent managers should develop mentorship skills in a similar 

way to clinical nurses who complete training to enable them to preceptor students and 

new graduate nurses and ensure support is given and received appropriately. 

5.4 Position profiles and expected  skills 

Position profiles document standards and expectations when recruiting into a position 

within a District Health Board (DHB). 

A position profile accessed from  one DHB states in order to be a CNM, a registered 

nurse must provide evidence of meeting the Nursing Council of New Zealand’s (2007) 

competencies for the registered nurse scope of practice and (2006) Code of Conduct for 

Nurses. A current practising certificate with the Nursing Council of New Zealand, with 

evidence of: 450 hours practice within the previous three years, 60 hours of professional 

development within the previous three years, is also a requirement, as well as a high 

degree of maturity, stability and self-confidence, practice and assessment at level 4 of 

the Professional Development and Recognition Programme, and have advanced 

knowledge and experience in the clinical specialty area. There is clearly a strong 

emphasis on clinical expertise. 

The CNM position profile requirements have a wide spectrum of internal and external 

stakeholders that require a CNM to develop and maintain relationships as discussed 

earlier in the chapter. Additionally, there are a number of key performance indicators 

(KPIs) for the roles setting out skill requirements. The responsibilities for the CNM role 

are identified  as “…. responsible for; clinical leadership, management, and provision of 

safe and effective care. This role will have direct responsibility and accountability, as 

delegated, from the Service Director, for budget control, contractual compliance and 

patient flow to ensure resources are used effectively to manage organisational risk.” 

The KPIs in the position profile accessed are listed below, and demonstrate the need for 

many of the skills the respondents identified in the survey within the priority rating 

question 
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 Nursing and team leadership: Providing professional leadership to the clinical 

team and developing a high standard of: 

 Expert clinical practice: Individual responsibility for position requirements. 

 Nursing service delivery 

 Operational Management 

 Workforce Development: identifies and builds the capacity and capability of 

nurses within the clinical area to meet service objectives 

 Nursing Productivity and utilisation : Managing and maximising systems, 

processes and resources to enable staff to meet the patient / consumer / tangata 

whaiora needs in an efficient and effective manner 

 Quality systems: Establishes and maintains quality systems, including standards of 

practice and service standards 

 Occupational Health and Safety 

 Drive for results 

 Building effective teams 

 Customer service 

 Honouring Treaty of Waitangi Obligations 

As can be seen from this list of KPIs the requirement for a broad range of skills is 

demonstrated crossing all spectrums of management and leadership. 

Managing in health care encompasses a broad spectrum of skills. With the ministerial 

drive to have clinicians involved in management, as discussed in Chapter Three where 

the then Minister Tony Ryall –made clear his expectation to have more clinical 

governance in the health sector, more aspects of running wards /departments being 

being handed across or pushed to managers, in particular CNMs/CNs.  

CNMs are regularly away from the floor, participating in the planning and management 

of services, with the scope of their roles ever widening. No longer do they simply run a 

ward,  as services move to follow the patient continuum of care they find themselves 
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running a ward, an outpatient service and other aspects of care relating to their area 

simultaneously. This highlights the changing demands and  why there has been such a 

variety of  skills across all aspects of management and leadership identified in the 

responses to the survey. This leaves Associate CNMs running the ward in their absence. 

These ACNMs are left with not only the daily operational aspect but also aspects of staff 

management and are expected to do so within budget whilst invariably carrying a 

clinical work load of some aspect or other.  Skills that were identified by the participants 

as transferring from the clinical nursing roles they held to the management roles they 

were working in were then ranked by priority for use in the management role .  

5.5 Priority of skills 

Participants identified skills that were transferrable from clinical practice  to  their 

management roles. These were subsequently  ranked  in the order  of priority as 

perceived by the respondents in relation to  their management roles. The responses 

were presented in Chapter Four, as Figures 12 and 13 demonstrating the transferrable 

skills and the skills as the respondents prioritised them. The skill sets, whilst not 

identical, were similar with the same theme apparent:  communication, business 

management, and clinical expertise . 

Communication skills were identified by the highest number of respodents in both data 

sets with various named management and practical experience skills jockeying for equal 

ranking again in both data sets. 

The comments presented earlier in relation to training and support are repeated within 

the data collected looking at skills. 

Respondents noted in the comments the need to have training for skill development, 

with one respondent stating 

“working under a good manager and having succession planning ie incremental 

levels of responsibility under their mentorship. Practical support to understand 

own personality and communication style and how to communicate with others of 

different styles. Access to resources so there is always someone to gain specialist 

advice from.” 

Another respondent, having identified an area of weakness, was looking for targeted 

training in a skill stating 
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“Extra education and training in project management would have been very 

helpful.  Or a structured approach to on the job training rather than ad hoc, find 

your own way through it.” 

Another respondent stated   

“Being given the opportunity to shadow your manager, observe and act up into 

the role whilst the manager is still there. Being trained to take on the responsibility 

for when the manager is on leave. Being sent on training courses to up-skill you in 

the necessary areas of management that you do not have the experience in.” 

The data pertaining to skills demonstrates there are skills that transfer with a nurse into 

management. 

5.6 Limitations of the research 

The overall response rate to the survey was 25%.  A  limitation to this survey was that 

only 30% of the respondents completed the survey in full.  Statistics stated within the 

qualitative data reflect the number of  respondents who have answered the questions in 

the qualitative section. The low response rate, and the qualitative data findings, cannot 

be generalised to the wider popolation of nurses transitioning into management roles. 

As the survey was open to managers who had come from a registered nurse 

background, but may not have had “nurse” in their title there was a further limitation to 

the study as questions did not enquire as to whether a practising certificate was a 

mandatory requirement for the positions held. 

5.7 Recommendations 

The recommendations are framed around the following; nursing practice, education and 

research.  

5.7.1 Education 

With little education and training on aspects of management identified by respondents, 

it would suggest a need for tertiary educational institutes to provide courses or 

programmes incorporating management and leadership skills into the courses. There 

could be an argument that nurses should learn to nurse before they tackle management 

training;  however nursing practice involves management skills as has been identified in 

this study.  These skills cross boundaries of practice.  
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Recommendations are: 

 Health Workforce New Zealand and the Nursing Council of New Zealand work 

together with tertiary education institutes to establish training programmes which 

include the teaching of management skills management skills. 

 Health provider organisations develop identified training programmes where staff 

wanting a career path in health management can access training.  

 Mentorship programmes are implemented to enable nurse participation in a 

mentorship programme.  

 Training is available for incumbent managers in health to develop skills in 

mentorship and training for new managers. 

 

5.7.2 Nursing Practice 

The identified issues of a lack of role clarity and how the transitioning registered nurse is 

given support and training requires addressing. Recommendations are: 

 Registered nurses identify a career pathway early in their career development. 

 Registered nurses proactively participate in performance reviews/plans through 

PDRP programme to promote succession planning.  

 Registered nurses ensure they understand what is expected of them and identify 

their manager’s expectations when transitioning into management roles. 

 Registered nurses ensure they fully understand what the role entails in detail. 

  Registered nurses transitioning into management roles develop a relationship. 

with an experienced manager to act as a mentor. 

 Nursing management ensure clarity in roles.  

 Expectations of nursing  management  are identified and available to transitioning 

registered nurses. 

 Mentorship and training begins before registered  nurses transition into 

management roles. 

 PDRP programmes are utilised to encourage succession planning enabling training 

for registered nurses prior to moving transitioning into management roles. 
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5.7.3 Research  

With studies about nursing skills at a national and international level providing little 

literature on skills of nurses transitioning into management roles, this suggests that 

further study would be beneficial. Recommendations are:    

 Further research into the skills of registered nurses transitioning into 

management roles is undertaken. 

 Consideration is given to  providing a budget and release time to ensure both the 

mentor and the mentee have the ability to participate. 

5.8 Conclusion 

There is a clearly identified and demonstrated need for an organised programme of 

training and mentorship within health organisations both nationally and internationally. 

The results demonstrate that nurses do have skills transferable to management roles, 

but that these need building on, and additional skills need to be developed to augment 

those that transfer into the management role. There are minimal training programmes 

available to those transitioning into management. An organised training and mentorship 

programme linked to succession planning could improve work output and performance 

rates for managers and patient outcomes.  

In conclusion, if these recommendations were implemented with nursing and health 

organisations and groups working together to develop formalised programmes to train 

and mentor nurses into management roles, there is a possibility that the nurse manager 

could be a panacea to fiscal and quality issues within the health sector. 
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