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The Influence of Authentic Leadership and Structural Empowerment on
Staff Nurse Decisional Involvement and Patient Quality Outcomes
Stacy Hutton Johnson
Chair: Barbara Wolfe
Abstract
Patient quality outcomes in the United States (U.S.) healthcare system are largely

stagnant or making minimal improvements, resulting in unnecessary morbidity, mortality,
and costs (AHRQ, 2012 National Healthcare Quality Report). As the US implements the
2010 Patient Protection and Affordability Act, there is fiscal pressure to attain and sustain
significant improvements to patient quality outcomes. This necessitates an understanding
of how the processes and structures of care influence patient quality outcomes
(Donabedian, 1966) in a complex care environment. To begin addressing this gap, this
investigation examined the influence of unit-level authentic leadership (AL) and structural
empowerment (SE) on staff nurse decisional involvement (DI) and patient quality
outcomes on general care units in the acute-care hospital setting. This study used a cross-
sectional survey design. Participants were staff nurses working on 105 general care units
across eleven US hospitals. The surveys measured staff nurse perceptions of AL, SE, and DI
at the care unit level. The patient quality outcomes of interest were falls with injury,
hospital acquired pressure ulcers and patient satisfaction. Care unit level AL and SE had a
significant influence on actual staff nurse DI (p =.002 and <.001, respectively) and the
degree of dissonance between actual and preferred DI (p <.001). AL and SE had a
significant inverse relationship with patient falls with injury (p =.017 and .028,

respectively), yet a positive relationship with HAPU rates (p =.051 and .026, respectively).



il.
While AL did not have a significant relationship with any of the three patient satisfaction
metrics, a significant positive relationship with SE was found (p =.002,.001, and .002,
respectively). There was no support for a relationship between actual staff nurse DI and
any of the patient quality outcomes. This study extends previous research in this area in
that it is the first to examine actual patient quality outcomes at the care unit level. These
findings provide support for the unique contributions to patient quality outcomes at the
care unit level, indicating the need to develop AL among front-line nurse managers and SE

in nurse work environments.
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LEADERSHIP, EMPOWERMENT, AND OUTCOMES 1

The Influence of Authentic Leadership and Structural Empowerment on
Staff Nurse Decisional Involvement and Patient Quality Outcomes
CHAPTER ONE: INTRODUCTION
Statement of the Problem

Patient quality outcomes in the United States (U.S.) healthcare system are largely
stagnant or making minimal improvements, which results in unnecessary morbidity,
mortality, and costs (Agency for Healthcare Research and Quality, 2012). As the US
undertakes the implementation of the Patient Protection and Affordability Act (2010),
there is a pressing need to attain and sustain more significant improvements to patient
quality outcomes for the benefit of both patients and society. This work necessitates an
understanding of how the processes and structures of care have an effect on patient quality
outcomes (Donabedian, 1966) in the context of a complex care environment. Staff nurse
decisional involvement, facilitated by authentic leadership and structural empowerment at
the care unit level, is a potential mechanism by which optimal patient quality outcomes are
attained.

The relationship between the nurse work environment and patient quality
outcomes has been demonstrated by numerous studies, with factors such as adequate
staffing, educational preparation of nurses, managerial support, effective support services,
and an autonomous nursing practice model, all demonstrating significant positive
relationships with patient quality outcomes (Aiken, Clarke, Sloan, Lake, & Cheney, 2008;
Aiken, Clarke, Sloane, Sochalski, & Silber, 2002; Bacon & Mark, 2009; Boev, 2012; Duffield
etal., 2011; Flynn, Liang, Dickson, Xie, & Suh, 2012; Needleman, Buerhaus, Mattke, Stewart,

& Zelevinsky, 2002; Stone et al., 2007; Trinkoff et al., 2011). While the evidence of
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structural components linking nurse work environments to patient quality outcomes are
seen as necessary, they do not fully explicate the mechanisms by which desired patient
outcomes are achieved. There is a gap in knowledge related to the mechanisms (Wong &
Giallonardo, 2013) by which nurse work environments affect patient outcomes. Two
promising components warranting further investigation are unit-based authentic
leadership and structural empowerment (Laschinger, Wong, & Grau, 2013) and their effect
on staff nurse decisional involvement (Havens & Vasey, 2005) as potential mechanisms by
which optimal patient quality outcomes are attained (Wong, Cummings, & Ducharme,
2013). A more sophisticated understanding of the mechanisms whereby the nurse work
environment has an effect on patient quality outcomes will serve to guide the design of
intervention strategies tailored for specific nurse work environments and patient
populations.
Background and Significance

Patient quality outcome improvement has significant ramifications to individual
patients as well as financial implications for curbing costs in the U.S. healthcare sector. The
patient quality outcomes of interest in this study are delineated into two categories:
hospital acquired conditions (specifically falls with injury and pressure ulcers) and patient
satisfaction. These patient quality outcome metrics have all been found to be nurse-
sensitive indicators by the National Database of Nursing Quality Indicators (NDNQI),
meaning they are significantly amenable to nursing intervention (Dunton, 2008).
Patient Ramifications

Hospital acquired conditions. The hospital-acquired conditions of falls with injury

and pressure ulcer development are both significant problems facing the healthcare sector
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with negative consequences for the patients served. The ramifications of not improving
patient quality outcomes are critical, with an estimated 1 million falls occurring in U.S.
hospitals annually (Shorr et al., 2008) and approximately 60% of these resulting in injury
(Barker, Kamar, Morton, & Berlowitz, 2009). Lyder and colleagues (2012) found that 4.5%
of Medicare patients developed a pressure ulcer during hospitalization, with significantly
increased risk of death, length of stay, and readmission rates. Fuller and colleagues (2009)
calculated the estimated cost to treat a hospital-acquired pressure ulcer between $17,496
to $28,272. The total estimated cost for treating hospital-acquired pressure ulcers (HAPUs)
was $9.1-$11.6 billion in 2004 (Zulkowski, Langemo, & Posthauer, 2005).

A recent report by the Agency for Healthcare Research and Quality (AHRQ), Making
Health Care Safer 1I: An Updated Critical Analysis of the Evidence for Patient Safety Practices,
(2013) reviewed the strength of evidence for various patient safety practices targeted at
specific issues. In their review of the evidence for multi-component interventions, also
referred to as bundles, to prevent patient falls the strength of evidence was found to be
strong. However, there was also moderate evidence of unintended consequences, namely
increased physical and chemical restraint utilization. For hospital acquired pressure ulcers
the strength of the evidence was deemed moderate, with negligible unintended
consequences. Intervention bundles targeted at both fall and pressure ulcer reductions
were found to be moderately difficult to implement. Additionally, the report highlighted the
need for future empirical work “to measure context and how an intervention was
implemented...[and] more effective and less burdensome methods of improvement so that
clinicians, researchers, and administrators can work on reducing all potential patient

harms, rather than a select few” (AHRQ, 2013, p. 13). This study begins to address the
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AHRQ call for additional understanding of the context of the care environment and how
interventions are implemented by further explicating the influence of front-line nurse
leaders and a structurally empowering environment on staff nurse decisional involvement
and patient quality outcomes. An understanding of both what the intervention is and how it
is to be implemented is needed to yield the desired improvements in outcomes. These
recommendations resonate with the challenges faced in practice settings of adding in one
more bundle of interventions, resulting in fragmented thinking and patient care.
Additionally, the AHRQ (2013) report indicates the need for significantly more patient
quality outcome metrics, thereby, challenging the sustainability of bundled interventions
for each patient quality metric.

Patient satisfaction. Patient satisfaction with hospital care is a complex
phenomenon, and the boundary conditions of the construct have not been clearly defined.
According to the Centers for Medicare and Medicaid Services (CMS), patient satisfaction is a
measure whereby the perspective of the patient is assessed, including his/her
communication with nurses throughout hospitalization (Hospital Consumer Assessment of
Healthcare Providers and Systems (HCAHPS) Fact Sheet, 2013). There remains some
debate regarding the value that should be attached to patient satisfaction. Several recent
studies have reported a lack of a relationship between patient quality outcomes and patient
satisfaction scores suggesting that patient satisfaction is not a robust measure of quality
(Isaac, Zaslavsky, Cleary, & Landon, 2010; Llanwarne et al., 2013; Lyu, Wick, Housman,
Freischlag, & Makary, 2013). However, according to Donabedian, “the effectiveness of

care... in achieving or producing health and satisfaction, as defined for its individual
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members by a particular society or subculture, is the ultimate validator of the quality of
care” (1966, p. 711).

The most recent public reporting of patient satisfaction data by the Centers for
Medicare and Medicaid Services (CMS), on the Hospital Compare website reports, on
patients who were discharged from hospital settings April 2012 through March 2013
(HCAHPS Survey Results, 2014). This data collection period includes more than three
million completed surveys by patients discharged from 3,912 hospitals throughout the US.
Nationally 78% of patients indicate that they were always satisfied with communication
with their nurses, with 70% of patients rating their overall satisfaction with the hospital as
a nine or ten on a 1-10 scale, with ten representing the best hospital possible. When asked
about the likelihood of recommending the hospital, 71% stated they would definitely
recommend it (HCAHPS Survey Results, 2014). While these findings indicate patients were
relatively satisfied, the remaining 30% of patients were somewhat to very dissatisfied with
their overall hospital experience, with only 67% of patients reporting they were always
satisfied with the responsiveness of hospital staff. The report indicates that communication
with nurses is the most strongly correlated factor to other survey elements including, pain
management (r =.57, p <.001), overall hospital rating (r = .65, p <.001), and likelihood to
recommend the hospital (r =.58, p <.001; HCAHPS Survey Results, 2014). This indicates
that patients’ experience of communication with nurses is a key metric warranting further
study.

Financial Implications
The 2010 Patient Protection and Affordability Act aims to improve access to care,

the affordability of care, and the quality of care provided in the U.S. healthcare system. For
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hospital administrators, there are significant financial ramifications within the Act that
specifically address patient quality outcomes. Starting in October 2012, CMS implemented
a Hospital Value-Based Purchasing (HVBP) program, which has an impact on
reimbursement rates to hospitals based upon patient quality outcomes. In fiscal year 2014,
up to 1.25% in reimbursement to U.S. hospitals could be withheld by CMS based on hospital
performance on identified patient quality outcomes, with 30% of that amount related to
patient satisfaction (Centers for Medicare and Medicaid Services, 2014). Additionally, CMS
has identified that selected hospital acquired conditions (including falls with injury and
pressure ulcers) are preventable and will no longer be reimbursing hospitals for the cost of
this care. The intent of HVBP programs is to provide standardized data, and to put financial
pressure on hospitals to improve patient quality outcomes (Medicare, 2013). Since
patients’ falls with injury, hospital-acquired pressure ulcers, and satisfaction are all nurse
sensitive indicators of quality (Medicare, 2013), a clearer understanding of the unit-based
work environment, including authentic leadership, structural empowerment, and staff
nurse decisional involvement, may illuminate mechanisms of influence across quality
metrics.
Purpose of the Study

The purpose of this cross-sectional, web-based, survey was to examine the influence
of unit-level authentic leadership and structural empowerment on staff nurse decisional
involvement and patient quality outcomes on general care units in the acute-care hospital
setting.

Definitions of Terms

Variables of Interest
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Authentic leadership. First, a definition of leadership is needed prior to defining
authentic leadership. Spillane (2006) states that “leadership refers to activities tied to the
core work of the organization that are designed by organizational members to influence the
motivation, knowledge, affect, or practices of other organizational members or that are
understood by organizational members as intended to influence their motivation,
knowledge, affect, or practices” (p. 11-12). For this study, the definition of authentic
leadership, according to Avolio, Walumbwa, and Weber (2009) was utilized. Authentic
leadership “is a pattern of transparent and ethical leader behavior that encourages
openness in sharing information needed to make decisions while accepting input from
those who follow” (Avolio, Walumbwa & Weber, 2009, p. 424). Authentic leaders build
healthier work environments and trust with followers through four key components:
balanced processing, relational transparency, internal moral perspective, and self-
awareness (Walumbwa, Avolio, Gardner, Wernsing, & Peterson, 2008).

Structural empowerment. This study utilized the definition of structural
empowerment put forth by Kanter. She defines structural empowerment as including
access to information, support, resources needed to do the job, and opportunities to learn
and grow (1977, 1993). This theory accounts for both formal and informal mechanisms of
structural empowerment and depicts the manager as key to facilitating both structures.
Additionally, the structural factors within a work environment are viewed as having a
greater effect on employees’ work behavior and performance than traits inherent to the
individual employees, such as personality predispositions (Kanter, 1977).

Staff nurses are defined as nurses working on the care unit providing direct patient

care, but who are not in a formal leadership role, such as nurse managers, clinical nurse



LEADERSHIP, EMPOWERMENT, AND OUTCOMES 8

specialists, or nurse educators. For the purposes of this study full-time charge nurses or
resource nurses were included in the operational definition of staff nurse. The patient
quality outcomes of interest in this study included the hospital acquired conditions (falls
with injury and pressure ulcers) and patient satisfaction with care. These variables were
defined as follows:

Decisional involvement. Decisional involvement was defined as “the pattern of
distribution of authority for decisions and activities that govern nursing practice policy and
the practice environment” (Havens & Vasey, 2005, p. 377). This definition moves beyond
nursing work autonomy to include nurse decision-making related to policies driving
practice and the operationalization of nursing practice on the care unit.

Falls with injury. The National Database of Nursing Quality Indicators (NDNQI)
standardized the definition of a fall to include “an unplanned descent to the floor (or
extension of the floor, e.g., trash can or other equipment) with or without injury. All types
of falls are included, whether they result from physiological reasons or environmental
reasons” (American Nurses Association, 2005 p. 26). The fall-related injury categories are
defined as:

(1) None indicates that the patient did not sustain an injury secondary

to the fall

(2) Minor indicates those injuries requiring a simple intervention

(3) Moderate indicates injuries requiring sutures or splints

(4) Major injuries are those that require surgery, casting, further

examination (e.g., for a neurological injury)
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(5) Deaths refers to those that result from injuries sustained from the

fall (Joint Commission, 2009, pp. 31).

Hospital acquired pressure ulcer. The National Pressure Ulcer Advisory Panel
(NPUAP) defines a pressure ulcer as a “localized injury to the skin and/or underlying tissue
usually over a bony prominence, as a result of pressure, or pressure in combination
with shear” (NPUAP, 2009). The severity of the injury is determined by the tissue layer
affected, and by utilizing the NPUAP standardized classification system, which has been
adopted by NDNQI for standardization of data collection. Hospital acquired pressure ulcers
(HAPUs), that progress to stage IIl and IV, have been identified by the National Quality
Forum (NQF) as “largely preventable, grave errors” (NQF, 2008, p. 1). The hospital
acquired pressure ulcer rate is defined by NDNQI as “the number of patients who acquire a
pressure ulcer after admission to the hospital divided by the total number of patients in the
population studied times 100” (Gray-Siracusa & Schrier, 2011, p. 216).

Patient satisfaction. Hinshaw and Atwood defined patient satisfaction with nursing
care as “the patient’s opinion of the care received from nursing staff ” (1981, p. 170). More
broadly, Donabedian defined patient satisfaction as, “an expression of a patient’s
judgement [SIC] on the quality of care in all its aspects, but particularly as concerns the
interpersonal process” (1988, p. 1746). The Donabedian definition of patient satisfaction
was utilized in this study. CMS adopted the Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS) survey tool as the national standard for measuring
hospitalized patients’ satisfaction with care, which specifically assesses care received from
nurses. While no tool can assess patient satisfaction in all its aspects, the HCAHPS tool does

operationalize patient satisfaction in alignment with the Donabedian definition in that it
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encompasses the interpersonal aspects of care including communication and respect.
Patient satisfaction with care is the primary metric whereby consumers of healthcare
services are afforded a voice in assessing the quality of care provided.

Assumptions

1. Staff nurses’ perceptions of authentic leadership (AL), structural empowerment
(SE), and decisional involvement (DI) are adequate proxies to actual levels of AL, SE,
and DI.

2. Authentic leadership and structural empowerment are nested phenomena with
reciprocal effects occurring in complex clinical environments. While AL of front-line
nurse managers may have an effect on unit level SE, the degree of SE enabled by the
hospital will have a boundary effect on that nurse manager’s ability to provide SE at
the care unit level. While this study was conducted at the care unit level of analysis,
the effects of AL and SE at multiple levels of organizations is assumed.

3. Factors extrinsic to staff nurses (i.e., authentic leadership and structural
empowerment) are more amenable to interventional strategies than intrinsic
factors (i.e., personality attributes). This assumption will be further explored in the
literature review of structural empowerment as it relates to psychological
empowerment. As depicted in Figure 1, psychological empowerment is outside the
scope of this study.

4. Staff nurses are autonomous professionals with high expectations of their leaders,
their work environments, and their level of involvement in decision-making.

5. Rates of falls with injury and hospital acquired pressure ulcers, and degree of

patient satisfaction are a representative bundle of patient quality outcomes.
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Staff Nurse Decisional
Authentic Leadership (+): Involvement (+)

-Relational transparency /7 With degree of
-Moral/ethical conduct dissonance (-)
-Balanced processing
-Self-awareness

A

|

|

\I/ W
Structural Empowerment (+):
-Access to information Patient Quality Outcomes:
-Support : -Satisfaction (+),
-Resources to do the job -Falls with injury (-)
-Opportunity to learn and grow -Pressure ulcers (-)

B i e e .
I Psychological Empowerment: (+)

! |
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I .Self-determination i
! -Impact I
. 1

Figure 1. Conceptual model. The dashed lines represent phenomena outside the scope of
this study, yet pertinent. The solid lines represented relationships that were tested in the
current study.

Research Questions and Hypotheses
This study addressed the following research questions and corresponding hypotheses:
1. What are the unique and combined effects of authentic leadership and structural
empowerment on staff nurse decisional involvement?
H1a: As authentic leadership scores increase, staff nurse decisional involvement

scores will increase.
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H1b: As structural empowerment scores increase, staff nurse decisional
involvement scores will increase.

H1c: The combined effects of increased authentic leadership and structural
empowerment will result in the highest scores of staff nurse decisional
involvement.

2. What influence does authentic leadership and structural empowerment have on the
degree of dissonance between staff preferred and actual decisional involvement?

H2: As authentic leadership and structural empowerment increase, the degree of
dissonance between staff nurse preferred and actual decisional involvement will
decrease.

3. What are the unique and combined effects authentic leadership and structural
empowerment on patient quality outcomes (i.e., falls with injury, pressure ulcers,
and patient satisfaction with care)?

H3a: As authentic leadership scores increase patient satisfaction will increase,
while falls with injury, and pressure ulcer rates will decrease.

H3b: As structural empowerment scores increase patient satisfaction will
increase, while falls with injury, and pressure ulcer rates will decrease.

H3c: The combined effects of increased authentic leadership and structural
empowerment will result in the highest scores patient satisfaction and the
lowest rates of falls with injury and pressure ulcers.

4. What is the relationship between actual staff nurse decisional involvement and

patient quality outcomes?
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H4: As actual staff nurse decisional involvement scores increase, patient
satisfaction will increase, while falls with injury, and pressure ulcer rates will

decrease.

13
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CHAPTER TWO: LITERATURE REVIEW

To afford context for this study, a review of the literature related to authentic
leadership, structural empowerment, staff nurse decisional involvement, and patient
quality outcomes is provided. This review will serve to explicate the current knowledge
base related to these variables, how they connect to staff nurse outcomes, how they
connect with patient quality outcomes, and gaps identified in the literature. Recent
research has mostly focused on aspects of the nurse work environment at the hospital
level, with little attention paid to the mechanisms connecting the nurse work environment
to patient quality outcomes within the context of the care unit. It was the intent of this
study to focus on a deepened understanding of the mechanisms within the nurse work
environment; specifically authentic leadership, structural empowerment and staff nurse
decisional involvement, and their influence on patient quality outcomes at the care unit
level.

Theoretical Framework

The overarching theoretical perspective that guided this study was the Donabedian
theory of quality healthcare and its three mechanisms for assessing quality, namely
structure, process, and outcome (1966). According to Donabedian, the assessment of
quality can only take place once one has an understanding of how structures and processes
of care interact to yield desired patient outcomes. He defines the structures as the
“attributes of material resources (such as facilities, equipment, and money), of human
resources (such as number and qualifications of personnel), and of organizational structure
(such as medical staff organization, methods of peer review, and methods of

reimbursement)” (Donabedian, 1988, p. 1745). The processes include “what is actually
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done in the giving and receiving of care. It includes the patient’s activities in seeking care
and carrying it out as well as the practitioner’s activities in making a diagnosis and
recommending or implementing treatment” (Donabedian, 1988, p. 1745). For purposes of
this study, authentic leadership and staff nurse decisional involvement were viewed as
process, and structural empowerment as a structure. More specifically, the data in this
study were collected and analyzed integrating the theories of authentic leadership (Avolio,
Gardner, Walumbwa, Luthans, & May, 2004) and structural empowerment (Kanter, 1977,
1993). The development and testing of these theories to date as well as the connections
between the two bodies of literature are discussed below.
Nurse Work Environment

The literature review that follows situates this study within the broader nurse work
environment knowledge base while focusing on specific aspects of the nurse work
environment within the local context of the care unit. A healthy work environment is “a
work setting in which policies, procedures, and systems are designed so that employees are
able to meet organizational objectives and achieve personal satisfaction in their work”
(Disch, 2002, p. 3). The concept was originally articulated and popularized in nursing by
the work of the American Nurses’ Association (ANA) in studies of Magnet® hospitals in the
1980s. This work showed how particular nurse work environment characteristics, in the
broad categories of administration, professional practice, and professional development,
yielded high rates of nurse recruitment and retention (McClure, Poulin, Sovie, & Wandelt,
1983). Within this literature, the crucial point of care delivery that occurs on patient care
units between patient and nurse was articulated, highlighting the importance of nurse

autonomy and effective leadership:
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The front line, the area where the consumer of healthcare directly
interacts with the provider, was mentioned repeatedly in the Magnet®
hospital literature as being the crucial point of contact; because the
front line was where decision-making was most effectively carried out,
where it had the greatest impact, and where rapid change could be
dealt with quickly. Granting staff nurses, as providers of care, the
authority and autonomy to act at the bedside was the hallmark of good

leadership (Manojlovich, 2005, pp. 367).

Heath, Johanson, and Blake (2004) reviewed the healthy work environment
literature and articulated four common characteristics: employees are treated respectfully,
there is a strong foundation of trust between managers and employees which enables
empowerment, the organizational culture promotes communication and collaboration, and
a caring tone exists in which employees feel safe. Healthy nurse work environments have
been linked to improved patient outcomes (Aiken et al., 2008; Friese, Lake, Aiken, Silber, &
Sochalski, 2008; Stone et al., 2007). “In addition to adequate staffing levels, education and
experience of nurses, effective frontline leaders have been identified as central to creating
safe patient care environments” (Wong & Giallonardo, 2013, p. 741). The Institute of
Medicine (IOM) has highlighted the role of leadership as integral to transforming the work
environment of nurses and keeping patients safe (2004). “At the department and unit
levels, frontline leaders engage nurses in decision-making about patient flow and staffing,
quality improvement activities, and continuous learning opportunities to improve overall
care delivery” (Wong, Cummings, & Ducharme, 2013, p. 710). Theories of leadership have

evolved over time, with more contemporary views of leadership that emphasize the
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coaching rather than the controlling role of leaders. Inherent in this has been a shift from
task-oriented to relationship-oriented leadership (Avolio et al., 2009). Certainly the
necessity still exists to proficiently complete tasks in leadership roles, yet this is no longer
viewed as the most value-added work of leaders.

For the purposes of this study, nurse work environment was defined as the primary
unit in which nurses provide care to a patient population. Staff nurse outcomes related to
each key variable are discussed below to provide justification for a link to staff nurse
decisional involvement. Staff nurse outcomes include metrics such as job satisfaction,
engagement, turnover, etc. The research questions aimed to specifically address the
influence of authentic leadership and structural empowerment on staff nurse decisional
involvement and patient quality outcomes at the care unit level.

Authentic Leadership

The concept of ‘authenticity’ can be traced back to early Greek philosophers,
including Socrates with his focus on authentic functioning and assertion that the
unexamined life is not worth living (Plato, 2002). The term authenticity is derived from the
Greek word, authento, meaning, “to have full power” specifically over oneself (Gardner,
Cogliser, Davis, & Dickens, 2011). The notion of authentic leadership first emerged in the
literature in the 1960s and was focused on organizational authenticity. Rome and Rome
state,

A hierarchical organization...is ‘authentic’ to the extent that,

throughout its leadership, it accepts finitude, uncertainty, and

contingency; realizes its capacity for responsibility and choice;

acknowledges guilt and errors; fulfills its creative managerial
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potential for flexible planning, growth, and character or policy

formation; and responsibly participates in the wider community

(1967, pp. 185).
Bhindi and Duignan (1997) put forth four key components of authentic leadership to
include authenticity, intentionality, spirituality, and sensibility, with authenticity defined
as, “the discovery of the authentic self through meaningful relationships with
organizational structures and processes that support core, significant values” (p. 119).
Their focus was on the individual leader in the context of the organization. In 2003 Luthans
and Avolio expanded upon this definition to clarify the boundary conditions of authentic
leadership and how it differs from similar concepts in the literature, such as
transformational leadership. They state,

We define authentic leadership in organizations as a process that

draws from both positive psychological capacities and a highly

developed organizational context, which results in both greater self-

awareness and self-regulated positive behaviors on the part of leaders

and associates, fostering positive self-development. The authentic

leader is confident, hopeful, optimistic, resilient, transparent,

moral/ethical, future-oriented, and gives priority to developing

associates into leaders themselves. The authentic leader does not try

to coerce or even rationally persuade associates, but rather the

leader's authentic values, beliefs, and behaviors serve to model the

development of associates (pp. 243).
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Shirey (2006) further articulates the differentiation of authentic leadership from
other theories of leadership, such as transformational and servant leadership. “It is the
authenticity component inclusive of character, knowing oneself, and demonstrating
relational transparency that differentiates authentic leadership from other forms of
leadership...Authentic leaders...are anchored by their own deep sense of self and know
where they stand on important issues, values and beliefs” (p. 261). The research of
Walumbwa et al. (2008) more fully articulates the definition of authentic leadership to
include the four key components of balanced processing, an internalized moral perspective,
relational transparency, and self-awareness. Avolio et al. (2009) provide definitions for
these components:

Balanced processing refers to objectively analyzing relevant data

before making a decision. Internalized moral perspective refers to

being guided by internal moral standards, which are used to self-

regulate one’s behavior. Relational transparency refers to presenting

one’s authentic self through openly sharing information and feelings as

appropriate for situations (i.e., avoiding inappropriate displays of

emotions). Self-awareness refers to the demonstrated understanding

of one’s strengths, weaknesses, and the way one makes sense of the

world (pp. 424).

Authentic leadership theory includes followers and the context of leadership
practice, thereby detailing potential mechanisms by which leaders influence employees

and organizational performance (Peterson, Walumbwa, Avolio, & Hannah, 2012). As
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Laschinger, Wong, and Grau (2012) state, “authentic leaders demonstrate a sense of
genuine caring for employees and for open and honest dialog about what is and what is not
working well in their work relationships based on ethical and moral standards” (p. 1268).

A synthesis of the literature conducted by Gardner et al. (2011) demonstrates that
most of the theoretical development of authentic leadership took place from 2005-2008 by
one team of scholars, with most of the literature from 2009-present focusing on empirical
testing of authentic leadership theory and its implications to various practice settings.
While the vast majority of the earlier work emerged in the business and management
sectors, recently there has been significant empirical work from other disciplines, including
healthcare and nursing specifically.

Nursing leadership and patient quality outcomes. Given the relatively limited
number of studies examining authentic leadership and patient quality outcomes, an
overview of the nursing leadership literature is discussed below before analyzing the
research most pertinent to this study. In 2002 Vance and Larson published a review of the
leadership literature in healthcare and business related to outcomes for individuals,
groups, and organizations. In the years from 1970-1999 they found only two scholarly
works in healthcare measuring the link between leadership and patient outcomes. “A great
need exists for research focused on how leadership makes a difference in outcomes, such as
quality patient care and improvements in organizational quality and productivity” (Vance
& Larson, 2002, p. 170). Their report on the dearth of findings connecting leadership to
outcomes resulted in increased interest and several programs of research (Wong &
Cummings, 2007). Three of the most frequently examined leadership theories within

nursing are resonant leadership theory (Cummings, Midodzi, Wong & Estabrooks, 2010),
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leader-member exchange theory (Laschinger, Finegan & Wilk, 2009; Laschinger, Finegan &
Wilk, 2011), and transformational leadership theory (Patrick, Laschinger, Wong & Finegan,
2011).

Five years following the initial review of Vance and Larson (2002), Wong and
Cummings (2007) conducted an integrative review of the literature linking nursing
leadership to patient outcomes, which was updated in 2013 (Wong, Cummings, &
Ducharme). The 2007 review found “significant associations between positive leadership
behaviours, styles or practices and increased patient satisfaction and reduced adverse
events” (p. 508). However, the review was based on only seven studies, which utilized a
variety of leadership theories and measurement tools.

The updated review (Wong et al., 2013) included an additional thirteen studies for a
total of 20, once again with differing leadership theories and measurement modalities. No
studies of authentic leadership were included in this review. The synthesis of this literature
indicated significant “relationships between positive relational leadership styles and higher
patient satisfaction and lower patient mortality, medication errors, restraint use and
hospital-acquired infections” (p. 709). The findings related to the patient quality outcomes
of falls and pressure ulcers were mixed, with some studies finding a significant inverse
relationship with nursing leadership (Capuano, Bokovoy, Hitchings, & Houser, 2005; Castle
& Decker, 2011; Houser, 2003) and others finding no significant relationship (Boyle, 2004;
Flynn, Liang, Dickson, & Aiken, 2010; Taylor, Dominici, Agnew, Gerwin, Morlock, & Miller,
2012). Seven of the studies measured leadership within the confines of a broader measure
of the nurse work environment (Wong et al., 2013), yielding less depth and breadth of

leadership practice than is afforded by a tool explicitly designed for the measurement of
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leadership, which may help account for the inconsistency of these findings. Based on this
review, Wong et al. (2013) call for further empirical testing that includes explicit leadership
models with articulated mechanisms by which nursing leadership has an effect on a variety
of patient outcomes. The authors make particular mention of authentic leadership theory
as a relational leadership approach that includes possible mechanisms of influence on
patient outcomes.

Authentic leadership and patient quality outcomes. Although there is a call for
more testing of authentic leadership theory within the realm of nursing leadership, there
have been two studies linking authentic leadership to patient quality outcomes. Wong,
Laschinger, and Cummings (2010) report a statistically significant, positive, indirect

relationship between authentic leadership and perceived care quality (= 0.12, p <.001)

as reported by nurses. This sample of nurses reported perceptions of nurse leaders’
authentic leadership at a moderate level (M = 2.35, SD = 0.99), with the highest scores for
internal moral perspective and the lowest scores for self-awareness (Wong et al., 2010).
Wong and Giallonardo (2013) surveyed 600 nurses, with a 48% response rate, practicing in
Ontario, Canada and found that “authentic leadership was significantly associated with
decreased adverse patient outcomes through trust in the manager and areas of work life”
(p- 740). The adverse patient outcomes were nurses’ reported perceptions of frequency of
medication errors, nosocomial infections, complaints from the patient and/or family, and
patient falls with injury. The reporting was on a scale of one (never) to four (frequently)
(Wong & Giallonardo, 2013). While the authors indicate support in the literature for the

utilization of the nurse assessed patient outcome data scale (Aiken et al., 2001; Sochalski,
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2004), there is also the acknowledgment that “adverse patient outcome data are ideally
collected using objectively driven measures” (Wong & Giallonardo, 2013, p. 741).

Authentic leadership and staff nurse outcomes. The American Association of
Critical-Care Nurses put forth the AACN Standards for Establishing and Sustaining Health
Work Environments, which articulated six standards: skilled communication, true
collaboration, effective decision making, appropriate staffing, meaningful recognition, and
authentic leadership (Shirey, 2009). In 2005 the authentic leadership literature was in its
nascent stages, and the definition of authentic leadership was still being articulated, with
minimal evidence connecting it to any outcome measures. However, as the evidence has
accumulated, several of the standards put forth by AACN meet the criteria for being
components of authentic leadership.

Scholars across a variety of disciplines have found evidence of significant
relationships between authentic leadership and follower engagement, empowerment, and
well-being (Gardner, Fischer, & Hunt, 2009; Giallonardo, Wong, & Iwasiw, 2010; Macik-
Frey, Quick, & Cooper, 2009; Walumbwa, Wang, Wang, Schaubroeck, & Avolio, 2010; Wong
& Cummings, 2009). Walumbwa et al. (2010) present findings that authentic leadership

resulted in significantly elevated levels of work engagement ( = 0.26) by employees in

telecommunications settings, and “that these relationships were mediated by feelings of
empowerment and identification with the supervisor” (Gardner et al., 2011, p. 1131).
Similarly, Bamford, Wong, and Laschinger (2013) indicate that nurses working for
managers with higher levels of authentic leadership report greater overall person-job
match and work engagement. Authentic leadership at the care unit level significantly,

positively effects staff nurses’ trust ( f = 0.43) in their leader and work engagement ( 8 =
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0.22), which then predicts staff nurses’ willingness to speak up (5= 0.22; Wong et al.,

2010).

Laschinger, Wong, and Grau (2013) indicate that authentic leadership had a
significantly inverse effect on staff nurse emotional exhaustion and cynicism through
structural empowerment for both new graduate and experienced nurses. Additionally,
authentic leadership of the nurse manager was shown to have a significant, direct, negative

effect ( #=-0.34) on bullying in the nurse work environment and a positive direct effect
(S =0.46) on emotional exhaustion among new graduate nurses (Laschinger et al., 2012).

Authentic leadership has a significantly positive effect on staff nurses’ job
satisfaction and self-reported job performance through structural empowerment (Wong &

Laschinger, 2012). The authors report a significant, positive, direct relationship ( 5= 0.46, p

<.01) between authentic leadership and structural empowerment. Additionally, “authentic
leadership was also highly related to formal power (r = .43) suggesting that the more
authentic the leader is perceived to be, the more formal power nurses experience in their
own roles” (Wong & Laschinger, 2012, p. 954).
Structural Empowerment

Kanter’s structural empowerment (SE) theory developed out of her experience in
corporate workplaces, but has been used extensively in healthcare and nursing specifically.
The theory contends that an individual’s attitude and behavior in the work setting are more
greatly influenced by organizational structures than by his/her personal attributes. Power
is a central concept of the theory, and is seen as the “ability to mobilize resources to get
things done” (Kanter, 1977, p. 210). Power is enhanced when the employee has access to

information, support, resources, and opportunities to learn and grow.
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Access to information means having knowledge of organizational
decisions, policies, and goals, as well as having the technical knowledge
and expertise required to be effective within the broader context of the
organization. Information provides a sense of purpose and meaning for
employees and enhances their ability to make decisions that contribute
to organizational goals. Access to support includes feedback and
guidance received from superiors, peers, and subordinates, as well as
the emotional support, helpful advice, or hands-on assistance that
others can provide. Access to resources refers to the ability of the
individual to access the materials, money, supplies, time, and
equipment required to accomplish organizational goals. Access to
opportunity for mobility and growth entails access to challenges,
rewards, and professional development opportunities to increase

knowledge and skills (Laschinger, Finegan, & Wilk, 2011, pp. 125).

Power is derived from formal and/or informal mechanisms. Formal power is generated
from work that allows discretion, provides recognition, and is relevant to key
organizational goals. Informal power is cultivated from relationships with people in the
organization, such as managers, peers, and other colleagues (Kanter, 1977, 1993).

A closely related perspective in the literature is Spreitzer’s (1995) psychological
empowerment theory, which is “the psychological state that employees must experience
for empowerment interventions to be successful” (Laschinger, Finegan, Shamian & Wilk,
2001b, p. 261). According to Spreitzer the four components of psychological empowerment

are meaning, competence, self-determination, and impact (1995).
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Meaning entails congruence between job requirements and an

employee’s beliefs, values, and behaviors. Competence refers to

confidence in one’s job performance abilities. Self-determination

refers to feelings of control over one’s work. Impact is a sense of being

able to influence important outcomes within the organization

(Laschinger et al., 2001b, pp. 262).

Evidence suggests that psychological empowerment is an intervening variable
between structural empowerment and staff nurse outcomes (Laschinger et al., 2001b).
Seibert and colleagues (2004) contend that structural empowerment is a macro-level
variable in that it reflects a workgroup experience, such as nurses working on a care unit;
whereas, psychological empowerment is a micro-level variable of an individual’s reaction
to structural empowerment. Manojlovich and Laschinger (2002) report that structural
empowerment had a greater effect on nurse job satisfaction than psychological
empowerment, thus providing support to Kanter’s theory. Additionally, a systematic
review of the literature demonstrates a consistent, statistically significant positive
relationship between structural empowerment and psychological empowerment, with
greater explanatory power related to the variable of structural empowerment across a
variety of outcome measures (Wagner, Cummings, Smith, Olson, Anderson, & Warren,
2010). Due to feasibility and statistical power implications for this study, the psychological
empowerment variable was not included. However, this study was guided by this
established relationship and acknowledges the underlying psychological empowerment

variable at the individual staff nurse level.
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Structural empowerment and patient quality outcomes. Similar to the literature
review linking authentic leadership to patient quality outcomes, the evidence related to
structural empowerment is largely based on staff nurses’ perceptions of quality care. An
exploratory investigation by Armstrong and Laschinger (2006) was followed up by a larger
study in 2009 indicating that higher levels of structural empowerment were significantly,
positively (r =.60; p <.01) associated with patient safety culture (Armstong, Laschinger, &
Wong, 2009). Patient safety culture was seen as giving “direction to employees with regard
to how patient safety and employee errors are viewed and what attitudes and behaviors
related to patient safety are expected” (Armellino, Griffin, & Fitzpatrick, 2010, p. 797). The
following significantly positive relationships were reported between the patient safety
subscales and the structural empowerment subscales: organizational learning and
improvement correlated with opportunity (r=.21, p <.05), information (r =.23, p <.05),
and support (r =.29, p <.01); teamwork within units correlated to opportunity (r =.26, p <
.01), support (r=.31, p <.01), and resources (r =.33, p <.01); and feedback and
communication about errors correlated with information (r=.39, p <.01), support (r = .39,
p <.01), and resources (r =.22, p <.05; Armellino et al,, 2010). This study utilized the
Hospital Survey on Patient Safety Culture (HSOPSC) tool, with Cronbach’s alphas ranging
from 0.63 to 0.84 for the subscales. The tool measures perceptions of a patient safety
culture with items such as, frequency of events reported and a non-punitive response to
error (Armellino et al., 2010). The patient safety culture of an organization has been shown
to have an effect on patient quality outcomes (Pronovost et al., 2006; Yates, Hochman,

Sayles, & Stockmeier, 2004). Similarly, Laschinger and colleagues (2001b, 2008) report a
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significant direct relationship between structural empowerment and nurses’ assessed
quality of care of their units ( = 0.22).

To date only three studies have examined the effect of structural empowerment on
objective patient quality outcomes. One investigation reported a significant relationship
between structural empowerment and patient satisfaction (r=.17; p <.05; Donahue,
Piazza, Griffin, Dykes, & Fitzpatrick, 2008). In this study patient satisfaction was assessed
by the Press Ganey survey tool (Press Ganey Associates, 2002), which was widely used at
that time. However, the findings have not been updated since the adoption of HCAHPS by
CMS as the standard measure for patient satisfaction. The second study reported a
statistically significant inverse effect of structural empowerment on care costs and patient
length of stay following cardiac catheterization (Halter, 2006). The final study reported a
statistically significant inverse relationship (§ =-0.12; p <.05) between care unit level
structural empowerment and rates of patient falls (Purdy, Laschinger, Finegan, Kerr, &
Olivera, 2010). While these are encouraging findings, a gap in this knowledge remains,
namely the link between structural empowerment and objective, patient quality outcome
data, which this study begins to address.

Structural empowerment and staff nurse outcomes. Laschinger and colleagues
have undertaken a significant program of research spanning more than two decades and
over sixty studies explicating the importance of structural empowerment on the nurse
work environment and staff nurse outcomes. Structural empowerment has shown a
significant positive effect on the nurse work environment through the Magnet®
characteristics of enhanced autonomy, control over practice, and nurse-physician

relationships (Laschinger, Almost, Tuer-Hodes, 2003a; Upenieks, 2003). Additionally,
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evidence supports the relationship between structural empowerment and several staff
nurse outcomes including, increased nurse job satisfaction (Laschinger & Finegan, 2005;
Laschinger, Finegan, & Shamian, 2001a; Lautizi, Laschinger, & Ravazzolo, 2009; Ning,
Zhong, Libo, & Qiujie, 2009), perceptions of respect (Faulkner & Laschinger, 2008;
Laschinger, 2004; Laschinger & Finegan, 2005), trust in management (Laschinger &
Finegan, 2005), affective commitment (DeCicco, Laschinger, & Kerr, 2006; Smith,
Andrusyszyn, & Laschinger, 2010), innovative behavior (Knol & van Linge, 2009),
organizational commitment (Laschinger, Finegan, & Wilk, 2009; Yang, Liu, Huang, & Zhu,
2013), organizational citizenship behaviors (Gilbert, Laschinger, & Leiter, 2010); and
decreased burnout (Laschinger, Finegan, Shamian, & Wilk, 2003b), emotional exhaustion
(Gilbert et al., 2010; Laschinger et al., 2011), anticipated turnover (Hauck, Griffin, &
Fitzpatrick, 2011), and effort-reward imbalance (Kluska, Laschinger, & Kerr, 2004). These
findings are reported from geographically diverse acute-care settings including various
regions in the US, China, Canada, and the Netherlands. Study participants included staff
nurses representing all acute-care clinical specialties, with varying levels of experience,
education, and certification.

Patrick and colleagues (2011) report that the relationship between nurse manager
leadership and staff nurse clinical leadership was fully mediated by the degree of structural
empowerment in the work environment. In this study clinical leadership by staff nurses
was defined as “behaviours that provide direction and support to clients and the health
care team in the delivery of patient care. A clinical leader is a registered nurse (RN) who
influences and coordinates patients, families and health care team colleagues for the

purpose of integrating the care they provide to achieve positive patient outcomes” (Patrick
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etal, 2011, p. 450). The study included a randomized sample of 480 staff nurses from
Ontario, Canada working in acute care hospital environments. This is a compelling staff
nurse outcome that begins to elucidate the theoretical connection between leadership and
structural empowerment.

Structural empowerment and authentic leadership. Several studies have
examined the relationship between various leadership theories and structural
empowerment. Greco, Laschinger, and Wong (2006) found that nurse leaders utilizing
empowering behaviors significantly increased staff nurses’ perceptions of structural
empowerment, decreased job strain, and improved work effectiveness. Manojlovich (2005)
reported a statistically significant positive relationship between nurses’ perceptions of
their leader as strong and structural empowerment (r = .64, p <.01), which yielded more
professional practice behaviors among the staff nurses. The key role of nurse leaders was
further supported with evidence of significant correlations between leader-member
exchange, which emphasizes the quality of the leader-follower relationship, and structural
empowerment (r =.50, p <.01; Davies, Wong, & Laschinger, 2011). Laschinger and
colleagues (2009, 2011) highlight the significant contribution nurse leaders make at the
unit level by fostering a positive relationship with staff nurses and facilitating access to
structurally empowering work environments, garnering a more committed, satisfied
nursing workforce with less emotional exhaustion. Finally, nurse manager span of control
has been shown to be a significant moderator of the effect of emotionally intelligent
leadership practices and staff nurses’ perception of structural empowerment in their work

environment (Lucas, Laschinger, & Wong, 2008). While this body of literature provides
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compelling links between nursing leadership and structural empowerment, this literature
did not specifically examine authentic leadership.

While the studies discussed above focused on the influence leadership has on
structural empowerment, Manojlovich and Laschinger (2007) explored the idea that
structural empowerment must be in place before nurse leaders can access it and in turn
empower staff nurses. They contend that, “structural empowerment must be in place
before it can be accessed by nurse leaders and channeled further to their staff (Manojlovich
& Laschinger, 2007, p. 258). While the nested nature of both leadership and structural
empowerment must be acknowledged in the hospital setting, the unit of analysis for this
study was the care unit. Therefore, the influence nurse leaders have on structural
empowerment at the care unit level was analyzed in this study.

Two recent studies specifically explicated the relationship between authentic
leadership and structural empowerment. Laschinger, Wong, and Grau (2013) report that
authentic leadership had a significantly inverse relationship with staff nurse emotional

exhaustion ( 8 =-0.31 experienced nurses; 3 =-0.16 new graduate nurses) and cynicism
(B =-0.16 experienced nurses; 3=-0.21 new graduate nurses) through structural
empowerment ( = 0.40). Overall structural empowerment was significantly related to all

subscales of authentic leadership, but most strongly to balanced processing (r =.41, p <
.05) and self-awareness (r = .40, p <.05). Additionally, overall authentic leadership was
significantly related to all subscales of structural empowerment, with support (r=.43,p <
.05) being the strongest relationship (Laschinger et al., 2013). In another study, Wong and

Laschinger (2012) report a significantly positive direct relationship (= 0.46, p <.01)

between authentic leadership and staff nurses’ perceptions of structural empowerment,
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which resulted in increased job satisfaction and self-reported job performance. Authentic
leadership was strongly related to the structural empowerment subscale of formal power
(r=.43, p <.01), and the self-awareness subscale of authentic leadership was highly related
(r=0.45, p <0.01) to structural empowerment. These findings provide compelling
evidence of the value of examining authentic leadership and structural empowerment as
they relate to staff nurse and patient quality outcomes.
Staff Nurse Decisional Involvement

Decisional involvement has several closely related phenomena in the healthcare
literature, such as clinical decision-making and control over practice. While these terms are
at times used interchangeably, there are distinct differences among them. “Decisional
involvement is defined as the pattern of distribution of authority for decisions and
activities that govern nursing practice policy and the practice environment” (Havens &
Vasey, 2003, p. 332). This definition denotes power as well as a scope beyond clinical care,
inclusive of administrative decisions in the organization that affect the provision of nursing
care to patients. Decision-making in the literature generally relates to clinical decision-
making of nurses that takes place at the point of patient care (Noone, 2002). Infused in both
of these concepts is the notion of autonomy - with clinical autonomy relating to decision-
making and professional autonomy related to the unit and organization level decisional
involvement, sometimes referred to as control over practice (Kowalik & Yoder, 2010).

Control over practice “requires some kind of empowered, formal organizational
structure, extends beyond clinical decision making at the patient care interface, and is the
same as or highly similar to what the literature describes as professional autonomy”

(Kramer & Schmalenberg, 2003, p. 434). Control over practice is often operationalized by
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shared or collaborative governance committee structures, which can serve as a frame for
the process of staff nurse decisional involvement (Kowalik & Yoder, 2010).

As discussed during the introduction to this chapter, American Nurses Credentialing
Center (ANCC) Magnet® certification requires that the hospital is able to provide evidence
of formal structures and processes to enhance staff nurse decisional involvement (ANCC,
2008). However, “structure alone does not always result in a change in the distribution of
authority nor guarantee nurse control over practice or shared decision making” (Scherb,
Specht, Loes, & Reed, 2011, p. 163). Additionally, decisional involvement can also occur
outside these formal structures (Houser, ErkenBrack, Handberry, Ricker, & Stroup, 2012),
which is an important distinction from the definition of control over practice provided
above. Examples of more informal care unit level staff nurse decisional involvement could
include discussions at staff meetings, opportunities to initiate improvement projects on the
unit, staffing allocation decisions in the charge nurse role, and clinical decisions made at
the point of care in collaboration with patients. One could argue that both formal and
informal decisional involvement can have an influence on patient quality outcomes and
that a sole focus on formal mechanisms is misguided.

Given the ambiguous use of the terms decisional involvement, autonomy, and
control over nursing practice outlined above, Kramer and Schmalenberg (2003) conducted
interviews with twenty staff nurses from Magnet® hospitals to determine what control
over nursing practice meant to them. They found that staff nurses thought of autonomy as
independent judgment during a patient care encounter. Control over nursing practice was
seen as beyond this, with a broader sphere of influence at the unit and organizational level.

As one staff nurse stated, “autonomy is individual decision making for a patient. Control
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over practice is group decision making about general nursing practice and policy issues
that affects groups of patients...You can have individual autonomy for your patients on the
unit, but not have control over nursing practice” (Kramer & Schmalenberg, 2003, p. 443).

In their concept analysis of decisional involvement, Kowalik and Yoder (2010)
explicate the defining attributes to include distribution of authority (centralized or
decentralized), autonomy, empowerment, collaboration, responsibility, and accountability.
The antecedents of decisional involvement are participative management or a shared
governance structure, the nurse making the choice to be involved, and nurse control over
practice. The consequences of which are thought to be positive patient outcomes, enhanced
nurse satisfaction, decreased absenteeism, increased recruitment, and decreased turnover
(Kowalik & Yoder, 2010). While some of these relationships have been tested, and are
synthesized in the following review of the literature, others have minimal empirical
support, representing a gap in knowledge that this study begins to address.

Staff nurse decisional involvement and patient quality outcomes. In the 2004
Institute of Medicine report, Keeping patients safe: Transforming the nursing work
environment, increased nurse decisional involvement was identified as a key factor to
improving patient safety. The report identified nurses as the largest segment of the
healthcare provider population and as the most likely clinicians to have frequent, sustained
interactions with patients, making nurses integral to decision making to improve patient
outcomes. Recommendations 4-1 and 4-3 highlight the important role nursing leadership
plays in enabling staff nurse decisional involvement in the following ways:

* Facilitate input of direct-care nursing staff into operational

decision making and the design of work processes and work flow
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* Be provided with organizational resources to support the
acquisition, management, and dissemination to nursing staff of the
knowledge needed to support their clinical decision making and
actions
* Engage workers in nonhierarchical decision making and in the
design of work processes and work flow (Institute of Medicine,
2004, pp. 8-9)
Since this report, however, there have been few studies directly linking staff nurse
decisional involvement with patient quality outcomes. As reviewed below, the majority of
work to date has focused on the indirect influence on patients through staff nurse
outcomes. However, some recent work has been undertaken. Houser et al. (2012) indicate
that higher levels of staff nurse decisional involvement at the unit level resulted in fewer
catheter-associated blood infections (F = 3.94, p =.025) and fewer pressure ulcers (F =
3.87, p =.027). Additionally, they found that units that had higher staff nurse involvement
in staff planning had higher patient satisfaction results (Houser et al.,, 2012). One limitation
of this work is that each individual nurse manager entered the patient quality outcomes for
their care unit, which could lead to increased error in data entry or biased reporting of the
data.

Staff nurse decisional involvement and staff nurse outcomes. Utriainen and
Kyngas (2009) reviewed the literature related to nurse job satisfaction and found that the
three key themes across studies were: relationships between nurses (including open
discussion of unit issues), the opportunity to provide quality patient care, and the

organization of nursing work. Mrayyan (2004) found that staff nurses were often
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dissatisfied with their level of involvement in decision-making and that autonomy was
integral to staff nurse satisfaction in their role. The three most significant factors increasing
nurse autonomy were supportive management, education, and experience, with autocratic
leadership styles decreasing autonomy (Mrayyan, 2004).

A 2006 study demonstrated that staff nurses’ preferred decisional involvement is
significantly higher (p <.001) than their actual levels of decisional involvement (Mangold,
Pearson, Schmitz, Scherb, Specht, & Loes, 2006). The only significant determinant of the
preferred level of decisional involvement was working in a medical center (p=.029)
compared to other facilities in the network. Educational preparation of nurses or years of
experience were not found to be significant factors in this sample (Mangold et al., 2006).
Houston and colleagues (2012) indicate that staff nurses at Magnet® facilities had higher
actual decisional involvement scores (p=.01) than nurses working at either Magnet®-
aspiring or non- Magnet® facilities.

Houser and her colleagues (2012) surveyed nurses on 54 patient care units at nine
hospitals, and their findings indicate that nurses who perceived higher levels of
involvement on their unit had significantly lower levels of turnover intention (F = 4.79, p =
.012). Nurses in this sample reported greater involvement in clinical decision-making than
unit-based or organizational decision-making (Houser et al., 2012). Staff nurse decisional
involvement was measured in this study utilizing a tool developed by the authors, the
Houser/Graham-Dickerson measure of involvement. This tool was developed based on
focus group themes and is a Likert-type scale with 11 questions. Reliability tests were
conducted on 30 acute care units, with a Cronbach a =.895. The psychometric properties of

the tool were not reported (Houser et al., 2012). Examples of unit level or organizational
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level staff nurse decisional involvement includes self-scheduling, involvement in selecting a
nurse manager, clinical ladder programs, involvement in recruiting and interviewing
nursing and support staff, empowered to resolve patient or family complaints, and work on
interdisciplinary task forces and/or shared governance committees (Scherb et al.,, 2011).

Statistically significant differences have been found between staff nurses’ preferred
and actual decisional involvement, and between staff nurses’ preferred involvement and
nurse managers’ preferences for staff nurse decisional involvement. Staff nurses want to be
more involved than they are in practice, and their preferred levels of involvement exceed
what nurse managers prefer for staff nurse decisional involvement (Scherb et al., 2011).
The dissonance found between nurse managers and staff nurses has been supported
previously (Fusilero, Lini, Prohaska, Szweda, Carney, & Mion, 2008; Hess, 2004; Mrayyan,
2004).

Staff nurse decisional involvement link to leadership and structural
empowerment. According to a review by Wong et al. (2013), there is some indication that
leadership may facilitate higher levels of staff participation in care decision-making (Boyle,
2004; Castle & Decker, 2011; Cummings et al., 2010; Kroposki & Alexander, 2006; Mrayyan,
2004), but this can only occur in practice if the leadership approach is aligned with
structures for staff nurse empowerment. Tregunno and colleagues (2009) highlight the
importance of front-line nurse managers in facilitating staff nurse decisional involvement.
Additionally, work unit decisional involvement is statistically significantly related to
structural empowerment (2 = .80, p <.05; Laschinger, Sabiston, & Kutszcher, 1997). As
stated previously, nurse decisional involvement is often operationalized in hospitals as

collaborative governance, also referred to as practice councils. These mechanisms for staff
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nurse decisional involvement have revealed inconsistent findings in the literature related
to structural empowerment, with one research group reporting no significant relationship
(McDonald, Tullai-McGuiness, Madigan, & Shively, 2010) and another finding a statistically
significant positive relationship (Erickson, Hamilton, Jones, & Ditomassi, 2003). Laschinger
and Havens (1996) report that informal power, formal power, and overall structural
empowerment accounted for 48.5% of staff nurses’ control over practice (F=38.3,p <
.001). The formal power component was not statistically significantly predictive when
overall structural empowerment and informal power were already in the model
(Laschinger & Havens, 1996). These findings may reflect underlying assumptions about the
actual nurse decisional involvement experienced within the structures of committees or
councils. Measuring nurses’ decisional involvement more directly, as this study did, serves
to better explicate the relationship between leadership, structural empowerment, and staff
nurse decisional involvement.
Patient Quality Outcomes

The literature linking nursing leadership and the nurse work environment to
patient quality outcomes at the care unit level is limited with mixed findings. Even more
rare is work specifically examining the effect of authentic leadership and structural
empowerment within the nurse work environment on patient quality outcomes. As
discussed previously, much of the science to date has relied on nurse-assessed measures of
patient quality outcomes. Most of the evidence reviewed below relates to the broader
concepts of nursing leadership and the nurse work environment as they connect to patient
quality outcomes, with key exceptions noted. The findings of an integrative review indicate

that the nature of the relationship between the nurse work environment and patient
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outcomes is inconclusive (Bae, 2011). This finding will be further explicated along with
each variable of interest in the sections that follow, but serves here as an understanding of
the overall theme to be presented below. As discussed in chapter one, for the purposes of
this study, patient quality outcomes was the broad umbrella term inclusive of the hospital
acquired conditions (falls with injury and pressure ulcers) and patient satisfaction.

Hospital acquired conditions. The two hospital acquired conditions that were
analyzed in this study are rates of patients’ falls with injury and pressure ulcers. These
metrics both have well-established definitions, measurement, and reporting standards and
are sensitive to nursing care interventions (Montalvo, 2007). As discussed in chapter one,
these metrics both have significant cost and quality ramifications. While there are certainly
other pertinent patient quality outcome metrics, in an effort to assure adequate statistical
power for this analysis the number of outcome variables needed to be limited.

Falls with injury. The literature explicitly related to falls with injury is limited given
the relatively new acknowledgement of the distinction between falls rates and falls with
injury. One reason for this emerging distinction is the concern that fall prevention
programs can result in the unintended consequence of increasing physical restraint
utilization (Agency for Healthcare Research and Quality, 2013; Coussement, De Paepe,
Schwendimann, Denhaerynck, Dejaiger, & Milisen, 2008). An analysis of 2006-2008 NDNQI
falls data found an overall fall rate of 3.56 falls/1,000 patient days, with 26.1% of those falls
resulting in injury (0.93/1,000 patient days). Of the falls with injury, 85.6% were classified
as minor, 9.8% as moderate, 4.3% as major, and 0.2% resulted in patient death (Bouldin et

al., 2013). Hitcho and colleagues (2004) indicate that 50% of falls were related to patients’
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bowel or urinary elimination needs and that these falls were associated with a significant
increased risk of injury.

A recent NDNQI (2012) report indicates that the national, hospital acquired falls
with injury rate has been steadily declining from 1.12 in 2007 to 0.93 in 2011. Similar
findings are reported elsewhere with fall rates declining by 0.4% per quarter and falls with
injury rates declining 1% per quarter (Bouldin et al., 2013). However, as these authors
point out, while these are statistically significant results from the extremely large NDNQI
database, these findings may not be clinically meaningful reductions.

Falls with injury and the nurse work environment. Several studies have reported a
significant difference in fall rates across different types of units, with medical-surgical units
consistently having higher fall rates than intensive care units (He, Dunton, & Staggs, 2012;
Lake & Cheung, 2006; Warshawsky, Rayens, Stefaniak, & Rahman, 2013). Fall rates are
statistically significantly higher on medical units (4.03/1000 patient days) with a
corresponding injury rate of 1.08, compared to surgical units with rates of 2.76 and 0.67,
respectively (Bouldin et al., 2013). This pattern of outcomes across unit types are mostly
attributed to differences in risk for falls and risk for injury among the patient populations
served on these units, such as a larger geriatric population on medical units compared to
surgical units (Bouldin et al., 2013).

No statistically significant relationship was found between fall or fall with injury
rates related to nurse staffing levels; however, significant hospital characteristics included
region in the US, metropolitan status, Magnet® status, and academic medical center status
(Bouldin et al., 2013). Similar results are reported by Lake and colleagues (2010) who

found that RN education level, certification, and staffing levels on general care units, were
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not significantly associated with patient fall rates. However, Magnet® status was a
significant inverse predictor of fall rates across all unit types (Lake, Shang, Klaus, & Dunton,
2010).

Nurse dose is a concept consisting of the, active ingredients (i.e., education,
experience, skill mix) and intensity (i.e., full time equivalents, nurse to patient ratio, RN
hours per patient day; Manojlovich, Sidani, Covell, & Antonakos, 2011). Results indicate a
significant relationship between the concept of nurse dose and reduction of patient falls,
with the active ingredients of education, experience, and skill mix, appearing to make a
more significant contribution than the intensity components (Manojlovich et al., 2011).
These findings allude to the importance of the context of who makes up the nurse work
environment above the numbers of people or nursing hours worked within the setting.

Falls with injury and nursing leadership. While there are no studies testing authentic
leadership and patient falls with injury, Houser (2003) presented evidence of
transformational leadership, another relational leadership approach, having a statistically
significant positive effect on staff nurse expertise which contributed significantly to a
decreased rate of patient falls. These results were later validated with a larger sample size
(Capuano et al., 2005) pointing to the need to test models articulating the mechanisms by
which nursing leadership has an effect on patient quality outcomes, including fall rates.
However, no significant relationship was found between nursing leadership and patient
falls in a 2004 study by Boyle. In this study nurse leadership was measured as a subscale
component of the NWI-R tool, which as discussed previously, does not provide depth of

understanding regarding leadership. Additionally, this study undertook direct testing of
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leadership to patient quality outcomes, without measuring the indirect mechanisms of
leadership influence, as this current study did.

While interventions aimed specifically at improving falls with injury is beyond the
scope of this dissertation, a brief discussion is warranted given the relationship between
nurse leadership, the work environment, and efficacy of the interventions. There is some
evidence of successful intervention bundles directed at reducing falls and falls with injury.
This approach to quality improvement is referred to as bundling when the effect on the
outcome of interest is realized by a variety of evidence-based interventions, generally three
to five, working together (Institute for Healthcare Improvement, 2011).

A fall prevention bundle is implemented by a multidisciplinary team and includes
components such as assessment of fall risk, communication among team members, patient
education about fall risk, medication review, environmental review, and ambulation plan.
While fall prevention bundles have shown some success, in recent reviews the pooled
analysis is not always statistically significant. Coussement et al. (2008) report non-
significant findings in their meta-analysis (including eight studies) of fall prevention
bundles to reduce fall rates. However, the majority of the studies in this analysis were
conducted on long-stay and rehabilitation units rather than acute-care hospital units and
only four of the included studies examined a multifactorial intervention bundle, with the
remaining studies examining a single intervention.

Cameron et al. (2010) indicate in their integrative review that there is some
evidence of the effectiveness of bundled strategies to reduce fall rates specifically among
the elderly population. Testing of a fall prevention toolkit that is individualized to patient

specific risk factors showed significant reductions in fall rates in a randomized control trial
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and showed particular effectiveness for patients 65 years and older (Dykes et al., 2010).
Lastly, “multifactorial fall prevention intervention programs that included fall-risk
assessments, door/bed/patient fall-risk alerts, environmental and equipment
modifications, staff and patient safety education, medication management targeted to
specific types, and additional assistance with transfer and toileting demonstrate reduction
in both falls and fall injuries in hospitalized patients” (Spoelstra, Given, & Given, 2012, p.
92). While these findings are encouraging, a recurring theme in the discussion section of
these studies related to the key role of leadership in managing the change process,
infrastructure support to ease implementation of the interventions, and the sustainability
of the bundled intervention programs. Infrastructure support could include things such as
automatically generated fall risk alerts for patients’ rooms and more lifting equipment
available at the point of care. Therefore, a clearer understanding of the roles of authentic
leadership and structural empowerment in facilitating and sustaining improved rates of
falls and falls with injury is warranted.

Hospital acquired pressure ulcers. A systematic review of the literature reports
the three most frequent predictors of patients developing a pressure ulcer are
mobility/activity, perfusion, and skin/pressure ulcer status (Coleman et al., 2013).
Additional factors include skin moisture, age, hematological measures, nutrition, and
general health status (Coleman et al., 2013). Hospital acquired pressure ulcers (HAPU) are
generally avoidable (Baharestani et al., 2009) with the National Quality Forum
characterizing HAPUs as “largely preventable, grave errors” (2008, p. 1). As of October 1,
2008, CMS stopped reimbursing hospitals for costs of treating stage 11l and IV HAPUs (CMS,

2014).
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Hospital-acquired pressure ulcers and the nurse work environment. Hospital acquired
pressure ulcer rates have been reported as lowest on surgical care units and highest on
intensive care units, with an overall significant downward trend from 2004-2011 (He,
Staggs, Bergquist-Beringer, & Dunton, 2013). Overall, HAPU rates are higher at large,
teaching hospitals, with no significant difference found between Magnet® and non-Magnet®
facilities. However, increased RN skill mix was associated with significantly lower rates of
HAPU. Additionally, while nursing hours per patient day (HPPD) was not found to be a
significant factor on medical or surgical care units, it was inversely associated with HAPU
rates on critical care, step-down, and rehabilitation units (He et al., 2013).

A systematic review analyzing the effectiveness of HAPU prevention interventions
found that the key components across 26 studies included “simplification and
standardization of pressure ulcer-specific interventions and documentation, involvement
of multidisciplinary teams and leadership, use of designated skin champions, ongoing staff
education, and sustained audit and feedback” (Sullivan & Schoelles, 2013, p. 410). Once
again, this approach to quality improvement is referred to as bundling (Institute for
Healthcare Improvement, 2011). While the bundle yields improvement in HAPU rates, the
authors also raise issues presented in the studies related to sustainability and contextual
factors, similar to the fall prevention bundle literature discussed previously.

The sustainability of bundle approaches, which are costly and resource intensive,
can be challenging, especially as organizations add additional quality outcomes (Agency for
Healthcare Research and Quality, 2013). The evidence presented in the integrative review
highlight that while the efficacy of the bundle is supported, there is a gap in knowledge

related to the specific value of bundle components. The contextual factors included
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sufficient staffing, documentation, nurses taking ownership, and support from leadership
all having an effect on the sustainability of the bundle approach (Sullivan & Schoelles,
2013). In order to ensure the expected outcomes from these intervention bundles and
achieve synergies across patient quality outcome metrics, a clearer articulation of the
influence of nurse leadership and structural empowerment is indicated.

Hospital-acquired pressure ulcers and nursing leadership. While Castle and Decker
(2011) report a statistically significant relationship between nursing leadership and
decreased pressure ulcer rates, three other studies found no such relationship between
these variables (Boyle, 2004; Flynn et al., 2010; Taylor et al., 2012). It is worth noting that
Flynn et al. (2010) and Boyle (2004) utilized a subscale of the Nursing Work Index-Revised
(NWI-R) to assess manager ability and support, and Taylor et al. (2012) utilized a subscale
of the Safety Attitudes Questionnaire (SAQ), rather than a tool specifically validated to test
a leadership theory. The significant findings of Castle and Decker (2011) were obtained
utilizing the Bonoma-Slevin model of leadership. These differences in leadership
measurement highlight the issue of overlooking the indirect mechanisms through which
leadership affects patient quality outcomes (Wong et al., 2013), such as staff nurse
decisional involvement, as was examined in this study. Additionally, Warshawsky and
colleagues (2013) reported a significant relationship between nurse manager turnover and
an increased rate of pressure ulcers at the unit level, which indicates a relationship
between unit-level leadership and patient quality outcomes. These mixed, inconclusive
findings with varying measurement approaches indicate the need for additional empirical

work.
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Patient satisfaction. Patient satisfaction is the final patient quality outcome
variable of interest reviewed for this study. Patient satisfaction is “not a unitary concept
but rather a distillation of perceptions and values. Perceptions are patients' beliefs about
occurrences...Values are the weights patients apply to those occurrences. They reflect the
degree to which patients consider specific occurrences to be desirable, expected, or
necessary” (Kravitz, 1998, p. 280). Donabedian (1966) clearly articulated the utility of
patient satisfaction as a metric of quality by stating, “the effectiveness of care... in achieving
or producing health and satisfaction, as defined for its individual members by a particular
society or subculture, is the ultimate validator of the quality of care” (p. 185). Patient
satisfaction is typically measured with either a survey tool or interview administered
directly to the patient to assess the patient’s satisfaction with care. As of October 2006, CMS
standardized the measurement of patient satisfaction within the acute-care, hospital
setting by adopting the HCAHPS survey tool (HCAHPS Fact Sheet, 2013). It is important to
note that satisfaction differs from other closely related concepts, such as the patient’s
perception of safety or quality of care, which are outside the scope of this proposal. While it
can be difficult for patients to accurately assess the safety or quality of the care
environment, patients are the source of choice for satisfaction with the care they received.

Patient satisfaction and the nurse work environment. Numerous studies have
found a statistically significant, positive relationship between a healthy nurse work
environment, as measured by the NWI-R or the PES-NWI, and enhanced patient satisfaction
(Aiken et al., 2012; Boev, 2012; Brooks-Carthon, Kutney-Lee, Sloane, Ciminotti, & Aiken,
2011; Kutney-Lee et al., 2009; McHugh, Kutney-Lee, Cimiotti, Sloane, & Aiken, 2011; Vahey,

Aiken, Sloane, Clarke, & Vargas, 2004). “The quality of the nurse work environment was
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found to be associated with all ten measures of patient satisfaction,” (Kutney-Lee et al,,
2009, p. w675) as measured by the HCAHPS tool. Brooks-Carthon et al. (2011) frame the
significance of their findings by stating “If hospitals were to improve their work
environment from poor to good and reduce nurses’ workload by an average of one patient
per nurse, their patients’ satisfaction would shift from the 50t to the 84t percentile of all
hospitals” (p. 306).

Other relevant findings report on phenomena related to the nurse work
environment and the corresponding influence on patient satisfaction. Bacon and Mark
(2009) found two significant relationships - both RN work engagement and level of
support services for nurses had a significant association with patient satisfaction. Kee et al.
(2005) indicated that patient satisfaction was significantly higher in ICU settings compared
to general care settings. Larrabee et al. (2004) showed that patient satisfaction was
enhanced by perceived nurse caring and effective RN-MD collaboration. Finally, Mark,
Salyer, and Wan (2003) indicated that smaller unit size and increased nurse skill mix both
positively influenced patient satisfaction. Taken together these findings provide some
initial support for care unit level factors that have an influence on patient satisfaction
outcomes.

Patient satisfaction and nursing leadership. Statistically significant positive
relationships between nursing leadership and patient satisfaction have been reported
(Doran et al., 2004; Havig, Skogstad, Kjekshus, & Romoren, 2011; Kroposki & Alexander,
2006). Other studies have found no significant relationship between nursing leadership
and patient satisfaction (Gardner, Thomas-Hawkins, Fogg, & Latham, 2007; Larrabee et al.,

2004; Raup, 2008). However, the Raup (2008) study had a small sample size, and the
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Gardner et al. (2007) study only examined the hemodialysis work environment, so these
findings may not be generalizable to acute-care units within the hospital setting. Once
again the variability in the rigor of designs and the contradictory findings in the literature
point to the need for further testing of the relationships among the nurse work
environment, nursing leadership, and patient satisfaction outcomes.

Summary

The review of this literature presents the state of the science connecting nursing
leadership broadly with structural empowerment and their effect on the outcomes of staff
nurse decisional involvement and the patient quality outcomes of falls with injury, pressure
ulcers, and patient satisfaction. Based on the findings discussed above, there is inconclusive
evidence of the relationship between a healthy nurse work environment and patient
quality outcomes at the care unit level in the hospital setting. Authentic leadership and
structural empowerment are two promising theories to examine components embedded in
the nurse work environment and their influence on patient quality outcomes.

Among the recommendations of a systematic review of the literature linking nursing
leadership to patient quality outcomes, was the need for testing explicit leadership models
and the mechanism by which leaders influence outcomes (Wong et al., 2013). These
authors call attention to the theory of authentic leadership stating, “the utility of this theory
is that it emphasizes possible mechanisms through which leadership influences
performance, and how followers shape leadership within and between various
organizational contexts, climates, and cultures” (Wong et al.,, 2013, p. 719). Several authors
have called for objective outcome measures for both staff nurses and patients related to

authentic leadership (Bamford et al., 2013; Gardner et al., 2011; Shirey, 2006; Wong et al.,
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2010) “Studies examining authentic leadership and links to objective outcome measures
reflecting quality of care such as patient satisfaction, adverse events and nurse-sensitive
outcomes are recommended” (Wong et al., 2010, p. 898). Additionally, Wagner and
colleagues (2010) recommend future structural empowerment work include objective
outcome measures, such as rates of falls and pressure ulcers, rather than continued
reliance on staff nurses’ perception of the quality of patient care. They also call for the
integration of nursing leadership into the understanding of structural empowerment and
outcomes.

Lastly, the care unit as the unit of analysis for this study makes a significant
contribution to knowledge as “few studies have demonstrated specific contextual effects of
nurses nested within their work units” (Laschinger et al., 2009, p. 233). Mallidou and
colleagues (2011) found that most studies of authentic leadership were conducted at the
individual unit of analysis and call for a focus on the group or team level outcomes related
to authentic leadership. “More research is needed on nested subcultures within healthcare
organizations for better understanding differentiated subspecialty effects on complexity of
care and outcomes in hospitals” (Mallidou, Cummings, Estabrooks, & Giovannetti, 2011, p.

81). This study begins to address these significant gaps in knowledge.
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CHAPTER THREE: RESEARCH DESIGN AND METHODS
Design

Working from a postpositivist perspective this study was a cross-sectional, web-
based survey design combined with an analysis of patient quality outcome data gathered at
the care unit level. “The purpose of a survey is to provide statistical estimates of the
characteristics of a target population [based on a sample]...One fundamental premise of the
survey process is that by describing the sample of people who actually respond, one can
describe the target population” (Fowler, 2008, pg. 11). The survey design of this study
provided an objective measure of abstract human concepts, namely authentic leadership,
structural empowerment, staff nurse decisional involvement, and patient satisfaction. The
cross-sectional, web-based survey of nurses measured their perceptions of authentic
leadership, structural empowerment, and staff nurse decisional involvement at the care
unit level and the influence on patient satisfaction. By measuring staff nurses’ perceptions
of authentic leadership and structural empowerment the social desirability response bias
was reduced compared to having nurse managers’ self-assessment of their leadership and
work environment (Polit & Beck, 2012; Wong & Cummings, 2007).

Sample and Setting

The participants for this study were a nonprobability sample of staff nurses working
on 105 general care units at five healthcare systems, one located on the east coast, one in
the Midwestern region, one in the southeast, one in the Rocky Mountain region, and one on
the west coast of the United States. Eleven hospitals across these five systems participated
in this study, and represented urban, suburban, and rural settings, with academic medical

centers and community hospitals represented. The hospitals represented a mix of Magnet®
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and non- Magnet® facilities as well as union and non-union environments. This PI recruited
the five healthcare systems by contacting each system or hospital’s chief nurse officer
(CNO). Each nurse leader verbalized an interest and willingness to support the conduct of
this study within their healthcare system pending Boston College and healthcare system
IRB approval of the study. Additionally this PI had follow-up conversations about the plan
of study with nursing research personnel within each system. The patient quality outcome
data were collected from each hospital’s quality database at the care unit level.

Power Analysis

For the power analysis (G*Power 3.1; Faul, Erdfelder, Buchner, & Lang, 2009) a
regression model was assumed with a primary predictor as the presence of three
predictors and a variance inflation factor of 1.50. A standard error deviation of one was
assumed in this power analysis. In order to detect a significant regression coefficient of
size 0.482 (standard deviation units), which represents a moderate effect size, with 85%
power, at least 60 care units were needed in the data analysis for this study. The
significance level was set at 0.05. In order to attain the minimum care unit sample size of
60, and to afford greater statistical power to detect a smaller effect size for this data
analysis, 108 care units were recruited to participate in this study. Of the 108 care units
recruited, 105 care units were utilized in the final data analysis.

In this study the unit of analysis was the care unit. General care units were defined
as inpatient units that deliver 24-hour care. Patient satisfaction data were only collected
from the unit where patients were discharged home; therefore, this led to the decision to
exclude intensive care and step-down units. Additional exclusions were the operating and

emergency departments, since the patient quality outcome of patient satisfaction is
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measured based on the unit from which the patient was discharged. Obstetrical units were
also excluded since patients on these units are generally experiencing a time of wellness
rather than illness, thus complicating the analysis. Given the importance of the relationship
between staff nurses and their unit-based leader, care units were excluded from the
analysis if the nurse manager role was vacant.
Procedures

Piloting Instruments and Procedures

The three survey tools and the demographic tool were informally pilot-tested with a
small group of staff nurses from outside the sample discussed above. Subjects in the pilot
survey were asked to complete a survey through Qualtrics® containing the three tools
discussed in greater detail below and the demographic questionnaire. Qualtrics® is a
private, web-based survey company founded in 2002, which has been used in every major
academic setting in the US (Chapman, 2012; Qualtrics®, 2015). A free text box was available
at the end of each section and at the completion of the survey to provide any questions or
concerns. Some participants were asked to complete the survey on a mobile device to
confirm the layout of the tools was appropriate for completion in this format. Unique links
to the survey were sent to each subject in the pilot to also test the embedded data related
to unit, hospital, and system of origin. The data from the pilot phase was downloaded into
Excel®and then into SPSS® to ensure data collection and management occurred as planned.
This afforded insight into some minor challenges with particular questions’ formatting and
logistics of taking the survey in Qualtrics® as well as assess the time burden for subjects
(approximately 15 minutes). Minor revisions were made to the survey formatting based on

this pilot testing.
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Participant Recruitment

Boston College IRB approval was obtained for this study (Appendix B). Among the
five health systems there were varying requirements for IRB approval. Four of the sites
required application to their IRB, which then ceded approval to the Boston College IRB. One
site required a formal IRB approval by their system, which was obtained. Additionally, one
site required presentation to and approval by the site’s nursing research council. Once
these approvals were in place all staff nurses working on all eligible general care units at
the healthcare systems were invited to participate in this study. This PI obtained email
addresses directly from organizational IS systems, which enabled direct emailing to a
confirmed, work email address. This data collection procedure was not feasible in one of
the five systems due to institutional policy. In this instance, this PI created a unique survey
for each care unit within Qualtrics®. This unique survey link was then sent to an employee
internal to the healthcare system and forwarded along to the appropriate staff nurses. This
PI provided communication with unit-based nursing leadership at each study site to
discuss the purpose and significance of the work and enlist support for the study. Local
leaders were asked to discuss the study with their staff.
Data Collection

A modified Dillman approach to survey implementation was undertaken to
maximize response rate (Dillman, Smyth, & Christian, 2009). While a response rate > 60%
would have been ideal (Wong et al., 2013), staff nurse survey response rates vary
considerably from 33-66% (Armstrong et al., 2009; Laschinger et al., 2011; Manojlovich &
Laschinger, 2007; McDonald et al., 2010; Smith et al., 2010; Wong & Laschinger, 2012).

Refer to Figure 2 for the communication timeline for each site’s survey data collection
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period. One week prior to sending the web-based survey, nurses on each care unit received
an email notification about the study and what to expect the following week. A means to
contact the PI was provided should any questions or problems arise with the survey. The
complete series of email communications to staff nurse participants is in Appendix C. A
rolling start design was utilized to enable data collection feasibility and to address any
procedural concerns with the first healthcare system before beginning data collection at
the next system. The email with the survey had a link and a URL that could be copy and
pasted into a web-browser should the link not work directly. When a participant accessed
the survey link, the first page was the consent form (Appendix D). Two follow-up email
reminders were sent to participants. The first reminder was sent one week after the survey
was distributed and the second reminder was sent one week after the initial reminder.
These reminder procedures represent a modification to the Dillman (2009) approach to
slightly shorten the timeframe of data collection for this study. This resulted in a data
collection period of three weeks per healthcare system, and an overall data collection

period of four months in July - November of 2014.

Figure 2. Communication Plan for Survey Data Collection
Data Management

Prior to data collection a codebook was created in SPSS® with definitions for each
abbreviated item. Each staff nurse was sent a unique link to the Qualtrics® survey with
embedded code to allow nesting of data within units, hospitals, and systems. Once the

survey was completed Qualtrics® blocked that link from being used again, thus preventing
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a subject from completing the survey multiple times. Survey data as well as the
demographic information were collected through Qualtrics®. As data collection occurred
through Qualtrics®, the system was set up to automatically strip the subject’s email address
from the data making each submission anonymous, only leaving the embedded coding for
healthcare system, hospital, care unit, and a de-identified unique subject identification
number. Upon completion of the data collection phase, the data were downloaded into
Excel® and then SPSS® for data analysis and stored on a password protected computer,
locked in this PI’s office for data security.

The unit and hospital characteristics as well as the patient care quality metrics were
collected by this PI from each institution, working with internal nurse research and quality
and safety colleagues. These individuals at each healthcare setting had ongoing meetings
with this PI to discuss feasibility and logistical concerns.

Data Collection Instruments

Table 1 provides an overview of the data collection instruments for each variable of
interest in this study. Staff nurses completed the first three validated tools, and this PI
collected the HCAHPS results for each care unit from hospital administrative databases. For
the purposes of this study staff nurses were instructed to think about the formal manager

and the work environment of the care unit where they work the majority of the time.
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Table 1

Data Collection Instruments
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Tool Variable # of [tems & Responses Cronbach’s
Scales alpha
Authentic AL Avolio, 2007 16 0-4 Likert Range 0.70-
Leadership 4 subscales  scale 0.90
questionnaire
(ALQ)
Conditions of SE Laschingeret 19 1-5 Likert Range 0.78-
work 6 subscales  scale 0.89
effectiveness
questionnaire
11 (CWEQ-II)
Decisional Staff Nurse 21 1-5 Scale Range 0.91-
Involvement DI Vasey, 2003, 6 subscales Actual vs 0.95
Scale (DIS) Preferred
scores
Hospital Patient Standardized 3 Items: Always- 0.94
Consumer Satisfaction toolin US -Nurse Usually-
Assessment of Composite Sometimes-
Healthcare requirement) score Never Scale
Providers and -Overall for Nurse
Systems satisfaction = Composite;
(HCAHPS) with care 0-10 scale
survey -Likely to for overall
recommend satisfaction;
hospital Definitely no
to definitely
yes for likely
to
recommend

Authentic Leadership Measure (ALQ)

Authentic leadership was measured utilizing the Authentic Leadership

Questionnaire (ALQ) developed by Walumbwa and colleagues (2008). This instrument

includes 16 items along the four subscales of relational transparency (5 items),
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moral/ethical conduct (4 items), balanced processing (3 items), and self-awareness (4
items). The questionnaire was used to assess employees’ perceptions of their manager and
has previously been utilized with staff nurse populations (Wong & Giallonardo, 2013).
Responses are on a 0 —4 Likert scale, from zero (not at all) to four (frequently, if not
always), with higher scores representing higher levels of authentic leadership. All items on
the scale are averaged to obtain an overall authentic leadership score, and each of the four
subscale scores is calculated by averaging the items within that scale (Wong & Giallonardo,
2013). Cronbach’s alpha for this tool ranges between 0.70 -0.97 (Walumbwa et al., 2008;
Wong et al,, 2010), which indicates adequate reliability (Fox, 2008). Multiple confirmatory
factor analyses were undertaken by Walumbwa and colleagues (2008) with diverse
samples from the US, China, and Kenya. The discriminant validity of the ALQ to existing,
established measures of leadership, including transformational and ethical leadership
questionnaires was reported as follows: “ALQ and ethical leadership (unconstrained
correlation, % (298) = 629.77; constrained correlation, x% (299) = 685.46; Ax%? = 55.69, p <
.01) and authentic leadership and transformational leadership (unconstrained correlation,
X% (458) = 1107.02; constrained correlation, x2 (459) = 1131.51; Ax?2 = 24, p <.01";
Walumbwa et al., 2008, p. 110). These findings suggest a relationship among the leadership
constructs, and that authentic leadership is significantly different from transformational or
ethical leadership.
Structural Empowerment Measure (CWEQ-II)

The structural empowerment variable was measured utilizing the Conditions of
Work Effectiveness Questionnaire-II (CWEQ-II), which contains 19 items that assess the six

domains of structural empowerment: opportunity, information, support, resources, formal
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power, and informal power. Embedded within the CWEQ-II are, 1.) Job Activities Scale II
(JAS-II) which consists of three items to measure formal power and 2.) Organizational
Relationship Scale (ORS- II), which consists of four items to measure informal power
(Laschinger et al., 2001b). A two-item Global Empowerment Subscale (GES) is used for
construct validation purposes and is not included in the total empowerment score. Items
are rated on a five-point Likert scale with responses ranging from 1 = ‘none’ to 5 = ‘a lot’
(Laschinger et al., 2013). Higher scores indicate higher perceptions of structural
empowerment, with an overall structural empowerment score ranging between 6 - 30. The
mean score for each subscale is calculated with the total score as the sum of the six
subscales’ mean values (Laschinger et al., 2001b). Total scores in the range of 14 - 22
indicate moderate structural empowerment in the environment, scores of 23 - 30 indicate
high levels of structural empowerment, and scores below 14 indicate low levels of
structural empowerment (Piazza, Donahue, Dykes, Griffin, & Fitzpatrick, 2006; Wong &
Laschinger, 2012). Cronbach’s alpha coefficients for the questionnaire range between 0.78
- 0.93 (McDonald et al.,, 2010), which indicates adequate reliability of the tool (Polit & Beck,
2012). Confirmatory factor analysis revealed a good fit of the hypothesized factor structure
(x%2=279,df=129, CF1 =.992, IF1 =.992, RMSEA =.054), supporting the construct validity
of the CWEQ-II (Laschinger et al., 2001b).
Staff Nurse Decisional Involvement Measure (DIS)

Decisional involvement is often measured as a component embedded in a broader
assessment of the nurse work environment, such as the Nursing Work Index-Revised
(NWI-R; Aiken & Patrician, 2000) and the Practice Environment Scale (PES; Lake, 2002).

The Decisional Involvement Scale (DIS) is the only tool specifically designed and validated
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to measure staff nurse decisional involvement, with the six subscales of unit staffing,
quality of professional practice, professional recruitment, unit governance and leadership,
quality of support staff practice, and collaboration/liaison activities (Havens & Vasey,
2005). The confirmatory factor analysis revealed a good fit of the hypothesized factor
structure (NFI =.982, RMSEA =.070), with overall Cronbach’s alphas for the DIS ranging
from 0.91 to 0.95 (Havens & Vasey, 2005; Scherb et al., 2011). Subjects respond to each
item indicating who has the primary decision-making authority on their care unit.
Response choices are: 1 = administration/management only, 2 = primarily
administration/management with some staff nurse input, 3 = equally shared by
administration/management and staff nurses, 4 = primarily staff nurses with some
administration/management input, and 5 = staff nurses only (Havens & Vasey, 2005). DIS
measures staff nurse preferred and perceptions of actual decisional involvement, allowing
for analysis of dissonance, with either decisional saturation (more than desired) or
decisional deprivation (less than desired; Havens & Vasey, 2003). The decisional
dissonance score is calculated by obtaining the absolute difference between the actual and
desired scores (Havens & Vasey, 2005). Refer to Appendix E for the letters of permission to
use the ALQ, CWEQ-II, and DIS survey instruments.
Patient Quality Outcome Measures

The patient quality outcomes measures of interest include hospital acquired
conditions and patient satisfaction with care.

Hospital acquired conditions measure. The hospital acquired conditions of falls
with injury and pressure ulcers, which are collected with standardized NDNQI definitions

and measurement, were mined from organizational databases. This process provided
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standardization of event definition as well as data collection methods across care units and
hospitals. Each of these metrics is measured per 1,000 patient days to standardize the rates
of falls with injury and HAPUs across care units and hospitals of differing sizes. While
evidence suggests that seasonality of HAPUs is decreasing, this is still a factor that must be
controlled for, with an annual rate of HAPU more representative of the practice and
outcomes on a particular unit (He et al., 2013). Therefore, data points for four quarters
over the past year were collected to reduce the known noise in the patient quality
outcomes of falls with injury and HAPUs. Additionally, these patient quality outcomes vary
in known ways across unit types, reflecting differences in the patient populations served
(Bouldin et al., 2013; He et al., 2013). Therefore, as the models were built during data
analysis, unit type was entered as a potential covariate to control for these established
differences.

Patient satisfaction measure (HCAHPS). HCAHPS is an internationally recognized
tool that was adopted by CMS in 2006 as the standard measure of patient satisfaction
required of hospitals in the US (HCAHPS Fact Sheet, 2013). The tool is valid with a reported
confirmatory factor structure (CFI =.981, SRMR =.116, RMSEA =.027; Hurtado, Angeles,
Blahut, & Hays, 2005) and reliable (Cronbach’s alpha = 0.94; Goldstein, Farquhar, Crofton,
Darby, & Garfinkel, 2005; Jha, Orav, Zheng, & Epstein, 2008) for assessing patient
satisfaction and was developed specifically for the acute-care, hospital setting. Goldstein
and colleagues (2005) reported the detailed process of the HCAHPS tool development and
testing. “It included a public call for measures, multiple Federal Register notices soliciting
public input, a review of the relevant literature, meetings with hospitals, consumers and

survey vendors, cognitive interviews with consumer, a large-scale pilot test in three states
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and consumer testing and numerous small-scale field tests” (p. 1977). The seven composite
(subscale) scores for the tool include communication with doctors, communication with
nurses, responsiveness of hospital staff, cleanliness and noise level of the physical
environment, pain control, communication about medications, and discharge information
(Goldstein et al., 2005). One of the limitations of the HCAHPS tool is that it only measures
patient satisfaction from the care unit where the patient was discharged from the hospital,
leaving significant gaps in understanding about satisfaction with hospital emergency
departments, operating rooms, and intensive care units. However, this limitation will not
affect the current study, since the unit of analysis is the general care units, where the vast
majority of patients are discharged from the hospital. As HCAHPS data are already collected
as part of typical practice in each of the sample care units, this PI did not directly collect
these data. Rather, these data were obtained from hospital quality departments.
Staff Nurse Demographic and Unit/Hospital Characteristics Tool

Appendix A reports the staff nurse demographics and unit and hospital
characteristics that were collected in this study. Their selection was based on previous
research in this area (Lake et al., 2010; Laschinger et al., 2009; Manojlovich & Laschinger,
2007; Wong et al., 2010). Staff nurses who responded to the survey instruments discussed
above self-reported their personal demographic information. The hospital and unit
characteristics were obtained from each organization’s administrative database, working
with internal research and quality improvement personnel.

Data Analysis

Assessment of Data
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The survey data from the ALQ, CWEQ-II, and DIS were downloaded from Qualtrics®
into Microsoft Excel® and then imported into the Statistical Package for the Social Sciences
(SPSS®), where data analysis was undertaken (SPSS® inc., version 21.0, Chicago, IL). The
patient quality outcome and the unit/hospital characteristics data were uploaded into
SPSS® by this PI from an Excel® file provided by each participating hospital. The data were
assessed for extent of missing data. Descriptive statistics (i.e., measures of central tendency
and standard deviations) are reported for all major study variables, and reliability
estimates were calculated for each survey tool. Additionally, the major study variables
were checked for normality. All analyses were two-tailed tests, with a level of significance
(p <.05).

Participant Response Rate

The participant response rate is reported for each care unit. While it was the intent
to assess for nonresponse bias utilizing key demographics from each hospital (MacDonald,
Newburn-Cook, Schopflocher, & Richter, 2009) and comparing them to known institutional
values, this proved to be too great a barrier to study participation. The hospitals either did
not have these data collected or retrievable in a manageable form, or there were
institutional policies against sharing such information.

Descriptive Characteristics

Staff nurse, unit, and hospital descriptive characteristics as outlined in Appendix A
are reported or presented in tables. Staff nurse demographic information was collected in
the web-based survey, and this PI collected unit and hospital demographics in conjunction
with healthcare system research colleagues.

Testing the Research Hypotheses
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Research question 1. What are the unique and combined effects of authentic
leadership and structural empowerment on staff nurse decisional involvement?

H1a: As authentic leadership scores increase, staff nurse decisional involvement
scores will increase.
H1b: As structural empowerment scores increase, staff nurse decisional
involvement scores will increase.
H1c: The combined effects of increased authentic leadership and structural
empowerment will result in the highest scores of staff nurse decisional
involvement.

Regression models were used to analyze the relationship between authentic
leadership (AL), structural empowerment (SE), and staff nurse decisional involvement (DI).
Because nurses are nested in care units, which in turn are nested in hospitals, this
investigator accounted for clusters of correlated data using linear mixed effect models (Fox,
2008). The outcome variable was the actual scores of staff nurse DIS, and the primary
predictor variables were ALQ and CWEQ-II. Since contrasts between care units and
hospitals were not the level of analysis for this study, random effects modeling were
utilized to account for the nesting of units within hospitals. The justification for the
inclusion of random effects was tested using a likelihood ratio test, which compared the
general or unrestricted model to the restricted model. Once the random structure, that is
the effect of the hospital level, was determined the focus was on the fixed effects. Models
were fit that contained each of the primary predictors individually (H1a, H1b) and a model
that contained both predictors (H1c). A relationship between the predictors and the

response was indicated if the likelihood ratio test for their inclusion was significant at the p



LEADERSHIP, EMPOWERMENT, AND OUTCOMES 64

<.05 level. The estimates of the regression coefficients and the standardized regression
coefficients provided estimates of magnitude, direction and order of the effects. For
likelihood ratio tests of random effects the models were fit using restricted maximum
likelihood (REML) and for fixed effects maximum likelihood was utilized. Final model
estimates and confidence intervals were based on a model fit using the REML criteria (Fox,
2008).

Control variables and effect modifiers. It was necessary to control for some of the
variables given in Appendix A. All demographic variables were entered into the model as
main effects. This required some model building, which will be further explicated in
chapter four. Terms were included in the model based on likelihood ratio tests.
Comparisons between non-nested models were made using Akaike’s Information Criteria
(AIC; Fox, 2008).

Verifying model assumptions and alternative methods. All model assumptions
were verified through examination of residual and Q-Q plots. If it was determined that
model assumptions were violated, alternative tactics were employed, such as response
variable transformation or the use of generalized linear models (Fox, 2008).

Missing Data. In a cross-sectional design the methods for accounting for missing
data are limited. However, frequency metrics were examined to determine the amount of
missing data. Sensitivity analyses were performed to determine if the missing data
significantly altered the findings, that is, if the data was missing at random, completely at
random or in a non-random pattern (Fox, 2008).

Multicollinearity. Multicollinearity between the two primary predictors was

determined through correlation coefficients (Fox, 2008).
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Research question 2. What influence does authentic leadership and structural
empowerment have on the degree of dissonance between staff preferred and actual
decisional involvement?

H2: As authentic leadership and structural empowerment increase, the degree of
dissonance between staff nurse preferred and actual decisional involvement will
decrease.

The data analysis plan for this question followed the same method outlined in the
plan for research question one. However, the outcome variable in this case was the DIS
dissonance score.

Research question 3. What are the unique and combined effects authentic
leadership and structural empowerment on patient quality outcomes (i.e., falls with injury,
pressure ulcers, and patient satisfaction with care)?

H3a: As authentic leadership scores increase patient satisfaction will increase,
while falls with injury, and pressure ulcer rates will decrease.

H3b: As structural empowerment scores increase patient satisfaction will
increase, while falls with injury, and pressure ulcer rates will decrease.

H3c: The combined effects of increased authentic leadership and structural
empowerment will result in the highest scores patient satisfaction and the
lowest rates of falls with injury and pressure ulcers.

The data analysis plan described in research question one was used for this
research question as well. Models were fit with fall with injury rates and pressure ulcer

rates as the response variable and the primary predictors were the measures of authentic
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leadership and structural empowerment. However, there are some important differences
that needed to be accounted for.

Multi-level modeling. In this analysis the outcome variable was a unit level variable
while the primary predictors were nurse level variables. Thus predictors occurred at a
lower level than the response, indicating the need to calculate the unit-wise mean value for
the nurse-level predictor variables. These means scores were estimates and contained
different levels of precision, that is, measurement error. These scores were weighted so
that the more precise mean-scores are not given the same weight as less precise means-
scores. This was accomplished by using inverse standard error measures normalized so
the sum of the weights is one (Fox, 2008). Note that units were still nested within hospitals,
which indicates the use of a linear mixed effect model to account for the hospital level effect
on the care units.

Non-normality of response. Rate measures are often not normally distributed,
often exhibiting right skewedness. To assess for this plots of the outcome variables,
including residual plots, and Q-Q plots were analyzed to determine the degree of non-
normality. Non-normality was found upon visual inspection of these plots, so response
transformations were undertaken with generalized linear models to account for this (Fox,
2008).

Methods for assessing control variables, effect modifiers, multi-collinearity and
missing data are described in and are the same as the methods detailed for research
question one. Separate models were fit for each of the patient quality outcome variables.

Research question 4. What is the relationship between actual staff nurse decisional

involvement and patient quality outcomes?
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H4: As actual staff nurse decisional involvement scores increase, patient
satisfaction will increase, while falls with injury, and pressure ulcer rates will
decrease.

The analysis plans for this question followed the same methods outlined in research
question three. The DIS was now treated as a predictor, where it was a response variable in
research question one. Note that the primary predictor variable, staff nurse decisional
involvement, was measured on the nurse-level while the outcome metrics were on the unit-
levels. The same procedure outlined in research question three was utilized to account for
this.

Displaying and Discussing Data

Results of the above analyses are presented in tables and a discussion provides
interpretation of the results. The tables highlight the statistically significant findings, and
the discussion specifically addresses how the results answer each of the research
questions. The discussion situates the results in the context of current literature, practice,
and policy in this domain. The implications of these findings to theory, practice, and future
research are discussed (Creswell, 2009).

Anticipated Ethical Issues

There were ethical considerations to be aware of prior to starting this research.
First, subject privacy and confidentiality needed to be maintained. Informed consent was
obtained as indicated in the procedures for each participant and included information
related to confidentiality and anonymity. Participants were not likely to experience

emotional discomfort related to the survey questions and their responses. Subjects were
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provided contact information for this PI and the Boston College IRB if they had any
questions or concerns related to the study.

An additional concern related to the time burden of subjects. The hospital
environment is a chaotic one with clinicians having little time for any outside demands on
their time. While it was estimated that the survey would take approximately 15 minutes,
this might have nonetheless been a significant time burden for staff nurses. The survey did
allow subjects to save responses and return to complete the survey at a later time, partly in
recognition of the time burden, but also the nature of clinical practice. The web-based
survey did not present a usability challenge to nurses, who conduct much of their clinical
work with computerized systems.

Data Analysis Procedures

The staff nurse survey data were downloaded from Qualtrics® to Microsoft® Excel,
version 14.0 and were then uploaded to SPSS®. The data were examined for accuracy of
care unit coding and the extent of missing data. Staff nurse participants who provided
consent, yet did not complete any of the survey items, were eliminated from the dataset.

The care unit level quality patient outcome data (i.e., falls with injury, hospital-
acquired pressure ulcers, and patient satisfaction) were sent from each participating
hospital’s nursing department in an Excel® spreadsheet. This ensured data were calculated
and reported in the same way across all hospitals. These data were then uploaded to SPSS®,
version 21.0 and the two datasets were merged to facilitate the data analysis procedures

discussed previously.
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CHAPTER FOUR: RESULTS
Participants
Hospitals

This study included 11 hospitals across five healthcare systems. These systems
represented the Northeast, Southern, Midwest, and Western regions of the United States.
The hospitals included academic medical centers, acute care hospitals, and community
hospitals. These hospitals reflect union and non-union environments, as well as institutions
with and without ANCC Magnet® recognition. The facility size ranged from approximately
100 to 1,000 patient care beds. The staff nurse response rate across hospitals ranged from
25% to 51%.

Care Units

The 11 hospitals yielded 108 general care units for this study. One unit was
excluded due to a very low staff nurse response rate (6.3%), and two other units were
excluded because they did not have patient satisfaction data available for analysis. This
resulted in a total of 105 patient care units for the analyses. The care units in this sample
were 50.5% medical, 30.5% surgical, and 19% combined medical/surgical. The size of the
care units ranged from eight to 42 patient beds with an average staff nurse tenure of just
over six years (SD + 7.04, range 0 - 40 years) on the care unit.

The care unit level staff nurse response rate ranged from 15% to 76%. No regional
differences in response rate were noted. While the initial threshold for inclusion in the
study was a 20% staff nurse response rate, this was an admittedly arbitrary threshold, as
no standard for response rate could be gleaned from the literature. Therefore, one unit

attained a 15% response rate and was included in the analysis.



LEADERSHIP, EMPOWERMENT, AND OUTCOMES 70

Nurse manager. A nurse manager or formal leader with an equivalent title
managed each of the care units. In this sample the nurse manager on the care unit was most
likely educated at the master’s level (72%) followed by the BSN level (26%). Of this sample
of nurse managers, 15% had an advanced degree in administration, such as a Masters in
Business Administration, Masters in Healthcare Administration, or Masters in Science of
Nursing Administration. The average nurse manager tenure on the care unit was just over
seven years (SD = 7.52, range 0 - 33 years).

Staff Nurse Participants

From the 105 care units, there were 1,669 staff nurse participants, representing an
overall response rate of 39%. Staff nurse demographic data is reported in Table 2. The
typical respondent was a white, female nurse with a BSN degree, ten years of nursing
experience, and employed full-time. However, 7.6% of the sample identified as male, 3.5%
indicated a Hispanic origin, and 12.2% indicated a race other than white, with 1.9% of the
sample identifying as multiracial. Within this sample, 14% of nurses reported current
enrollment in a degree program (32% BSN, 58% Master’s level, and 10% DNP/PhD) and
30% reported holding an accredited certification in their specialty. Most nurses reported
working day/night rotation (29%), followed by days (26%), nights (24%), and
day/evening rotation (14%). Over half of the respondents (61%) worked as a resource,
charge, or head nurse on their care unit. Similarly, over half of the nurses (57%) reported

experience orienting a new nurse colleague to their unit in the role of a preceptor.
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Table 2

Staff Nurse Demographics
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Variable Min Max M SD
RN Age (years) 20 75 36.7 11.3
Years as RN 0 52 10.3 10.2
Years at Hospital 0 51 7.8 8.6
Years on the Care Unit 0 42 6.4 7.0
Variable Percentage
Race

White 72.8%

Black 5.5%

Asian 6.7%

Unreported 15.0%
Employment Status

Full-time (236 hrs/wk) 77.2%

Part-time (<36 hrs/wk) 19.5%

Per Diem 3.3%
Highest Degree Completed

Associate’s Degree 11.1%

Bachelor’s Degree 77.6%

Master’s Degree 9.3%

Other

2.0%
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Missing Data Analysis and Survey Tool Reliabilities

A missing value analysis was undertaken for each tool item and survey. Missing item
rates ranged from 0.4% up to 18.9%, with progressively increasing rates across the survey
items. Listwise deletion resulted in 11% missing data for the ALQ, 14.3% for the CWEQ-II,
25.3% for the DIS (actual), and 31.9% for DIS (preferred). The only missing patient quality
outcome data was for one care unit, which was missing one calendar quarter of hospital
acquired pressure ulcer (HAPU) data. This care unit was retained in the final data analysis.
All analyses presented in this chapter were conducted with non-imputed data. However,
given the extent of missing data, the stability of the findings presented below was tested
with imputation models at the staff nurse respondent level. A multiple imputation
approach was undertaken in SPSS to generate five imputed values datasets. Each of these
was run against the non-imputed dataset, with non-significant differences in model
findings (p >.05).

Internal consistency was evaluated for each survey instrument utilized in this study.
The findings of this analysis indicate acceptable to high degrees of internal consistency, for
both overall and subscale performance. Cronbach’s alphas for each instrument and their
corresponding subscales are depicted in Table 3. The ALQ overall score (a =.97), with
subscale alphas ranging from 0.83 to 0.93, indicates a highly reliable instrument (Polit &
Beck, 2012). The CWEQ-II also performed reliably with an overall a of 0.86 and subscales
ranging from 0.74 to 0.89. While the overall reliability performance for the DIS tool was
strong (o = .94 actual; a = .92 preferred), some of the subscales performed below the

established norm of 0.70 (Fox, 2008). These included the subscales of unit staffing (a =.63
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actual; a = .61 preferred), recruitment (a = .56 actual), and collaboration (a =.67
preferred). The implications of this finding will be discussed further in chapter five.
Table 3
Staff Nurse Level Descriptive Statistics and Tool Reliability Measures
N Min Max M SD Cron.
a
ALQ 1491 0.00 4.00 2.92 0.93 .97
Relational Transparency 1652 0.00 4.00 2.92 0.93 93
Moral Perspective 1649 0.00 4.00 3.07 0.93 93
Balanced Processing 1568 0.00 4.00 2.87 1.00 .86
Self-Awareness 1567 0.00 4.00 2.79 1.11 91
CWEQ-II 1493 9.34 30.00 22.46 3.66 .86
Opportunity 1596 1.00 5.00 4.36 0.72 74
Information 1601 1.00 5.00 3.64 0.91 .86
Support 1571 1.00 5.00 3.63 0.95 .89
Resources 1573 1.00 5.00 3.46 0.83 .84
Formal Power 1556 1.00 5.00 3.34 0.90 .84
Informal Power 1552 1.00 5.00 4.02 0.74 .78
DIS (Actual) 1281 21.00 105.00 43.08 14.11 .94
Unit Staffing 1495 1.00 5.00 2.79 0.96 .63
Professional Practice 1455 1.00 5.00 2.36 0.69 .87
Recruitment 1450 1.00 5.00 1.68 0.93 .56
Gov. & Leadership 1375 1.00 5.00 1.70 0.83 91
Support Staff 1391 1.00 5.00 1.89 0.90 90
Collaboration 1383 1.00 5.00 2.52 0.85 71
DIS (Preferred) 1169 27.00 105.00 56.48 10.98 92
Unit Staffing 1437 1.00 5.00 3.26 0.77 61
Professional Practice 1388 1.00 5.00 2.85 0.69 .83
Recruitment 1383 1.00 5.00 2.40 0.81 .89
Gov. & Leadership 1318 1.00 5.00 2.45 0.66 .83
Support Staff 1349 1.00 5.00 2.70 0.69 .85
Collaboration 1343 1.00 5.00 2.89 0.64 67
DIS (Dissonance) 1126 -84.00 31.00 -13.52 12.09

(Actual-Preferred)




LEADERSHIP, EMPOWERMENT, AND OUTCOMES 74

Survey Findings
Staff Nurse Level

The minimum, maximum, mean, standard deviation, and Cronbach’s alpha for each
of the survey tool scales and subscales are depicted in Table 3. This includes the measures
for authentic leadership (ALQ), structural empowerment (CWEQ-II), actual staff nurse
decisional involvement (DIS; actual and preferred). A dissonance score was calculated by
subtracting the preferred from the actual level of DIS, with a negative score indicating
preference for a higher degree of decisional involvement than is actually occurring.

The ALQ mean score of 2.92 (SD + 0.93, range 0 - 4) reflects a moderately high
(Wong & Giallonardo, 2013) staff nurse perception of authentic leadership by their nurse
managers. This sample of nurses reported a moderate amount (Armellino, Griffin &
Fitzpatrick, 2010) of structural empowerment on their care unit as indicated by the CWEQ-
Il mean score of 22.46 (SD + 3.66, range 9.34 - 30). Finally the actual and preferred DIS
global scores were both relatively low 43.08 (SD *+ 14.11, range 21 - 105) and 56.48 (SD *
10.98, range 27 — 105) respectively (Mangold et al, 2006). The mean DIS dissonance score
of -13.52 (SD + 12.09, range -84.00 - 13.00) indicates staff nurses prefer more decisional
involvement than they are experiencing on their care units.

Care Unit Level

The descriptive statistics for care unit level findings, as well as the associated
patient quality outcomes, are shown in Table 4. The aggregated care unit scores exhibit
moderately high authentic leadership (2.89 + 0.54, range 1.40 - 3.97), moderate structural
empowerment (22.24 + 1.60, range 17.69 - 25.08), and moderately low actual decisional

involvement (42.53 + 5.69, range 27.50 — 57.55) based on the normed values cited
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previously.
Patient Quality Outcome Findings

The patient quality outcomes include falls with injury rates, hospital acquired
pressure ulcer (HAPU) rates, and three HCAHPS metrics (RN communication, overall
satisfaction with care, and likelihood to recommend the hospital to friends or family). The
patient quality outcome metrics were relatively high performing in this sample.

Table 4

Care Unit Level Descriptive Statistics

Survey Tool Findings N Min. Max. M SD
ALQ Unit level 105 1.40 3.97 2.89 0.54
CWEQ-II Unit level 105 17.69 25.08 22.24 1.60
DIS Actual Unit level 105 27.50 57.55 4253 5.69

DIS Preferred Unit level 105 44.09 68.40 56.72 4.52

DIS Dissonance Unitlevel 105 -33.00 -1.00 -14.35 5.61

Patient Quality Outcomes

RN Communication 105 61.10 100 84.14 7.84
Satisfaction with Care 105 51.30 100 81.17 10.05
Recommend Hospital 105 51.40 100  86.10 9.29
Falls with Injury 105 .00 6.67 0.61 0.81

HAPU 104 .00 25.00 1.58 3.58
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Relationships Between Care Unit Variables

Correlations provide preliminary insight into the relationships among variables. The
correlations between the key study variables at the care unit level are reported in Table 5.

Survey tool correlations. Care unit level authentic leadership (ALQ) is significantly
correlated to structural empowerment (CWEQ-II), actual and preferred staff nurse
decisional involvement (DIS), and decisional involvement dissonance. Structural
empowerment is significantly correlated with actual, preferred and dissonance scores for
decisional involvement. The positive relationship between ALQ and CWEQ-II with
decisional involvement dissonance reflects a less negative dissonance score, meaning as
ALQ and CWEQ-II increased the dissonance score is reduced closer to zero. Both ALQ and
CWEQ-II have an inverse relationship with preferred decisional involvement. Actual
decisional involvement was correlated with preferred decisional involvement and DIS
dissonance. Preferred decisional involvement was significantly inversely associated with
DIS dissonance.

Patient quality outcome correlations. Patients’ reports of RN communication
were strongly correlated with their perceptions of overall satisfaction with care and
likelihood to recommend the hospital. Only the CWEQ-II was significantly correlated with

the patient quality outcomes of RN communication and overall satisfaction with care.
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Table 5

Correlations Between Key Study Variables at the Care Unit Level

Survey Tool Variables

Patient Quality Outcome Variables

ALQ CWEQ-II DIS DIS RN Recomm Falls
DIS Diss Satisfaction HAPU
Actual Pref Comm Hospital w/Inj
AL
Q 1
CWEQ-II
Q .688" 1

DIS Actual

.232* 487 1
DIS

-.262* -133* .396" 1
Pref
DIS Diss 371 .568" .644* -.329* 1
RN Comm .022 .138* .014 -.005 .084 1
Satisfaction .003 115" .030 .052 .040 717 1
Recomm

-.061 .058 .046 .076 .055 .684* 778" 1
Hospital
Falls
-.017 .003 .074 .047 .061 .058 .020 .013 1

w/Inj
HAPU -.045 .024 -.014 -.044 .055 -.004 .032 -.030 -.014 1
**p<.01
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Results by Research Question
Research Question 1

What are the unique and combined effects of authentic leadership and structural
empowerment on staff nurse decisional involvement?

Question 1 was tested using linear mixed effects regression models at the staff nurse
respondent level. This analysis approach accounts for the nested nature of the staff nurse
data at the care unit, hospital and systems levels. The staff nurse decisional involvement
actual scores were not normally distributed, with a positive or right skew, so this variable
was log transformed. The authentic leadership (ALQ) and structural empowerment
(CWEQ-II) variables were each entered as main effects, and also as an interaction effect
between the two variables. The likelihood ratio test was conducted and the interaction was
not statistically significant (p=.569), so it was eliminated from the model, but the main
effects of ALQ and CWEQ-II were both statistically significant (p <.05). To account for
potential confounding sources, all staff nurse and unit level demographics were entered
into the model with ALQ and CWEQ-II and a likelihood ratio test was conducted. Any
variable with a p .10 was added to a list of potentially significant covariates for additional
testing. These potential covariates were then all entered into the model with ALQ and
CWEQ-II, and the variables were eliminated one at a time based on the highest p values
until a final, best fitting model was determined. The criteria for best fitting models included
significant covariates as well as the Akaike Information Criteria (AIC) with decreasing
values during the model build indicating a better fitting model (Fox, 2008). The final model

for question one is displayed in Table 6.
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Table 6

Staff Nurse Actual Decisional Involvement Model

Type III Tests of Fixed Effects?

Source F p

Intercept 1649.64 .000
ALQ 9.31 .002
CWEQ-II 63.08 .000
Education 2.83 .015

a. Dependent Variable: DIS Actual LOG.

Estimates of Fixed Effects?2

Parameter Estimate  SE t p 95% CI
LL UL
Intercept 343 .20 17.02 .000 3.03 3.82
ALQ 03 .01 3.05 .002 01 .06
CWEQ-II 02 .00 7.94 .000 .02 .03
Education Level
Diploma -40 21 -196 .051 -.80 .00
Associate -23 .20 -1.19 236 -.62 15
Bachelor -30 .19 -1.52  .129 -.68 .09
Master -33 .20 -1.69 .091 -72 .05
DNP -58 .34 -1.72  .085 -1.24 .08
PhD Ob 0

a. Dependent Variable: DIS Actual LOG

b. This parameter is set to zero because it is redundant.
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H1a: As authentic leadership scores increase, staff nurse decisional involvement
scores will increase.
Controlling for the significant covariate of staff nurse education level (p =.015), there is
significant (p =.002; Table 6) support for hypothesis Hla. For every unit increase in nurses’
report of authentic leadership by their manager, there is an exp (0.03) = 1.03 increase in
the log of actual staff nurse decisional involvement controlling for nurse education level.
H1b: As structural empowerment scores increase, staff nurse decisional
involvement scores will increase.
The model indicates support for H1b with structural empowerment having a significant
influence on actual staff nurse decisional involvement (p <.001). For every unit increase in
nurses’ report of structural empowerment, there is an exp (0.02) = 1.02 increase in actual
staff nurse decisional involvement log controlling for nurse education level.
H1c: The combined effects of increased authentic leadership and structural
empowerment will result in the highest scores of staff nurse decisional
involvement.
While there was not a significant interaction effect (p =.57) between authentic leadership
and structural empowerment, the combined effect of these two variables does result in the
highest scores of staff nurse actual decisional involvement. The additive effect of authentic
leadership and structural empowerment on actual staff nurse decisional involvement is
supported by the significant findings of Hl1a and H1b (both main effects were significant).

Therefore, the model provides support for Hlc.
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Research Question 2

What influence does authentic leadership and structural empowerment have on the
degree of dissonance between staff preferred and actual decisional involvement?

Question 2 was tested using linear mixed effects regression models at the staff nurse
respondent level. This analysis approach accounts for the nested nature of the staff nurse
data at the care unit, hospital and systems levels. The authentic leadership and structural
empowerment variables were each entered as main effects, and also as an interaction effect
between the two variables. The likelihood ratio test was conducted and the interaction was
statistically significant (p <.05), so it was retained in the model. The main effects of ALQ
and CWEQ-II were both statistically significant (p <.05). To account for potential
confounding sources, all staff nurse and unit level demographics were entered into the
model with ALQ and CWEQ-II. Any variable with a p <.10 was added to a list of potentially
significant covariates for additional testing. These potential covariates were then all
entered in the model with ALQ and CWEQ-II and their interaction effect. The variables
were then eliminated one at a time based on the highest p values until a final, best fitting
model was determined. The criteria for best fitting models included significant covariates
as well as the Akaike Information Criteria (AIC) with decreasing values during the model
build indicating a better fitting model (Fox, 2008). The final model for question two is

displayed in Table 7.
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Table 7

Staff Nurse Decisional Involvement Dissonance Model

Type III Tests of Fixed Effects?

Source F p

Intercept 93.40 .000
ALQ 13.53 .000
CWEQ-II 26.37 .000
ALQ * CWEQ-II 5.28 022
Shift 2.66 015

a. Dependent Variable: DIS Dissonance

Estimates of Fixed Effects?

Parameter Estimate SE t p 95% CI
LL UL

Intercept -53.65 5.77 -9.31  .000 -64.96 -42.34
ALQ 6.87 1.87 3.68 .000 3.21 10.54
CWEQ-II 1.42 .28 5.14 .000 .88 1.97
ALQ* CWEQ-II -.20 .09 -2.30  .022 -.37 -.03
Shift

Days .80 2.16 37 711 -3.43 5.03

Evenings 2.62 2.92 90 370 -3.11 8.34

Nights 3.04 2.17 1.40 .161 -1.22 7.31

Day/Eve .59 2.25 26 .795 -3.84 5.01

Day/Night 3.34 214 156 .119 -.86 7.54

Eve/Night -2.42 3.25 -74 457 -8.81 3.96

a. Dependent Variable: DIS Dissonance
b. This parameter is set to zero because it is redundant
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H2: As authentic leadership and structural empowerment increase, the degree of

dissonance between staff nurse preferred and actual decisional involvement will

decrease.
Controlling for the significant covariate of shift worked (p =.015), authentic leadership and
structural empowerment both had a significant (p <.001) positive influence on staff nurse
decisional involvement dissonance scores. The decisional involvement dissonance score,
calculated by subtracting the preferred score from the actual score, resulted in a negative
mean score. Therefore, for every unit increase in reported authentic leadership the DIS
dissonance score decreased by 6.87. For every unit increase in reported structural
empowerment, the DIS dissonance score decreased by 1.42. There was a significant inverse
interaction effect (p =.022) between ALQ and CWEQ-II on dissonance scores. This indicates
that there is some relationship between authentic leadership and structural empowerment
that contributes to additional dissonance for staff nurse decisional involvement. The
interaction effect is much smaller than the main effects of either variable. The findings for
question two provide support for H2.
Research Question 3

What are the unique and combined effects of authentic leadership and structural
empowerment on patient quality outcomes (i.e., falls with injury, hospital acquired
pressure ulcers, and patient satisfaction with care)?
Questions 3 was tested at the care unit level with generalized linear mixed effect

regression gamma models for non-normally distributed outcome variables (falls with

injury and HAPU), and with linear mixed effect regression models for normally distributed
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outcome variables (patient satisfaction metrics). The patient quality outcomes of falls with
injury and hospital acquired pressure ulcers (HAPU) are not normally distributed, with a
severe right-sided skew and many values of zero. Initially a natural log transformation of
these variables was undertaken in an attempt to correct this issue, but the assumption of
normality was still violated necessitating a different data analysis plan than the previously
utilized linear mixed models tests.

Falls with injury and HAPU. A generalized linear mixed modeling approach, with a
gamma distribution and log link, was conducted with the falls with injury and HAPU patient
quality outcome variables. To account for potential confounding sources, all staff nurse and
unit level demographics were entered into the models with ALQ and CWEQ-II. Any variable
with a p .10 was added to a list of potentially significant covariates for additional testing.
These potential covariates were then all entered in the models with ALQ and CWEQ-II and
their interaction effect. The variables were then eliminated one at a time based on the
highest p values until a final, best fitting model was determined. The findings from these

two models are depicted in Tables 8 and 9 below.
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Table 8
Falls with Injury Model
Fixed Effects?

Source F p
Corrected Model 3.49 .004
ALQ 574  .017
CWEQ-II 4.87 .028
ALQ * CWEQ-II 567  .018
Unit Response Rate 5.36 021
Resource/Charge RN 4.60 .033

a. Dependent Variable: Falls with Injury

Source Coefficient SE p
Intercept 3.79 1.56 0.004
ALQ -1.34 0.56 0.017
CWEQ-II -0.16 0.07 0.028
ALQ * CWEQ-II 0.06 0.03 0.018
Unit Response Rate -0.56 0.24 0.021
Resource/Charge RN 0.31 0.15 0.033
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Probability Distribution: Gamma
Link Function: LOG

Care unit level authentic leadership and structural empowerment were both found

to have a significant (p =.017 and p = .028, respectively) positive influence on falls with
injury rates. With one unit increase in authentic leadership the falls with injury rate

decreased by a factor of exp (-1.34) = 0.26. With one unit increase in structural
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empowerment the falls with injury rate decreased by a factor of exp (-0.16) = 0.85. This
model accounts for the significant covariates of unit response rate (p =.021) and RN

resource/charge nurse experience (p =.033).

Table 9
HAPU Model
Fixed Effects?

Source F p
Corrected Model 2.31 .076
ALQ 3.83 051
CWEQ-II 4.98 .026
ALQ * CWEQ-II 455  .033

a. Dependent Variable: HAPU

Source Coefficient SE p
Intercept -6.99 3.75 0.076
ALQ 2.62 1.34 0.051
CWEQ-II 0.39 0.18 0.026
ALQ * CWEQ-II -0.13 0.06 0.033

Probability Distribution: Gamma
Link Function: LOG

Care unit level authentic leadership was retained in this model despite a p value of
0.051, since the interaction effect between ALQ and CWEQ-II is significant (p =.033).
Structural empowerment did have a significant main effect (p =.026). This indicates that

for every unit increase in authentic leadership HAPU rates increased by a factor of exp
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(2.62) = 13.73. Additionally, for every unit increase in structural empowerment, HAPU
rates increased by a factor of exp (0.39) = 1.48. The significant interaction effect (p =.033)
indicates a moderating effect between ALQ and CWEQ-II, which mitigates some of the
influence of the main effects these variables have on HAPU rates. The interaction effect
results in a decreased HAPU rate by a factor of exp (-0.13) = 0.87. However, the net
influence of authentic leadership and structural empowerment at the care unit level was an
increase in HAPU rates.

Patient satisfaction. The three metrics related to patient satisfaction are RN
communication, overall satisfaction with care, and likelihood to recommend the hospital.
The patient satisfaction metrics were normally distributed, so a linear mixed effect
regression modeling approach was used. Across the patient satisfaction metrics authentic
leadership did not have a significant influence (p =.354, .09, and .058 respectively), so this
variable was eliminated from the models. Structural empowerment did have a significant
positive influence (p <.05). To account for potential confounding sources, all staff nurse
and unit level demographics were entered into the models with CWEQ-II. Any variable with
a p <.10 was added to a list of potentially significant covariates for additional testing. These
potential covariates were then all entered in the models with CWEQ-II. The variables were
then eliminated one at a time based on the highest p values until a final, best fitting model
was determined. The models for the patient satisfaction metrics are presented in Tables 10

- 12 below.
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Table 10

RN Communication Model

Type III Tests of Fixed Effects?

Source F p

Intercept 108.95 .000
CWEQ-II 9.42 .002
Unit type 5.66 .004
Unit Response Rate 6.92 .009
Nurse Manager Tenure 17.37 .000

a. Dependent Variable: RN Communication

Estimates of Fixed Effects?

Parameter Estimate SE t p 95% CI
LL UL

Intercept 5833 570 10.23 .000 47.11 69.54
CWEQ-II .81 .26 3.07 .002 .29 1.32
Unit type

Medical 344 1.03 3.34 .001 1.41 5.47

Surgical 289 1.22 2.37 .018 49 5.28

Med/Surg Ob 0
Unit RR¢ 10.56 4.01 2.63 .009 2.66 18.45
NM Tenure¢ 25 .06 417 .000 13 37

a. Dependent Variable: RN Communication
b. This parameter is set to zero because it is redundant.
c. RR =response rate; NM = nurse manager

38
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With each unit increase in the care unit level structural empowerment, the patient
experience of RN communication increased 0.81 (p =.002). This model accounts for the
significant covariates of unit type (F = 5.66, p =.004), unit response rate (F = 6.92, p =.009),
and nurse manager tenure on the care unit (F=17.37, p <.0001).

Table 11
Overall Satisfaction with Care Model

Type III Tests of Fixed Effects?

Source F p

Intercept 1.86 174
CWEQ-II 11.08  .001
Unit Response Rate 13.01 .000
RN Certification 6.02 .015
Resource/Charge RN 1471  .000
RN Years on Unit 23.53  .000

a. Dependent Variable: Overall Satisfaction.

Estimates of Fixed Effects?

Parameter Estimate SE t p 95% CI
LL UL

Intercept 1484 1090 136 .174 -6.58 36.26
CWEQ-II 1.13 34  3.33 .001 46 1.79
Unit Response Rate 18.54 514 3.61 .000 843 28.66
RN Certification 7.11 290 245 .015 1.41 12.80
Resource/Charge RN 12.38 3.23 3.84 .000 6.03 18.73
RN Years On Unit .84 17 4.85 .000 .50 1.17

a. Dependent Variable: Overall Satisfaction.
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With each unit increase in the care unit level structural empowerment, the patient
overall satisfaction with care increased 1.13 (p =.001). This model accounts for the
significant covariates of unit response rate (F = 13.01, p <.0001), RN certification (F = 6.02,
p =.015), RN resource/charge nurse experience (F = 14.71, p <.0001), and RN years
working on the care unit (F = 23.53, p <.0001).

Table 12
Patient Likelihood to Recommend the Hospital Model

Type Il Tests of Fixed Effects?

Source F p

Intercept 34.21 .000
CWEQ-II 9.74  .002
Resource/Charge RN 11.70  .001
RN Years On Unit 22.69 .000
Nurse Manager Tenure 431 .039

a. Dependent Variable: Recommend Hospital

Estimates of Fixed Effects?2

Parameter Estimate  SE t p 95% CI

LL UL
Intercept 4582 7.83 585 .000 3041 61.23
CWEQ-II 94 30 3.12 .002 35 1.53
Resource/Charge RN 10.10 295 342 .001 429 1591
RN Years on Unit .80 17 476  .000 47 1.13
Nurse Manager Tenure 16 .08 2.08 .039 .01 30

a. Dependent Variable: Recommend Hospital
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With each unit increase in the care unit level structural empowerment, the patients’
likelihood to recommend the hospital increased 0.94 (p =.002). This model accounts for
the significant covariates of RN resource/charge nurse experience (F=11.70, p =.001), RN
years working on the care unit (F = 22.69, p <.0001), and nurse manager tenure on the care
unit (F=4.31, p =.039).

H3a: As authentic leadership scores increase patient satisfaction will increase,
while falls with injury, and pressure ulcer rates will decrease.
There was minimal support for H3a. While authentic leadership did not have a significant
influence on any of the patient satisfaction metrics examined in this study (p > 0.05), it did
have a significant positive influence on falls with injury rates (p =.017) in the hypothesized
direction. However, as depicted in Table 9, the relationship between authentic leadership
and HAPU rates was in the opposite direction than hypothesized.
H3b: As structural empowerment scores increase patient satisfaction will
increase, while falls with injury, and pressure ulcer rates will decrease.
Overall there was substantial support for H3b. Structural empowerment had a significant
influence in the hypothesized direction for all the patient satisfaction metrics (Tables 10 -
12) and for falls with injury rates (Table 8). However, the influence of structural
empowerment on HAPU rates was in the opposite direction than hypothesized (Table 9).
H3c: The combined effects of increased authentic leadership and structural
empowerment will result in the highest scores patient satisfaction and the

lowest rates of falls with injury and pressure ulcers.



LEADERSHIP, EMPOWERMENT, AND OUTCOMES 92

Given the above findings for H3a and H3b, there was limited support for H3c. This
relationship was only significant for the falls with injury rates (Table 8) and showed a
significant interaction effect for HAPU rates (Table 9). This interaction effect somewhat
mitigates the main effects of authentic leadership and structural empowerment on HAPU
rates, yet the net effect is still opposite the direction hypothesized.

Research Question 4

What is the relationship between actual staff nurse decisional involvement and
patient quality outcomes?

Questions 4 was tested at the care unit level with generalized linear mixed effect
regression gamma models for non-normally distributed outcome variables (falls with
injury and HAPU) and with linear mixed effect regression models for normally distributed
outcome variables (patient satisfaction metrics). The patient quality outcomes of falls with
injury and hospital acquired pressure ulcers (HAPU) are not normally distributed, with a
severe right-sided skew and many values of zero. Initially a natural log transformation of
these variables was undertaken to attempt to correct this issue, but the assumption of
normality was still violated necessitating a different data analysis plan than the previously
utilized linear mixed models tests.

Falls with injury and HAPU. A generalized linear mixed modeling approach, with a
gamma distribution and log link, was conducted with the falls with injury and HAPU patient
quality outcome variables. The findings from these two models are depicted in Tables 13

and 15 below.
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Table 13
Falls with Injury Model
Source F p
Corrected Model 2.15 143
DIS Actual 2.15 143
Probability Distribution: Gamma
Link function: Log
Table 14
HAPU Model
Source F p
Corrected Model 3.57 .059
DIS Actual 3.57 .059

Probability Distribution: Gamma
Link function: Log
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Care unit level actual staff nurse decisional involvement did not have a significant influence

on falls with injury (F = 2.15, p =.143) or HAPU (F = 3.57, p =.059).

Patient satisfaction. The three metrics related to patient satisfaction are RN
communication, overall satisfaction with care, and likelihood to recommend the hospital.
The patient satisfaction metrics were normally distributed, so a linear mixed effect

regression modeling approach was used. While actual staff nurse decisional involvement

was significantly (p =.005; not displayed in table) related to the RN communication metric,

DIS was no longer significant (p =.700) when all significant covariates were specified in the

model. These findings are shown in Table 15.
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Table 15

RN Communication Model

Type III Tests of Fixed Effects?

Source F p

Intercept 22.22 .000
DIS Actual 15 700
Unit Response Rate 9.68 .002
Leader Tenure 405 .046
RN Certification 567 .018
Resource/Charge RN 18.16  .000
RN Years On the Unit 15.28 .000
Years As RN 484  .029

a. Dependent Variable: RN Communication

Additionally, actual staff nurse decisional involvement did not have a significant
relationship with overall patient satisfaction (p =.759) nor likelihood to recommend the
hospital (p =.531; Tables 16 - 17).

Table 16
Overall Satisfaction with Care Model

Type III Tests of Fixed Effects?

Source F p
Intercept 126.46  .000
DIS Actual .09 .759

a. Dependent Variable: Overall Satisfaction
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Table 17
Patient Likelihood to Recommend the Hospital Model

Type III Tests of Fixed Effects?

Source F p
Intercept 166.38 .000
DIS Actual .39 531

a. Dependent Variable: Recommend Hospital

H4: As actual staff nurse decisional involvement scores increase, patient

satisfaction will increase, while falls with injury, and pressure ulcer rates will

decrease.
While there was no statistically significant relationship between actual staff nurse
decisional involvement and any of the patient quality outcome variables in this study, the
HAPU variable approached significance with p value of 0.059.

Summary
This chapter presents the findings relative to each of the four research questions

and their corresponding hypotheses for this study. Results indicate that care unit level
authentic leadership and structural empowerment have a unique influence on actual staff
nurse decisional involvement, the degree of dissonance between actual and preferred
decisional involvement, and some patient quality outcomes beyond the influence of system

or hospital level factors.



LEADERSHIP, EMPOWERMENT, AND OUTCOMES 96

CHAPTER FIVE: DISCUSSION
The purpose of this study was to examine the influence of unit level authentic
leadership and structural empowerment on staff nurse decisional involvement and patient
quality outcomes on general care units in the acute-care hospital setting. The findings of
this study support and extend previous research in this area in several ways. First, this
study was unique in that it examined actual patient quality outcome data rather than using
nurses’ perception of quality on their care unit. Second, much of the previous research
focused on effects of the hospital level or staff nurse level factors on staff nurse and patient
outcomes. This study examined these variables at the care unit level while controlling for
hospital and system level effects, which is a unique contribution to the knowledge base in
this area. This chapter will discuss the study findings, limitations, and implications for
practice, policy, education, and future research.
Participants
Hospitals
The hospital level survey response rates ranged from 25 - 51%. The highest
response rates came from community hospitals with small numbers of units (two to four)
participating in the study. The lowest response rates came from large, academic medical
centers with greater than 20 care units participating in data collection. This finding may
relate to organizational complexity and communication challenges unique to such settings
(Mangold et al., 2006). Large academic medical centers may not provide the level of
intimacy and involvement of a smaller community setting simply based on the sheer
volume of people employed and the logistics of diffusing involvement across that number

of individuals. There may also have been issues related to survey fatigue (Houston et al.,
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2012) as some of the larger sites indicated several recent surveys of their nursing staff.
There has been no published research to date on the typical survey burden throughout the
year on nursing staff working in various settings.
Care Units

There was a wide variability of response rates (15% - 76%) across the 105 care
units. This variability in response rate could be related to a variety of factors including staff
nurse level of interest in participating in research (AACN, 2006), survey fatigue (Houston et
al., 2012) or workload (Greenglass, Burke & Fiksenbaum, 2001).

Nurse manager. The nurse managers for the care units in this sample were more
highly educated (72% master’s level) than the national average of all nursing leaders (62%;
American Organization of Nurse Executives (AONE) Salary Survey, 2013). The AONE
survey of nurse leaders includes individuals in front-line leadership positions, such as
nurse managers, up through systems-level chief nurse officers. While the hospitals in this
study represent geographically diverse regions of the US, they all come from areas of highly
educated workforces (US Census Bureau, 2013). Additionally, there may be a relationship
between willingness to participate in a national nursing study and the value placed on
educational level of the hospital leadership (AACN, 2006).
Staff Nurse Participants

There were 1,669 staff nurse respondents in this study, representing a 39%
response rate. While a higher rate is desirable, this response rate is typical for a national
study conducted in the US (M = 39%; National Council for State Boards of Nursing, 2013)
and falls within the previously published range of 33-66% (Armstrong et al., 2009;

Laschinger et al.,, 2011; Manojlovich & Laschinger, 2007; McDonald et al., 2010; Smith et al.,
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2010; Wong & Laschinger, 2012). Anecdotally, several study sites disclosed that the staff
nurses had been surveyed recently and/or heavily for other initiatives, which supports the
notion that there may be some survey fatigue among participants.

The average RN age of 36.7 years is much younger than the national average of 47.0
reported by the Health Resources and Services Administration (HRSA; 2010). Additionally,
this sample of staff nurses was more educated than the national population of RNs.
According to a 2013 HRSA report, 55% of registered nurses in the US held a BSN whereas
among this sample 78% hold a BSN. Finally, 14% of the sample reported current
enrollment in a degree program, compared to the national average of 6.6% (HRSA, 2010).
These differences may be related to regional demographic differences noted previously
(U.S. Census Bureau, 2013) or to institution specific hiring practices. However, data related
to recruitment was not collected as part of the current study and therefore unavailable for
analysis.

Missing Data Analysis and Survey Tool Reliabilities

The extent of missing data across the three survey tools, Authentic Leadership
Questionnaire (ALQ; 11%), Conditions of Work Effectiveness Questionnaire (CWEQ-II;
14.3%), and Decisional Involvement Scale (DIS; 25.3% actual and 31.9% preferred),
displayed a pattern of increasing missingness as participants likely fatigued in completing
the battery of questionnaires. The extent of missing data did warrant hypothesis testing
with imputation models, which did not change any of the key findings. Therefore, all model
building and reporting were conducted with the non-imputed values dataset.

The tool reliabilities, as measured by Cronbach’s alpha, indicate ALQ and CWEQ-II

are both robust measures. ALQ alpha values ranged from 0.86 to 0.93 on all subscales with
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an overall alpha of 0.97, which is comparable to previously reported scores (Avolio, 2007).
The alpha values for CWEQ-II also aligned with reports from Laschinger and colleagues
(2001b) with subscales values of 0.74 - 0.89 and an overall alpha of 0.86.

While the overall Cronbach’s alphas for the DIS tool (.94 = actual, .92 = preferred)
were strong and consistent with previous reports (Havens & Vasey, 2005), there was noted
instability in some of the subscales. These were unit staffing (« = .63 actual; a = .61
preferred), recruitment (a = .56 actual), and collaboration (a = .67 preferred). While Scherb
and colleagues (2011) did not report on all subscales of DIS tool, they did note the two
lowest performing subscales were collaboration (a = .67) and unit staffing (a =.67). These
findings are also similar to the original psychometrics of the DIS tool, which showed the
subscales of collaboration and unit staffing as the lowest scoring, yet both performed above
the 0.70 benchmark. Dissimilar with the current findings, the original psychometric testing
showed a high degree of internal consistency (o =.89 and .90) for the recruitment subscale
(Havens & Vassey, 2005). Instability of these subscales may be related to dramatic
differences across care units or hospitals related to staff involvement in these three realms.
The subscale items may no longer compliment one another as intended. For example, the
recruitment subscale has items that address recruiting, interviewing, and selecting nurses
for employment on the care unit. Perhaps staff nurses on a particular care unit are highly
involved in the interview process, but have no decisional involvement in recruiting or
selecting applicants. Additionally, clinical practice may differ from these questions in
significant ways, such as the collaboration subscale. One item specifically asks about
collaboration with physician colleagues, yet relationships are broadly applied in practice

across interdisciplinary teams, not just between MDs and RNs (Nancarrow et al., 2013).
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Survey Findings
Staff Nurse Level

The mean ALQ score (2.92 + 0.93) in this study is comparable to other samples of
nurses, albeit slightly higher. Bamford and colleagues (2013) reported a mean ALQ score of
2.35 (SD * 0.99) for a sample of RNs in Ontario hospitals. The subscale with the highest
score for ALQ was moral perspective (3.07 £ 0.93). This encompasses questions that assess
the leaders adherence to a moral code and that he/she values the moral code of the staff
nurses as well. It also addresses alignment between what the leader says are his/her values
and if actions are in agreement with those stated beliefs. The lowest performing subscale
was self-awareness (2.79 + 1.11). This subscale explores whether the leader actively seeks
feedback and has insight into when it is time to re-evaluate a plan of action. While Wong
and Laschinger (2012) had overall ALQ scores that were somewhat lower than this sample,
the highest and lowest subscales on ALQ findings were in alignment with this study. This
provides some indication that these may be consistent strengths and weaknesses among
the nurse manager group but warrants further study.

The CWEQ-II mean score of 22.46 (SD * 3.66) is also somewhat higher than other
samples (20.55 * 3.0; Armellino et al., 2010), which surveyed nurses from critical care
units. This indicates that the current sample of general care unit staff nurses perceive
relatively high levels of structural empowerment even in comparison to a sample of critical
care nurses. The highest scoring subscale on the CWEQ-II was access to opportunity (4.36
0.72) and the lowest scoring subscale was formal power (3.34 + 0.90). Other studies have
found access to opportunity to be the highest scoring subscale (Wong & Laschinger, 2012),

but rather than formal power, found access to resources to be the lowest performing. That



LEADERSHIP, EMPOWERMENT, AND OUTCOMES 101

study was conducted with Canadian nurses, who work in a notably different healthcare
system. Armellino and colleagues (2010) utilized a sample of staff nurses from New York
and found access to opportunity (4.19, SD not reported) to be the highest scoring subscale
and formal power to be the lowest (2.99, SD not reported). These findings indicate that
there is some agreement across studies that staff nurses tend to have access to opportunity
in their work environments, yet lack access to formal power.

The actual and preferred DIS global scores (43.08 + 14.11 and 56.48 + 10.98,
respectively) are comparable to other samples of nurses, with consistent reporting of DIS
actual scores lower than preferred scores (Houston et al.,, 2012; Mangold et al., 2006). This
DIS dissonance finding reflects staff nurses desire to have greater decisional involvement
than they currently do in practice. For both the actual and preferred DIS, the subscale of
unit staffing (2.79 + 0.96 and 3.26 + 0.77, respectively) had the highest scores and
recruitment (1.68 + 0.93 and 2.40 + 0.81) had the lowest scores. This suggests that while
staff nurse decisional involvement is high, the dissonance between the scores indicates
both are areas for potential improvement in practice. The greatest dissonance between
actual and preferred decisional involvement was the subscale of support staff (0.81), which
includes issues related to setting and monitoring standards of practice. While several
studies utilizing the DIS did not report values for subscales, Scherb and colleagues (2011)
report that unit staffing (2.91 + 1.03) was the highest scoring and unit governance (1.68 *
0.60) the lowest scoring. This sample of staff nurses from a southwestern healthcare
system reported recruitment (1.76 + 0.74) as the second lowest subscale on DIS. These
data provide some consistency of findings that staff nurses want more decisional

involvement than they are currently experiencing in practice. Specifically, recruitment, unit
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staffing, and support staff present areas of opportunity to increase staff nurse decisional
involvement.
Care Unit Level

The care unit level survey results for ALQ (2.89 + 0.54), CWEQ-II (22.24 + 1.60), and
DIS (42.53 + 5.69) were similar to the staff nurse level results, yet slightly lower. It is
difficult to compare these values to other care unit level findings in the literature because
previous research of these variables has been mostly limited to the hospital level or the
staff nurse level. The exception to this is a study by Purdy and colleagues (2010) who
reported on CWEQ-II. They found care unit level mean of 17.58 (SD = 1.56), which is
significantly lower than the mean reported for the current study. This difference in findings
may be related to a sample of nurses who worked in Canadian hospitals. There were 21
hospitals in the Purdy and colleagues (2010) study for a total of 61 care units, which
indicates that many of these hospitals were smaller in size than the current sample which
was drawn from 105 care units across 11 hospitals. Geographical differences and/or
complexity of organizations in the sample may account for the differing findings.

Patient Quality Outcomes

In the present study the mean falls with injury rate of 0.61 (SD = 0.81) was lower
than the national average of 0.93 (SD not reported; NDNQI, 2012). Likewise, the HAPU rate
of 1.58 for this sample is lower than the national average (Lyder et al., 2012). The mean
values for the patient satisfaction metrics - RN communication (84%), overall satisfaction
with care (81%), and likelihood to recommend the hospital (87%) - are all higher than the
national averages reported by CMS (78%, 70%, and 71%, respectively; HCAHPS Survey

Results, 2014). This indicates that across all patient quality outcome metrics for this study,
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the sample outperformed the national average. This may be related to the fact that all
hospitals in this sample participate in NDNQI data collection and benchmarking. The
practice of collecting and critically analyzing performance against benchmarks has been
shown to improve practice (He et al.,, 2013). Thus these findings may be most generalizable
to hospitals that participate in formal quality data collection practices. These findings may
also provide evidence of improving patient care in the U.S. healthcare system, yet either
replication of these findings or nationally reported outcome data are needed to support
this interpretation.
Discussion by Research Questions
Research Question 1
What are the unique and combined effects of authentic leadership and structural

empowerment on staff nurse decisional involvement?

H1a: As authentic leadership scores increase, staff nurse decisional involvement

scores will increase.

H1b: As structural empowerment scores increase, staff nurse decisional

involvement scores will increase.

H1c: The combined effects of increased authentic leadership and structural

empowerment will result in the highest scores of staff nurse decisional

involvement.

The findings from this study provide support for all hypotheses stated above. Higher

levels of authentic leadership and structural empowerment at the care unit level were
associated with enhanced actual staff nurse decisional involvement. While no previous

studies have examined the relationships among these variables, the findings of this study
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are aligned with previous research linking authentic leadership and structural
empowerment with desirable staff nurse outcomes.

Authentic leadership. The present study provides evidence of a relationship
between increasing levels of authentic leadership by the nurse manager and actual staff
nurse decisional involvement. This finding aligns with previous research that linked
authentic leadership to improved staff nurse outcomes, including greater person-job
match, work engagement (Bamford et al., 2013; Wong et al., 2010), job satisfaction, and
self-reported job performance (Wong & Laschinger, 2012). While none of these studies
examined staff nurse decisional involvement specifically, taken together the findings
suggest authentic leadership has a positive influence on staff nurse outcomes.

Structural empowerment. The findings of this study also indicate that unit-level
structural empowerment has a positive influence on staff nurse decisional involvement.
This findings aligns with previous reports of the relationship between structural
empowerment and several staff nurse outcomes such as increased nurse job satisfaction
(Laschinger et al., 2001a; Laschinger & Finegan, 2005; Lautizi et al., 2009; Ning, et al.,
2009), perceptions of respect (Faulkner & Laschinger, 2008; Laschinger, 2004; Laschinger
& Finegan, 2005), trust in management (Laschinger & Finegan, 2005), organizational
citizenship behaviors (Gilbert et al., 2010), decreased burnout (Laschinger et al., 2003b),
and anticipated turnover (Hauck et al., 2011). Again, these studies did not specifically
examine staff nurse decisional involvement, yet taken in conjunction with the current
findings, provide evidence of a pattern between structural empowerment and improved

staff nurse outcomes.
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The findings suggest that integration of authentic leadership and structural
empowerment at the care unit level has a significant influence on staff nurse decisional
involvement. Nurse managers with higher levels of authentic leadership are equipped with
the relational skills needed to facilitate an empowering work environment. These skills are
delineated in authentic leadership theory as relational transparency, moral perspective,
balanced processing, and self-awareness (Luthans & Avolio, 2003). Nurse managers with
higher levels of authentic leadership are then better able to cultivate a work environment
with the key elements of structural empowerment (access to opportunity, information,
resources, formal and informal power; Kanter, 1977, 1993). This combination of authentic
leadership and structural empowerment facilitates greater staff nurse decisional
involvement on their care units.

Model covariates. Staff nurse educational level was a significant covariate in the
model linking authentic leadership and structural empowerment to actual staff nurse
decisional involvement. From the associate degree up through the doctoral level of
education there was an increasing inverse relationship between education level and actual
staff nurse decisional involvement. Staff nurses’ expectations of their degree of decisional
involvement may increase with higher levels of education (Wade, 1999), which may result
in their perception of their actual levels of involvement diminishing. However, the
relationship did not hold true for the diploma level nurses in this sample, who reported the
second lowest levels of actual staff nurse decisional involvement. This may be related to the
small number of diploma nurses in this sample (n = 23), or possibly reflect a level of actual
decisional involvement that is lower than their nurse colleagues at higher levels of

education. It is unclear with the current published evidence. Mangold and colleagues
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(2006) found no significant relationship between education level of a sample of
Midwestern staff nurses and decisional involvement scores when education level was
measured as less than a BSN or BSN or higher.

Research Question 2

What influence does authentic leadership and structural empowerment have on the
degree of dissonance between staff preferred and actual decisional involvement?

H2: As authentic leadership and structural empowerment increase, the degree of
dissonance between staff nurse preferred and actual decisional involvement will
decrease.

Decreased dissonance between actual and preferred levels of staff nurse decisional
involvement was found as levels of authentic leadership and structural empowerment
increased. Nurse managers with higher levels of authentic leadership are more self-aware
and balanced processors (Luthans & Avolio, 2003). In turn, these skills would make them
better equipped to be sensitive to staff nurses’ expectations for involvement and respond
accordingly with a more structurally empowering environment (Laschinger et al., 2013).
These actions may help to diminish the gap between preferred and actual decisional
involvement at the care unit level.

Model covariates. The typical shift worked by the staff nurse was a significant
covariate in the model linking authentic leadership and structural empowerment to
decreased decisional involvement dissonance. While there was no shift in particular with a
statistically significant effect, the overall effect was significant. One possible explanation is
that novice staff nurses are adjusting to shift work (Duchscher, 2009), such as day/night

rotation or straight night shifts. These shifts were associated with the lowest dissonance



LEADERSHIP, EMPOWERMENT, AND OUTCOMES 107

scores, meaning the smallest gap between actual and preferred levels of decisional
involvement. Novice staff may have lower preferences for decisional involvement as a
group than more experienced staff nurses (Benner, 1982), thus diminishing the dissonance
scores. Yet if this was the case, then one would have expected years as a RN or years on the
care unit to also be significant covariates, which they were not. Another possible
explanation is that off-shift staff nurses have come to expect less decisional involvement
due to decreased face time with leadership or opportunity to attend meetings held during
the day shifts. This decreased expectation could result in a diminished dissonance score for
this group. However, there is not a clear explanation for this finding at this time as there is
little published research addressing this.
Research Question 3
What are the unique and combined effects of authentic leadership and structural

empowerment on patient quality outcomes (i.e., falls with injury, hospital acquired
pressure ulcers, and patient satisfaction with care)?

H3a: As authentic leadership scores increase patient satisfaction will increase,

while falls with injury, and pressure ulcer rates will decrease.

H3b: As structural empowerment scores increase patient satisfaction will

increase, while falls with injury, and pressure ulcer rates will decrease.

H3c: The combined effects of increased authentic leadership and structural

empowerment will result in the highest scores patient satisfaction and the

lowest rates of falls with injury and pressure ulcers.

Falls with injury. Patient falls with injury rates were significantly lower on care

units with higher levels of authentic leadership and structural empowerment. Much of the
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previous literature review on falls presented mixed findings. While some studies aligned
with the current findings, showing a significant inverse relationship with nursing
leadership (Capuano et al., 2005; Castle & Decker, 2011; Houser, 2003), others found no
significant relationship (Boyle, 2004; Flynn et al., 2010; Taylor et al., 2012). However, these
studies did not specifically examine authentic leadership. Wong and Giallonardo (2013)
found that “authentic leadership was significantly associated with decreased adverse
patient outcomes through trust in the manager and areas of work life” (p. 740), yet these
were staff nurse reports of perceived patient care quality. Similarly, Laschinger and
colleagues (2001b, 2008) report a significant direct relationship between structural
empowerment and nurses’ assessed quality of care of their units. Yet another study
reported a statistically significant inverse relationship between care unit level structural
empowerment and rates of patient falls (Purdy et al., 2010). The current study collected
data on actual falls with injury, rather than staff nurse perceived rates of falls and
conducted a direct unit level analysis with the measures of authentic leadership and
structural empowerment. The current findings add to the knowledge base linking authentic
leadership and structural empowerment to decreased patient falls with injury rates.

Model covariates. Unit response rate was a significant covariate in this model, with
increasing staff nurse response rates to the survey associated with decreasing falls with
injury rates on the care unit. Response rate could be viewed as a crude measure of staff
nurse engagement, which has been shown to influence patient quality outcomes (Bacon &
Mark, 2009).

The percentage of staff nurses reporting charge or resource nurse experience on the

care unit was another significant covariate, which was connected to worsening rates of falls
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with injury. The more staff nurses with experience in this leadership role on a care unit
would, however, seem more likely to improve patient quality outcomes. This finding could
be indicative of some other phenomena not examined in this study or some model
instability discussed further in the limitations section.

Similar to Lake and colleagues (2010), RN education level and certification were not
significantly associated with patient fall rates. Contrary to previous research (Bouldin et al.,
2013), the current study did not find hospital characteristics of region in the US,
metropolitan status, Magnet® status, nor academic medical center status (Bouldin et al.,
2013) to be significant covariates in the model. This is likely related to the relatively small
number of hospitals (n = 11) included in the current study, as the power analysis was
conducted for the care unit level rather than the hospital level.

HAPU. Hospital acquired pressure ulcer rates were significantly higher on care units
with higher levels of authentic leadership and structural empowerment. This finding was
the opposite of the hypothesized inverse relationship and differs from other findings in the
literature. Previous studies have found no relationship between nursing leadership
measures and pressure ulcer rates (Boyle, 2004; Flynn et al., 2010; Taylor, et al. 2012) or
an inverse relationship (Castle & Decker, 2011). This finding could be related to several
factors. As discussed with the falls with injury model, there was noted instability in some
coefficients during the model building process for the patient quality outcome models.
There are also known weaknesses in the data collection methodologies for HAPU rates. The
standard data collection method is a quarterly surveillance of all patients in the hospital to
assess for prevalence of HAPUs (Montalvo, 2007). The interval nature of the data collection

means not all HAPUs are accounted for in the data. Additionally, general care units are
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attributed a HAPU that may have begun developing while on other care units, such as the
emergency department, intensive care unit, or operating room. Pressure ulcers that were
identified and documented upon admission are not counted towards the HAPU rate
(Montalvo, 2007). There is currently no way to account for the shared patient care
responsibility across care units within the established data collection criteria.

Patient satisfaction. Patient satisfaction includes three metrics, communication
with nurses, overall satisfaction with care, and likelihood to recommend the hospital. All
were positively influenced by the degree of structural empowerment on the care unit. This
finding aligns with previous work linking structural empowerment to improved patient
satisfaction (Donahue et al., 2008). Kanter’s structural empowerment theory (1977, 1993)
includes access to information, support, resources and opportunity, which could, in turn,
facilitate enhanced patient satisfaction.

Authentic leadership was not found to be a significant influence on patients’
experiences of care. This finding differs from previous reports of an integrative review
linking relational leadership styles with improved patient satisfaction (Wong et al., 2013).
Yet it is similar to other studies that found no significant relationship (Gardner et al., 2007;
Larrabee et al.,, 2004; Raup, 2008). Authentic leadership may have an indirect relationship
with patient satisfaction through structural empowerment. Wong and Laschinger (2012)
have previously demonstrated an indirect relationship of authentic leadership through
structural empowerment on various outcomes. The current study provides support for the
strength of the relationship between unit level authentic leadership and structural

empowerment, which could be tested with a path model in future research.
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Model covariates for RN communication. There were several significant covariates
in this model, including care unit type, unit response rate, and nurse manager tenure on the
unit. All of these covariates had significant positive relationships with the patient
satisfaction metric, RN communication. Medical care units had a greater influence on
improving patient experience with regards to nurse communication compared to surgical
units. This may be related to the often unexpected nature of medical admissions compared
to surgical admissions, necessitating expert communication skills to ease patient and family
fears regarding clinical updates and the plan of care (Pytel, Fielden, Meyer & Albert, 2009).
As mentioned previously, the unit response rate can be viewed as a crude metric for staff
nurse engagement, which has been shown to be related to patient quality outcomes (Bacon
& Mark, 2009). Nurse manager tenure on the care unit may be related to his/her practice
experience or expertise in the role (Warshawsky et al., 2013), as well as the time necessary
to develop trust between the staff and leader (Laschinger & Finegan, 2005).

Model covariates for overall satisfaction. The significant covariates in this model
were unit response rate, RN certification, nurses with resource/charge nurse experience,
and RN years on the care unit. All covariates had a positive relationship with the overall
patient satisfaction metric. The covariates of nurse certification, charge or resource nurse
experience, and nurses’ years working on the care unit could all be components of practice
expertise within the nurse dose framework (Manojlovich & Sidani, 2008). This combination
of factors related to nursing expertise may contribute to enhanced patient satisfaction.

Model covariates for likelihood to recommend the hospital Nurses with
resource/charge nurse experience, RN years on the care unit, and nurse manager tenure on

the care unit were all significant, positive covariates in the model of likelihood to
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recommend the hospital. As discussed in the previous section on overall satisfaction, these
covariates could all be seen as elements of practice expertise (Manojlovich & Sidani, 2008),
which may increase the likelihood of patients recommending the hospital.

Research Question 4

What is the relationship between actual staff nurse decisional involvement and
patient quality outcomes?

H4: As actual staff nurse decisional involvement scores increase, patient
satisfaction will increase, while falls with injury, and pressure ulcer rates will
decrease.

The findings did not provide support for a direct relationship between actual staff
nurse decisional involvement and any of the patient quality outcomes collected in this
study. This differs from previous research that did find significant relationships between
staff nurse decisional involvement and lower rates of pressure ulcers and higher patient
satisfaction (Houser et al., 2012). Findings of the present study may be related to several
factors. The hospital level effect on staff nurse decisional involvement may account for
most of the variance, thus unit level effects may be very small for this particular variable.
There may be another mechanism connecting authentic leadership and structural
empowerment to patient quality outcomes, such as staff nurse engagement (Bacon & Mark,
2009) or psychological empowerment (Purdy et al., 2010). Finally, as discussed previously,
the analysis of the DIS Cronbach’s alpha indicated instability in some of the tool’s subscales.
It is possible that there may have been a shift in practice since the creation of the tool in
2003. Some items, such as the collaboration and recruitment subscales, may no longer

resonate with current nursing practice, as discussed previously.
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Limitations

There are internal and external threats to the validity of this study. Threats to
internal validity include limitations related to the study design and procedures whereas
threats to external validity relate to limitations of generalizability to other groups, settings
or situations (Creswell, 2009). The cross-sectional design of the present study allows for a
description of the relationships among the variables, but cannot determine causality (Polit
& Beck, 2012). Additionally, the sample of general care units, while having strong
geographical and hospital type representation, was a convenience sample, which may
result in non-coverage error. This occurs when parts of the population are not in the
sampling frame and thus have no opportunity for inclusion in the study (Dillman et al.,
2009). This is a typical source of error in survey research due to time and financial
limitations. All hospitals in this study collect and report quality data to NDNQI, which
represents a hospital population of approximately 35% of hospitals within the US (Press
Ganey Associates, 2015; American Hospital Association, 2015). This may limit the
generalizability of the current findings to hospitals that also collect this data. However, the
analysis for this study focused on care unit level influences rather than hospital level.
Holding this hospital level factor constant provides assurance of the unique contribution
detected at the care unit level.

The survey data collected from the staff nurses was self-reported data, which makes
it subject to response biases (Polit & Beck, 2012); however, the anonymous collection of
the responses helps to mitigate this potential bias. While it was the original intent to assess

for nonresponse error (Dillman et al., 2009) in this study, this was a major barrier to
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hospital participation with sites unable to provide either the information or access needed
to conduct such an analysis.

Finally, the stability of the patient quality outcome models related to falls with
injury and HAPU rates is questionable, which may present issues of statistical conclusion
validity (Polit & Beck, 2012). This is due to the very small incidents of these events with
many values of zero in the dataset making it challenging to adequately research these
phenomena and drive the remaining incidents out of practice. Differing methodologies with
very large datasets or potentially longitudinal designs could provide additional rigor to the
research in this area, yet will be costly and time consuming.

Implications for Practice

The findings of this study provide support for focusing healthcare resources on
hiring and developing front-line nurse leaders with an authentic leadership approach. Such
leaders then need to be given the autonomy to facilitate structural empowerment, which
had a significant influence across patient quality outcome metrics. Nurse managers will
need training to understand the evidence-base supporting authentic leadership practice,
and then development in the form of self-reflection and coaching to incorporate these
behaviors in their leadership practice. As stated by Shirey (2006), “to become an authentic
leader requires that an individual pursue a personal journey of self-discovery, self-
improvement, reflection, and renewal...[and] requires courage to commit to a process of
personal transformation” (p. 263).

The relationship between authentic leadership and dissonance scores for staff nurse
decisional involvement indicates a need for open and honest discourse between staff

nurses and unit-based leadership about mutual expectations (Hess, 2011). The finding that
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nurse manager tenure was a significant covariate in some patient quality outcome models,
indicates hospital settings should focus efforts on retention of their front-line managers
(Warshawsky et al., 2013).

While this study does not provide evidence of a link between actual staff nurse
decisional involvement and patient quality outcomes, it does add to the evidence
connecting unit-level authentic leadership and structural empowerment to improved
patient quality outcomes. Thus, focusing efforts solely on hospital or system level quality
improvements is misguided and overlooks the unique influence of care unit level factors.

Implications for Policy and Education

This study specifically examined authentic leadership of the nurse manager at the
care unit level and provides evidence of value added to the work environment for staff
nurses. Previous research has highlighted the cascading effect of authentic leadership and
structural empowerment throughout an organization, calling for nurse executives
(McDonald et al, 2010; Shirey, 2009) and staff nurses (Giallonardo et al., 2010) to embrace
these concepts and behaviors. Throughout all levels of nursing formal (ADN, BSN, MSN, and
doctoral) and continuing education, leadership skills should be developed. Training at all
levels of nursing leadership should be provided to illustrate the benefits of leadership
theories to practice and patient quality outcomes.

As the U.S. healthcare industry implements the 2010 Patient Protection and
Affordability Act and strives to attain the triple aim of improving patient satisfaction with
care, population heath, and reducing costs (Berwick, Nolan, & Whittington, 2008), the need
for authentic leaders to facilitate structural empowerment and staff nurse decisional

involvement is of critical importance. How a standardized intervention will be
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implemented at the care unit level is a value-added part of the process that has the
potential to improve patients’ experiences of care, the quality of the care provided and to
drive down costs. Staff nurses know their patients and colleagues and are in the best
position to tailor an implementation plan and practice processes that will meet the
standard of care, yet retain the authority for how it will be work in their practice setting
(Kramer& Schmalenberg, 2003).

Implications for Research

The nested nature of authentic leadership, structural empowerment, and decisional
involvement in practice indicates the need for a more comprehensive analysis to determine
the unique contribution of each variable at each level. The hospital level measures of
structural empowerment and the levels of authentic leadership throughout the nursing
leadership hierarchy may certainly influence the work environment and boundaries of the
nurse managers’ practice. “Frontline nurse leaders, who most often connect with staff
nurses, may or may not have the power to provide a more professional practice
environment for their staff” (Manojlovich, 2005, p. 372). The relationships between these
variables, at all levels of complex healthcare systems, needs to be further investigated. Such
studies will inform the design of effective individual and/or team-based interventions for
empirical testing.

According to the ANCC (2008) one of the forces of Magnetism® is transformational
leadership, yet this study suggests that nursing leaders remain open to the evolving nature
of leadership theory and practice. Perhaps practice environments are becoming better
served by authentic rather than transformational leaders at the care unit level. This study

did not examine the comparative influence of authentic leadership to other leadership
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theories, such as transformational leadership or leader-member exchange theory, on staff
nurse and patient quality outcomes. One is unable to state that authentic leadership is the
most effective approach. Additional research is needed in this area to test the most
effective leadership theory to guide the nursing practice of the future.

While not all hospitals in this sample had data on the educational preparation of the
nurse managers, those reporting indicated 72% had a master’s degree and 16% had a
degree in management, such as a MBA, MHA, or MS in Administration. Future research
should investigate if there is any significant difference in staff nurse and patient outcomes
based on education level and formal leadership education of nurse managers. This would
provide more robust validation for minimum requirements for entry into a formal nurse
managerial role.

The degree of authentic leadership and structural empowerment at the care unit
level should be examined in the context of implementing changes in practice. As a new
intervention is being implemented in practice settings, one could examine how the
implementation process differs in settings with high versus low levels of authentic
leadership and structural empowerment. This research would add to the depth of
understanding of how authentic leadership practice and structural empowerment are
operationalized in practice.

This study did not provide support for actual staff nurse decisional involvement
influencing patient quality outcomes. Future research determining if this is related to a
need to revise the DIS tool or if another variable is the mechanism of action connecting
authentic leadership and structural empowerment to patient quality outcomes would

provide clarity to the current findings.
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Conclusion

This study extends the knowledge base connecting unit based authentic leadership
and structural empowerment to increased actual staff nurse decisional involvement,
patient satisfaction, and decreased falls with injury rates. This study was unique in that it
examined actual patient quality outcome data rather than using nurses’ perception of
quality on their care unit. Additionally, much of the previous research focused on effects of
the hospital level or staff nurse level factors on staff nurse and patient outcomes. This study
examined these variables at the care unit level while controlling for hospital and system

level effects, which is a unique contribution to the knowledge base in this area.
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Appendix A: Demographic Data Collection

Staff Nurse Demographics

Unit Characteristics

Hospital Characteristics

Gender: Unit Type: Type of Hospital:
-Male -Medical -Academic/teaching
-Female -Surgical -Community

-Medical-surgical mix

Age: # of Beds: Setting:

-Urban
-Suburban
-Rural

Ethnicity: (wording from 2010 | Tenure of Manager: # of Beds:

US census)

Race: (wording from 2010 US

census)

Employment Status: Highest Education Level | Magnet Certified:
-Full-time (>= 36 hrs/wk) of Manager: -Yes

-Part-time (20-35 hrs/wk)
-Per diem (< 20 hrs/wk)

If holds a master’s degree
or greater, any formal
education in
management/admin?
-Yes

-No

-No, on the journey

Please indicate stage:_______
(e.g.=part of strategic plan,
putting processes/culture in
place, collecting data, data
submitted, site visit
scheduled)

-No

Typical Shift Worked:
-Days only
-Evenings only
-Nights only
-Day/Eve Rotation
-Day/Night Rotation
-Evening/Night Rotation
-None of the above

Shared Governance Model:
-Yes, >=5yrs
-Yes, < 5 yrs
-No

Education Level:
-Diploma Program
-Associate’s Degree
-Bachelor’s Degree
-Master’s Degree
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-Doctorate of Nursing Practice
-PhD or DNS

Current Enrollment in Degree
Program:
-Bachelor’s Degree
-Master’s Degree
-Doctorate of Nursing Practice
-PhD or DNS

Certification in Specialty:
-Yes
-No

Experience Level:
-Years in nursing
-Years in organization
-Years on care unit

Resource/Charge Nurse:
-Yes
-No

Preceptor:
-Yes
-No
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Appendix B: Email Series to Staff Nurses
Staff Nurse Introduction to Survey Email
Subject: Upcoming Survey

[ am writing to inform you of an upcoming research study regarding staff nurses’
experience with leadership, empowerment, and decisional involvement on your care unit.
As part of my doctoral research at Boston College, [ am asking staff nurses at several
hospitals across the country to reflect on the work environment on their care unit.

Your responses to this survey are very important and will help create an understanding of
the connections between the care unit work environment and patient quality outcomes.

This survey will take you approximately 15 minutes to complete. You will be able to exit
the survey and return to it at a later time through your survey link should you need to. The
link to the electronic survey will be sent to you one week from today. Reminder emails
containing the survey link will be sent during the survey collection period.

Your participation is voluntary and all of your responses will be kept confidential. Your
survey responses are completely anonymous. There is no way for this researcher to link
you to your responses.

The Boston College Institutional Review Board has approved this study. Your hospital
approved the distribution of this survey to you. No personal or hospital identifiable
information will be associated with your responses in any reports of this data. Should you
have further questions or comments, please feel free to contact me at
stacy.johnson@bc.edu or 857-445-1880.

Thank you for your time and consideration in completing this survey. As a gesture of
appreciation, once you have completed the survey, you will have the option to be enrolled
in a raffle to win an Apple iPad Air.

It is through the help of nurses like you that we can further understand the care unit work
environment and its’ influence on patient quality outcomes.

Many Thanks,

Stacy Hutton Johnson, RN, PhD(c)
William F. Connell School of Nursing
Boston College
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Staff Nurse Email with Survey Link
Subject: Nationwide Nursing Survey

Dear Nursing colleague,

I emailed you last week about this exciting nationwide study examining the influence of
care unit work environment on patient quality outcomes. Please find the link to the survey
below.

This will only take you approximately 15 minutes to complete...I know what you're
thinking...15 minutes without interruption on a care unit would be shocking! No worries.
You are able to exit the survey and return to it at a later time through your link to complete
it. Your responses will be saved.

The first page is the consent form and will ask you to click indicating your consent if you
choose to participate. As a gesture of appreciation, at the end of the survey you will be
invited to enter a raffle to win an Apple iPad Air ©

Thank you in advance for your time and consideration! Best, Stacy

INSERT: survey link here

Stacy Hutton Johnson, RN, PhD(c)
William F. Connell School of Nursing
Boston College

Staff Nurse Reminder Email #1

Subject: I need your help!

Dear Nursing colleague,

[ emailed you last week asking for 15 minutes of your time to complete a survey about
your work environment. If you have already completed it, thank you. If not, please find the
link below. My research is examining the influence of care unit level work environment on
patient outcomes, and I can’t do this without your help.

I realize how busy you are and how many surveys you are asked to complete! At the
end of this survey you will be able to enter yourself into a raffle to win an Apple iPad
Air © Thank you so much for your time and consideration! Best, Stacy

INSERT: survey link here

Stacy Hutton Johnson, RN, PhD(c)
William F. Connell School of Nursing
Boston College
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Staff Nurse Reminder Email #2
Subject: Last Chance to Enter iPad Air Raffle!

Dear Nursing colleague,
This is the final reminder about this exciting NATIONWIDE nursing survey! Be one of
thousands of nurses to share your experiences of working on your unit!

As anurse, | know all of the action happens on the units, which is why I am studying
how factors at care unit level influence patient outcomes, but I need 15 minutes of your
time to do this ©

Your time is extremely valuable, so please enter the raffle to win an Apple iPad Air
at the end of the survey. Just click on the link below! Best, Stacy

INSERT: survey link here

Stacy Hutton Johnson, RN, PhD(c)
William F. Connell School of Nursing
Boston College
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Appendix C: Consent Page

BOSTON COLLEGE

WILLIAM F. CONNELL SCHOOL OF NURSING

Consent to Participate

You were selected to participate in this research study of the nursing work environment
based on your experience as a RN working in the hospital setting. You are among
thousands of RNs across the country who have been invited to participate in this
survey. The purpose of this study is to better understand how the work environment on
clinical care units influences patient quality outcomes.

If you agree to be in this study, you will be asked to complete an on-line survey, which
should take you approximately 15 minutes to complete. Since interruptions are frequent
in our work environments, you will be able to exit the survey and your responses will be
saved, so you may return to the survey at a later time. You will receive automated email
reminders to complete the survey throughout the data collection period. You are free to
withdraw from the survey for any reason, at any time.

The survey is confidential and your participation is voluntary. There is no way you can
be linked to your responses, which will ensure your confidentiality and anonymity.
Additionally, responses to the survey are being analyzed at the unit level since the focus
of this research is the care unit work environment as a whole. This provides you
additional anonymity. This researcher is a doctoral candidate at Boston College. The
only data shared with your employer will be at hospital or system-level, no information
will be shared at the care unit level, except for the final analysis encompassing care
units across the United States.

While there are no direct benefits for participating in this study, the knowledge gained
has the potential to influence work environments at the care unit level. There are
minimal risks or discomforts anticipated from participation in this survey.

Individuals who decide to participate can choose to be entered into a prize drawing for
an Apple iPad Air (you will be provided a separate link after completing the survey to
enter the drawing). There is no way to trace prize-drawing participants back to the
original survey.

If you have any questions or concerns regarding this research you may contact Stacy
Hutton Johnson, PhD(c), RN, MS/MBA, NE-BC, the Principle Investigator, at
stacy.johnson@bc.edu or 857-445-1880. If you have any questions about your rights as
a research participant, you may contact the Office for Research Protections, Boston
College, at irb@bc.edu or 617-552-4778.
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This study was approved by the Boston College Institutional Review Board (IRB) and by
your hospital’s IRB. Your hospital has released your email for invitation to participate in
this study.

Thank you in advance for your time!!

By clicking yes | acknowledge that | have read the preceding consent form and
consent to take the survey.

O Yes — | consent to take the survey.

O No - | do not wish to take the survey.



