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ABSTRACT

Objective To explore the association between clinical
leadership and quality of work life, as well as the
mediating role of coping style in this relationship.

Setting Three tertiary-level hospitals in Liaoning Province,
China.

Participants A total of 1209 nurses were recruited for
this study. Registered nurses who work full time with at
least 1 year of work experience were eligible as subjects.
Exclusion criteria were nurses who work indirectly with
patients, such as in education, administration or research.
Primary and secondary outcome

measures Questionnaires consisting of the work-related
Quality of Life Scale, the Nurse Leadership Scale and

the Simplified Coping Style Questionnaire, as well as a
demographic data sheet, were used to collect participant
information. Pearson’s correlation analysis, hierarchical
multiple regression analysis, and asymptotic and
resampling strategies were used to analyse the data.
Results The mean overall quality of work life score
among Chinese nurses was 3.50+0.60. After adjusting
for demographic characteristics, clinical leadership was
positively associated with the score of quality of work life
(B=0.55, p<0.01). Clinical leadership explained 27% of
the variance in quality of work life. Coping style partially
mediated the relationship between clinical leadership and
quality of work life. The proportion of mediation of active
coping was 21.82% and of passive coping was 5.79%.
Conclusions Clinical leadership was positively associated
with quality of work life and coping style partially mediated
the relationship between clinical leadership and quality of
work life among nurses in China. Implementing measures
focusing on both clinical leadership and coping style may
provide success in improving the quality of work life of
nurses.

INTRODUCTION

Quality of work life (QWL) is defined as an
approach which focuses on the individual,
rather than organisational, goals and is aimed
at improving the outcomes of both the indi-
vidual and the organisation.1 QWL has been
described as being one of the most important

Strengths and limitations of this study

» This is one of the first studies that focuses on the
clinical leadership of nurses and explores its rela-
tionship with quality of work life among nurses in
China.

» A variety of statistical methods (descriptive analysis,
Pearson’s correlation analysis and hierarchical mul-
tiple regression analysis) were employed to investi-
gate the relationship between independent variables
and quality of work life. Asymptotic and resampling
strategies were used to explore the mediating role
of coping style.

» Clinical leadership was obtained from self-reports
and this self-report bias might have affected the
results.

factorstoattractand retain talented employees
and to ensure a high quality of perfor-
mance.”” As the largest group of healthcare
professionals, nurses play a primary role in
healthcare outcomes.” > Nurses provide care
to patients with various and changing needs
using their knowledge, skills, and experience
to meet the demands of patient care and
work toward the desired health outcomes.
It has been previously reported that the
nursing workforce plays a significant role
in optimising health outcomes, such as the
improvement in people’s health status as well
as in morbidity and mortality reduction.”®
However, nurses are challenged by work pres-
sure, exposure to risks, moral and ethical
distresses, and the high demands of patients
and their loved ones, all of which threaten
their well-being, work effectiveness and
influence job turnover.”"" Nurses also must
engage in additional responsibilities such as
professional and continuing education and
workplace management. Therefore, some
nurses struggle in creating and maintaining
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a balanced personal and professional life.'* These factors
may directly or indirectly affect the overall health status
and well-being of nurses, thereby impacting the quality
of services they provide to patients. As a result, the QWL
among nurses has declined. Previous studies have shown
that improving QWL of nurses helps to ensure organisa-
tional stability and reduce turnover rates.'*” Therefore,
improving QWL of nurses is an urgent, although chal-
lenging, problem for medical administrators.'®

Leadership is defined as someone (ie, the leader)
persuading at least one other person (ie, the follower)
to work jointly to accomplish a common goal.'” Clinical
leadership has recently been identified as one of the most
important competencies a nurse can present.'” In clinical
practice, nurses are usually challenged with multitasks,
including implementation of medical orders, patient-
orientated health education and so on. Therefore, in the
process of patient caring, nurses are perceived as clinical
leaders, who are responsible for efficient and high-quality
patient management and communication, thus ensuring
the best health outcomes for patients."’ Previous studies
have demonstrated that clinical leadership is associated
with patient safety, quality of healthcare and the career
development of nurses.”’ Using the phenomenograph-
ical approach, Rosengren et al’' showed that clinical lead-
ership of nurses was considered to be defined as ‘being
present and available in daily work’, ‘supporting everyday
practice’, ‘facilitating professional acknowledgement’,
and ‘improving care both as individuals and as a team’.
Munir et al* also demonstrated that leadership style is
directly associated with perceptions of work-life conflict,
improvement of work-life balance and employee well-
being among healthcare employees.

Coping style is an important psychological resource
for an individual to deal with stress.”” It plays a key role
in stressors and stress reactions during stressful encoun-
ters.”* Active coping styles can enhance positive emotions,
improve job satisfaction and increase employee retention
rate.” ** Contrarily, individuals who use more passive
coping styles tend to doubt their abilities and have worse
mental health, therefore lowering their quality of life.?’
According to the transactional model of stress and coping
proposed by Lazarus and Folkman in 1984,% an individ-
ual’s reaction to a stressful event is mediated by their
subjective evaluation (ie, appraisal) of the environment
and their process of coping with the event. Appraisals of
situations and coping behaviour are influenced by char-
acteristics such as personality, competence and social
skills. Clinical leadership is considered a professional
competency for nurses, as it is a ‘complex know-act’ that
nurses develop for the quality of care for patients and
their families.” However, to our knowledge, the relation-
ship between clinical leadership and coping style among
Chinese nurses has not been examined.

There are numerous studies focusing on the leadership
of nurse managers in a variety of different sectors and
countries.**™ However, little is known about the clinical
leadership of nurses and the associations between clinical

Active coping
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Figure 1 Hypothetical mediation model of coping style
mediated the relationships between clinical leadership and
QWL. QWL, quality of work life.

leadership and QWL among nurses in China. In addition,
few have attempted to address the modulating effect of
coping style on clinical leadership and QWL for Chinese
nurses. Based on Lazarus and Folkman’s transitional
model and empirical evidence, this study’s conceptual
framework is presented in figure 1. We hypothesised that
(HI) clinical leadership positively and directly influences
QWL; (H2) clinical leadership indirectly influences QWL
through active coping or passive coping style; (H3.1)
active coping style positively and directly influences QWL;
and (H3.2) passive coping style negatively and directly
influences QWL.

METHODS

Design and sampling

From May 2019 to August 2019, the current study was
conducted using a descriptive cross-sectional survey
design. There are 90 tertiary hospitals in Liaoning Prov-
ince. They are divided into three groups: the university-
affiliated hospitals, provincial tertiary hospitals and
municipal tertiary hospitals. One hospital was randomly
selected from each group and three hospitals were
selected. Registered nurses who worked full time with at
least 1year of work experience were eligible as subjects.
Exclusion criteria were nurses who worked indirectly with
patients, such as in education, administration or research.
We obtained permission from the managers and human
resources departments of the hospitals. The paper ques-
tionnaire was distributed by the research team members
during the morning shift and explained the aims and
procedures of the study for the participants. The ques-
tionnaire was collected anonymously to ensure confi-
dentiality. The completed questionnaires were put into
an opaque box in the nurse station and were retrieved
by the research team members 1week after they were
distributed. Collected data were kept confidential and
used only for this study. A total of 1742 questionnaires
were delivered to nurses and 1265 questionnaires were
ultimately collected. The response rate for each hospital
was 66.9%, 70.1% and 77.9%, respectively. Fifty-six ques-
tionnaires were excluded from the analysis due to missing
data (of more than 30%). A total of 1209 questionnaires
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from nurses were included in the analysis, with an overall
valid response rate of 69.4%.

Questionnaires

Demographic data

Demographic data include gender, age, work experience,
marital status, work unit, work rank, educational level,
pregnancy, breast feeding, number of children, looking
after the elderly, night shift (per week), frequent overtime
work, sleep disorders and diagnosis of chronic diseases.
Age was categorised as <25, 26-30, 31-35, 36-40, and =
4lyears. Years of work experience was categorised as <5,
6-10, 11-15 and =16 years, and marital status was catego-
rised as single, married and divorced/separated/widow.
Work unit was categorised as internal medicine, general
surgery, gynaecology/paediatrics and others, and work
rank was categorised as junior, intermediate and senior.
Educational level was categorised as less than a bache-
lor’s degree and bachelor’s degree or higher. Pregnancy
as well as breast feeding was categorised as a yes or no.
Number of children was categorised as 0, 1 and =22,and
looking after the elderly was defined as yes if they needed
to take care of elderly family members. Night shift (per
week) was categorised as 0, 1, 2 and =3, and frequent over-
time work was defined as yes if the frequency of required
overtime work for the nurse was twice a week or more and
work overtime was more than 1 hour each time. The pres-
ence of a sleep disorder was categorised as a yes or no,
and the presence of a chronic disease was defined as yes
if any of the predefined chronic diseases (hypertension,
cardiovascular disease, diabetes, chronic kidney disease,
back pain or ulcer) had ever been diagnosed.

Work-related Quality of Life Scale-2

The QWL was assessed with the Chinese version of the
work-related Quality of Life Scale-2 (WRQoL-2).”* The
WRQoL-2 consists of seven subscales of job and career
satisfaction, general well-being, home-work interface,
stress at work, control at work, working conditions and
employee engagement. Participants responded to items
on a Likert scale from 1 (strongly disagree) to 5 (strongly
agree). Negatively worded items for the stress at work
subscale were reversely scored prior to the analysis.
Higher scores indicate a higher quality of nursing work
life. In the current study, the Cronbach’s alpha was 0.96
for the scale and ranged from 0.72 to 0.90 for each of the
subscales.

Nurse Leadership Scale

Clinical leadership was measured by the Chinese version
of the Nurse Leadership Scale (NLS), developed by Jia.”
The NLS is a 46-item scale consisting of seven subscales,
including interpersonal skills, communication skills,
problem-solving, critical thinking, organisation and
planning, nursing professional competence and self-
care. Responses are scored on a 5-point Likert scale, with
1=strongly disagree and 5=strongly agree. The NLS has
been validated by many studies, reflecting a high internal

consistency within test items.” *® In the current study, the
Cronbach’s alpha was 0.98 for the scale and ranged from
0.88 to 0.94 for each of the subscales.

Simplified Coping Style Questionnaire

Coping style was measured by the Simplified Coping Style
Questionnaire (SCSQ). The SCSQ was developed by Xie,”
based on a broad Coping Style Questionnaire and revised
in accordance with Chinese context. The questionnaire
consists of 20 items that include two dimensions: active
coping and passive coping. The items were measured
using a 4-point Likert scale (O=never; 3=very often). The
Cronbach’s alpha was 0.73 for the current study and
ranged from 0.64 to 0.87 for each of the subscales.

Statistical analysis

All analyses were conducted using SPSS V.20.0 for
Windows and all statistical tests were two-sided (0=0.05).
The distribution of the QWL among categorical demo-
graphic characteristics was tested using a one-way analysis
of variance. Correlations among QWL, clinical leadership
and coping style were preliminarily examined using a
Pearson’s correlation analysis.

A hierarchical multiple regression analysis was
performed to test the effects of groups of independent
variables on QWL. QWL was used as the dependent vari-
able. The analysis was performed in stages by successively
inputting three blocks of independent variables into
the model. Control variables were entered in block 1.
Because work unit and work rank were categorical vari-
ables without a linear trend, dummy variables were inde-
pendently set for these two variables. In block 2, clinical
leadership was added and in block 3 coping styles were
added.

Asymptotic and resampling strategies were used to
examine coping style as a mediating factor on the asso-
ciation between clinical leadership and QWL.* The total
effect (path c), the direct effect (path c’) and the indi-
rect effects (path axb) are presented. The bias-corrected
and accelerated (BCa) 95% ClIs for each axb product was
calculated, where a BCa 95% CI excluding 0 indicated a
significant mediation. In the current study, 5000 boot-
strap samples were used. Selection of control variables
was based on the statistical significance of the univariate
analysis. Clinical leadership was modelled as the indepen-
dent variable, with QWL as the dependent variable, and
coping styles (active and passive coping) as the mediators.

Patient and public involvement
No patient involved.

RESULTS

Demographic characteristics and the mean score of WRQoL-2
A total of 1209 nurses participated in the survey and the
mean age was 31.85 (SD=7.14, ranging from 21 to 55
years). Demographic characteristics and other partici-
pant information, as well as the results of the univariate
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Table 1 Demographic characteristics of participants and
results of the univariate analysis (n=1209)
WRQoL-2 P
Variable n (%) mean (SD) t/F value
Gender 0.95 0.135
Female 1172 (96.9)  3.49 (0.60)
Male 37 (3.1) 3.59 (0.74)
Age 0.95 0.435
<25 190 (15.7)  3.52 (0.60)
26-30 459 (38.0) 3.49(0.62)
31-35 321 (26.6)  3.45(0.58)
36-40 86 (7.1) 3.56 (0.65)
>41 153 (12.7)  3.53 (0.57)
Year(s) working 1.63 0.180
<5 397 (32.8) 3.53(0.61)
6-10 433 (35.8) 3.45(0.59)
11-15 154 (12.7)  3.48 (0.63)
>16 225 (18.6) 3.53(0.59)
Marital status 0.09 0.916
Single 363 (30.0) 3.51(0.60)
Married 818 (67.7)  3.49 (0.60)
Divorced/ 28 (2.3) 3.52 (0.48)
separated/
widowed
Work unit 3.89 0.009
Internal 384 (31.8) 3.54(0.62)
medicine
General 530 (43.8) 3.43 (0.58)
surgical
Gynaecology/ 75 (6.2) 3.57 (0.53)
paediatrics
Others 220 (18.2) 3.56 (0.63)
Work rank 11.29 <0.001
Junior 196 (16.2)  3.68 (0.61)
Intermediate 696 (57.6) 3.45(0.59)
Senior 317 (26.2)  3.48 (0.61)
Educational level 0.70 0.484
Lower than 256 (21.2)  3.52 (0.63)
bachelor’s
degree
Bachelor’s 953 (78.8)  3.49 (0.53)
degree or
higher
Nightshift (per 7.57 <0.001
week)
No 334 (27.6) 3.58 (0.58)
1 192 (15.9)  3.59 (0.60)
2 379 (31.3)  3.46 (0.59)
>3 304 (25.1)  3.39 (0.62)
Pregnant -0.38 0.704
Continued

Table 1 Continued

WRQoL-2 P
Variable n (%) mean (SD) t/F value
No 1151 (95.2)  3.49 (0.60)
Yes 58 (4.8) 3.53 (0.55)
Breast feeding -0.29 0.771
No 1100 (91.0)  3.49 (0.60)
Yes 109 (9.0) 3.51 (0.58)
Number of 0.36 0.697
children
0 566 (46.8) 3.51 (0.61)
1 589 (48.7)  3.49(0.59)
>2 54 (4.5) 3.44 (0.61)
Looking after the 3.58 <0.001
elderly
No 620 (51.3) 3.56 (0.58)
Yes 589 (48.7)  3.43(0.61)
Sleep disorders 11.19 <0.001
No 560 (46.3)  3.69 (0.55)
Yes 649 (63.7) 3.32(0.59)
Chronic disease 7.48 <0.001
No 947 (78.3)  3.56 (0.57)
Yes 262 (21.7)  3.26 (0.64)
Frequent 8.19 <0.001
overtime work
No 919 (76.0) 3.57 (0.58)
Yes 290 (24.0) 3.25(0.61)

WRQoL-2, work-related Quality of Life Scale-2.

analysis, are presented in table 1. Results of the univar-
iate analysis demonstrated that work unit, work rank,
night shift, looking after elderly people, sleep disorders,
chronic diseases and frequent overtime work were signifi-
cantly associated with QWL (p<0.01) and these variables
were, therefore, entered as control variables in the hierar-
chical multiple linear regression analysis.

Correlations among QWL, clinical leadership and coping style
As shown in table 2, both clinical leadership and coping
styles were both significantly related to QWL. Clinical

Table 2 Means, SDs and correlations of all variables

Variables Mean SD 1 2 3

1 WRQoL-2 3.50 0.60

2 NLS 3.82 0.60 0.58*

3 Active coping 1.99 049 0.50* 0.58*

4 Passive coping 1.08 0.44 -0.32* -0.28" -0.14*

*P<0.01 (two-tailed).
NLS, Nurse Leadership Scale; WRQoL-2, work-related Quality of
Life Scale-2.
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Table 3 Hierarchical multiple linear regression analysis
results

WRQoL-2
Step 3
Variables Step1 (B) Step2(p) (B)
Block 1
Dummy_u1 -0.131 -0.06* -0.06*
Dummy_u2 -0.01 0 0
Dummy_u3 -0.03 -0.02 -0.02
Dummy_r1 -0.141 -0.121 -0.101
Dummy_r2 -0.121 -0.201 -0.171
Nightshift -0.11% -0.10t —-0.101
Looking after the -0.03 -0.05" -0.05"
elderly
Sleep disorders -0.22t -0.16t -0.13t
Chronic disease -0.12t -0.10t -0.09t
Frequent overtime -0.191 -0.131 -0.131
work
Block 2
NLS 0.55F 0.39F
Block 3
Active coping 0.221
Passive coping -0.13t
R2 0.18 0.45 0.49
AR2 0.18 0.27 0.04

Dummy_ u1=medical ward versus surgical ward; dummy_
u2=medical ward versus gynaecology/pediatric ward; dummy_
u3=medical ward versus others. Dummy_r1=junior versus
intermediate; dummy_r2=junior versus senior.

*P<0.05.

1tP<0.01 (two-tailed).

NLS, Nurse Leadership Scale; WRQoL-2, work-related Quality of
Life Scale-2.

leadership was positively associated with QWL (r=0.58,
p<0.01). Active coping (r=0.50, p<0.01) was positively
related to QWL, whereas passive coping (r=-0.32, p<0.01)
was negatively related to QWL. Furthermore, clinical
leadership was positively related to active coping (r=0.58,
p<0.01) and negatively related to passive coping (r=-0.28,
p<0.01).

The results of the hierarchical multiple linear regression

As shown in table 3, clinical leadership contributed to
27% and coping styles contributed to 4% of the variance
in QWL, respectively. Clinical leadership was positively
associated with QWL (B=0.55, p<0.01). Active coping
was positively associated with QWL (B=0.22, p<0.01)
whereas passive coping was negatively associated with
QWL (B=-0.13, p<0.01). After adding coping styles to the
model in step 3, the absolute value of regression coeffi-
cient of clinical leadership on QWL was reduced from
0.55 to 0.39; however, the effect of clinical leadership on
QWL was still significant.

. —1 ¢=0. 56
| Clinical leadership

QWL

A 4

Active coping

1 ¢'=0. 40
|Clinical 1eadership|

A 4

Passive coping

Figure 2 Model of the mediating role of active and passive
coping between clinical leadership and QWL. c: total effect
of clinical leadership on QWL; a,: clinical leadership was
positively associated with active coping; b,: active coping
was positively associated with QWL after controlling for
clinical leadership being positively associated with active
coping; a,: clinical leadership was negatively associated with
passive coping; b,: passive coping was negatively associated
with QWL after controlling for NLS being negatively
associated with passive coping; c’: direct effect of NLS on
QWL after including active coping and passive coping as
mediators. NLS, Nurse Leadership Scale; QWL, quality of
work life.

The mediating role of coping style in the relationship between
clinical leadership skills and QWL

Path coefficients are presented in figure 2. The total effect
of clinical leadership on QWL (path c) was initially eval-
uated. Next, the indirect effects of clinical leadership on
QWL via coping styles (active and passive coping) were
observed (path axb). Finally, the direct effect of clinical
leadership on QWL (path ¢’) was still significant when
coping styles (active and passive coping) were included
in the model as a mediator; namely, the BCa 95% ClIs did
not include 0. Therefore, it was concluded that active
coping had a partial mediating effect on the relation-
ship between clinical leadership and QWL (axb (BCa
95% CI)=0.12 (0.09 to 0.16)) and passive coping had a
partial mediating effect on the relationship between clin-
ical leadership and QWL (axb (BCa 95% CI)=0.03 (0.02
to 0.05)). To understand the effect size of the mediating
pathways, the proportion of the total effect of the inde-
pendent variable on the dependent variable that was
mediated by each coping style was calculated using the
formula (axb)/c. The proportion of mediation of active
coping was 21.82% and of passive coping was 5.79%.

DISCUSSION

The results of the mean overall QWL score (3.50+0.60)
were at the moderate level, consistent with results of rele-
vant studies in both China and other countries.” '® This
could be due to a number of reasons. Currently, tertiary
general hospitals have a large number of patients whose
conditions are relatively serious and complicated. More-
over, there is a lack of sufficient nurses who can meet
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the high patient care needs, which often results in an
excessive work overload (including prolonged working
hours and frequent night shifts) from each nurse. In the
current study, we found that the higher the frequency
of night shifts and overtime work per week, the lower
the nurses’ QWL. Irregular life caused by nightshifts
and the heavy and cumbersome tasks faced by nurses
reduced their QWL.* * The current study also found
that nurses with sleep disorders, chronic diseases and
with elderly-caretaking responsibilities tended to have a
lower QWL. Akter et al'' demonstrated that poor health
status, including suffering from both physical pain and
psychological stress, were barriers to nurses’ lives and
work. Indeed, nurses are often obstructed from getting
good rest due to sleep disorders. They tend to worry
about their health conditions and have to take care of
their relatives which, over time, will lead to nurse fatigue.
Fatigue, feelings of weakness, and weariness of mind may
interfere with one’s ability to remain focused at work
and be successful in their role as a caregiver.”” Because
of these stressors, nurses were unable to concentrate on
their work and had a lower QWL.

The associations among clinical leadership, coping style
and QWL of nurses were explored in the current study.
Consistent with previous studies, clinical leadership was
positively associated with QWL among nurses. Boamah*’
reported that nurses’ clinical leadership behaviours at
the bedside had a direct positive effect on their percep-
tions of patient care quality and job satisfaction, and that
job satisfaction was related to lower adverse events. In a
qualitative study, Ennis et a”’ demonstrated that clinical
leadership had a positive impact on nurses’ professional
growth and development through the leaders’ role-
modelling behaviours, willingness to share knowledge
and approachability. Collectively, these studies suggest
that clinical leadership contributes to creating a positive
work environment that facilitates learning and supports
professional development. Clinical leadership is an ability
that nurses should have and can promote both profes-
sional development as well as an independent implemen-
tation of work procedures.”’ ** Nurses are not only the
caregivers of patients, but are also the leaders of patients.
Leadership is exerted by nurses to allow patients to follow
their guidance for promoting the recovery of diseases.
Effective clinical leadership can influence patients’
outcomes, enhance job satisfaction and improve nurses'
QWL.* Therefore, it is suggested that effective interven-
tions to promote the level of clinical leadership for nurses
to be developed and implemented.

Nurses are under high stress at work due to high work-
loads. Previous studies have examined the role of coping
style in influencing QWL.*** The data from the current
study are consistent with previous studies in that active
coping was positively associated with QWL, whereas
passive coping was negatively associated with QWL
among nurses. Nurses often experience high levels of job
pressures and heavy workloads. Motamed-Jahromi et al*
described that optimistic coping style, such as a positive

thinking approach, helps to enable nurses to cope with
daily stress. Active coping styles encourage individuals to
pursue their goals and realise their full potential. Indeed,
an individual with active coping strategies can evaluate
stressful conditions and successfully deal with difficulties
in their life. This may be a reason why a nurse with an
effective use of active coping strategies has a high QWL.
Evidence suggests that passive coping styles can alleviate
symptoms for a short period of time; however, they can
be detrimental in the long run.”” To avoid the distress
of work, for example, they chose to forget it for a while
or adopt unhealthy behaviours such as smoking and
drinking. However, these behaviours do not eliminate the
stressor; it still affects them and reduces their QWL.

Coping style was found to partially mediate the rela-
tionship between clinical leadership and QWL among
nurses. Simply put, the current study found that clin-
ical leadership both directly affected and indirectly
affected, via coping styles, QWL. Coping is described as
a psychological response exhibited by individuals when
managing distress, such as job stress.”’ Individuals can
actively and consciously select and engage in certain
coping behaviours.* Clinical leadership is regarded as
having competencies for improving patient outcomes
through an integration of knowledge, skills, abilities and
judgement. Nurses with a high level of clinical leader-
ship were most likely to adopt positive coping strategies
such as focusing on deeply held values, beliefs and goals,
which further lead to higher levels of QWL.? *® Passive
coping styles (as a risk factor) reduce the positive impact
of clinical leadership (as a positive factor) on QWL.
These findings suggest that QWL of nurses could be
promoted by enhancing the level of clinical leadership
and/or developing active coping strategies. Mianda and
Voce™ demonstrated that interventions for clinical lead-
ership development involved the development of clinical
skills, leadership competencies, teamwork, as well as the
environment of care and patient care. Therefore, clinical
leadership development and coping skills training are
suggested to be included in the programme of improving
nurses’ QWL.

Several limitations of the current study should be
mentioned. First, this study focused only on the associ-
ations of clinical leadership and coping style with QWL.
Other factors such as personality of nurses and work envi-
ronment, which are also important factors to consider,
were not included.'® *' Second, clinical leadership was
obtained from self-reports. Respondents may have under-
estimated or overestimated the level of their own clinical
leadership. The level of clinical leadership can also be
evaluated by others, such as managers or patients. We
recognised that this self-report bias might have affected
the results. Third, the participants were selected and
came from one provincial tertiary hospital, which may
limit the generalisability of the findings. Tertiary hospi-
tals in different geographical locations and level of
economic development may take on different tasks and
workload, so a multistage and stratified sampling design
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was employed to ensure that study data were represen-
tative. Finally, 96.9% of the respondents are women in
this study. It represents the gender composition of nurses
in tertiary-level hospitals in China."" ® However, due to
limited sample size of male nurses in this study, future
studies with a more robust sample size of male nurses, for
example, covering different geographical regions, may
further enhance the power to determine the impact of
gender on QWL and other variables.

CONCLUSIONS

After adjusting for demographic characteristics, clinical
leadership was positively associated with nurses’ QWL.
Clinical leadership explained 27% of the variance in
their QWL. Coping style was found to partially mediate
the relationship between clinical leadership and nurses’
QWL. Nurses with higher levels of clinical leadership may
use active coping styles, which in turn could lead to higher
levels of QWL. This study provided further evidence for
the Lazarus and Folkman’s transitional model to the
field of nursing management. Therefore, effective strat-
egies should be implemented to improve clinical leader-
ship and coping styles among nurses and enhance QWL
among nurses. Itis essential that nurse managers organise
educational and training programmes to develop leader-
ship skills, provide nurses with relative coping knowledge
and techniques, and to improve their clinical leadership
and coping ability. Besides that, leadership and coping
strategies development programmes should be imple-
mented at medical schools to improve clinical leadership
and coping skills for nursing students.
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