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The Oregon Nurse Retention Project: Executive Summary 

 
Overview 

 

The growing demand for healthcare creates a 

climate in which nurse retention has become a 

critical strategic priority for hospitals and represents 

a continued concern for the nursing profession. 

Research can help identify and prioritize key 

influences on nurses’ turnover and increase 

understanding of how nurses’ working conditions 

influence retention outcomes. Therefore, the 

Oregon Nurse Retention Project (ONRP) addressed 

three important research needs. 

 

o Research Need #1: Nurse retention research 

needs to describe both the critical stressors and 

positive work experiences that influence nurses’ 

retention. 

 

o Research Need #2: Nurse retention research 

needs an empirically-supported model linking 

positive and negative work experiences to 

retention outcomes. 

 

o Research Need #3: Nurse retention research 

needs to address nurses’ perspectives on what 

interventions would affect their positive and 

negative work experiences. 

 

Design and Methods 

 

The ONRP involved collaboration between the 

Oregon Nurses Association and the Portland State 

University Department of Psychology (the Principal 

Investigator moved to Clemson during the project). 

The research consisted of a series of survey studies 

involving qualitative and quantitative assessments. 

At baseline, 428 nurses completed a survey assessing 

critical turnover pathways and hospital and nurse 

characteristics expected to influence retention. 

Then, a subset of 114 nurses completed up to 12 

weeks of a weekly work experience survey in which 

they completed quantitative assessments of their 

work experiences, provided qualitative descriptions 

of significant positive and negative experiences, and 

suggested interventions to improve the quality of 

their work life. Finally, 343 participants completed a 

follow-up survey in which we assessed several 

retention and occupational health outcomes.  

 

Findings 

 

Aim #1. Describing critical stressors and positive 

work experiences.  

 

We distinguished four general categories of 

work experiences: successes (positive experiences 

related to task accomplishment), supports (positive 

interactions with coworkers and patients), demands 

(negative events related to task performance) and 

conflicts (negative interactions with coworkers and 

patients). We investigated the nature of these 

events in two studies, one using quantitative data 

from the nurses’ responses to the Wave 1 survey 

data, the other using qualitative data from the 

weekly work experience survey.  

 

Analyses of the Wave 1 survey data revealed 

that nurses experienced more successes and 

supports than demands and conflicts, but there was 

a wide range of variability between nurses in their 

experiences. Nearly all of the most frequently 

experienced negative events dealt with insufficient 

staffing or performance constraints. The most 

frequently experienced positive events concerned 

positive interactions with nurse colleagues (e.g., 

working well as a team, supporting colleagues). 

 

In the weekly work experience survey, nurses 

described the most stressful and most positive 

events they experienced each week. The most 

positive events reflecting successes fell into three 

broad categories: events related to professional 

development (e.g., learning new skills), programs 

and processes (e.g., organizational systems working 

smoothly), and opportunities to make a difference in 

the lives of others (saving lives, relieving pain, etc.). 

The most positive supports included receiving 

support from coworkers, helping others, and feeling 

appreciated by patients. 

 

Regarding the most negative events, we found 

four broad categories of work demands. These 

included work role demands (e.g., a lack of role 

clarity), difficult patients/families, resource 

constraints, and staffing demands (e.g., insufficient 

staff). The most negative conflicts fell into three 

categories, depending on the source of the conflict. 

They included conflict with coworkers, conflict with 

physicians, and conflict with other hospital staff. 
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The Oregon Nurse Retention Project: Executive Summary 
 

Aim #2. Testing a new model of nurse retention. 

 

We proposed the Oregon Nurse Retention 

Model (ONRM) as a model for understanding nurse 

turnover and retention. Extensive analyses 

supported several aspects of the ONRM. Nurses’ 

who experienced more successes and supports also 

experienced more job engagement and 

subsequently, stronger organizational commitment. 

Nurses’ experiences of demands and conflicts were 

associated with higher levels of burnout, but 

burnout was not related to commitment. Nurses 

who experienced more job demands also reported 

less engagement. We also showed that both the 

personal and organizational context influence the 

key components of the ONRM. These findings 

indicate that to promote retention, hospitals should 

seek ways to create positive experiences for nurses, 

not just to remove stressors.  

Aim #3. Identifying workplace interventions. 

 

Nurses who participated in the weekly work 

experience survey study provided narrative 

descriptions of their most stressful and most positive 

work experiences during each week of the study. 

They also provided recommendations for workplace 

changes that would increase the likelihood of the 

positive experiences and decrease the likelihood of 

the negative experiences. Working from lists of 180 

of the most stressful and 180 of the most positive 

work experiences, we identified several broad 

categories of recommended interventions as 

described by the nurses. Table ES-1 summarizes this 

list of interventions. 

 

 

Table ES-1. Nurses’ proposed interventions. 

 

 

Category 

 

 

Examples 

Promote the value of nursing  
Encourage physicians to value nurses 

Increase awareness of nurses’ contributions  

Develop/enforce polices, laws, and rules 
Define and respond to improper conduct 

Follow existing rules, policies, laws 

Clarify role responsibilities 
Performance evaluations with follow-up 

Increase accountability 

Increase nurse participation 
Participative decision making 

Increase voice 

Improve communication systems and skills 
Across shifts 

Across units/levels 

Provide training/development 
Interpersonal skills, communication skills 

Professional development programs 

Improve staffing management 
More staff; better staff mix 

Increased staff during changes 

Remove performance constraints 
Quality and quantity of equipment and supplies 

Computer technology issues 

Reward good practices 
Provide positive feedback 

Recognition programs 

Do nothing  
Good events: no changes are needed 

Bad events: nothing to be done other than to quit  
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The Oregon Nurse Retention Project: Executive Summary 
 

Deliverables, Reports, and Presentations 

 

We created a website www.onrp.webnode.com to 

disseminate the results of the research to the larger 

nursing community. We also plan to work with ONA to 

create additional reports that summarize the research 

for study participants, describe the research for other 

Oregon nurses, and provide recommendations to 

hospital management based on our findings. To date, 

our scholarly products include 12 conference 

presentations, 3 Masters Thesis research projects, one 

additional grant funded, and multiple journal articles in 

various stages of completion. The Principal Investigator 

also will give a keynote address at an international 

conference on Organizational Psychology and health 

care in Portugal this fall; this talk will focus on ONRP 

research related to positive events in nursing.  

 

Conclusions and Directions 

 

Two recurrent themes unite most of the findings in 

this report. First, our findings highlight the importance 

of positive work experiences. Positive experiences 

contribute to nurses’ occupational health and retention 

outcomes above and beyond negative experiences. In 

fact, among nurses who completed the entire study, 

positive experiences were more strongly related to 

organizational commitment and turnover intentions. 

The benefits of positive work experiences stemmed 

from their effects on nurses’ work engagement. Of 

course, negative experiences may be important for 

other outcomes that we did not investigate, such as 

nurses' health and well-being or patient safety.  

 

Second, and equally important, the stories told to 

us by our participants and the data participants 

provided to our questionnaires, both highlight the 

occupational stressors that create challenges for nurses. 

Nursing work is demanding under optimal 

circumstances, but the challenges of nursing work can 

be compounded when nurses lack important material or 

human resources. Participants made many 

recommendations about how to solve some of their 

recurrent challenges and we hope this report 

encourages decision makers to renew their efforts to 

improve working conditions in nursing care.  

 

We plan to pursue three research directions based 

on our findings from this study. First, our findings 

suggest the value of internet-based stress management 

interventions that ask nurses to write about their work 

experiences. For example, we found that nurses who 

completed at least 8 weeks of the weekly surveys 

reported greater benefits from participating in this 

research program. Second, we hope to conduct 

additional studies addressing nurses’ perspectives on 

which interventions would be most useful. Our findings 

provide an initial list of possibilities we would like to 

examine in future research. Third, we will pursue several 

streams of research that emerged as over the course of 

this project. Two examples of these research streams 

are studies of aging workers and interpersonal conflict 

in the workplace. All of these directions are quite 

exciting and none would have been possible without the 

support of the Northwest Health Foundation.  

 

Parting Comments 

 

We felt it would be appropriate to end by sharing some 

of the positive comments about the study from nurses 

who completed the weekly surveys.  

 

o It felt therapeutic to me. I felt valued for my 

opinions. I look forward to hearing results and how 

they will be utilized. 

  

o If this study can help managers to realize the 

importance of adequate staffing it will be more then 

worthwhile. Thanks.  

 

o "I just want to say that I've been telling other nurses 

about this survey, and explaining the questions you 

ask. They are all fascinated, several wish they could 

join. And I've realized that processing interactions 

through this survey has / been changing how I 

interact with people when there are conflicts and 

bad feelings. I am much more likely to go out of my 

comfort zone and approach people to resolve 

problems right away. Also have had a lot of insights 

both into what I can do to make things better and 

what organization can do. So thank you so much. 

This is a great / process. Very well-thought out 

questions." 

 

o It was a great study that gave me insight into my 

own misery. I look forward to seeing some of the 

results (hopefully) in the future, to see how similar 

my experiences and dissatisfaction were.  

 

o I really hope that the study helps the profession 

retain good nurses; these paragons help us all.
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THE OREGON NURSE RETENTION PROJECT 

 

Overview 

 

The growing demand for healthcare creates an 

organizational climate in which hospitals continuously 

face problems ensuring that sufficient numbers of 

nurses are available to provide quality care. For 

instance, a report by the Oregon Center for Nursing 

(Burton, Morris, & Campbell, 2005) predicts that by 

2025, 41% of current RNs are expected to retire. The 

demand for nurses is also expected to increase as part 

of the growing demand for health care services in the 

United States. In fact, the Oregon Healthcare Workforce 

Institute has reported that 13% of the state’s job growth 

between 2004 and 2014 will be in healthcare 

occupations. Taken together, these trends suggest a 

future labor shortage that will substantially affect the 

health care system. The current economic crisis has 

eased this shortage in the short term, as nurses have 

delayed retirements and increased their work hours, but 

the fundamental systemic problems remain and long 

term concerns about nurse retention seem unlikely to 

be resolved any time soon. 

 

Many Oregon nurses leave the profession for 

reasons other than retirement (Burton, et al., 2005). 

Few people would find it surprising that nurses 

experience a great deal of job stress and that stress 

affects retention issues. For instance, Cangelosi, 

Markham, and Bounds (1998) found that 42% of nurses 

rated occupational stress as an important influence on 

their decision to leave their job. Further, Lucas, Atwood, 

and Hagman (1993) found that job stress was associated 

with nurses’ intentions to leave their jobs and their 

actual turnover behavior. The stressful nature of the 

nursing practice environment exacerbates the intense 

demands of nursing and is associated with burnout, 

reduced professional commitment, and lower job 

satisfaction (cf. Alexander, Lichtenstein, Oh, & Ullman, 

1998; Lucas et al., 1993).  

 

Still other research has established that the stress 

associated with staffing is an important influence on 

nurse turnover, poor patient outcomes, and nurses 

mental and physical well-being (Bradley & Cartwright, 

2002; Glazer, 2005; Greenglass, Burke, & Moore, 2003; 

Hoffman & Scott, 2003; Jamal & Baba, 1992; Krausz & 

Koslowsky, 1995; Leveck & Jones, 1996; Lucas et al. 

1993). Continued research on retention can address this 

situation by helping to identify and prioritize retention-

related concerns and in doing so, increase 

understanding of the working conditions that most 

strongly influence retention.  

As this brief review shows, nurse retention has 

become a critical strategic priority for hospitals and a 

continued concern for the nursing profession. Research 

can help the nursing profession (including managers, 

those in direct care, and those in advanced practice) 

craft effective responses to retention-related 

challenges. Although many published studies already 

address retention concerns, some important gaps 

remain in this literature, particular in relation to the 

relationship between turnover/retention outcomes and 

nurses’ positive and negative work experiences. The 

ONRP draws from nursing research as well as research 

in occupational health psychology to address three of 

these critical research needs.  

 

o Research Need #1: Nurse retention research needs 

to describe both the critical stressors and positive 

work experiences that influence nurses’ retention. 

 

o Research Need #2: Nurse retention research needs 

an empirically-supported model linking positive and 

negative work experiences to retention outcomes. 

 

o Research Need #3: Nurse retention research needs 

to address nurses’ perspectives on what 

interventions would affect their positive and 

negative work experiences. 

 

An Occupational Health Psychology Perspective on 

Stress and Retention 

 

According to Sauter and Hurrell (1999), 

Occupational Health Psychology (OHP) emerged in 

response to three developments: “(a) the growth of and 

recognition of stress-related disorders as a costly 

occupational health problem; (b) the growing 

acceptance that psychosocial factors play a role in the 

etiology of emergent…problems such as upper 

extremity musculoskeletal disorders; and (c) recent and 

dramatic changes in the organization of work that foster 

both job stress and health and safety problems at work” 

(p. 177). Quick (1999) suggests that OHP has the general 

goals of developing, maintaining, and promoting healthy 

workplaces in the context of industrial and 

organizational (I/O) psychology. Thus, OHP researchers 

blend an understanding of the psychological processes 

that guide individual behavior with a recognition of the 

occupational and organizational factors that influence 

how people react to events at work. In keeping with this 

OHP perspective, our research examined the 

relationship between positive and negative work 

experiences and critical indicators of turnover and 

retention.  
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The Demanding Nature of Nursing Work 

 

Given the demanding nature of nursing work, it is 

not surprising that some people would choose to leave 

the profession. Occupational health psychologists often 

characterize such demands as work role stressors. Role 

stressors are the demands people have to adapt to as 

they fulfill work-related expectations and 

responsibilities. Examples include role conflict, such as 

facing conflicting demands from a patient and from 

coworkers, role ambiguity, which involves having 

unclear work expectations, and role overload, such as 

having more patients than one can effectively manage. 

Past nursing research has described several specific 

work role stressors likely to lead to retention/turnover 

concerns. Examples include interpersonal conflict, 

performance constraints, and staffing concerns.  

 

Interpersonal conflict and incivility 

 

Interpersonal conflict is increasingly recognized as 

an important issue in the health care workplace. 

Interpersonal conflict can range from workplace 

violence to incivility. Incivility typically consists of low-

intensity but stressful events involving mistreatment by 

a patient or coworker, such as being treated rudely by a 

patient, being spoken to in a demeaning manner by a 

manager or doctor, or getting into an argument with a 

coworker. Workplace violence has been recognized as a 

significant performance and health concern for nurses 

(e.g., Lanza, 2006). However, while physical violence 

consists of intense but often isolated events, incivility 

appears to be wide spread. For example, Cortina, 

Magley, Williams, and Langhout (2001) reported that 

71% of their sample of public sector employees 

experienced at least some incivility at work. Other 

researchers have estimated that as many as 90% of 

hospital staff experience some form of verbal abuse at 

work (Winstanley & Whittington, 2002).  

 

Some research links incivility to retention. Cortina 

et al. (2001) found that greater exposure to incivility 

was associated with lower job satisfaction, increased 

psychological distress, and stronger intentions to leave 

the organization. Similarly, Guidroz, Wang, and Perez 

(2006) found that interpersonal conflicts with doctors, 

patients, and supervisors influenced nurses’ retention 

outcomes by increasing their emotional exhaustion. 

Interestingly, while some studies found that nurses 

report being most concerned with aggression from 

colleagues (horizontal conflict, e.g., Farrell, 1997), 

Guidroz et al. found that coworker conflict was the only 

form not associated with higher emotional exhaustion. 

Thus, while prior research suggests the influence of 

interpersonal conflict on retention, there is limited 

research on interpersonal conflict in health care. 

Questions remain about the relative effects of 

interpersonal conflict and other stressors, such as 

staffing or performance constraints. 

 

Performance constraints 

 

Many health care systems face constrained 

financial, material, and human resources. These systems 

struggle to offer competitive compensation packages, 

supply state of the art technology, and sometimes even 

to perform routine facilities maintenance. Such resource 

limitations are an example of performance constraints 

thought to influence work behavior. Examples of 

performance constraints include lack of available time, 

lack of supplies, and excessive workload (Peters, 

O’Connor, & Eulberg, 1985).  

 

Most research has explored the influence of 

constraints on job or task performance (e.g., Blumberg 

& Pringle, 1982; Kane, 1997; Klein & Kim, 1998; 

O’Connor et al., 1984; Peters & O’Connor, 1980; Peters, 

et al., 1985). This literature demonstrates that the 

situational context influences an individual’s ability to 

translate his/her personality, ability, and motivation into 

successful performance. Other studies have 

demonstrated the negative outcomes of experiencing 

situational constraints, including work strain, role 

demands, anxiety, and frustration (Spector & Jex, 1998). 

These effects may stem from the effects of performance 

constraints on one’s ability to control workplace events, 

as control has been shown to be an important predictor 

of occupational health outcomes in both general (cf. 

Spector, 2002) and nursing literature (Laschinger, 

Shamian, & Thomson, 2001). 

 

Gurses and Carayon (2007) identified 36 

performance obstacles faced by intensive care nurses. 

These included environmental obstacles such as 

patients’ rooms not being close to each other, 

organizational obstacles, such as delays in getting 

medications from the pharmacy, task obstacles, such as 

being responsible for orienting a new nurse, and 

technological or tools obstacles, such as having to use 

equipment that is in poor working condition. Six specific 

obstacles were faced by over 30% of their sample: 

distractions from family members, delays in getting 

medications from the pharmacy, spending time dealing 

with family needs, spending considerable amounts of 

time teaching family members, and equipment not 

being available because someone else was using it. 

Moreover, several other obstacles were reported by at 

least 15% of their sample. They noted the need for more 

research on the effects of performance obstacles, a 

need that our study addresses. 
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Staffing  

 

Staffing demands are one of the most important 

elements of working conditions for nurses. Table 1 

presents several examples of these demands in the 

nursing context. As these demands illustrate, relatively 

general measures of work role stressors cannot capture 

the complex staffing challenges faced by nurses. The 

Oregon State Legislature has acknowledged the critical 

need for effective nurse staffing management with the 

passage in 2001 and subsequent revision in 2005 of 

House Bill 2800 as well as a promulgation of new 

administrative rules associated with the statute. This bill 

includes several mandates for nurse staffing, especially 

in regard to the formation of staffing committees at 

Oregon hospitals. HB 2800 certainly represents an 

important development for Oregon health care. 

However, the staffing committees mandated by the bill 

are just beginning to be formed. Thus, it is too early to 

draw firm conclusions about the impact of the bill on 

nurse staffing concerns. Nonetheless, HB 2800 highlights 

the critical role of effective nurse staffing management 

in health care.  

 

Several studies have linked nurse staffing patterns 

to both direct and indirect indicators of retention (e.g., 

Glazer, 2005; Jamal & Baba, 1992). This literature 

consistently shows that work schedules exert strong 

influences on retention. For example, Cangelosi et al., 

(1998) found that 43.5% of their sample rated their 

work schedule as an important reason why nurses quit 

their jobs. Other nursing studies have linked 

turnover/retention to work status (Lane, Mathews, & 

Prestholdt, 1990). These findings are consistent with a 

small but growing organizational literature linking work 

schedules to turnover (e.g., Martin & Sinclair, 2007), as 

well a large literature linking employee retention to the 

general quality of working conditions (e.g., Mansell, 

Brough, & Cole, 2006; Rogers, Wei-Ting, Scott, Aiken, & 

Dinges, 2004).  

 

One important issue with previous staffing research 

concerns the measurement strategies used to capture 

staffing levels and demands. Although past research has 

identified several important staffing measures, studies 

typically only incorporate one or two of these measures 

(e.g., Aiken, Clarke, & Sloane, 2002; Hall, Doran, & Pink, 

2004). Moreover, some staffing demands are very 

difficult to measure in large cross-sectional studies (such 

as changes in staffing within a shift). Thus, there 

continues to be a need for studies assessing multiple 

aspects of staffing using measures that capture what 

unfolds on a set of specific shifts, rather than measures 

of general perceptions about staffing.  

 

Table 1. Examples of staffing demands. 

 

Core staffing demands Working definition 

Work load intensity Amount of direct and/or indirect care necessary to offer patients. 

Patient acuity Severity of patients’ conditions. 

Staffing mix 
Education and experience of other nurses and/or other assistive personnel 

on the current shift. 

Personnel demands 
Unexpected absence/presence of other personnel, such as registry staff, as 

well as unscheduled absences or reassignments. 

Charge nurse responsibilities 
The extent to which the nurse has regular, relief, or intermittent charge 

nurse responsibilities. 

Patient census Number and mix of patients on each particular shift. 

Performance constraints 
Availability of other necessary personnel (e.g., physicians) or resources 

(e.g., supplies). 

Patient characteristics 

Characteristics of a patient’s condition that create special/additional 

demands (e.g., obesity, diagnostic group, physiological and/or 

psychological instability). 

Shift characteristics 

 

Length of current shift; time of day of shift, characteristics of other recent 

shifts (e.g., amount of overtime, shift rotation). 
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Table 2. Turnover cognitions as predictors of turnover behavior. 

Predictor Study K N R
2
 

Turnover intention Tett & Meyer (1993) 6 1034 .43 

Withdrawal cognitions Tett & Meyer (1993) 16 2836 .22 

Intention to quit Griffeth et al. (2000) 71 63232 .14 

Withdrawal cognitions Griffeth et al. (200) 7 1209 .10 

Voluntary turnover McEvoy & Casio (1987) 6 2025 .10 

Search Intentions Griffeth et al. (2000) 19 4308 .08 

Thinking of quitting Griffeth et al. (2000) 10 1964 .06 

General job search scales Griffeth et al. (2000) 9 1811 .05 

Notes. 

(1) Meta-analyses conducted before 1987 or containing data from less than 5 studies have been omitted.  

(2) K = number of studies in meta-analysis; N = number of subjects across all studies; R
2
 = percentage of turnover variance explained by the 

predictor (based on correlations corrected for attenuation and sample size).  

 

 

An Overview of the Turnover Process:  

Cognitions, Shocks, and Plans 

 

Most turnover research assumes the turnover 

process is an orderly chain of events in which people 

become dissatisfied with their jobs, consider the 

possibility of leaving, search for and evaluate 

alternatives jobs, and eventually quit if they find an 

acceptable alternative. This perspective emphasizes 

turnover cognitions as an important precursor to 

voluntary turnover behavior. These cognitive processes 

include evaluating one’s current situation, weighing the 

costs and benefits of various courses of action, forming 

plans for the future, developing ideas about the 

conditions under which one might change jobs, and 

forming intentions to find a new job. Consistent with 

this approach, Table 1 presents the results of several 

meta-analyses showing that turnover cognitions are an 

effective predictor of voluntary employee turnover.
1
  

 

Recent research has raised other possible 

perspectives on employee turnover. Researchers have 

pointed out that employees may quit (or stay) for 

reasons that have nothing to do with their working 

conditions and have noted that employees often may 

quit without extensive deliberations about their current 

positions. Two important ideas from this research are 

turnover plans and shocks. 

                                                 
1
 A meta-analysis accumulates statistical findings from multiple studies 

to generate a single “best estimate” of the relationship between two 

variables – typically the average correlation between two variables 

across multiple studies. 

 

Turnover plans 

 

Some research has begun to investigate multiple 

turnover profiles (cf. Harman, Lee, Mitchell, Felps, & 

Owens, 2007; Maertz & Campion, 2004; Worrell, 2005). 

This research notes that people may form turnover 

plans that have nothing to do with dissatisfaction with a 

current position. This research distinguishes having a 

pre-determined definite plan to quit when a particular 

event occurs (such as when a child leaves for college) 

from having an indefinite plan to quit if a particular 

event happens (such as having children).  

 

Most research on these alternatives focuses on 

employees who already have quit a job (e.g., asking 

them why they left). Our research extends this literature 

by investigating whether nurses have pre-existing 

definite or indefinite plans to quit their 

organization/profession. For example, a nurse may 

hesitate to leave a job because of family concerns (e.g., 

children attending a preferred school), the income 

provided by a spouse’s job in the community, or the 

simple desire not to move. Even though the nurse might 

not intend to leave, the organization still could be 

argued to have a retention concern as this nurse might: 

(a) plan to leave if a certain set of conditions are met 

(e.g., finding another desirable community to live in), (b) 

not plan to leave, but may leave immediately if a new 

local opportunity arose, or (c) remain in his/her current 

job with but with dissatisfaction affecting the nurse’s 

job performance, health and well-being. One way to 

improve retention research is by studying all of these 

pathways in order to understand the varied nature of 

nurses’ reactions to their work experiences. 
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Shocks  

 

Other researchers have studied what are 

sometimes called “shocks” – critical events that change 

employees’ preexisting assumptions about their jobs 

and may prompt people to quit (Lee & Mitchell, 1994). 

Shocks may be work-related, such as a the case of 

nurses who face mandated undesirable changes in their 

work schedules that leave them to decide to leave. 

Shocks may also be non-work related, such as needing 

to move to take care of a sick family member in another 

part of the country. Thus, Worrell (2005), found that 

nurses who left their jobs followed one of three profiles: 

those who left because of work-related shocks, such as 

coming to the realization that the organization did not 

intend to honor a commitment; non-work related 

shocks, such as a nurse reporting that his/her spouse 

received a desirable job overseas; and those who 

followed the traditional turnover model, first becoming 

dissatisfied, then weighing the costs and benefits of 

leaving, and ultimately deciding to leave.  

 

The possible existence of shocks highlights the need 

to study work experiences as they unfold, in order to 

identify critical changes turnover-related cognitions and 

to attempt to link them to specific events at work. Such 

research will help researchers understand the extent to 

which nurses follow particular pathways to leaving the 

organization (i.e., shocks vs. conventional processes). 

However, it also is pragmatically valuable in that it 

should help to identify particular kinds of critical events 

that have a strong influence on nurses. Moreover, to 

our knowledge, research has not studied positive shocks 

– events that might change a nurse from being 

somewhat uncommitted and likely to leave, to being 

highly engaged in his/her work.  

 

Voluntary Turnover: Knowns and Unknowns 

 

What do we know about voluntary turnover?  

 

The traditional retention model suggests a 

sequence of events where accumulating dissatisfaction 

with ones’ job leads to a search for alternative positions, 

an evaluation of those alternatives, and eventually, to 

intentions to leave one’s current position. Recent 

studies have added two important extensions to this 

basic model. First, studies show that this cumulative 

process is one of several paths employees may follow. 

While many follow the “traditional” turnover sequence, 

others have definite or definite plans in place to leave 

when a particular event occurs. Second, studies of 

people who have already left the organization highlight 

the idea that some people leave in response to life-

changing events called shocks that stimulate a 

reevaluation of ones’ employment situation. Finally, as 

we will demonstrate below, past research has 

established that several organizational (e.g., 

organizational support) and personal (e.g., community 

embeddedness) factors may influence the retention 

process either by contributing to nurses’ evaluations of 

the desirability of their organization/profession or by 

changing the nature of the retention process itself.  

 

What don’t we know about voluntary turnover? 

 

Despite the size of the turnover literature, there are 

important gaps in current understanding of turnover 

and retention. First, while the general process of 

turnover is relatively well-understood, very little data 

exists on shocks and plans, particularly with people who 

are still employed in their jobs. Research is needed to 

examine events as they unfold, in order to better 

understand how they influence retention, rather than 

relying on after-the-fact explanations of why people 

leave their jobs.  

 

Second, as far as we know, no research has 

investigated what might be called “positive shocks” – 

events that might lead someone to change their mind 

from leaning toward leaving their organization to 

deciding to stay. Examples of such events could include 

having a new, more effective, manager, receiving a 

previously unexpected raise, or perhaps having a 

particularly grateful and rewarding patient. We believe 

this is the first to attempt to describe the positive and 

negative work experiences that may stimulate changes 

to nurses’ turnover-related plans. We investigated three 

important questions about these experiences: (1) what 

are the important positive and negative events in 

nursing work? (2) how do positive and negative events 

influence turnover/retention related outcomes? and (3) 

do personal or organizational factors change how 

people react to positive and negative work experiences?  

 

Finally, another crucial need in this literature 

concerns the distinction between organizational 

retention and occupational retention. Nurses who are 

dissatisfied with their current positions find it relatively 

easy to find new jobs. This is desirable for the nurses, 

but problematic for hospitals seeking a stable 

workforce. However, many nurses decide to leave the 

profession entirely. This is particularly problematic for 

early career nurses, many of whom leave the profession 

entirely in the first two years of their employment. 

There is a tremendous need for more research on 

professional turnover; a need that we address in the 

present study by studying both professional and 

organizational turnover cognitions. 
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Critical Retention Research Needs 

 

Although there is strong consensus among 

researchers about basic elements of the turnover 

process, there is a continued need for studies linking 

nurses’ work experiences to retention outcomes. Our 

study addressed three of these needs: (1) describing the 

positive and negative experiences that have the 

strongest effects on retention outcomes, (2) testing an 

integrative theoretical model that links positive and 

negative work experiences to retention outcomes, and 

(3) seeking nurses’ perspectives on the interventions 

that would most strongly affect their work experiences. 

 

Research Need #1 

Nurse retention research needs to describe 

both the critical stressors and positive work 

experiences that influence nurses’ retention. 
 

Many studies have investigated work stressors. 

However, much of this research has a couple of 

important problems. First, work stress researchers 

typically study stress in the aggregate – what might be 

called the “average stress approach” as researchers 

search for average levels of stress experienced by a 

person over relatively large periods of time. Such 

research has made important contributions to the 

understanding of stressors. However, it also has 

significant limitations as it leads to a relatively static 

conception of work experiences that assumes that what 

happens to a person during any particular period of time 

is probably what will happen to them in any other 

period of time. In contrast, nurses work in a dynamic 

environment, where the needs of patients, the nature of 

the organizational climate, the behavior of doctors, 

coworkers, family members, etc. may lead their 

experiences to differ dramatically from week to week. 

Moreover, because general work stress measures ask 

people to describe their job in general (or over a 

relatively large period of time, such as during the last 

year), they are subject to various biases and flaws in 

peoples’ ability to remember and report accurately 

what occurred in the relatively distant past.  

 

Work stress researchers also typically use 

standardized measures intended to apply to a wide 

array of occupations. For example, a typical 

(hypothetical) item to measure work overload might 

read “My job often involves more work than I can 

handle”. These kinds of items are useful for making 

general statements about workers across several 

occupations. However, they are not particularly useful in 

practice because they reveal relatively little about the 

specific aspects of the job that created the problem. For 

example, the question about does not indicate what 

specific demands nurses face that might be problematic. 

Thus, such items are not particularly actionable: they do 

not point to specific changes that could be made. In fact, 

research using such general measures often begins with 

the assumption that indications of problematic stress 

levels will require further research to uncover the 

specific problem driving peoples’ responses.  

 

Positive Psychology and Positive Work Experiences 

 

The term positive psychology encompasses a wide 

array of concepts, ideas, and applications, all of which 

rely on the assumption that mental and physical health 

involve more than simply the absence of mental illness. 

Thus, positive psychology researchers search for ways to 

promote positive experiences and develop human 

strengths, not just solutions to psychological problems. 

The positive psychology movement has been highly 

influential in health psychology (e.g., Fredrickson, 2001), 

organizational psychology (e.g., Spreitzer, Sutcliffe, 

Dutton, Sonenshein, & Grant, 2005) and even has 

crossed over into management scholarship (Roberts, 

2006).  

 

One implication of positive psychology for retention 

research is the recognition that the factors encouraging 

retention may be different from the factors that 

promote turnover. This implies that researchers should 

simultaneously investigate the stressful work 

experiences that lead people to leave their 

organization/profession and investigate the positive 

work experiences, personal resources, and 

organizational characteristics that promote retention. 

Research focusing just on the negative aspects of 

nursing work cannot produce a complete understanding 

of retention/turnover issues.  

 

Given the relative newness of the positive 

psychology movement, there is no universally accepted 

model to derive positive work experiences. Most 

positive psychology research focuses on positive mental 

states that result from positive experiences, such as 

resilience, flourishing, subjective well-being and self-

actualization (cf. Spreitzer et al. 2005). Other research 

focuses on personal strengths (sometimes called 

virtues) that contribute to positive mental health, such 

as respect, compassion, intellectual honesty, empathy, 

altruism, and caring (cf. Miller, 2006). Little research has 

studied the kinds of workplace events that produce 

these positive mental states. 
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LePine, Podsakoff, and LePine (2005) distinguished 

challenge and hindrance stressors. Hindrance stressors 

refer to the conventional idea of stressors as demands 

that lead to negative health, performance, or well-being 

outcomes. In contrast, challenge stressors lead to 

personal growth when people successfully respond to 

them (Lazarus & Folkman, 1984). Although most OHP 

research focuses on hindrance stressors, some studies 

show challenge stressors are associated with better 

retention outcomes (cf. Podsakoff, LePine, & LePine, 

2007; LePine, et al., 2005; Cavanaugh, Boswell, 

Roehling, & Boudreau, 2000). Podsakoff et al. (2007) 

note the need for further effort to explain why 

challenge and hindrance stressors obtain different 

relationships with outcomes. Moreover, little of this 

research examines workplace events, particularly the 

kinds of events faced by nurses.  

 

We sought to identify positive work experiences 

that could influence retention. We start with the 

assumption that many positive work experiences for 

nurses involve opportunities to provide high quality care 

to their patients. For example, Miller (2006) described 

‘good work’ in nursing as “providing quality care for and 

assisting persons in achieving a level of wholeness and 

heath that would enable them to attain their desired 

goals or life plan. (p. 472).” She described several 

dimensions of good work, including providing good care, 

making a difference in others’ lives, treating others with 

respect, honesty, and compassion, promoting 

excellence in nursing, advocating for the 

underprivileged, promoting quality education, and 

creating a positive learning environment.  

 

Four Kinds of Work Experiences 

 

Aim #1. We will describe the critical stressors and 

positive work experiences that influence nurses’ 

retention.  

 

Our first research aim was to describe the critical 

stressors and positive work experiences that influence 

nurses’ retention. As a starting point, we drew from 

industrial/organizational psychology research on task 

and contextual performance (cf. Borman & Motowidlo, 

1993; Motowidlo, Borman, & Schmidt, 1997). This 

research distinguishes actions people take to fulfill their 

basic job requirements (i.e., task performance) from 

actions that contribute to the social or organizational 

context of work (i.e., contextual performance). We 

propose a similar distinction for the positive and 

negative events people experience at work. Thus, 

people experience performance-related and work-

context related events.  

 

Table 3 shows a taxonomy of four broad categories 

of events. Successes refer to positive events people 

experience as they perform their jobs (such as helping a 

patient die with dignity or figuring out how to perform a 

difficult task). Supports refer to positive interpersonal 

interactions people have as they do their jobs (such as 

having a physician acknowledge a well done job or 

sharing a funny moment with a coworker). Demands 

refer to events that reflect difficulties in performing 

one’s job, such as staffing shortages, poorly functioning 

equipment, or difficult patients. Finally, conflicts refer to 

negative social interactions with coworkers, such as 

experiencing uncivil treatment from a physician or a 

disagreement with a physican about a treatment 

strategy. It is important to note that these distinctions 

are more conceptual than operational. That is, we 

would expect nurses’ performance to be positively 

associated with supports and negatively associated with 

conflicts. Similarly, we would expect the social context 

of work to be positively associated with successes and 

negatively associated with demands. Thus, the primary 

benefit of this taxonomy is as a starting point for 

identifying and organizing different kinds of work 

experiences. 

 

Table 3. A taxonomy of work experiences. 

 

  

Positive 

Events 

 

 

Negative 

Events 

 

Performance-

related events 

 

Successes Demands 

 

Work context-

events 

 

Supports Conflicts 

 

Although there are likely to be individual 

differences in how nurses’ perceive such events, we 

were particularly interested in identifying events that 

most people would agree fit into these categories. Given 

our focus on stress and retention, one of our main 

interests was in identifying highly stressful and very 

positive events. We used multiple strategies to 

accomplish this goal, including reviewing existing 

literature, conducting focus groups with nurses, and 

employing both qualitative and quantitative data 

collection methods in our study design. Ultimately, we 

sought strong quantitative evidence about important 

work events and to supplement this evidence with 

nurses’ descriptions of these events in their own voices. 
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Research Need #2: 

Nurse retention research needs an 

empirically-supported model linking positive 

and negative work experiences to retention 

outcomes. 

Although many studies have investigated employee 

stress and a similarly large body of research has 

investigated turnover, these bodies of literature are not 

well-integrated. Thus, stress researchers study retention 

without incorporating findings from recent turnover 

research. Similarly, turnover researchers recognize that 

stressors contribute to turnover but lack a model linking 

these experiences to the psychological processes 

studied by stress researchers. Finally, neither group has 

paid sufficient attention to positive experiences at work.  

 

The Oregon Nurse Retention Model 

 

We sought a guiding model for our research that 

would integrate the stress and retention literatures in 

ways that are theoretically sound, empirically 

supported, and pragmatically useful. We drew upon a 

model of military stress called the Soldier Adaptation 

Model (SAM). Bliese and Castro (2003) developed the 

SAM to guide work stress research in the military. The 

SAM synthesizes ideas from general models of 

psychological responses to stress (cf., Lazarus & 

Folkman, 1984) with classic and contemporary models 

of occupational stress research (e.g., Katz & Kahn, 1978; 

Schaubroeck, Cotton, & Jennings, 1989). The SAM 

differentiates between stressors – defined as events 

requiring an adaptive response, strain – defined as a set 

of psychological and physical reactions to stressors, and 

outcomes – which are longer term responses to work 

strain, such as lower performance, poorer physical and 

mental health, and increased turnover. Many studies 

support the basic propositions of the SAM, making it a 

useful model for evidence-based practice (e.g., Sinclair, 

Oliver, & Dezsofi, 2004; Sinclair & Tucker, 2006; Sinclair 

& Oliver, 2004; Tucker, Sinclair, & Thomas, 2005).  

 

Our proposal extends the SAM into the nursing 

context. Figure 1 shows the resulting Oregon Nurse 

Retention Model (ONRM). The ONRM assumes that 

positive and negative work experiences influence 

retention through their influence on nurses’ burnout 

and engagement and subsequently, through the 

perceived desirability of staying and perceived ease of 

leaving one’s current occupation or organization. The 

ONRM also recognizes that individual differences and 

work context variables influence the nature of the stress 

response. In the following sections we describe the basic 

components of this model. 

 

Figure 1. The Oregon Nurse Retention Model. 

 
 

 

Organizational Context 

Supervisor/Coworker Support 

Organizational Support 

Control and Empowerment 

Individual Differences 

Work Experience 

Academic Preparation 

Community Embeddedness 

Positive Work 

Experiences 

(e.g., Nursing Work) 

 
Job & Professional 

Retention Outcomes 

Turnover Cognitions  

Job Search Behavior 
 

 
 

Turnover Pathways 

Desirability of Leaving 

Ease of Leaving 
 

Positive Work Reactions 

(e.g., Engagement) 

Work Stressors 

(e.g., Staffing, Conflict) 

Negative Work Reactions  

(e.g., Burnout) 
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Table 4. Best predictors of voluntary employee turnover cognitions. 

Predictor Study K N R
2
 

Job satisfaction Hellman et al. (1997) 51 18239 .27 

Overall satisfaction Harter et al. (2002) 19 6505 .13 

Org. commitment Tett & Meyer (1993) 25 5021 .11 

Weighted application blank Griffeth et al. (2000) 6 1329 .10 

Engagement Harter et al. (2002) 19 6506 .09 

Performance McEvoy & Cascio (1987) 24 7717 .08 

Continuance commitment Cooper-Hakim & Viswesvaran (2005) 15 8039 .06 

Absence in manufacturing Mitra et al. (1992) 12 2197 .06 

Job satisfaction Tett & Meyer (1993) 49 13722 .06 

Organizational commitment Cooper-Hakim & Viswesvaran (2005) 105 39508 .05 

Organizational commitment Griffeth et al. (2000) 67 27540 .05 

Organizational commitment Cohen (1993) 36 10596 .05 

Overall absence Mitra et al. (1992) 33 5316 .05 

Expected utility of withdrawal Griffeth et al. (2000) 7 1303 .05 

Time lost due to absence Mitra et al. (1992) 9 1159 .05 

Role clarity Griffeth et al. (2000) 5 795 .04 

Occupational commitment Lee et al. (2000) 8 1645 .04 

Tenure Griffeth et al. (2000) 53 29313 .04 

Absenteeism Griffeth et al. (2000) 28 5364 .04 

Affective commitment Cooper-Hakim & Viswesvaran (2005) 20 7669 .04 

Role conflict Griffeth et al. (2000) 5 780 .04 

Notes. 

(1) Meta-analyses conducted before 1987 or containing data from less than 5 studies have been omitted.  

(2) K = number of studies in meta-analysis; N = number of subjects across all studies; R
2
 = percentage of turnover variance explained by the predictor 

(based on correlations corrected for attenuation and sample size).  

 

 

Organizational Commitment and Nurse Retention 

 

March and Simon’s (1958) highly influential analysis 

of organizational behavior set the stage for most 

subsequent turnover research. They argued that 

turnover stems from an employee’s analysis of the 

desirability of remaining with their organization relative 

to the ease of obtaining another position. In 

contemporary research, desirability of staying is 

typically captured with measures of job satisfaction or 

organizational commitment; ease of movement is often 

captured with measures of employees’ perceptions of 

the cost of leaving their position or the quality of 

available alternatives (cf., Lee, Mitchell, Sablynski, 

Burton, & Holtom, 2004). In general, this research 

literature suggests job attitudes are a critical influence 

on retention.  

 

There are several reasons to study employees’ job 

attitudes in turnover/retention research. First, job 

attitudes are among the best predictors of turnover.
2
 

However, Table 4 presents results from several meta-

analyses concerning the predictors of turnover 

cognitions. As the table shows, job attitudes such as job 

satisfaction and organizational commitment are among 

the best predictors of turnover-cognitions and, as noted 

earlier, these cognitions are among the best predictors 

of actual turnover behavior. Moreover, studies 

                                                 
2
 A full review of the literature on predictors of turnover is beyond the 

scope of this report. We refer readers seeking such reviews to an 

excellent article by Holtom, Mitchell, Lee, and Eberly (2008). Readers 

seeking nurse-focused resources may also visit the ONRP web page 

(www.onrp.webnode.com). 
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specifically examining nurses reach the same general 

conclusions about the importance of job attitudes 

(Irvine & Evans, 1995; Leveck & Jones, 1996; Shaver & 

Lacey, 2003). Second, past research has linked job 

attitudes to many outcomes of value to employers (e.g., 

increased job performance), employees (e.g., better 

health and well-being), and customers/patients (e.g., 

better service). Third, attitudes are actionable: 

organizations can improve job attitudes through many 

actions including supportive leadership, employee 

participation, and improved staffing systems. Fourth, 

attitudes are relatively easy to measure. Organizations 

that track workers’ attitudes (e.g., using employee 

surveys) should be able to identify and respond to 

retention-related problems before they become serious.  

 

We focused on organizational commitment as the 

central predictor of turnover cognitions (i.e., thoughts 

about leaving) and job search behavior (i.e., actively 

searching for a new position
3
). Organizational 

commitment reflects the strength of a person’s 

attachment to their organization and highly committed 

employees typically have better personal health, higher 

performance, and lower turnover (cf. Cooper-Hakim & 

Visweswaran, 2005; Riketta, 2002). Different types of 

commitment differ in the target of the relationship and 

in the underlying nature of the person-organization 

attachment. The two most relevant targets for nurses 

are attachments to their organization (i.e., 

organizational commitment) and to their profession 

(i.e., occupational commitment). Regarding the nature 

of these attachments, researchers most commonly 

study affective and continuance commitment. 

 

Affective Commitment 

 

Most past nursing research has focused on affective 

organizational commitment, which reflects perceived 

consistency of values between the person and the 

organization, a willingness to exert extra effort on 

behalf of the organization, and a strong desire to remain 

a member of the organization (Allen & Meyer, 1990; 

Meyer & Allen, 1997). Past research supports an 

affective commitment-retention link as high levels of 

affective commitment have been linked to nurses’ 

intentions to stay or leave (Chang, Du, & Huang, 2006; 

Glazer, 2005; Werbel & Gould, 1984). 

                                                 
3
 Although we initially considered job satisfaction, we decided to focus 

only on organizational commitment because job satisfaction and 

organizational commitment are highly correlated and have very similar 

patterns of relationships with other measures leading some 

researchers to contend that both are examples of “general job 

attitudes” (e.g., Harrison, Newman, & Roth, 2006) and because we felt 

that other measures (e.g., engagement, burnout, commitment) would 

capture most relevant variance in nurses’ job attitudes.  

 

Continuance Commitment  

 

Other researchers investigate continuance 

organizational commitment. Nurses who have strong 

continuance commitment (also known as calculative 

commitment) perceive high costs of leaving the 

organization (either in social or economic terms) and/or 

believe that they have few viable employment 

alternatives (Allen & Meyer, 1990; Meyer & Allen, 

1997).
4
 

 

A Nurse Commitment Taxonomy 

 

Combining the commitment targets (occupational 

and organizational) and forms (affective and 

continuance) yields the four types of commitment we 

studied (Table 3). Although many studies have examined 

commitment, retention, and turnover, few studies have 

examined both organizational and 

occupational/professional commitment using both 

affective and continuance commitment measures. This 

represents an important contribution of the present 

study as it will enable us to examine the relative 

importance of and potential influences on occupational 

and organizational commitment. 

 

Table 5. An organizational and occupational 

commitment taxonomy. 

 

  

Organizational 

Commitment 
(attachment to the 

organization) 

 

 

Occupational 

Commitment 
(attachment to 

profession) 

 

Affective 

Commitment 
(shared values,                   

identification) 

 

 

Affective 

Organizational 

Commitment 

 

Affective 

Occupational 

Commitment 

 

Continuance 

Commitment 
(costs of leaving; lack 

of alternatives) 

 

 

Continuance 

Organizational 

Commitment 

 

 

Continuance 

Occupational 

Commitment 

 

                                                 
4
 In our proposal, we discussed measuring multiple dimensions of 

continuance commitment such as perceived employment alternatives 

and perceived costs of leaving as well as multiple dimensions of 

alternatives, such as evaluations of the work context and 

compensation. Ultimately, we decided to focus on a continuance 

commitment measure which emphasizes the costs of leaving. This 

decision reflects our focus on reactions to one’s current workplace. 
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Turnover Pathways and Cognitions 

 

Turnover cognitions are the key outcome in the 

ONRM. We assume that these cognitions are the most 

proximal antecedent to actual turnover behavior that is 

within the scope of control of the organization. In 

contrast with most retention research, we will capture 

both professional and organizational turnover 

cognitions. We also will inquire about nurses’ specific 

turnover plans to capture whether they anticipate 

leaving if a particular condition occurs (e.g., a having a 

child). While past research has examined similar 

questions with people who have already left their 

organization, we know of no studies that have examined 

this question with current employees. 

 

Critical Work Experiences 

The ONRM is flexible in that any particular study 

could investigate different work stressors or positive 

work experiences. As discussed earlier, we began with a 

set of negative experiences such as staffing, 

interpersonal conflict, and performance constraints that 

were suggested by a review of the nursing literature and 

discussions among our research team members. Miller’s 

(2006) Good Work concept helped stimulate our 

thinking about positive work experiences, as did the 

task-contextual distinction in the job performance 

literature.  

 

Positive or Negative Experiences: Which Matters 

More? 

 

One important question related to work 

experiences involves the relative contributions of 

positive and negative experiences to retention 

outcomes. There is some consensus among health 

researchers that negative experiences exert a stronger 

effect on people than do positive experiences – that 

“bad” is stronger than “good” (cf. Baumeister, 

Bratslavsky, Finkenauer, & Vohs, 2001). One common 

explanation for this is evolutionary; attending to and 

thus avoiding or adapting to negative events conveys 

greater survival value than attending to positive events. 

Although social and personality psychology have 

investigated these issues, little or no research has 

examined this issue in the organizational context.  

 

Another interesting issue concerns possible 

interactions between positive and negative experiences. 

On any given day, people may experience many positive 

experiences or negative experiences, and positive and 

negative experiences often co-occur (Fredrickson, 

Tugade, Waugh, & Larkin, 2003). These possibilities 

suggest the need to investigate interactions between 

positive and negative work experiences. For example, 

positive experiences lessen the impact of negative 

experiences because they reduce the harmful effects of 

negative emotions (Fredrickson, 2000). Similarly, some 

research suggests interactions between demands and 

resources such that job resources may have stronger or 

weaker effects, depending on the level of job demand 

(Bakker, Hakanen, Demerouti, & Xanthopoulou, 2007). 

Building on this literature, we expect that the 

detrimental effects of negative experiences will be 

weaker for those who also experience positive 

experiences at work.  

 

Work Reactions: Burnout and Engagement 

 

Our central measure of employee strain comes 

from the literature on employee burnout. A large body 

of research has established that burnout is an important 

concern for occupations involving intense interpersonal 

interaction, such as that often experienced by nurses 

(Laschinger & Leiter, 2006; Leiter & Laschinger, 2006). 

To define and measure burnout, we focused on Shirom’s 

resource depletion approach. Thus, we measured 

burnout as a state of emotional exhaustion, physical 

fatigue, and cognitive weariness (cf. Shirom, 2003). 

 

An emerging body of research has demonstrated 

the need to study job engagement as a separate state 

from burnout. Engagement reflects a positive state of 

vigor, dedication to one’s job, and being happily 

engrossed in one’s work. (cf. Schaufeli & Bakker, 2004). 

Consistent with the general themes of the positive 

psychology movement, engagement researchers assume 

that the predictors and consequences of engagement 

differ from those of burnout. 

 

Engagement is important to study as a proximal 

reaction to work experiences for several reasons. First, 

engagement has been shown to predict nurses’ 

intentions to leave their positions (Leiter & Maslach, 

2004). Second, as noted above, retention research 

needs to investigate both positive and negative 

reactions to work. For example, stronger engagement 

may help buffer nurses from some of the negative 

effects of work experiences or to some of the adverse 

consequences of feelings of burnout. Third, the staffing 

committees mandated in Oregon by HB 2800 could be 

viewed as an empowerment intervention, which 

research already has established should affect nurses’ 

work engagement (Laschinger & Finegan, 2005). Thus, 

studies of engagement may provide an important link 

between staffing demands and outcomes desired both 

by nurses and by health care providers.
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Intervening Variables: Organizational Context and 

Individual Differences 

 

Although retention research has settled on a set of 

core predictors of retention, these predictors still do not 

explain most of the variability in voluntary turnover. This 

suggests the need to consider differences between 

nurses and across organizations that might explain 

additional variability in retention outcomes or that 

might help identify the conditions under which the 

critical turnover pathways are stronger or weaker 

predictors of turnover cognitions and behavior.  

 

The Job Demands-Resources model of stress points 

out that employees differ in the physical, psychological, 

social, and organizational resources they can draw upon 

to cope with work demands (e.g., Bakker, Demerouti, & 

Verbeke, 2004; Demerouti, Bakker, Nachreiner & 

Schaufeli, 2001; Schaufeli & Bakker, 2004). Similarly, 

some applications of the Soldier Adaptation Model 

discuss the idea of individual differences in the stress-

response process (e.g., Thomas et al., 2003). Both of 

these models assume that differences between 

organizations and between nurses influence nurses’ 

responses to stressors. For this research, we focus on 

two sets of contextual variables likely to influence nurse 

retention: individual differences and the organizational 

context.  

 

The Organizational Context 

 

Prior nursing research has shown a direct 

relationship between health care management style and 

several retention issues including group cohesion, 

turnover intentions, job stress, organizational 

commitment, and actual turnover (Force, 2005; 

Laschinger & Finegan, 2005; Laschinger & Havens, 1997; 

Leveck & Jones, 1996; Shabbrook & Fenton, 2002; 

Taunton, Boyle, Woods, Hansen, & Bott, 1997; Volk & 

Lucas, 1991). Nursing researchers also have 

acknowledged the importance of hospital climate 

factors such as organizational support, trust, and 

decision involvement (Aiken et al., 2002; Laschinger & 

Finegan, 2005; Laschinger & Havens, 1997; Scott, 

Sochalski, & Aiken, 1999). These findings highlight the 

idea that retention research needs to study how the 

work context influences nurses’ experiences. Three 

relevant features of the context include: perceived 

organizational support, perceived social support, and 

control at work. 

 

Perceived Organizational Support. Perceived 

organizational support (POS) reflects employees’ sense 

that their organization values them, recognizes their 

contributions, and is concerned with their welfare (cf. 

Eisenberger, Huntington, Hutchinson, & Sowa, 1986). 

POS theory predicts that employees who feel stronger 

support from their employer will respond with more 

favorable job attitudes and behavior and should have 

more favorable retention outcomes.
5
 A meta-analysis of 

over 70 studies on POS strongly supported this idea, 

showing that employees with higher POS report less 

work stress, more favorable job attitudes, stronger 

organizational commitment, increased job performance, 

and lower turnover (Rhoades & Eisenberger, 2002).  

 

Perceived Social Support. A great deal of 

organizational literature has established that 

employees’ work experiences are strongly affected by 

perceptions of the quality of their relationship with their 

coworkers. We use the term perceived social support to 

refer to employees’ perceptions of the extent to which 

their coworkers provide emotional support (i.e., chances 

to express negative emotions) informational support 

(i.e., knowledge that makes one’s work live easier), and 

instrumental support (i.e., tangible actions to help the 

employee). For nurses, three important groups of 

coworkers include their nurse colleagues, physicians, 

and managers. Prior literature on social support strongly 

suggests that the more support nurses receive from 

their coworkers, the more favorable their occupational 

health outcomes (e.g., Rhoades & Eisenberger, 2002) 

and often shows that perceived support can buffer 

employees from the adverse effects of job stressors (De 

Lange, Taris, Kompier, Houtman, & Bongers, 2003).  

 

Control and empowerment. Both POS theory and 

job stress theory emphasize the protective effects of 

employees’ perceptions of control at work. Workplace 

control generally refers to the extent to which 

employees have the opportunity to influence events, 

decisions, etc. Given the same work demands, 

employees who believe they have greater control 

normally experience fewer adverse physical, 

psychological, and behavioral reactions (Spector, 2002). 

Similarly, in the POS literature, autonomy (a form of 

control) has been shown to predict employees’ 

perceptions of the quality of their treatment by the 

organization. Nursing literature has shown similar 

effects, as autonomy, control, and collaboration with 

physicians affect their job attitudes, health outcomes, 

and perceived quality of patient care (Laschinger, 

Shamian, & Thomson, 2001; Laschinger & Finegan, 

2005).  

                                                 
5
 In our original proposal, we had discussed a focus on organizational 

fairness. Ultimately, we decided it made more sense to focus on 

perceived organizational support because POS is more proximal to the 

processes we were interested in.  
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Individual Differences 

 

Individual differences are characteristics of nurses 

thought to affect the relationship between stress and 

retention. Very little, if any, research has combined 

state-of-the-art measurement of nurses’ work 

experiences with studies of individual differences. We 

focused on three individual differences expected to 

influence nurses’ responses to stressors and/or nurse 

retention: job experience, academic preparation, and 

community embeddedness. 

 

Job experience. Job experience refers to the 

number of years a nurse has currently worked in nursing 

and his/her defined specialty. Researchers typically 

regard 2-3 years as the time during which nurses 

transition from being considered as novice to being 

experienced. Past research highlights the need to 

account for nurses’ prior experience in retention 

studies. For example, although nurses’ with stronger 

organizational commitment are less likely to intend to 

leave their jobs (Chang et al., 2006; Glazer, 2005), some 

studies conclude that this relationship only exists for 

nurses with over 1 year of job experience (Werbel & 

Gould, 1984). Job experience has also been linked to job 

satisfaction, retention/turnover, and shifts worked 

(Bowles & Candella, 2005; Cowin, 2002; Leveck & Jones, 

1996). Finally, while not a direct focus of our study, past 

research also strongly supports the link between 

experience and patient outcomes (cf. Aiken, Clarke, 

Cheung, Sloane, & Silber, 2003; Blegen, Vaughn, & 

Goode, 2001; Estabrooks et al., 2005; Hall et al., 2004). 

Taken together, this research suggests the need to 

measure nurses’ work experience. Inexperienced nurses 

may experience more negative outcomes from stressful 

events and may have stronger positive reactions to 

positive events. Conversely, more experienced nurses 

may have more negative reactions to certain demands, 

such as lifting patients. 

 

Academic preparation. The educational mix of 

nurses on a unit also plays a significant role in the 

quality of patient care (cf. Estabrooks, Midozi, 

Cummings, Ricker, & Giovannetti, 2005; Hall & Doran, 

2004; Potter, Barr, McSweeny, & Sledge, 2003; Seago, 

Williamson, & Atwood, 2006) and other outcomes (Hall, 

et al., 2004). Although some research has shown job 

satisfaction differences by level of experience (e.g., 

Alexander et. al., 1998), there is little research relating 

retention issues to academic preparation. Thus, one 

important, but unanswered, question concerns the 

relationship between nurses’ academic preparation and 

their work experiences.  

 

Community embeddedness. Recent research on 

embeddedness proposes that people’s organizational 

behavior (job performance, turnover, etc.) is affected by 

the extent to which they are socially enmeshed (or 

embedded) in their employing organization and 

community (cf. Lee et al. 2004; Mitchell, Holtom, Lee, 

Sablynski, Erez, 2001). Mitchell et al. (2001) describe 

three dimensions of embeddedness: links, fit, and 

sacrifice. Links refer to formal and informal connections 

of people to others in their community. Fit refers to how 

compatible people feel with their community. Finally, 

sacrifice refers to the perceived costs of leaving a 

community; higher sacrifice means that people believe 

they would have to give up more to leave the 

community.  

 

Embeddedness researchers have discussed both 

organizational and community embeddedness. 

However, Lee et al. (2004) found that after controlling 

for organizational commitment and job satisfaction, 

community embeddedness predicted turnover 

outcomes while organizational embeddedness did not. 

Building on their findings, we will focus on community 

embeddedness in this study. We developed a new 

approach to embeddedness research for this study 

focusing on affective and continuance community 

commitment. Affective community commitment refers 

to strong feelings of attachment to one’s community, 

based on shared values, etc. Continuance community 

commitment refers to an attachment based on high 

perceived costs of leaving. 

 

Aim #2. We will test a new theoretical model that 

integrates retention research from nursing and 

organizational psychology with stress research from 

occupational health psychology.  

 

The second aim of our research is to test of the 

Oregon Nurse Retention Model as depicted in Figure 1. 

This model can be viewed as a system of hypothesized 

relationships among the core components of the model. 

The ONRM implies that as positive work experiences 

decrease and/or negative work experience increase, 

nurses should report more burnout and less 

engagement. Higher burnout and lower engagement 

should be associated with lower organizational and 

occupational commitment and subsequent increases in 

both turnover intentions) and job search behavior. 

Finally, we will present supplemental analyses exploring 

whether people’s definite or conditional turnover plans 

affect how they react to their work experiences, and 

present some preliminary findings concerning 

interactions among positive and negative work 

experiences.  
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Several individual and organizational factors may 

influence the core variables and relationships in this 

model. We also noted that individual differences and 

perceptions of the organizational context can influence 

the core components of the ONRM. We will investigate 

the three most likely effects of these resources on 

retention: (a) direct effects on job attitudes and job 

embeddedness, (b) direct effects on desirability of 

staying and ease of movement, and (c) buffering effects 

on the influence of work experiences on burnout and 

engagement. Specifically, we expected that negative 

experiences to be less influential for nurses who have 

more personal and organizational resources to draw 

upon. We also expected personal and organizational 

resources to heighten the effects of positive experiences 

on burnout and engagement.  

Throughout our literature review, we emphasized 

that many components of the ONRM are supported by 

dozens of past studies. This raises an important question 

about the relative value of another study assessing 

these same variables. In our view, there are at least 

three reasons that testing the ONRM represents a 

valuable contribution to the literature. First, relatively 

few studies have been conducted in the nursing context, 

making this an opportunity to establish the 

generalizability of relationships established in past 

research – both to nurses in general and to Oregon 

nurses in particular. Second, the ONRM test represents 

an opportunity to integrate findings from many 

disparate streams of research in a single all-

encompassing model. Tests of this model should reveal 

new relationships among these variables that may not 

have been identified in prior research and should help 

prioritize the relative importance of the variables under 

consideration for future research and practice. Further, 

testing the ONRM addresses several needed extensions 

of prior research that we described above. Finally, 

perhaps the most important reason for examining the 

ONRM is to provide support for an evidence-based 

model to guide retention management in health care. 

The existing evidence for the ONRM is fairly strong, but 

somewhat indirect. Direct empirical tests of the 

integrated model are needed with nursing samples.  

Research Need #3:  

Nurse retention research needs to address 

nurses’ perspectives on what interventions 

would affect their positive and negative work 

experiences. 
 

As should be evident from the preceding discussion, 

turnover literature is heavily theoretical. There are 

many important reasons to conduct theory-oriented 

research, particularly in an area such as retention where 

conceptual models help weave together many bodies of 

research that have not previously been well integrated. 

However, one problem with this past literature is that it 

does not provide specific suggestions for interventions 

to reduce nurses’ turnover and/or enhance nurses’ 

positive experiences at work. A second problem is that 

this literature often does not let nurses’ voices come 

through in research. That is, the concepts, processes, 

and variables selected by researchers may or may not 

be the same set that nurses would focus on. Thus, 

effective management of retention requires research 

that gives nurses the opportunity to discuss the work-

related problems they see as critical on the front lines of 

health care. Such research also provides a source of 

confirmatory evidence for models selected by 

researchers. 

 

Aim #3. We will identify specific workplace 

interventions that, from the perspective of nurses, 

would address positive and negative work experiences.  

 

We used a similar strategy in response to address 

Aim #3 as with Aim #1. Specifically, when we asked 

nurses to describe positive and negative events at work, 

we also asked them to describe what their organization 

could do to prevent the negative events and promote 

the positive events. That is, whereas the vast majority of 

past research simply asks people how much stress they 

feel at work, our participants also provided 

recommendations to further improve their experiences 

at work.  



ONRP – Page 23 

 

The Need for Better Research Designs 
 

Occupational health research often relies on cross-

sectional research designs – studies that correlate work 

stressors with outcomes measured at the same time. 

Such studies provide a useful “snapshot” of 

occupational health concerns. However these designs 

prevent researchers from drawing firm conclusions 

about the causal influences on retention. That is, 

because all measures are obtained at the same time, 

such designs cannot show whether changes in one 

variable at one time point lead to changes in another 

variable at a later point in time. One way to improve on 

cross sectional designs is through longitudinal studies. 

These studies measure variables at multiple points in 

time, enabling researchers to draw somewhat stronger 

conclusions about the “flow” of causality over time. 

Longitudinal designs help inform occupational health 

interventions, as they permit more confidence that 

changes recommended based on research findings will 

actually yield desired changes in behavior. 

 

A second concern with many work stress studies 

concerns their relative lack of focus on the actual events 

experienced by people over the course of their work 

days. For example, Clark (2006) pointed out that nurse 

studies often seek statistical generalizations about the 

“average patient” and the “average nurse” – neither of 

whom exists in reality. Thus, as Clark notes in the 

context of nurse staffing research: 

 

Staffing researchers have extensively studied 

the shadows of nursing or the traces of 

nurses’ work left behind in the operations of 

health systems. Such shadows are found in 

payroll records and institutional budgets and 

in incident rates for commonly recorded 

outcomes that raise questions about possible 

lapses in care. Although these data, however 

imperfect, have been key to enormous 

progress in the field…there are many dangers 

in crudely quantifying nursing services. (Clark, 

2006, p. 162). 

 

Similar concerns can be raised about studies of 

nurses’ work experiences. Measures that ask nurses 

what “generally” happens at work, or what has 

happened in a wide time interval such as a year, 

captures “average work experience” but may reveal 

little about how specific events influence occupational 

outcomes. We address this concern by using measures 

of very specific events occurring over relatively narrow 

time intervals. This approach requires a group of nurses 

to be sampled repeatedly over time with assessments 

that occur much closer in time to the actual events of 

interest (i.e., rather than asking nurses to recollect 

events that have taken place over the last several weeks 

or months).  

 

Such methods are sometimes called interval-

contingent recording methods (cf. Reis & Gable, 2000) 

and are still rare in nursing research (two exceptions are 

Johnston, Beedie, and Jones, 2006 and Totterdell, 

Spelten, & Pokorski, 1995). However, along with other 

related methods such as experience sampling (Miner, 

Glomb, & Hulin, 2005) and critical incident sampling 

(Ebright, Urden, Patterson, & Chalko, 2004) are 

becoming increasingly common in psychology. Recent 

technological advances have made such research 

relatively easy to conduct with internet-based or 

personal digital assistant-based data collection 

processes. These electronic methods have been praised 

for their flexibility, accuracy, and efficiency, as they 

allow for time-stamping of entries and real-time data 

acquisition, so results may be screened or analyzed as 

they are being collected (Bolger, Davis, & Rafaeli, 2003). 

 

Finally, researchers normally attempt to design 

measures that quantify the nature of work demands. 

Such research often has to make measurement 

tradeoffs that hinder efforts to capture some of the 

subtleties of nurses’ experiences at work. In contrast, 

many researchers contend multiple research methods 

are necessary to capture complex psychological events 

(McGrath, 1981). Qualitative assessments allow for new 

information to be generated that might not fit in the 

pre-existing structures implied by researchers’ 

questionnaires, giving nurses the freedom to report 

their behaviors, attitudes, and thought processes 

(Strauss & Corbin, 1990). Therefore, our project 

supplements quantitative measures of work experiences 

with weekly work experience surveys in which we ask 

nurses to provided written descriptions of positive and 

negative events at work as well as interventions that 

could address these events. Our use of a mixed method 

approach enables us to extend Miller’s (2006) Good 

Work concept by investigating whether nurses, when 

asked to describe specific positive experiences, report 

similar experiences to those described by Miller or 

describe other types of positive experiences.  
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Figure 2.ONRP Research Overview. 

 
 

Research Design and Methods 
 

Our research consisted of a collaborative effort 

between researchers from the Oregon Nurses 

Association and the Applied Psychology Program at 

Portland State University. During the course of the 

project, the principle investigator accepted a position at 

Clemson University and eventually obtained both 

additional grant support and graduate student 

participation at Clemson, further increasing the overall 

level of support for the research. Oregon Nurses 

Association is an important stakeholder in issues 

affecting nurses in the state. The organization has 

10,000 nurse members and offers integrated services 

and support through its programs in professional 

nursing practice, health and safety in the work place, 

continuing education programs, research, influence in 

regulatory and legislative arenas, and collective 

bargaining. The Applied Psychology Program at Portland 

State University is internationally recognized as a leader 

in the field of Occupational Health Psychology – a field 

devoted to understanding how individual and work 

environment factors influence occupational safety, 

retention and turnover, as well as worker health, and 

well-being. Finally, Clemson University is one of the top 

rated public universities in the country; the Clemson 

Department of Psychology also offers considerable 

graduate student training and faculty expertise in 

Occupational Health Psychology.  

 

Design Overview 

 

Our research used a prospective research design 

that combines standard organizational climate and 

retention questionnaire measures with a weekly work 

experience survey. Figure 2 presents an overview of the 

research design. At baseline, we conducted a survey 

assessing nurses’ personal and organizational resources 

as well as the retention pathway and outcomes 

measures (i.e., turnover cognitions) outcomes. Then, 

participating nurses completed a weekly work 

experience survey for 12 consecutive weeks. In this 

survey, nurses gave narrative descriptions of their most 

positive and most stressful work experiences, provided 

quantitative ratings of several characteristics of these 

experiences, and described interventions their 

organization could use to increase the likelihood of the 

positive experiences and decrease the likelihood of the 

stressful experiences. Finally, participants completed a 

follow-up survey that repeated the baseline measures in 

order to assess changes in retention outcomes over the 

course of the grant.  

 

The use of the weekly work experience survey 

design has many advantages for nurse retention 

research. First, health research suggests that stressful 

life events tend to exert their strongest effects over 

about a 3 month time period. Thus, we wanted to 

capture at least 3 months of stress-related data. Second, 

one week is a narrow enough increment that most 

people should be able to accurately report on the most 

stressful events that happened to them in that period. 

Third, using the one-week period rather than daily 

measures gives people a bit of time to reflect on the 

effects that occurred that week, rather than capturing 

their immediate reactions. This enhanced our 

confidence that their perceptions are more lasting 

responses to events which may be either more or less 

intense than peoples’ immediate reactions. Finally, we 

chose a one-week interval to strike a balance between 

our desire for fine-grained data about work experiences 

and our desire to keep the nurses’ workload to 

manageable levels.  
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Human Subjects Approvals 

 

All research conducted as part of this grant was 

approved by the Portland State University Human 

Subjects Research Review Committee. 

 

Instrument Design 

 

We gathered data on a wide variety of survey 

instruments and qualitative questions. Appendix A 

describes all of these instruments, including sample 

items, response formats, key references, and reliability 

information for the Wave 1 and Wave 2 surveys. 

Complete instruments are available from the first 

author and consistent with our goal of making the 

publicly available, we have presented these same tables 

along with instructions for obtaining complete copies on 

our project web site at www.onrp.webnode.com. As we 

complete studies using ONRP data, we expect to post 

them on the ONRP web page. We expect these studies 

will contain additional validation information about the 

ONRP instruments. 

 

Several of the instruments used in this study are 

either completely new or are adaptations of existing 

instruments for the purpose and context of our 

research. Generally speaking, we sought short but valid 

instruments, and generally tried to capture our key 

constructs in as few items as possible. Given that the 

positive and negative experience scales were central to 

the project and completely new, these were the longest 

instruments. Our process for developing scales was 

relatively straightforward. For the first several months 

of the project, the research team met on a weekly basis 

with the central goal being to focus on a final set of 

instruments. These meetings consisted of lively 

discussions of the model driving our research and 

critical evaluations of current research instruments. As 

time went on, we identified several interesting topics 

that were not part of our original research proposal, but 

that implied the need to include additional instruments. 

Appendix A lists all of these instruments. 

 

Once we had a complete mock-up of the Wave 1 

survey, we held a focus group with 8 experienced 

nurses. The purposes of this meeting included (1) 

estimating the time to complete the Wave 1 survey, (2) 

obtaining feedback on the specific survey items as well 

as the issues addressed by the survey, and (3) 

developing examples of positive nursing events. We 

made several changes to the instruments based on 

these discussions, including adding some new concepts 

and measures suggested by the nurses. We also held a 

second focus group with 6 experienced nurses. The 

purposes of this second focus group were to estimate 

the time to complete the weekly work experience 

survey and obtain feedback on the positive and negative 

events used in our measures. Both groups provided 

many valuable suggestions for the surveys, particularly 

in relation to identifying commonly positive and 

negative events. These meetings were highly productive 

and greatly increased the user acceptability of these 

measures; producing better instruments.  

 

Recruiting 

 

Sample recruitment was conducted in a multi-step 

procedure designed to maximize participation and 

representation of nurses throughout the state of 

Oregon. First, members of the research team attended 

conferences sponsored by the Oregon Nurses 

Association (ONA) throughout the recruitment and data 

collection process. These meetings included ONA 

Conventions held in Eugene, OR (spring, 2007); Bend, 

OR (spring, 2007); and Keizer, OR (fall, 2008). 

Announcements were also made during the ONA 

conventions regarding the aims of the project and the 

opportunity to participate. At the Bend convention, a 

research team member also staffed a booth where 

nurses were given information about the aims of the 

project and were directly invited to participate by 

completing a form containing their contact information.  

 

Second, ONA also circulated information regarding 

the study through regular newsletters and an additional 

postcard mailing, containing particular instructions and 

information such as when the study would commence 

and how interested nurses could participate. Although 

the primary recipients were members of ONA, other 

nurses were interested (e.g., heard from their nurse 

colleagues) and were allowed to participate, provided 

that they met other participation criteria.  

 

Third, nurses were invited throughout the 

recruitment process to register online for the study on a 

website constructed specifically for the project. This site 

was developed and maintained by ONA and consisted of 

a description of the research and a series of 

demographic questions covering personal 

characteristics such as age and gender, work site 

characteristics such as geographical location, and work 

characteristics such as typical work schedules. Some 

participants registered by completing hard-copies of the 

forms in person, such as those at the ONA convention in 

Bend and those who printed off the online form and 

submitted it by mail). In those cases, members of the 

research team entered their information into the data 

base.  
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Upon registration, nurses gave their consent to be 

contacted for participation in the study by the 

researchers. As the number of nurses who registered on 

the website exceeded our target number for 

participants, we selected those who best represented 

diversity within the nursing workforce (i.e., rural 

settings, less tenured nurses), consistent with our 

project’s aims. Thus, once nurses had registered, they 

were considered prospective participants. Finally, the 

nurse participants who had registered on the website 

were contacted via email or postal mail, according to 

their indicated preference, in order to obtain their 

consent to participate in the study. Specifically, those 

who requested contact through email, which were the 

majority of participants, received an email containing a 

link to the survey. Participants who selected the postal 

mail option, received a cover letter explaining the study 

aims, a hard copy of the survey, and an envelope with 

return postage paid. 

 

All participants received the following 

compensation for each survey they completed: Wave 1 

surveys ($20 per participant), Wave 2 surveys ($10 per 

participant), and Weekly surveys ($5 per participant). 

Additionally, participants were entered into a series of 

raffles for several $50 prizes.  The only participants who 

did not receive compensation were approximately 30 

people who completed hard copies of the Wave 1 

surveys and who did not provide contact information for 

reimbursements and therefore, could not be identified.  

 

Participant Characteristics 

 

A total of 438 nurses participated in the Wave 1 

Survey. Tables 6 and 7 provide some basic 

characteristics of this group and Appendix B provides 

additional sample characteristics. All of the nurses who 

completed the Wave 1 survey and who provided contact 

information were invited to participate in the weekly 

work experience survey. Of these, 144 nurses agreed to 

participate in the weekly work experience survey and 

114 provided at least 8 weeks of usable data for the 

weekly work experience project. We conducted the 

Wave 2 survey approximately 6 months after the Wave 

1 survey. All Wave 1 participants were invited and 343 

nurses returned surveys.  

 

Table 6. ONRP participants’ work and demographic characteristics. 

 

 N Mean 
Standard 

Deviation 
Minimum Maximum 

Age 399 45.75 11.35 22 70 

Number of Dependent Children 401 .74 1.076 0 5 

Hour Length of Typical Shift 404 3.58 1.45 1 7 

Hours Scheduled 400 32.06 8.20 0 80 

Hours Actually Worked 400 35.24 10.31 4 88 

Voluntary Overtime Hours per week 389 3.79 5.15 0 36 

Number of Shifts Worked per week 393 3.49 1.28 1 16 

Occupational Tenure (Years) 405 17.68 12.14 0 45 

Years Since Degree 405 17.73 12.23 0 47 

Organizational Tenure (years) 404 10.99 9.29 0 38 

Position Tenure (years) 406 7.17 7.17 0 33 

 

Note. The figures above are based on available information from Wave 1 participants. 
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Table 7. ONRP participants’ basic demographic characteristics. 

 

 Frequency Percent 

Gender (N = 402)   

Female 373 92.8 

Male 29 7.2 

Age (N = 399)   

22 – 29 Years 42 10.7 

30 – 39 Years 80 20.1 

40 – 49 Years 94 23.6 

50 – 59 Years 149 37.3 

60 – 69 Years 35 8.8 

70 Years 1 .3 

Ethnicity (N = 406)   

White 374 92.1 

Multi-Ethnic 14 3.4 

Asian 9 2.2 

Hispanic or Latino/Latina 5 1.2 

American Indian/Alaskan Native 2 .5 

Native Hawaiian/Pacific Islander 1 .2 

Black/African-American 1 .2 

Highest Educational Degree (N = 405)   

Diploma in Nursing 26 6.4 

Associates in Nursing 135 33.3 

Associates, Non-Nursing 1 .2 

Bachelors in Nursing 174 43.0 

Bachelors, Non-Nursing 44 10.9 

Masters in Nursing 13 3.2 

Masters, Non-Nursing 9 2.2 

Doctorate in Nursing 1 .2 

Doctorate, Non-Nursing 2 .5 

Relationship Status (N = 403)   

Married 272 67.5 

Widowed 6 1.5 

Divorced or Separated 53 13.2 

Never Married 39 9.7 

Living with Significant Other 30 7.4 

Domestic Partner 3 .7 

Dependent Children at Home (N = 401)   

0 Children 237 59.1 

1 Child 78 19.5 

2 Children 49 12.2 

3 Children 30 7.5 

4 Children 4 1.0 

5 Children 3 .7 

Dependent Adults at Home (N = 402)   

No 365 90.8 

Yes 37 9.2 
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Results for Aim 1: Critical Stressors and 

Positive Work Experiences 
 

Aim 1 concerned the nature of positive and 

negative work experiences faced by nurses. As noted 

above, we used a mixed method approach to investigate 

this question. Our quantitative methods included 

surveys asking nurses to report how often they 

experienced each of several positive and negative 

events. Our qualitative methods asked nurses to 

describe the most stressful/most positive events that 

happened over the last week. 

 

Weekly Work Experience Survey: 

Quantitative Findings 

 

To develop the initial list of events for the 

quantitative analyses, we reviewed past nursing 

research, held brainstorming sessions with research 

team members, and conducted focus groups with 

experienced nurses. This process produced 100 items 

capturing 33 positive and 67 negative events. We then 

asked seven graduate students in psychology to sort the 

items into successes, supports, demands, and conflicts 

(see Appendix C). We found a great deal of consensus:  

86% of the events were sorted into the same 

subcategory by at least six of the seven judges. We  

retained these 86 items for further study and dropped 

the remaining 14 items with lower agreement 

amongthe judges. We used the Wave 1 items to test the 

Oregon Nurse Retention Model as described below (Aim 

2). Deese et al. (2009) reported some details of the 

Wave 1 findings (for citation please see the ONRP 

website (http://onrp.webnode.com). For the remainder 

of our discussion of Aim 1, we focus on the results from 

the weekly work experience survey.  

 

To construct the quantitative piece of the weekly 

work experience survey we needed to reduce the list of 

100 events from Wave 1 to a smaller set that would be 

relatively easy for nurses to complete on a weekly basis. 

We either selected these items directly from the Wave 1 

item pool or wrote new items reflecting combinations of 

similar items from Wave 1. The final list included 33 

positive and 21 negative events. Nurses reported how 

frequently (i.e., the number of shifts) they experienced 

each event in each week of the weekly. We noted some 

inconsistencies in the nurses’ reporting of the number 

of shifts that nurses reported working each week and 

the number of shifts they reported the events occurring 

(i.e., where events were reported as occurring on more 

shifts than the nurse reported working). Therefore, we 

decided to code the response data as a 0 if the nurse 

reported not experiencing the event in a given week, a 1 

if the nurse reported experiencing the event on some 

but not all shifts in a given week, and a 2 if the nurse 

reported the event as occurring on all shifts in a week. 

We then averaged these scores across all of the weeks 

of the weekly study. Thus, scores closer to 2.0 mean 

that the nurse experienced the event nearly all the time 

(i.e., on most shifts on most weeks); scores closer to 

zero mean that the nurse rarely experienced the event.  

 

Table 8 shows the average scores for the four broad 

categories of events. The data indicate a couple of broad 

conclusions about the events. First, the positive events 

occurred much more frequently than the negative 

events. The average scores of supports and successes 

.85 and 73 respectively indicate that nurses usually 

experienced these events on at least some shifts every 

week. In contrast, the scores for demands and conflicts 

of .27 and .13, respectively, indicate that these events 

occurred much less frequently. However, Table 8 also 

shows the wide range of responses. Some nurses 

reported experiencing all of the positive events on 

nearly every shift they worked; others indicated that the 

events almost never occurred. We noted a similar wide 

range of scores for the negative events.  

 

Table 8. Descriptive statistics for broad categories of 

positive and negative events. 

 

Event Mean SD Min. Max. 

Supports .85 .30 .11 1.88 

Successes .73 .28 .14 1.70 

Demands .27 .23 .00 1.24 

Conflicts .13 .16 .00 1.11 

Note. Mean = Average score across all events in the category 

for all 12 weeks. SD = standard deviation. Min. = lowest 12 

week average score; Max = highest 12 week average score. 

 

Tables 9-10 present descriptive statistics for the 

individual events. These data consist of the scores for 

each individual item as described above. Although the 

general pattern shown in Table 8 held for the individual 

events, we noted wide variablility in scores for individual 

events. Nurses experienced some of the positive events 

(Table 9) on most shifts (e.g., coworkers provided 

emotional support, worked well as a team, shared a 

laugh), whereas others were much less common (e.g., 

manager helping when needed, helping a patient die 

with dignity). Although the overall frequency of negative 

events was relatively low, Table 10 shows that  several 

negative events occurred relatively frequently and some 

nurses reported that these negative events occurred on 

every shift. Most of the frequent negative events 

concerned resource constraints and staffing problems.  
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The descriptive statistics for the weekly work 

experiences help document nurses’ typical patterns of 

work experiences. It is important to remember that 

these statistics include nurses who experienced many 

more of the events and those who far fewer of the 

events. For example, some nurses reported certain 

positive events occurring on every shift and/or none of 

the negative event occurring on any shift. On the other 

hand, while the overall average scores for the negative 

events were quite low, all of the negative events had 

maximum scores of 50% or greater, indicating that some 

nurses experienced one of these negative events at 

least on every other shift. These results confirm the idea 

discussed earlier that studies of the “average nurse” can 

produce results that may be true of the group as a 

whole, but not applicable to many nurses in the group. 

 
Table 9. Positive events experienced by nurses each shift. 

 

Event (abbreviated versions) Type Mean SD Min. Max. 

Provided emotional support Support 1.70 .32 .89 2.00 

Coworkers worked well as a team Support 1.62 .34 .50 2.00 

Coworkers shared a laugh Support 1.61 .39 .20 2.00 

I helped a fellow nurse Support 1.40 .45 .17 2.00 

Helped patient feel better Support 1.38 .49 .00 2.00 

My unit members were nice to each other Success 1.38 .51 .00 2.00 

Educated patient about condition Success 1.23 .54 .00 2.00 

A patient thanked me Support 1.21 .54 .00 2.00 

A patient’s family thanked me Support 1.11 .50 .00 2.00 

Made a difference in someone’s life Support 1.09 .57 .00 2.00 

Another nurse helped me when needed Success 1.08 .49 .00 2.00 

A coworker thanked me Support 1.03 .52 .00 2.00 

I shared knowledge with a coworker Support 1.01 .52 .00 2.00 

Another nurse shared knowledge Support .88 .51 .00 2.00 

Developed close bond w patient Support .86 .55 .00 2.00 

Coworker complimented my work Support .86 .49 .00 2.00 

I supported a coworker emotionally Support .85 .50 .00 2.00 

Overcame a challenge Success .73 .54 .00 2.00 

A charge nurse thanked me Support .57 .49 .00 2.00 

A physician thanked me Support .56 .50 .00 2.00 

Coworker gave helpful feedback Support .53 .45 .00 1.90 

Physician complimented my work Support .52 .47 .00 1.90 

Coworker taught me a technique Success .47 .45 .00 1.90 

Implemented a challenging procedure Success .46 .48 .00 2.00 

A physician helped me when needed Support .40 .40 .00 2.00 

Coworker taught me to deal with people Success .38 .42 .00 1.90 

Figured out difficult task Success .38 .42 .00 1.90 

Helped save a life Success .34 .48 .00 2.00 

Manager complimented my work Support .33 .35 .00 1.90 

My manager helped me when needed Success .29 .36 .00 2.00 

Taught patient complex self-care Support .27 .41 .00 1.91 

Patient unexpectedly improved Success .19 .29 .00 1.20 

Helped patient die w dignity Success .08 .21 .00 1.78 

 

Note. Mean = Average score across all events in the category for all 12 weeks. SD = standard deviation. Min. = lowest 12 week average 

score for any individual nurse; Max = highest 12 week average score for any individual nurse.
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Table 10. Negative events experienced by nurses each shift. 

 

Event (abbreviated versions) Type Mean SD Min. Max. 

Equipment problems Demand .61 .48 .00 2.00 

Not enough time for tasks Demand .51 .46 .00 2.00 

Information problems Demand .46 .43 .00 1.73 

Not enough staff Demand .33 .38 .00 1.38 

Not enough RNs Demand .30 .38 .00 1.50 

Patient declined unexpectedly Demand .25 .31 .00 1.60 

Staff skills lacking Demand .25 .34 .00 1.50 

Staff late/absent Demand .25 .31 .00 1.50 

Staff experience lacking Demand .25 .33 .00 1.25 

Patient failed to improve (felt helpless) Demand .24 .34 .00 1.70 

Coworker conflict Conflict .24 .27 .00 1.20 

Micromanaged Conflict .21 .34 .00 1.90 

Patient conflict Demand .19 .28 .00 1.55 

Work too demanding Demand .17 .28 .00 1.60 

Physician conflict Conflict  .15 .24 .00 1.30 

Staff request denied Demand  .14 .29 .00 2.00 

Manager conflict Conflict .11 .21 .00 1.50 

Staff approved but late Demand .08 .21 .00 1.50 

Value conflict Demand .04 .12 .00 1.00 

Discrimination Conflict .03 .12 .00 1.00 

Sexual harassment Conflict .02 .12 .00 1.00 

 

Note. Mean = Average score across all events in the category for all 12 weeks. SD = standard deviation. Min. = lowest 12 week average 

score for any individual nurse; Max = highest 12 week average score for any individual nurse
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Weekly Work Experience Survey: 

Qualitative Findings 

 

The weekly work experience survey also asked 

nurses to provide narrative descriptions of the most 

stressful and most positive events that happened to 

them each week. With over 100 nurses providing 

approximately 8-12 weeks of data, we generated over 

1,000 positive and 1,000 negative incidents. Thus, it was 

important to reduce this list to a more manageable size 

for the purposes of our research. 

 

To reduce the list, we relied on subjective ratings of 

the events provided by the nurses. These ratings 

consisted of seven adjectives for the positive events and 

eight adjectives for the negative events. We used these 

ratings to identify a subset of the most positive and 

most negative events. First, we conducted an 

exploratory factor analysis (EFA) of the positive event 

ratings (see Table 11).
6
 This analysis resulted in three 

factors, the first consisted of items reflecting stressful 

and demanding. The second factor consisted of items 

referring to how meaningful, rewarding, and serious the 

event was. Finally, the third factor included predictable 

and controllable.  

 

Table 11. Exploratory factor analysis for most 

positive event ratings. 

 

Factor 
Item 

1 2 3 

Stressful .93   

Demanding .86   

Meaningful  .89  

Rewarding  .88  

Serious  .65  

Predictable   .74 

Controllable   .51 

 

The second factor made the most conceptual sense 

to use as a rating of “positiveness” so we focused on this 

score for further analysis. About 50 participants each 

week reported an average of 4 or above (on a 5 point 

scale) on the positiveness score. Therefore, we used 4.0 

a cutoff score and randomly selected 15 events from 

each week to include in the compilation. This produced 

a list of 180 positive events. 

                                                 
6
 Exploratory factor analyses are used to investigate patterns of 

correlations among different items or attributes. In the present case, 

the “factors” produced by the EFA reflect items that people tended to 

answer similarly. EFA research typically assumes that such items have 

some underlying shared property.  

We used the same process for the negative items. 

The factor analysis of these items yielded two factors 

(see Table 12). The first consisted of undesirable, 

serious, demanding, meaningful, predictable, and 

stressful. The second was made up of controllable and 

rewarding. As with the positive events, we used a cut-

off score of 4.0 to define events as very stressful and 

randomly selected 15 events each week to include in 

the study. This resulted in a list of 180 negative events.  

 

Table 12. Exploratory factor analysis for most negative 

event ratings. 

 

Factor 
Item 

1 2 

Undesirable .91  

Serious .86  

Stressful .85  

Meaningful .82  

Demanding .75  

Predictable .41  

Rewarding  .65 

Controllable  .54 

 

We then sorted the events into categories to 

identify common kinds of positive and negative events. 

In each case, a member of the research team read 

through the unedited descriptions provided by the 

nurses. The team member then sorted the descriptions 

into categories based on the similarity of their content. 

Tables 13 and 14 present the results of these analyses. It 

is important to keep in mind that these categories do 

not constitute an all-inclusive description of either the 

positive or negative aspects of nurses’ jobs. Rather, they 

describe common patterns among events nurses 

describe as very positive or very negative experiences. 
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Table 13. Content analysis of nurses’ most positive 

work experiences. 

 

Positive Events 

Successes Supports 

Making a  

Difference  

Coworker  

Supports 

Programs and 

Processess  

Helping  

Others 

Professional 

Development 

Feeling  

Appreciated  

 

 

We sorted the positive events into six categories 

(Table 13). These included three kinds of successes: 

making a difference, professional growth, and programs 

and processes. Similarly, we identified three clusters of 

supports, including coworker supports, helping others, 

and receiving recognition. In order to better illustrate 

the nature of the events fitting into each category, we 

provide further descriptions of each category and 

include examples of the events from the larger list that 

we analyzed for this study.
7
   

 

Making a difference  

 

Events in this category concerned positive patient 

outcomes. Nurses described a wide range of these 

events, including saving a patient’s life, relieving pain, 

delivering a healthy baby, helping a patient die with 

dignity, educating a patient or his/her family, and having 

positive interactions with a patient. Some of the most 

compelling stories were the examples of general 

positive interactions with patients as the nurses 

provided both needed and valued care. Examples of 

events in this category included: 

 

o Having positive outcomes for patients with 

emergency situations (e.g., successful resuscitations 

of crashing patients, emergency surgeries). 

 

o Helping women give birth under special 

circumstances (e.g., teenaged mothers, Spanish-

speaking mothers). 

                                                 
7
 The participants provided many great examples of specific events. 

Our informed consent process included a commitment to participants 

not to release individual descriptions of events, in order to protect 

their rights as well as those of their patients and coworkers. Therefore, 

we elected to provide descriptive summaries rather than direct quotes 

from their responses. 

 

o Helping dying patients and their families to be as 

comfortable as possible. 

 

o Helping families learn to care for an ill family 

member.  

 

o Working successfully with families who were 

previously thought to be difficult and dissatisfied.  

 

o Having patients who had a positive attitude during 

difficult circumstances (e.g., multiple surgical 

procedures for different conditions).  

 

o Seeing previously sick patients get discharged in 

completely good health.   

 

o Talking with upset/anxious patients about their 

condition and helping them be able to calm down.  

 

o Modifying a treatment plan to respond to a 

patient’s special circumstances (e.g., cultural or 

religious background).  

 

Professional development 

 

The professional development category involved 

events involving the opportunity to learn new 

skills/knowledge or increase current skills/knowledge. 

We treated these events as distinct from the patient 

successes, if the nurse wrote more about the 

task/procedure than the patient outcome, although 

they clearly overlap, at least to some degree. Examples 

of events in this category include: 

 

o Beginning to understand features of a particular 

kind of medical condition and feeling confident as a 

result.  

 

o Learning from being exposed to a wide range of 

patients or to particularly challenging patients. 

 

o Using new diagnostic tool or other equipment. 
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Programs and processes 

 

Patient care depends on the smooth operation of 

several different systems and units. The programs and 

processes category reflects the appreciation nurses feel 

when these systems run smoothly and when 

management introduces new programs that help these 

systems function more effectively. Examples of events in 

this category include: 

 

o Successfully replacing missing staff to fill potential 

gaps in patient care. 

 

o Seeing other groups or committees respond to a 

concern raised by the nurse and having the problem 

actually be addressed.  

 

o Implementing new programs (e.g., recycling) with 

the help of other people at work.  

 

o Seeing improvements in morale because of 

important changes to scheduling or staffing policies. 

 

Coworker supports  

 

Coworker support referred to positive social 

interactions in which nurses received critically needed 

help from coworkers. Examples include colleagues who: 

 

o Taking care of a nurse’s stable patient so the nurse 

could help a patient who was crashing. 

 

o Go out of their way to be helpful during orientation. 

 

o Cover shifts for a sick colleague. 

 

o Actively participate in a course taught by the nurse. 

 

o Support the nurse during difficult circumstances.  

 

Helping others 

 

The helping others category refers to events where a 

nurse assisted other nurses with performing critical 

tasks or provided other forms of help to coworkers and 

others in ways that went above and beyond the nurse’s 

regular job duties. Examples include nurses who: 

 

o Provided advice or support to nurse colleagues as 

they learned to use new systems or tools.  

 

o Consoled a parent of a grieving child.  

 

o Consoled coworkers after a patient death.  

 

Feeling appreciated 

 

Feeling appreciated refers to receiving praise or 

compliments for a job well. These events were among 

the most frequently reported and included receiving 

recognition from a wide range of other people including 

patients, patients’ families, and nurses’ coworkers. 

Examples include: 

 

o Being thanked by a patient for the care the nurse 

provided.  

 

o Having a patient specifically request that nurse.  

 

o Having a patient tell the nurse she was glad to see 

the nurse back at work after time off.    

 

 

Negative Events 

 

Table 14. Content analysis of nurses’ most negative 

work experiences. 

 

Negative Events 

Demands Conflicts 

Work Role  

Demands 

Conflict with  

Coworkers  

Difficult 

Patients/Families 

Conflict with 

Physicians 

Resource 

Constraints 

Conflict with other 

Hospital Staff 

Staffing 

Demands 
 

 

The negative events also fit our general model of 

workplace events, but with four categories of demands 

and three forms of conflicts (Table 14). All three forms 

of conflicts are negative events involving interpersonal 

disputes with coworkers. However, the kinds of conflicts 

differ considerably depending on the nature of the 

nurse’s relationship with the other person (e.g., 

coworkers vs. physicians vs. other staff). The work 

demands represent four broad categories of demanding 

workplace events, including general work role demands, 

difficult patients/families, resource constraints and 

staffing demands.  
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Work role demands 

 

Work role demands are the frustrations nurses face 

as they carry out their job duties. At a theoretical level, 

four common role-related stressors are low control 

(when decisions are made or policies implemented 

without considering the nurse’s perspective), role 

ambiguity (having insufficient information to 

successfully carry out one’s job expectations), role 

overload (having too many demands), and role conflict 

(conflicting expectations between two roles, such as 

between work and family, or within one role, such as 

conflicting expectations of a nurse manager and a 

physician or conflicts between two of one’s own job 

assignments). Finally, although general occupational 

health research rarely focuses on these issues, 

ethical/value conflicts often occur in health care 

settings. Specific examples of work-role conflicts 

include: 

 

o Struggling to meet multiple conflicting demands 

from patients, families, and computer charting.  

 

o Feeling unprepared to deal with a patient with 

particular acuity levels. 

 

o Having to fill a precept role when the nurse felt the 

charge nurse could not handle unit demands  

 

o Managing the conflict between caring for a dying 

patient (who was an organ donor) and keeping the 

patient’s organs viable for donation.  

 

o Facing major organizational changes (e.g., structural 

changes, policy changes) announced with little prior 

warning or preparation and/or little communication 

and coordination between affected units. 

  

o Dealing with unexpected events during patients’ 

medical care.   

 

o Managing mistakes made by other staff members. 

 

o Floating back and forth between units and winding 

up with the “difficult” patients.  

 

o Working with new nurses who struggle to perform 

their job effectively. 

 

o Facing ethical conflicts in the course of treating 

patients.  

 

Difficult patients/families 

 

This category includes several forms of negative 

interactions with patients and their families, including 

confrontations where nurses are blamed for negative 

medical outcomes, nurses being treated as general 

service providers rather than medical professionals, and 

verbal abuse from family members. Examples include: 

 

o Experiencing abuse or mistreatment from patients 

or family members.  

 

o Having patients whose current health status makes 

them difficult to care for, such as elderly patients 

with serious cognitive or physical deficits. 

 

o Being asked to perform non-nursing tasks from 

patients such as purchasing food for the patient’s 

friends.   

 

o Witnessing threats or abuse of coworkers by 

patients or their families.  

 

Resource constraints 

 

Resource constraints limit a nurses’ ability to 

perform their jobs. In this category, we emphasize 

technical issues, such as challenges related to the 

adoption of new computer systems, insufficient space, 

poor communication systems, and gaps in material 

resources. Staffing demands represent a human 

resource constraint that we treat as a separate category 

below.  Examples of resource constraints include: 

 

o Facing last minute changes to one’s schedule 

without appropriate notification. 

 

o Having protective devices that do not work 

effectively or are difficult to use. 

 

o Contending with environmental constraints, such as 

carpeted hallways that make it difficult to move 

patients.  

 

o Missing important supplies, such as a particular 

medication needed to treat crashing patients. 

 

o Lacking sufficient rooms for patients.  

 

o Facing technological challenges, such as computer 

systems failing to work or having to learn new 

systems while performing one’s regular duties. 

 

o Dealing with failing equipment, such as having a 

piece of equipment stop working during a surgery.  
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Staffing demands 

 

Staffing demands concerned negative events related to 

insufficient staffing, an improper staff mix, transfers, 

etc. Charge nurses also face additional challenges having 

to respond to staffing challenges. Staffing demands 

represent their own category of challenges, but it is 

important to note that staffing issues come into play for 

other concerns as well. For example, nurses who 

described challenges with computerized charting 

systems frequently mentioned the problem of trying to 

learn the systems while still having to maintain their 

regular patient load.  Examples of staffing demands 

include: 

 

o Responding to insufficient staffing as a charge 

nurse, such as beginning a shift needing twice as 

many nurses as they have scheduled to work or 

having new admissions or changes in patients’ 

status increase work loads unexpectedly.. 

 

o Being overstaffed because of poor record keeping 

and having to shift patient loads accordingly.  

 

o Having staffing plans that do not consider patient 

acuity. 

 

o Having unexpected absences and receiving 

supplemental help from staff who could not 

perform important work functions.  

 

o Having the right number of staff but not having 

personnel who are appropriately trained to respond 

to the unit’s challenges. 

 

Coworker conflict 

 

Nurses reported a wide range of interpersonal 

conflicts with their coworkers. These included verbal 

altercations and verbal abuse, disagreements about 

treatments, concerns about appropriate behavior at 

work, and personal disagreements that occur at work. 

Examples include: 

 

o Being wrongly accused of medical errors by nurses 

on other shifts. 

 

o Being bothered by nurses who use the internet for 

personal reasons at work. 

 

o Working with ineffective coworkers.   

 

o Having personal disputes with coworkers.  

 

Conflicts with physicians. 

 

Conflicts with physicians frequently involve disputes 

about proper treatment, following safe procedures, etc. 

These disputes involve a status differential between the 

participants that can make these conflicts particularly 

difficult to respond to effectively. In some cases, these 

may not involve overt confrontations but rather, involve 

nurses perceiving an inappropriate situation at work. 

Examples include: 

 

o Working with physicians who mishandle sharps or 

body fluids, placing the nurse at risk or leaving the 

nurse to have to clean up after the physician. 

 

o Working with physicians who lack sufficient 

experience to respond to unit demands or who do 

not consistently follow standard treatment 

procedures. 

 

o Working with physicians who are disrespectful or 

dismissive of the nurses or fail to consider the 

nurses’ other staffing demands. These incidents 

were particularly stressful when they led to 

negative patient outcomes or embarrassed the 

nurse in front of a patient. 

 

o Disagreeing with doctors over the course of 

treatment for a patient such as feeling the patient 

needed more help with pain management than the 

physician provided.  

 

Conflict with other hospital staff 

 

We defined this category as interpersonal conflicts with 

anyone other than a nurse colleague or physician. 

Several events involved conflict across departments. 

 

o Experiencing physical or verbal abuse from other 

staff members.  

 

o Having support staff members who perform the 

bare minimum duties when other people clearly 

need help. 

 

o Dealing with conflicts with nurses in other 

departments. 

 

o Having support staff behave unprofessionally at 

work or who let their personal lives interfere with 

their work in inappropriate ways. 

 

o Having conflicts with staff scheduler because of 

fairness issues in how schedules are made.  
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Aim 1 Conclusions 

 

Our basic goal in Aim 1 was descriptive. We 

proposed a simple but comprehensive model of nurses 

work experiences and then conducted qualitative and 

quantitative studies that fill in many descriptive details 

related to the model. In our opinion our general model 

provides a useful way to talk about nurses’ work 

experiences in simple terms that people without 

advanced medical training can understand. However 

both sets of analyses demonstrate the drawbacks of a 

simple model, as there was considerable variability in 

the extent to which nurses experienced events within 

the same category, and as the individual descriptions of 

events show, simple broad category labels may not be 

useful for gaining an in-depth understanding of 

particular problems, situations, or contexts.  

 

One important note concerning the categories of 

events is that although we drew additional distinctions 

between events, such as between staffing demands and 

interpersonal conflict, it is important to remember that 

these are conceptual distinctions, and any event is 

unlikely to easily fit into one and only one category. For 

example, many incidents contain multiple elements and 

could be viewed as fitting into several of our categories. 

For example, one nurse described an event that focused 

on performance constraints related to technical 

demands, and interpersonal conflict stimulated by 

people’s frustration with the technical problems. Other 

nurses described conflicts with coworkers or patients 

that might be serious but manageable under normal 

circumstances but that quickly spiral out of control 

when units lack sufficient staff to respond appropriately. 

 

We end this section on a positive note. A great deal 

of attention has rightfully been given to nurses’ negative 

experiences. Psychologists have only recently begun to 

carefully study the nature of positive experiences in the 

workplace. The analyses we conducted relative to the 

positive events are particularly informative in this 

regard. It is important to note that the positive event 

descriptions have some of the same measurement 

concerns as the negative events. However, the analyses 

reported herein should serve as a useful starting point 

for stimulating subsequent research in this area. Two 

important questions about any of these events are (a) 

what are the consequences of experiencing certain 

kinds of events? And, (b) what, if anything, can hospitals 

do to increase the occurence of positive events and 

reduce the occurence of negative events. We address 

these issues below in our discussion of research 

conducted to address Aims 2 and 3. 
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Results for Aim 2: Testing the Oregon Nurse 

Retention Model 
 

Our second aim concerned testing the Oregon 

Nurse Retention Model (ONRM) described in Figure 1. 

As described above, the ONRM links positive and 

negative work experiences to turnover outcomes 

through positive and negative work reactions, desire to 

remain with the organization, and perceived costs of 

leaving. We also proposed that the relationships 

between the model components may be influenced by 

individual differences and the organizational context. 

Therefore, the analyses we conducted to address Aim 2 

investigate whether events influence turnover 

outcomes through the pathways hypothesized in the 

model and whether the core components of the ONRM 

are influenced by either individual differences or the 

organizational context.  

 

Measure Selection 

 

The first step in the analysis was choosing the 

measures that pertained to each component of the 

model. Appendix B provides descriptions of the 

measures including basic reliability data. Copies of all 

measures are available from the first author.  

 

We measured retention outcomes with measures of 

turnover intentions and job search behavior. The 

turnover intentions measures asked participants to 

what extent that had considered leaving their job 

(organizational turnover intentions) or the profession of 

nursing The organizational context measures included 

assessments of perceived organizational support, 

perceived social support from physicians, coworkers, 

and (organizational turnover intentions). We also asked 

several questions pertaining to participants’ job search 

behavior – whether they had actively engaged in any 

recent job search efforts.  

 

To measure the turnover pathways, we relied on 

four measures of organizational commitment, as 

described earlier. We included a measure of affective 

organizational commitment to capture the desire to 

remain a member of the organization and a measure of 

affective occupational commitment to capture the 

desire to remain a member of the nursing profession. 

Then, to capture the perceived costs of leaving, we used 

measures of continuance organizational commitment 

and continuance occupational commitment.  

 

We used measures of engagement and burnout to 

capture nurses work reactions. The engagement 

measure includes items referring to vigor, dedication, 

and absorption at work. The burnout measure captures 

feelings of depleted cognitive, physical, and emotional 

resources.  

 

Aim 1 described the development of the measures 

of nurses’ work experiences. To briefly review, we wrote 

100 items capturing different kinds of work experiences 

and asked judges to sort those into successes, supports, 

demands, and conflicts. We retained the 86 items that 

at least 6 of our 7 judges sorted into the same category 

(Appendix C shows the results of this sorting process).  

 

We also included measures of individual differences 

and the organizational context. The individual 

differences measures included education
8
 (defined as 

the highest educational degree the nurse had 

completed), tenure (defined as the number of years the 

nurse had worked as a nurse), and two embeddedness 

measures that assessed affective community 

commitment and continuance community commitment. 

The organizational context measures included 

assessments of perceived organizational support, 

perceived social support from physicians, coworkers, 

and managers, and measures of three forms of control 

at work: work schedule control, decision involvement, 

and work method control.  

 

The large list of variables created a very complex 

model with many possible relationships to be tested. 

Therefore, we broke the model testing process into 

three phases. First, we tested the core ONRM 

relationships implied by the model. This involved testing 

the hypotheses that positive and negative work 

experiences would lead to burnout and engagement, 

that burnout and engagement would lead to 

organizational commitment, and organizational 

commitment would lead to turnover intentions and job 

search behavior.  Second, we tested several possible 

effects of the personal characteristics and organizational 

context variables on the core ONRM pathways in a 

series of separate analyses. Third, we explored two 

additional research questions that were raised in the 

introduction above, but not specifically discussed as part 

of this aim. One question involved whether definite 

turnover plans or conditional turnover plans would 

influence the relationship between work experiences 

and rention. The other concerned the idea of turnover 

shocks – that is, investigating whether any particular 

kinds of events would lead to measurable changes in the 

retention outcomes.  

                                                 
8
 One limitation to our education measure is that nurse research often 

focuses on the highest degree obtained in nursing. Our measure 

focused on the highest degree obtained without regard to whether 

the degree was in nursing. 
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Testing the Core ONRM Relationships 

 

The first set of tests concerned the core ONRM 

components: the hypothesized relationships between 

work events, work reactions, turnover pathways, and 

turnover outcomes. We used structural equation 

modeling (SEM) to test these relationships. SEM 

resembles correlational analyses except that it involves 

simultaneous tests of a full system of relationships. SEM 

has several advantages over correlational analyses, 

including the ability to consider effects of measurement 

error and the ability to consider how third variables 

might affect a particular relationship of interest. As such 

SEM provides a much stronger test of the hypothesized 

ONRM relationships.  

 

We investigated the relationships between the 

events measures gathered at Wave 1 and the other 

model components gathered at Wave 2. Thus, 

correlations with the events measures suggest that 

exposure to events at Wave 1 was related to retention 

pathways and outcomes approximately 6 months later. 

As an added measure to strengthen our confidence in 

the causal relationships, we controlled for all four forms 

of organizational commitment, the two forms of 

turnover intentions, and job search behavior gathered 

at Wave 1.
9
 Thus, the relationships provide relatively 

strong indications of causal connections between the 

experience of positive and negative work events and 

subsequent retention outcomes.  

 

There are three components to SEM analyses. First, 

the analyses produce a series of overall model fit indices 

that show the general correspondence between the 

hypothesized model and the observed data used to test 

the model. We relied on three commonly used model fit 

indices – the Comparative Fit Index (CFI), the Root Mean 

Square Error of Approximation (RMSEA) and the 

Standardized Root Mean Square Residual (SRMR). 

Common criteria for these indices are .95 or greater for 

the CFI, .08 or lower for the RMSEA, and .06 or lower for 

the SRMR.
10

 Models that meet these criteria are said to 

have good overall model fit. The initial model met the fit 

criteria for the RMSEA (.07) but did not for the CFI (.89) 

and SMRM (.08).  

                                                 
9
 To control for these variables in the SEM analyses we added each of 

the Wave 1 commitment and retention measures and specified paths 

linking each Wave 1 measure with its respective Wave 2 measure. We 

omitted these relationships from the figure below to keep the figure 

clear and focused on our core hypotheses. The complete results of 

these analyses are available from the first author. 

 
10

 Hu and Bentler (1999) provide a useful discussion of these fit 

indices, as well as the rationale for the recommended criteria for good 

model fit. 

 

Next, we examined the modification indices 

provided by the SEM analyses. These indices show what 

changes to the model would lead to improvements in 

overall model fit. Based on these indices, we added 

additional paths to the model. Figure 3 shows this final 

model, which obtained good overall model fit for the CFI 

(.95) and RMSEA (.05) and acceptable fit on the SRMR 

(.07).  

 

The final step was to examine the direction and 

statistical significance of each path in the model. Figure 

3 also shows the results of these analyses. We have 

omitted the details of the statistical output to keep the 

presentation straightforward, and simply used blue 

paths to denote significant positive relationships and red 

paths to denote significant negative relationships. As 

Figure 3 shows, we obtained fairly strong support for 

the expected relationships between work experiences, 

burnout, and engagement. Both types of positive work 

experiences were associated with higher engagement; 

both types of negative work experiences were 

associated with higher burnout. Interestingly, nurses 

who reported more successes not only reported higher 

engagement, they also reported lower burnout. 

Similarly, nurses who reported higher demands 

reported both higher burnout and lower engagement.  

 

Regarding the retention pathways, engagement was 

related to all four forms of commitment in the expected 

directions, but burnout was not related to any of the 

forms of commitment. Regarding relationships with 

turnover outcomes, engagement was associated with 

lower occupational turnover intentions and higher 

affective commitment was associated with lower 

organizational turnover intentions. Further higher 

continuance organizational commitment was associated 

with higher organizational turnover intentions and 

organizational turnover intentions were associated with 

higher job search behavior. Taken as a whole, these 

findings provided strong support for some components 

of our model and less support for others. With job 

search behavior as the ultimate outcome, our findings 

suggest that successes, supports, and demands predict 

employee engagement; employee engagement predicts 

affective and continuance organizational commitment, 

and both forms of organizational commitment influence 

job search behavior either directly or through their 

influences on turnover intentions.  
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Figure 3. Final ONRP Model Showing Significant Structural Paths 
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job search behavior. Blue arrows denote positive relationships, while red arrows denote negative relationships. CFI = .95, 

RMSEA = .05, SRMR = .07.
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Effects of Individual Differences 

and Organizational Context 

 

To determine the effects of the individual 

difference and organizational context variables, we 

conducted a series multiple regression analyses 

predicting each ONRM component from the set of 

individual difference and context variables.
11

 Multiple 

regression analyses calculate the relationship between a 

set of predictor variables and an outcome variable. This 

relationship is called a multiple correlation; the squared 

multiple correlation or multiple R squared (R
2
) indicates 

the total amount of variance explained in the outcome 

variable by the set of predictor variables. Multiple 

regression analyses generate a set of standardized 

regression weights that indicate the relative 

contribution of each predictor to the outcome. Thus, 

researchers use multiple regression analyses to 

investigate which predictor variables explain the most 

variance in an outcome.
12

 Tables 15-18 show the results 

of these analyses for each outcome. Significant 

relationships are shown in bold in each table. We 

organize our discussion by each predictor, discussing all 

of the findings for each one in turn.  

 

Occupational Tenure. The only significant effects 

for occupational tenure were a negative relationship 

between tenure and burnout and a positive relationship 

between tenure and continuance organizational 

commitment. These findings indicate that among the 

participating nurses, those who had worked longer 

reported lower levels of burnout and reported higher 

perceived costs associated with leaving the 

organization. The relationship between continuance 

commitment and tenure is consistent with our 

expectations; it shows that the longer nurses work in a 

position, the higher the perceived costs of leaving. The 

burnout findings were somewhat surprising. They may 

indicate that the older nurses are more resilient than 

their younger counterparts and have learned to adapt to 

the demands of their work. 

                                                 
11

 We also conducted a large set of hierarchical moderated multiple 

regression analyses to investigate whether the individual differences 

and/or organizational context variables changed any of the 

relationships among any of the core ONRP components. We found a 

small number of significant effects, but they were generally small 

enough in size and infrequent enough that we chose not to report 

them. 

 
12

 The positive/negative sign of the regression weights indicates the 

direction of the relationship with each predictor. A positive regression 

weight indicates that higher scores on the predictor are associated 

with higher scores on the outcome. A negative regression weight 

indicates that higher scores on the predictor are associated with lower 

scores on the outcome. 

 

Education Level. We found no significant effects of 

education level. This means that none of the ONRM 

model components were associated with the nurses’ 

highest degree obtained. 

 

Affective Community Commitment. We found 

several effects for affective community commitment. 

Nurses who felt more “bonded” to their communities 

reported higher engagement, and affective occupational 

and organizational commitment. They also perceived 

lower continuance occupational and organizational 

commitment. Thus, nurses who feel strongly attached to 

their communities report stronger involvement in their 

work and stronger affective ties to their 

organization/occupation. The findings for continuance 

commitment are somewhat surprising; nurses with 

strong community ties appear to feel less “stuck” in 

their current positions. 

 

Continuance Community Commitment. The only 

significant relationships for continuance community 

commitment were for continuance organizational and 

occupational commitment. These findings reveal that 

nurses who report high costs of leaving their community 

also report high costs of leaving their organization.  

 

Decision Involvement. Although decision 

involvement was frequently mentioned as a potential 

problem when it was low and a potential solution to 

other problems, we were surprised to find that it only 

significantly predicted supports and was not related to 

any other core component of the the ONRM model. This 

finding suggests that nurses who report higher decision 

involvement at work also report more experiences 

where coworkers provided them with needed support. 

Such findings suggest that decision involvement has 

indirect benefits on retention outcomes through 

changes in the nature of nurses’ work experiences. 

 

Method Control. Method control refers to the 

amount of latitude nurses have in choosing the methods 

they use in accomplishing their work. Higher method 

control was associated with lower reports of work 

demands, but not associated with any other model 

component. The significant finding with work demands 

suggests that when nurses have greater control and 

latitude over their work related methods they are less 

likely to experience demanding negative events at work, 

likely because they can take more steps to avoid them.  
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Work Schedule Control. Work schedule control 

refers to the amount of influence nurses feel they have 

over their work schedules. Interestingly, work schedule 

control was negatively associated with both positive and 

negative work experiences. Nurses who reported higher 

work schedule control reported lower demands and 

conflicts, but also fewer successes. Work schedule 

control also was negatively associated with job search 

behavior, indicating that nurses who felt they had more 

influence over their work schedule were less likely to be 

actively engaged in a job search. Aside from the curious 

effects related to successes, which require more 

research attention to explain, these findings suggest the 

general benefits of work schedule control for nurses. 

 

Perceived Organizational Support. POS was the 

most important organizational context factor as it was 

related to several components of the ONRM. First, POS 

was negatively related to work demands; nurses who 

reported more demanding events at work also reported 

lower POS. POS theory suggests that demands influence 

POS, such that workers who have more negative 

experiences at work interpret those experiences as 

indicative of their organization’s general concern about 

their well being. POS also was positively associated with 

engagement and negatively associated with burnout. 

Thus, when nurses believe that their organization cares 

about them and values their contributions, they are 

more likely to experience positive motivational states 

such as engagement, and less likely to develop 

symptoms of burnout. POS also was negatively 

associated with continuance occupational commitment 

and positively associated with affective organizational 

commitment, showing that nurses who feel valued by 

their organization develop stronger emotional ties to 

the organization and appear less likely to feel stuck in 

their current position. 

 

Perceived Physician Support. Social support from 

physicians was associated with some of the positive and 

negative work experiences. Not surprisingly, nurses who 

reported higher support from physicians also reported 

more supportive work experiences at work and lower 

levels of conflict at work. These findings suggest the 

important role physicians play in nurses’ work 

experiences.  

 

Perceived Coworker Support. We found fewer 

effects for coworker or manager support than we were 

expecting. Regarding the work experiences, coworker 

support was associated with more supportive 

experiences and less conflict-related experiences. These 

findings are not surprising given the similarity of the 

experience and perceptual measures, but do reaffirm 

that coworkers play an important role in the social 

aspects of work experiences. One other finding for 

coworker support was that nurses who reported 

coworker support also reported higher affective 

occupational commitment. Nurses who have more 

positive relationships with their colleagues also are 

more committed to the profession of nursing.  

 

Perceived Manager Support. We found fewer 

effects with perceived manager support than we were 

expecting. In fact, the only significant correlate of 

manager support was for reports of conflict-related 

experiences. As with the other sources of support, these 

findings are not surprising as they suggest that nurses 

who have more conflicts at work perceive less support 

from the people who are, in some cases, responsible for 

those conflicts.  
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Table 15. Organizational and individual predictors of work experiences. 

  

 Work Experiences 

Predictors Successes Supports Demands Conflicts 

Individual differences (β)     

Occupational Tenure -.07 -.01 -.09 .06 

Education Level -.02 -.02 -.06 -.06 

Affective Community Commitment .11 .07 -.01 -.00 

Continuance Community Commitment .02 -.06 .09 -.04 

Occupational context (β)     

Decision Involvement .02 .14* -.09 .01 

Method Control .09 .05 -.14** -.08 

Work Schedule Control -.17** .01 -.13** -.12* 

Perceived Organizational Support -.07 .05 -.28** -.08 

Perceived Physician Support .07 .13** -.02 -.24** 

Perceived Coworker Support .09 .39** -.06 -.22** 

Perceived Manager Support -.01 .04 .02 -.24** 

Variance Explained (R
2
) .06* .38** .29** .47** 

Note. All Predictors are measured at Wave 1. All outcomes are measured at Wave 2. β = standardized regression weight.  

* p < .01; ** p < .05.  

 



ONRP – Page 43 

 

 

Table 16. Organizational and individual predictors of work reactions. 

 

 Work Reactions 

Predictors Burnout Engagement 

Individual differences (β)   

Occupational Tenure -.13* .08 

Education Level -.02 -.03 

Affective Community Commitment -.02 .18** 

Continuance Community Commitment .08 -.09 

Occupational context (β)   

Decision Involvement .09 -.02 

Method Control -.11 .12 

Work Schedule Control .03 -.05 

Perceived Organizational Support -.29** .21** 

Perceived Physician Support -.07 -.01 

Perceived Coworker Support -.07 .10 

Perceived Manager Support -.01 -.01 

Variance Explained (R
2
) .16** .15** 

Note. All Predictors are measured at Wave 1. All outcomes are measured at Wave 2. β = standardized regression weight.  

* p < .01; ** p < .05 
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Table 17. Organizational and individual predictors of commitment. 

 

 
Occupational and Organizational Commitment 

 

Predictors 

Affective 

Occupational 

Commitment 

Continuance 

Occupational 

Commitment 

Affective 

Organizational 

Commitment 

Continuance 

Organizational 

Commitment 

Individual differences (β)     

Occupational Tenure .02 .09 .00 .11* 

Education Level -.09 -.08 -.08 -.02 

Affective Community Commitment .13* -.17** .17** -.12* 

Continuance Community Commitment .02 .31** .03 .34** 

Occupational context (β)     

Decision Involvement .12 .12 .05 .04 

Method Control .05 -.12 -.10 -.04 

Work Schedule Control .01 -.05 .01 -.07 

Perceived Organizational Support -.03 -.15* .41** -.12 

Perceived Physician Support .08 -.02 -.02 .02 

Perceived Coworker Support .20** .05 .11 .01 

Perceived Manager Support -.09 .05 .04 .04 

Variance Explained (R
2
) .12** .17** .29** .16** 

Note. All Predictors are measured at Wave 1. All outcomes are measured at Wave 2. β = standardized regression weight 

* p < .01; ** p < .05 
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Table 18. Organizational and individual predictors of retention outcomes. 

 

 Retention Outcomes 

Predictors 

Occupational 

Turnover 

Intentions 

Organizational 

Turnover 

Intentions 

Job Search 

Behavior 

Individual differences (β)    

Occupational Tenure .04 -.09 -.11 

Education Level -.01 .01 -.02 

Affective Community Commitment -.07 -.02 -.04 

Continuance Community 

Commitment 
.04 .00 -.04 

Occupational context (β)    

Decision Involvement .02 .04 .00 

Method Control -.12 -.09 .04 

Work Schedule Control -.03 -.04 -.20** 

Perceived Organizational Support -.08 -.22** -.11 

Perceived Physician Support -.10 -.01 -.02 

Perceived Coworker Support -.02 -.06 -.07 

Perceived Manager Support -.12 -.11 -.02 

Variance Explained (R
2
) .11** .16** .11** 

Note. All Predictors are measured at Wave 1. All outcomes are measured at Wave 2. β = standardized regression weight. 

* p < .01; ** p < .05. 
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Aim 2 Conclusions 

 

The general goal of Aim 2 was to test the Oregon 

Nurse Retention Model. The first component of the 

model concerned the relationship between work 

experiences, burnout and engagement. We drew a 

distinction between events directly associated with 

performing one’s core job tasks and events associated 

with interactions with coworkers. The mdoel testing 

revealed that these different kinds of events obtained 

different patterns of associations with burnout and 

engagement. For example, the positive and negative 

social events were each associated with their respective 

positive and negative work outcomes. Thus, nurses who 

reported more experiences of supports also reported 

higher levels of engagement while nurses who reported 

more experiences of conflict reported higher levels of 

burnout. However, we noted a different pattern for the 

task-related events – both positive and negative task-

related events predicted positive and negative 

outcomes. Thus, nurses who reported experiencing high 

levels of demands also reported lower engagement and 

higher burnout while nurses who reported higher levels 

of successes reported higher engagement and lower 

burnout.   

 

Two important conclusions from these findings are 

that positive and negative events uniquely contribute to 

occupational health outcomes and that different kinds 

of positive and negative events show distinct patterns of 

relationships with these outcomes.  These findings show 

that health care employers can enhance occupational 

health outcomes both through policies that address 

negative aspects of nurses’ work experiences and 

through efforts to increase the positive aspects of 

nursing work experience. 

 

The second component of the ONRP model 

concerned the effects of burnout and engagement on 

the retention pathways. These pathways concerned 

nurses’ attachment to both their occupation. The 

central finding from these analyses was that 

engagement appeared to be more important for 

building commitment than was burnout. Specifically, 

nurses who reported higher levels of engagement also 

reported a stronger emotional attachment to their 

current employer and to the field of nursing. These 

nurses also reported less of a sense of high costs of 

leaving their current employer or their occupation. 

Although we did not predict this in our initial model, we 

also found that engagement exerted direct effects on 

occupational turnover intentions.  

 

The positive relationships of engagement with both 

forms of affective commitment and occupational 

turnover intentions highlight the potential benefits of 

building employee engagement. Highly engaged nurses 

are more likely to be strongly attached to both their 

employer and to their occupation. These nurses also are 

less likely to have intentions to leave the nursing field. 

These findings show that building engagement may be a 

critical component of nurse retention strategies. 

However, the links to affective commitment suggest 

many other potential benefits of building nurse 

engagement. For example, many studies have shown 

that affective commitment is associated with higher 

levels of job performance and better occupational 

health.  

 

The engagement – continuance commitment 

findings indicate that highly engaged nurses reported 

less of a sense of high costs of leaving their current 

employer or the field of nursing. These findings could be 

viewed as counterintuitive. However, one interpretation 

of the continuance commitment findings is that they 

reflect a feeling of needing to stay in one’s current 

position. Thus, they may reflect nurses’ sense that they 

stay in their current job because they are “stuck” in the 

position/organization.  This would be consistent with 

some findings that view continuance commitment as a 

“bad” form of commitment because it reflects less 

voluntary attachments to the organization/occupation.  

 

The findings concerning the commitment – 

retention relationships indicated that, with regard to 

turnover/retention, organizational commitment appears 

to be more important than occupational commitment. 

Specifically, both forms of organizational commitment 

predicted organizational turnover intentions and 

continuance organizational commitment also was 

directly related to job search behavior. In contrast, 

neither form of occupational commitment was related 

to occupational turnover intentions. One interpretation 

of these findings is that nurses’ decisions to leave the 

field of nursing appear to be influenced by different 

processes than their decisions to leave their current 

organizations. Our model provided a better account of 

the organization-focused turnover processes than of the 

occupation-focused turnover processes. This raises 

some interesting issues that can be examined in further 

studies focused on occupation-focused turnover 

processes. One important issue may be to carefully 

distinguish between early career nurses decisions to 

leave their occupation and more senior nurses’ 

decisions to retire. 
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The final component of the ONRP model-testing 

research concerned the proposed effects of individual 

differences and the organizational context on the core 

retention processes. We investigated how three 

individual difference and three organizational context 

factors influenced the four stages of the ONRP model. 

Our findings revealed several general and specific 

conclusions about the retention model. First, we noted 

that as a set, the individual differences and 

organizational context factors explained anywhere from 

6% (for successes) to 47% (for conflicts) of the variation 

in the different model components. However, with the 

exception of the successes score, the individual 

differences and context factors explained at least 10% of 

the variance in every variable in the ONRP model. There 

are at least two general interpretations of these 

findings.  

 

First, because the findings are entirely based on 

self-reported survey data, the findings may in part be 

influenced by common-method biases. That is, the 

strong relationships could, in part, be because the 

predictors and the outcomes were assessed using the 

same methodology. This issue is most likely to be a 

contributing factor for the results linking the individual 

differences and the organizational context factors to the 

work experience measures because all of these 

measures were assessed at the same time point using 

the same basic methodology. Moreover, some of the 

organizational context factors are very similar in content 

to the work events (e.g., supportive work events and 

perceptions of support). However, there are at least 

three reasons that the general pattern of findings for 

the rest of the model tests does not support an 

interpretation that the results are solely attributable to 

the method used. First, the predictor and outcome 

measures were obtained 6 months apart, suggesting 

that a general mood state or some other similar 

explanation could not account for the relationships. 

Second, many of the relationships we tested were not 

significant, which suggests that the results tend to be 

more linked to specific predictor-outcome relationships 

than to general findings across all self-reported items. 

Third, for the most part, we either used scales from 

well-validated measures in the literature or for 

measures carefully developed to apply to the nursing 

context, suggesting that any issues of methodological 

quality are both unlikely to have occurred and unlikely 

to account for our results.  

 

The most general substantive interpretation of the 

findings is that, consistent with our initial proposal, both 

characteristics of nurses and characteristics of the 

nurses’ organizational context contribute to retention-

related processes. Our findings highlight the idea that 

these factors contribute to retention processes through 

four pathways: (1) by increasing/decreasing the 

likelihood of certain events that are associated with 

retention, (2) by contributing to nurses’ burnout or 

engagement, (3) by influencing nurses’ organizational 

commitment, or (4) by directly influencing turnover 

intentions and/or job search behavior. As we noted 

earlier, we also examined whether the individual and 

organizational context factors influenced the 

relationships between any of the model components 

but we found little evidence of these effects. 

 

The results also indicate diverse findings across 

combinations of predictors and outcomes. Simply put, 

there was no single individual difference or 

organizational context factor that appeared to be 

important for all components of the model. With the 

exception of education, all of the individual differences 

and organizational context factors contributed to at 

least some degree, making it difficult to prioritize among 

them. As a set though, the organizational context 

factors highlight the importance of organizational 

support, support from coworkers, and 

control/empowerment as critical factors in the retention 

process. There were fewer relationships for the 

individual differences, but the results still supported the 

idea that both tenure and community commitment do 

contribute to the retention process. 

 

Education level was the only factor that did not 

account for any variance in any of the model 

components. This may suggest that education levels are 

not important, but as we noted above, one problem 

with our measure is that we were unable to separate 

the nurses’ highest overall education from their highest 

degree specifically in nursing. Thus, we would urge 

caution when drawing conclusions about this measure. 

 

Taken as a whole then, the results illustrate the 

utility of the ORNP model as a guide for nurse retention 

research. The central theme of our findings was that 

work experiences influence turnover outcomes through 

their relationship with engagement and subsequently 

with organizational commitment. Engagement appeared 

to be more important than burnout as a reaction to 

work events and organizational commitment appeared 

to be more important than occupational commitment as 

an antecedent to turnover. These findings highlight the 

importance of engagement and organizational 

commitment for turnover, but it is also important to 

remember that burnout and occupational commitment 

are associated with other outcomes that also are worthy 

of attention by both health care management and by 

occupational health researchers.  
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Results for Aim 3: Nurses’ Perspectives on 

Occupational Health Interventions 
 

The third aim of our research concerned the need to 

identify interventions to address nurses’ retention-related 

concerns. When the nurses wrote about their positive and 

most negative work experiences, we also asked them to 

indicate whether there was anything their organization 

could have done to help prevent the negative events or 

encourage the positive events.  We analyzed these data 

using the same strategy as for Aim 1. Specifically, we 

conducted content analyses of the suggested 

interventions for the same set of 180 positive and 180 

negative events. In each case, we reviewed the proposed 

interventions and grouped similar interventions together 

in categories.  

 

Findings 

 

Table 19 below shows the results of this coding 

process. Broad categories are shown in the left column, 

some specific examples are shown in the right column. 

We ultimately decided to group the positive and 

negative interventions together as a set, as many of the 

interventions for the positive events were similar to the 

interventions for the negative events. In the sections 

below, we provide some specific examples from nurses 

of their recommendations. Direct quotes are shown in 

italicized text. 

 

 

 

Table 19. Nurses’ proposed interventions. 

 

 

Category 

 

 

Examples 

Do nothing 
Good events: no changes are needed 

Bad events: nothing to be done other than to quit 

Develop/enforce polices, laws, and rules 
Define and respond to improper conduct 

Follow existing rules, policies, laws 

Clarify role responsibilities 
Performance evaluations with follow-up 

Increase accountability 

Increase nurse participation 
Participative decision making 

Increase voice 

Improve communication systems and skills 
Across shifts 

Across units/levels 

Provide training/development 
Interpersonal skills, communication skills 

Professional development programs 

Improve staffing management 
More staff; better staff mix 

Increased staff during changes 

Remove performance constraints 
Quality and quantity of equipment and supplies 

Computer technology issues 

Reward good practices 
Provide positive feedback 

Recognition programs 

Promote the value of nursing 
Encourage physicians to value nurses 

Increase awareness of nurses’ contributions 
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Recommendation: Promote the value of nursing 

 

The first category was not mentioned frequently, 

but could be viewed as a theme running through all of 

the suggested interventions. Nurses expressed a desire 

for policies and practices that would increase the 

perceived value of nurses and the field of nursing the 

eyes of other hospital staff. In essence, nurses report a 

desire for greater recognition of and appreciation of 

their contributions to health care. 

 

Recommendation: Develop/enforce policies 

 

Many nurses suggested the need for clear, 

consistent policies and/or implementation of policies 

with swift enforcement of the rules and consequences 

for individuals who deviate from them. Others noted 

that simply following existing laws, guidelines, and 

recommendations would be an important step. 

Examples include: providing appropriate security 

measures, developing zero tolerance policies, 

standardizing policies across units, developing policies 

regarding personal internet use at work, and refusal to 

tolerate poor performers, inappropriate behavior, or 

low professionalism. 

 

Recommendation: Clarify role responsibilities 

 

Some nurses expressed a desire for increased role 

clarity concerning what behaviors and tasks were part 

of the nurse’s role, as opposed to others’ 

responsibilities. Others recommended the need for 

regular performance evaluations to differentially 

reward high and low performers. Such evaluations 

would help hold people accountable by addressing 

poor performance. Nurses also discussed the need to 

address counterproductive behaviors such as 

employees withholding important information from 

RNs. 

 

Recommendation: Increase Nurse Participation  

 

Nurses expressed a desire for greater involvement in 

decision-making, including in the development of 

policies, equipment purchases, and hiring, as examples. 

They expressed a greater desire for self-governance 

and highlighted some of the pitfalls of top-down 

decision making systems that fail to involve nurses in 

decisions that affect them. 

 

Recommendation: Improve Communication Systems 

and Skills 

 

Nurses frequently mentioned communication 

issues as an important theme. Some referred to the 

need for generally improved communication in the 

organization; others mentioned specific problems such 

as communication across departments or specialties, 

between nurses, physicians, and managers or across 

shifts. Nurses also recommended improved 

communication skills, listening skills, and conflict 

resolution training to address these concerns. Another 

suggestion was to hire lab coordinators to assist nurse 

faculty with ordering supplies etc. Nurses also 

suggested that departments should work together to 

identify frustrations and solutions.  

 

Recommendation: Provide training/development 

 

Aside from communication training, participants also 

discussed several other possible training and 

development programs. These included both new 

programs and recommendations that some current 

successful programs be continued.  Examples included 

training nurses to use newer technologies, encouraging 

staff to seek professional certifications and maintain 

CEU credits, training managers about how to create 

healthy work environments, provide cross-training 

opportunities for interested nurses, encouraging 

faculty to attend classes taught by peers, sending 

nurses to other hospitals to diversify their experiences, 

and continue with current successful efforts, such as 

orientation systems or diversity training. 

 

Recommendation: Improve staffing management 

 

One of the most common suggestions was to 

increase the number of nurses available at any given 

time. Of course, this makes sense given the issues that 

motivated our research. However, some nurses 

suggested other related solutions concerning the need 

for additional support staff, shortages in other 

departments, and the need to match the staffing mix 

with patient acuity. Still others discussed their desire 

for greater consistency in staffing, ensuring an 

appropriate mix of new and experienced nurses, 

matching inexperienced doctors with experienced 

nurses, and better management of on-call scheduling. 

Although we expected staffing-related solutions would 

be mentioned for negative events, they also were 

frequently mentioned in relation to positive events. For 

example, many nurses reported that better staffing 

would allow them to maintain high quality patient care 

and allow nurses the time necessary to communicate 

effectively with patients and their families. 
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Recommendation: Remove Performance Constraints 

 

The performance constraints solutions generally 

referred to improvements that could be made through 

resolving and/or managing information technology 

issues, ensuring that nurses have sufficient supplies to 

perform their work, and making sure that important 

equipment is available and in good working condition. 

Some also mentioned space issues, such as shortages 

of available beds and issues related to the physical 

condition of their work space. Finally, several nurses 

mentioned the need for their organization to obtain 

more nurse input prior to purchases of equipment and 

supplies so that such purchases are responsive to the 

needs of nurses and their patients. 

 

Recommendation: Reward good practices 

 

Nurses indicated that rewarding good behavior 

and practices was a crucial part of ensuring that 

positive events are repeated. This includes recognizing 

and rewarding nurses who exhibit helping behavior and 

providing positive feedback to those who perform well 

as well as rewarding teams that work effectively. 

Although reward programs may be large in scope, 

some nurses expressed their appreciation of some of 

the small ways their organization acknowledged their 

contributions from compliments for a job well-done to 

free meal tickets. Still others highlighted the need for 

emphasis on continuous improvement and quality 

care. 

 

Recommendation: Do nothing 

 

The last category of interventions was essentially 

to do nothing. Regarding the negative events, some 

nurses expressed a sense of fatalism: that there was 

nothing they could think of that could be done to 

change the situation, because of budget situations, lack 

of management support, or being unable to identify a 

response. These nurses felt their only options were to 

accept the situation or to seek a new position. For the 

positive events, some nurses confident that the events 

would occur again because they had great coworkers 

or leaders; other nurses were unsure what could be 

done to make the events more likely.  

 

Aim 3 Conclusions 

 

While nurses report many great things about their 

jobs, they also report many challenges along the way, 

and as we have shown here, can offer some concrete 

solutions that would improve their occupational health 

concerns. Although some nurses feel a great deal of 

frustration and occasionally hopelessness about 

problems in their workplaces, many participants 

provided useful steps that their organizations could 

take. Obviously not all of these solutions will apply 

equally well across all health care contexts, and some 

are more costly or difficult to implement than others. 

However, we hope that these findings provide further 

support for the need to address high priority concerns 

for nurses, such as staffing, resource constraints, 

improved communication, and employee 

development. Finally, as the nurses’ recommendations 

show, it is important to keep in mind that health care 

organizations need to focus on ways to enhance some 

of the positive aspects of the nursing work 

environment, such as the rewarding nature of the work 

and being appreciated by one’s colleagues. These 

positive steps should lead to better health and 

retention outcomes and most likely, will ultimately lead 

to better patient care.  
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Supplemental Projects 
 

One of the strengths of our project team is that we 

were able to use NWHF funds to leverage other 

resources at Portland State University and Clemson 

University. For example, our proposal included support 

for one .50 FTE graduate student. However, by 

combining project funds with additional support from 

Portland State and later, from Clemson University, we 

were able to support six different graduate students, 

all of whom made essential contributions. The larger 

research team enabled us to pursue several research 

streams that went beyond the original aims of the 

project without affecting our ability to complete the 

core project activities. These research projects include 

studies of interpersonal conflict in health care work, 

aging and age discrimination, and the use of expressive 

writing interventions to improve nurses’ occupational 

health.  

 

Turnover Plans and Shocks 

 

In the introduction, we described the importance 

of examining turnover plans and shocks as potential 

predictors of turnover/retention. We noted the need 

for researchers to investigate whether events that 

occur at work lead to changes in nurses’ intentions to 

leave the organization.  Although we did not explicitly 

address this issue in our research aims, we noted the 

need for studies addressing such issues in turnover 

research. As a preliminary step toward addressing 

some of these issues, we investigated how the 

relationship between turnover intentions and work 

experiences differed for nurses who reported plans to 

leave at some point in the future. 

 

The turnover plans measures were two single item 

measures that asked nurses to indicate whether they 

had a plan to quit WHEN a particular occurred (i.e., a 

definite plan) or a plan to quit IF a particular event 

occurred (i.e., a conditional plan). Of the entire Wave 1 

sample, 148 (36%) reported having a definite plan to 

leave and 127 (31%) reported that they had a 

conditional plan to leave at some point. Our future 

work will investigate how these nurses differ from their 

colleagues who do not have such plans with regard to 

their job attitudes, occupational health, and turnover-

related behavior. For example, some preliminary 

analyses indicate that nurses with turnover plans react 

differently to positive and negative events than nurses 

who do not have such plans. Such findings have 

considerable potential to advance the literature on 

turnover and retention in nurses, as well as among 

employees more generally. 

 

Age-related Perceptions 

 

The nursing workforce is aging at a rapid pace and 

it is important to understand how age-related 

perceptions may contribute to retention concerns 

among nurses. Therefore, our research team has been 

investigating the possible relationship between age 

self-perceptions and experiences of age-related bias on 

intentions to transfer departments and retire. Our 

preliminary research has found that among older 

nurses, those who feel younger are less likely to intend 

to retire or to intend to leave their current 

departments. However, age issues are not limited to 

older nurses. In fact, we found that younger nurses also 

indicated that they face age discrimination. This finding 

could be one explanation for the high turnover 

observed for younger nurses. Our future research will 

examine perceptions of organizational acceptance of 

older and younger nurses. Preliminary findings from 

this research are promising: older nurses who perceive 

that their organization is less accepting of them are 

also more likely to be considering retirement.  

 

Interpersonal Conflict in Health Care 

 

Both our qualititative and quantitative findings 

indicated that interpersonal conflict was an important 

stressor. Our research team has been investigating 

interpersonal conflict in nursing work. These studies 

have included both empirical research examining how 

incivility at work influences nurses’ health and 

retention outcomes and qualitiative research 

examining the nature of interpersonal conflicts. We 

have found eight general themes concerning the 

nature of interpersonal conflict: feeling unfairly 

treated, feelings of dislike or animosity, others’ 

irresponsibility, insufficient or lack of communication, 

others’ incompetence, work structure conflicts, work 

disagreement, and unnecessary instruction or advice. 

We anticipate that understanding these themes will 

help to guide to future research investigating 

interpersonal conflict, especially among nurses as well 

as developing occupational health interventions. In 

particular, the results suggest that interventions aimed 

at reducing stress caused by interpersonal conflicts 

should target both organizational-level (e.g., policy 

change) and individual-level (e.g., coping skills training) 

factors. 
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Expressive Writing and the Perceived Benefits of 

Research Participation 

 

The expressive writing research concerns an idea 

suggested by some members of the research team as 

we progressed through the grant. We developed the 

weekly work experience survey with the goal of 

learning more about nurses’ work experiences from 

nurses in their own voices. However, as the project 

progressed, we became aware of a recent body of 

research that highlights the health benefits of 

expressive writing for people who have the opportunity 

to write about their own experiences. Although the 

weekly work experience survey was not set up with this 

in mind, our research design did give us the 

opportunity to compare nurses who participated in the 

weekly research with those who did not (among nurses 

who participated in any of our research. As a 

preliminary step in investigating these issues, we added 

a scale to the Wave 2 survey concerning the perceived 

benefits of research participation. Table 20 shows the 

results of two sets of comparisons. The top half of the 

table compares people who completed 8-12 weekly 

surveys with the entire rest of the sample, and shows 

that people who participated in the weekly survey 

reported greater perceived benefits of participation. 

The lower half of the Table presents the perceived 

benefits of participating in the weekly surveys among 

those who initially volunteered to participate in the 

weekly survey. Once again, these findings establish that 

participants who completed more of the weekly 

surveys reported greater benefits of participation than 

those who did not. Finally, it is important to note that 

the overall pattern of findings suggests that 

participants had moderate to strong positive 

perceptions about participating in the research. This 

suggests an unanticipated benefit of conducting the 

study that we expect to explore in future research. 

 

Table 20. Benefits of participation in overall and weekly work experience study. 

 

Benefits of Overall 

Research 
Benefits of Weekly Research Participation 

 

All
1
 All Weekly

2
 

1 – 7 Weekly 

Surveys
3
 

8 – 12 Weekly 

Surveys
4
 

I gained insight about my 

experiences from participation. 
3.55 3.82 3.41 3.90 

I gained something positive from 

participating. 
3.73 3.88 3.52 3.96 

I found participating beneficial to me. 3.66 3.82 3.41 3.92 

I found participating in this study 

personally meaningful. 
3.66 3.83 3.41 3.93 

Total Score (Mean of 4 items) 3.65 3.83 3.43 3.93 

Note. People who completed more weekly surveys reported significantly higher benefits for all items shown in the table 

(i.e., comparing the figure in the middle column to the figure in the right column for each row). 
1
N = 343-346; 

2
N = 128-130; 

3
N = 21-22; 

4
N = 100-101. 
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Deliverables, Reports, and Presentations 
 

This technical report was our primary deliverable. 

We also created a project website to disseminate the 

results of our research (www.onrp.webnode.com). The 

website describes the research program related to this 

project, provides additional nurse retention resources,  

and will eventually be used as a site to disseminate full-

text versions of ONRP publications and presentations. 

As Table 21 shows, we already have made several 

professional presentations related to ONRP research.  

The Principal Investigator also gave a keynote address 

on positive work experiences in nursing in October at an 

international conference on organizational psychology 

and health care (http://enop2009.com/). Finally, we 

have submitted three follow-up grant proposals, one of 

which was funded. The funded grant was from Clemson 

University  and will support writing one paper based on 

ONRP findings and conducting additional research in 

support of a larger grant application.  

 

 

Table 21. Academic presentations, Masters thesis projects, and funded grants using ONRP data. 

 

Citation 

Invited Addresses 

Sinclair, R. R. (October, 2009). Promoting positive work experiences in nursing: Models, outcomes, and interventions. 

XI
th

 European Conference on Organizational Psychology and Human Service Work. ISCTE, Lisbon, Portugal. 

Conference Presentations 

Sinclair, R. R., et al. (April, 2010). A quasi-experimental study of expressive writing and nurses’ job attitudes. Poster 

to be presented at the 25
th

 annual conference of the Society for Industrial and Organizational Psychology. Atlanta, 

GA. 

Cadiz, D., et al., Commitment as a mediator between morale age and withdrawal intentions. Poster to be presented 

at the 25
th

 annual conference of the Society for Industrial and Organizational Psychology. Atlanta, GA. 

Sears, L. E., et al. (April, 2010). Incivility and support in the workplace: Which matters more? Poster to be presented 

at the 25
th

 annual conference of the Society for Industrial and Organizational Psychology. Atlanta, GA. 

Wright, R. R., et al. (January, 2010). Evaluation of the interpersonal conflict construct: Implications for measurement. 

Poster to be presented at the 11th Annual conference for the Society for Personality and Social Psychology. Las Vegas, 

NV. 

Jacobs, L.M., et al., (January 2010). Interpersonal conflicts on the job and nurses' alcohol consumption. Poster to be 

presented at the 11th annual conference of the Society for Personality and Social Psychology. Las Vegas, NV. 

Cadiz, D., et al., (November, 2009). Subjective age, core self-evaluations, and retirement intentions among registered 

nurses. Work, Stress, and Health 2009. San Juan, Puerto Rico. 

Deese, M. N., & Sinclair, R. R. (November, 2009).  Personal resources as mediators of the resources-engagement 

relationship. Work, Stress, and Health 2009. San Juan, Puerto Rico. 

Sinclair, R. R., et al., (November, 2009). Development and validation of a measure of work schedule justice. Work, 

Stress, and Health 2009. San Juan, Puerto Rico. 

Waitsman, M. C., et al., (November, 2009). The moderating effects of staffing constraints on withdrawal from 

nursing. Work, Stress, and Health 2009. San Juan, Puerto Rico. 

Wright, R. R., et al., (November, 2009). Evaluation and comparison of a typology and checklist of nurse workplace 

interpersonal conflict. Work, Stress, and Health 2009. San Juan, Puerto Rico. 

Cadiz, D. M., et al., (April, 2009). Subjective age, core self-evaluations, and workplace outcomes among nurses. 24
th

 

annual conference of the Society for Industrial and Organizational Psychology. New Orleans, LA. 

Deese, M. N., et al., (April, 2009). Bad vs. good: Do positive work events predict nurses’ engagement? 24
th

 annual 

conference of the Society for Industrial and Organizational Psychology. New Orleans, LA. 

Grants Funded 

Sinclair, R. R. (2009). Effects of expressive writing on nurses’ occupational health during the socialization process. 

Clemson University College of Business and Behavioral Sciences Summer Grant Program. Amount funded $9,506.  

Masters Theses Supported 

Wright, R. R. (2009). Validation of a workplace interpersonal conflict typology. Portland State University. 

Deese, M. N. (2009).  Testing an extension of the job demands-resources model: The addition of personal resources to 

the resources – engagement relationship. Clemson University. 

Cadiz, D. (2009). Subjective age in the workplace: Exploring the nomological network. Portland State University. 
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General Conclusions 
 

Our research had three aims. We sought to describe 

the nature of nurses’ positive and negative work 

experiences, investigate the relationship between work 

experiences and retention-related outcomes, and 

develop a list of recommendations for interventions that 

would help hospitals create more favorable working 

conditions for nurses. Through a mix of qualitative and 

quantitive research we developed a model of these 

experiences that we believe strikes an appropriate 

balance between being empirically and theoretically 

supported and being clear and concise enough to be 

used in practice.  

 

As we have hopefully illustrated with this report, 

this grant ultimately stimulated a multifaceted research 

program that we expect will make several important 

contributions to understanding nurses’ occupational 

health and retention. We are excited about the future 

prospects for this research program and have an 

ambitious agenda of research that will capitalize on our 

current data and/or find ways to build upon this 

research with other future data collection efforts. Our 

main obstacle at this point will be finding the time to 

write research reports detailing all of these findings!  

 

However, the study will only achieve its ultimate 

purpose if we are able to communicate the results to 

decision makers in hospitals as well as to other critical 

community stakeholders. Toward that end, the research 

team will be working to identify effective 

communication strategies to reach the different 

audiences involved. As a first step, we intend to create a 

short version of this report, reducing the essential 

findings down to perhaps 10 pages and with the text 

tailored toward a hospital management audience. We 

hope to work with ONA to create a multicolor glossy 

document that we could distribute for this purpose We 

also ask all those who read this report to share what 

they have learned with their colleagues. 

 

We conclude by mentioning two recurrent themes 

in this work. First, our findings highlight the importance 

of positive work experiences. Positive experiences are 

not simply the absence of bad experiences, but rather, 

contribute to nurses occupational health and retention 

outcomes above and beyond the negative experiences. 

Nursing work can be incredibly rewarding, nurses have 

more good experiences than bad at work, nurses’ 

interactions with their colleagues and patients are 

normally incredibly rewarding, and nurses care about 

their own professional growth as well as their efforts to 

deliver top quality patient care.  

Second, and equally important, the stories relayed 

to us by our participants and the data they provided to 

our questionnaires, both highlight the occupational 

stressors that create challenges for nurses. Nursing work 

is demanding enough under optimal circumstances, but 

the challenges of nursing work can be compounded 

when nurses lack the material or human resources 

necessary to support them in their work. The 

participating nurses also provided many useful 

recommendations about how to solve some of their 

recurrent challenges and we hope that this report 

encourages decision makers to renew their efforts to 

improve working conditions in nursing care.  

 

Parting Comments 

 

We end this report by sharing some of the positive 

comments we had from nurses who completed the 

weekly surveys. Of course, other people provided 

suggestions for ways to improve our research in the 

future, but we wanted to end by highlighting some of 

the benefits people felt (or hope to feel in the future) 

from participating in this research. 

 

o It felt therapeutic to me. I felt valued for my 

opinions. I look forward to hearing results and how 

they will be utilized.  

 

o If this study can help managers to realize the 

importance of adequate staffing it will be more then 

worthwhile. Thanks.  

 

o "I just want to say that I've been telling other nurses 

about this survey, and explaining the questions you 

ask. They are all fascinated, several wish they could 

join. And I've realized that processing interactions 

through this survey has / been changing how I 

interact with people when there are conflicts and 

bad feelings. I am much more likely to go out of my 

comfort zone and approach people to resolve 

problems right away. Also have had a lot of insights 

both into what I can do to make things better and 

what organization can do. So thank you so much. 

This is a great / process. Very well-thought out 

questions." 

 

o It was a great study that gave me insight into my 

own misery. I look forward to seeing some of the 

results (hopefully) in the future, to see how similar 

my experiences and dissatisfaction were.   

o I really hope that the study helps the profession 

retain good nurses; these paragons help us all.  
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Appendix A 

 

Complete list of measures used in Oregon 

Nurse Retention Project Research 

 
The tables on the following pages provide a list of all of 

the measures used in ONRP research. In some cases, 

these measures were constructed for the specific aims 

of the research grant. In other cases, the measures were 

suggested by nurses who participated in focus groups as 

part of the development of the research.  In still other 

cases, we used all or portions of previously validated 

instruments, sometimes making adjustments as 

necessary to fit the nursing context of our work. 

  

We are happy to share any of these measures with 

interested researchers. We provide reliability 

information where we have it available and when 

possible include citations to studies having previously 

used the measures and/or providing the inspiration for 

our measures.  These measures are freely available to 

researchers to use for non-commercial research 

purposes. For more information about any particular 

measure please contact the grant team and we will be 

happy to help in any way we can. We expect to share 

specific studies using these data as they become 

available.  

 

 
 
 
 



ONRP – Page 63 

 

Table A-1. Wave 1 measures, references, and sample items. 

 

Wave 1 Measure 
Number 

of Items 
α Reference Example Items 

Occupational 

Commitment 
a   

Based on 

Meyer et al. 

(1993) 

 

Affective 

Commitment 
4 .89 

 I feel a strong sense of "belonging" to the nursing 

profession 

Continuance 

Commitment 
4 .76 

 Right now, staying with my organization is a matter of 

necessity. 

Turnover Intentions 
a
   

Based on Hom 

et al. (1984) 
 

Professional Turnover 3 .83  I often think about quitting this profession. 

Retirement Intentions 3 .82  I am planning to retire in the near future. 

Organizational 

Turnover 
3 .91 

 I am planning to search for a new job outside this 

organization during the next 12 months. 

Department Turnover 3 .95 
 If I have my own way, I will be working for some 

other department one year from now. 

Planned Turnover 
b
 2 --   

Conditional Turnover 
b
 

2 -- 
 

 

Perceived Support
 a 

  

Based on 

Eisenberger et 

al. (1986) 

 

Organizational 

Support 
4 .83 

 The organization I work for really cares about my 

well-being. 

Physician Support 4 .85 
 The physicians I work with strongly consider my goals 

and values. 

Coworker Support 4 .86  My coworkers care about my opinion. 

Manager Support 4 .92  My manager would ignore any complaint from me. 

Job Search Behavior
 c
 4 .82 

Based on 

Kopelman et al. 

(1992) 

How often have you thought about applying for a 

new job? 

Retirement Planning 
d
 1 -- 

Based on Davis 

(2007) 
Describe the status of your retirement planning. 

Family Supportive 

Organizational 

Perceptions
 a

  

5 .92 

Based on Allen 

(2001) My organization believes that work should be the 

primary priority in a person’s life. 

Note. 
a
 Five-point agreement scale (1 = strongly disagree; 5 = strongly agree);

 b
 yes/no question with open-ended follow-

up question; 
c
 Five-point frequency scale (1 = never; 5 = nearly every day); 

d
 Five-point planning scale (1 = I have not begun 

my planning; 5 = I have completed my planning); 
e
 Five-point frequency scale (1 = never; 5 = very often; 

f
 Open-ended 

response format;  
g
 Five-point rating scale (1 = much better; 5 = much below average) 
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Table A-1. Wave 1 measures, references, and sample items (continued). 

 

Wave 1 Measure 

Numb

er of 

Items 

α Reference Example Items 

Organizational 

Commitment
 a   

Based on Meyer et al. 

(1993) 
 

Affective 

Commitment 
4 .93  

I really feel as if this organization’s problems are 

my own. 

Continuance 

Commitment 
4 .84  

I feel I have too few options to consider leaving 

this organization. 

Incivility
 e 

  
Based on Cortina et al. 

(2001) 
 

Patient/Family 4 .92  
Patients/families used abusive or degrading 

language towards you. 

Physician 4 .88  
Physicians put you down or were 

condescending to you. 

Coworker 4 .87  

Coworkers paid little attention to your 

statements or showed little interest in your 

opinions. 

Manager 4 .86  
A manager doubted your judgment on a matter 

for which you had responsibility. 

Control
 a 

  

Based on Havens & 

Vasey (2003) 

and Morgeson &  

Humphrey (2006) 

 

Work Schedule 

Control 
4 .91  

I have control over decisions about my work 

schedule. 

Decision 

Involvement 
4 .86  

I can influence my unit's decisions about 

staffing. 

Method Control 4 .86  I can control the quality of my work. 

Work Schedule Justice
 

a   Based on Colquitt (2001)  

Distributive 4 .86  Compared to my coworkers, my work schedule 

is fair. 

Interactional 4 .93 
 The person responsible for my schedule treats 

me with respect. 

Informational 4 .92  I receive clear communications about the 

procedures for setting my schedule. 

Patient Violence
 e

 4 .88 Developed 
I was physically assaulted by patients or their 

family members. 

Discrimination
 e

 6 .74 
Based on French et al. 

(2000) 

I was discriminated against on the basis of my 

sex. 

Note. 
a
 Five-point agreement scale (1 = strongly disagree; 5 = strongly agree);

 b
 yes/no question with open-ended follow-

up question; 
c
 Five-point frequency scale (1 = never; 5 = nearly every day); 

d
 Five-point planning scale (1 = I have not begun 

my planning; 5 = I have completed my planning); 
e
 Five-point frequency scale (1 = never; 5 = very often; 

f
 Open-ended 

response format;  
g
 Five-point rating scale (1 = much better; 5 = much below average) 
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Table A-1. Wave 1 measures, references, and sample items (continued). 

 

Wave 1 Measure 

Numb

er of 

Items 

α Reference Example Items 

Workload
 e

   
Based on French et 

al. (2000) 
 

Qualitative Workload 4 .80  
I was expected to do more than my skills and/or 

education provide. 

Quantitative 

Workload 
9 .92  

I did not have enough time to complete all of 

my nursing tasks. 

Constraints
 e 

  

Based on Gurses & 

Carayon (2007) and 

Peters et al. (1985) 

 

Equipment 3 .81  
I had to use equipment that was in poor 

condition. 

Technology 3 .75  
I had technical difficulties with computer 

systems. 

Info/Communication 4 .88  
I received incomplete or unclear information 

from other people. 

Staffing
 e 

  Developed  

Staff Mix 6 .92  
I did not have enough RNs to meet patient care 

demands. 

Staff Sufficiency 5 .78  
I did not have enough staff to adequately cover 

the unit. 

Engagement
 e 

  
Based on Schaufeli et 

al. (2006) 
 

Dedication 3 .87  I was enthusiastic about my job. 

Vigor 3 .89  At my job, I feel strong and vigorous. 

Absorption 3 .83  I feel happy when I am working intensely. 

Positive Events
 e

 35 -- Developed 
My manager complimented my work. 

A coworker thanked me for my work. 

Professional Standards
 e

 2 .72 Developed 
I was asked to provide patient care that was 

against my nursing judgment. 

Death and Dying
 e

 5 .78 
Based on French et 

al. (2000) 

I felt helpless in the case of a patient who failed 

to improve. 

Ergonomic Hazards
 e

 6 .78 
Based on Trinkoff et 

al. (2003) 

How often do you push/pull heavy objects or 

people? 

Note. 
a
 Five-point agreement scale (1 = strongly disagree; 5 = strongly agree);

 b
 yes/no question with open-ended follow-

up question; 
c
 Five-point frequency scale (1 = never; 5 = nearly every day); 

d
 Five-point planning scale (1 = I have not begun 

my planning; 5 = I have completed my planning); 
e
 Five-point frequency scale (1 = never; 5 = very often; 

f
 Open-ended 

response format;  
g
 Five-point rating scale (1 = much better; 5 = much below average) 
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Table A-1. Wave 1 measures, references, and sample items (continued). 
 

Wave 1 Measure 

Numb

er of 

Items 

α  Reference Example Items 

Embeddedness
 a 

  
Based on Meyer 

et al. (1993) 
 

Affective Community 

Commitment 
4 .95  

This community has a great deal of personal 

meaning for me. 

Continuance 

Community 

Commitment 

4 .77  
Right now, staying in my community is a matter of 

necessity for me. 

Personality
 a 

  Based on:  

Proactive Personality 5 .76 Goldberg (1999) If I see something I don't like, I fix it. 

Self-Discipline 5 .72 Goldberg (1999) I go straight for the goal. 

Industriousness 5 .74 Goldberg (1999) I get my chores/tasks done right away. 

Commitment 5 .82 
Sinclair & Oliver 

(2004) 
I enjoy most things in my life. 

Challenge 5 .73 
Sinclair & Oliver 

(2004) 

I see stressful events as opportunities to grow 

personally. 

Optimism 5 .78 
Snyder et al. 

(1996) 
I am always optimistic about my future. 

Hope 6 .82 
Snyder et al. 

(1996) 
I can think of many ways to reach my current goals. 

Core Self Evaluations
 a 

  

Based on Judge 

et al. (1998) and 

Goldberg (1999) 

 

Self-Esteem 5 .77  Sometimes when I fail I feel worthless. 

Self-Efficacy 5 .74  I am capable of coping with most of my problems. 

Neuroticism 5 .73  Sometimes I feel depressed. 

Locus of Control 5 .57  I determine what will happen in my life. 

Subjective Age 
f
 8 -- 

Barak (1987) 

Cleveland & 

Shore (1992) 

I FEEL as though I am  ____  years old. 

Note. 
a
 Five-point agreement scale (1 = strongly disagree; 5 = strongly agree);

 b
 yes/no question with open-ended follow-

up question; 
c
 Five-point frequency scale (1 = never; 5 = nearly every day); 

d
 Five-point planning scale (1 = I have not begun 

my planning; 5 = I have completed my planning); 
e
 Five-point frequency scale (1 = never; 5 = very often; 

f
 Open-ended 

response format;  
g
 Five-point rating scale (1 = much better; 5 = much below average) 
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Table A-1. Wave 1 measures, references, and sample items (continued). 

 

Wave 1 Measure 

Numb

er of 

Items 

α Reference Example Items 

Coping
 e 

  Based on 

Carver et al. 

(1989) 

 

Active Coping 
3 .66  I concentrate my efforts on doing something about the 

stressful event. 

Behavioral 

Disengagement 

3 .67  
I just give up trying to reach my goal. 

Humor 3 .86  I laugh about the situation. 

Instrumental Social 

Support 

3 .78  
I try to get advice from someone about what to do. 

Mental 

Disengagement 

3 .43  I daydream about things other than the stressful 

situation. 

Positive 

Reinterpretation 

3 .72  I try to see it in a different light, to make it seem more 

positive. 

Religious Coping 3 .96  I put my trust in God or a higher power. 

Restraint 
3 .57  I hold off doing anything about it until the situation 

permits. 

Substance Use 3 .95  I use alcohol or drugs to make myself feel better. 

Emotional Social 

Support 

3 .90  
I discuss my feelings with someone. 

Subjective Health 
g
 

1 -- Based on 

Chipperfield 

(1993) 

Compared to other people your age, how would you rate 

your health? 

Note. 
a
 Five-point agreement scale (1 = strongly disagree; 5 = strongly agree);

 b
 yes/no question with open-ended follow-

up question; 
c
 Five-point frequency scale (1 = never; 5 = nearly every day); 

d
 Five-point planning scale (1 = I have not begun 

my planning; 5 = I have completed my planning); 
e
 Five-point frequency scale (1 = never; 5 = very often; 

f
 Open-ended 

response format;  
g
 Five-point rating scale (1 = much better; 5 = much below average) 
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Table A-2. Weekly measures, references, and example items. 

 

Weekly Measures 
Number 

of Items 
Reference Example Items 

Most Positive Event 
b
 1 Developed 

During the past 7 days, what has been the most positive 

event? 

Appraisal Questions 
c
 7  How rewarding was the event to you? 

Organization 

Suggestion
 b

 
1  

What, if anything, could your organization do to increase the 

likelihood that this event will occur again in the future? 

Negative Events
 a

    

Workload 2 

Based on 

French et al. 

(2000) 

I did not have enough time to finish my tasks during the 

scheduled shift. 

Interpersonal Conflicts 4 

Based on 

Cortina et al. 

(2001) 

I had an interpersonal conflict with a coworker (e.g., I was 

ignored, treated unprofessionally, doubted, disrespected). 

Autonomy 1 Developed I was micromanaged. 

Discrimination 2 

Based on 

French et al. 

(2000) 

I was sexually harassed. 

Professional 

Standards 
1 Developed 

I was asked to provide patient care that was against my 

personal and/or professional beliefs or values. 

Death and Dying 1 

Based on 

French et al. 

(2000) 

I felt helpless when a patient failed to improve. 

Communication 

Constraints 
1 

Based on 

Gurses & 

Carayon (2007) 

I received incomplete or unclear information about a 

patient's condition. 

Equipment 

Constraints 
1 Developed 

I experienced problems with equipment or supplies (e.g., 

computer system problems, unfamiliar equipment, 

misplaced supplies). 

Positive Events
 a

 33 Developed 
I helped save the life of a patient. 

My manager helped me when I really needed it. 

Note. 
a
 Seven-point frequency scale (1 = 0 shifts; 7 = 6+ Shifts); 

b
 Open-ended question; 

c
 Five-point quantity scale (1 = not 

at all; 5 = very); 
d
 Five-point frequency scale (1 = not at all; 5 = a lot); 

e
 Three-point effectiveness scale (1 = not effective at 

all; 3 = very effective); 
f
 Five-point frequency scale (1 = never; 5 = very often); 

g
 Five-point pain scale (1 = no pain; 5 = worst 

pain ever in your life); 
h
 Five-point agreement scale (1 = strongly disagree; 5 = strongly agree); 

i
 Five-point rating scale (1 = 

much better; 5 = much below average) 
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Table A-2. Weekly measures, references, and example items (continued). 
 

Weekly Measures 

Numb

er of 

Items 

Reference Example Items 

Staffing 
a
  Developed  

Staffing Preparation 3  
I did not have enough experienced RNs to take care of 

patient needs. 

Staffing Presence 4  I did not have enough staff to adequately cover the unit. 

Staffing Outcomes 9  I worked an overtime shift. 

Most Negative Event
 b

 1 Developed 
During the past 7 days, what has been the most negative 

event? 

Appraisal Questions
 c
 7  How undesirable was the event to you? 

Organization 

Suggestion
 b

 
1  

What, if anything, could your organization do to decrease the 

likelihood that this event will occur again in the future? 

Most Negative Conflict
 b 

1  
During the past 7 days, what has been the most negative 

interpersonal conflict? 

Appraisal Questions
 c
 6  

How stressful was the event? 

 

Organization 

Suggestion
 b

 
1  

What, if anything, could your organization do to decrease the 

likelihood that this event will occur again in the future? 

Engagement
 f 

 

Based on 

Schaufeli et al. 

(2006) 

 

Dedication 3  I was proud of the work that I did. 

Vigor 3  At my job, I felt strong and vigorous. 

Absorption 3  I was absorbed in my work. 

Burnout
 f 

 

Based on 

Shirom & 

Melamed 

(2006) 

 

Physical Fatigue 3  Physically drained. 

Cognitive Weariness 3  I have difficulty concentrating. 

Emotional Exhaustion 3  
Unable to be sensitive to the needs of coworkers and 

patients. 

Coping Frequency
 d

 and 

Coping Effectiveness 
e
 

10 

Based on 

Carver et al. 

(1989) 

I’ve been getting help and advice from other people 

Note. 
a
 Seven-point frequency scale (1 = 0 shifts; 7 = 6+ Shifts); 

b
 Open-ended question; 

c
 Five-point quantity scale (1 = not 

at all; 5 = very); 
d
 Five-point frequency scale (1 = not at all; 5 = a lot); 

e
 Three-point effectiveness scale (1 = not effective at 

all; 3 = very effective); 
f
 Five-point frequency scale (1 = never; 5 = very often); 

g
 Five-point pain scale (1 = no pain; 5 = worst 

pain ever in your life); 
h
 Five-point agreement scale (1 = strongly disagree; 5 = strongly agree); 

i
 Five-point rating scale (1 = 

much better; 5 = much below average) 
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Table A-2. Weekly measures, references, and example items (continued). 

 

Weekly Measure 

Numb

er of 

Items 

Reference Example Items 

Health Symptoms
 f
 8 

Based on 

Spector and Jex 

(1998) 

I had a headache. 

Sleep Behavior 4 Developed How would you rate your sleep quality for this week overall? 

Physical Discomfort 
g 

9 

Based on 

Sauter et al. 

(2005) 

Rate your level of physical discomfort (pain, aching, stiffness, 

numbness, tingling, burning, etc.) in each of the following 

parts of your body over the past 7 days. 

Health Behaviors
 b 

9 
NIAAA 

Questions 
In the past 7 days, on how many days did you drink alcohol? 

Perceived Unit 

Effectiveness 
h
 

5 
Shortell et al. 

(1991) 
Our unit almost always met its patient care needs this week 

Satisfaction with Quality 

of Care
 h

 
3 

Hinshaw & 

Atwood (1984) 
Most of the time I was satisfied with the patient care I gave. 

Subjective Health 
i
 1 

Based on 

Chipperfield 

(1993) 

Compared to other people your age, how would you rate 

your health? 

Note. 
a
 Seven-point frequency scale (1 = 0 shifts; 7 = 6+ Shifts); 

b
 Open-ended question; 

c
 Five-point quantity scale (1 = not 

at all; 5 = very); 
d
 Five-point frequency scale (1 = not at all; 5 = a lot); 

e
 Three-point effectiveness scale (1 = not effective at 

all; 3 = very effective); 
f
 Five-point frequency scale (1 = never; 5 = very often); 

g
 Five-point pain scale (1 = no pain; 5 = worst 

pain ever in your life); 
h
 Five-point agreement scale (1 = strongly disagree; 5 = strongly agree); 

i
 Five-point rating scale (1 = 

much better; 5 = much below average) 
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Table A-3. Wave 2 measures, references, and example items. 

 

Wave 2 Measure 
Number 

of Items 
α Reference Example Items 

Qualitative Responses
 a 

  Developed  

Recommendation for 

field 
1 --  

What one recommendation would you make to increase 

the likelihood that nurses will remain in nursing? 

Best thing about your 

job 
1 --  What is the one best thing about your job? 

Worst thing about 

your job 
1 --  What is the one worst thing about your job? 

Occupational 

Commitment 
c
 

  

Based on 

Meyer et al. 

(1993) 

 

Affective 

Commitment 
4 .90  

I feel a strong sense of "belonging" to the nursing 

profession. 

Continuance 

Commitment 
4 .78  

Right now, working as a nurse is a matter of necessity for 

me. 

Turnover Intentions 
c
   

Based on 

Hom et al. 

(1984) 

 

Professional Turnover 3 .82  I often think about quitting this profession. 

Retirement Intentions 3 .83  I often think about retiring. 

Organizational 

Turnover 
3 .91  

If I have my own way, I will be working for some other 

organization one year from now. 

Department Turnover 3 .95  
I am planning to search for a new job outside this 

department during the next 12 months. 

Planned Turnover 
d
 2 --   

Conditional Turnover 
d
 

2 --   

Job Search Behavior
 e

 4 .81 

Based on 

Kopelman et 

al. (1992) 

How often have you thought about applying for a new 

job? 

Reasons for entering the 

field 
b
 

13 -- Developed 
e.g., salary level, helping people, feelings of self-

fulfillment. 

Note. 
a
 Open-ended question; 

b
 Five-point scale of importance (1 = not important at all; 5 = extremely important); 

c
 Five-

point agreement scale (1 = strongly disagree; 5 = strongly agree); 
d
 yes/no question with open-ended follow-up question;  

e
 Five-point frequency scale (1 = never; 5 = nearly every day); 

f
 Five-point frequency scale (1 = never; 5 = very often; 

g
 Five-

point likelihood scale (1 = very unlikely; 5 = very likely); 
h
 Five-point frequency scale (1 = rarely or none of the time; 5 = all 

of the time); 
i
 Five-point pain scale (1 = no pain; 5 = worst pain ever in your life); 

j
 Five-point rating scale (1 = much better; 

5 = much below average) 
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Table A-3. Wave 2 measures, references, and example items (continued). 
 

Wave 2 Measure 

Numb

er of 

Items 
α Reference Example Items 

Organizational 

Commitment
 c   

Based on 

Meyer et al. 

(1993) 

 

Affective 

Commitment 
4 .92  I feel like "part of the family" at my organization. 

Continuance 

Commitment 
4 .84  

I feel I have too few options to consider leaving this 

organization. 

Employment 

Opportunities 
c   

Based on 

Griffeth et 

al. (2005) 

 

Ease of Movement 3 .86  
There are many jobs available for people like me in 

today's job market. 

Desirability of 

Movement 
3 .89  

If I looked for a job, I would probably wind up with a 

better job than the one I have now. 

Burnout
 f
   

Based on 

Shirom & 

Melamed 

(2006) 

 

Physical Fatigue 6 .93  I felt physically drained. 

Cognitive Weariness 5 .97  I have difficulty concentrating. 

Emotional Exhaustion 5 .84  
I have been unable to be sympathetic to coworkers and 

patients. 

Engagement
 f
   

Based on 

Schaufeli et 

al. (2006) 

 

Dedication 3 .84  My job inspired me. 

Vigor 3 .87  At my job, I felt strong and vigorous. 

Absorption 3 .82  I was absorbed in my work. 

Satisfaction with Quality 

of Care 
c 3 .90 

Based on 

Hinshaw & 

Atwood 

(1984) 

The patient care I gave met my standards for good 

patient care. 

Perceived Unit 

Effectiveness 
c 5 .86 

Based on 

Shortell et 

al. (1991) 

Overall, our unit was able to meet the needs for nursing 

care. 

Age Climate
c
 10 .85 

Based on 

Goldberg et 

al. (2006) 

In my organization, older nurses do not get as much 

support as they might need. 

Note. 
a
 Open-ended question; 

b
 Five-point scale of importance (1 = not important at all; 5 = extremely important); 

c
 Five-

point agreement scale (1 = strongly disagree; 5 = strongly agree); 
d
 yes/no question with open-ended follow-up question;  

e
 Five-point frequency scale (1 = never; 5 = nearly every day); 

f
 Five-point frequency scale (1 = never; 5 = very often; 

g
 Five-

point likelihood scale (1 = very unlikely; 5 = very likely); 
h
 Five-point frequency scale (1 = rarely or none of the time; 5 = all 

of the time); 
i
 Five-point pain scale (1 = no pain; 5 = worst pain ever in your life); 

j
 Five-point rating scale (1 = much better; 

5 = much below average) 
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Table A-3. Wave 2 measures, references, and example items (continued). 
 

Wave 2 Measure 

Numb

er of 

Items 

α Reference Example Items 

Personality 
c
     

Optimism 4 .85 

Based on 

Goldberg 

(1999) 

I expect more good things to happen to me than bad. 

Core Self Evaluations 13 .91 

Based on 

Judge et al. 

(1998) 

I am confident I get the success I deserve in life. 

Challenge 5 .77 

Sinclair & 

Oliver 

(2004) 

I enjoy learning from my mistakes. 

Income Adequacy   
Based on 

Sears (2008) 
 

Perceived 
c
 10 .90  

My current income allows me to have the lifestyle I 

want. 

Expected 
g
 10 .91  I will be able to pay for the clothes I will need. 

Health Behaviors
 a

 9 -- 

Based on 

NIAAA 

quantity-

frequency 

questions 

In the past 7 days, on how many days did you drink 

alcohol? 

Depression 
h 

9 .87 

CES-D 

Santor & 

Coyne 

(1997) 

In the past 30 days, how much have you felt depressed? 

Health Symptoms
 f
 8 -- 

Based on 

Spector & 

Jex (1998) 

I had a headache. 

Physical Discomfort 
i 

9 -- 

Based on 

Sauter et al. 

(2005) 

Rate your level of physical discomfort (pain, aching, 

stiffness, numbness, tingling, burning, etc.) in each of the 

following parts of your body over the past 30 days. 

Subjective Health 
j
 1 -- 

Based on 

Chipperfield 

(1993) 

Compared to other people your age, how would you rate 

your health? 

Satisfaction with Life 
c 

5 .91 
Diener et al. 

(1985) 
In most ways my life is close to my ideal. 

Personal Benefits of 

Research 
c 4 .89 

Newman et 

al. (2001) 

I gained insight about my experiences through research 

participation. 

Note. 
a
 Open-ended question; 

b
 Five-point scale of importance (1 = not important at all; 5 = extremely important); 

c
 Five-

point agreement scale (1 = strongly disagree; 5 = strongly agree); 
d
 yes/no question with open-ended follow-up question;  

e
 Five-point frequency scale (1 = never; 5 = nearly every day); 

f
 Five-point frequency scale (1 = never; 5 = very often; 

g
 Five-

point likelihood scale (1 = very unlikely; 5 = very likely); 
h
 Five-point frequency scale (1 = rarely or none of the time; 5 = all 

of the time); 
i
 Five-point pain scale (1 = no pain; 5 = worst pain ever in your life); 

j
 Five-point rating scale (1 = much better; 

5 = much below average)
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Appendix B 

 

Additional Participant Characteristics 
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Table B-1. ONRP participants’ work locations. 

 

City you work in (N = 406) Frequency Percent 

Portland 141 34.7 

Eugene 44 10.8 

Medford 25 6.2 

Coos Bay 23 5.7 

Corvallis 21 5.2 

Roseburg 17 4.2 

Klamath Falls 16 3.9 

Springfield 12 3.0 

The Dalles 12 3.0 

Ontario 12 3.0 

Astoria 12 3.0 

Silverton 9 2.2 

Florence 8 2.0 

Newport 8 2.0 

La Grande 7 1.7 

Seaside 6 1.5 

Hood River 6 1.5 

Pendleton 6 1.5 

Lebanon 5 1.2 

Beaverton 2 .5 

Baker City 2 .5 

Burns 2 .5 

Lakeview 2 .5 

Hermiston 2 .5 

Albany 2 .5 

Newberg 1 .2 

Salem 1 .2 

Tillamook 1 .2 

North Bend 1 .2 
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Table B-2. ONRP participants’ work settings.  

 

 

 Frequency Percent 

Primary Work Setting (N = 404)   

Hospital/Acute Care Facility 353 87.4 

Ambulatory/Outpatient Clinic/MD Office 16 4.0 

Home Health Agency 15 3.7 

Government Agency 1 .2 

School of Nursing 4 1.0 

Long-Term Care Facility 3 .7 

Public/Private School (K – 12)  1 .2 

Community or Public Health Agency 3 .7 

Other 8 2.0 

Secondary Work Setting (N = 103)   

Hospital/Acute Care Facility 37 35.9 

Ambulatory/Outpatient Clinic/MD Office 21 20.4 

Home Health Agency 2 1.9 

Government Agency 7 6.8 

School of Nursing 4 3.9 

Long-Term Care Facility 4 3.9 

Public/Private School (K – 12) 3 2.9 

Community or Public Health Agency 1 1.0 

Other 24 23.3 

Primary Specialty (N = 339)   

Emergency/Trauma 42 12.4 

Maternal Child/Obstetrics 44 13.0 

Pediatrics 18 5.3 

Critical Care/Neonatal Intensive Care Unit  74 21.8 

Operating Room, Post Anesthesia Care Unit 49 14.5 

General Medical, General Surgical 77 22.7 

Behavioral Health 6 1.8 

Psychiatry 6 1.8 

Women’s Health 1 .3 

End of Life/Palliative Care 3 .9 

Home Health 13 3.8 

School House 1 .3 

Gerontology 2 .6 

Community/Public Health 3 .9 

Primary Job Title (N = 405)   

Staff Nurse 375 92.6 

Staff Development/Clinical Educator 2 .5 

Mgr/Supervisor 7 1.7 

Case Mgr 9 2.2 

Nurse Exec or Nurse Admin 3 .7 

Academic Faculty 3 .7 

Other 6 1.5 
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Table B-3. ONRP participants’ work schedule characteristics. 

 

 Frequency Percent 

Work Status (N = 404)   

Full-Time 244 60.4 

Part-Time 146 36.1 

Resource 14 3.5 

On-Call Status (N = 400)   

Yes, Voluntary 141 35.3 

Yes, Mandatory 105 26.3 

No, Not at All 154 38.5 

Shift Typically Worked (N = 391)   

Day 244 62.4 

Evening 50 12.8 

Night 97 24.8 

Length of Typical Shift (N = 403)   

4 Hours 2 .5 

8 Hours 174 43.1 

9 Hours 5 1.2 

10 Hours 36 8.9 

12 Hours 184 45.5 

12 and 24 Hours in 1 Week 2 .5 

Hours Scheduled (N = 400)   

0 – 9 Hours 6 1.5 

10 – 19 Hours 11 2.8 

20 – 29 Hours 97 24.3 

30 – 39 Hours 226 56.5 

40 - 49 Hours 56 14.0 

50+ Hours 4 1.1 

Hours Actually Worked (N = 400)   

5 – 10 Hours 7 1.8 

11 – 20 Hours 27 6.8 

21 – 30 Hours 74 18.5 

31 – 40 Hours 219 54.8 

41 – 50 Hours 59 14.8 

51 - 60 Hours 8 2.0 

61+ Hours 6 1.6 

Voluntary OT Hours (N = 389)   

0 - 10 Hours 345 88.7 

11 – 20 Hours 38 9.8 

21 - 30 Hours 5 1.3 

31 – 40 Hours 1 .3 

Number of Shifts Per Week (N = 393)   

1 Shift 14 3.6 

2 Shifts 35 8.9 

3 Shifts 177 45.0 

4 Shifts 100 25.4 

5 Shifts 57 14.5 

6 Shifts 6 1.5 

8+ Shifts 4 1.0 

 



ONRP – Page 78 

 

Table B-4. ONRP participants’ tenure-related characteristics. 

 

 Frequency Percent 

Occupational Tenure, Years (N = 405)   

0 – 1 Year 27 6.7 

2 – 5 Years 71 17.5 

6 – 10 Years 50 12.3 

11 – 15 Years 35 8.6 

16 – 20 Years 43 10.6 

21 – 25 Years 48 11.9 

26 – 30 Years 53 13.1 

31 – 35 Years 54 13.3 

36 – 40 Years 22 5.4 

40 – 45 Years 2 .5 

Organizational Tenure, Years (N = 404)   

0 – 1 Year 54 13.4 

2 – 5 Years 98 24.3 

6 – 10 Years 84 20.8 

11 – 15 Years 52 12.9 

16 – 20 Years 46 11.4 

21 – 25 Years 28 6.9 

26 – 30 Years 29 7.2 

31 – 35 Years 11 2.7 

36 – 40 Years 2 .5 

Position Tenure, Years (N = 406)   

0 – 1 Year 84 20.7 

2 – 5 Years 139 34.2 

6 – 10 Years 93 22.9 

11 – 15 Years 27 6.7 

16 – 20 Years 34 8.4 

21 – 25 Years 16 3.9 

26 – 30 Years 12 3.0 

31 – 35 Years 1 .2 
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Appendix C 
 

Content Validation Results for Wave 1 Positive and Negative Work Experience Items. 
 

Table C-1. Content validation results – Wave 1 work experiences. 

 

 Successes Supports Demands Conflicts 

I developed a close bond with my patient. 100%    

I educated my patient/family about his/her condition(s). 100%    

I figured out how to perform a difficult task. 100%    

I had a patient whose condition unexpectedly improved. 100%    

I helped my patient die with dignity. 100%    

I helped my patient physically feel better. 100%    

I helped save the life of a patient. 100%    

I overcame a challenge at work. 100%    

I provided emotional support to my patient/patient’s family. 100%    

I realized I made a difference in someone else’s life. 100%    

I successfully implemented a challenging procedure for my 

patient. 
100%    

I taught my patient a complex self-care task. 100%    

A coworker complimented my work. 14% 86%   

A coworker thanked me for my work.  100%   

A physician complimented my work. 14% 86%   

A physician helped me when I really needed it.  100%   

A physician thanked me for my work.  100%   

Another nurse helped me when I really needed it.  100%   

At work, my coworkers and I shared a laugh about 

something. 
 100%   

I helped a fellow nurse when s/he needed me.  100%   

I responded to the emotional needs of a fellow worker.  100%   

I shared knowledge about nursing practice with a coworker. 14% 86%   

My charge nurse thanked me for my work.  100%   

My manager complimented my work. 14% 86%   

My manager helped me when I really needed it.  100%   

Other nurses shared knowledge with me about nursing 

practice. 
14% 86%   

People in my unit went out of their way to be nice to each 

other. 
 100%   

A patient in my care died unexpectedly.   100%  

Care intensity was too high.   100%  

Equipment was not available because someone else was 

using it. 
  100%  

I did not have enough ancillary staff (e.g., housekeeping, X-

ray, lab techs) to meet patient care demands. 
  100%  

I did not have enough experienced RNs to meet patient care 

demands. 
  100%  
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I did not have enough RNs to meet patient care demands.   100%  

I did not have enough RNs with the specific education or 

skills needed for this unit. 
  100%  

I did not have enough support staff (e.g., patient aides, 

CNAs, LPN, administration) to meet patient care demands. 
  100%  

I did not have enough time to complete all of my nursing 

tasks. 
  100%  

I did not have enough time to provide emotional support to 

my patients. 
  100%  

I did not have enough time to respond to the needs of my 

patients' families. 
  100%  

I experienced the death of a patient with whom I had 

developed a close relationship. 
  100%  

I felt helpless in the case of a patient who failed to improve.   100%  

I had duties for which I did not have sufficient education 

and/or experience. 
  100%  

I had problems with outdated/antiquated computer 

systems. 
  100%  

I had technical difficulties with computer systems.   100%  

I had to spend time searching for information about a 

patient's condition. 
  100%  

I had to use equipment that was in poor condition.   100%  

I had to use unfamiliar equipment or technology.   100%  

I had to wait for information from other people.   100%  

I had too many non-nursing tasks required, such as clerical 

work. 
  100%  

I missed rest/meal breaks.   100%  

I received incomplete or unclear information from other 

people. 
  100%  

I received incomplete or unclear information from workers 

on previous shifts (e.g. during sign-out, shift change). 
  100%  

I spoke with a patient about his/her approaching death.   100%  

I was asked to provide patient care that was against my 

nursing judgment. 
  86% 14% 

I was asked to provide patient care that was against my 

personal beliefs or values. 
  86% 14% 

I was concerned that patients or family members will 

become physically violent. 
  86% 14% 

I was expected to do more than my skills and/or education 

provide. 
  100%  

I was threatened by patients or their family members.   86% 14% 

I watched a patient suffer.   100%  

I worked too many hours in a shift.   100%  

I worked too many shifts in a week.   100%  

I worked with other nurses who were overworked.   100%  

My assigned tasks at work were too difficult and/or 

complex. 
  100%  

Needed staff were pulled from our unit.   100%  

Patient acuity was too high.   100%  
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Patients/families doubted your judgment on a matter for 

which you had responsibility. 
  100%  

Patients/families paid little attention to your statements or 

showed little interest in your opinions. 
  86% 14% 

Patients/families put you down or were condescending to 

you. 
  100%  

Patients/families used abusive or degrading language 

towards you. 
  100%  

Requested staff were approved but did not arrive.   100%  

Requests for additional staff were denied.   100%  

Scheduled personnel were absent.   86% 14% 

Scheduled personnel were late for a shift.   86% 14% 

Supplies were not well-stocked.   100%  

The demands for work quality made upon me were 

unreasonable. 
  100%  

A manager doubted your judgment on a matter for which 

you had responsibility. 
  14% 86% 

A manager paid little attention to your statements or 

showed little interest in your opinions. 
   100% 

A manager put you down or was condescending to you.    100% 

A manager used abusive or degrading language towards you.    100% 

Coworkers doubted your judgment on a matter for which 

you had responsibility. 
   100% 

Coworkers paid little attention to your statements or 

showed little interest in your opinions. 
   100% 

Coworkers put you down or were condescending to you.    100% 

Coworkers used abusive or degrading language towards you.    100% 

Physicians doubted your judgment on a matter for which 

you had responsibility. 
   100% 

Physicians paid little attention to your statements or showed 

little interest in your opinion. 
   100% 

Physicians put you down or were condescending to you.    100% 

Physicians used abusive or degrading language towards you.    100% 

A coworker and/or manager gave me helpful feedback about 

my work. 
29% 71%   

A coworker taught me effective ways to deal with people. 29% 71%   

A patient thanked me for my work. 71% 29%   

A patientâ€™s family member(s) thanked me for my work. 57% 43%   

I was discriminated against because of my religious or 

spiritual beliefs. 
  29% 71% 

I was discriminated against because of my sexual 

orientation. 
  29% 71% 

I was discriminated against because of race or ethnicity.   29% 71% 

I was discriminated against due to my age.   29% 71% 

I was discriminated against on the basis of my sex.   29% 71% 

I was physically assaulted by patients or their family 

members. 
  71% 29% 

I was sexually harassed.   29% 71% 

I witnessed a violent event on my shift.   71% 29% 
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My coworker taught me an effective technique or strategy. 29% 71%   

My coworkers and I worked well as a team. 43% 57%   

Note.  

Figures in table are the proportion of seven judges who indicated that the item belonged to that category.  

Green shaded cells are the highest scores for items that were retained for subsequent analysis. 

Gray shaded cells are the highest scores for items that were dropped because of low agreement.  

 


