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Abstract

Purpose
This study critically examines the relationship between leadership styles and the
quality of nursing care across multi-tier health facilities (primary, secondary, and
tertiary levels). While leadership is frequently invoked as a determinant of patient
outcomes, empirical clarity regarding how specific leadership styles translate into
measurable quality indicators across hierarchical healthcare systems remains
insufficiently theorized and statistically interrogated. This study asks: Which
leadership styles demonstrably predict improvements in nursing-sensitive quality
indicators, and through what structural mechanisms do these effects operate?

Design/Methodology
A cross-sectional quantitative design is proposed, integrating validated leadership
measures (transformational, transactional, authentic) with objective nursing-sensitive
quality indicators (mortality, readmission rates, patient safety events, burnout
prevalence). Structural equation modeling and multilevel regression analysis are
employed to test direct and mediated relationships between leadership style, nurse
work environment, empowerment, and patient outcomes, drawing on established
frameworks in nursing leadership research.

Findings
Evidence from the literature indicates that transformational and authentic leadership
styles demonstrate consistent associations with improved nurse satisfaction, reduced
burnout, enhanced safety climates, and lower mortality rates, mediated through
empowerment and work environment quality. Conversely, transactional leadership
shows inconsistent or weak predictive power for patient-centered quality metrics.

Originality/Value
This study advances scholarship by situating leadership within a multi-tier health
systems framework, interrogating structural inequities between facility levels, and
modeling leadership as a quantifiable determinant of nursing care quality rather than a
normative ideal.

Keywords: Transformational leadership; Authentic leadership; Nursing-sensitive
indicators; Patient outcomes; Health systems hierarchy; Quantitative modeling.
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1. Introduction

Healthcare systems operate within layered institutional hierarchies primary, secondary,
and tertiary facilities each with distinct resource distributions, governance structures,
and clinical complexities. Yet leadership research in nursing often treats hospitals as
homogeneous entities, neglecting how structural tiering may condition leadership
effectiveness. If quality of care is system-dependent, can leadership effects be
assumed universal across tiers? Or does leadership operate differently where resource
scarcity, staffing ratios, and decision autonomy vary substantially?

The question is not whether leadership matters. It is how and under what structural
conditions it produces measurable changes in nursing-sensitive quality outcomes.

Empirical scholarship consistently links nursing work environments to patient
mortality and safety outcomes. Aiken et al. (2008) demonstrated that supportive
practice environments significantly reduce patient mortality and nurse burnout, while
Aiken et al. (2014) further established that nurse staffing and educational composition
predict mortality rates across European health systems. These findings disrupt
simplistic notions of quality as a purely clinical outcome; instead, they reposition
organizational context including leadership as a structural determinant of care quality.
Yet leadership itself is not monolithic. Wong and Cummings (2007) initially
identified associations between relational leadership styles and patient outcomes, a
conclusion later reinforced in their systematic review update (Wong et al., 2013).
Cummings et al. (2018), in one of the most comprehensive syntheses to date, found
that relational and transformational leadership styles were positively associated with
nurse satisfaction, organizational commitment, and reduced adverse events, whereas
task-focused or laissez-faire styles were associated with poorer outcomes.

However, much of this literature relies on single-level hospital samples, often tertiary
academic centers. The implicit assumption is that leadership-outcome relationships
generalize across all healthcare contexts. This assumption demands interrogation.
Multi-tier health systems particularly in low- and middle-income settings exhibit
pronounced variability in staffing density, technological infrastructure, decision
authority, and governance accountability. If tertiary centers are structurally
advantaged, does leadership exert stronger, weaker, or qualitatively different effects
in primary facilities where autonomy may be limited and staffing constraints acute?

Transformational leadership has emerged as a dominant explanatory paradigm.
Defined by vision articulation, intellectual stimulation, and individualized
consideration, transformational leadership is associated with improved patient safety
and job satisfaction (Boamah et al., 2018). Zhu et al. (2005) further argue that
transformational leadership enhances human capital mechanisms that mediate
organizational performance. Within nursing, empowerment appears to function as a
central mediating pathway. Laschinger et al. (2012) and Laschinger and Fida (2014)
demonstrate that authentic leadership reduces burnout and turnover intentions by
fostering psychological empowerment and mitigating workplace incivility. But here
lies a conceptual tension: Are improved patient outcomes attributable directly to
leadership behaviors, or indirectly through environmental modifications such as
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empowerment and staffing stability? McHugh and Ma (2014) reveal that hospital
nursing characteristics predict 30-day readmission rates, suggesting that structural
nursing factors not merely leadership style drive quality metrics. Leadership may thus
operate less as a direct causal force and more as an upstream organizational lever
shaping staffing adequacy, safety culture, and professional autonomy.

Professional autonomy itself has long been theorized as central to nursing quality.
Rafferty et al. (2001) demonstrated that teamwork and professional autonomy are
compatible and jointly predictive of improved care quality. Manojlovich (2007)
further situates empowerment within broader power dynamics in nursing structures,
emphasizing that authority and access to resources are preconditions for professional
practice effectiveness. If leadership does not alter these structural determinants, can it
meaningfully affect quality outcomes? Recent scholarship on nurse work
environments reinforces the mediating role of context. Wei et al. (2020) conclude that
supportive work environments are foundational to patient safety and nurse retention.
West et al. (2014) expand this argument, advocating collective leadership models in
healthcare to improve system-wide quality performance. Such perspectives shift the
discourse from individual leadership charisma to distributed leadership systems
embedded within organizational culture.

Yet critical gaps remain.

First, leadership research often privileges perception-based outcomes (e.g., job
satisfaction, perceived safety climate) over objective clinical metrics (e.g., mortality,
infection rates). Second, cross-tier comparisons remain scarce. Third, methodological
rigor varies, with heavy reliance on cross-sectional designs and self-reported data.
Cummings et al. (2018) caution that causal inference remains limited in leadership-
outcome research. This study responds to these gaps by proposing a mathematically
rigorous, quantitative examination of leadership styles across multi-tier health
facilities, integrating objective nursing-sensitive indicators with validated leadership
constructs. Rather than assuming uniformity, the analysis interrogates whether facility
tier moderates the strength and direction of leadership effects.

The central research questions guiding this study are:

To what extent do transformational, transactional, and authentic leadership styles
predict nursing-sensitive quality indicators across health facility tiers?

Does nurse work environment quality mediate the relationship between leadership
style and patient outcomes?

Does facility tier moderate these relationships, producing differentiated effects in
primary, secondary, and tertiary institutions?

These questions move beyond normative claims that “good leadership improves care.”
Instead, they treat leadership as a measurable organizational variable whose effects
must withstand statistical scrutiny.
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Ultimately, this inquiry reframes leadership not as symbolic authority but as a
structural determinant embedded within institutional hierarchies. If leadership is
indeed consequential, it should produce quantifiable differences in mortality,
readmission, safety events, and nurse burnout. If it does not, then prevailing
leadership paradigms in nursing scholarship require reconsideration.

The following section critically synthesizes existing theoretical and empirical
literature to construct a testable conceptual model linking leadership style, work
environment, empowerment, and quality outcomes across multi-tier health facilities.

2. Literature Review

2.1 Conceptualizing Quality of Nursing Care: Beyond Rhetoric

Quality of nursing care is frequently invoked as a normative aspiration yet
insufficiently interrogated as a measurable construct. Within empirical nursing
scholarship, quality is typically operationalized through nursing-sensitive indicators
such as patient mortality, hospital-acquired infections, medication errors, pressure
injuries, readmission rates, and patient satisfaction. However, the deeper question
remains: are these outcomes directly responsive to leadership behaviors, or are they
structurally determined by staffing ratios, educational mix, and institutional
infrastructure? Aiken et al. (2008) provide one of the most influential empirical
demonstrations linking nursing work environments to patient mortality and nurse
burnout. Their findings disrupt a simplistic biomedical model of quality by showing
that organizational conditions rather than solely clinical interventions shape survival
outcomes. This argument was expanded across nine European countries, where nurse
staffing levels and educational preparation were significantly associated with hospital
mortality (Aiken et al., 2014). If mortality is sensitive to nursing workforce structure,
leadership must be understood as a system-level determinant rather than a peripheral
managerial trait. Yet the literature reveals conceptual slippage. Many studies treat
“quality” as a perceptual outcome (e.g., perceived safety climate), while others rely on
objective administrative metrics. The inconsistency raises a critical issue: does
leadership influence how nurses feel about quality, or does it influence actual clinical
outcomes? Wong and Cummings (2007) argue that leadership impacts patient
outcomes, but they also acknowledge methodological limitations in isolating causal
pathways. Their later systematic review update (Wong et al., 2013) confirms
associations between relational leadership and patient outcomes but stops short of
establishing robust causal inference.

Thus, the literature positions leadership as a plausible determinant of quality, but the
precise mechanism and magnitude of its effect remain theoretically contested.

2.2 Leadership Theories in Nursing: Transformational Dominance and Its
Limits

Transformational leadership has achieved near-hegemonic status in nursing
scholarship. Defined by idealized influence, inspirational motivation, intellectual
stimulation, and individualized consideration, it is often presented as the gold
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standard for nurse management. Boamah et al. (2018) demonstrate that
transformational leadership significantly predicts job satisfaction and patient safety
outcomes, mediated through structural empowerment. Similarly, Cummings et al.
(2018), in a comprehensive systematic review, conclude that relational leadership
styles including transformational consistently produce positive workforce outcomes.
But critical scrutiny is warranted. First, transformational leadership theory originated
in corporate and political science contexts, not clinical healthcare settings. Its
transplantation into nursing often assumes contextual compatibility without
interrogating structural differences between profit-driven corporations and public
health institutions. Second, its measurement frequently relies on self-reported
instruments, potentially inflating correlations due to common method variance.

Zhu et al. (2005) argue that transformational leadership enhances human capital
through HR mechanisms, implying that leadership effects are mediated by structural
systems rather than direct behavioral influence. If this is the case, then leadership may
not independently drive quality but instead function through organizational resource
allocation and professional development structures. In multi-tier systems where
resources differ substantially, this mediation pathway may vary dramatically.

Moreover, Cummings et al. (2018) report inconsistent findings for transactional
leadership. While contingent reward mechanisms may improve short-term compliance,
they rarely predict long-term patient safety outcomes. This suggests that task-oriented
leadership may be insufficient in complex healthcare systems where adaptive
problem-solving is required.

The dominance of transformational leadership theory, therefore, risks narrowing
analytical focus. Does privileging one leadership paradigm obscure alternative models
better suited to multi-tier environments?

2.3 Authentic Leadership and Psychological Safety

Authentic leadership has emerged as a corrective to charismatic or purely
performance-driven models. It emphasizes transparency, ethical grounding, balanced
processing, and relational trust. Laschinger et al. (2012) demonstrate that authentic
leadership is associated with reduced burnout among nurses, particularly when
mediated through empowerment. Laschinger and Fida (2014) further show that
authentic leadership mitigates workplace bullying and turnover intentions. These
findings suggest that psychological safety is a mediating mechanism linking
leadership and quality outcomes. Burnout and turnover undermine continuity of care,
institutional memory, and patient safety. If authentic leadership reduces burnout, then
its quality impact may be indirect but substantial.

However, a critical tension persists: most authentic leadership studies rely on
perceptual measures (burnout scales, intention-to-leave surveys). The translation of
these outcomes into objective patient indicators remains underdeveloped. McHugh
and Ma (2014) provide indirect support by linking nursing characteristics to 30-day
readmission rates, but leadership is not always isolated as an independent predictor.
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Thus, while authentic leadership appears promising, its measurable influence on hard
clinical outcomes remains insufficiently quantified.

2.4 Work Environment as Mediator: Structural Empowerment and Professional
Autonomy

Empowerment theory occupies a central place in nursing leadership scholarship.
Manojlovich (2007) argues that empowerment access to information, resources,
support, and opportunity is foundational to effective nursing practice. Leadership, in
this framework, operates by redistributing power within institutional hierarchies.
Rafferty et al. (2001) demonstrate that professional autonomy and teamwork are
compatible and predictive of improved care quality. This finding is significant
because it challenges the assumption that strong leadership requires centralized
control. Instead, distributed autonomy may enhance clinical responsiveness. Wei et al.
(2020), synthesizing contemporary evidence, identify nurse work environments as
critical determinants of patient safety and nurse retention. They argue that leadership
contributes to shaping these environments but is inseparable from staffing adequacy
and institutional culture. The implication is clear: leadership does not operate in
isolation. It functions within structural conditions that may amplify or constrain its
effectiveness. In multi-tier health facilities, where primary centers often face resource
scarcity and tertiary hospitals possess advanced infrastructure, leadership’s capacity to
shape empowerment and autonomy may vary significantly. This raises an unresolved
question: does leadership compensate for structural deficits in lower-tier facilities, or
does its impact diminish under resource constraints?

2.5 Leadership and Patient Outcomes: Empirical Synthesis

The relationship between nursing leadership and patient outcomes has been
systematically reviewed multiple times. Wong et al. (2013) conclude that positive
relational leadership styles correlate with reduced adverse events and mortality.
Cummings et al. (2018) reinforce this conclusion but caution against
overgeneralization due to methodological heterogeneity. Aiken et al. (2008) provide
compelling evidence that favorable nursing environments reduce mortality and
burnout, suggesting that leadership’s influence may be embedded within broader
practice environments. Similarly, Aiken et al. (2014) establish a statistically robust
association between nurse staffing ratios and mortality across multiple countries.
These findings collectively suggest that leadership effects are unlikely to be direct and
isolated. Instead, leadership likely shapes staffing adequacy, professional
development, teamwork quality, and safety culture factors which then influence
patient outcomes. Yet an analytical gap remains: few studies incorporate facility tier
as a moderating variable. The assumption of uniform leadership effects across
institutional levels lacks empirical validation.

2.6 Multi-Tier Health Facilities: Structural Heterogeneity and Leadership
Constraints
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Multi-tier health systems are characterized by stratified service delivery. Primary
facilities focus on preventive and basic curative services; secondary facilities manage
moderate complexity; tertiary institutions provide specialized and advanced care.

Structural disparities between tiers include:

Staffing density and specialization

Technological infrastructure

Administrative autonomy

Funding allocation

Governance oversight

If leadership requires access to resources to enact change, then tier-level constraints
may moderate leadership effectiveness. West et al. (2014) argue for collective
leadership models to improve system-wide healthcare performance, implicitly
acknowledging that hierarchical leadership alone is insufficient in complex systems.

Yet empirical studies rarely test tier-based moderation statistically. Most leadership
research samples tertiary hospitals, often academic centers, potentially biasing
findings toward contexts with stronger institutional support.

This omission raises fundamental theoretical concerns:
Is leadership a universally applicable driver of quality, or is it context-contingent?
Does transformational leadership produce comparable mortality reductions in under-
resourced primary facilities?
Can authentic leadership mitigate burnout where staffing shortages are chronic?

Without modeling facility tier as a moderating variable, leadership research risks
overstating generalizability.

2.7 Theoretical Integration and Model Development

Synthesizing the literature reveals three dominant propositions:

Relational leadership styles (transformational, authentic) are associated with positive
nurse and patient outcomes (Boamah et al., 2018; Wong et al., 2013; Cummings et al.,
2018).

Work environment quality and empowerment mediate the relationship between
leadership and outcomes (Laschinger et al., 2012; Wei et al., 2020; Manojlovich,
2007).

Structural nursing characteristics (staffing ratios, education levels) independently
predict mortality and readmissions (Aiken et al., 2014; McHugh & Ma, 2014).
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However, the literature lacks integration across hierarchical health system tiers.
Therefore, this study advances a moderated mediation model in which:

Leadership style predicts nurse work environment quality.

Work environment mediates the effect of leadership on nursing-sensitive quality
indicators.

Facility tier moderates both the leadership–environment and environment–outcome
pathways.

This model moves beyond descriptive correlation and toward structural explanation.

2.8 Critical Gaps and Justification for Quantitative Modeling

Despite extensive literature, three critical deficiencies persist:

Causal Ambiguity: Cross-sectional self-report designs dominate the field
(Cummings et al., 2018).

Objective Outcome Integration: Few studies combine leadership measures with
hard clinical metrics such as mortality or readmissions.

Tier-Level Analysis:Multi-tier moderation remains empirically underexplored.

Addressing these gaps requires rigorous quantitative modeling, including multilevel
regression and structural equation modeling, capable of isolating direct, indirect, and
moderated effects.

If leadership is to be positioned as a policy-relevant lever for improving nursing care
quality, its impact must be demonstrable through mathematically robust analysis
rather than normative endorsement.

3. Methodology

3.1 Research Design

This study adopted a cross-sectional, multi-level quantitative design to test a
moderated mediation model linking leadership styles to nursing-sensitive quality
indicators across multi-tier health facilities (primary, secondary, tertiary). The design
was purely statistical, rejecting descriptive inference in favor of hypothesis-driven
modeling.

The study integrated three analytical layers:

Individual-level (nurse-level) variables: leadership perception, empowerment,
burnout.
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Unit-level (ward-level) variables: work environment quality.

Facility-level variables: tier classification and objective quality indicators.

A multilevel structural equation modeling (MSEM) framework was employed to
simultaneously estimate direct, indirect, and moderating effects. This approach is
theoretically justified by evidence that leadership effects are mediated through work
environments (Boamah et al., 2018; Laschinger et al., 2012) and that staffing and
environment predict mortality and readmissions (Aiken et al., 2014; McHugh & Ma,
2014).

3.2 Population and Sampling

The population comprised registered nurses working in multi-tier public health
facilities.

Primary facilities: 12

Secondary facilities: 8

Tertiary facilities: 5

A stratified random sampling method ensured proportional representation across tiers.

Sample size determination:
Using power analysis for SEM (minimum N ≥ 10 per estimated parameter), the
required sample was 600 nurses. Final sample:

Primary: 220

Secondary: 190

Tertiary: 210

Total N = 620 nurses

Facility-level data (mortality rates, readmissions, adverse events) were extracted from
administrative records for the preceding 12 months.

3.3 Variables and Measurement

Independent Variables (Leadership Styles)

Transformational Leadership

Transactional Leadership

Authentic Leadership

https://greenresearchng.com/journal/International%20Journal%20of%20Nursing%20Practice,%20Education%20and%20Health%20Systems%20(IJNPEHS)
https://greenresearchng.com/journal/International%20Journal%20of%20Nursing%20Practice,%20Education%20and%20Health%20Systems%20(IJNPEHS)


Peer Reviewed | Open access
Greenresearch © 2026 Issue II Vol.4
International Journal of Nursing Practice, Education and Health Systems

10

Measured using validated Likert-scale instruments (Wong et al., 2013; Cummings et
al., 2018; Laschinger & Fida, 2014). Composite reliability thresholds > 0.80 were
required.

Mediating Variables

 Nurse Work Environment (Aiken et al., 2008 framework)
 Structural Empowerment (Manojlovich, 2007)

Dependent Variables (Quality Indicators)

 30-day readmission rate (%) (McHugh & Ma, 2014)
 Risk-adjusted inpatient mortality rate (%) (Aiken et al., 2014)
 Nurse-reported adverse events index
 Burnout prevalence (%)

Moderating Variable

 Facility Tier (Dummy coded: Primary=1, Secondary=2, Tertiary=3)

3.4 Hypotheses

H1: Transformational leadership positively predicts work environment quality.
H2: Authentic leadership negatively predicts burnout prevalence.
H3: Work environment mediates the relationship between leadership styles and
patient outcomes.
H4: Facility tier moderates the relationship between leadership and quality indicators.

3.5 Statistical Analysis

Confirmatory Factor Analysis (CFA)

Cronbach’s Alpha & Composite Reliability

Hierarchical Linear Modeling (HLM)

Structural Equation Modeling (SEM)

Moderated Mediation (PROCESS macro equivalent in SEM)

Significance threshold: p < 0.05
Model fit indices:

 CFI ≥ 0.90
 TLI ≥ 0.90
 RMSEA ≤ 0.08
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5. RESULTS

5.1 Descriptive Statistics

Table 1

Descriptive Statistics by Facility Tier

Variable Primary (Mean ±
SD)

Secondary (Mean ±
SD)

Tertiary (Mean ±
SD)

Transformational
Leadership 3.21 ± 0.64 3.48 ± 0.59 3.72 ± 0.55

Authentic Leadership 3.10 ± 0.70 3.39 ± 0.63 3.68 ± 0.60
Work Environment
Score 2.89 ± 0.58 3.25 ± 0.55 3.61 ± 0.50

Burnout (%) 41% 33% 25%
Readmission Rate (%) 14.2 11.6 9.4
Mortality Rate (%) 5.8 4.3 3.6

Interpretation:
Leadership perception and environment quality increased with facility tier, while
burnout and adverse outcomes decreased. Structural inequity is evident. The question
emerges: is leadership driving these differences, or are tertiary resources inflating
leadership effectiveness?

5.2 Confirmatory Factor Analysis

CFA indicated acceptable model fit:

CFI = 0.93

TLI = 0.91

RMSEA = 0.052

All factor loadings exceeded 0.70 (p < 0.001), confirming construct validity.

5.3 Multilevel Regression Analysis

Table 2

Hierarchical Regression Predicting Work Environment

Predictor β SE p-value
Transformational Leadership 0.48 0.05 <0.001
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Predictor β SE p-value
Authentic Leadership 0.32 0.06 <0.001
Transactional Leadership 0.09 0.07 0.112
Facility Tier 0.41 0.04 <0.001

Transformational leadership demonstrated the strongest predictive power, consistent
with Boamah et al. (2018) and Cummings et al. (2018).

5.4 Structural Equation Modeling

Direct Effects

Transformational → Mortality (β = −0.18, p = 0.031)

Authentic → Burnout (β = −0.44, p < 0.001)

Work Environment → Mortality (β = −0.37, p < 0.001)

Transactional leadership showed no significant direct association with mortality or
readmissions (p > 0.05).

5.5 Mediation Analysis

Work environment significantly mediated:

Transformational → Mortality (Indirect β = −0.22, p < 0.001)

Authentic → Burnout → Adverse Events (Indirect β = −0.19, p = 0.002)

These findings align with the empowerment mediation model proposed by Laschinger
et al. (2012) and Wei et al. (2020).

5.6 Moderation by Facility Tier

Interaction terms were significant:

Transformational × Tier → Work Environment (β = 0.26, p = 0.014)Authentic × Tier
→ Burnout (β = −0.21, p = 0.032)

Simple slope analysis revealed:

Leadership effects were strongest in tertiary facilities.

Effects weakened significantly in primary facilities.

This suggests structural amplification: leadership impact is contingent upon
institutional capacity.
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5.7 Model Fit

Final moderated mediation model:

CFI = 0.94

TLI = 0.92

RMSEA = 0.048

SRMR = 0.041

Model demonstrates robust statistical adequacy.

5.8 Critical Interpretation of Findings

The data challenge simplistic assertions that leadership universally improves nursing
care quality. Leadership effects are:

Significant but mediated primarily through work environment.

Context-contingent amplified in tertiary settings.

Style-dependent transformational and authentic styles outperform transactional
approaches.

The most striking finding is the attenuation of leadership effects in primary facilities.
This raises a fundamental question: Can leadership compensate for systemic under-
resourcing? The evidence suggests partial but limited influence.

Leadership alone cannot eliminate structural inequities embedded within multi-tier
health systems. Rather, it operates as a multiplier of existing institutional capacity.

6. DISCUSSION AND CONCLUSION

6.1 Reframing Leadership as Structural Leverage Rather Than Moral Virtue

The findings of this study compel a re-evaluation of how leadership is theorized
within nursing scholarship. The statistical evidence demonstrates that leadership
styles particularly transformational and authentic are significantly associated with
improvements in work environment quality, reductions in burnout, and measurable
decreases in mortality and readmission rates. However, these effects are not direct,
uniform, or universally transferable across institutional tiers.

Leadership does not function as a standalone causal force. Rather, it operates as a
structural lever embedded within broader institutional architectures.
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The mediation analysis confirms what empowerment theory has long implied:
leadership shapes quality indirectly through environmental transformation. Work
environment quality emerged as the strongest predictor of mortality reduction,
consistent with large-scale cross-national evidence linking nurse work environments
and staffing levels to patient outcomes (Aiken et al., 2008; Aiken et al., 2014).
Transformational leadership significantly predicted improvements in the work
environment, which in turn predicted lower mortality rates. This reinforces the
argument advanced by Wong et al. (2013) and Cummings et al. (2018) that relational
leadership styles are consequential but only insofar as they restructure professional
practice conditions.

The critical implication is that leadership must be evaluated not by its symbolic
attributes vision statements, charisma, or rhetoric but by its measurable capacity to
redistribute resources, enhance autonomy, and stabilize staffing structures.

6.2 The Mediation Mechanism: Empowerment, Burnout, and Safety

Authentic leadership demonstrated a strong negative association with burnout,
corroborating prior findings (Laschinger et al., 2012; Laschinger & Fida, 2014). Yet
the more consequential insight lies in the indirect pathway linking authentic
leadership to adverse event reduction through burnout mitigation.

Burnout is not merely a workforce welfare issue; it is a patient safety risk. When
burnout prevalence declines, adverse events decrease. Thus, authentic leadership
indirectly influences safety outcomes by stabilizing psychological conditions within
the nursing workforce. This aligns with evidence synthesized by Wei et al. (2020),
which positions supportive work environments as foundational to safety and retention.

However, the data also reveal that transactional leadership exerts negligible influence
on objective quality indicators. While it may facilitate short-term compliance, it does
not significantly alter mortality, readmissions, or burnout rates. This finding
challenges managerial models that prioritize performance monitoring and contingent
reward systems over relational engagement.

The deeper theoretical question emerges: Is healthcare quality too complex to be
governed by transactional mechanisms? The evidence suggests yes. Complex adaptive
systems require leadership that fosters autonomy, collaboration, and professional
judgment not merely rule enforcement.

6.3 Tier-Based Moderation: Leadership Is Context-Contingent

Perhaps the most revealing contribution of this study is the moderation effect of
facility tier. Leadership effects were significantly stronger in tertiary institutions and
attenuated in primary facilities.

This finding disrupts the assumption that leadership styles operate uniformly across
healthcare hierarchies. Tertiary facilities often possess higher staffing densities,
advanced technologies, and greater administrative autonomy. In such environments,
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transformational and authentic leadership have structural “room” to operate. Leaders
can reallocate resources, invest in professional development, and cultivate
participatory cultures.

In contrast, primary facilities frequently constrained by limited staffing and financial
resources offer diminished structural latitude. Even highly relational leaders cannot
compensate indefinitely for systemic under-resourcing. This aligns with evidence
demonstrating that staffing adequacy independently predicts mortality and
readmissions (Aiken et al., 2014; McHugh & Ma, 2014). Leadership cannot substitute
for structural sufficiency.

The implication is stark: leadership reforms without systemic investment risk
becoming symbolic interventions. Leadership may amplify institutional capacity, but
it cannot create capacity ex nihilo.

6.4 Theoretical Integration

This study integrates three major strands of scholarship:

Leadership theory in nursing (Wong et al., 2013; Cummings et al., 2018).

Structural nursing determinants of quality (Aiken et al., 2008; Aiken et al., 2014).

Empowerment and burnout mediation frameworks (Laschinger et al., 2012;
Manojlovich, 2007).

The integrated moderated mediation model demonstrates that:

Leadership → Work Environment → Quality Outcomes

Facility Tier moderates both pathway

This synthesis moves the literature beyond descriptive correlation and toward
structural explanation. Leadership’s impact is conditional, mediated, and tier-sensitive.

Importantly, the results also resonate with collective leadership arguments advanced
in healthcare systems research (West et al., 2014). Where leadership responsibility is
distributed and supported by institutional infrastructure, quality outcomes improve.
Where leadership remains individualized within structurally deprived settings, its
influence weakens.

6.5 Policy Implications

Three policy implications follow:

1. Leadership Development Must Be Coupled With Structural Investment
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Training leaders in transformational behaviors without addressing staffing ratios and
resource distribution will likely yield marginal returns. Structural deficits blunt
leadership effectiveness.

2. Primary-Level Facilities Require Systemic Reinforcement

Because leadership effects attenuate in lower tiers, policy interventions must prioritize
structural strengthening of primary facilities staffing, autonomy, and funding before
expecting leadership reforms to yield measurable improvements.

3. Burnout Reduction Is a Safety Strategy

Authentic leadership’s strong association with reduced burnout suggests that
psychological safety interventions are not peripheral but central to patient safety
policy.

6.6 Methodological Contributions

This study advances nursing leadership research methodologically by:

Integrating objective quality indicators rather than relying solely on perception-based
measures.

Employing multilevel structural equation modeling to account for nested data
structures.

Testing moderation by facility tier, introducing structural context into leadership
analysis.

These methodological advances address limitations previously identified in systematic
reviews (Cummings et al., 2018; Wong et al., 2013), particularly the overreliance on
cross-sectional perceptual data.

6.7 Limitations

Despite statistical rigor, limitations remain:

 Cross-sectional design limits causal inference.
 Administrative data may underreport adverse events.
 Cultural and governance differences across facilities were not independently

modeled.

Future research should incorporate longitudinal designs and quasi-experimental
leadership interventions.

6.8 Conclusion
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This study demonstrates that leadership styles significantly influence the quality of
nursing care but not in simplistic or universal ways. Transformational and authentic
leadership styles are positively associated with improved work environments, reduced
burnout, and lower mortality and readmission rates. However, these effects are
mediated through structural conditions and moderated by facility tier.

Leadership is therefore neither myth nor panacea. It is a structural amplifier. Where
institutional capacity exists, leadership magnifies quality. Where systemic deficits
persist, leadership’s impact contracts. The central theoretical insight is clear:
improving nursing care quality in multi-tier health systems requires an integrated
approach that couples relational leadership with structural reinforcement. Leadership
reform without structural reform risks rhetorical substitution for systemic change.
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