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Longitudinal Effects of Authentic Leadership, 
Empowerment, and Relational Social Capital on New 
Graduate Nurses’ Job Satisfaction and Mental Health 

Presenter: Ms. Emily Read, University of Western Ontario 
Co-Authors: Dr. Heather Laschinger 
 

Background:  
Relational social capital is an important interpersonal organizational resource that may 
foster new graduate nurses’ workplace wellbeing in the first two years of practice and 
promote retention of newcomers to the nursing workforce. While there is evidence that 
authentic leadership and structural empowerment are key aspects of the work 
environment that support new graduate nurses, the mediating role of relational social 
capital has yet to be explored. 
 

Objectives:  
The purpose of this study was to test a hypothesized model of the longitudinal effects of 
authentic, empowering leadership on new graduate nurses’ social capital and subsequent 
mental health and job satisfaction. 
 

Methods:  
Secondary analysis was performed on data from a larger study of new graduates’ worklife. 
A random sample of newly registered RNs (n=709) from Ontario were invited to 
participate; 191 completed useable questionnaires at both time points (27% response 
rate). Western University granted research ethics approval. Data analyses were conducted 
using SPSS and Amos software. 
 

Findings: 
Participants were mostly female (91.4%), on average 28.4 years old, working full-time 
(62.6%) in medicine/surgery (58.1%) or critical care (21.7%). All measures demonstrated 
acceptable reliability and validity. Path analysis showed that time 1 authentic leadership 
influenced empowerment (β=.49), which influenced social capital (β=.69). Social capital 
had a significant effect on time 2 mental health (β=-.25) and job satisfaction (β=.68). Mental 
health symptoms negatively affected job satisfaction (β= -.25). Authentic leadership had 
significant indirect effects on social capital (β=.34) and job satisfaction (β=29) while 
empowerment indirectly influenced job satisfaction (β=.52); significance level set at ρ 
 



Conclusion:  
New graduates who work in healthy workplaces with vibrant, collegial relationships (i.e. 
social capital) and have infrequent mental health symptoms have high job satisfaction. 
Nurse leaders can influence social capital by engaging in authentic leadership practices that 
create structurally empowering work environments. 
 

Take Home Messages:  
 

1) The findings of this study contribute to the growing evidence in support of authentic 
leadership theory and empowerment and help advance the understanding of how 
leaders can positively influence new graduate nurses’ health and retention 
outcomes by creating healthy workplaces rich in social capital.  

 
2) New graduates’ relational social capital appears to be an important interpersonal 

resource that can be cultivated by authentic leaders who build positive, honest 
relationships with new recruits and respond to their needs by providing access to 
the empowerment structures they need to accomplish their work.  

 
3) Helping nurse managers cultivate their authentic leadership skills is a promising 

strategy that may help hospital organizations support new graduate nurses as they 
transition into their professional careers. 

 

Patient-Based Funding in Ontario Hospitals: Initial 
Responses From Health Care Leaders  

Presenter: Dr. Pamela Baxter, McMaster University 
Co-Authors: Kennedy, D., Alvarado, K., Cummings, G. 
*This abstract and the one following were combined into one presentation at the CHWC. 
 
Background:  
In the last four years, patient-based funding (PBF) has been introduced into the province of 
Ontario. One key element of the PBF model is the use of quality-based procedures (QBPs). 
In April 2012, four QBPs (hip replacement, knee replacement, cataract surgery, and dialysis 
and other treatments for chronic kidney disease) were introduced in 91 Ontario hospitals. 
This shift is requiring health care leaders at all levels to consider ‘how’ to implement 
changes to adapt to this new funding model and its associated QBPs while still achieving its 
intended outcomes of effective, efficient, and accessible quality health care. 
 
Objectives:  
To understand health care leaders’ early responses to the implementation of PBF in 
Ontario hospitals and specifically QBPs related to joint replacement surgery. To explore 
barriers and facilitators encountered while implementing PBF and orthopaedic QBPs and 
identify strategies and innovations developed in response to PBF and QBPs. 
 



Methods:  
To achieve the study objectives, an exploratory descriptive design was used. Participants 
were recruited from seven hospitals across five Local Health Integration Networks (LHINs) 
in Ontario. Senior administrators and orthopaedic surgeons participated in 30-90 minute 
focus groups. Four individual interviews were conducted for those unable to attend a focus 
group. Participants were asked to discuss their initial responses to the implementation of 
PBF and orthopaedic QBPs with regards to the following: 1) their general experiences, 2) 
barriers, challenges, facilitators they encountered, and 3) strategies and/or innovations 
developed in response to PBF and QBPs. Data underwent content analysis using N-Vivo10 
to assist with data organization. 
 
Findings: 
Data were gathered from a purposeful, homogenous sample of 74 participants. The 
following key themes emerged from the data: 1) responding to change, 2) leading the 
change, and 3) managing the change. Within these themes various barriers, challenges, and 
strategies were identified. These themes illustrated health care leaders’ primary responses 
to, and concerns about, the new funding approach for Ontario’s hospitals. 
 
Conclusion:  
Ontario health care leaders are accepting of PBF but describe many barriers to 
implementation that impact the organization, care providers and patients. To overcome 
barriers and to achieve positive outcomes leaders must be involved in determining 
outcome measures and provided with adequate infrastructure and resources (financial, 
information technology, human). 
 
Take Home Messages:  
 

1) Health care leaders in Ontario hospitals are accepting of PBF and QBPs. However, 
they require additional resources to ensure that positive outcomes are achieved. 

 
2) Health care leaders are concerned about the current barriers to implementation and 

require policies to ensure that these barriers are overcome and that unintended 
consequences are minimized. 

 
3) Adequate infrastructure is required in address data collection challenges. 

 
 
 
 
 
 
 
 



Health Care Leaders’ Experiences Implementing Hospital-
Based Funding Models: A Systematic Review 

Presenter: Dr. Pamela Baxter, McMaster University 
Co-Authors: Cummings, G., Pfaff, K., Hewko, S., Cunningham, BJ., Cleghorn, L., Elston, D. 
 
Background:  
Providing cost-effective, accessible, high quality patient care is a challenge to governments 
and health care delivery systems across the globe. In response to this challenge countries 
have developed and implemented various hospital-based funding models that can be 
grouped into two main categories; 1) activity-based funding (ABF) and 2) pay for 
performance (P4P). Although healthcare leaders play a critical role in the implementation 
of these funding models, to date, their perspective has not been captured. 
 
Objectives:  
The objective of this systematic review was to gain a better understanding of the 
experiences of healthcare leaders implementing hospital-based funding models within 
Organisation for Economic Co-operation and Development countries. 
 
Methods:  
Literature was searched to explore health care leaders’ experiences with the 
implementation of funding models in acute care settings using: Medline, EMBASE, CINAHL, 
Academic Search Complete, Academic Search Elite, Business Source Complete. A total of 
15,265 citations were retrieved; the removal of 3,004 duplicates left 12,261 citations for 
screening. Two independent reviewers screened the titles, abstracts and full texts using 
predefined criteria. Data extraction included columns for author, year, country, purpose, 
study design, subjects, participant response rate, theoretical framework, data collection 
methods, outcome variable, data analysis, and relevant findings. Twenty-two articles were 
reviewed at the manuscript screening stage; eight were excluded. 
 
Findings: 
Leaders described the implementation of two distinct funding models, activity-based 
funding (ABF) and in-hospital pay-for-performance (P4P). Irrespective of which funding 
model was implemented, leaders described five common themes: Themes included; pre-
requisites for success, benefits, barriers/challenges, unintended consequences, and leader 
recommendations. Even though the purpose of each model is unique (with P4P focusing 
more on achieving quality indicators), the leaders’ describe similar experiences in terms of 
the need for a solid infrastructure and committed leaders to achieve positive outcomes, a 
lack of resources to support implementation efforts and the presence of unintended 
consequences. Where their experiences differed was in the perceived benefits. Those 
implementing P4P described few benefits and many challenges. 
 
 
 



Conclusion:  
Health care leaders describe the implementation of in-hospital funding models as a 
complex process requiring organizational commitment, adequate infrastructure, human, 
financial and information technology resources, change champions, and a personal 
commitment to quality care. When implementing these models leaders face many 
barriers/challenges and describe several unintended consequences that impact both 
patient and provider. 
 
Take Home Messages:  
 

1) Leaders implementing funding models face many barriers/challenges that must be 
addressed by policy or decision makers in order to achieve the intended outcomes 
associated with these models. 

 
2) A lack of leader commitment is described as a barrier by those implementing P4P 

and this lack of commitment may negatively impact the potential for quality 
improvement in hospitals. 

 
3) Policies are needed to address the unintended consequences associated with in-

hospital funding models. 
 

Unlocking the Key to Workforce Planning for High Quality 
Patient Care: An Intervention Model for Leadership 
Development  

Presenter: Dr. Wendy Gifford, Saint Elizabeth & University of Ottawa 
Co-Authors: Ian Graham, University of Ottawa & Ottawa Health Research Institute;  
Nancy Lefebre, Saint Elizabeth 
 
Background:  
Strong leadership is integral to improving health care delivery, creating a healthy work 
environments and strengthening the healthcare system. Defined as the ability to “influence, 
motivate, and enable others,” the leadership of senior and front line healthcare managers is 
considered critical to improving health care delivery for positive patient, provider and 
system outcomes. However, lack of clarity exists regarding what leaders actually do to 
support delivery of high quality patient care, or how to develop leadership capacity for 
supporting the health workforce. 
 
Objectives:  
To describe a conceptual model that explicates key components of a leadership 
intervention and the subsequent knowledge, skills and leadership behaviours required by 
front line managers to facilitate, enable and support the delivery of high quality patient 
care for positive patient, provider and system outcomes. 
 



Methods:  
Using integrated knowledge translation, evidence and theories on leadership and 
implementing science were synthesized with tacit knowledge from researchers and 
decision-makers from Canada, United States and Sweden in a 3 day meeting (funded by 
CIHR). Through the team’s collective expertise, leadership development of healthcare 
managers was confirmed as a critical priority for workforce planning to improve patient 
care. An intervention was developed to be field tested in each country; key components of 
the intervention are graphically depicted in a conceptual model. 
 
Findings: 
The model depicts the knowledge, skills and behaviours of health care managers to create a 
leadership process for enabling staff to deliver high quality patient care. The leadership 
process involves relations, change and task oriented leadership behaviours to: prioritize 
improvements; set goals for change; assess and manage multi-level barriers; secure 
resources; and engage clinical and management staff. Briefly, relations-oriented behaviours 
involve supporting, developing, and recognizing others; change behaviours are primarily 
concerned with visioning and building coalitions; task-oriented behaviors include 
clarifying roles, monitoring, and providing resources. The model explicates specific 
leadership behaviours to positively influence patients, providers and health system 
outcomes. Together these behaviours influence individuals, the practice environment and 
the organizational infrastructure to influence the workforce providing patient care. 
 
Conclusion:  
Healthcare managers are key in workforce planning to building effective healthcare 
systems. What they do to influence positive patient and provider outcomes however is not 
always apparent. The conceptual model provides a knowledge translation approach for 
managers to implement change for a strengthened health care system for Canadians. 
 
Take Home Messages:  
 

1) Developing leadership capacity of front line managers can strengthen the healthcare 
system and improve health care delivery. 
 

2) Lack of clarity exists regarding what leaders actually need to do, or how to develop 
leadership capacity to support staff delivery the highest quality patient care.  

 
3) We have developed an evidence and theory based leadership intervention that 

includes the knowledge, skills and behaviours for healthcare managers to influence 
the delivery of the high quality patient care. 
 

 
 
 
 



A Health Human Resources Workforce Dynamic 
Framework in Canada  

Presenter: Dr. Julie Goulet, Canadian Institute for Health Information 
Co-Authors: Dr. Holly Shulman 
 
Background:  
Effective health human resources (HHR) planning requires an understanding of current 
workforce characteristics to create and maintain a sustainable workforce. Different 
approaches have been proposed to better assess HHR workforce characteristics such as 
counts of the existing workforce to derive entrances and exits. However, a multipronged 
methodology would provide a more in-depth understanding of the health human resources 
labour force. A dynamic workforce framework has been proposed by Health Workforce 
Australia to fully grasp the variability in health related professions, including average age, 
specialty, foreign practitioners, and vacancy rates. 
 
Objectives:  
The main objective of this presentation will be to apply the dynamic workforce model in a 
Canadian context which will provide key insights into the current workforce that can be 
applied to supply and demand. More specifically, this framework will provide a 
comparative analysis of the existing status of HHR. 

 
Methods:  
A HHR workforce dynamic framework will be used to better understand the workforce. 
Workforce data from CIHI’s Health Workforce Database will be employed for this analysis 
as well as a number of different data sources. 
 
Findings: 
Our findings indicate that throughout the provinces and territories of Canada differences in 
HHR workforce dynamic exists between professions. Average age of the workforce 
highlights how certain professions and even certain jurisdictions are experiencing an aging 
workforce, which places more strain on the growth of the sector. The exploration of 
vacancy rates in combination with specialty, dependency on foreign practitioners and age 
also provided greater insight into the growth or decline of different professions. 
 
Conclusion:  
This framework will provide direction for further analyses on HHR composition and 
challenges for each of the health care professions under study. Overall, we will be exploring 
this framework in a Canadian context and conclusions will provide valuable information to 
inform effective HHR planning now and in the future. 
 
 
 
 



Take Home Messages:  
 

1) An innovative methodology to study health human resources workforce dynamics of 
various health related professions. 
 

2) An in-depth analysis of HHR in a pan-Canadian perspective that could provide some 
guidance where intervention and mitigation need to take place.  

 
3) The health human resources workforce dynamics framework provide an in-depth 

understanding of the workforce to inform effective HHR planning now and in the 
future. 


