
www.sciedu.ca/jha Journal of Hospital Administration 2015, Vol. 4, No. 2

ORIGINAL ARTICLE

Authentic leadership practices informed by a rural
hospital study

Roseanne Fairchild ∗, Shiaw-Fen Ferng, Randi Zwerner

Indiana State University, College of Nursing, Health, and Human Services, Terre Haute, Indiana, USA

Received: December 29, 2014 Accepted: March 2, 2015 Online Published: March 10, 2015
DOI: 10.5430/jha.v4n2p54 URL: http://dx.doi.org/10.5430/jha.v4n2p54

Abstract
The purpose of this study was to explore perceptions of work environment characteristics across employee groups in a rural
hospital to determine if authentic leadership and management practices were perceived to be actualized in the organization. Cre-
ating a healthy work environment through authentic leadership practices is critical to sustaining care quality improvements (QIs)
and patient safety. In light of fewer financial and educational resources, an academic-practice partnership provides evidence-
based support for administrators in rural hospitals. This mixed methods study involved the following measures: 1) Descriptive
cross-sectional survey of hospital employees regarding work environment characteristics (N = 139/188; 74% response rate),
yielding statistical power of .95, and 2) multiple qualitative focus groups with employees (N = 37) to explore contextual factors
potentially influencing perceptions of work environment. There were statistically significant differences among perceived levels
of vitality for hospital administrative staff compared to clinical and ancillary staff (p < .000 – p < .026). Thematic content of
qualitative data revealed issues regarding a perceived lack of authentic leadership and management behaviors. Adopting best
practices related to QIs may first require a paradigm shift by hospital leadership and management through conscious promotion
of mutual trust and healthy work behaviors. An academic-practice partnership can provide data-based insights into work envi-
ronment characteristics that may need attention so that the hospital administrator may empower staff-driven, collaborative QIs
from an evidence-based stance.

Key Words: Rural hospital, Healthy work environment, Authentic leadership, Employee vitality, Mixed methods

1 Introduction

There has been a call globally for hospital administrators
and care providers working in rural hospitals to collabora-
tively form rural networks, adopt best practices based on
clinical guidelines driven by current evidence, and create
new programs to motivate rural populations to achieve im-
proved health status.[1–3] Expert recommendations encour-
age both within-hospital and across-hospital collaborations
and quality improvements (QIs) so that providers and ad-
ministrators working in smaller, low volume rural hospitals
can share new knowledge and promote evidence-based prac-

tice in rural and remote healthcare delivery.[1–4]

While a few predominantly rural regions globally have well-
organized rural hospital networks to assist them in becoming
prepared to promote evidence-based practice in care quality
and safety,[2, 5–9] hospital administrators in remote rural hos-
pitals that are not part of an integrative health system may
benefit from working collaboratively within an academic-
practice partnership to help generate ideas to collectively
enhance quality of care delivery.[10–13] From a practical op-
erational standpoint, how might hospital leadership, man-
agement and departmental/unit staff in a “standalone” ru-
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ral hospital respond to an exploratory case study involving
assessment of the healthy work environment characteristics
reported to be necessary to support robust potential for suc-
cessful QIs[1–5]?

To lay groundwork for the study, the study team and the hos-
pital’s top leadership and management teams have worked
within an academic-practice partnership for three contigu-
ous years involving needs-based service learning projects in
health information technology applications and in health-
care leadership and management.[13, 14] The purpose of this
follow-up study was to assess and evaluate the potential
presence of authentic leadership practices among hospital
leadership and management teams to support a healthy work
environment for hospital employees. A healthy work en-
vironment promotes optimal employer-employee relation-
ships, and thus the ability to focus efforts on patient-
centered, enhanced quality of care.[15, 16]

2 Theoretical framework
According to healthcare experts, a hospital needs to be a
patient-centered organization where patients and providers
are true partners in care decisions.[3, 15–18] The role of the

hospital administrator embodies a leader who is responsible
for ensuring a patient-centered focus, and developing pro-
cesses to 1) promote evidence-based care and patient en-
gagement, 2) report on quality and cost, and 3) supervise
care.[1, 3, 15, 17, 18] With these elements in mind, the Robert
Wood Johnson Foundation’s Transforming Care at the Bed-
side (TCAB)[15] model (see Table 1) was chosen as the
framework for the study.

According to the Institute for Healthcare Improvement,[15]

transformational leadership is defined as being able to es-
tablish, communicate and oversee QIs with employees at
all levels of an organization. However, while the frame-
work includes this definition of transformational leadership
as an administrative imperative, the set of TCAB principles
does not provide explicit explanatory content or an actual
set of leader behaviors that a healthcare administrator who
strives to be transformational can embrace and work to fol-
low. In order for an administrator to engage in realistic self-
assessment, the authors observed that the concept of authen-
tic leadership as defined by the American Association for
Critical Care Nurses (AACN)[16] in relationship to creating
a healthy work environment would provide a concrete defi-
nition and a set of leader behaviors needed to promote self-
actualization as a transformational leader.

Table 1: Transforming Care at the Bedside: key quality parameters∗
 

 

Transformational Leadership 

Patient-Centered Care Safety/Reliability Value-Added Processes Vitality and Teamwork 
• Truly patient-centered care 

honors the whole person and 

family, reflects individual 

values and choices, and ensures 

continuity of care 

• Redesigning work to be more 

patient-centered can create 

better patient outcomes and 

reduce costs 

• Care for moderately sick patients is 

safe, reliable, effective and equitable 

• The adoption and adaptation of best 

practices, such as patient safety 
leadership rounds and rapid response 

teams, can improve reliability and 

prevent system failures 

• All care processes are free of 

waste, promote continuous work 

flow 

• The elimination of inefficiencies 

through work redesign and 

placement of supplies at the 

bedside increases staff satisfaction 

and morale 

• Effective care teams continually 

strive for excellence, especially 

within a joyful, supportive 

environment that nurtures 

professional formation and career 

development 

• Effective teams positively 

impact patient outcomes 

TCAB Quality Improvement Targeted Outcomes 

• 95% of patients are satisfied with facility’s physical comfort, emotional support, respect for values, preferences 

• Adverse events are reduced to 1 per 1,000 patient days 

• 25% reduction in deaths on TCAB units 

• 95% compliance with all key clinical process measures for the three top clinical conditions on TCAB unit 

• 95% of clinicians, students and staff would agree with the statement, “I work within a supportive environment that nurtures my professional 

formation and development” 

• 95% of clinicians, students and staff would agree with the statement. “I am part of an effective team that continuously strives for excellence even 

when conditions are less than optimal” 

• Clinicians spend 70% of their time in direct patient care 

• Clinicians spend 90% of their time in value-added activities 

Note. *Developed and piloted by Robert Wood Johnson Foundation and Institute for Healthcare Improvement 

According the AACN,[16] authentic leadership is defined as
the administrator’s “. . . obligation to establish, maintain and
improve healthcare environments and employment condi-
tions conducive to providing quality care consistent with the

values of the healthcare professions, and to maintain com-
passionate and caring relationships with a commitment to
fair treatment of individuals and integrity-preserving com-
promise” (p. 11). Therefore, the evidence-based set of au-
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thentic leader behaviors as defined by AACN[16] can help
to operationalize the concept of transformational leadership
to support a healthy work environment and the high qual-
ity QI outcomes proposed as part of the TCAB model. The
work of an authentic, transformational leader inspires an at-
mosphere conducive to trust and mutual respect and, in turn,
can enhance the overall commitment of employees.[15, 16]

The TCAB[15] model promotes ongoing evaluation of
healthcare leadership practices and work environment char-
acteristics through utilization of a 10-item socio-behavioral
“Vitality” instrument.[19, 20] The instrument is currently be-
ing tested and is reported to support measurement of five
major principles proposed to promote quality of care deliv-
ery: Patient-centered care, patient safety, value-added care,
employee vitality, and transformational leadership (see Ta-
ble 1).[15, 19, 20]

The current study was launched with the knowledge that
hospital administrators wanted to reduce turnover by im-
proving overall vitality of hospital employees. Nursing unit
administrators, in particular, also desired to create an atmo-
sphere more amenable to generating nursing unit employee
“buy-in” and eventual success for targeted QI activities. An
initial leadership team meeting and pre-survey with hospital
administrators re-confirmed these goals, as advised in the
TCAB toolkit.[15]

3 Ethical considerations

The study was planned collaboratively with the rural hos-
pital’s top leadership team (refer to Table 2) and was ap-
proved by the sponsoring university’s institutional review
board (IRB). Informed consent was provided to the potential
participants and there were no direct incentives for partici-
pating in the study. Study data were collected during Winter
2012 - 2013 and were recorded and analyzed in the aggre-
gate to maintain the anonymity of the participants. Data
collection records were maintained according IRB standards
for security and confidentiality.

4 Methodology

A mixed methods approach involving both quantitative and
qualitative data collection and analysis was utilized for this
study. This approach is viewed as combining comple-
mentary methodologies to stimulate new insights and re-
search questions (initiation), test the consistency of find-
ings obtained through different instruments (triangulation),
and provide richness and greater detail to a study (expan-
sion).[21] To promote enhanced understanding, the quali-
tative narratives provided rich context for the quantitative
statistical results.

4.1 Quantitative methods

4.1.1 Vitality survey

An online 10-item, Likert-type survey measuring percep-
tions of vitality was distributed via secure email link to full-
time and part-time staff, management and leadership (N =
188). Upon accessing the survey, the participants were pre-
sented with an informed consent statement regarding strict
confidentiality of the survey, and reporting of data in anony-
mous, aggregate form only. From this page, participants
could choose either “Accept”, and move on to the survey
items, or “Do not accept” and opt out of the survey. For
each positively-worded survey item, participants were asked
to rate perceptions of hospital leadership, work environ-
ment, and working relationships using a 5-point scale from
“strongly agree” to “strongly disagree”.

4.1.2 Statistical analysis

With sample size of 188 and using a 5% margin of error, a
minimum sample of N = 126 was needed to achieve statis-
tical power of .95. A total of 157 employees accessed the
Vitality survey, with 18 sets of survey responses discarded
due to partial completion/missing data, resulting in a 74%
response rate achieved for the study (N = 139/188). There-
fore, sample size reflected statistical power of .95. Quan-
titative data were analyzed for descriptive and correlational
results using SPSS 20.0 statistical software.[22] Statistical
significance was set at p < .05. Internal consistency reliabil-
ity for the survey instrument was .88.

One-way analysis of variance (ANOVA) was utilized to de-
termine any statistically significant differences among indi-
vidual vitality survey[15] items across groups of employees.
The Bonferroni post-hoc test was utilized to identify poten-
tial differences between specific groups of employees. To
delineate among the groups, administrative staff included
hospital administrators, administrative assistants and man-
agers; clinical staff included physicians employed by the
hospital, as well as nurses, nursing assistants, and thera-
pists; ancillary staff included information technology, envi-
ronmental, janitorial and food services employees (see Ta-
ble 2).

4.2 Qualitative methods

4.2.1 Focus group format

For the qualitative portion of the study, multiple focus
groups were conducted using a guided discussion template
with two open-ended questions, asking the participants to
describe aspects of both good and bad patient care experi-
ences on their unit. Subsequent probing questions such as
“Can you tell us more about that?” or “How do you believe
[action] impacted care?” were utilized to expand the discus-
sion of both types of patient care stories. The discussions
were led by the two co-investigators and a research assistant
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recorder for each session. To create a representative sam-
ple for data collection (N = 37), the focus groups engaged
employees in staff, management and leadership roles repre-
senting all hospital units and departments in open discussion
during eight sessions, across three shifts, over a four-week
period.

Focus group participation was voluntary and comprised of
3-7 employees per session, with employee and supervisor
focus groups conducted separately to promote open, frank
discussion. The discussion of patient care experiences was
emphasized to support revelations concerning any and all
actions (or lack thereof) that were perceived to be connected
to patient care outcomes. Pseudonyms were assigned to dis-
cussion participants so that their contributions would remain
anonymous for reporting purposes.

4.2.2 Qualitative data analysis processes

Upon completion of each focus group session, and at the
end of the final session, the narrative data were collected
and evaluated for categories and sub-categories of related

thematic content by the study team utilizing naturalistic in-
quiry.[23] Naturalistic inquiry as a qualitative framework
emphasizes collection and analysis of data in the natural set-
ting where people live and work on a daily basis.[23] Con-
stant comparative analysis[23] of the data allowed the re-
search team to subsequently inductively assess, code and
categorize the words and phrases used by the group partic-
ipants as they reported their unit and departmental patient
care stories in detail. The study team worked to maintain a
neutral stance as the data were evaluated, and acknowledge
that their background in nursing and epidemiology were the
lenses through which the patient care stories were viewed.

Qualitative themes emerged inductively based on coding
and saturation of the narrative data, providing a naturalis-
tic context for the quantitative results of the study.[23] An
experienced doctoral level qualitative researcher was asked
to audit the narrative data to verify saturated themes as re-
ported for the study. Based on the auditor’s recommenda-
tions, data-based sub-themes were also suggested and are
reported for the study.

Table 2: Distribution of employee participants
 

 

Clinical (n)* Administrative (n)* Ancillary (n)* 

Nursing Assistant (6) 
Registered nurse (39) 

Licensed practical nurse (1) 
Radiology technician (1) 
Respiratory therapist (3) 

Physician (2) 
Pharmacist (1) 

Assistant Manager (3) 

Manager (15) 
Administrative Assistant/Unit Secretary (7) 
Administrator (e.g., DON, CNO, CFO, COO, 

CEO, VP) (6) 

Other (60) 
(Maintenance employees; Food service employees; 
IT employees; ancillary services/workout facility 

staff) 

Total    53 (50)** 31** 60 (58)** 

Note. *n = Participants accessed the survey; ** Number of participants completing the survey 
 

5 Results

5.1 Quantitative

Based on the ANOVA analyses, self-reported levels of vi-
tality across three employee groups revealed administrative
employees reported the highest levels of vitality based on
the maximum composite score of 50 (x̄ = 38.7; SD= 4.8; n
= 31;) compared to ancillary staff (x̄ = 34.7; SD = 8.9; n =
58) and clinical staff (x̄ = 38.2; SD = 7.9; n = 50). The differ-
ence in composite vitality score between administrative and
ancillary employees was statistically significant (p = .026).
Table 3 shows distribution of individual vitality items and
composite vitality scores.

The statistical analyses also revealed that certain aspects
of vitality for hospital administrative staff were statistically
significantly higher than for ancillary and clinical staff (p
< .000 – p < .026) (see Table 3). A low-scoring item for
clinical and ancillary staff reflected a lack of administrator
behaviors perceived as authentic leader behaviors, namely a

perceived lack of interest in staff ideas (p < .001). However,
the majority of clinical and ancillary staff reported that they
would speak up about a patient safety concern (p < .014).

Also in relation to patient care delivery, a majority of
clinical and ancillary staff reported a lack of teamwork
(p < .000), and loss of important patient care information
across different units and departments during patient han-
dovers (p < .000). In contrast, high-scoring items for em-
ployee groups involved easy access to supplies and equip-
ment, adequate support services, and good teamwork within
one’s own unit.

Overall, in addition to selected positive perceptions of the
work environment revealed in these data, the reported differ-
ences in 1) management and staff perceptions of employee
morale, 2) employees’ perceptions of a lack of authentic
leader behaviors among nurse administrators, and 3) sta-
tistically significant differences in levels of vitality across
hospital employees, needed to be considered when planning
for QIs as a follow-up to this study. While employee per-
ceptions of leader behaviors were not consistently positive,
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it was a credit to leadership and management that the em-
ployees would speak up if there was a patient safety con-
cern. Awareness of patient safety has been associated with
a positive safety culture, and therefore improved patient
health outcomes, on hospital nursing units.[19, 24] Moreover,

care needed to be taken to communicate to both administra-
tors and employees that 2-way communication and mutually
beneficial accountabilities between management and staff
would need to be emphasized with any type of QI-based
follow-up study or health services project.

Table 3: Vitality scale results for rural hospital employees
 

 

Item Vitality Scale 

Likert Scale Items (% Respondents) 

(Low [1] to High [5] Score) 
ANOVA (N = 139) 

1 2 3 4 5 Mean ± SD α * 
Multiple 
Comparisons** 

1 
I have easy access to the supplies and 
equipment I need to do my work on my 

unit / in my department. 

2.8 8.5 2.1 42.3 44.3 4.2 ± 1.0  .442  

2 
The support services for my unit / 

department respond in a timely way.   
1.4 8.5 12.8 46.1 31.2 4.0 ± 1.0  .015*  AD:AN; AD:CL 

3 
I can discuss challenging issues with team 

members on my unit / in my department. 
3.5 4.3 15.6 41.1 35.5 4.0 ± 1.0  .254  

4 
My ideas really seem to count on my unit / 

in my department. 
5.6 14.1 28.2 29.6 22.5 3.5 ± 1.1  .006* AD:AN; AD:CL 

5 
I speak up if I have a patient safety 

concern.  
1.4 1.4 8.1 36.2 52.9 4.4 ± 0.8  .014* CL:AN 

6 

Care team members on my unit / in my 

department feel free to question the 

decisions or actions of those with more 

authority. 

6.5 11.6 28.3 39.1 14.5 3.5 ± 1.1  .092  

7 

Important patient care information is 

exchanged by care providers during shift 

changes. 

0.8 5.4 36.4 37.2 20.2 3.7 ± 0.9  .000* AD:CL; AN:CL 

8 

If I have an idea about how to make things 

better on this unit /in this department, 

management and other staff are willing to 

try it. 

5.0 13.7 23.0 46.0 12.2 3.5 ± 1.0  .111  

9 

Care professionals communicate complete 

patient information during patient 

hand-offs and care transitions. 

0.0 3.9 43.3 37.0 15.7 3.7 ± 0.8  .000* AD:CL; AN:CL 

10 

Essential patient care equipment is 

provided and is in good working condition 

on this unit / in this department. 

0.8 6.2 23.8 43.8 25.4 3.9 ± 0.9  .136  

  Vitality Scale composite score = 50      36.9 ± 7.9  .026* AD:AN 

  Administrative (n = 31)      38.7 ± 4.8   

  Clinical (n = 50)           38.2 ± 7.9   

  Ancillary (n = 58)           34.7 ± 8.9   

Note. *Observed statistically significant values based on ANOVA. p < .05; **Indicates statistically significant difference among the specified groups based on Bonferroni 
post-hoc tests. The score of the group before the colon is higher than score after colon. AD: Administrative Employees; AN: Ancillary Employees; CL: Clinical Employees. 
Significance level is .05. 

 

5.2 Qualitative

Focus group comments revealed a rich mix of narrative sto-
ries regarding patient experiences and hospital work envi-
ronment that were communicated and shared during ses-
sions 1-2 hours in length. Narrative data categories that
were saturated and representative of broad themes (head-
ings) and sub-themes included both positive and negative
perceptions of patient care, hospital management and lead-
ership, and hospital work environment. Based on the-

matic content, participants discussed patient care stories ul-
timately reflecting positive-negative polarities of the set of
TCAB principles:[15]

5.2.1 Patient-centeredness

One nurse stated that “Everybody knows every-
body, this means we can give better care”; a
nursing assistant agreed, “We really care about
our patients, we often know them”; a unit sec-
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retary added: “We go the extra mile, we have
collected money for people when they need it.
And I have seen the nurses caring for patients
and families – they always follow-up to be sure
they [patients] have what they need”; how-
ever, one hospital administrator alternatively
observed: “We have Ebsco Host online for the
nurses, but they don’t seem to take advantage
of this for patient teaching and discharge.”

The positive relational phenomenon of knowing one’s pa-
tients has been reported by care providers in other rural care
settings.[11, 12, 25] This sub-theme was reflective of multi-
ple patient care stories participants related as primarily sup-
portive of the overall theme, “patient-centered care”. How-
ever, one hospital administrator’s observation that new on-
line resources were not being utilized consistently by nurs-
ing unit staff was similar to research utilization results in
other studies of rural nurse providers. Healthcare experts
have reported that rural staff nurses need supplemental ex-
periences to seamlessly engage in evidence-based practice
(EBP), since particular cases may not be seen as frequently
as in urban hospital setting. Formal support by a staff ed-
ucator or an academic partner was encouraged to promote
consistent application of new EBP tools in practice.[11, 12, 25]

5.2.2 Teamwork

A staff nurse noted “We have a high level of ser-
vice and personal attention because we work to-
gether”; and an employee in environmental ser-
vices stated, “I think most staff works together
well; you’ll always have a few that don’t, but I
think most of us do”; another nurse explained,
“We keep families up-to-date on what’s go-
ing on.” In contrast, a nurse administrator ob-
served, “You know, I make rounds on units
once a month. I also hold meetings so that unit
staff can have input whenever we are going to
change something, but no one ever comes. I
just don’t know what will work to help the sit-
uation.”

The importance of teamwork and its impact on
quality of care on hospital units has been well-
documented,[1, 15, 16, 19, 26] and patient stories the participants
shared revealed their acknowledgement of this reality based
on patient care delivery experiences. In contrast, nurse
manager participants shared the fact that nursing unit staff
typically did not attend meetings that were posted by hospi-
tal management and leadership to engage the input of staff
regarding quality initiatives.

While staff reported they realized the need internally for ex-
cellent teamwork across units and departments, there ap-
peared to be a disconnect between the desire of hospital

leadership and management to enact QIs, and the willing-
ness of hospital unit staff to follow their administrative lead.
A disconnect between leadership and staff has been re-
ported to be associated with unhealthy work environment
characteristics in a hospital setting, and/or hospital unit staff
perceptions of non-authentic leadership practices.[15, 16, 26]

5.2.3 Vitality

A long-time nurse employee stated, “You
know, morale, this is the worst it’s been in
years”; another nurse noted “We need incen-
tives for nurses and other staff to pick up ex-
tra shifts, and for good attendance; we used to
have this, but we don’t anymore.” This belief
was also shared by five other nursing unit staff
employees during five different focus groups.
A nursing assistant further remarked: “What
makes you think any of this we are telling you
will change for us? I’ll bet they won’t listen
to us and nothing will change.” This particu-
lar statement revealed a sentiment echoed by
four other employees during four different fo-
cus groups. On the other hand, a department
manager observed: “We try to keep things up-
beat and do nice things for staff.”

Evidence-based standards for a healthy work environment
promote skilled communication and true collaboration, so
that there is a clear and meaningful connection to support
open communication and active listening between admin-
istrators and staff in healthcare settings.[1, 3, 15, 16, 26] In this
case, narrative data revealed participants’ concerns under-
scoring a basic need to actively listen to each other to dis-
cern better ways to communicate across employee groups,
in efforts to enhance morale, vitality and interconnectedness
of management and staff.

5.2.4 Authentic leadership

Several nurses shared frequently-heard senti-
ments regarding the managers of the nursing
units: “They need to ask us, ‘What can I do?’
when it’s busy”; “There is little to no visibil-
ity of managers on the floor”; “Many managers
do not know enough to work the floor, or to
help you when you need it”; and “There is
an extreme business orientation on the part of
management; once we had to charge a family
$5.00 for a guest tray, they did not have a lot
of money, it was embarrassing.” A department
manager framed her relationship with her staff:
“My staff know what I expect, it’s my way or
the highway.”
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Being able to “walk the talk” as a manager has been re-
ported to go a long way in earning the respect and coop-
eration of healthcare employees.[15, 16] In this case, health-
care administrators may not have been provided the oppor-
tunity to learn about important aspects necessary to cre-
ate a healthy work environment, and/or may not have been
introduced to the principles of authentic leadership. As
these narratives reveal, habits of thinking and communi-
cation may be developed by an administrator that actually
undermine a healthy work environment, ultimately promot-
ing discord, low morale and a lack of vitality among em-
ployees.[15, 16] Low morale contributes to moral distress and
higher turnover among hospital unit employees.[15, 16]

5.2.5 Safety/Reliability

A hospital administrator shared her thoughts
about safety and hospital processes, “We have
things falling through the cracks sometimes;
I’m just waiting for something really bad to
happen”; Regarding patient safety awareness
in general, a unit secretary noted that “We all
try to help each other when it comes to safety
on the units where I work – the patient comes
first, and I try to watch out for them.” Increased
cross-training of staff to address enhancement
of clinical nursing skills on different units was
also stressed in several groups. As a staff nurse
explained, “We are doing some, but we need
more cross-training to reach a knowledge com-
fort level, so that if we are short [staffed] and
are moved to a different unit, we will know
what we are doing.”

Clear, open communication is key to positive, error-free pa-
tient outcomes in any healthcare setting.[1, 15, 16, 26] However,
the narratives reveal that the need to maintain patient safety
is perceived to be an ongoing issue by some hospital ad-
ministrators and nursing unit staff. In addition, it has been
frequently observed that rural nurses need to be trained as
highly skilled generalists who receive regular review of both
common and uncommon disease management topics via
periodic, easily accessible continuing education.[3, 10, 11, 25]

“Floating” to different units and/or taking on new respon-
sibilities in nursing management, even in the smaller, low
volume rural hospital setting, can seem daunting when the
care provider has little to no experience in a particular area
of expertise.[10, 11, 25]

5.2.6 Value-Added care processes

A hospital administrator discussed a nursing
unit rounding experience: “It is when I walk
into a patient’s room, and I ask how their care

has been with nursing staff, and they tell me
‘Oh, she has been so busy’; then I know they
have not been in the room much during that
day”; A manager related her stance on value-
added care: “You know what I would tell them
[staff] – sometimes it’s the smallest thing that
they [the patient] will remember, if you brought
them a pillow, or answered their call light right
away and helped them to the bathroom.” An-
other nurse administrator, when discussing the
current economic outlook, advocated the idea
of emphasizing the hospital’s financial stability
with employees: “I don’t care what they think,
they need to realize the nice things we do for
you, and that we are financially stable.”

A hospital administrator explained that she and the unit
managers try to round on nursing units once a month to
evaluate important aspects of patient care. In contrast, some
experts suggest rounding more frequently (weekly or even
daily) depending on time constraints, so that staff perceives
administrators as highly accessible to discuss patient care
issues.[15]

Healthcare team efforts to improve patient satisfaction and
patient-provider communication have been reported to en-
hance patient health outcomes.[1, 15, 16] On the other hand, a
hospital administrator who wished to emphasize the finan-
cial stability of the hospital to staff demonstrated what has
been reported as a dysfunctional response to conflict with
employees.[15, 16] Utilizing verbally aggressive, uncaring ex-
pressions such as “I don’t care what they think” decreases
morale and increases stress, and therefore turnover among
staff.[15, 16]

5.3 Consideration of the research question

The purpose of this study was to explore perceptions of
work environment characteristics across employee groups
in a rural hospital to determine if authentic leadership and
management practices were perceived to be actualized in the
organization. Creating a healthy work environment through
authentic leadership practices is critical to sustaining care
QIs and patient safety. Therefore, the exploratory research
question for this study inquired “How might hospital lead-
ership, management and unit/departmental staff in a rural
hospital respond to a study regarding the key healthy work
environment characteristics reported to be necessary to sup-
port robust potential for successful QIs?” The qualitative
and quantitative results of this study point to a perceived
lack of vitality among clinical and ancillary staff compared
to the hospital’s administrative staff. However, clinical and
ancillary staff still reported that they would speak up if there
was a patient safety concern, which is a credit to manage-
ment’s efforts to promote patient safety.
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6 Discussion
The vitality of a workforce is important because it reflects
the degree to which there is a collective perception that each
person, regardless of position, is important, valued and col-
laboratively involved in shared decision-making regarding
key work processes that drive the quality of outcomes in
an organization.[15, 16, 18] In addition, mutual trust and colle-
gial, open communication are paramount to achieving suc-
cessful outcomes in a team-driven healthcare work environ-
ment.[15, 16, 18, 26] To encourage balanced consideration of
study data, the study team supported reflective discussion
of strengths and areas for growth with hospital leadership,
management and staff upon completion of study data col-
lection and analysis.

Key conceptual areas highly relevant to successful QI im-
plementation were perceived to be present across the work-
force based on data collection, including positive percep-
tions of employees’ caring orientation toward patients and
families, the open reporting of any patient safety concerns,
as well as staff members’ desire and efforts to engage in
patient-centered care. These skills and attitudes should sup-
port higher levels of vitality and teamwork to provide the
foundation for meaningful staff-driven innovations.[1, 15, 16]

In addition to selected positive perceptions of the work en-
vironment revealed in the data, the reported differences in
1) management and staff perceptions of employee morale,
2) employees’ perceptions of a lack of authentic leader be-
haviors among nurse administrators, and 3) statistically sig-
nificant differences in levels of vitality across hospital em-
ployees, also needed to be considered.

6.1 Transactional v. authentic, transformational
leadership

During a discussion of study results regarding healthy work
environment characteristics, hospital administrative team
members were perplexed regarding the data-based outcomes
for hospital staff compared to administrators’ results. The
administrators stated that they engaged in staff reward activ-
ities such as pizza parties or incentives for working an extra
shift, but that staff did not seem to appreciate, or respond
to, these efforts. In response, study team members observed
that transactional leader behaviors typically emphasize and
reinforce superficial exchanges with employees, reflecting a
task-oriented “only give something to get something” men-
tality.[27]

In contrast, experts tell us that authentic, transformational
leaders move beyond a directive, hierarchical leadership
model and work to inspire employees.[15, 16, 18, 27] Authen-
tic leaders provide an organizational vision by promot-
ing the professional values of trust and respect to sus-
tain healthy work relationships and two-way communica-
tion.[15, 16, 19, 27] With these efforts, authentic leaders are in a
better position to sustain truly collaborative work team in-

novation based on current evidence.[15, 16, 19, 27] Positive per-
ceptions of leadership in a healthcare setting have also been
associated with willingness to implement evidence-based
QIs,[15, 16, 18, 19] and patient safety practices.[18, 24, 25]

6.2 Lessons learned

To capture lessons learned, the study team posits that there
are important clues to the issues between hospital adminis-
trators and staff that are relevant to care providers’ capacity
to enact successful QI-based changes in the hospital. Evi-
dence of important lessons derived from this study include:

• Staff not wanting to attend nursing units’ administra-
tive meetings when they are invited to attend and pro-
vide input.

• Perceptions repeatedly mentioned by nursing unit
staff regarding “. . . they won’t listen to us and noth-
ing will change”.

• The hospital administrators’ perplexed state regard-
ing their perception that hospital leadership and man-
agement strived to consistently provide reward and
recognition to departmental/unit staff based on pos-
itive outcomes.

Key sub-themes emerging from narrative data, “disconnect
between leadership and staff “ and “a basic need to actively
listen to each other”, were repeatedly revealed in 4/5 the-
matic categories. Based on these two sub-themes, it be-
comes important to alert both management and staff re-
garding an important caveat concerning desired behavioral
change. As a wise chief nursing officer once stated during
a system-wide patient safety study, “Culture eats strategy
for lunch every day!”[24] Promoting simple and positive be-
havioral change incurs no cost, except the time it takes to
actively listen to each other, reflect and engage in a new,
healthier and more functional behavior at work.[15, 26] As
a follow-up to this study, the participating rural hospital ad-
ministrators recently decided to become involved in a multi-
site rural health services research study co-led by the au-
thors that will involve measures to promote improvements
in quality of care and healthy work environment initiatives
in a group of U.S. rural critical access hospitals (November,
2014).

6.3 Limitations

While the authors made every effort to conduct this study in
a comprehensive manner utilizing mixed methods to assess
both administrator and staff perspectives regarding the hos-
pital work environment, the study involved one Midwest-
ern U.S. rural hospital. Therefore, these results may not
be generalizable to the larger population of rural hospitals
globally. However, the authors hope that this study helps to
illustrate and highlight key behaviors important to the estab-
lishment of a healthy work environment through application
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of authentic leadership principles. These principles may be
applied regardless of the locale of the hospital administrator
who decides to proactively engage themselves and their hos-
pital staff in positive, relational growth and development.

6.4 Implications for hospital administrators and
managers

If hospital leaders and managers desire to thrive in the
current quality-driven healthcare environment, a socio-
behavioral assessment may reveal that work is needed to
remedy instances of ineffective employer-employee rela-
tionships in their organization. When purposefully imple-
mented, the five principles of authentic leadership can em-
power unit and departmental employees to sustain open,
respectful communication and work relationships across
the organization.[16] The principles of authentic lead-
ership include skilled communication, true collaboration,
shared decision-making, appropriate staffing, and meaning-
ful recognition.[16]

In particular, authentic leaders “. . . must be skilled commu-
nicators, team builders, agents for positive change, commit-
ted to service, results-oriented, and role models for collabo-
rative practice”.[16] In a healthy work environment, lead-
ership and management work with staff to embrace self-
improvement, and strive to maintain collegial work rela-
tionships based on trust. If dysfunction creeps into work-
ing relationships, an administrator may take on intimidat-
ing, directive behaviors that reinforce mistrust, and pro-

mote “deficient interpersonal relationships, chronic stress,
and dissatisfaction” among employees.[16] In addition, the
authors suggest that authentic leadership requires empow-
erment of a mutually beneficial and trustworthy “two-way
street”, wherein hospital staff would need to learn to be open
and responsive to leadership and management’s future ef-
forts to promote a healthy work environment. With this im-
perative, it is suggested that the two-way communications
and desirable care delivery accountabilities would be de-
fined based on the collaboratively-driven TCAB principles
moving forward.[15, 16]

The qualitative and quantitative results of this study point to
a perceived lack of vitality among clinical and ancillary staff
compared to the hospital’s administrative staff. Moreover,
there was a perceived lack of mutual trust and a reported
disconnect between hospital administrators and staff due to
a lack of collegial two-way communication between hospi-
tal administrators/managers and clinical and ancillary staff.
Therefore, to address healthy work environment issues as
they arise in an organization, the authors recommend that
health services research projects in the hospital work envi-
ronment routinely include the utilization of socio-behavioral
instruments to measure the potential for human interper-
sonal and/or team-based barriers versus facilitators to QI im-
plementation. The importance of mutual trust and respectful
two-way communication across hospital unit staff, manage-
ment and leadership teams reflects the power of intentional
authentic leadership, and is paramount to successful QI im-
plementation in any healthcare organization.[15, 16, 18, 26]
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