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HOW DO LEADERSHIP PRACTICES INFLUENCE NURSING
FACILITY EMPLOYEE SATISFACTION? :
A MULTI-LEVEL STRUCTURAL EQUATION MODEL ANALYSIS OF
LONG TERM CARE QUALITY LEADERSHIP PRACTICES

by
Douglas M. Olson
University of Minnesota
Abstract

This study synthesizes literature on leadership research from both leadership
theories and the field of quality management to develop and measure
leadership as a multi-dimensional construct consisting of four practices:
focused visionary, supporting change, effective communication, and a visible
presence in the organizaton. These four practices are hypothesized to affect
the outcome of employee satsfaction through the quality management
practices of strategic planning, process management, and human resource
practices. The model tested in this research posits that leadership practces and
quality management practices affect employee satisfaction hierarchically, from
the strategic level (focused visionary leadership and strategic planning) to the
operational level (supporting change and process management) to the tactical
level (effective communication and human resource practices), with visibility in
the organization being the leadership practice and human resource practices
being the quality management practice that directly affects satisfaction. Data to
test this model were collected from 65 nursing facilities in Minnesota that
belong to either of two long term care corporations collaborating in this study.
The results of the model using structural equation analyses supported some,
but not all of the hypothesized relationships. The overall hierarchical nature of
the effects of leadership practices and quality management practices was
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demonstrated, with the excepton that visible leadership did not statistically
appear to affect employee satsfaction.  Rather, effective leadership
communication was directly related to both human resource practices and
satsfaction. Further analyses splitting the respondents into management,
professional nursing, and nursing assistant groups showed very similar results
with the "Quality Leadership Practices Path" model However, the path
leading from the leadership practice of supporting change to the quality
management practice of process management is weaker for nursing assistants
compared to managers and professional nurses. In addition, the path linking
effective communication to satisfacion was statistically significant for both
nursing groups but not for managers, although a chi-square difference test for
comparing path equality did not achieve statistical significance at the .05 level
for this difference.  These results help both researchers and practioners
better understand the ways in which different leadership practices work

through quality management practices to affect employee satsfaction.
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INTRODUCTION

This research conceptualizes leadership practices as a multi-dimensional
construct and tests whether there are differential effects of these practices on
quality management practices and employee satisfaction in nursing facilities.
Research over the years has developed a variety of models and theories
available for consultants, practitioners and researchers. This plenitude also
sets up one of the fundamental problems: the question of whether to choose
among them or to combine aspects of each. Each of the competing models
has its proponents and critics, and each has its set of strengths and weakness
(Bass, 1990). But leadership in the quality management field has been largely
treated as a uni-dimensional construct. The best approach might well be a
combination of models and theories and to use a flexible approach for
specific business fields and situations (Clark and Clark, 1990). There is a
need for contextual consideration of the specific environment and goals in
order to determine the best combination of leadership practices. Specific
practices may be more or less effective depending on the environment and
the goals. This research will advance a psychometrically sound model of
leadership practices for influencing the quality management practices and

employee satisfaction (goal) of a nursing facility (environment).

The quality management field has received mixed reviews from both
academics and the industry. Yet the development of theory and testing of
Deming’s philosophy and other quality management principles is relatively
recent in the quality movement. Recent work (Anderson, et. al 1995, Flynn,

et. al 1994, Shortell 1994 and Meyer, 1998) has begun to develop
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psychometrically sound ways to measure quality management impact. One
of the consistent findings in the research has been that leadership does
influence quality practices. Yet, leadership is treated as a uni-dimensional

construct.

The first specific aim of this study is to propose a muiti-dimensionai
treatment of the leadership cunstruct applicable to quality management
practices in a long-term care setting. Nursing facilities as service
organizations are unique in that their focus is the human interaction of
providing care to primarily elderly residents over extended periods of time,
typically several months to several years. Facilities tend to be smaller than
other industries, and have a flatter organizational structure. To date, there is
little knowledge about the impact of leadership on the quality environment

of a nursing faciliry.

The second specific aim of this study is to posit and test a path model that
focuses on the influence of leadership practices on nursing facility employee
satisfaction through quality management practices in these settings.
Specifically tested is the impact of the leadership practices, defined as focused
visionary, supporting change, communication and visibility, on the quality
management practices of strategic planning, process management, and
human resource practices. In turn, the direct and indirect effects of these
leadership and quality management practices on the satisfaction of employees

is investigated.

The third specific aim of this study is to test this model at three different staff
levels in the facility: leadership and management, professional nursing and

front line nursing. A limitation of previous research in the field of quality
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management has been the use of limited samples relying on an averaging of
responses or an informant approach. This study will enable us to test the
goodness of fit for the proposed model, because it uses all responses along
with further breaking down the responses by occupational groups. This will
advance our knowledge of perceptions of varying staff members across

organizational levels.

This research will contribute to the study of leadership, its specific effect on
quality management practices and outcomes, and its application to the field
of long term care. Leadership practices specific to influencing quality
management practices in nursing facilities will be articulated and measured
with this study. Furthermore, this will be one of the first efforts at
measuring the impact of leadership on the actual outcome of emplovee
satisfaction. A third significant practical application of the results will be
informing the field of long term care on the future training and selection of
leadership personnel in nursing facilities. Although there are other areas to
emphasize for the improvement of nursing facilities the influence of

improved leadership is clearly a positive step.
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BACKGROUND

This literature review focuses on the following areas. First, a description is
given of the current quality management practices of long-term care. Secondly,
the review explores the state of the field of quality mar agement theory. Third,
the framework of leadership research and the currently advanced leadership

practces will be provided as a context for this study.

Quality Assurance and Quality Management in Long-Term Care: Qualicy

assurance (QA) practices in long-term care are similar to those that were found

in mndustry prior to the introduction of quality management prnciples:
designated QA staff have responsibility for ensuring quality, the focus is on
studying individuals to compare their performance to specified standards to
judge whether the standards have been met, and the output typically has been
used by managers to make decisions. This practce is reinforced by the
regulatory environment, in which state inspectors impose sanctons and cite
deficiencies when standards are not met. However, regulators are recognizing
the limited usefulness of tradiional quality inspections by health departments
(Hatzell, Halverson, and Kaluzny, 1996), and states are beginning to explore
new approaches for quality partnerships with providers (Smith, Cotter, and
Rossiter, 1996).

One of the difficulties in moving away from the QA model is that it is much
more difficult to define quality in long-term care compared to industries such
as manufacturing (Sainfort, Ramsay, Ferreira, and Mezghani, 1994). Its
definitdon is difficult in that it encompasses aspects of health, personal, and
social care over a long ume frame to residents with very different prognoses
and physical and mental status (Kane and Kane, 1988). Definitions of quality
are also complicated in nursing homes because of the distnctions between

quality of care and quality of life. Because many residents will be in the nursing

4
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home the rest of their lives, their quality of life is related to their sense of well-

being, satisfaction with life and feelings of autonomy.

The traditional healthcare quality paradigm of structure-process-outcome
(Donabedian, 1980) has been used to define quality assessment criteria in long-
term care, although the testung of this framework did not occur unui recentiy.
Ramsay et al. (1995) used the Minimum Data Set (MDS) to define process and
outcome facility-level quality indicators that are risk-adjusted. They used these
indicators in a path model of structure (licensed and unlicensed staff, licensed
therapists, and expenditures), process (general drug use, daily use of physical
restraints, poor restorative practices, and poor care planning), and outcome
(constrained mobility and function, poor skin integrity, sub-optimal outcomes)
to test the strengths of the relationships between these constructs. They found
a lack of fit in their model, suggesting that alternative nursing home quality
paradigms should be explored. The field of quality management represents a

viable option for the nursing home industry to explore new models.

Such an understanding of alternative quality paradigms is crucial in the long-
term care industry where a litany of quality problems have plagued the industry
since the passage of Medicare and Medicaid in the 1960’s (Kane and Kane,
1988). Extensive federal and state regulations have been put into place to
assure minimum quality standards, making the long-term care industry one of
the most highly regulated industries in the U.S. (Castle, Zinn, Brannon, and
Mor, 1997). Landmark federal legislaton was passed in 1987 (U.S. Congress,
1987) in response to the indictment of nursing home quality in the 1986
Institute of Medicine report (IOM, 1986). It mandated minimum training and
competency testing for nursing assistants, state-level ombudsman programs to
investigate resident complaints about nursing homes, equal quality of services

to all residents regardless of payment source, and a review of each nursing
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home resident upon admission and at least annually thereafter using a
mandated standardized Resident Assessment Instrument (RAI), including a
Minimum Data Set (MDS) of quality of care informaton collected on each

resident that is uniform throughout the long-term care industry.

A reguiatory approach to quality assurance produces a reactive ciimate that
does not guarantee a change in behavior at the nursing home level: “if
regulation is relied on as the sole method for promoting the patents’ interest in
nursing homes, then the probability of success is not great” (Nyman and
Geyer, 1989). Even the Institute of Medicine (1986) acknowledged that
regulation alone will not solve quality problems in long-term care. The IOM
report recognizes that facility leadership must reinforce and facilitate the front-
line nursing assistants’ motivation and job performance on a daily basis if high
quality care is to be delivered. Because 80 to 90% of care provided to nursing
home residents is given by nursing assistants (Smyer, Brannon and Cohn,
1992), the way in which they carry out their dudes profoundly impacts the
quality of life and clinical care of the residents (Shaughnessy, 1989). This high
touch element of the nursing facility environment encourages the consideration
of froat line staff effectiveness and satisfaction. The undetlying driving forces
of this staff phenomenon can be traced back to leadership and quality
management practices, and ultumately affects the percepdons of the nursing
facility residents. The movement to a proactive quality management
philosophy is cited as a necessary change to improve the delivery system in
health care (Hatzell, Halverson, and Kaluzny, 1996). This argument for a
change in philosophy supports this study’s use of established quality

management practices as mediating variables in the proposed model.

Many nursing homes are trying to move beyond the regulatory quality

assurance model of deterrence/compliance toward a proactve framework that
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incorporates quality management principles. Castle et al. (1997) for example,
cite 2 1995 study in which 30% of nursing homes in 10 states indicated that
they had implemented quality management practices, and another 35% had
plans to do so within the next year. Nevertheless, the nursing home industry
faces many challenges in adopting a quality management strategy. Historically,
this industry has had few incentves to compete on the basis ot providing a
higher standard of care since occupancy rates were uniformily high regardless of
quality. However, this situation has changed in recent years as substtutes for
nursing home care, including assisted living facilites, home health care, and

board and care homes, are creating a more compeutive environment.

Many nursing homes are in the early stages of developing the technical skills
needed for implementing quality management practices. For example, trade
organizations, such as the American Health Care Association (1998) and the
American Association of Homes and Services for the Aging (1998) provide
computerized data bases for a fee that allow nursing homes to input their own
Minimum Data Set (MDS) data and gain access to peer nursing home data to
benchmark their quality of care. The MDS has been used to provide data-
driven quality of care measures in quality improvement efforts in nursing
homes (Zimmerman, et al. 1995). While this is heading in the right direction,
the data are limited in scope to quality of care indicators that can be derived
from the MDS. A more comprehensive evaluation of the interrelationship
between leadership, quality management practices and performance outcomes
should be empirically studied. Such a study should integrate the prescriptions
of the past learnings of practice with the Baldrige criteria and a Balanced
Scorecard approach to performance outcomes. This use of outcomes is
extremely valuable, but does little to idendfy the driving forces or processes

within the facilities.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



The collective characteristics of nursing facilines make them different from
business and hospital settings. First, they are generally small organizations with
an average bed capacity and employee base of approximately 100. Second,
these facilities have relatively flat organizational structures. A typical structure
includes three to five organizational levels between leadership and actual care
delivery. This flat structure also creates the daily or regular contact tor statt
with on-site leadership. Service delivery and consequently staff work areas are
in one concentrated setting, which also promotes the routine interactions
between staff and leadership. Third, the service focus is very high touch and
human interaction orented. This type of environment, which drves the
faciliies’ labor intensive nature, helps emphasize the importance of
organizational processes. Framing organizational processes using leadership
and quality management practices that are posited to influence emplovee

satisfaction is a logical approach.

Proposition #1: Quality management is an appropriate organizational

framework for studying a long-term care facility.

The dynamics and reladonship of organizadonal processes in the long-term
care field is a research void. One study looked at correlation effects between
leadership and health department deficiencies in nursing facilides. The findings
of this study were that a gerontological nursing background of the
administrator had a significant positive result. The limitatgon of this study is
that it looked only at the administrator demographic information and used
simple correlation tests with little additional support (Singh, Amidon, Shi, and
Samuels, 1996). Dimant’s case study (1991) found that improvements were '
driven by a quality management process that involved residents and families,
developed a team approach to care, and significantly changed human resource

management and development, especially for improving the motivation and
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satisfaction of the nursing assistants. Structured data was an important building
block for measuring performance, but it was the internal quality management
process that drove the improvements. There is a great need in the long-term
care industry for empirical studies to understand how to link leadership with
quality management practices to affect organizational performance outcomes
and change at the nursing home level.

Leadership and Quality Management Literature:
The early leaders of the quality management movement have always

emphasized the importance of leadership as a driving force of quality process
results. Deming's fourteen points include two principles aimed directly at the
leadership role in an organization. Creating a constancy of purpose” and the
"commitment of top management” are both focused on leadership practices
important to effective implementation of a quality program (Deming, 1986).
Juran highlighted top management commitment as critical to the successful
adoption of his trlogy of quality planning, quality control and quality
improvement (Juran, 1992). Crosby specifically addressed the importance of
the determination and focus of leadership to adopt 2 TQM culture, under-

girded by their understanding of the process (Crosby, 1979).

Anderson et al (1994) provide a theory of quality management based on
Deming’s 14 points, other quality advocates, and the Baldrige award. The
theory posits seven concepts underlying quality management and their
interrelationships.  Measures of the concepts were operationalized and
statistically tested for reliability, and their interrelationships were tested using
path analysis (Anderson, Rungtusanatham, Schroeder, and Devaraj; 1995), and
are illustrated in Figure 1 below.
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Figure 1: Deming Path Analytic Quality Model

Employee
Euifiliment

Visionary leadership had strong positve influence on cooperaton and
organizational learning. Cooperation positively influenced process
management, which in turn affected continuous improvement and employee
fulfillment. They also identified potential direct effects of visionary leadership,
cooperation, and learning to both contnuous improvement and employee
fulfilment. They cite the strong direct effect of emplovee fulfillment on
customer satisfaction. Their study provides strong empirical evidence for the
theory of performance improvement in long-term care organizations proposed
in this research, particularly in the two areas, visionary leadership and employee
fulfillment, that were specifically cited by the IOM study (1986) as being crucial
to improving quality in long term care. This study used a limited set of
respondents representing three different types of employees to derive an

average plant respondent score.

Studies of quality management implementation in hospitals have also
documented the significant, positive role that top management leadership plays
in promoting clinical involvement in continuous quality improvement efforts
(Weiner et al., 1997). Shortell et al. (1995) developed a reliable and valid scale

to assess organizational culture and quality improvement implementation in

10
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hospitals. They found that a participative, flexible organizatonal culture was
significantly associated with implementaton of contnuous quality
improvement, which in turn was positively associated with greater perceived
patent outcomes and human resource development. Larger hospitals were
found to have more difficulty in implementation because of their culture and
lower degree of flexibility compared to smaller hospitals. These findings
suggest that contextual issues affect an organizadon’s ability to implement
quality management practices. This study used an informant approach as a

means for collecting data to represent the organizational phenomenon.

The sophistication with which the implementation of quality management
practices are measured continues to develop. As cited above, both Anderson
et al. and Shortell et al. developed measures that they assessed for reliability and
validity. Anderson et al. drew upon measures from a study on World-Class
Manufacturing (Flynn et al, 1994), while Shortell et al. drew from published
measures of organizatonal culture (Zammuto and Krakower, 1991) and quality
implementation scales based on the Baldrige Award (U.S. Chamber of
Commerce, 1993). Other work by Saraph et al. (1989), Flvnn et al. (1995),
Ahire et al. (1996), and Black and Porter (1996) provide additonal examples of
methods for identfying measures (e.g. literature review and various methods of
expert informant interviews) as well as increasingly sophisticated methods for
statistically assessing reliability and validity. Regardless of methods used, all
highlight their measurement overlap and nonredundancy as compared with
Baldrige critenia.

The link between quality management practices and performance outcomes has
been documented in the literature. Shortell et al. (1995), for example, found
significant relationships between quality improvement and clinical efficiency,
while Anderson et al. (1995) found significant relationships between employee

11
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fulfillment and perceived customer sausfaction. Flynn et al. (1995) studied the
relationships of specific quality management practices to quality performance in
order to determine what management practces should be emphasized when
implementing quality management programs. They found that different core
quality management practices lead to success in different dimensions of quality.
Product design process was important in determining market perceptions ot
quality, while process flow management and statistical control/feedback
contributed to the physical quality of the product. Although these studies are
not focused on a health care setung, they do provide support for the
importance of investgating the links between quality management practces

and outcomes.

Meyer (1998) has empirically tested the causal linkages berween the Baldnge
criteria in community hospitals across the country. She found that leadership
had a direct causal influence on the system, and inferred an indirect causal
influence on the results. This study further explored the within-system and
system-to-outcome relatonships, and provided one of the first comprehensive

evaluations of the Baldrige criteria in a health care setting, as shown in Figure 2

Process Customer
Focus

. Human
Leadership || resources

below:

Strategy \A Performance

Information

Figure 2: Baldrige Health Care Criteria Model
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One of the limitations of the study is that it is based on the perception of one
individual reporting on the quality management program of the hospital using
an informant approach. This research improves on that approach by obtaining

multi-level perspectives and additionally expands the treatment of leadership.

Proposition #2: Leadership 1s an important drver of quality

management practices and outcomes.

This study’s research draws upon a subset of the framework put forward by the
Baldrige criteria and other empirical studies to better understand outcome
measures and their relationships. This includes the notion of a limited set of
measures that tie to the organization’s goals and establishes a cause-and-effect
network to better understand the relationship between the performance drivers
and the outcomes. As mentioned earlier, quality management practices,
including the provision of some context for leadership, are the most
approprate framework to analyze organizational processes in the long-term

care setting.

Three streams of empirical work in quality leadership literature are relevant for
this research. First, we build on studies that have developed and tested
theordes of the relationships between quality leadership constructs. Second, to
develop a survey to assess quality management practices in long-term care, we
draw upon studies that have developed and statstically tested measures of
quality management practices that incorporate indicators from the Baldrige
framework. Finally, we must attempt to integrate research that has investigated

the link between quality management practices and performance outcomes.

13
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Leadership Theory Framework:
The field of leadership study is vast, and filled with a variety of approaches and

perspecuves. The contribution of Jago (1982) provides a framework for the
field of leadership study and an overall foundation that can serve as a
sprngboard for the proposed treatment of the leadership construct in this
study. Jago defines leadership as both a process and a property. L'he process is
the use of noncoercive influence to direct and coordinate the acuvities of the
members of an organized group toward the accomplishment of goals or
objectives. As a property, leadership is the set of qualities or characteristics
attributed to those who are perceived as successful in employing such influence
(Jago, 1982). This means that leadership can describe the person (what they
possess) as well as acts (or what they do). Leadership is displayed through the
interaction between people, and necessarily implies a complement, “followers.”
Jago also asserts that leadership can be both formal and informal and does not
necessarily have to be one designated individual

The difference between leadership and management is also important when
exploning an appropriate approach. Managers are interested in coping with the
complexity of the organizadons. Leadership, however, is more interested in
coping with change (Kotter, 1990). Management is associated with control and
supervision elements, in contrast to leadership, which influences the culture
and direction of an organization. Jago clearly distnguishes between leadership
and supervision in terms of influence processes. Supervision, as well as
management, depends on a more formal structure or system to influence
people. Leadership is the influence of groups or persons, often udlizing
informal interpersonal practices. The leadership constructs developed for this
study follow this definition of leadership.

14
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Jago describes leadership as an evolving dvnamic process and categorizes its
perspectives in a two-bv-two matrix including the following theoretcal groups.
Universal theories encompass theories that assume that the situaton does not
impact the way a leader functions. Thev propose that there exists a “one best
wayv” to lead. These universal theories include trait and behavior theores. Trait
theorists iook at leadership as driven by relatively stable charactenstcs of
people, distributed throughout the populaton. This is a focus driven by an
inherent property. Behavior theorsts propose that leadership is displayed by
the observable actions of people, derived from an external viewpoint. The
other axis on Jago's matrix is contingent theories, which focus on the fact that
leadership depends on the situanion. A brief narrauve further describing this

matrix of categorizing leadership theories follows.

Type I perspectives: The search for universal leadership traits treats leadership as a
second level construct made up of fundamental traits disunguishing individuals.
These include abilites, as well as physical, personality, and social charactenistics.
Success at uncovering these reladonships in empirical research was weak.
Attempting to define effectiveness was noted as one problem. Research tended
to move to more of a comparative approach between groups, leaders and
followers. Although this line of research fell along the wayside, to some degree
it did spark a new approach advanced by Calder (1977) called attribution
leadership theory. Attribution leadership theory suggests that leadership is a
trait or disposition, but it exists only within the eves of others, especially
followers. Important to this theory is the implicit leadership theory of the
observers. Chansmadc leadership (House, 1977) would also fall into this
category, although it 15 less a theory and more a type of leadership.
Transformadonal leadership (Bass, 1985) has been an extension of this same
line of thinking. Transformational leadership comprises performance that

includes: broadening and elevaung the interests of subordinates, generating
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support of their subordinates for the organizatonal mission and goals, and
motvating subordinates to consider the good of the organization bevond their
own self-interests (Burns, 1978). This contemporary theory does straddle
dimensions of Type I and II perspectives due to its focus on leadership

behawviors.

:ljpe II perspectives: Leadership styles theories focusing on how leaders behave
when interacting with followers fit this typology. These researchers concentrate
on dimensions and effectiveness of the leaders looking for an optimal
leadership style. Dimensions put forward included consideration and initiating
(Flesshman, 1951; Fleishman, Harrs, and Burtt, 1955; Halpin and Winer, 1952;
Halpin, 1957), autocratic and democratic (Tanebaum and Schmidt, 1958; Heller
and Yuki, 1969). Both of these dual dimensional areas have produced only
mixed results. An assumption in this category is that leadership style drives the
outcomes of the organization, an assumption that has been challenged by
empirical studies. Leadership styles theory has the predisposed hm.mng
framework of focusing on individuals rather than organizational leadership, due
to their history of studying personal behaviors.

There is a great deal of real world difficulty in distinguishing between traits and
behaviors. This research proposes to collapse these two categories into one
domain, to avoid being caught up in the ongoing debate between psychologists
and behaviorists. For this study we accept that traits may be learned behaviors
and behaviors may be driven by inherent traits. An example to illustrate this
point would be the area of communication: one could argue that a person with
verbal fluency and an enthusiastic and sociable personality would be an
effective communicator, a description often characterized as a leadership
behavior. The important point is that these two independently classified

theories interact in the real world; it is difficult to tease out their origin beyond
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the approach of in-depth individual-level analysis. Contributions from both
trait and behavior theories schools are combined to look at leadership
practices. This research is interested more on the impact of the practices and
less about the orgin. There is other innovatve researck available to help
explain and manipulate on an individual level those origins and concerns, for
exampie the reladonship between personality and TQM impiementation
(Krumweide, Sheu, and Lavelle, 1998). For this research we will call these traits

and/or behaviors “leadership practices.”

Type Il perspectives: Research concerned with specifying a set of conditons
under which certain leadership traits are effecuve fits this category. Fielder’s
(1967, 1977) contungency model is put forward as an example of this approach.
Although we will not use the Type III leadership perspectives in our research
their intuitive nature may help us as we explore relationships of leadership

practices with conditions of QM process components emphasized in each

organization.

Type 117 perspectives: This type of research theory assumes that leadership
depends on the situation and defines leadership in terms of behaviors. Three
theories .a:e placed in this typology: path-goal theory, an operant conditioning
perspective, and the Vroom/Yetton decision-making model. Path-Goal theory
(Evans, 1968; House, 1971) looks at the impact leaders can have on motivating
as well as satisfying the needs of followers. Leadership behavior is expressed in
terms of a leader’s influence in clarifying the paths or route followers travel
toward work and personal goal attainment. It has two propositons. First, the
leader behavior is acceptable and sausfying to subordinates to the extent that
they see it as either a source of satisfaction or as instrumental to future
sausfaction. Second, the behavior complements the environment of

subordinates by providing the coaching, guidance, support and rewards
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necessary for effective performance. It is classified as a contingency theory
because the effectiveness of leadership behaviors depends on characteristics of
the subordinates and the environment (Filey, House and Kerr, 1976). Research
has concentrated on two hypotheses about leader behavior: initiating structure
and leadership consideration, and the impact on satisfaction in different
cavironments. The focus of this approach is on diagnosing the ieadership
situation and rules for matching approprate behaviors to the situation.
Contributions of goal theory are used to help frame the contextual element of
the model for this study. This study will tease out the hypothesized leadership

practices that may impact employee satsfaction in the nursing facility

Operant conditioning prescriptive, a theory derived from Skinnerian learning
theory (Skinner, 1969), looks at the impact of rewards and punishments on
reinforcement of follower behaviors. Results focusing on rewards have been
better than those focused on punitive behavior. A contemporary theory of
leadership, transactional leadership, has some parallels to the operant
conditioning perspective. Transactional leadership suggests that leaders must
engage in a transaction with their staff. This exchange is based on clarifying
subordinate requirements and considering what they will receive if they fulfill
these requirements. This theory does entail a focus on leadership behavior

(Deets and Morano, 1986).

Last of the Type [V theories, the Vroom/Yetton (1973) perspective
concentrates on the behavior of designated leaders encountering a specific
decision-making situation. They use three classes of outcomes as factors for the
effectiveness of decisions - quality, acceptance, and time - to construct a
taxonomy of available decision processes. Generally, there has been little
empirical real world testing of this theory.
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Table 1 below serves as an overview of the different types of leadership

research put forward by Jago.
Universal Situational
Trait Type i: Type 111:
Attribution, Fielder’s Contgency,
Charismatc,
Transformadonal
Behavior Type II: Type IV
Leadership styles Path-Goal,
Operant Conditioning,
Vroom./Yetton

Table 1: Jago's Leadership Matrix

Based on the derived practices, context, and situation of this research we need
to draw upon past leadership approaches and elements of general attribution
and path-goal theory to assist in framing the conceptual model. Attnbution
theory helps conceptually connect the importance of organizational experience
espoused by proponents of leadership practices. The benefits this approach
offers to our model is that we are able to evaluate different exhibited leadership
practices and their relationship to the descriptive typology of the specific
organization in reference to their quality management practices.

This research proposes to consider this groundbreaking work of Jago,
describing the leadership research field, as a reference to evaluate the context
and typology of the organizations and an appropmoate leadership research
approach. For this research, the leadership practices (contrbutions of Type I &
IT) focused on improving the quality management practices (Type IV,
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specifically path-goal theory) will be tested in a nursing facility context (the
situation). This theoretical approach posits that there is a fundamental set of
leadership practices for a defined situation. The situation in the case of this
study is framed by incorporating a quality management philosophy in a nursing
facility settung.

Proposition #3: Utlizing a leadership practices approach within a

context of quality management fits this service field application.

One of the strengths of incorporating this approach to studying leadership is
the context of our study design and populaton. The organizatons we are
studying are all alike in their sponsorship, employee make-up, service goals and
setting. One of our contendons is that for a unique organizational field with a
specific goal in mind there may be a best set of leadership practices. Our study
population allows us to explore this approach. The homogeneity assumpton
of our study population is based on a number of different factors. First, all the
organizations participating are nursing facilities located in Minnesota, all are
non-profit, parts of Lutheran-sponsored corporations, and have the same type
of employees. An additional important assumpton we are making with this
research is that employees with similar preferences and personalities are drawn
to the caring profession. Based on these assumptions, we can also further
apply the path-goal theory of leadership to incorporate various elements of our
model Based on this theoretical foundation, a set of leadership practces is
developed utlizing the following conditions: 1) Consideration of the unique
environment of nursing facilities, which responds to the universal vs. situational
axis of Jago’s framework. The research approach taken in this study suggests
that different environments have different leadership needs; 2) Incorporating
the knowledge and applications of quality management, which corresponds to
Type IV research; the hypothesis of this research is that the goals of leadership
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are affected by the context of the posited organizational framework, in this
case quality management; 3) Furthermore, that the qualitcy management
framework employed in this study is well suited to the environment (nursing
facilities) and goals (employee satisfaction); 4) a strong grounding in existing
leadership theorv and research, which is guided by Jago’s overall framework.
Thus researcher firmiy beiieves that aithough the four-compartment tabie does
a good job of classifving past research, it is too limiting to suggest that these are
the only four ways to study leadership. This research suggests that ualizing a
combination of these past approaches to frame an appropmnate research
strategy is a helpful approach. These conditions will help us evaluate exisung
leadership measurement approaches and then develop and refine the potennal
leadership practices for this study. The end result will be a set of leadership

practices fine-tuned for the context and the environment of nursing facilities.

Relevant [eadership Practuce Instruments:

There is a plethora of leadership scales and surveys available for people
interested in using an existing instrument for their management or research
need (See Bass and Stodgill's Handbook of Leadership, or Ken and Miriam
Clark's Measures of Leadership, both published in 1990). The challenge for this
applicaton was to find an instrument specifically developed to measure the
influence of leadership on quality management practices i a nursing facilicy
setung, or one that would come close to measuring that reladonship. An
instrument was not found that would take into account the specific goal of
finding out how leadership practices influence quality nor the context of the
organizational setung of the nursing facility. On the other hand, it was
necessary to search for the currently accepted and empirically tested survey
tools of leadership to ensure that the coastructs identified for this application

were reasonably on target with past development of leadership instrumeats.
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A number of measures were focused on managerial practices, psychological
orientations or levels of management and leadership. One of the more widely
accepted measures of managenial effectiveness was developed by Yukl, Wall and
Lepsinger(1990) and contains 13 components. Their Managerial Practices
Survey 1s a broad-based application of all types ot managers, and not focused
on specific leadership needs. The Campbell Work Orentations Survey
developed by David Campbell (1990) uses a battery of psychological
assessment inventories as a strategy for focusing on people's work interests and
orentations. He uses a sophisticated group of surveys to refine the practcal
applicatons and results. This work is more grounded in consideraton of
personality and traits. Sashkin and Burke (1990) approach levels of leadership
in research directed at organizatonal leadership. They put forward a set of ten
scales attempting to integrate personality characterstcs, organizational context,
and behavior. These scales have been developed using a broad view and not
necessarily focused on situation. All of these measures proved helpful in setting
the stage for the development of our leadership constructs, but seem to be too

complex and exhaustive for our use.

The two instruments chosen to review and use as a comparison for our
hypothesized leadership practices are the Bass and Avolio Multi-Factor
Leadership Questionnaire (1985), and the Posner and Kouzes Leadership
Practices Inventory (1997). They are two of the most commonly used and
cited instruments in the field. They are also relatively condensed and are

closely related to our proposed application focusing on leadership practices.

The Multi-Factor Leadership Questionnaire was originally designed to capture
the basic elements of transformational leadership, which included in the

original version charisma, individualized consideraton and intellectual
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sumulaton, along with some transactonal leadership behaviors such as
contngent reinforcement. The construct of inspirational leadership was later
added and the construct of charisma modified to idealized influence. Our
interest is in the transformatonal constructs put forward by the authors based
on some promise that transformatonal leadership, in a less idealized and more
pragmatic sense, may help guide the development of our leadership practices
constructs. Numerous research studies have validated these scales which are
largely focused on the leader and leadership, with the person level dominating
their approach.

Posner and Kouzes developed the Leadership Practices Inventory by surveying
and testng the instruments with muddle and senior managers across the
country. Their five practices include the following: challenging the process,
inspiring a shared vision, enabling others to act, modeling the way, and
encouraging the heart. Challenging the process has leaders searching for
opportunities to change the status quo. Inspiring a shared vision is
concentrated on envisioning a future. Enabling others to act deals with
fostering collaboraton and building teams. Modeling the way focuses on
treatment of people and the way goals should be pursued. Lastly, encouraging
the heart recognizes contributions and celebrates accomplishments. Posner
seems to have a stronger focus on leader-follower relatonships, and may be

one of the best comparisons for this work.

The leadership research perspective we are taking collapses the trait and
behavior schools of past leadership research into one domain, and calls these
‘leadership practices.” Based on the contextual situation of this research we will
draw upon the path-goal theory to assist in framing our conceptual model The
benefit this approach offers to our model is that we are able to evaluate
different exhibited leadership practices and their relationship to the descriptive
quality management practices of the specific organization. This research
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proposes to use Jago’s framework describing the leadership studies typology

while considering the context (e.g. high relationship) and typology (e.g. flat

organizational structure) of the organizations.

Table 2: Summary of Relevant Leadership Measurement Instruments

Measurement Definition Description Comment
Managenial Managerial Consists of eleven | Promoted as
Practices Survey behaviors that are | managenial practice | applicable to all
(Yukl, Wall, and relevant to areas types of managers,
Lepsinger, 1990) managenal and does not
effectiveness differennate
berween leaders
and managers
Campbell Work Managers’ styles or | Use of four Prmarily a tool
Ornentations qualides contnbute | psychological focusing on an
Survey (Campbell) | to their success assessment tools to | individual’s
reflect an leadership
individual’s work potental
orientation
Leader Behavior Excepuonal Consists of ten Good theoretcal
Questonnaire executve scales atempting to | framework, vet
Sashkin and Burke) | charactedstcs. or | integrate attempting to
leadership personality, broad | consider the
behaviors organizatonal totality of this
context and information makes
behavior it too complex and
general in nature
Mulga-Factor Foundaton of This tool Good emptrical
Leadership leadership is based | incorporates extension of
Questionnaire on transformational | transformatonal developed
(Bass and Avolio) | qualites and transactional transformadonal
factors, along with | leadership,
other validating applicability
organizatonal dependent on
outcomes one’s acceptance
of this approach
Leadership Focus is on what Developed five Most developed
Practices Inventory | leaders do when leadership pracuces | tool focusing on
(Kouzes and they are leading general leadership
Posner) practices. Most
similar to this
anplication.
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Proposition #4: Leadership practices are multi-dimensional.

The following reference points are used to advocate for the importance of
understanding the distinct nursing facility leadership practces. First, the review
of quality leadership literature promotes our acceptance of the evidence of
leadership's impact on the TQM environment of an organizadon. Sccond, the
lack of multi-dimensional leadership research on quality practices, including the
Baldrige framework, currently is a research gap. Third, the paucity of specific
long-term care leadership research encourages our exploration. Lastly, industry

and provider feedback is used in the conceptual framework and as we shape

and refine our focus and tools.

As noted earlier in the literature review, the founders of the quality
management movement experienced the importance of leadership's focus,
commitment, and understanding of quality. Anderson, et al, received expert
feedback, which further elaborated on leadership practces; these included
clarity of vision, long-range orentaton, planning organizational change,
coaching management style, and participative change. Evans and Lindsey
(1996) put forward five necessary responsibilities of leadership, which included
strategic vision, setting high expectatons, personal commitment or
involvement, integration of quality values and sustaining the environment.
Lastly, the experience and wisdom of two South African quality consultants
McLagan and Nel (1996), the Co-Directors of the Democracy and Work
Insttute framed a new style of leadership for genuine quality. They propose
that leaders should: 1) transform themselves, 2) create direct reladonships with
employees, 3) support change, 4) become a focused visionary, 5) disseminate

information, and 6) support a new definition of participative leadership.

Input from both the corporations and participating nursing faciliies was

sought to provide a contextual grounding for the environment of this study.
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The consensus of leadership surveys of these organizations at a variety of levels
when asked what characteristics influence the quality environment the most or
promote change management in their facility produced the following results.
The areas highlighted most frequently were good communication and visionary
skills. The next set of practices commonly noted included: serving as a visible
role model, caring about residents and staff, visibility, access to staff, coaching,
enthusiasm, motivation, listening skills, persistence, embracing change, and

fairness or respect.

Most quality management research that includes leadership treats it as a one-
dimensional construct. We propose exploring leadership as 2 multi-dimensional
construct and provide a rationale for each indicator, supported by the literature
and feedback from the participating providers. Related to leadership, five
distinct constructs ate developed: visionary skills, supporting change,
communication, visibility and an understanding of quality management
practices. This last construct, an understanding of quality management
panciples, will not be advanced in this study due to its non-practice

characteristics and the exploratory nature of the measure.

These indicators will be an expansion of established leadership measures to
those in quality management literature and the Baldrige criteria. Quality
management literature has investgated the effect of leadership on quality
management practices, but has treated it as uni-dimensional. The Baldrige
crteria ask the critical quesdon about how leaders provide "effective"
leadership. The leadership system component of the assessment criteria
requests a description of the practices of leaders and provides an example of
important areas to consider, yet falls short of identfying the most important
practices. This research posits that leadership practices, as a2 multi-dimensional
construct, will differentially affect outcomes through differential effects on

quality management practices.
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Proposed Leadership Practices: These five proposed leadership practices
(which were developed for a larger study from which the data for this research
are drawn) are each listed in the following section beginning with some inital
background, including literature citations, before the italicized foundation
concept. The proposed leadership practice that influences the quality practices

of an organization is listed in italics along with a corresponding definition.

Visionary Leadership: Visionary leadership has been cited as an influential
style in promoting an organizational change environment not only by the
Baldrige crteria, but by many others, including the recently developed
transformational leadership model (Bass, 1985; Drucker, 1990; Quinn, 1988).
Visionary leadership is widely supported in the literature (Bass, 1985; Collins
and Porras, 1995; Gaster 1991) with focused visionary defined as the leader(s)
a) setting the agenda for the future, or steering the organization b) recognizing
and embracing change, and c) establishing or setting the future purpose of the
organization. Focused visionary is defined for this study as setting the future agenda or
purpose for the organization. This practice is very consistent with the mainstream
quality management literature that has attempted to examine the impact of
leadership on the quality management environment of an organization. A
unique quality management element of scale development for this study is the
introduction of the concept of being ‘focused.” This attempts to capture the
added element of not having too many different directions or purposes being

championed at one time (Easton, 1990).

Supporting Change by Coaching: The concept of supporting change by
coaching, embodied by the behaviors of sponsorship, interest and support,
encouraged innovation in companies (Kanter, 1983). Supporting change by
coaching is found in the literature (Kanter, 1983; Blanchard, 1995; Harvey,
1995; Peters, 1996; Caldwell, 1993) with supporting change defined as a)
encourages learning and growth, and recognizes individuality (development), b)
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idendfies and/or spots talent who can add value (recruiung and selecting), and
c) using ability to put teams together. The focus that is being put forward in
this context is the change agent and development concepts of this area.
Supporting change Is defined for this study as encouraging individual growth and learning, and
organtzational innovation. The concepts of supportive behavior are also a core
element of path-goal theorv (House, 1977). This is considered the appropriate
thrust due to the limitations of the staff pool available imposed by the current
long term care labor environment. Yet, as a leadership practice, this is not new

thinking, and items are generally refined for our context.

Effective Communication: The emplovee's perception of top management’s
concern and caring, communicated via statements or policies, strongly
influenced their commitment to the organizaton (Eisenberger, etal, 1986).
Positve perceptions of organizational support led to emplovees’ sense of well-
being, and ultimatelv translated to innovaton and pro-social behavior
(Eisenberger, Fasolo, & Davis-LaMastor, 1990). The area of communication
requires further analvsis and investigation based on its impact on the work
setung.  Communication is cited in the literature (Eisenberger, 1986;
Eisenberger, et.al. 1990; Bovet, 1994; Capowski, 1994; Kouzes and Posner,
1996) with effecuve communicaton defined as a) mouvatng and empowering
message, (inspiring) b) informing about strategic direction or future, (where are
we going?) c) two-way interaction within all levels of the organization, (doing
the right thing, establishing trust). Effective communication is defined for this study as
motwating communication dnd creating o climate of sharing information with everyone.
Within this industry, sharing information with staff increases their comfort,
thereby enhancing their work and producing better care. The Baldrge criteria
ilustrate the importance of this point with their emphasis on communication

in the leadership section (see Malcom Baldrige 1.1a(2) Note 1,2).
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Visible Presence/Personal Involvement of Management: Literature
suggests that guidance and good feelings in a work setting maximize personal
and organizational outcomes (Kerr and Jermier, 1978). Our own expernence
and the ‘Management by Walking Around’ trend encouraged by many
organizations further solidify this indicator of personal involvement. Resident
and nursing assistant focus groups have also further validated this construct for
this organizational context. Personal involvement/visibility is supported in the
general management and in the empirical literature (Drucker, 1996; Kouzes and
Posner, 1996; Kerr, Jermier, 1978; Singh, et.al., 1996; Yearout, 1996; Capowski,
1994) with visible presence defined as a common way of role modeling for an
identfied need, and thereby providing support via the behavior. a) internal
visibility -acquiring and solidifying support for visionary notions, and b) public
visibility - managing external reladonships. This nodon of visibility has been
refined from a previously expanded concept including role modeling, largely
due to the clarity of measurement of this concept in long term care. | wibl
presence Is defined for this study as providing support with visible behavior and practices
throughout the orgamization. The environment in a long term care settng is very
compact, and staff have daily or regular access to contact with leadership.
Therefore, our measure will focus on internal visibility as a reflection of this

leadership pracuce.

These last two practices, communication and visibility, are espeaally relevant to
the goals and context (quality management) and the environment (nursing
facility) of this study. These practices are not seen in this form in the general

universal leadership literature.

TQM Orientation: Lastly, a fifth element of leadership needs to be noted,
although not examined. The lack of an orentation toward and understanding
of the TQM process is articulated as the one universal shortcoming of Western

managers as compared to the Japenese tradition of quality (Easton, 1990).
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Understanding of TQM is noted by the founding fathers of quality and other
quality literature (Easton, 1990; Waldman and Terr, 1998) as an awareness and
internal acceptance of principles. This construct may be mnherent and is not
strictly a practice, but behavior is shaped by beliefs. The spirit of
organizational change and improving the environment starts with a core
atttude of leadership. Once again. this is consistent with manyv philosophies

and wrtings of quality management, and does deserve some future attention.
Proposition #5: Quality management has specific leadership practices.

The first four leadership practices used for this study are developed as
extensions to the exisung leadership construct in the parent study and used as
variables for the latent vanable of leadership. Each of these areas has multple
items as indicators. Where does that put us within the general leadership
research constructs of practices? As noted in the literature review, two of the
most closely associated approaches for this study and currently most accepred
standards for leadership research are Bass and Avolio, and Kouzes and Posner.

A table highlighting the potental similarities is summarized below:

Table 3: Comparison with Guiding Leadership Practice Typologies

General Transformational Quality LTC
Leadership Leadership Leadership
(Posner & Kouzes) (Bass & Avolio) (Oison)

Challenging the Process | Intellectual Stimulation Understanding the
quality commitment

Inspiring a Shared Vision | Chansma Focused visionary

Enabling Others to Act | Individualized Supporting change
Consideration

Modeling the Way Visible presence

Encouraging the Heart Inspirational Leadership | Communication

30

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



This comparison generally satisfies the demands of staving within the learnings
of past years of leadership research vet fine tuning our constructs for our
specific need. Our main interest is leadership practices associated with
influencing quality practices in a nursing facility setting. We have additionally
adapted the items used for each construct for the study population, the long-
term care staff. A< mentoned earlier, this study will not include an
examination of the construct associated with an understanding of quality
management principles, due to its non-practice charactenstics. Additionally,
this construct has been excluded due to its exploratory nature and the fact that
not all levels of the organization measured this construct. The four remaining
pracuces put forward in this study are arguably more pragmatic and
straightforward than anything used to date in the health services settung. As
previously mentoned the visible presence and communication practces are
two good examples of fine tuned practces for this study. This study is the first
attempt to consider the context and goal of quality management within the

long term care environment.

Summary

The overall conceptual model for this study is consistent with the 1998 Baldrige
criteria, which stress the role of leadership, quality management areas and
quality performance indicators in quality improvement efforts (1998). The
theory of performance improvement for nursing faciliies is supported by
Anderson et al. (1994) applying the theory of quality management underlying
the Deming management method. This theory, previously described in the
literature review, posits and has shown empirically that leadership drives quality

management within organizatons.

The work of Meyer (1998) using the Baldrige criteria has also shown evidence

that the construct of leadership influences qualitcy management processes.
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Mever used an aggregate measure of a hospital’s leadership system to test
influence on the quality system, both in an aggregate quality management form
and on independent Baldrige-defined quality management practces. Her
findings revealed a positive influence of leadership on all of these varables.
Leadership is the first and an essennal component of the Baldrige criteria and a

primarv emphasis of the proposed causal model in this srudy.

Based on the fact that there is little empirical data explaining the relanonships
between these Baldrge-defined quality management practices, this research will
propose an organizatonal continuum. The quality practces of organizational
svstems will be viewed in terms of higher to lower order processes. The degree
of organizatonal order 1s defined in terms of scope, impact and organizatonal
complexity. The processes could also be described as strategic, operational and
tactucal in a higher to lower order conunuum. The mediatng quality
management practice areas idendfied in our model will be treated with this
framework in mind. This same higher to lower order framework will be applied
to the role of the defined leadership practices. The ordering of leadership and
quality practices influences the conceptual model development. A\ logical,
heirarchical relatonship between these areas is extended, and their proposed

relationships experienced in the facility examined at multiple levels.

The examinaton of this model at three different levels in the facilicy—leadership
and management, professional nursing and front line nursing staff— provides
important new insights to the leadership research field. Although it may seem
obvious that different roles within organizatons have different needs or
perspectives related to leadership verv little research has examined this
phenomenon. A limitadon of previous research in the field of leadership and
quality management has been the use of limited samples relying primarily on an
individual subject (leader) and followers or an informant approach. This study

will enable us to test the goodness of fit for the proposed model with varying
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roles clustered in independent responses within these defined groups. Each
leadership practice’s degree of importance is hypothesized to vary depending
on the staff role. The practical example is that nursing assistants and
administrators may have very different perspectives on important leadership
practices within their facility. Researchers in these fields have not investigated
this multi-level perspective in any depth. Many individuals experience the
organizational phenomenon of leadership practices, and this study posits that
those expernences are shaped by their roles. This approach will advance our
knowledge of perceptions of varying staff members across varying
organizatonal levels.

In summary, the gaps this research proposes to fill in the current quality
literature are the following: 1) expand treatment of leadership to explore it as 2
multi-dimensional construct, and 2) avoid the limitations of a small sample or
informant approach with a fuller sample representing multiple levels of the
organization. The ability to test the different perceptions within the
organization with a specified model will expand our understanding of
organizational dynamics of quality leadership and practices. Furthermore, the
model put forward by this study will expand knowledge in the following areas:
1) empincally explore the relationship between leadership and the outcome of
employee satisfaction and 2) provide an in-depth investigation of key practices
of on-site leadership in this high touch, human service field of long-term care

at the nursing facility level
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METHODOLOGY

Research Design

This specific study uses a non-experimental cross-sectional approach to test
hypothesized relationships of the impact of leadership practices on quality
management practices and emplovee sausfacton. Three different levels of staff
based on their organizanonal roles are used to test the model: management,
professional nursing staff, and front-line nursing assistant staff. Within each

level, the unit of analysis for this study is the individual respondent.

The specific research questions we are interested in are:

1. Does the measurement model suggest that the proposed leadership
pracuces are 2 mult-dimensional construct?

2. What are the effects of these leadership practices on emplovee satsfaction
considering the mediating effects of quality management practices?

3. Do the causal models differ between management, professional nursing

staff and nursing assistants?

Data are collected from 65 Minnesota nursing facilities that are all part of either
Good Samaritan Society or Ebenezer Social Ministries corporatons. Both
corporations are non-profit, Lutheran sponsored health systems that provide
the same range of service. These similarities are helpful to our research design,
which assumes a certain amount of homogeneity among the nursing facilities.
We worked with 44 Good Samaritan facilites and 21 Ebenezer Social
Ministries faciliies. As mentoned, the umt of analysis for our studyv is the
individual emplovee at each of three levels within these nursing facilities. The
sample size will vary as described in the study populaton section by tvpe of
respondent. These respondent categories will include 1) management, 2

professional nursing staff and 3) nursing assistants.
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Study populations

Employees were surveyed with the Organizational Quality Survey, a survey
developed by the research team of a Natonal Science Foundation project to
study performance improvement in aursing facilities, to assess leadership
practices, quality management practices, and perceived outcome of employee
satsfaction in the facility (Appendix A). The management group had 748
estimated eligible respondents and 628 actual responses for an 84% response
rate. Professional nurses had 1501 estimated eligible respondents and 569 actual
responses for a 38% response rate. Lastly, nursing assistants had 2789
estimated eligible respondents and 1024 actual response for a 37% response
rate (see Appendix B). To look for response bias we explored the differences
in the distrbutions of item responses between facilities with response rates
over 30% and those with response rates under 30%. There were no
correlations between items attenuated by response rate when reviewing scatter
diagrams. Therefore, it appears that the differental response rates are not
resulting in fadlity level response bias. It should be noted most organizational
research 1s conducted using an informant approach with only a few

respondents, and our sample sizes are all a great deal larger than that approach.

Survey Development
Orgamzational Quality Survey overview

The initial framework and logic behind the survey was based on the Baldrige
criteria and the work of Anderson, et. al. (1995), Meyer (1998), Shortell (1995)
and others. The leadership practices and their corresponding scales were
developed using the existing literature, leadership surveys, focus group
feedback, a review of existing instruments, and soliciting feedback from an

expert panel. Members of the expert panel include: Tom Stofac, Vice
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President of Fairview Health Systems; Bill Kubat, Vice President for the Good
Samaritan Socety; Nancy Thompson, Vice-President of Organizatonal
Performance for Ebenezer Society; John Anderson, Professor at the University
of Minnesota; Mary Rehwaldt, Advocacy Center for Long-Term Care; Robert
Kane, Professor at the University of Minnesota; Bill Bednarcyk, Human
Resources Consultaat; Sandra Potthofl, Associate Professor at the University
of Minnesota; Joel Brown, Leadership Consultant; Colleen Cooper, Medical
Director, Minnesota Department of Health; and Ralph Arnott, a Business
Quality Leader

The quality management practices serving as constructs for this survey are
defined as the main areas describing the vaniables in our overall model for the
parent study. These include leadership, information management, strategic
planning, human resource practices, customer focus, process management, and

various measures of outcome perceptions.

Leadership: comprised four practices including focused visionary, supporting

change, communication, and a visible presence.

The multi-dimensional construct of quality management practices developed in
the survey is comprised of strategic management, process management, human
resource practices, information management, and customer focus. The last
two practices, information management and customer focus, are not being
used in this study. The Baldrge criteria served as a framework for our quality
management practices. Each of these constructs is further described with

specific dimensions.

Strategic management: comprnsed both development and deployment items.
Both of these areas are based largely on the Baldrige criteria and yet have
proved to be very difficult to distinguish based on empirical analysis in this
study. The ‘relative’ stability of nursing facilides at the time of this study
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supports our inclusion of the strategic management area in our model. The
climate in the nursing facility environment is one that is not changing so rapidly
as to make strategic planning obsolete, yet changes in the marker are occurring

on a regular basis making it imperative to pay attention and plan ahead.

Process management has been expanded by the research team to include the
dimensions of iearning, operational (design and delivery), and evaluation. This
expansion, bevond the Baldrige criteria of design and delivery, attempts to take
into account the culture of the organizations with learning as a dimension and
to incorporate a Plan-Do-Check-Act philosophy with the inclusion of an
evaluadon dimension. The impact this area has on the overall functons and
operations makes it imperative to include in this model. This is especially true
based on the high service focus of the faciliies. The nature of these
organizatonal types inherently has many system practices affecting human
interactions and processes guided by such things as policies and routnes

ultimately affecting work actions and behavior.

Human resource practices have been expanded by our research team, along
with utlizing advice from industrial relations experts, to include numerous
areas often found in employee climate surveys. The rationale for this expansion
is due to the high touch nature of the long-term care field, which consequently
raises the importance of the staff contribution to quality. The dimensions
underlying human resource practices include supervision, empowerment, job
design, coordination, education and omentation, and safety and working
conditions. We arrived at these dimensions after reviewing existing employee
climate survey instruments and surveying the general human resource literature.
Based on our dependent varable being emplovee satsfaction this quality
management practice is obviously an important construct to include in our

model.
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Information management inital underlying dimensions included structure,
selection of data, comparatve reviews and use of data. One dimension thar
may have an impact on employee satsfaction is the use of informaton, but we
believe this is captured in the process management section. Informaton is also
depicted as an underlying organizadonal practice by the Baldrige criteria.
Custo

knowledge and relationships. Once again, these dimensions parallel the Baldnge
crteria. This area s most closely associated with customer satsfaction. As

mentioned these last two practices are not used in this study.

Lastly, the research team developed a section measunng overall emplovee
satisfaction and various outcome perceptions. This section used exisung
provider surveys and other quality management surveys (Meyer, 1998) to

measure these areas. The employee satisfaction measure is used in this study.

Completed evaluaton and scaling of all of these areas, along with specific
discussions, is included in the results following specific Aim #1.

Initial survey construction

Based on the proposed conceptual model, this study specifically focuses on the
sectuons in the NSF organizational quality survey related to leadership pracuces,
quality practices (strategic planning, process management and human
resources) and overall staff satsfaction. A lisung of the empirical and/or
conceptual sources for each question derivaton reinforces the validity of these
items (see Appendix C) and provides further understanding of the
development of dimensions. See Appendix A for a copy of the organizatonal

quality surveys.

Each theoretical construct, prior to the pre testing and pilot site testing, initially

consisted of eight to twelve items. The oversight committee, research team,
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and representatives from both corporations reviewed these items to arrive at
the best six to eight items to measure the proposed dimensions. This process
centered on asking respondents to weight the importance of the question to a
particular area or construct, and using this initial feedback to refine the initial
draft of questions. Their feedback was used to assess content and the face
vaitdity of items. Content validity refers to the adequacy of the content of the
construct being reflected in the items (Nunnally and Bernstein, 1994). Face
validity 1s the appropnateness of the items measuring the construct, often
evaluated by a group of experts (Nunnally and Bernstein, 1994). The research
team used these criteria to eliminate questions, which did not fit the noton of
the construct, appeared irrelevant, were not pertinent to our context or were
just plain confusing. Individuals rated the importance of the question to the
corresponding construct using a seven-point scale. The results of vanous
indrviduals and groups were tabulated into a simple average score, and this
informadon was used as a reference when making decisions to drop items.

The remaining items were used for pre-testing and pilot testing the survey.

Pre-testing the survey

The survey was pre-tested to identify and address potential refinements. The
people used to pre-test the instrument included a variety of management and
service staff across four different faciliies. One of the biggest challenges for
the Organizational Quality Survey was making the language comprehensible to
various levels of staff taking the survey. The feedback from the nursing
assistants was especially helpful to simplify or tone down the language. Second,
the length of this initial draft survey was shortened by at least a third based on
the pre-testing and pilot test results. Third, survey administration was simplified

based on comments from the pilot sites.
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Pilot testing the survey

Prior to the pilot site testing, we had at least six items per dimension under
each broader construct. The surveys were pilot tested in four facilities,
including two from each corporation using both urban and rural settings. The
protocol and survey administration that was to be followed in all the facilides
was also used, and feedback on the effectiveness of this procedure was solicited

in personal interviews with the lead contact for the pilot sites.

A number of factors were considered when reviewing the measurement
analyses. The reliability of the areas and constructs was assessed using
Cronbach's alpha, a measure of the internal consistency of a scale. Cronbach’s
alpha is based on the average correlaton among items in a scale with a
correction that adjusts for the number of items in the scale (Nunnally and
Bernstein, 1994). This was done by broad quality management area, such as
strategic planning, and then further done by construct, such as development
and deployment. SPSS was used to do these tests. The construct results
ranged from .796 to .901 with an average of approximately .85, well above the
suggested minimum value of .7 (Nunnally and Bernstein, 1994).

Confirmatory factor analysis was used with all of the multi-dimensional areas of
the survey. Confirmatory factor analysis is a technique in which items and
relationships defining factors are specified a prior, and uses a fitting approach
with a previously identified theoretical model. Strong factor loadings of items
help establish convergent validity. Overall fit was assessed using Chi-square
statistics and goodness of fit measures (e.g. RMSEA). Lastly, discriminant
validity was evaluated with a goal of keeping construct inter-correlation under
.8 (Fornell and Larcker, 1981). LISREL 8.3 software was used to analyze the

staff surveys, which provided a reasonable sample size to support some
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preliminary confirmatory factor analyses. These measurement steps were

repeated with the actual survey data in Specific Aim #1.

The sample size from the staff pilot data was 182. Exploratory factor analysis
was also run using SPSS with the management survey as an additonal point of
reference information. The previously discussed techniques were used to focus
and refine survey items under each theoretical construct down to

approximately three to four items.

Staff and volunteers assisted employees with English as a second language with
completing the survey. To minimize any potential respoase bias they used
explicit survey assistance instructions (Appendix D). Reverse coding is used
with approximately 10% of the items to avoid response drift. The pilot sites

critiqued these approaches and methods.

Summary of constructs used for this study

As a pomt of reference, table 4 below gives a2 nominal definition of each
construct in this study. All of these constructs are measured with items found

in the organizational quality survey.
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Table 4: Summary of constructs used for this study

Constructs Definition
L p |Focused Setting the future agenda or purpose for the
¢ . [{Visionary organization
a
4 Supporting Encouraging individual growth and learning, and
¢ . . .
e change organizational innovation
g ! Leadership's Motivating communication and creating a climate of
p © |communication |sharing information with everyone
N 4
' s |Leadership's Providing support with visible behavior and practices
P visible presence _ |throughout the organization
Q P Strategic Development of organizational direction and
U " |Planning deployment of action plans
) a . . .
a . Process Focus on the set of practices emphasizing
! m ( |management organizational actions at a systems level
R Organizational development and utilization of staff,
i ¢ |Human resource (along with the impact of the work environment and
- ¢ |practices climate
Outcome Employee Overall feelings and perception of staff members
satisfaction about the wark atmosphere and culture

* Each of the above constructs are measured using 3 to 4 items with a simple 5
point Likert scale comprised of: 1) Not at all 2) Rarely 3) Sometimes 4) Usually
5) Always. This scale assesses the level of frequency or degree that each item

occurs in a facility as perceived by the respondent.
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Pilot test results

Listed below are the specific questions used within the leadership constructs for
this study, along with the corresponding Cronbach’s alphas for the pilot tests.
ltemns with an asterisk have been modified and were not inciuded in the
rehiability analysis. Additionally, Table 5 displays quality management practices
proposed for this study, along with their corresponding dimensions and an
aggregate average reliability across dimensions within these practices based on
the pilot site data. The specific treatment of each of these variables is also
specified by investigating their behavior with the pilot site data, and is further
discussed in the proposed analysis sections. Finally, employee satisfaction

measures are listed along with their respective Cronbach’s alpha.
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Constructs Items Alpha
Focused L1.0ur key leadership staff sets the direction for our
Visionary facility
L2. Our facility has a vision which has been the focus of
our energies 0.796
L3. All employees support the vision of this facility
L4. Our leadership staff has a clear set of priorities*
Supporting
Change L11. Our leadership staff encourages leaming and growth
L12. Our leadership staff encourages staff to take on new
initiatives 0.810
L13. Our leadership staff is willing to take risks*
L14. Our leadereship staff ensures that employees
adhere to agreed upon standards
Communication |L15. Our leadership staff listens to employees.
L16. Our leadership staff places a priority on
communication with employees.* 0.863
L17. Our leadership staff is approachable.
L18. Our leadership staff is honest.
Visible LS. Our leadership staff is visible in our facility.
L6. Our leadership staff knows the names of employees. 0.850
L7. Our leadership staff knows the names of residents.
L8. Our leadership staff displays a sense of caring when
walking around the facility.*
Strategic
Planning Development & deployment dimensions 0.901
Process
Management Learning, design, delivery & evaluation dimensions 0.878
HR Practices - . . .
Supervision, empowerment, job design, coordination, 0.828
education and safety dimensions
Employeg P1. | would recommend this facility as a good place to
Satisfaction
work. 0.868
P2. This facility cares about the well-being of its staff.
P3. | find my work satisfying and fulfilling.

Table 5: Pilot reliability test results

The alphas reported in the pilot data are all well above the .7 recommended by

Nunnally. The alphas reported for strategic planning, process management and

human resource practices are an average of the construct results.
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Additional leadersbip and management group analyses

The leadership section also provided cueing of all respondents to give their
responses with the targeted leadership group in mind. This was accomplished
by 1) directions at the beginning of this survey section providing a clear
leadership definition, 2) using language that had been field tested for each
group, and 3) providing concrete examples of roles in the facility. Two focus
groups were conducted to clarify who respondents saw as leaders in their
organizations. These were done following the actual administraton of the
survey to verify that respondents had the right persons or group in mind.
Participants were asked to descrbe the leadership persons or group they
thought of when filling out the survey or when asked the specific items
verbally. All of the responses were focusing on the on-site leadership within
their respective facility, and mentioned only a few key roles. None of the
respondents mentioned individuals who were in a corporate role, which was a
concern of the research team. When specifically asked about this corporate
leadership influence at the end of the focus group, participants confirmed their
lack of perceived influence. The focus groups comprised a variety of staff roles
and were held at a nursing facility location representing each corporation

participating in this study.

Identifying the leadership group in each of these facilities was also done with
the actual survey administration. The reasons included clearly delineating one
of the respondent groups to potentially examine and also to serve as
confirmation of the referent group for this study’s leadership practices section.
Most research has taken one of two approaches. The first is to specifically
name the Admuinistrator or Director of Nursing as the leadership of the facility.
A second approach would be to include the entire management group, which is
often referred to as the "department heads." We believe neither of these

approaches is satisfactory, and that the actual answer for who represents the

45

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



leadership of a facility may be someplace in berween these extremes of past
research. This assumpton has been substantiated by corporate feedback and
facility feedback during an informal leadership forum, as well as the experence
of the research oversight committee. We have approached this problem in two

different ways.

First, as mentioned above in the survey development section, we provided a
definition and example of leadership to cue respondents to think in the same
terms about the facility leadership. Secondly, an approach to actually identify
the facility specific leadership group was developed using the following steps.
(This approach was only used with the management staff in their survey, based
on the assumption that they serve as a good informant source). Step one, as
part of the demographic section of the organizatonal quality survey, each
member of the management group was asked to identify their own position.
We reinforced confidentiality in this section to encourage honest responses
throughout the survey. The value of having this informadon from each
respondent is that we can use his or her actual responses for the subsequently
identified leadership group. Step two, we asked each management respondent
to evaluate the leadership influence of his or her peers. This gives us an internal
assessment of the core leadership group within the facility. Step three, we ask
the management respondents to self-identify their own perceived leadership
role. Although, this may be less reliable than the perception of others, it can be
used to further support inclusion or exclusion decisions. Critena to include
roles in the leadership group were based on at least 75% of the respondents
ranking a role as a very or extremely influential leader and an aggregated self
identity score of 12 or more. These rules allowed us to analyze the data in a
vanety of ways, including paying attention to any emerging leadership group

patterns.
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Results of this approach yielded the following summary results:

1) Leadership is generally comprised of a very few kev individuals within a
facility, 2-3 individuals on average;

2) Administrators were included all of the ume, except for one location;

3) Directors of Nursing roles were included much of the ume;

4) A tew roles were included on a hmited basis

5) A majority of roles were not included at all in this leadership group.

* See Appendix E for additional results

The above information was used as an initial guide for inclusion or exclusion
decisions. This approach could have allowed parttoning of the entre
management group to allow for model evaluation across both a leadership and
management group. However, the results of this approach yielded a group of
86 influential leaders identified, which was not large enough to test the
proposed model on this subset of identfied leaders. A decision was made to
use the entire management group as one population to test the proposed
model with the understanding that the identified leaders perspectives would be
in this set of responses. Therefore, the entire management group, including
these influental leaders, was used to test the model as one occupational group.
Nonetheless, these results provide assurance that the administrator and director
of nursing were the right examples to use for cueing respondents. These
results inform future research to consider these two crtcal roles, the
administrator and director of nursing, in the development of any research
approaches. The results also have their own set of practice implicatons. For
instance, the historical use of the director of nursing title probably should be

re-evaluated.
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Data Sources

The primary data source is the Organizational Quality Survey. This survey was
developed as part of a larger study funded in 1998 by the Natonal Science
Foundaton to explore performance improvement in nursing facilities. Each
nursing facility surveyed its management and staff using the organizational
quality survey. These surveys were developed to measure the level of quality
management practices of 2 number of defined areas using the Baldrige criteria
as a framework, including leadership, quality management practices and some
specific outcomes. There is a separate parallel survey for management and staff

to complete.

The management staff, commonly referred to as the department heads,
completed the management survey. The remaining staff members took the
‘staff’ Organizational Quality Survey, and their roles are identfied in the inidal
demographic section, which allows us to idendfy the sub-population of
professional and non-professional nursing staff. These groups are also used to
test the proposed path model. The items, representing the constructs identified
in the model, are found in both versions of the organizatonal quality surveys,
and these identical items will be used for all the analysis.
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Ouverall methodological highlights

The following is a summary of methodological approaches to be used

answering the questions proposed as specific aims.

For speaific aim #1, a measurement model 1s used to assess the rehabiiity and
validity of the indicators for the theoretical constructs utlizing a confirmatory
factor analysis technique. The characteristics of the items and constructs are
also reported and examined to assist in the construction of various scales. An
important area to be aware of is that some theoretcal constructs are first order
constructs (are directly linked to indicators) and some are second order

constructs (are only indirectly linked to observable indicators). Visual examples

are illustrated below in Figure 3:

Process
Leamirg Cperdion Bdation
A
st Qder 2d Quer
Corsinct Corsinet
Figure 3, First and Secard Qrder Corstnucts
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Specific approaches to measures for testing the goodness of fit for structural
equation models is achieved by primanly using the RMSEA as a fit statstic.
The rationale for using this measure rather than the chi-square is that it
attempts to take into consideration the parsimony of models (Browne and
Cudeck, 1993). Furthermore, the RMSEA takes into account the proposed
model being in the early development phase (gives an approximate versus
perfect fit) and the sample size. No measure is perfect and that there is some
debate about the nature of these measures (Hayduk and Glaser, 2000; and
Steiger, 2000). One of the more credible fit indexes, the comparative fit index
(CFI) s also reported for additional support. The CFI modifies the more
common Normed Fit Index by subtracting the degrees of freedom for each
model from the respective chi-square (yielding estimates of noncentrality
parameters). The CFI is truncated to fall in the range from 0 to 1. CFI values
close to 1 indicate 2 very good fit (Bentler, 1990).

The Chi-square statistic incorporates no penalty for model complexity and will
tend to favor models with many parameters. In comparing two nested models,
the chi-square will never favor the simpler model Steiger and Lind (1980)
suggested compensating for the effect of model complexity by dividing the
minimum of the fitung function by the number of degrees of freedom for
testing the model. Taking the square root of the resulting ratio gives the
population "root mean square error of approximation”, called RMS by Steiger
and Lind, and RMSEA by Browne and Cudeck (1993).

The general rule of thumb noted by Browne and Cudeck, in 1993 is "Practical
experience has made us feel that a value of the RMSEA of about .05 or less
would indicate a close fit of the model in relation to the degrees of freedom.
This figure is based on subjective judgment. It cannot be regarded as infallible

or correct, but it is more reasonable than the requirement of exact fit with the
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RMSEA = 0.0. We are also of the opinion that a value of about 0.08 or less for
the RMSEA would indicate a reasonable error of approximation and would not

want to employ a model with a RMSEA greater than 0.1."

Therefore, a structural equaton model is considered to be a plausible
explanation of reality if the Confirmatory Fit Index (CFI) is close to 1 and the
Root Mean Square Error of Approximaton (RMSEA) is below or near .08 (the
lower the better). Although, care needs to be taken about general statements
citing specific cut-offs to establish good fit (Brown and Cudeck, 1993; Raykov
and Widman, 1995; Steiger, 2000).

For specific aim #2, when evaluating our structural model the methodological
approach used is structural equation modeling (SEM) for three primary reasons
(Maruyama, 1998):

1. SEM has the ability to handle both the structural and measurement models.
2. Full information maximum likelihood estimation is efficient.

3. SEM produces an overall measure of fit.

4. Incorporating measurement error into analysis is straightforward.

A logical conceptual framework is required to strengthen cause and effect
relationships proposed in any model. Overall, SEM fits the nature of the model
and data proposed in this study.

T-tests are used to evaluate path coefficients in the models using 2 .05
significance level which is a t score greater than 1.96. This measure is derived
by using the following formula; T = B1/se(B1), where B1 = estimated slope
coefficient. For a two tailed test, we used the general rule of T values being
greater than 1.96 to reject the null hypothesis and justufy a significant

reladonship between the two constructs (Weisberg, 1985).
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Lastly, for specific aim #3 we test paths across populaton groups. To test for
possible similarities and differences between the three comparison groups, the
chi-square differences test is used to estimate the model with the equality
constraint on a path and then look at the change in chi-square using two
groups at a ume (e.g., Arbuckle and Wothke, 1999). The resulung change in
chi-square allows an evaluation of the difference in the path coefficient
between these two groups using a .05 significance level which is a chi-square
change greater than 3.84. The other estimates in that model are a bit different
than they were in the unconstrained model. The chi-square differences test is a
common applicaton with SEM (Arbuckle and Wothke, 1999; Rigdon et. al.
1998; and Maryuma, 1998).
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SPECIFIC AIM #1

The first specific aim tests the mult-dimensional nature of long term care

leadership as applied to quality management practices.

Specific Aim #1:
» Test whether leadership practices proposed actually are a multi-dimensional

construct.

Analysis of Specific Aim #1

Confirmatory factor analysis is used with all four of the proposed leadership
practces and their corresponding items. Confirmatory factor analysis is a
technique in which items and relationships defining factors are specified a
poorn, and uses a fitting approach with a previously identfied theoretical
model. Confirmatory factor analysis is one type of a latent varable structural
equation model (Maruyama, 1998). This is an appropriate strategy based on the
original construct development work done this past year, and the initial results
of the pilot data analysis. Development and validity of the items are
documented, along with the pilot test results. The same factors used to assess
the pilot data are considered once again when conducting these analyses. The
same measures to assess the overall fit of the measurement model included the
following: Chi-square statistics; goodness of fit measures using the root mean
square error of approximation, (RMSEA) and the comparauve fit index(CFT).
A goal of strong factor loadings of standardized items; and keeping construct
inter-correlation under .8 strengthens the argument that they are independent
dimensions. Yet, it is also recognized that these constructs are sub-dimensions
of a more general construct and thus must be highly correlated. Additionally, as

part of the study's overall measurement assessment process discriminant
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validity was assessed with the actual data by tesung the hypothesis that the
inter-construct correlation is one. Being able to reject the hypothesis that the
inter-construct correlation is one demonstrates discriminant validity (Baggozzi,
1980). These items are also further tested for their reliability as part of the
analyses of the actual data.

A wvisual depiction of the measurement model relationship we will be examining

for leadership is presented below in Figure 4:
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Figure 4: Measurement Model

[nitially, this analysis considered using the aggregate responses of the study
populations to confirm the proposed leadership practices. This measurement
model analysis is also done with all three levels of the data to confirm the
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clarity of understanding between the various groups being used to test the
model for the leadership practices. An ininal discussion of the observed results
1s shared after the leadership practices reliability and confirmatorv factor

analysis models.

Following the leadership practices section. the analvsis and results of the
additional quality management practice and emplovee satisfacion measurement
models are reported. An informant approach was used with the other
measurement constructs when running the confirmatorv factor analysis to
insure the most knowledgeable group was used to confirm measurement items.
For instance, the management group was analyzed to insure that the strategic

management is appropnately scaled for the study populadon. Table 6 below
highlights this approach:

A Crosp TAVEFRSTER TR e oY S48 BPaCTICE—
Leadership Aggregate and all groups across the organization
Closest to the operation of this actual
Strategic management Management practice
This group is in the middle or
Process management Professional Nurses crossroads of organizational actions
Human resource Professional Nurses and| This measure is most expereinced by
practices Nursing Assitants these groups
Satisfaction Aggregate This measure affects all groups

Table 6: Respondent Group Rationale

Responses from management, professional nurses, and nursing assistants to the
Organizational Quality Survey (OQS) are used to develop measurement models
and ultimately test the conceptual models. The OQS measures for each of the
areas outlined in the conceptual model consist of three to four questons.
Quesdons within the practice scales and sausfaction scales are basedona 1 to 5

Likert Scale with possible responses ranging from “Not at all” to “Always.”
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Definitions, alpha reliabilides, means, standard deviadons and confirmatory

factor analysis will be given for each area. Lastly, any comments regarding how

the measurement may have changed from the pilot tests and any initial

observations follow this quantitative information.

Results for Specific Aim #1

Table 7: Leadership Scale Definitions, Questions, and Characteristics

L1
2
3
L4

L1
L12
L13

L14

L15
L16
L7
L18

U6

itemn|Scale - definition Alph| N [Mean|S D
Focused Visiommry - setting the fufure agenda or purpose for the
organization 0.85 | 2124 14.58} 3.01
Our leadership staff sets the direction for our facility 2193 3.93{ 0.86
Our facility has a vision which has been the foaus of our energies 2180| 3.70| 0.6}
All employees suppart the vision of this facility 2166 3.31] 0.87]
Our leadership staff has a dlear set of priorities 2177] 3.64] 0.95
Supporting Change - encouraging individual growth and learning, and
organizational innovation 0.86 | 2115] 14.71] 3.18
Our leadership staff encourages learning and growth 2190 3.92! 0.93
Our leadership staff enoourages staff to take on new initiatives 2187 3.67| 0.98
Our leadership staff is willing to take risks 2144] 3.34) 1.0
Our leadership staff ensures that employees adhere to agreed upon
standards 2173] 3.76| 0.89)
Conxmmication - mativating cammumication and creating a climate of
sharing information with everyone 0.92 | 2135] 14.78] 3.64
Our leadership staff listens to emplovees 2191 3.52| 1.03
Our leadership staff places a priority on comrmumnication with employees 2182 348 1.04
Our leadership staff is approachable 2188| 3.82| 0.98
Our leadership staff is honest 2171] 3.92 0.9
Visble Presence - providing support with visible behavior and practices
the organization 0.85 | 2098} 16.36] 2.98
Owr leadership staff is visible in our fcility 2170 3.92} 0.95
Our leadership staff knows the names of employees 2182 4.15; 0.86
Our leadership staff knows the names of residents 2153 4.21 0.87]
Our leadership staff displays a sense of caring when walking around the
facility 2185 4.06] 0.90

The alpha scores for each of these constructs are high, .85, .86, .92 and .85

reflecting good internal consistency of the scales. These scores were calculated

using the unstandardized data set. The visible presence scale is skewed towards
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the upper range, which is one of the problems in the analysis of this construct
in the model. This biases the significance results for the t-test because of the

violation of normal theory.
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Figure 5 Leadership constructs — aggregate model
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The overall consistency and fit of the leadership measurement models with
each of the groups is satisfactory beginning with the aggregate data model (see
Figure 5) with a RMSEA of .071. Overall, the leadership practices inter-
construct correlation increases as the groups move down the formal leadership
hierarchy of the organization. This makes sense, as it is more difficult for
persons further removed from their actuai practce to differendate them. The
RMSEAs are .071, for the management group (see Figure 6), and .078 and .069,
for the professional nursing and nursing assistants groups (see Figures 7 and 8),
and CFTs are all above .93, which in this case helps indicate good fit.

Additional measurement models results

The following scales are used in the overall model testing the impact of
leadership practices on satisfaction. Their results are reported in the same
sequence of analysis as above, although a variety of informant groups were

used for the confirmatory factor analyses.

Table 8: Strategic Management Definitions, Questions, and Characteristics

Item|Scale - definition Alph] N |[Mean|S. D.
Strategic management - development of organizational direction
and deployment of action plans 0.92 | 2074] 16.91] 4.11
Qur department heads take time to plan for improving the quality

S3 |of services 2163} 3.73| 0.92

S4 | This facility does a good job prioritizing goals 2175} 3.50{ 0.97

S5 |Facility plans are turned into specific activities for each department 2125| 3.44| 0.93
The specific actions required to meet facility goals are clearly

S7 |communicated to staff 2161} 332} 1.00
Our leadership staff takes responsibility for results based on the

S8 |facility's plans and goals. 2146] 3.60] 0.95
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Figure 9 Strategic management — management model

Strategic Management Constructs -- Management Group
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Chi Square = 29.102
DF=5
p-value = .000
CFI =.998
RMSEA = .088

Strategic management has been consolidated into one construct due to
the inability, from a theoretical and measurement standpoint, to differentiate
between the Baldrige constructs of development and deployment. As was
previously stated, the management group was used for the confirmatory factor
analysis due to their proximity in the organization to the actual implementation
of strategic planning activity. The inter-construct relationships were never
measured below .95. This problem of high correlation was also expenenced
with the pilot data. The reliability of .92 is a good indicator of the internal
consistency of the scale. The RMSEA of .088 and CFI of .998 provide
evidence that the overall fit of the model is acceptable, although not good.
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Table 9: Process Management Definitions, Questions, and Characteristics

Ttem|Scale

Ml

88

M3

MI0

Mi4
M17

Mi8

Alpha] N | Mean |S. D]
Process mansgement - focus on the set of practices emphasizing
organizaticnal actions at a systems level
Learning - continually expending the organization's capecity to create
its future (Senge, 1990) 0.85} 2132 10.96] 2.48
The dimate of this facility encourages new ideas 2155 3.50] 0.93
We are encouraged to develop innovative ways to deliver resident care
and services 2156 3.65| 0.96
There is a commmitment to education and training in this facility 2177 3.82| 0.4
Operational - design and delivery of internal systems to suppart
|arganizational goals and plans 0.83 | 2076 10.72] 2.30{
This facility uses interdepartmental tearrs to solve problems 2140 3.60] 0.92
Service statt actrveley particpate in quality improvement etforts in this
facility. 2115 3.56; 0.87
Service performance standards are understood by all departments. 2128 3.55| 0.87
Evaluation - determination of the quality of care and services by
appraisal and study 0.86 | 2032 11.46] 248
We measure the performance of our care and servioss. 2082 3.75¢ 0.87
A system to manitar quality is in place in this facility 2086 3.82f 1.00}
Owr facility continously evaluates aur care and serviass to change the
future care and services 2119 3.87| 0.93

63

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Process Mgmt Scales -- Professional Nursing
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Figure 10 Process management — professional nursing model

As previously mentioned, process management has been constructed utilizing
three constructs, learning, operational, and evaluaton. Professional nursing was
used as the informant group because their organizational role is at a crrical
system implementation level. Learning sets the stage for internal action within
the organizaton. The operational construct combines the Baldrige elements of
design and delivery, which, both from a theoretical and measurement
_ standpoint, are unable to be differentiated in both the pilot and actual data.

Evaluation is focused on the determination of quality of service. The .85, .83,
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and .86 reliabiliies reported are good. The RMSEA of .070 indicates a
reasonably good fitting model This practice was very difficult to construct,
and both the Baldnge and [SO 9000 frameworks were not completely
satisfactory.

Table 10: Human Resources Definitions, Questions, and Characteristics

Htem|{Scale Alph| N [ Mean|S D

Himman resources - arganizational development and utilization of

staff, along with the impact of the wark environment and dlimate

Supervision - menagerial action ensuring that wark processes suppart

arganizational plans and processes 0.88|2148] 15.67 3.32]
H1  |My immediate supervisar(s) responds to concerns in a timety manner. 2187) 3.88| 0.92
H2 | My immediate supervisar(s) gives constructive suggestions to improve 20731 3.711 1.03
H3 |My immediate supervisor(s) is open to suggestions. 21901 3.92( 0.99
H4  |My immediate supervisar(s) treats me fairly. 2175) 4.13] 091

Empowerment - practices that enable staff to exercise appropriate

discretion and decision making 0.872144] 14.87 3.63
HS |1 have the apportunity to make independent decisians in this facility. 2188 3.90{ 0.97]
HS |1 amencouraged to think of better ways of doing things. 2187  4.01f 0.98)
H7 |1 have the apportunity to participate in decision making, 2174} 3.57| L1t
HB |1 perticipate in planning care and services in this facility. 2176{ 338 1.2

Job Design - work structures designed to create flexibility and

facilitate patient-focused processes. 0.81 12138] 10.19{ 2.57]
H10 | The staffing levels in this facility negatively affect resident care. 21841 3.13| 1.06
H11 | My job duties allow me enough time to do my job property. 2170] 3.48( 0.94¢
H12 | The work assignments are well planned in my department/ficility. 2077 3.59| 1.

departmernts and work units 0.84 {21291 14.64] 3.13
H13 |Good communication exists between departrments. 2186 3.67] 09!
H14 | Good comrmunication exists between shifts. 2174 3.78; 095
H15 |My department/facility works as a team in providing good care to 2184 3.74 0.98
H16 |Resident care is coardinated with all departrments. 2183| 3.45| 0.96

Education and Training - practices that meet the angoing knowledge

needs of staff and help develop a high performance warkplace 0.84 [2129] 14.64] 3.13
H17 | The crientation and training program prepares employees to do their 21971 3.67| 091
H18 [My job allows me to develop new knowledge and skills. 2197 3.78 095
H19 | This facility supparts the career development of staff, 2144]  3.74] 098]
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Figure 11 Human resources — professional nurses model
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Professional nurses and nursing assistants are used to construct the human
resource scales based on the fact that these groups are both assumed to be
impacted by human resource practices. The constructs used include
supervision, empowerment, job design, coordination and education, which all
have reliabilities above .8. The interconstruct correlation between the models
used with group varies to some degree, but generaily supports the separate
constructs. These models both fit well with RMSEAs of .053 and .054 and
CFT’s of .963.

Table 11: Satsfaction Scale Definitions, Questions, and Characteristics

Ttem |Scale - definition Alpha| N [Mean]S. D. ]
Satisfaction - overall feelings and perception of staff

members about the work atmosphere and culture 0.89 [ 2151] 11.29] 2.88

Pl  |I would recommend this facility as a good place to work. 2192 3.89| 0.98

P2 |This facility cares about the well-being of its staff. 2165| 3.80| l.11

P3 |l find my work satisfn'ng and fulﬁlli%. 2181] 3.59] 1.08

Figure 13 Satsfaction — aggregate model

'Pldﬂe;l

Lastly, the aggregate data is used to construct the measure of satisfaction based
on using this varable being experienced by all staff. This model is a just
identfied model with zero degrees of freedom, and therefore the overall results
of a chi-square of 0, and no reported RMSEA or p-value. The reliability of .89
and factor weights of .85, .82 and .82 are good results.
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SPECIFIC AIM #2

The second specific aim is to put forward a structural equation model focusing
on the relationship between leadership and employee satisfaction in a nursing

facility. This serves as Specific Aim #2:

# Test the relatonships proposed in a path model explaining the impact
these leadership practices have on employee satisfaction considering

the mediating effects of quality management practices.

Conceptual Model Specific Aim #2

The specific path model for this study will focus on three key extensions to the
existing literature. First, the model will treat leadership as a mult-dimensional
construct. Second, the theoretical construction of previous models will guide
the development of a path model that hypothesizes the relationship between
these leadership practices, quality management practices, and the specific
nursing facility outcome of employee satisfaction. This dependent variable,
employee sausfaction, is a key outcome in the high touch environment of long-
term care organizations, as well as in the quality management literature. It was
also chosen based on its importance as a delivery outcome, potental
interrelationship with resident care satisfaction and the interests of the
providers. We will be able to suggest a correspondence of leadership practices
to employee satisfaction as an extension of leader-follower relationships. Third,
the model will include as mediating variables specific elements of quality
management practices hypothesized to be most influential on our dependent

vanable.
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Hypotheses flowing from leadership practices will suggest a hierarchical
relationship with quality management (QM) practices of an organization. This
relationship is based on higher or lower order organizational functions or
processes. For example, the higher order leadership practice of being a
focused visionary requires greater organizational support and understanding, as
opposed to that of providing a visible presence which 1nvoives less
organizational complexity and forethought, and may be considered a lower
order practice. The quality management practices chosen to help explain the
relationship between leadership practices and employee satisfaction will follow
this same framework. Therefore, strategic planning, which requires greater
organizational understanding is considered a higher order process as compared
to process management and human resources. Process management, which is
viewed to encompass all of the organization’s functions, including human
resources, is considered for this model a higher ordered process as compared
to human resources. These mediating quality management practices can be
described as strategic, operational and tactical in a higher to lower order view.
The higher order practices that require greater organizational support and
understanding, such as focused visionary leadership and strategic planning, are
posited to be the highest order practices and have a direct path or relationship
in our model. This same relationship also holds true as we move vertically

down our model.
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Figure 14: Quality Leadership Practices Path Model
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The specific hypotheses for this path model are the following:

Hypothesis 1 (Path B21): The greater the focused visionary skills of
leadership perceived by staff the greater the strategic planning efforts of the
organization. This hypothesis draws on the key relatonships of the Baldrige
criteda focusing on organizational direction efforts berween leadership and
strategic planning (Baldrige Health Care Criteria, 1998). Further, the constructs
put forward in the quality management teachings of Deming and Juran also
support this relationship (Deming, 1986 and Juran, 1987, 1988). Therein, much
of the quality management research has focused on the visionary component
of leadership helping set the direction for the organization. Finally, Bass has
also put forward the importance of this connection in his development of the

transformational leadership model (Bass 1985).

Hypothesis 2 (Path B 42): The greater the strategic planning efforts of the
organization the greater the process management of the organization. The
macro direction and guidance of an organization found in strategic planning is
posited to be directly tied to the actual internal design and delivery of internal
operations or processes of the organizaton. Development and deployment of
planning efforts have an influence on the design and delivery of the process
management components of an organization. Action plans detived from
strategic planning are a driving force for internal systems. This is the
intersection between the external forces of the environment taken into
strategic consideration and intertwined with the internal process mechanisms
of an organization. The strategic planning efforts of the facilities in this study
are deemed even more important than in the general management literature

(Dean and Bowen, 1994), due to the relatively stable long term care market.

Hypothesis 3 (Path B8 43): The greater the perceptions of leadership
supporting change the greater the process management of the otganization.
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Leadership’s encouragement and sponsorship of change agent practices
influences the climate and culture of an organization. This learning and growth

is encouraged by effective leadership and is evidenced through the learning
dimension in the process management area. Kanter has found evidence to
sugpest that internal innovation in companies is experienced through elements
of management’s support for change. These elements are expressed in the
development of our leadership items for this study, such as encouraging staff to
take on new initiatives. Innovation is considered to be a reflection of the
promotion of organizational change in a company. Support of change by
leadership is also connected to the process management dimension of
evaluation by ensuring adherence to standards. The popular management
literature also widely supports this hypothesized relationship (Peters, 1996).

Hypothesis 4 (Path 8 64): The greater the process management of the
organization the greater the human resources practices of the organization. The
mternal processes of an organizaton affect the specific human resource
practices of an organization. This is posited by taking the natural next step
from internal organizational influence to the individual working within the
processes of the organization, expressed as a human resource practice. I will
give a few examples that will help illustrate this assumption by using specific
dimensions that are part of each of these quality management areas. First,
learning, one of the process management dimensions is posited to create an
organizational culture that would influence the training and education of
emplovees, a human resource practice dimension. Second, process design has a
direct impact on the human resource dimension of job design. It is recognized
that process management and human resource practices, especially regarding
job design, are closely intertwined (Hackman and Oldham, 1971, 1976) in the
manner they influence the work experience of employees. Third, process

management delivery, which is stated as how the organization’s service delivery
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processes are managed or improved, is posited to have an influence on mulaple
dimensions of human resource practices, including supervision and
coordination. A direct relationship between processes and emplovee fulfillment
is supported in the quality management practices theoretical construction and
empirical testing work of Anderson, etal (1995). This hypothesis proposes
that the mediaung human resource practice vanables are a significant
component of this reladonship. Process management is a core component of
quality management theory, plays a central functon in the Baldrige criteria, but

has not been developed in general management research.

Hypothesis 5 (Path 8 65): The more effectuve the communication practices
of leadership are perceived to be by staff, the greater the HR practices of the
organization. This hypothesis is centered on the organizatonal impact of
leadership communicaton practices filtering into the culture of the mula-
dimensional construct of HR departmental and organizational effectiveness.
Coordination, one dimension of human resource practices is the most obvious
example of a developed human resource practice influenced by effective
leadership communicadon. The construct of coordinatdon along with
empowerment also fits well with Shortell’s findings related to a participative
culture that is conducive to a quality improvement environment and fosters
positive outcomes (Shortell, et.al, 1995). The effectiveness of communication
practices is evaluated by focusing on how staff perceive the extent of two way
interaction. This is posited to set an overall tone that directly impacts how
people work together. This brings us back to the propositions that
communication has the most direct bearing on the work climate, and

consequently the human resource practice environment.

Hypothesis 6 (Path B 86): The berter the HR practices of the organization as
perceived by staff, the greater the emplovee satisfaction of the organization.
The conceptual models of quality management and the Baldnge criteria both
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identify the HR process as a precursor to employee satisfaction (Baldrige
Health Care Criteria, 1998). This makes intuitive sense--the more clear and
effective the departmental and organizational job requirements and demands
experienced by employees, the more satisfied they will be with their work. This
hypothesis fits well with the qualitauve findings of Dimant related to HR
practices and employee satisfaction, and the numerous other studies in the
health care human resource literature (Pifer, 1997; Anderson and Haslam,
1991; Robertson, Herth and Cummings, 1994; Brannon, et.al. 1988; Claudill &
Patrick, 1992).

Hypothesis 7 (Path B 81): The greater the focused visionary skills of
leadership as perceived by staff the greater the employee satsfaction of the
organization. Organizations that have focused visionary leaders that set the
direction for the facility and maintain a clear set of priorities instll a sense of
stability in staff. Staff appreciates and respects leaders that have a consistency
in their actions and values. This consistency translates to a universal belief in
the goals and values of the organization, and commitment to those goals and
values (Mowday, Steers and Porter; 1979). This hypothesis posits that
organizational commitment instilled by the consistency of leadership’s focus

leads to increased staff satisfaction.

Hypothesis 8 (Path 8 83): The greater the perception that leadership
supports change the greater the employee satisfaction of the organizaton. The
elements of supporting change involve the individual and the organization. On
an organizational level aspects of supporting change focus on the culture and
climate of the organization experienced through the process management area.
On an individual level supporting change involves showing an interest in staff
by encouraging them to develop and grow in their job. People experience
leadership practices that support change in a personal way by supporting

employees viewed as change agents. Research has shown that a supervisor’s
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interest in the aspiratons of an employee is a positive factor influencing job

satisfaction (Ross, 1997).

Hypothesis 9 (Path B 85): The more staff perceives leadership as
communicating effectively the greater the employee satisfaction of the
organization. The intuitive nature of this hypothesis emphasizes the perception
of staff that care and concern of leadership is expressed via communication
with them. This can be stated: “if leadership cares enough about me to keep
me informed, I feel better about my job.” This is also a hypothesis that may be
especially characteristic of the long-term care environment due to the small size
of organizatons (Barry, 1996), flat organizadonal structure and high human
service focus. The focus groups conducted with staff as part of the survey
development process for this study supported these nodons. There is
additonal evidence outside of this industry that communication is a powerful
factor related to job saasfaction (Pincus, 1986; Vinnicombe, 1984). Clearly, this
is a reladonship that has been consistently shown in the literature (King, Lahiff,
& Hatfield; 1988).

Hypothesis 10 (Path B 87): The more staff perceive leadership to be
personally involved and visible the greater the employee satisfacton of the
organization. The intuitive nature of this hypothesis emphasizes the staff
perception that leadership care and concern is expressed via personal contact
with them. The propositions follow a logical progression of “if leadership cares
enough about me to know who I am, I feel better about the value of my job”.
This hypothesis may be especially unique to the long-term care environment as
a result of the high human service focus and flat organizational structure.
Empirically, Kerr and Jermier have provided a limited foundaton to support
this idea (Kerr and Jermier, 1978). In a health care context, research has
pointed to the crucial relatonship between a nurse executive and their

immediate manager to motivaton and satisfaction (Niehoff, Enz, & Grover,
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1990). The nursing assistant focus group used for initial construct and item

refinement also strongly supported this hypothesis.

Analysis of Specific Aim #2

The model is a recursive model and the data collection is cross sectional in
nature. This cross-sectional design poses some problems of endogeneity. To
overcome this challenge we have to look to previous research and the logic of
our model and corresponding hypotheses.

This study considers specific leadership and quality management practices to be
multi-dimensional. We are focusing interest in the three main componeats of
our theory framework, leadership, quality practices and the outcome of
satisfaction. As previously mentioned, structural equation modeling (SEM) will
be used with the vanables. This application is approprate for this analysis,
rather than path analysis, because SEM employs simultaneous equations
method using both regression and factor analysis. This model aggregates the
items underlying each latent varable into factor scores, which can be used to
estimate our main construct variables for this study. Based on the decision to
use this methodology, the previously mentioned smaller leadership group size is
not large enough to be analyzed employing this approach.

An attempt has been made to keep the hypothesized model at a manageable
level by focusing on leadership and the identified main relationships to support
the applicability of the results in the future. The ‘main’ influencing paths are
depicted and will be tested. Testing of the model will include the organizatonal
sub-populations of management, professional nursing staff and nursing

assistants.
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The specific paths are listed as the following equadons (where f stands for the
function and E stands for the error term:
¢ Strategic planning = f (focused visionary) + E
¢ Process management = f (supporting change + strategic planning) + E
¢ Human resource practices = f (communication + process management) +
E
¢ Employee Satsfaction = f (visible presence + communicaton +

supporting change + focused visionary + HR practices) + E

The relationships of leadership practices directly to employee satisfaction along
with the mediating effects of the quality management practices will be specified
to test the model using structural equation modeling techniques available with
the AMOS program.

Using the structural equation method, coefficients are generated for each of the
proposed pathways in our conceptual model Unstandardized estimates of
these paths utlizing covariance matrices are used as inputs, for our later
analysis between groups. It is difficult to compare accurately correlations across
groups, due to correlations removing differences in the standard deviaton
(Thurstone, 1959).

We evaluate the significance of the paths using a .05 significance level, which is
a t score greater than 1.96 to reject the null hypothesis and justify a significant
relationship between the two constructs (Weisberg, 1985). We are also able to

assess the goodness of fit measures of the models provided by the AMOS
program.

The leadership practices in this model are treated as exogenous latent
constructs, using a first order factor approach. Quality management practices,
strategic planning, process management, and human resource practices are all
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endogenous variables, and are first or second order factor constructs. These
quality management practices are composed of specific dimensions measured
with multiple items. We are interested in the broad coanstructs of the quality
management practices. The dimensions used for this study are consistent for all
paths and levels of analysis. One limitation this poses for our study is that
broader constructs tend to minimize reiational impact, due to aggregation of
dimensions and items. As stated earlier, the dependent variable or outcome for
this model is employee satisfaction, and is also a single order factor and is

measured using the latent vanable approach.
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A visual depiction of the full structural and measurement model relationship we
will be examining is presented below in Figure 15:
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Treatment of factlity effects

This model will be tested after controlling for any facility effects. Facility
effects were examined by running simple ANOVA and looking for the
magnitude of facility effects on individual items. Facility effects explained 10-
20% of total variation in item response for staff. Corporate effects were much
more negligible at approximately 0-2% of the items. This study has drawn from
two very similar homogenous corporations and any expected varability is at
the facility level. The approach taken to control for these potental-moderating
effects is centering the individual data around a group (facility) mean (Bryk and
Raudenbush, 1992). This takes into account the facility effect and standardizes
the vanables using SPSS. These newly standardized vanables are used to test
the structural model.

Model results

The representation of the test results for each population is depicted in the

next few pages. First, the responses from the full sample of respondents were
used to test the model for the overall fit.
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Focused *92 Strategic

Visionary r\wemen(

-.02 *.59

*32 Process
Management

Supporting
C hange

-.03 52

.23 Human
Resources
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com munication

*1.14

isi -.05
P:-/e;::;bnlie Satisfaction

*Significantat the .05 level

(see Appendix F for full measurement resules)

Chi-Square = 6808.75
DF = 1250
RMSEA = 045

CFlI= .93

The results of running this initial aggregate model (see Figure 16) indicate that
with an RMSEA of .045 the model fits the data well, although not all the paths
are significant. Specifically, the paths from the leadership practices of focused
visionary, support of change and visible presence directly to employee
satisfaction are not statistically significant at a .05 level Effective
communication is the only direct leadership practice to satsfaction that is
staustcally significant. The strength of the remaining coefficients from the
leadership practices to the quality practices and between each of the quality
practices is significant. The relationship between human resource practices and

satisfaction clearly emphasizes the driving force this is for people in their jobs.
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‘see Appendix GG for full measurement results)

Chi-Square = 3169.591
DF = 1250
RMSEA = 049

CFl= 911

The next step is to run the model on the different sub-populations to examine
the overall fit and path strengths for each occupational group. The results
from the management group (see Figure 17) do not differ from the aggregate
model, and therefore begin to build evidence for disaffirming the direct
relationship between the three leadership practice paths to employee
satisfaction not staustically significant. Of note is that the strength of the
coefficient between communication and satisfaction is not as strong as in the
overall model. The rest of the coefficients in the model support the remaining
hypothesized relatonships. The RMSEA of .049 and CFI of .911 are good

measure of fit.
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“Significant at the .05 level

hY

(see Appendix H for full measurement results)
Chi-Square = 2950.115
DF = 1250
RMSEA = 049

CFl= 92

For the professional nursing group (see Figure 18), results are again generally
consistent with those of the aggregate model further supporung the
conclusions previously made for the management group. The fit measures are
good with an RMSEA of .049 and CFI of .92. Lastly, we move on to the final

population of nursing assistants.
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Focused : Strategic
Visionary management

Supporting : Process
Change Management

Effective ‘ Human
communicaton Resources

Visible : ) .
Presence Satisfaction

*Significant at the .05 level
(see Appendix I for full measurement results)
Chi-Square = 3679.264
DF = 1250
RMSEA = 044

CFI = .94

The nursing assistant data fit the model well (see Figure 19 with an RMSEA of
.044 and CFI of .94) and demonstrates statistical significance in the same path
mentioned earlier from leadership communication to satisfaction as was the
management and professional nursing models. The remaining coefficients that

are significant mirror the previous models.
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Path Significance Comparison between Models

The measures for the paths hypothesized in the original model are summarized
in Table 12 below:
Table 12: T-scores reported for the three sub-groups (>1.96 is significant at the

.05 level)
Aggregate | Management | Professional | Nursing
Nursing Assistant

B,, 35.94 17.06 18.05 25.46 All significant
FVoSM
By 11.61 8.11 6.61 5.06 All significant
SC—»PM
Bgs 15.74 6.64 7.46 9.94 All significant
EC—>HR
B 23.49 1111 13.48 15.88 All significant
SM—PM
By, 23.97 11.72 12.15 16.87 All significant
PM—HR
Bgs 17.38 9.22 8.19 11.86 | All significant
HR—»Sat
Ba, -.28 01 .58 .86 All
FV—oSat insignificant
Bgs -.48 -1.28 .65 -1.125 | Al
SC—»Sat insignificant
Bags 5.34 2.01 2.35 2.417 | All significant
EC—Sat
By, -1.26 -1.22 -1.88 377 All
VP—Sat insignificant

Model comparison results

It can be concluded from these data that the leadership practices focused

visionary (FV), supporting change (SC), and effective communication (EC)

work through the organizational practices specified in the model. Furthermore,

they support the relationship described between the quality management
practices — strategic management (SM), process management (PM), and
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human resource (HR) -- in the model Finally they show that the only
leadership practice that has a consistent direct significant effect on employee
satisfaction (Sat) is communication, along with the direct modeled effect of

human resource practices.

The insignificance results of the leadership practices focused visionary and
supporting change, directly to satisfaction is a result that seems rational
considering the higher order functioning of these practices. A more surprsing
result is the lack of significance for visibility (VP) directly on satisfaction. This
in part can be explained by this construct’s high positive distribution of
responses causing a skewing of the data. The skewing of the responses,
prompted an investigation of this construct as a necessary but not sufficient
condition. The further analysis of this practice using this assumption proved
futile. The approach taken was to split the data set in half. This was based on
the distmbution of the visible presence responses, and then tested the model
absent of this construct. No significant changes were seen between the two
resulting models. The lack of correlation does not disprove the importance of a
visible presence in this setting. One could potentially hypothesize that this is a
universal characteristic or a hygiene factor in this particular sample.

Overall, the consistency of the results strongly support the construction of an
alternative refined model to be used for further analysis in specific aim #3,
which focuses on testing the coefficient behavior of the different groups. The
original postulations of hierarchical coefficient effects based on role will not be
able to be fully tested udlizing this alternative model, although any significant
differences between groups will be evaluated and discussed.
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Alternative model results

Once again, the visual representation of the test results for each population is
depicted in the next few pages.

S trate g:c
management

Tecuses N\__t93
Visionary o

Supporting c32
Change
Effective
communicaton

Process
Management

Human
Resources

*Saigasficaat at the 05 level

Eagurc 20: A gpregate Mode

see Appendix | foe tull measurement results

Chi-Square = 5808 19
DF = tues?2
RMSE A = 035
CFL = 9y

First, the aggregate data were used to test the alternative model (see Figure 20)
to assess the overall fit. The .045 RMSEA confirms a good fitting model, and
all the paths are statistcally significant. Obviously, based on the fact that this
model was derived from our original results and initial conclusions this type of
fit is to be expected. We are even more interested in the sub population models

and resulting analysis.

88

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Strategic
management

Focused
Visionary

Change

Effective
communication

Process
Management

¢

*.57

)

Human
Resources

*1.01

J

Satisfaction /
*Signiticant at the .05 level
Eigure 21: Management Model
(see Appendix K for full measurement results)

Chi-Square = 2774.783

DF = 1062
RMSEA = .051
CFl= 916

First, the management group (see Figure 21) is run with the alternative model.
The overall fit is good with an RMSEA of .051 and most of the paths are
statistically significant. One interesting observation is that the management staff
does not attribute statstically significant importance to the direct relationship

between communication and satisfaction.
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*Significant at the .05 level
Ej 22. Professi I Nussine Model
(see Appendix L for full measurement results)
Chi-Square = 2479.384
DF = 1062
RMSEA = .048

CFI= .93

The next group tested on the model is the professional nursing staff (see
Figure 22), and throughout the model they have significant pathways. Initially,
their path coefficient between leadership communication and satisfaction is
slightly stronger than the other groups. Their middle management relationship

with leadership and more direct contact with management may logically explain
this relationship.
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*Significant at the .05 level
{see Appendix M for full measurement results)
Chi-Square = 3105.496
DF = 1062
RMSEA = .043

CFI= .94

Once again, all of the pathways are supported in this alternative model testng
for attributions made by nursing assistants (see Figure 23). A couple of
interesting points are the coefficients directly to satsfaction. The pathway from
communication to satisfaction is significant, but not nearly as strong compared
to the direct reladonship between human resources and satisfaction. The path
between supporting change and process management is notably less than the
other groups.
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Path Sigmficance Comparison between Alternative Models

A summary of all the T-scores for the alternative model proposed is

summarized in the table below:

Table 13: T-scores reported for the aggregate and the three groups (>1.96 1s
significant at the .05 level)

Aggregate | Mgmt | Profess Nursing
Nursing Assist

B,, 35.79 17.01 18.02 25.36 All significant
FVoSM
B, 11.63 8.00 6.62 5.013 All significant
SC—-PM
By 15.74 6.57 7.47 9.96 All significant
EC—>HR
By 5.36 1.14 243 3.19 All  significant,
EC—Sat except Mgmt
B,, 2333 11.17 13.36 15.83 All significant
SM—PM
B, 23.89 11.70 12.09 16.88 All significant
PM—HR
By 20.13 10.76 9.85 13.90 All significant
HR-—Sat

This clearly shows that the leadership practices, focused visionary (FV),
supporting change (SC), and effective communication (EC) work through the
organizational practices specified in this alternatve model. Furthermore, the
paths between strategic management (SM), process management (PM), human
resource (HR) practices and employee satisfaction (Sat) are all sull consistentdy
significant. All of these observations are very consistent with the original
model proposed. Lastly, the only leadership practice that has a significant effect
on employee satisfaction is communication. This is true for professional nurses
and nursing assistants. Management does not attribute importance to this direct

effect.
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Overall, the alternative model for explaining leadership practices, utlizing a
quality management practice framework, shows that the impact on satisfaction
fits all the populations very well The RMSEA’s for the models are all very
close to or below .05. This new "quality leadership practices” path model is

used to test for differences between groups.
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SPECIFIC AIM #3

This study tested the proposed conceptual path model on three different
populations. We use individual responses from each of these groups in an
inter-organizational approach, aggregating like groups over the 68 organizations
to examine any relationships that may be related to occupation or role within

the organizaton. This serves as Specific Aim # 3:

» Do the causal models differ between management, professional nursing

staff and nursing assistants?

The survey responses testing the proposed leadership and quality practices path
model with this study employed the following groups; 1) individuals identified
as leadership or management responses, and subsets of the staff surveys,
specifically 2) the professional nursing and 3) nursing assistant roles or

vocations.

Conceptual framework for specific aim #3

For the purposes of this analysis, these three groups are the most important to

use for the following reasons.

» The management group basically is the department head group of an
organizaton. This group is responsible for the overall day to day
operational quality of the facility, and the primary leadership and
management functions.

» The professional nursing staff is very influental in the direction and
delivery of service, and plays a key role in the implementation of quality

practices.
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» The nursing assistant group, which is the largest service group in the
facility, is relatively homogenous, and has a big impact on a daily basis on

the resident's perception of service quality.
percep quaiit;

This particular study 1s limited to these groups of respondents, rather than all
job categones, in order to avoid addional complexity, yet mantan the
necessary depth within the organization and allow for multi-level comparaave
perspectives. The specific groups were chosen based on their perceived
development as occupational communities within this setung. Within these
groups, persons have relatively homogenous roles and frequent interaction.
Based on prnciples found in role theory, these similarities in job dudes,
frequent interactions, and formal structures, along with the professional
occupational community all contribute to a socialization process. This
understanding is an important foundation when presuming a certain amount of
homogeneity within these groups, and also will be a contributing element to
help justify different perspectives on the importance of certain practices (Hardy
and Conway, 1988).

An additional value of our research design udlizing multi-level perspectives
allows the incorporation of an attribution perspective, as previously mentoned,
to the results obtained from staff members to complement our analysis and
results based on leadership self-reporting perspectives. This research
incorporates the potentially unique perspectives of the organization’s followers
on leadership practices, and any subtle influence on their overall perception of
the QM environment of the organization. An assumption imperative to this
research is that, across all levels of the organization, the predominant type of
control influencing perspectives and behavior is one of normative control,

more implicitly experienced by individuals.
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When constructing a model incorporating multiple organizational views
attribution theory’s general framework is used in part. This theory has four
propositions. First, a person must observe a behavior and then, if it is
important or relevant to them they will be motivated to attribute this outcome
to some cause or causes. Second, information cues aid in making these
arributions concerning causality. These informagon cues consist of elements
of distinctiveness, consistency, and commonality (Kelley, 1979). Third, an
internal (a person or yourself) or external (context or situation) attribution is
made concerning the cause of the behavior. Some assumptions made in the
construction of this study’s model are contrary to this step. These internal and
external attributions are pre-established or set. Internal attributions presume to
reflect a “person’s” leadership practices, and the context and situation, quality
management practices in a nursing facility drive the external attribudons.
Fourth, the reaction to the behavior shapes a response or perspective. This
framework helps explain some of the dynamics of the individual perspectives
and responses within our model (Cummings and Dunham, 1990).

Our pomary application treats each individual within a group as an
independent response representing the same organizational phenomena. We
will run the tests of the model using each of the separate sub-populations
across all organizations, and then analyze the similarities and differences
between the groups. The subgroups previously identified include management,
professional nursing staff and nursing assistants. These groups are subsystems
within the larger system of the nursing facility. Using information in this
manner to test the model supports our assumption that different parts or
groups of the organization will have a slightly different perspective on areas of
importance. This approach is taken rather than just aggregating the
respondents. These results help inform decision making about the appropriate

strategy to arrive at an overall nursing facility measurement model and
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enlighten future organizatonal quality management research. This further
analyses is taken understanding the limitadon it poses in varying levels of

informant ability or expertise to differentate constructs by the different

groups.

Analysis of Specific Aim 73

Once again, the analysis strategy for testung these models was the use of
simultaneous equation methods to solve for the strength of the relatonships
tested with the independent sub-groups of the nursing faciliies. Two
significant advantages of using SEM are that it produces a goodness of fit
measure and a decomposition of effects (e.g. measures all the paths not just the
direct effects). This allows us to test the relationships hypothesized in the
proposed conceptual model with different populations. Each separate analysis
of the model takes into account the group uniqueness of the respondent group
derived in the survey construction phase of this project. An item mapping of
the respective surveys has been done to insure consistency across populations.
Although the management survey is the most extensive of the two surveys, the
staff survey is comprsed of the same fundamental constructs and items. This
study uses the same dimensions and items for each of the constructs used in

the model testing the specific populations.

The formal analysis used to compare the differences between groups applies
the chi-square differences test by affixing a parameter for two sample
comparison populatons with a fixed value to be equal, and assessing the
resulting change in the chi-square. After running the structural equation model
with the equalized pathways, the resulting fit of the model is evaluated and
compared to the fit of the unequalized model (Arbuckle and Wothke, 1999;
Rigdon et. AL, 1998; and Maruyama, 1998). The degrees of freedom will be

higher in the equalized model because the number of constraints has been
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increased. If the increase in the degrees of freedom is matched by a substantal
increase in the chi-square, then one can conclude that at least some of the
structural coefficients are not the same between population groups. The
significance of the chi-square increase in comparison to the increase in the
degrees of freedom is found using a chi square table. For our purposes, a one
degree of freedom change needs to be matched by a 3.84 or higher increase in
the chi-square to formally conclude that path coefficients in two samples are
not equal, using the .05 level. This is done for the three population types using
the new alternative model, and helps us evaluate the potential differences in
pathways. Once again, because we can’t compare correlations across groups we
are using the completely unstandardized estimates of these paths utlizing

covariances.

An assessment of the differences between these groups using the alternative
model is summarized below in Table 14:

Table 14: Chi-square Differences Tests results for comparing the three groups
(>3.84 is significant at the .05 level)

Mgmt - Mgmt - Prof. Summary results
Prof NA Nurs.- NA
Nursing
B, 43 A7 01 No difference
FV-oSM
B, .00 7.49 5.80 NA different
SC->PM
Bes 35 .00 57 No difference
EC—HR
By 1.12 1.30 .02 No difference
EC—Sat
B, 241 3.97 12 Mgmt & NA
SM->PM slightly different
B, 39 .03 42 No difference
PM—HR
By .05 .59 19 No difference
HR—Sat
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Results of path coefficient comparison between Alternative Models

A narrative summary describing the nature of path coefficients difference or
similarities between each of these groups is further outlined below, including
citing results of any formal Chi-square tests:

Hypothesis B,, which are the path coefficients between tocused visionary and
strategic management reveal no difference between all three groups.

Hypothesis B,; which are the path coefficients between supporting change and
process management reveal significantly stronger coefficients for management
and professional nurses than nursing assistants. The resulting change in chi-
square for the one degree of freedom gained using the comparison groups was
7.49 between management and nursing assistants, and 5.80 for professional
nurses and nursing assistants. This seems to be one of the key differences.
Hypothesis By which are the path coefficents between effective
communication and human resources reveal no difference between the three
groups.

Hypothesis By which are the path coefficients between communication and
satisfaction reveal no difference between the three groups.

Hypothesis B,, which are the path coefficients between strategic planning and
process management seem relatively the same, although management seems to
be different than nursing assistants. The resulting change in chi-square for the
one degree of freedom gained using the comparison groups was 3.97 between
management and nursing assistants. Although statistically significant, the
modest result is not of primary interest to this study of leadership practices,
and is not robust enough to be included in the conclusions.

Hypothesis By, which are the path coefficients between process management
and human resource practices, reveal no difference between the three groups.
Hypothesis By, which are the path coefficients between human resources

practices and satisfaction reveal no difference between the three groups.
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Table 15: Summary table of path coefficient comparison results.

Paths Results

B, All three groups show no significant difference
FV—SP

By Nursing assistants different than other groups
SC—»>PM

Bgs All three groups show no significant difference
EC—HR

Bas All three groups show no significant difference
EC—oSat

B Mgmt and NA show a modest difference
SP—>PM

Be All three groups show no significant difference
PM—HR

Bas All three groups show no significant difference
HR—Sat

Alternative model comparison results

In summary, the relatonships between leadership practices and the
organizational practices are similar between groups. The relatonship between
strategic management, process management and human resource practices is
similar between groups. The main difference to explain is that management
and professional nurses attribute significantly more importance to supporting
change with process management than nursing assistants. Based on their higher
hierarchical role in the organizations this result may be explained by their
greater change influence at the "system" level

Direct, Indirect and Total Effects

A final step in the analysis involves reporting the direct, indirect and total
effects, to more fully explain the overall model. The aggregate model tested

with all the respondents is used to examine the various causal relationships.

100

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Based on the relative overall consistency of the alternative model with the
different groups, there is not a compelling need to do this separately for each
group. Direct effects, as reported in the previous models, are the effects
between two variables. Indirect effects are the effects between two variables
mediated by other variables. Adding these two effects derives the total effect.
This anaiysis gives another picrure of the actual organizz-ionai reiationships
depicted in the model. Table 16 gives both the unstandardized and

standardized path coefficients of each practice effect on satisfaction.

Table 16: Path Coefficients of Varnables on Satisfaction

Practice Direct Effect | Indirect Effects | Total Effects
Focused Visionary .00 (.00) 31 (.28) 31 (.28)
Supporting Change .00 (.00) .18 (.15) .18 (.15)
Effective Communicaton | .17 (.16) .26 (.25) 43 (.41)
Strategic Planning .00 (.00) .34 (.33) 34 (33)
Process Management .00 (.00) .57 (.51) 57 (.51)
Human Resources 1.10 (.73) .00 (.00) 1.10 (.73)

Note: Unstandardized coefficients are listed first; standardized coefficients are

in parentheses.

The results help tell a more complete story. Clearly, the most important
practice correlated with satisfaction is still human resource practices. Yet,
process management and strategic planning also have a significant relationship
to satisfaction. Process management has a larger coefficient than strategic
planning which makes sense based on the fact that strategic planning as a

higher order practice it is further removed from employee satisfaction. The
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leadership practices, focused visionary and supporting change, not directly
significant to satisfaction in the model report an indirect effect with satisfaction
through the proposed organizational practices. A review of the group results
confirms the greater indirect and total effect of supporting change on
satisfaction for management and professional nurses than nursing assistants.

Communication continues to report a strong relationship with satisfaction.

This exercise adds to the previous findings by providing a real world context to
the model. This analysis supports an understanding of the complexity and
relationships of organizations. It also uncovers information that safeguards
from reporting results without a full accounting of how everything works
together in this model. An example is that although communication as a
leadership practice is the most important to satisfaction the other leadership
practices are also important. From a practical standpoint, this model informs
individuals and organizations on how to leverage and understand the impact of

leadership practices.
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IMPLICATIONS

Summary of findings

The first specific aim was to construct a model, which would allow us to
measure effective leadership practices. We identified a well-fituing model
consisting of four different practices: focused visionary, supporting change,
effective communication and a visible presence. These practices are separate
constructs, vet, as expected, there were some correlaton issues with the
leadership measurement model. The models across all groups were relatuvely
well fitting and the various scales have high internal consistency. As we moved
hierarchically down the organizatdon, it was more difficult for staff to

differentiate between practices.

The second specific aim was to construct an organizational model explaining
the impact of leadership practices on satisfaction, using a quality management
framework. This model fit relatvely well except for a few paths. The
hypothesized paths to employee satisfaction directly from the leadership
practices of focused visionary, supporting change and a visible presence were
not statistically significant.  The rest of the model held up well, which
confirmed that different leadership practices are important for strategic,
operational and tactical quality management practices. Leadership
communication directly affects satisfaction, although human resource practices
are clearly the primary relationship. Therefore, an alternative, “simpler” model
was constructed and the overall data fit this new "quality leadership practices

path model” well.

The third specific aim explored occupational group differences that might

prove insightful and interesting using the results from the alternate model
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One significant difference was uncovered in the path strengths explaining how
supporting change affects process management, with a stronger relationship
among more professional, management-oriented employees. Lastly, a review
of the overall effects of practices on satsfaction helped tell a fuller story of the

proposed model.

Discussion

This study successfully uses a leadership theory framework (Jago, 1982) as a
context to identify an approach to model leadership practices important to
employee sausfaction. Organizational dynamics of leadership practices are
further explained by applying quality management practices. The fit of the
different models informs organizational leadership research, the quality
management field and the health care service field regarding the role of
leadership.  Although drawing upon past research has helped provide a
framework for the construction of this model, this is one of the first studies to
fully explore the multidimensionality of leadership practices within an

organizational context testing different groups of employees.

The original model hypothesized hierarchical relationships (from strategic to
operational to tactical) between leadership practices and quality management
practices, with all leadership practices also having a direct effect on employee
satisfaction. In the absence of empirical studies testing these relationships, this
onginal model was constructed using both conceptual and related literatures,
along with some consideration of the context of the long-term care field. It is
recognized that the literature to help support the hypothesized direct
relationship between leadership and satisfaction was drawn from a wide array
of fields and may not be as strong as other organizational relatonships proven
in the literature. Although the statistical model verified the hierarchical
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relationships, the direct relationships of leadership practices on employee
satisfaction held only for the practice of effective communication. The results
indicate the higher order leadership practices, focused visionary and supporting
change, do not have the hypothesized direct effect on satisfaction.

Why didn't these higher order leadership practices have a significant
relationship to satisfaction as predicted in the orginal model? First, it may be
that nursing homes are not typical organizations. Although attempts were
made to take into account the organizational environment of long-term care
when constructing the hypotheses and scales, the nursing facilities may have
some unique properties. One plausible explanation of these results is that
nursing facilities may be less complex than other organizations and the role of
leadership may be more easily understood through traditional organizational
quality practices. For instance, the need for leadership to be directly viewed as
supportive of change may be greater in entrepreneurial or high technology
industries where change is faster paced. Another alternative may be that the
workforce is less connected to leadership practices due to interest,
sophistication, or training, and consequently less orented to their own
individual relationship to these higher order leadership practices. Nursing
facilides are largely comprised of individuals focused on providing care, who
seldom have educational backgrounds, which might orient them to the
relevance of organizational quality leadership.

A second possible explanation for the lack of direct significance of these higher
order leadership practices is that the assumptions and hypotheses related to
their direct paths to satisfaction are wrong. Therefore, the hypothesized
relationships are weak or non-existent, and the alternative derived quality
leadership practice model more accurately describes the true nature of
organizational quality leadership. This belief would suggest that there is a
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potential for the pursuit of 2 more universal theory for quality leadership across
organizational settings. The approach recommended in this dissertation would
be to continue to test the full original model for significance and be cognizant
that the higher order practices may not empirically validate direct paths of
significance. When testing this model in different settungs, the nature of the
organization (type of business or service) and the make-up of the workforce
may have an incremental influence on the relationship of each of these direct
paths. The direct paths of the higher order leadership practices to satsfaction
are expected to be less strong than effective communication, which is more
closely associated with an employee’s daily experience and, consequently, with
perceived satisfaction. This author suggests that the changes experienced in the
coefficients between these higher order leadership practices and satisfaction
will be modest and will not substantially alter the overall results of this inquiry.
The general conclusion suggesting that leadership’s main impact is experienced
through quality management practices would not be jeopardized and a greater
understanding of leadership’s direct relationship to satisfacton would be
fostered in a variety of settings. This suggested research approach would begin
to build a stronger empirical foundation for the alternative model, which has a
good fit in all other hypothesized direct and indirect paths.

Exploring the differing perspectives of different groups within organizations
leads us in two directions. First, the models do fit all groups about the same,
and therefore would suggest that for this particular model of leadership an
aggregated view of the organization could be satisfactory and an arguable
approach. Further, this serves to reinforce the argument for the relationships
between leadership and the quality management practices modeled and their
relatonship to employee satisfaction. The overall leadership and quality
management effects on satisfaction are explained well using the new alternative

"quality leadership practices path” model
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The differences in the models do, however, suggest that different roles within
an organization have some differing perspectives and needs. These particular
results require further consideration of these path strengths in the models, their
differences and any implications. Considering the nature of the roles within
the groups helps us frame this discussion. The path from communicaton to
empioyee satisfaction was not significant in the management model [his
result may be in part because management perceives their own organizational
functioning at a higher level within the facility and does not attribute as much
importance to their own satisfaction needs for effective communication. Their
level of influence is viewed as more organizational in nature and, as depicted in
the model, working through organizational practices. This conclusion should
be cautionary in nature, because the chi-square differences test for this path did
not reveal a significant difference between groups. This lack of group
difference may be simply because the study does not afford the necessary
statistical power. Additionally, both management and professional nurses
attribute more importance to supporting change with process management.
Management and licensed nurses generally have greater control and diversity in
their roles based on their professional background and organizational standing
and may perceive that they have an ability to influence their own overall work
system by supporting change. Lastly, it should be noted that human resource
practices are an important driver for satisfaction in all groups. The dimensions
underlying human resource practices include supervision, empowerment, job

design, coordination, education and otientation.
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[ imitations

The sample for this study represents groups within nursing facilities that are
part of two multi-site corporations located in Minnesota. Although this does
offer fewer outside varables that may influence our data, it needs to be
trecognized that this is not a random sample of nursing facilities. Both of these
corporations are non-profit, church-related entities and one could argue that
they might have some operational and structural forces that could limit the
generalizability of the results.

A second limitation is the multicollinearity of the constructs, especially focusing
on the leadership constructs in the original model Multicollinearity exists
when two or more independent variables are correlated. This problem is
unavoidable in studying leadership practices, which by their nature are highly
related to each other. One of the primary problems is that the T tests are
distorted due to the inflation of the standard errors, which can result in
msignificant T tests. When using structured equation modeling, both the
correlations between construct scales and the alpha reliabiliies must be
considered. Multicollinearity becomes a problem when correlations between
scales are above 0.8 and 0.9 and the alpha reliabilities are low (Maruyama,
1998). The alpha reliabilities for the scales used in this study are all high, and
no scales are correlated above 0.9. Therefore, multicollinearity was not a
significant problem in the orginal model, and the additional exclusion of
related paths with the derived model limited any effect of multicollinearity.

A third limitation is the choice of the dependent variable in the model itself.
As put forward earlier, employee satisfaction is a strong, positive outcome
considering the labor-intensive environment of nursing facilities and also an

appropriate outcome for the proposed health care related quality management
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practices model Yet, it needs to be recognized that this is not the only

outcome leadership is responsible for in their role.

Limitations related to the nature of the data include problems that are
associated with response rate and cross-sectional data. The challenges include
potential bias and empirically proving causality. Lastly, the individual
respondents’ ability to self-report attributions may affect the accuracy of the
data. These are all problems inherent in the collection of the data and design
of the study.

Sigmificance

Studying the broad-based implications of these findings helps us understand
the phenomenon of leadership’s impact throughout the organization. The
relationship between the constructs depicted in the proposed model informs
leadership in two different ways. First, the model explains the impact of
leadership practices within an organizational context. Secondly, this study
helps explain the reason why the only leadership practice that drectly affected
staff satisfacion was effective communicaton. However, based on the
construction of the model and the results, the /ndirect impact of leadership
practices through quality management practices on satisfaction is important to
understand. One of the important take-home messages of this study is that
different groups have slightly different needs and values. For example, it is
understandable why having leadership support change isn't as important to
nursing assistants given their attention to more fundamental, lower order
practices.  Conversely, management's lack of a significant need for

communication may be based on their attention to higher order practices.

This model is also one of the first attempts to inform leadership by modeling
the influence of multi-dimensional leadership practices and organizational
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quality practices. This new awareness creates opportunities for leadership to
understand situation and context, as described in this model Past leadership
research has typically only measured leadership practices to attempt to help
people differentiate between them (Clark and Clark, 1990). This study takes
the next logical and necessary step by providing a conceptual model explaining
how leadership practices actuaily work within an organizaton, and empircally
validating those relationships.

The feld of quality management benefits from the articulation and
measurement of leadership practices with a specific attention to the quality
literature and goals. These fundamental quality leadership practices can be used
as 2 foundatdon for further research. Additionally, the conceptualization and
operationalization of these multi-dimensional leadership practices adds new
insight to a field that has proven the importance of leadership as a driving force
behind quality (Anderson, Rungtusanatham, Schroeder, and Devaraj, 1995;
Meyer, 1988), but previously treated it as a single construct. Lastly, the
rigorous measurement of organizational quality management practices within
the context of the Baldrige Criteria adds new knowledge to a field demanding
this type of research inquiry.

At the provider level, we have a leadership practice model integrating specific
quality management practices and, ultimately, employee satisfaction. This can
serve as a framework for informing key dedision-makers in the educational and
provider arenas of long-term care leadership. To influence changes in this field
the following steps need to be taken. First, an assessment of the current
expectations and roles of key leaders, administrators and directors of nursing,
in the nursing facilities is needed. Second, changes to their job descriptions or
wortk portfolios should include the identified leadership practices and provide

for a greater understanding of the dynamics of quality management practices.
Third, an education and training regimen should be incorporated into new
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practitioner training (e.g. academic programs and licensure training) and also be
made available for existing long-term care leaders. Lastly, an evaluaton

‘ component should be built into these changes to measure their success and
impact. A practical policy application would be to include these leadership
concepts in standards for nursing home administrator licensure (see Appendix
N), which in part drive educational requirements. For exampie, in the furure
the first responsibility for a person in charge of a nursing facility should not be
submitting reports, but should rather relate to influential leadership practices.
Informing individuals and organizations in the quality management and
leadership fields to consider our results is also necessary. From a practcal
standpoint, leaders in organizations may refine their own internal strategies to
improve the performaace of their organizations.

The general understanding of this model helps inform leadership that these
daily leadership practices are important to the quality management practices
and the outcome of employee satisfaction in a nursing facility. This model
informs various disciplines about the relationship between the mult-
dimensional components of leadership and quality management practices.

Another part of the discussion centers on what group of staff members we
should focus on, given the scenado depicted in this model. One could assert
that the nursing assistant response is the most critical, as font-line staff. This
assertion is based on the fact that nurses and nursing assistants are the primary
drvers of resident satisfaction measures. Employee satisfaction at this level has
an impact on resident perceptions. This is especially true in the high touch
environment of long-term care. Emphasizing the significance of
communication, especially now when employees are difficult to attract and
retain, is 2 valuable contribution. Further, to influence and support change in
the organization leadership should focus a greater proportion of their initial
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energy on management staff and professional nurses that have a significantly
greater path coefficient between these system changes and process constructs.
During this time of tremendous pressure to change the face of nursing homes
this is critical information. This approach of group analyses allows leadership
to leverage their understanding and give them the ability to target certain

leadership practces with an idendfied group.

Lastly, the setting for this study is nursing facilities, which are characteristic of a
high touch and labor-intensive environment. A strong argument for the
application of this study’s results can be made for use across the country in the
skilled nursing facility industry. Other health care and service organizations,
such as hospitals and hotels, that depend heavily on employees for the delivery
of theit human-oriented service may also benefit by applying this model

Future research

One important area requiring further study is the confirmation of the
alternative quality leadership practices model across different settings.
Secondly, this alternative, derived model requires testing at a nursing facility
level. Third, to assure the right approach at the facility level, the model should
be tested on all remaining employee groups, for instance ancillary or support
staff. Fourth, two of the leadership practices derived earlier, understanding
TQM (conceptually) and a visible presence (conceptually and empirically)
should be explored more fully across occupational groups. Fifth, how does
this model inform the influence of leadership on other important
organizational outcomes? Lastly, as an extension of this outcome idea, an
additional area to probe would be the impact on residents or customers and
the question it raises, "to what degree are employee satisfaction and resident

satisfaction related?” and "how can leadership impact service outcomes?"

112

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Conclusion

This study contributes to the field of leadership by developing and testing
measurable constructs of leadership practices derived from a synthesis of
literature.  The three practices identified as significant include focused
visionary, supporung change, and effective communication in the organizadon.
The study also contributes to the field of quality management by treating
leadership practices as 2 multi-dimensional construct, enabling investigation of
varying relationships between these leadership practices, quality management
practices, and employee satisfaction.  This study provides a deeper
understanding of how leadership practices influence quality management
practices in the organization. Leadership research has typically only measured
leadership practices to describe them at an individual level This study actually
extends these practices into the milieu of the organization and provides an
empirically validated model explining how leadership practices relate to other
quality management practices and outcomes within an organization.

The results of the derived quality leadership practices model specifically inform
us about the impact of leadership practices on organizational quality practices
and satisfaction. The major impact of leadership on satisfaction is through the
quality management practices substantiated by the measurement of the indrect
and total effects, which were overall much stronger than the &t paths from
leadership. The one significant direct leadership path was the empirical and
conceptual relationship between effective communication and satisfaction.
Therefore, overall, the role of leadership in nursing facilities should be focused
on understanding quality management practices, their leadership connections
and their importance to organizational success. Leadership needs to
understand the dynamics of how a fadlity works and their role within that
organizational system. The significant drivers of satisfaction, as would posited
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to be true with other outcomes, depend on organizational processes. Focusing
solely on the outcomes of an organization will not help move this traditionally
reactive industry to 2 more proactive management environment. Changes in
curriculum, continuing education and regulatory job requirements are all

necessary elements to influence a systematic re-orentation.

People with years of experience in the field of long-term care have suggested
that leadership has an impact on employee satisfaction in a nursing facility.
This study empirically explains this phenomenon. Findings of this research
inform the field of long-term care regarding how leadership practices affect
employee satisfaction in this high touch environment, which is critical to
nursing faclities. For example, the study reveals the importance of
understanding and potentially leveraging leadership communication energy to
maximize its impact on employee satisfaction, which is especially important
during this difficult time of attracting and retaining good service employees.
Yet the general conclusion remains that leadership primarily works through
quality management practices to influence satisfaction.

Exploring group similarities and differences enhances the value of this study.
Management and professional nurses have a stadstically higher significance level
with the relationship between the leadership practice of supporting change and
process management and this knowledge can be used to foster system change
and improvement within facilities, which is crucial to this industry. Leadership
energy focused on system improvements should be targeted initially towards
the management and professional nursing staff, which would be an appropriate
strategy to nfluence successful adoption of organizational changes. The
influence of effective leadership communication on job satisfaction for
professional nurses and nursing assistants is significant, although the quality
management practice of human resources is the most significant driver of
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satisfaction. From another perspective, the consistent story told between the
groups provides further cross validation of the "quality leadership practices
path model" constructed in this study. The model results, along with the
mcorporation of the occupational group perceptions, add interesting new
insight and perspective to the ongoing inquiry into the fundamental nature of
leadership mpact. The major contribution of this study is to establish 2 new
set of quality leadership practices and put forward a proven quality leadership
model, which extends the relationship of leadership practices into the
organization. This study is one of the first rigorous approaches to exploring the
relationship of multi-dimensional leadership and quality management practices
with a variety of occupational groups.
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Appendix A
Performance Improvement in Long-Term Care Organizations

Management Organizational Quality Survey (0QS)

(1} EBENEZER DA 72380y 27 VINNESOTA

=

: 5
,b"!‘ s $°".

Purpose of Research: You are invited to partnicipate n a statewide study being conducted by Sandra Potthotf. Pnincipai
Invesugator (P and Doug Olson, Co-Pl and Project Director. at the University ot Minnesota in collaboration with
Ebenezer Social Ministnes and the Good Samaritan Soctety Your tacility has agreed to participate in this survey. The
sumose ot the study 1s to understand how to improve efficrency and etfectiveness m nursing (actlities through better
Juaiity management practice.

Survey Duration and Procedures: This survey will take approximately 3 to 20 minutes to complete

Right to Refuse: Your decision to parucipate in this survey will not attect vour relationship with the faciiiny Your
sartcipation n this survey 1s voluntary

Confidentiality: All of your responses to the survev will be kept contidenual. Sandra Potthott and Doug Olson at the
Universtty of Minnesota. as the prmary research parmer, will seep all of your answers private. and oniv provide totai
sunvey data to the facilities

sharing of Survey Results: Results from the surves will be shared with ail of the Epenezer Sociai Ministries and Good
samaritan nursing facilittes in Minnesota. Specitic facihiny leadership results wall only be shared with local facthities

Contact Information: [f vou have any questions you may contact the person in charge of the survey admimstration or
ou may call Doug Olson or Apnl Todd-Malmlov at the University of Minnesota at(612) 626-7223

i vou have any questions or concemns regarding this study and would hke to talk t0 someone other than the researcnert sy,
contact the Research Subjects’ Advocate line, D328 Mayo. 420 Delaware Street Southeast. Minneapohs. Minnesota
33433 telephone (612) 625-1650.

Instructions:

There are two Organizational Quaiity Surveys for employees. one tor Administrators and Department Heads and one for
all other statT. This survey 15 to be taken by the Admimstrator. Assistant Admimstrator. and Department Directors only

All other stafT are to take the Statt OQS Survey. Please complete the survey that applies to vou

Please indicate vour response on the survey by circling a number on the scale to the right ot cach item. Your responses are
contidenuial. No one at the nursing home will see vour responses

't you require assistance 1n answenng the survey. picase talk to the person i charge of the survey admmustration. Do not
ask another empioyee of the factiiy.

“When vou have completed this survey. please seai it in the enveiope provided and put it in the coilection box designated
w your tacility
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Buackground: Please circie the number n the dox that corresponds with the answer that deseribes s ou best

Please indicate the position that most closely describes vour role: Your response to this question will be strictly
contidentiai. The information that vou provide will be used 1o idennty the leadershup group n each tactiin

Adrunistrator I Director of Development 12
\ssistant Administrator M Drrector of Voiunteer Services 13
Durector of Nursing 3 Assistant Director of Nursing 14
Director of Socta! Services 4 Director ot Statt Development >
Dhirector of Pastoral Care 3 Director of Maintenance 1o
Durcctor of Food Service o Director ot Housekeepiny L s
Drrector of Activities i Dtrector of Laundry Services 18
Durector of the Business Otfice 3 Director of Environmental sertices 1)
Duectur of Commuaity Services > Ducvun uf Qualiiy it
Director of hiealth Informarton Records 1{) Director ot Personnel Ml
Director of Therapy/Rehabilitanon 1l Other. please list p
Please rate the level of leadership influence the following roles have in the overall direction of vour facilicy.
Position No A little Some Very Extremely
doesn't exist  atluence intluence intluence  mtluennai antluennal
Adm:nistrator na ! 2 3 4 3
\sistant Administrator nd : 2 3 4 N
Director of Nursing na l 2 3 4 3
Dirsetor of Social Services 13 . 2 : < 3
Durector of Pastoral Care na l 2 3 4 3
Director of Food Service na H M i 4 :
Dircctor of Activities na ! 2 3 4 3
D cetor of the Business Ottice 12 . 2 : B N
Du cctor of Community Services na ! 2 3 4 3
Drrector of Health information: Records na : N N 4 N
Dirzctor of Therapy/Rehablitation na 1 2 3 4 3
Dhrrctor of Development a4 . 2 - N
Director of Volunteer Services na I 2 3 4 3
Assistant Director of Nursing 13 : 2 : 4 N
Director of Statf Development na 1 2 3 4 3
Orrector of Maintenance 1 : 2 B 4 3
D:rector of Housekeeping na l 2 3 4 3
Dircctor of Laundry Services 13 . M : < 3
Director of Environmental Services aa ! 2 4 3
D ector of Quahity na . 2 < s
Director of Personnel na 1 2 3 4 3
Please indicate the number of vears vou have been in vour current position at this facility:
anuer | oyear 1 6t0 9 vears 4
Cue 2 ears M i0to i< years 3
3o 3 vears 3 over 15 years [
Please indicate the highest level of education attained:
Sumiz High School Coursework 1 Undergraduate Coursework 3
Hion sciool Graduate M L nderzraduate Degree 0
Some Technical School Coursework 3 Graduate Coursework ( Masters, PhD) 7
Tevnneal School Graduate 4 Graduate Degres  Masters. PhD) 3
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How often are vou involved in outside educational opportunities:

Rarely, once every 2 years

Never

Frequently, 4= per year R
Otten. 2 10 3 per vear M
Sometimes, t per year 3

tutonomy:

Please crrele the response dicanng vour perception ot how often or to what degree (e joliovw g oceur o our

1. Qur facility’s senior leadership staff has the ability to direct
its own local quality unprovement imnanves.

5 Our corporate otfice encourages our rcility to direct our own
local activities.

¢. Our corporate office encourages our facility to direct our own
local quality improvement inttiatives.

Self-ldentity:

Not
at all

1

Rarel

-

te

Some-

umes

[

Usualhy

]
4

4

Taein

Alwavs

[P

Bleuse circle the response indicanng vour perception of ow often or to what degree tite toiloswing occur i vour raciiin

1. 1 am 1 central component to the leadership of this facility.

5 i am verynvolved in setting the direcuon tor this ety

¢. | am involved in the key pianning activiues for this facility.

4.1 spend a great deal of my ume wath other leadershup statf
e Adminstrator).

I. The following statements concern your facility’s Key Leadership.
Detinition of Kev Leadership Staftt refers to the roies or positions that intluence the oserall direction of the tacility
xamples of such roles could include the Administrator. Director of Nursing. and or other department nead statt.

Not
atall

i

1
l
l

Rarels

Y4 0 s

Some-
umes

s Nes

Ter ea

Lsually

3
R

-

Alwavs

5

<

w o

[P

Pleave crcle the response indicanng vour perception othow often or to what degree :hic roilowing occur 1 vour fuctiin:

3. Qur key leadership staff sets the direction for our facility.

b. Qur tactlity has a vision which has been the tocus of our energies

<. All employees support the viston of this facility.

4. Uur Kev teadership statf has a clear set of priorities

<. Cur key leadership staff is visible 1n our facility.

t. Our key leadership staff knows the names ot employees.

g. Qur key leadership staff knows the names of residents.

3. Our key leadership statf displays a sense ot caring when
waitking around the facilney

. Our key leadership staff is visible in the local community
representing our facility.

. Qur kev leadership staff 1s invoived in communuty etforts to
strengthen local services

k. Our key leadership staff encourages learning and growth.

i Cur key leadership statf encourages statf to take on aew muranves

m. Our key leadership stafT 1s willing to take nsks.

2. QJur kev leadership statf ensures that employees adhere to agreed
apon standards.

Not
at all Rarels
1 2
1 2
i 2
1 2
! :
! 2
l 2
1 2

Some-
umes

Tae Nar tas et aa G

o Ve

er s

e L

Usually

3

SN PO T T

b

b

L S Y

b
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ot ) Sone-

at all Rarety nmes Lsually  Always
0. Our key leadership staff listens to employees. 1 2 3 4 3
p. Our key leadership statf places a prioriry on commumication 1 2 3 4 3
with employees.
q. Qur key leadership staff 1s approachable. | 2 3 4 3

r Our key leadership statf 1s honest. !

II. The following siatements concern vour facility's Understanding of the Quality Commitment:
Detinition of Quality: the term "quality” refers to performance activines and functions nvolved i the deliveny of services

Pleuse circle the response indicaunyg vour perceprion of how often or to what degree the roflowing occur i vour tacilin

Not Same-
at all Rarely  tumes  Usually  Ajways
3. Our key leadership staff fails to understand the importance of l 2 3 4 3
invalvement in quality efforts.
b Our kev leadership statt understands the need to internally ace ! 2 3 + 3
continuous improvement principles.
¢. Our key leadership staff solicits participation in improvement 1 2 3 4 3

efforts from a variety of individuals.

4. Our kev leadership statf successtully manages facility changes | 2 3 4 3
needed to tmprove the quality of services

¢. The key leadership staff is the driving force behind quahity ! 2 3 4 3
improvement efforts.

t. The key leadership statf allocates inadequate resources (e.2 pe | 2 3 4 s
ume. doilars. and equ:pment) to improving qualhty

3. | spend time utilizing quality management practices during 1 2 3 4 5

1 typical week.

II1. The following statements concern vour facility's [nformation Management.
Detinition of Information Management: this arca reters to the seiection. management, and 2ffectis eness of the use ot
‘nformation and data to support tasks and resident service

Bleuse circle the response indicating vour percepuon ot how often or to what degree tie foitovwing ocour i vour aciiin

Not Some-
at all Rarely tumes Usually  Alwavs
a. Our facility has an information system that serves our needs. 1 2 3 4 5
o. Qur facihity dedicates statf time for coilecting and analyzing data. ! 2 3 4 3
¢. Our facility can track trends in care and service to identify problems 1 2 3 4 5
by shift and by wing or unit.
4. Qur computer system 1s usetul in keeping statf up-to-date on ! 2 3 < N
rzsident care and service needs.
2. We use comparative information within our corporation to create 1 2 3 4 3
budgets.
{ We nave adequate sources of benchmarking information tor quality : 2 3 4 3
g. We use benchmarking information to identify areas that need 1 2 3 4 5
tmprovement.
n Ve compare performance measures between faciitties within our i M 3 4 3
corporation
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Nat Some-

at ail Rarely nmes Usually Afwavs
1. Our use of information helps service staff do their work. 1 2 3 4 3
] We use data to wdenufy what our facshity 1s doing well ! M 3 1 s
k. The data we collect help 1dentify problems with services. 1 2 3 < 3
I. We conunually trv to improve how we use data and informaton on the | 2 K + 3

quality of services.

1V. The following statements concern your facility's Strategic Management.

Detinition of Strategic Management: this area examuines how the rfacility sets strategic directions, and now 1t develops the
cnitical strategies and action plans to support the directions. Also examined are how plans are deploved and how
performance 1s tracked.

Blease circle the response mdicatng vour perception ot how often or to what degree the rollow iy vecwr in s our tactliny
Not Some-

atall Rarely  umes  Usually Alwavs
1. Each department sets goals to improve the quality of services 1 2 3 - 3
b This racility involves all levels of staffin planning for the tfutu | 2 3 4 3
¢. Our department heads take time to plan for improving the qua | 2 3 4 5
of services.
4 this facility does a good job of prionitiziny goals ! 2 3 4 3
¢. Facility plans are turned into specific activities for each depar ! 2 3 4 5
. Short and long term decisions are consistent with our overall : 2 3 - 3
facility plans.
¢. The specific actions required to meet facility goals are clearly ! 2 3 4 5

communicated to statf.
h Our leadership staff takes responsibuitty tor resuits based onth 2 3 4 N
facilhity's plans and goals.

V. The following statements concern your facility’s Human Resource Management.

Detimtion of Human Resource Management: this area focuses on how the tacihity enables ail statt to deveiop and utihize
their fuil potennal. Also examined are the tacihity's etforts to build and maintam a work environment and wurk climate
conducive to performance excellence, tull participation, and personai and organizational growth.

Derinition of immediate supervisorts): reters to the person(s) who 1s responstble tor averseeing the work that vou do or
who vou report to. An immediate supervisor(s) could be a shitt manager. tloor manager, charge nurse. department
manager. DON, assistant department director. department director. administrator. and or regional director

Blease curele the response indicating vour perception ot how often or to what degree the roilowing occur vt vour ractin:

Not Some-
atall Rareiy umes Usually  Always
1. My immediate supervisor(s) responds to concerns in a timely manner 1 2 3 4 5
h My immediate supervisoris) gives constructive suggestions to i 2 3 4 3
improve my work performance.
c. My immediate supervisor(s)-is open to suggestions. 1 2 3 4 5
d. My immediate 'supervxsons) treats me tairly : 2 3 + 3
<. | have the opportunity to make independent decisions wn this facility. 1 2 3 4 3
: [ am encouraged to think of better ways ot doinyg things ! 2 3 < 3
g. I have the opportunity 1o participate in decision making. 1 z 3 4 5

4-
wn

h. I participate in planning care and services 1n this factlity

Dlease circle the response indicating vaur perception ot how often or to what degree :ire rollowing vccur tn vour tactitn:

3
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Not Nofe-

1t ail Rarzh mes Usually  Adways
1. The staffing levels in this facuity negatively affect resident care. 1 2 3 4 3
1. My job duties allow me enough time to do my job properiy 1 N 3 4 3
k. The work assignments arc well planned in my department. facility. ! 2 3 4 5
L. Tlus faciliev works to find statfing practices to improve 1 2 3 4 3
resident care and service.
m. Good communication exists between departments. 1 2 3 4 5
a Good communication exists between shifts. H 2 K ) s
0. My departmenvfacility works as 3 team in providing good care to i 2 3 3 3
residents.
p. Resident care 1s coordinated with all departments 1 2 N 4 N
3. The ortentation and training program prepares employees (0 ao i - 3 + 5
their job well.
r My job allows me to develop new knowledge and skills. 1 2 3 4 3
s. This facility supports the career development of staff. 1 2 3 4 3
: Thus facility educates and trains people on how to identity and I 2 3 ) 3
solve problems.
u. This ficility enforces safety rules. 1 2 3 4 3
v.This facility educates statt on how to prevent work-related imur 6 2 3 4 3
w. The staff in this facility fail to report safety hazards. 1 2 3 4 3

V1. The following statements concern vour facility’s Focus on Residents.
Jetimuon of Focus on Residents: this area examunes how the tfacility determines requirements, expectations, and
Jreterences of residents. Also examined :s how the factlity builds relationships and determines satistaction

Please circle the response indicating vour perception ot how often or to what degree the tolloving occur i vour racilin

Not Some-
at all Rarely  umes Usually Alwavs
1. Qur facility uses.multiple sources. for resident feedback. (e.g. s | 2 3 4 3
tocus groups, etc.).
o Our statf listens to resident suggestions. ! 2 3 3
c. Families and responsible parties:of residents.are encouraged to | 2 3 5

give us feedback.
e coordinate resident teedback across all departments. 1

. Qur facility communicates satisfaction information to resident 1
and families.

. Our faciiity interviews restdents who have been discharged to 1 2 3 4 3
about their experience.

(5%

14 15
[N
wn

“

P

V1I. The following statements concern vour facility’s Management of Processes.

Detinition of Manarement ot Processes: this area focuses on the aspects of process management, inciuding resident-
focused design. health care service delivery, support. and supplier and parmening processes. This area examines how
processes are designed, implemented. managed. and improved to achieve better pertormance.

Please circle the response indrcating vour perception of iow often or to what degree the tollowing vccur i vour raciiiny

Not Same-

at all Rarely umes Usually  Always
3. The climate of this facility encourages new.ideas. 1 2 3 4 5
b. We are encouraged to develop Innovauve wavs to deliver 1 2 3 4 3

restdent care and senvaces.

Blease circle the response indicating vour perception ot how often or te what degree tire tollin g occwr m vour raciiey

6
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¢. There is 2 commitment to education and training in this facilit 1 2 3 4 5

d. Diata from residents 1s used to improve resident services ! 2 3 3 3

e. All appropriate departments are involved in refining services 1 2 3 4 3

. Input from service statl 1s used to improve resident services l 2 3 <+ 3

g. This facility uses a formal problem solving process to improve 1 2 3 < 5
services.

h. This facility uses interdepartmental teams to solve problems 1 2 3 4 3

i. Service staff actively participate in quality improvement efforts 1 2 3 4 3
in this facility.

;. Service performance standards are understood by all departmen 1 2 3 4 3

k. Our facility typically develops strong workxug relationships 1 2 3 4 3
with our suppliers.

1. Quality 1s our most important reason for selecting suppliers. ! 2 3 4 3
m. Suppliers are involved in improving services. 1 2 3 4 5
a. We measure the performance of our care and services i 2 3 -

o. Feedback on care and services is obtained from other departm 1 2 3 4 3

p Feedback on care and services 1s obtained tfrom residents and | 2 3 4 3
state health department

q. A system to monitor quality is'ins pldce in-this facility. 1 2 3 4 5

r. Qur facility continuously evaluates our care and services to i 2 3 < 3

change future care and services

VIIIL. The following statements concern your facility’s Performance.
Detinition of Performance: this area examines the orgamization’s performance and improvement in areas such as job
saustaction, resident service, musston, and overall facility pertormance.

Please circle the response indicaning vour perception of how often or to what degree the rollowing occur invour faciin:

Not Some-
at all Rarely urmes  Usually  Always
1. I would recommend this facility as a good place to work. 1 2 3 4 3
b. [ would teel comfortable with a friend or tamily member being cared for l 2 3 1 N
in this facility
¢: This facility. cares-about the well-being of its staff, 1 2 3 4 5
d. 1 find my “work saustying and tulﬁllm5 ! 2 3 3 $
¢: [ feel EmGtionally.draired at work. - 1 2 3 4 5
f. Working at this job puts too much stress on me. i z 3 < 3
g. [ feel tired at work. 1 2 3 4 3
h. At work. [ teel overwhelmed. 1 M 3 4 3
i. My facility carries out the mission of our corporation. 1 2 3 4 5
1. [ believe in the mussion of my faciity 1 2 3 4 3
k. This facility supports the values of our corporation. 1 2 3 ) 3
I. Qur tacihty has a good working refationshup with local churches 1 2 3 4 N
m. [ getto.know the residents personally. 1 2 3 4 5
n. The staff encourage residents to do thmgs tor themselves. I 2 3 1 3
o. It takes a"fong time for the residents.to get help. - 1 2 3 1 5
p. The administration 1s visibly interested in the care that residents recerve. ! 2 3 4 3
q. The staff take the time to listen to the resideats. 1 2 3 3 b
r The statf respect the residents’ privacy 1 2 3 4 s
s. Thett is a problem here. 1 2 3 4 3

Please circle the response indicaung vour perception of how often or to what degree tie rollowing accur i vour faciliny:
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t The staff are concerned for the residents’ satety ! M 3 3 s

u. The staff ignore the residents’ personal choices. 1 2 K 4 5

v. The statf respect the residents spurttual preferences. i N 3 4 3

w. This facility does a good job in meeting the residents’ needs. I 2 3 4 3

Bleuase indicate vour agreement or disagreement with the roliowing statements.

Strongiy Strangly
Disagreze Disagree  Neutral  Agree Agree

3. The pay I receive is good, compared to the pay for similar work 1n 1 2 3 4 5
in the surrounding area.

b. The insurance benefits [ receive are good. compared to the same ! 2 3 4 3
oenefits for simular jobs 1n the surrounding area.

¢. | s pality has adequate heaith 1nsurance to cover my famuly. ! hl 3 3

d. The vacation:paid-time-of¥ benetits [ recerve are good. compared to the 1 2 3 3
same benefits for similar jobs 1n the surrounding area

¢. The pension benefits [ receive are good, compared to the same 1 2 3 4 3
benefits. for similar jobs in the surrounding area.

t. Long term servics 1s rewarded n this facility ! 2 1 4 3

g- Good performance is ignored in this facility. 1 2 3 4 3

Pleuse circle the response indicating vour perception of vour facility 's current performance on cuch or the rollowing

Poor Fair Good  \Vzry Good  Excellent

3. Overall satisfaction of residents. I 2 3 4 s

b. Overall satistaction of emplovees. ! 2 K 4 3

¢. Overall satisfaction of resident families. 1 z 3 4 b

d. Overall satsfaction of the community ! 2 3 < 3

¢. Overall effectiveness of quality management practices. 1 2 3 4 3

¢ Overall quality of chinical care of residents ! 2 ? 3 3

g Owerall financial stability of the facility. ! 2 3 4 3

We are going to be doing this same survey again in one year. We would ltke to contact vou again in order to have a better
ability to compare changes over that ime period. Your name and signature below would give us perrmission to include
vou I1n the next survey process. As noted in the survey mstructions your individual responses will be kept confidential and
anvate. and will also be destroved at an established ume after the study

Name (please print)

Signature: Date:

Additional Comments: (optional)
2. Please list what you ltke most about vour job or faciiity

5. Please list any suggestions you have for improving your job or tacthity.

<. Please hist any additonal comments that you would like o share with us

Thank you for completing this survey.
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Appendix A (cont'd)
Performance Improvement in Long-Term Care Organizations

Staff Organizational Quality Survey (0QS)

B ’C.

N & -
( EBENEZER DR rasdey &0 VINKESOTS B
i .te -- u-- - e alasstelamls ":wr‘sg:‘p

Purpose of Research: You are invited to participate in a statewide study bemng conducted by SandraPottnott. Principal
Invesugator (PI) and Doug Olson, Co-Pl and Preject Director. at the Umiversity of Minnesota in collaboration with
Ebenezer Social Ministnes and the Good Samaritan Socieny . Your tacihty has agreed to parucipate in this survey The
purpose of the studv 15 to understand how to improve effictency and etfectiveness 1n nursing facihities through better
Juality management practice.

Survey Duration and Procedures: This survey will take approximately 13 to 20 minutes to comolete

Right to Refuse: Your decision to participate in this survey will not atfect vour relationship with the taciiiny. Your
participation n this survey is voluntary.

Confidentiality: All of vour responses to the survey will be kept contidential. Sandra Potthott and Doug Olson at the
University o Minnesota. as the primary research partner. will keep all of vour answers private, and only provide total

survey data to the facihities.

Sharing of Survey Results: Results from the survey will be shared with all ot the Ebenezer Soctal Ministries and Good
Samaritan nursing facilities in Minnesota. Specitic tacilnty leadership results will only be shared with locai tacihities.

Contact Information: [t you have any questions vou may contact the person 1n charge ot the survey admimistration or
vou may call Doug Otlson or April Todd-Malmlov at the University of Minnesota at (612) 626-7223

[t vou have any questions or concemns regarding this study and would like to talk to someone other than the researcher(s).
contact the Research Subjects’ Advocate line. D328 Mavo. 420 Delaware Street Southeast. Minneapolis. Minnesota
35433: welephone (612) 625-1630

Instructions:
There are two Organizational Quahty Surveys tor employees. one for Administrators and Department Heads and one tor
atl other statf. This survey 1s to be taken by statf. The Administrator. Assistant Adminstrator. and Department Directors

are to take the Management OQS Survey. Please complete the survey that applies to you.

Please ndicate your response on the survey by circling a number on the scale to the right ot each ttem. Your responses are
contidential. No one at the nursing home will see your responses.

[t vou require assistance tn answenng the survey. piease talk to the person in charge o2 the survey admimustration. Do not
ask another employee of the faciiity.

When you have completed this survey. please seal it 1n the envelope provided and put it in the collection box designated
2y vour facility.
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Background: Please circle the number in the box that corresponds with the answer that descnbes v ou best

a. What is vour age”

under _C

20029

301039

0w

ud 44 LS 14—

over 50

b. What is vour sex?

Male

Female

4

¢. What is vour race? (select one)

White

Black

Asian

Amer:can Indian

ather, please list

U ] LA s g —

d. Are vou Hispanic?

Yes

No

(™

e. Do vou speak English as vour first language?

Yes

No

"

f. What is vour highest level of education?

Some High School

Hieih School Graduate

Some Technical School

Teciinical School Graduate

Some Undergraduate/College

Associate Degree (2 vear degree)

~§ o] ud &~ LY 1A e

CndergraduatesCollege Degree (4 year)

Some Graduate Coursework « Masters. PhD)

Graduate Degree (Masters, PhD)

N~ -

s. What is vour position in the facility? (select one)

Nursing (RN, LPN)

Nursing (NAR. CNAL TMA,

r

Food Service

Otfice: Admunistration: Med:cal Records

Social Services/ Activities/Recreation

Housekeeping Laundry Maintenance

Therapy/Rehabilitation

ather. please list posttion

«xf -8 ¢f ud ] 4
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h. Do vou have a supervisory position”

yes

no

[

i. What shift do vou normally work? (select one)

Day

Eveming

Night

[~ Y

Rotating

J. How many nours 4o You work per week !

over 40 hours

32 t0 40 hours

23 10 31 hours

16 to 23 hours

8 to 13 hours

less than 3 hours

of uq ] L4 14—

k. How many vears have vou worked in this facility?

under | year

1 to 2 years

Jto 5 years

6 toY vears

10 to 14 yrears

over 13 years

Qf UYd & L4 14

I. How many nursing homes have vou worked for in
the last 10 vears?

one

owo

three

tour

five

Cf g &} LR 1 A —

over five

m. What is vour rate of pay”

under $6.00 per hour

$6.01 to $8.00 per hour

$8.01 to $10.00 per hour

$10.01 to $12.00 per hour

$12.01 to $15.00 per hour

S13.01 to $18.00 per hour

$18.01 10 $21.00 per hour

$21.91 to $24.90 per hour

over $24.00 per hour

o o -4 O ud ] e 1 —
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L. The following statements concern vour facility’s Key Leadership.
Detimition of Leadership Statf reters to the roles or positions that mtluence the overall direction ot the tacihty.
Examples of such roles could include the Admmmistrator. Director of Nursing, andor other department head statf.

Blease circle the response indicanng your perception of how often or to what degree the 1oilowing occwr i vour facilin:

Not Some-
at all Rarely ames Usually  Always

a. Our leadership staff Sets the direction for our facility. 1 2 3 4 5
b. Qur facility has a vision which has been the focus of our energies. 1 2 3 4 5
c. All employees support the vision of this” facility. 1 2 3 4 5
d. Our teadership statf has a clear set of priorities. l 2 3 4 3
e. Qur leadership staff is visible in our facility. 1 2 3 4 3
t Our leadership staff knows the names of emplovees 1 M 3 4 3
g. Our leadership staff knows the names of residents. ! 2 3 4 3
h. Our leadership statf displays a sense of caring when ! 2 3 4 3

walking around the tacihty.
1. Qur leadership staff encourages learning and growth. 1 2 3 4 5
). Our lcadershxp}m}' encourages statf to take on new imuatives ! 2 3 4 5
K. Our leddership staff is willing to take risks. 1 b} 3 K 5
1. Our leadership staff ensures that emplovees adhere to agreed l 2 3 4 3

upon standards.
m. Our leadership staff listens to employees. [ 2 3 + 3
n. Qur leadership statf places 1 priority on communication 1 2 3 3

with employees.
o. Qur leadership staff is approachable. 1 2 3 4 5
p. Qur leadership statt 1s honest. i 2 3 4 3

[1. The following statements concera vour facility’s Information Management.
Detinition of Information Management: this area refers to the seiection, management. and etfectiveness ot the use of
ntormation and data to support tasks and resident service.

Please cirele the response indicating vour perception ot how often or to what degree the roilowing occur i vour raethn

Nt Soine-
at all Rarels ames Csually  Alwavs
3. Our facility has an information system that serves our needs. 1 2 2 4 5
b. Our facility dedicates statf ume for collecting and anaivzing Jdata. 1 2 3 4 3
¢. Our facility can track trends in care and service to identity problems 1 2 3 4 3
by shift and by wing or unit.
4. Qur computer system 1s usetul in keeping staff up-to-date on t 2 3 4 3
resident care and service needs.
¢. Our use of information helps service staff do their work. 1 2 3 4 5
£ We use data to dentify what our facility 1s doing well 1 2 3 4 3
g. The data we collect help identify problems with services. 1 2 3 4 s
h. We continuaily ry to improve how we use data and information on the 1 N 3 4 3

quality of services.
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II1. The following statements concern vour facility’s Strategic Management.

Defimtion of Strategic Management: this area examines how the facility sets strategic direcnions. and how 1t develops the
cntical strategies and action plans to support the directions. Also examined are how plans are deployed and how
pertormance 1s wacked.

Please circle the response indicatng vour perception of how often or 10 what degree the ollowing occur in your faciin

Nt Some-
at all Rarely  umes Usually Always
a. Each department sets goals to improve the quality of services. 1 2 3 4 5
b This facility invaolves all levels of statf in planning for the futu 1 2 3 K 3
¢. Our department | heads takc time to plan for improving the qual 1 2 3 4 5 -
of services.
d Thas racnlnv does a good Job of pnormzmb goals. 1 2 k 4 3
e. Facility plans are-turnea into specific activities for caci depart i z 3 + 5
t Shortand long term decisions are consisten: with our overall i 2 3 < 3
facility plans.
8. The specific actions required to meet facility goals are clearly I 2 3 4 3
.-communicated to staff.
h. Qur leadership staff takes responsnbllm tor results based on th 1 2 3 4 3

facility's plans and goals.
IV, The following statements concern vour facility’s Human Resource Management.
Detimtion of Human Resource Management: this area focuses on how the facility enabies all statf to develop and utilize
their tull potenuial. Also examined are the tacthity’s etforts to build and mamntain a work environment and work climate
conducive to pertormance excellence. tull partictpation. and personal and organizational growth.

Detimtion of immediate supervisor(s): refers to the person(s) who 1s responsible for overseeing the work that vou do or
who vou report to. An immediate supervisor(s) could be a shift manager. tloor manager. charge nurse. department
manager. DON. assistant department director. department director. admmstrator. and or regional director

BPlease circle the response indicanng vour perception of how often or to what degree the rollowing occur i vour racilin

Not Some-
at ail Rareiy times Usually  Always

a. My immediate supervisor(s) responds to concerns in.a imely manner. 1 2 3 4 5
o My immediate supervisor(s) gives constructive suggestions to 1 M 3 4 3

improve my work performance.
c. My immediate supervxsor(s) is.open to suggestions. 1 2 k! 4 5
d. My ymmediate supervisor(s) treats me fairly. 1 z 3 4 3
2. T have the opportunity to make independent decisions about the ! 2 3 4 s

care and service that 1 give to residents.
t. 1 am encouraged to think of better ways ot doing things ! 2 3 < 3
8. | have the opportunity to participate in decision making. 1 2 3 4 5
h. | participate 1n planning resident care and services. i N 3 4 3
i. The staffing levels in this facilitynegatively affect resident care. 1 2 3 4 5
1- My job duties allow me enough time to care tor the residents properiy ! 2 3 4 bl
k. The work assignmeats are well planned in my department/faculity. 1 2 3 4 5
I This facihity works to find smﬁng pncnces to improve { 2 3 4 5

resident care and service.
m. Good communication exists between departments. 1 2 3 4 5
n. Guud communication exists between shufts. 1 2 3 4 3
0. My department/facility works as a team in providing good care to l 2 3 1 5

residents.
p. Resident care 1s coordinated with ali departments. 1 2 3 4 3

12
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Please circle the response indicannyg vour perception of how often or to what degree tie rollowing occur m vour tactiin

Net Some-
atall Rarely umes Lsually  Alwass
q. The orientation and training program prepares employees to do 1 2 3 4 3

their job well.

r. My job allows me to develop new knowledge and skills. 1 2 3 4 3
s. This facility supports:the career development of staff. 1 2 3 4 5
t. This facility educates and trains pcopie on how to (denuty and i 2 3 4 3
solve problems.
u. This facility provides the equipment [ need to do my job safely | 2 3 4 5
v This tacility enforces satety rules. H 2 3 4 3
w.This facility educates staff on-how to prevent work-related inju 1 2 3 4 5
v Tha graffin thee faciliry Ml ra rennrr caterv hazarde ! N 3 4 3

V. The following statements concern vour facility’s Focus on Residents.
Detiniion of Focus on Residents: this area examines how the raciiity determines requirements, expectations. and
preterences ot residents. Also examined s how the facility builds relationships and determines saustaction.

Pleuse circle the response indicating vour perception ot how often or to what degree the 1oilowing occur in vour ractiiry

Not Some-
atall Rarsly umes  Usaally Always
2. Our facility uses multiple sources for resident feedback. (e.g. s 1 2 3 4 3
focus groups, etc.).
b Our staff Listens to resident suggestions. ! 2 3 4 5
¢.-Families and responsible parties of residents are encouraged to | 2 3 4 5
give us feedback.
d. We coordinate resident feedback across ali departments. 1 2 3 4 §
e. Qur facility communicates satisfaction information to resident 1 2 3 4 3
and families.
f. Qur facihity interviews residents who iave been discharged toh ! N 3 4 5

about their experience.
VI. The following statements concern vour facility’s Management of Processes.
Detiniion of Management of Processes: this area focuses on the aspects of process management. ncluding resident.
tocused design. health care service delivery. support. and supplier and partnering processes. This area examunes how
processes are designed. implemented. managed. and improved to achieve better performance.

Please circle the response indicating vour perception of how often or to what degree the rollowing occur in vour raciliny

Not Some-
atall Rarciy umes  Usually Always
a. The climate of this facility encourages new ideas. 1 2 3 4 5
b We are encouraged to develop innovatve ways to deliver i 2 3 N 3
restdent care and services.
¢c. There is = commritment to education-and training in this facilit 1 2 3 3 5
d. Data from residents 1s used to improve resident services. | 2 3 < :
¢. All appropriate departments are involved 1n refining services. 1 2 3 4 5
f. Input from service staff 1s used to improve resident services i 2 3 4 3
g. This facility uses a formal problem solving process to improve 1 2 3 4 3

services.

("’
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Pleuse circle the response indicating vour perception of how often or to wiat degree tie rilowing occur mn your taciin

Not Some-
atall Rarely  umes Usually Alwavs
h. This facility uses interdepartmental teams to solve problems. 1 2 3 4 5
.. Service staff acuvely participate m quality tmprovement etforts ! 2 2 4 N
n this factlity
j. Service performance standards are understood by all departmen | 2 3 4 3
k. Qur faciluty typically develops strong working relationships 1 2 3 4 3
with our suppliers.
1. Quality is our most important redson for selecting suppliers. 1 2 3 4 5
m. Suppliers are involved in improving services. i 2 3 < 3
n. We measure the performance ofiour. care and services. 1 2 3 3 5
o. Feedback on care and services 1s obtained from other departme | 2 3 &) 3
p- Feedback onicare and services;is6btained - from residentsandt 1 2 3 4 3
state health- “department. -
4 A\ system to monitor quality 1s in place n this taciluy 1 2 3 + 3
r. Our facility continuously evaluates our care and services (o ! 2 3 + 3

change future care and services.
VII. The following statements concern vour facility's Performance.
Detinition of Performance: this area examines the orgamzation’s pertormance and improvement in areas such as job
saustacuon. resident service, mussion, and overal! tacility performance.

Please circle the response indicatng vour perception orhow often or to what degree tive "ollowing occur in vour tactitty

Not Some-
atall Rarely umes Usually  Always
a. I would recommend this facility as a. good Place to work. 1 2 3 4 3
b I would teel comfortable with a triend or family member betny cared tor ! N 3 < N
m this facihty.
c. This facility cares about the well-being of its staff. 1 2 3 4 5
J. 1 tind myv work satistying and fulfilling. i 2 2 < N
¢. [ feel emotionally drained at work. 1 2 3 4 5
' Working at this job puts too much stress on me | 2 3 4 3
g. | feel tired at work. 1 2 3 4 5
h. At work. [ feel overwheimed. : 2 3 &) 3
i. My facility carries out'the mission. of our cotporation. 1 k) 3 4 §
). [ belteve 1n the mission of my fncxhty 1 2 3 4 3
k. This facility supports the values of our corporation. 1 2 3 3 3
! Our facility has a good working refationship wath locai churches i N 3 < N
m. | get to know the residents personally. | 2 3 4 5
n. The staff encourage residents to do things for themseives i 2 3 4 3
o. It takes a long time for the residents to get help. 1 2 3 4 3
p. The admunistration 1s visibly interested in the care that residents recerve, : N 3 4 3
gq. The staff take the time to listen to the residents. 1 2 3 4 5
r. The staff respect the residents’ privacy. 1 M 3 4 3
s. Theft is a problem here. 1 2 3 4 5
t. The staff are concerned for the residents safety. l N 3 < 3
u. The staffignore the residents' personal’choices. I 2 3 4 5
v The staff respect the residents’ spiritual preferences 1 2 3 1 3
w. This facility does a good job in meeting the residents’ needs. ! 2 3 4 N
14
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Blease indicate vour agreement or disagreement wui the rollowing starements

Strongly Strotgiv
Disagree Disagree  Neutral  Agres Agree
a. The pay [ receive is good. compared to the pay tor similar work 1in ] 2 3 4 3
in the surrounding area.
5. The insurance benefits [ receive are good. compared to the same i 2 3 4 N

benefits for stmilar jobs 1n the surrounding area.

c. This facility has adequate health mnsurance to cover my ramuly. 1 2 3 4 5
d. The vacation; paid-time-off benetits I receive are good. cempared to the . 2 3 < 3
same benefits for simular jobs 1n the surrounding area.
¢. The pension benefits I receive are good, compared to the same 1 2 3 4 5
benefits for similar jobs in the surrounding area.
{ Long term service 1s rewarded 1n this facility. 1 2 3 1 2
g. Good performance 1s ignored in this facility. 1 2 3 4 5
Please circle the response indicating vour perception of vour facility's current performance on cuch of the toliowing.
Poor Fair Guod  VeryGood Excellent
a. Overall satisfaction of residents. = =" . 1 2 3 4 5
b Overali satisfaction of empioyees. . M 3 4 N
¢. Overall satisfaction of resident families. l 2 3 4 35
d. Overall satistaction of the community. ! 2 3 4 3
e. Overall effectiveness of quality management practices. 1 2 3 4 5
{ Overall quality of clinical care of residents. 2 3 : 3
2. Overall financial stability of'the facility. 1 ! 3 4 3

We are going to be doing this same survey again n one vear. We would like to contact you agan in order to have a better
ability to compare changes over that ime penod. Your name and signature below would give us permission to include
vou 1n the next survey process. As noted 1n the survev instructions vour :ndividual responses will be kept contidental and
anvate. and will also be destroved at an established ume atter the study

Name (please print)

Signature: Date:

Additional Comments: (optional)
J.  Please list what vou like most about vour job or tacility.

2. Please list any suggestions vou have tor improving your job or factiity

. Please list any additional comments that you would like to share with us

Thank vou for completing this survey.

[V
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APPENDIX B
Response rate explanatory note:

e ratios by group reported b orporation

A staff urvs sent out were apptely 893 - 748 = 7945
Nursing 60% of hours and staff, therefore 4767 eligible respondents
35" professional aurs:ng, therefure 1668 cligible respondents

65°% nursing assistants, therefore 3099 eligible respondents

Management staff actually had 748 eligible respondents

Therefore, the response rates were:

»
¥ <
5
»>

Overall, 3514/8693 = 40%
Management, 628/748 = 84°%
Professional Nursing, 569/1668 = 34%
Nurssing Assistants, 1024/3099 = 33%

(g1

have reported at 7945(.9) = 7150

You oul

Nursing 60°6 of hours and staff, therefore 4290 eligible respondents
35% professional nursing, therefore 1501 eligible respondents

65% nursing assistants, therefore 2789 eligible respondents
Management staff actually had 748 eligible respondents

Therefore, the response rates were:

Overall, 3514/7945 = 44%

Management, 628/748 = 84%

Professional Nursing, 569/1501 = 38°%
Nursing Assistants, 1024/2789 = 35%

NV VY

March 10, 2000
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APPENDIX C
ion Origi r
Leadership

Focused Visionary:

Li. Denved trom Mever, 1998, based on Baidnge 1.1a(3)

L2. Denved conceptually from Easton, 1990.

L3. Denved conceptually from Gaster, 1991.

L+4. Denved from Sashkin, LBQ, Focused Leadership section, HRD Press, 1995.

Supporting Change:

L11. Denved conceptually from Peters, numerous cites.

L12. Derived conceptually from Kanter, 1983.

L13. Denved from Sashkin, LBQ, Risk leadership narrative, HRD Press, 1995.
[.14. Denived conceptually from Kouzes & Posner, 1991.

Effecave Communication:

L15. Quesdon onginated trom Bovett, 1994 and nursing assistant focus group
conducted i 1998.

L16. Denved conceptually from the Baldnge critenia leadership section narranve.
Onginal pilo: questons related to verbal and written communication, and this adapted
queston posed a more general communicaton construct. This queston also specified
an audience, and was reviewed by research team.

L17. Questuon onginated from nursing assistant focus group conducted in 1998.

L18. Denived conceptually from Kouzes & Posner. 1991.

Visible Presence:

L3. Denved conceptually from Drucker, 1990 and question orginated from Shortell,
1992.

L6. Denved conceptually from Kerr & Jermier, 1978,

L7. Denived conceptually from Kerr & Jermier, 1978.

L8. Derved conceptually from role modeling work of Kouzes & Posner, 1996,
adapted to visibility and reviewed by research team.

Strategic Management

w

3. Question onginated from Shortell, 1992.

. Denived conceptually from Easton, 1990.

. Denved from Mever, 1998, based on Baldnge 3.2, Note (2).
. Question onginated and denived from Shortell, 1992.

. Detived from provider input and expertse of research team.
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Process

Learning:

M1. Conceptually denved from Senge, 1990.

M2. Conceptually derived from Dervitsions, 1998.
M3. Conceptually denived from Senge, 1990.

Operational:

M8. Dedved from quality pdnciples, provider input and expertise of rescarch icam.
M9. Denived conceptually from Lmai, 1976.

M10. Denved from provider input and expertise of research team.

Evaluation:

M14. Conceptually denived from Meyer, 1998 and based on Baldrige 5.5a.

M17. Derived from quality principles, provider input and expertise of research team.
M18. Derved from quality principles, provider input and experuse of research team.

Human Resources

Supervision:

H1. Adapted from an Ebenezer Soaal Ministry (Ebenezer Hall, 1994) and the Good
Samartan Sodety, 1998 emplovee climate surveys.

H2. Adapted from an Ebenezer Socal Ministry (Itasca Nursing Home, 1994)
emplovee climate survey.

H3. Adapted from an Ebenezer Social Ministrv (Ebenezer Hall, 1994) emplovee
climate survey.

H4. Adapted from Ebenezer Social Ministry (Martin Luther Manor, 1988 and
Ebenezer Hall, 1994) employee climate surveys.

Empowerment:

H5. Derived conceptually from Tonges, Rothstein, & Carter, 1998.

H6. Adapted from Ebenezer Social Ministry (Martin Luther Manor. 1988 and
Ebenezer Hall, 1994) and Fairview Riverside Medical Center emplovee climate
surveys.

H7. Adapted from an Ebenezer Social Ministry (Martin Luther Manor, 1988) employee
climate survey.

H8. Denved conceptually from Tonges, Rothstein, & Carter, 1998.

Job Design:

H10. Queston onginated from nursing assistant focus group conducted in 1998 and
expertise of research team.

H11. Queston orginated from nursing assistant focus group conducted in 1998 and
experuse of research team.

H12. Adapted from an Ebenezer Social Ministry (Ebenezer Hall, 1994) emplovee
climate survey.
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Coordination:

H13. Adapted from the Volunteers of America Health Services Survey, and the Good
Samaritan Society employee climate survey, 1998.

H14. Adapted from the Volunteers of Amenca Health Services Survey, and the Good
Samaritan Society emplovee climate survey, 1998.

H15. Adapted from Ebenezer Social Ministry (Marun Luther Manor, 1988 and
Ebenezer Hall, 1994) employee climate surveys.

H16. Derived conceptually from Tonges, Rothstein, & Carter, 1998.

Education and Training:

H17. Adapted from the Good Samaritan Society employee climate survey, 1998.

H18. Adapted from the Good Samantan Society employee climate survey, 1998.

H19. Adapted from the Good Samantan Society emplovee climate survey, 1998,

H20. Adapted from the Western Network Health Care Quality Improvement Survey,
1992.

Performance Outcomes

Sad’sfacton:

P1. Adapted from an Ebenezer Social Ministry (Ebenczer Hall, 1994) and the Fairview
Riverside Medical Center emplovee climate surveys.

P2. Adapted from the Good Samaritan Society emplovee climate survey, 1998.
P3. Adapted from the Good Samaritan Society employee climate survey, 1998.
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Appendix D
Survey Assistance Instructions

Privacy and Confidennality:

I. When assisting someone with the survey, please make sure that such
assistance is conducted in private to ensure confidentality of the
respondent. For example, when assisting residents with the surver, make
sure that no staff or other residents are within hearing distance.

2. Before beginning the survey, please make sure that the respondent
understands the survey instructions. Once the survey instructions are read
and understood, ask the respondent if they are willing to partcipate in the
survey. [t is important that the respondent understand that their answers
will be kept confidental and that they have the nght to refuse to
participate.

3. Do not discuss a respondent’s informaton with family, friends, or other
persons. Informaton learned from respondents will always be confidential.
You have gained the trust of the respondent. Information given to vou
was given in confidence.

4. It is very important that you never assist a respondent that you know as a
relauve, friend, or neighbor. This respondent is endtled to confidendaliry.
Knowing the respondent could compromise the integrity of the survey by
the inhibiting the respondent to be honest.

S. Assistance with the Residents: For longitudinal study purposes, the
residents will be asked to put their names on their surveys. It is important
that the residents understand that no names will be associated with the
data. Names will never be in the reports; the reports will show statistical
data in the aggregate. No one will be identified or identfiable in any
reports. After a resident completes their survey, please seal it in the
envelope provided and assist the resident in placing it in the anonymous
survey box in the facility.

6. It is mandatory that each question be read exactly as it is written. The
slightest change in wording can bias the response. If there is a need to
interpret the questions for respondents who do not speak English, please
try to interpret the questions word for word if possible.

7. Do not reword questions. Rewording questions will lead to different
answers. [f the respondent does not understand the queston, repeat the
question slowly. If the respondent asks for the meaning of a word used in
a questdon, do not explain it to them. Tell them, “The survey does not
offer an explanation. When that happens we would like you to interpret it
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to whatever it means to vou. The researchers want us to be verv careful
not to bias or influence vou.”

8. In order to prevent bias, each respondent must hear the enure queston
before they answer. If a respondent answers before the entre queston has
been read, there is a chance that his/her response would be different if
he/she heard the entire question. If the respondent interrupts, you can
say, “I would like you to hear the entire quesuon before you answer.”

Order of Questions:

9. Questons are ordered in a certain way to prevent some answers from
influencing other answers. I[nformadon is asked in logical progression.
Any alteration of the order of questions could bias a respondent’s answers.
All questions must be read in the order they appear on the survey.

10. Don’t skip a question because the answer was given earlier or because vou
know the response. Although it is temptng to skip a queston because you
feel the respondent has already answered it, always ask each queston in its
enurety.

11. Even if the respondent has already talked about a situation, when it comes
times to ask the quesuon which addresses the same 1ssue, ask the queston
anyway and take their response.

Avoiding Bias:

12. You must be careful to avoid behavior, conscious or unconscious, spoken
or unspoken, which could affect the way a respondent answers a queston.
It is important that the facts and opinions a respondent gives are his/her
own. Questions should be read in a conversational tone without intonation
that may change the meaning or bias the response.

13. Do not help or direct the respondent on a question by mentioning a
response or comment made by the respondent on a previous question.

14. Do not express your own opinions or how vou think the respondent
should answer. Respondents will change thir answer to please the
interviewer or change their answers to what the interviewer believes to be
the correct answer. Tell the respondent that “There are no right or wrong
answers” or “Its your opinions that are important.”
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Appendix E

Who ts the formal leadership of nursing facilittes?

(developed for a future Natonal Science Foundaton research brief)

Introduction:

The leadership of nursing facilities is an important organizational factor for
nursing homes. Leadership in nursing facilities has not been well understood
or studied for the past 30 vears. The purpose of this Natonal Science
Foundanon Research Bref is to assist facilites to begin to understand the
formal leadership within their organizatons by providing them with
mnformauon on the actual results of leadership assessment by their own
management teams.

Management team, or “department head” responses to a set of leadership peer
assessment questions and their own self reported assessment question on the
NSF Organizatonal Quality Survey (OQS) administered during the spring of
1999 were used to identfy the formal leadership within their facilines. A cross
validation approach using aggregated peer assessment responses and self report
was used to idenafy the roles and group composition within each nursing
facility. The results are outlined in the two-by-two matrix below:

Peer assessment

Leader Non-leader Total

Selt-idenuty  Leader 86 141 227
Non-leader 19 356 375

Total 105 497 602

Using this approach we conclude that we have 86 persons identified by both
themselves and their peers to be the leaders within the nursing facilities. and 105 peer
identified leaders. These are the groups that we will use to run additional analysis to
help describe the group compositions sizes within faciiities.

Results: The results below reported by facility show a majority of the faciliies have
berween one and five roles designated as part of formal leadership of nursing facilies.

Further review suggests that there is a more dominant pattern emerging with two or
three leadership roles within these faciliges.
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Leadership Group Sizes

Std Dev = 1 34
Mean 3 2
N = 8300

] 1 2 3 4

Size of Leadership Group

The composition of designated leadership roles is categonized below reported by both
raw data and in percentage terms, accountng for facilities that have the role listed in
place in their organization (Valid N) using the peer evaluagon data.

Title Leaders Valid N % leaders
Admunistrator 58 62 94,
Assistant Administrator 1 3 339,
Director of Nursing 11 63 63%
Drrector of Social Services 8 62 13%,
Director of Pastoral Care 1 10 30,
Director of Food Service 1 63 20,
Director of Activities 3 62 5%
Director of the Business Office 8 62 139,
Director of Community Services 1 22 5%
Director of Health [nformation/Records 0 54 9o
Director of Therapy/Rehabilitation 2 48 4%,
Director of Development 0 21 0%
Director of Volunteer Services 0 53 0%
Assistant Director of Nursing 5 43 12
Director of Staff Development 1 54 2%
Director of Maintenance 0 o1 0%
Director of Housekeeping 0 5 0%a
Director of Laundry Services 0 55 0%
Director of Environmental Services 1 46 20,
Director of Quality 3 35 90
Director of Personnel 2 21 10%

This is based only on peer evaluadon since not
all leaders were respondents.
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Conclusion: The results show that the role of Administrator is viewed as a formal
leader in the organization. The Director of Nursing role is viewed as a designated
leader in a majonry of facilities. These two roles are the most clearly expressed in
terms of the management group evaluation. Another level of roles which can be
classified as sometimes cited as leadership would include those reported over 10%
including: Assistant Administrator, Director of Social Services, Director of the
Business Office, Assistant Director of Nursing, and Director of Personnel. There is
very lirde evidence to support the inclusion of any other roles within this leadership

designaton

Discussion: The results provide insight into the formal leadership groups and roles
within the faclities in our study. However, the results do not provide informadon on
specific results of the leadership groups. The findings presented in this brief could be
used by facllites as a discussion tool to adjust or take advantage of the current
compositon of the group. From a corporation standpoint clearly the message that
stands out the most is the empirically derived results that suggest the high leadership
designation of both the Administrator and Director of Nursing. The corporations
would be advised to use this information as a starting point for investigating and
formulating strategies to maximize the combined impact of these roles for their
facilites. An example may be that the atle of Director Nursing may have outlived its
useful life. A second finding is to view the dat and determine the impact of the
next level of leadership dited, which seem to fall into the category of professional
leadership support staff. How could this administrative leadership team best be
utlized within facilities? Lastly, we need to ask the questions regarding the structural
effectiveness of the majorty of managers that are not designated as leaders, and the
managerial role they play in the faalites. Leadership strategies, organizational
structures and role clanfication are operational areas that could benefit from this
descripave research.
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Original Model - Aggregate

Super Construct Variable | Factor | Error Variance
construct label loading | term of the
error term
Leadership Focused L1 .84 el .58
Visionary L2 .98 e2 42
L3 .83 e3 57
L4 1.00 e4 38
Supporting L11 1.16 ell 31
Change L12 1.14 el2 31
L13 .96 el3 54
L14 1.00 el4 Sl
Effecuve L15 1.06 el5 23
Communicaton L16 1.05 el6 23
L17 1.02 el? 31
L18 1.00 el8 .35
Visible Presence L5 91 e5 46
L6 .80 e6 .55
7 .82 e7 55
L8 1.00 e8 .36
Strategic Strategic S3 93 e20 36
Management | Management S+ 1.00 el 28
S5 .89 el2 39
S7 .93 e23 35
S8 97 24 32
Process Learning M1 1.00 e3l 30
Management M2 1.00 e32 29
M3 84 e33 48
Operational M8 1.00 e34 45
M9 1.12 e35 29
M10 1.01 e36 40
Evaluation M14 1.00 e37 43
M17 1.05 e38 .36
M18 1.20 e39 .20
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f

Human Supervision H1 1.00 edl 35
Resources H2 94 ed2 43
H3 1.08 ed3 25
H4 1.02 edd 34
Empowerment H5 1.00 e55 43
Ho6 1.10 e56 .35
H7 123 e587 20
H8 94 e58 40
! Job Design H10 1.00 e59 .53
H1l 1.13 e60 A2
| H12 1.33 e61 33
' Coordinanon HI13 1.00 e62 34
Hid4 91 e63 42
H15 .89 eG4 45
; H16 94 e65 A2
Education H17 1.00 €66 59
H18 1.15 eG7 .38
; H19 1.22 e08 35
f H20 1.19 e69 .39
* Sansfacuon | Sausfacuon P1 93 e71 %)
! P2 90 e72 .39
P3 1.00 e73 24
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Appendix G
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Original Model - Management

Super Construct Vanable | Factor | Error | Variance
- construct label | loading | term of the
| error rerm
- Leadership Focused Visionary L1 .70 el REY
' L2 .14 e2 34
L3 92 el 41
4 1.00 ed 29
Supporung Li1 1.15 ell 24
Change L12 1.15 el2 24
L13 93 el3 34
L14 1.00 eld .39
Effecuve L15 1.07 el5 .18
Communicanon L16 1.12 el6 21
L17 1.04 el? 25
| L18 1.00 el8 25
) ! Visible Presence L5 95 e5 .39
L.6 1.02 e6 33
L7 98 e’ A2
L8 1.00 e8 33
- Strategic Strategic S3 91 €20 34
' Management | Management S4 1.00 e21 27
S5 98 e22 31
‘ S7 7 e23 29
i S8 1.02 e24 28
. Process Learning M1 1.00 e3l 31
. Management M2 1.05 e32 27
M3 .88 e33 37
Operational M8 1.00 e34 46
i M9 1.16 e35 .36
M10 1.07 e36 .38
Evaluaton Mid 1.00 e37 41
M17 1.16 e38 29
| M18 1.07 e39 15
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Human Supervision H1 1.00 edl 34
Resources H2 1.00 e42 44
H3 1.06 ed .19
H4 1.06 ed4 .28
Empowerment | HS 1.00 e55 .28
H6 1.10 e56 22
H7 1.18 287 12
HS8 .90 e58 31
Job Design H10 1.00 e59 .50
Hit 1.02 e60 .38
H12 1.66 e61 .28
Coordination H13 1.00 e62 .25
H14 .98 e63 27
H15 72 e6d .36
H16 .93 e65 .36
Educaton H17 1.00 e66 .49
H18 1.33 e67 .30
H19 1.47 e68 34
H20 1.49 e(9 .39
| Sausfactnon | Satisfaction P1 1.02 e71 .19
P2 98 e72 22
P3 1.00 e73 .19
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Appendix H
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Original Model - Professional Nurses

Super Construct Varable | Factor Error Vanance
construct label loading term of the
error term
Leadership Focused L1 .86 el 49
Visionary 2 1.02 e2 .39
13 .80 e3 .51
L4 1.0 ed 35
Supporting L11 1.37 ell 34
Change L12 1.30 el2 .28
L13 1.11 ell 45
L14 1.00 el4 .56
Effectve L15 1.01 el5 22
Communicaton L16 1.05 el6 .19
L17 1.02 el7 .29
118 1.00 el8 .36
Visible Presence L5 1.07 e5 40
L6 97 e6 41
L7 99 e7 43
L8 1.00 e8 .38
! Strategic Strategic S3 N €20 32
Management | Management S4 1.00 e2l 25
S5 93 e22 31
S7 93 e23 .36
S8 1.01 e24 .30
Process Learning M1 1.00 e3l 23
Management M2 98 e32 27
M3 .78 e33 .57
Operational M8 1.00 el 35
M9 1.12 e35 25
M10 1.02 e36 37
Evaluagon M14 1.00 e37 .37
M17 97 el8 .34
Mi18 1.05 €39 .23
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Human Supervision Ht 1.00 edl 32
Resources H2 96 ed2 .38
H3 1.07 e43 23
H4 1.01 e44 .26
Empowerment H5 1.00 e55 34
H6 1.11 e56 29

190 113 e57 A
HS8 .80 e58 .36
Job Design H10 1.00 e59 40
Hi1t 1.13 e60 .36
H12 1.28 e61 33
Coordination H13 1.00 e62 .35
H14 .87 e6) .38
H15 .95 e64 41
H16 1.06 e65 .35
Educaton H17 1.00 e66 .58
H18 1.05 e67 .37
H19 1.23 €68 33
H20 1.24 e69 .32
Sansfaction | Satsfacton P1 1.00 e7l .26
P2 .84 e72 .36
P3 1.00 e73 23
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Appendix I
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Original Model - Nursing Assistants

| Super Construct Vanable | Factor | Error Variance
| construct label loading | term of the
! error term
| Leadership Focused L1 .84 el 72
| Visionary L2 .89 e 48
| L3 86 e3 65
; L4 1.00 ed 45
1 Supporung L11 1.10 ell 32
i Change L12 1.07 el2 37
‘ L13 .84 ell .69
L14 1.00 eld .54
Effecuve L15 1.06 el5 25
Communicanon L16 1.05 el6 .25
L17 1.03 el?7 .35
L18 1.00 el8 40
| Visible Presence L5 .84 e5 54
i L6 73 e6 .73
L7 .82 e7 .63
‘ L8 1.00 e8 .38
| Strategic Strategic S3 94 20 39
i Management | Management S4 1.00 e2l 32
| S5 .87 e22 A6
} s7 94 €23 36
} S8 93 e24 .35
E Process Learning M1 1.00 e3l 34
. Management M2 1.00 e32 32
| M3 .87 e33 48
% Operatonal M8 1.00 e34 47
3 M9 1.13 e35 .26
; M10 1.01 e36 42
Evaluaton M14 1.00 e37 43
’ M17 1.05 e38 .39
M18 1.19 e39 23
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Human Supervision Hi 1.00 e4l 37
Resources H2 .94 ed2 A2
H3 1.08 ed43 .29
H4 98 et 43
Empowerment H5 1.00 ed5 .56
H6 1.10 €56 45
H7 1.21 ¢57 26
H8 .89 e58 44
Job Design H10 1.00 e59 .59
Hit 1.10 e60 47
H12 1.17 e61 34
Coordination H13 1.00 e02 .38
Hi4 94 e63 51
H15 92 eG4 .52
H16 .95 e65 A7
Educaoon H17 1.00 e66 .03
H18 1.07 e67 42
H19 1.11 €68 .36
H20 1.14 e69 37
Satisfacton | Satsfaction P1 90 e71 40
P2 N e72 .50
P3 1.00 e73 26
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Alternate model - Aggregate

Super Coanstruct Varnable | Factor | Error Variance
construct label loading | term of the
error term
Leadership Focused L1 .84 el .59
Visionary 1.2 .98 e2 42
[.3 R4 el 57
L4 1.00 e4 .38
Supporting L1 1.15 ell 32
Change Li2 1.15 el2 .30
L13 97 ell .54
Li4 1.00 eld .51
Effective L15 1.07 el5 22
Communicaton L16 1.07 el6 22
L17 1.02 el7 31
; L18 1.00 el8 .35
Strategic Strategic S3 93 20 .36
| Management | Management S4 1.00 e2l 28
S5 .89 e2 .39
i S7 93 e23 .35
| S8 97 e24 32
Process Learning M1 1.00 e31 30
Management M2 1.00 e32 29
M3 .84 e33 48
Operatonal M8 1.00 el4 45
M9 1.12 e35 29
M10 1.01 e36 40
Evaluation M14 1.00 e37 43
M17 1.05 e38 .36
i M18 1.20 €39 .20
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Human Supervision H1 1.00 e4l 43
Resources H2 94 e42 .36
H3 1.08 e43 .20
H4 1.02 ed4 .35
Empowerment H5 1.00 e55 43
H6 .10 €56 35
H7 1.23 e57 20
H8 94 e58 40
Job Design H10 1.00 €59 .53
H11 1.13 e60 42
H12 1.32 €61 33
Coordination H13 1.00 e62 34
Hi4 N €63 42
H15 .89 e64 45
Hi6 94 €065 42
Education H17 1.00 €66 .59
H18 1.15 e67 .38
H19 1.22 €68 35
H20 1.19 €69 .39
Sausfaction | Satisfaction P1 93 e7l 31
P2 90 e72 .39
P3 1.00 e73 24
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Alternate model — Management

Super Construct Vanable | Factor | Error | Vanance
construct label loading | term of the
efror term
Leadership Focused L1 .70 el 44
Visionary L2 1.14 e2 34
L3 93 e M
L4 1.00 ed 29
Supporting L1t 1.15 ell 24
Change Li2 1.16 el2 23
L13 94 ell 33
Li14 1.00 eld .39
Effectve L15 1.08 el5 .18
Communication L16 1.14 el6 21
L17 1.05 el? 25
L18 1.00 el8 25
Strategic Strategic S3 91 e20 .34
Management | Management S4 1.00 e2l 27
S5 .98 e22 31
S7 97 e23 29
S8 1.02 e24 28
Process Learning M1 1.00 e3l )|
Management M2 1.05 e32 .26
M3 .88 e33 37
Operational M8 1.00 e34 46
M9 1.16 e35 .36
M10 1.07 e36 .38
Evaluation M14 1.00 e37 41
M17 1.03 e38 .29
M18 1.36 e39 .15
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Human Supervision H1 1.00 el 34
Resources H2 1.00 e42 H
H3 1.06 e43 .19
H4 1.06 et .28
Empowerment H5 1.00 e55 .28
H6 1.10 56 22
H7 117 37 12
H8 .90 e58 31
Job Design H10 1.00 59 .50
H11 1.02 e60 .38
H12 1.65 el 28
Coordination H13 1.00 e02 25
Hi4 .99 e63 2w
H15 72 eG4 .36
H16 93 €05 .36
Educagon H17 1.00 ¢066 49
H18 1.33 e67 300
H19 1.46 e68 35
H20 1.49 e69 39
Sausfacton | Sausfaction P1 1.02 e71 37
P2 98 e72 37
P3 1.00 e73 46|
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Appendix L

ocused 91
l 4 \[;monary > Mm: .
a7 61 100 v
4
9 Operational
47 : Supporting -39 o  Process . 80
9% a
38 Evaluaton
s Communication
3 Supervision
100 ¢
.24 8 Empowerment
N
Human -9 Job Design
16 Resources 1.02
a
1.04 .91 Coordination
« Y 4
Educabon
Satstachon
Professional Nursing Model
Chi-square = 2479.384
DF = 1062
RMSEA = .048
CFl=.926
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Alternate model — Professional Nursing

Super Construct Variable | Factor | Error | Vanance
construct label loading | term of the
error term
Leadership Focused L1 .86 el 49
Visionary L2 1.03 e2 .39
L3 31 e3 21
L4 1.00 ed 35
Supporung L1t 1.36 ell 35
Change L12 1.31 el2 .28
L13 1.11 ell 45
L14 1.00 eld .56
Effecuve L15 1.02 el5 22
Communicaton L16 1.07 el6 A7
L17 1.02 el? 31
L18 1.00 el8 37
Strategic Strategic S3 91 e20 32
Management | Management S4 1.00 el 25
S5 93 e22 31
S7 93 e23 .36
S8 1.01 e24 30
Process Learning M1 1.00 e31 23
Management M2 .98 e32 27
M3 78 e33 57
Operational M8 1.00 e34 .35
M9 1.12 e35 25
M10 1.02 e36 37
Evaluadon M14 1.00 e37 37
M17 97 e38 34
M18 1.05 e39 23
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Human Supervision H1 1.0 edl 32
Resources H2 96 e42 .38
H3 1.07 e43 23
H4 1.01 edd 26
Empowerment HS5 1.00 e55 34
H6 111 €56 .29

H7 1.13 eS7 4
HS8 .80 e58 .36
Job Design H10 1.00 e59 40
Hil 1.13 e60 .36
Hi12 1.29 e61 33
Coordination H13 1.00 e02 35
Hi4 .87 €63 .38
H1S 95 eG4 41
H16 1.06 e65 .35
Educadon H17 1.00 e66 .58
H18 1.05 e67 .37
H19 1.23 e68 33
H20 1.24 e69 31
Sausfaction | Sadsfaction P1 1.00 e71 26
P2 .84 e72 .36
P3 1.00 e73 23
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Appendix M

e 92 !
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A Su et - 217 P ~ 'OFE atonat
65 p Cpiattmg > rocess 85
' 85 A
.59 Evaluation
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[ 56 Supervision
1.00 ¢
21 AB%Empooermmt
\ {
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15 RHuman o LJ@MI’!
- 1.27
a
1.10 1.0 Coordination
« Y ‘e
Educaton

Nursing Assistant Model
Chi-square = 3105.496
DF = 1062

RMSEA = .043
CFl=.941
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Alternate model - Nursing Assistants

Super Construct Variable | Factor | Error | Vanance
construct label loading | term of the
error term
Leadership Focused L1 .83 el 72
Visionary L2 .89 e2 48
L3 26 e3 65
L4 1.00 ed 45
Supportng L11 1.09 ell 33
Change L12 1.07 el2 36
L13 .84 el3 .68
Li4 1.00 el4 54
Effecuve L15 1.07 el5 25
Communicaton L16 1.06 el6 24
L17 1.03 el7 35
L18 1.00 el8 41
Strategic Strategic S3 94 e20 39
Management | Management S4 1.00 e2l 32
S5 87 e22 46
S7 94 e23 .36
S8 93 e24 35
Process Learning M1 1.00 e3l 34
Management M2 1.00 e32 32
M3 .87 e33 48
Operational M8 1.00 e34 47
M9 1.13 e35 26
Mi10 1.01 e36 42
Evaluavon M14 1.00 e37 43
M17 1.05 e38 39
M18 1.19 e39 23
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Human } Supervision H1 1.00 edl 37

Resources H2 94 e42 42

H3 1.08 e43 .29

H4 98 edd 43

Empowerment H5 1.00 e55 .56

H6 1.10 e56 45

13 ¥ 1.21 57 .26

H8 .89 e58 44

Job Design H10 1.00 e59 .59

H1t1 1.10 060 47

Hi12 1.17 e61l 34

Coordination H13 1.00 e62 .38

Hi14 94 e63 .51

H15 92 eG4 52

H16 .95 e65 47

Education H17 1.00 e066 .63

H18 1.07 e67 42

H19 1.11 e68 .36

H20 1.14 e69 37

Satisfaction | Satisfacuon P1 90 e71 40

P2 92 e72 .50

] L P3 1.00 73 27
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Appendix N
Administrator: Scope of Positon

THE ADMINISTRATOR ASSUMES THE ADMINISTRATIVE, EDUCATIONAL,
FINANCIAL, REGULATORY COMPLIANCE, AND GOVERNING BOARD
RESPONSIBILITIES FOR THE TOTAL OPERATION OF THE FACILITY.
ADMINISTRATOR HAS LEGAL AND ULTIMATE RESPONSIBILITY FOR
ENSURING THAT QUALITY CARE BE DELIVERED TO FULFILL THE
PHILOSOFHY OF...SAID INSTITUTION.

4655.1400 RESPONSIBILITIES OF THE ADMINISTRATOR IN CHARGE

A.  Maintenance, completion, and submission of reports and records as required by the

B.  Formulstion of written general policies; admission, discharge, and transfer policies;
and personnel policies, practices, and procedures that adequatsly support sound
patient or resident care.

C.  Establishment of a recognized accounting system.

D.  The development and maintenance of channels of communications with employees.
E.  Establishing and maintaining effective working relationships with hospitals and
other types of care facilities and with public or voluntary heaith and social

agencies.

F.  Developing written disaster plan with procedures for the protection and evacuation
of all persons in the case of fire or explosion or in the event of floods, tornados,
or ather emergencies.

Q.  Establishment of & patient care policy committee in each sursing home with repre-
sentation from all disciplines directly invoived in patient care for the develop-
ment and implementation of guidelines for patient care.

GENERAL ROLE

TO PLAN, ORGANIZE, DIRECT AND MANAGE THE DAY TO DAY OPERATIONS
OF THE HEALTH CARE CENTER FOR THE PURPOSE OF ASSURING A QUALITY
SERVICE TO EACH INDIVIDUAL RESIDENT AND TO THE COMMUNITY AS A
WHOLE.
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