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Abstract 

Strengths-Based Nursing and Healthcare Leadership: An Approach to Minimize the Rate of 

Burnout in Healthcare 

 

Meghan Mastroberardino 

 

Healthcare workers, especially nurses, are susceptible to burnout at more prevalent rates 

than the rest of the population. We argue that one way to mitigate rates of burnout in healthcare 

is by putting a spotlight on the Strengths-Based Nursing and Healthcare Leadership (SBNH-L) 

approach. Literature on SBNH-L is in its infancy, and no literature to date has looked at this 

leadership approach in relation to burnout. This study aimed to understand how SBNH-L can 

foster a culture of inclusion in nursing (and healthcare) and how this can be reflected in the rates 

of burnout among nurses and other healthcare employees. We surveyed 357 healthcare workers 

in Canada (144 of whom were nurses) using the AskingCanadians online data collection service. 

The participants were asked to complete the SBNH-L questionnaire in relation to their manager, 

a perceived inclusion questionnaire and a self-rated burnout questionnaire. To analyze the data, 

we conducted a mediation analysis using the PROCESS macro on SPSS. The results showed that 

inclusion partially mediated the relationship between SBNH-L and emotional exhaustion in the 

full healthcare sample. These results contribute to findings on the newly developed leadership 

approach of SBNH-L. They also extend into the clinical world to provide insight into inclusion 

as a mechanism to mitigate burnout rates.  
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Introduction 

When a kettle filled with water boils continuously, it will eventually run dry. The same is 

known about people—if one continues to experience increased pressure and role demands (i.e., 

heat) but their motivation runs dry (i.e., water), then the individual’s energy sources will deplete 

and, like the kettle, will eventually burn; this phenomenon is known as burnout (Maslach et al., 

2001; Maslach & Jackson, 1981). 

In the healthcare field, a common and highly preoccupying result of burnout is a decrease 

in the quality of care or service given to patients by the employees (Klein et al., 2010; Maslach & 

Jackson, 1981; Shanafelt et al., 2002). Burnout is also seen as contagious within a team (Maslach 

et al., 2001; Meredith et al., 2020); consequently, it must be addressed to stop the spread. We 

must understand possible antecedents and mitigating factors of burnout, especially in the field of 

healthcare, as these employees show more prevalent rates of burnout when compared to the 

general population (Dyrbye et al., 2014). One important factor to consider when thinking about 

burnout is the work environment (Aronsson et al., 2017).  

All healthcare professionals should be working in a healthy work environment. We are 

basing our understanding of a healthy work environment on Pearson and colleagues' (2007) 

definition:  

The promotion of physical and mental health as evidenced by observable positive health 

and well-being, job and role satisfaction, desirable recruitment and retention rates, low 

absenteeism, illness and injury rates, low turnover, low involuntary overtime rates, [and] 

positive inter-staff relationships… (p. 280). 

One way to foster a healthy work environment is by emphasizing the importance of feelings of 

inclusion. It can allow nurses and healthcare workers to feel recognized, an important standard 
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for creating and maintaining a healthy work environment (Woolforde, 2019). Leaders’ 

behaviours can go a long way in promoting inclusion in the work unit and research tells us that 

managers have an important role in mitigating their employees’ burnout risk (e.g., Lambert et al., 

2012). 

Strengths-Based Nursing and Healthcare Leadership (SBNH-L) is a promising avenue to 

promote inclusion in healthcare. Since SBNH-L is an approach that fosters empowerment and 

mitigates stress (Gottlieb et al., 2021), it is hypothesized to be one solution to decrease rates of 

burnout amongst nurses and other healthcare workers. Thus, this thesis aims to discern how 

SBNH-L can foster a culture of acceptance and inclusion and how this can be reflected in the 

rates of burnout among healthcare employees, including nurses. We are looking at these two 

groups (all healthcare workers and only nurses) because although SBNH-L originates from the 

nursing discipline (i.e., strengths-based nursing, SBN)—a discipline that has been strained for far 

too long (Gottlieb et al., 2021)—SBNH-L is a leadership approach that can be applied to the 

broader realm of healthcare (Gottlieb et al., 2012). This study zooms in on how SBNH-L can 

contribute to creating an inclusive work environment where nurses and other healthcare workers 

feel supported. In turn, we hypothesize that SBNH-L reduces the risk of burnout. 

 Although we argue that SBNH-L contributes to an environment that fosters inclusion, no 

literature to date has quantifiably demonstrated this. Thus, this thesis will be one of the first of its 

kind to quantitatively measure the use of SBNH-L from the healthcare employee’s standpoint. 

More specifically, this study will test whether SBNH-L influences rates of burnout and whether 

perceived inclusion mediates this relationship. The hope is that SBNH-L fosters an environment 

that encourages inclusion and support and will lead to fewer healthcare employees going into 

burnout. 
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Literature Review 

Equity—Diversity—Inclusion 

In North America, among many other areas in the world, individuals from minority 

groups continue to experience inequalities in their work environments, especially in healthcare. 

For instance, there is a very pronounced gender pay gap. More specifically, among healthcare 

professionals, women are paid less than men in the same position, earning on average 73% of a 

man’s salary in the same position (Csanady, 2016). This gap is apparent even if women and men 

are equivalent in their level of education (American College of Healthcare Executives, 2006 as 

cited in Hoss et al., 2011). Not only do women face inequalities in their wages (e.g., Desai et al., 

2016), but they also face more significant obstacles climbing the “corporate ladder” because of 

pre-existing biases (Agogino, 2007). These obstacles often stem from stereotypes about their 

personalities, such as having more communal traits (e.g., nurturing) rather than agentic ones 

(e.g., independent; Heilman, 2001).  

In a study by Peterson and colleagues (2004), the authors found that minority members in 

faculty positions in medical schools around the USA reported experiencing discrimination and 

lower career satisfaction. Furthermore, an article published by CBC News documented that 88% 

of black nurses reported experiencing forms of racism. Not only are they discriminated against, 

but even within the nursing field, they report not having any black mentors to look up to in 

higher nursing positions (Nassar, 2022). Healthcare employees from minority groups also face 

concrete barriers, where many experience institutional inequality (Amis et al., 2020; Shell et al., 

2022), which may add to their susceptibility to burnout (e.g., İnandi, 2009; Pedersen & Minnotte, 

2017). These added obstacles allow us to get a deeper understanding of why minority groups 

face burnout at higher rates (Khan et al., 2021) and how these injustices are often fueled by a 
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leadership that does not place value on fairness and inclusion (e.g., Woodcock & Woolfson, 

2019). It is important to consider inclusion when thinking about reducing inequalities. 

When we think of an organization, whether a healthcare institution or otherwise, we can 

understand that equity, diversity, and inclusion are powerful attributes of a healthy environment. 

Together, they represent the desire to treat every member who makes up the team with respect, 

dignity, empowerment, and fairness (Lorbiecki & Jack, 2000). It is important to understand each 

term of EDI, especially when conceptualizing these concepts within the healthcare organizational 

structure.  

Firstly, equity can be defined as “the removal of systemic barriers and biases enabling all 

individuals to have equal opportunity” (Government of Canada, 2021). Secondly, diversity is the 

“differences in race, colour, place of origin, religion, immigrant and newcomer status, ethnic 

origin, ability, sex, sexual orientation, gender identity, gender expression and age” (Government 

of Canada, 2021). When management programs were elicited to promote diversity, positive work 

outcomes such as job satisfaction and commitment were the result (Mor Barak et al., 2016). 

Lastly, inclusion can be described as the “degree to which an employee perceives that he or she 

is an esteemed member of the workgroup through experiencing treatment that satisfies his or her 

needs for belongingness and uniqueness” (Shore et al., 2011, p. 1265). Although all three 

components of EDI promote an environment for success, this thesis will focus on the component 

of inclusion.  

Inclusion is a crucial facet on which to focus when thinking about SBNH-L and burnout. 

Indeed, although an organization can be putting in efforts to diversify their teams and promote 

equity among individuals from minority backgrounds, it does not necessarily signify that those in 

the group genuinely feel like they belong and are supported by their team members. Employees’ 
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perceptions of acceptance and recognition in the workplace are referred to as perceived 

inclusion, and this feeling of inclusion reflects the employees’ satisfaction within the 

organization (Mor Barak & Cherin, 1998). Notably, when employees feel isolated and 

unsupported, rates of burnout increase (Eliacin et al., 2018). Thus, we know that one antecedent 

to burnout is feelings of low support in the workplace (Bhutani et al., 2012). Furthermore, an 

inclusive environment can allow intrinsic motivation to flourish (Bidee et al., 2017) and intrinsic 

motivation acts as a protective factor against job burnout (Norton, 2018). Consequently, if we 

can address and promote inclusion, perhaps we can diminish burnout rates. 

Therefore, inclusion is a valuable component of a successful healthcare workplace and 

should be integrated into every healthcare team. Moreover, we know that employees from 

minority backgrounds tend to see themselves as outsiders in their workgroups because they have 

been marginalized in society (Cho & Mor Barak, 2008). This only emphasizes the need for 

leaders to break down these ingrained and erroneous beliefs that their employees may have 

because we know that perceived inclusion in a workgroup is important for the success of a group 

overall. It has been linked to organization-based self-esteem (Cottrill et al., 2014), self-rated 

organizational citizenship behaviour (Cottrill et al., 2014), and role-based performance (Chen & 

Tang, 2018), to name a few. Therefore, we believe one possible solution to increase perceived 

inclusion is to adopt a leadership style that encourages and actively promotes inclusion. 

There are multiple ways in which inclusion can be promoted and instilled through 

leadership. The Theory of Generative Interactions (Bernstein et al., 2020) is one theory 

developed to improve inclusion by promoting a more inclusive culture and encouraging new 

pathways for research and managerial approaches centred on inclusion. Bernstein and colleagues 

(2020) argued that this theory is one way to establish equity, diversity, and inclusion (EDI) and 
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emphasize the need for more than just representative diversity to stimulate inclusion in an 

organization.  

The authors explain that three elements must be synthesized to best utilize diverse 

groups: “[1] bringing diverse members into frequent, repeated interaction, [2] equal status among 

work group members, and [3] collaborative interaction” (p. 400). Furthermore, to get the most 

beneficial interactions, there are three more elements that the authors explain must also be taken 

into consideration: “[1] adaptive contact, [2] interaction frequency, and [3] interaction quality” 

(p. 401). The authors argue that continuous interactions will eventually lead to a reduction in 

biases and prejudice towards diverse members of a group. This is generated by the participation 

of different members of a team and improving the equity amongst the team members. This 

theory postulates that more than one factor results in a beneficial inclusive organization.  

A few more examples of factors that promote EDI have been the use of intentional 

workplace hiring (Estime et al., 2021), improving cultural competence (Saha et al., 1999), and 

the implementation of codes of conduct (Peel & Lorello, 2021). One way to implement this 

theory and these factors into a workgroup is through effective leadership. A successful leader 

must integrate the components of the Theory of Generative Interactions into their leadership 

approach to mobilize their teams and encourage an environment for growth. This thesis will 

contribute to previous findings, which demonstrate that leadership is a significant antecedent to 

an environment that promotes EDI (Peus et al., 2012; Spence Laschinger et al., 2008). Taking it 

one step further, we argue that SBNH-L may be a leadership approach that is best placed to 

promote inclusion (and thus reduce burnout) in the healthcare sector.  
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Leadership 

Leadership influences how change happens and how power, and the actions that go along 

with it, are disseminated to others. Leadership can be defined as:  

(a) An influencing process—and its resultant outcomes—that occurs between a leader 

and followers and (b) how this influencing process is explained by the leader’s 

dispositional characteristics and behaviors, follower perceptions and attributions of the 

leader, and the context in which the influencing process occurs. (Day & Antonakis, 2012, 

p. 5) 

On a macro scale, leaders shape the next generation; on a micro scale, they directly impact how 

their followers feel and perform (e.g., de Jong & Den Hartog, 2007). Cummings and colleagues 

(2018) conducted a large-scale literature review looking at leadership styles and outcomes in 

nursing. The authors conveyed that leadership style can significantly affect employees’ well-

being. For instance, the authors reported that transformational leadership reduced emotional 

exhaustion and job stress (see Ebrahimzade et al., 2015 for more on this). Inversely to this, 

dissonant leadership, defined as a “lack of harmony and being emotionally ‘out of touch’ with 

employees which undermines the emotional foundations that support and promote staff success” 

(Goleman et al., 2002, as cited in Cummings et al., 2005, p. 3), was associated with an increase 

in employees’ emotional exhaustion. Thus, how a leader enforces change is related to critical 

follower outcomes.  

Strengths-Based Nursing and Healthcare Leadership 

SBNH-L, pioneered by Laurie N. Gottlieb, is a leadership style that stems from the 

Strengths-Based Nursing (SBN) approach. It is anchored in the nursing practice and shares some 

elements of transformational leadership and authentic leadership (Gottlieb et al., 2021). 
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However, it is based on the values of SBN and, thus, is an entirely different approach to (or 

philosophy of) leadership. More specifically, SBNH-L is described as: “a unique, value-driven, 

embodied approach that guides leaders and managers to create equitable and safe workplace 

cultures and environments that honour, develop, mobilize, and capitalize on the strengths of 

individuals and their team” (p. 173). It is founded on four key elements: person-centered, 

empowerment, relationship-focused, and innate capacities/healing mechanisms.  

The authors express eight fundamental values that underlie and operationalize SBNH-L: 

Systems-thinking, uniqueness, health and healing, multiple perspectives/creating meaning, self-

determination, goodness-of-fit, learning/timing/readiness, and collaborative partnership (Gottlieb 

et al., 2021). The SBNH-L scale was derived by operationalizing how these eight core values 

may be expressed by a leader’s behaviour as these eight values are interconnected, 

“represent[ing] the unit of the leaders' concern” (Gottlieb et al., 2021) and guide leaders’ 

behaviours. The values embody an approach that shifts the mindsight of the leader from a deficit 

model to one that encapsulates the whole person and their strengths (Gottlieb et al., 2021). For 

this reason, the values are thought to be one dimension of behaviour (and analyzed as such)—

focusing on reinforcing the strengths of each member and behaving in a way that fosters an 

environment where members feel like they can demonstrate their strengths. 

SBNH-L is an approach proposed as one way to change how care is delivered to patients 

by applying principles of SBN to the leadership behaviours of the nurse/healthcare manager. 

SBNH-L encourages reciprocated respect between managers and employees and amongst 

employees. SBNH-Leaders work with their teams’ strengths and build on what works effectively 

within the group. It fosters a healthy work environment and contributes to a culture that is 
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psychologically empowering by emphasizing the autonomy of one’s work (Gottlieb et al., 2021). 

These concepts can be associated with the Self-Determination Theory (Deci & Ryan, 1985). 

The Self-Determination Theory (SDT) explains some motivational factors behind one’s 

behaviour and offers support to the SBNH-L approach. The SDT posits that humans strive for 

(and are motivated by) a need for autonomy, relatedness, and competence—factors that 

encompass the values of SBNH-L. Gagné (2003) described this phenomenon as intrinsic 

motivation often stemming from: 

Do[ing] an activity simply for the enjoyment they derive from it, when they can freely 

choose to pursue the activity (autonomy), when they master the activity (competence), 

and when they feel connected and supported by important people, such as a manager, a 

parent, a teacher, or teammates (relatedness). (p. 202) 

This suggests that when leaders demonstrate support for their followers’ needs for autonomy, 

competence, and relatedness, followers exhibit more intrinsic motivation. This ties back to 

perceived inclusion—when people feel included in a team, this satisfies their need for relatedness 

(Deci & Ryan, 2000). Together, we can understand how SBNH-L can promote inclusion, which 

may lead to the fostering of autonomous motivation. 

In a study by Bidee and colleagues (2017), the researchers were interested in seeing how 

perceived inclusion and motivation were related. They asked volunteers to complete a daily diary 

and used path-analysis to measure the hypothesized relationships. The researchers concluded that 

the more the volunteers perceived themselves to be included, the more motivated they were in 

their tasks because they felt more autonomous, competent, and relatable. This study allows us to 

understand how SDT and perceived inclusion are essential factors in generating greater 

autonomous motivation, which is a significant protective barrier to burnout (ten Brummelhuis et 
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al., 2011). Thus, if healthcare and nurse leaders use the SBNH-L approach when managing their 

team(s), this can foster an environment that promotes autonomous motivation in caring for each 

patient. Thus, SBNH-L is argued to make a positive contribution to the workforce by promoting 

autonomy, relatedness, and competence and, hence, a healthy work environment. 

Why SBNH-L over Other Leadership Paradigms? 

As previously stated, SBNH-L was founded on the principles of SBN. Some of its 

features share similar characteristics to other well-known leadership frameworks, such as 

transformational leadership, authentic leadership, servant leadership, value-based leadership, and 

leader-member exchange theory (LMX). However, we argue that SBNH-L covers a leadership 

approach that is not well captured, in its entirety, by any one of these constructs (either in 

isolation or together). Although a demonstration of the predictive power of SBNH-L over other 

related leadership approaches is beyond the scope of this thesis, we briefly review below the 

main differentiating factors between SBNH-L and each leadership construct.  

Transformational leadership can be understood as a charisma-based relational leadership 

style, whereby the leader emphasizes the importance of the relationship with their followers and 

focuses on encouraging and motivating their employees (Burke & Collins, 2001). They rely on 

four interrelated behaviours (inspirational motivation, idealized influence, intellectual 

stimulation, and individualized consideration) to encourage followers to perform beyond 

expectations (Bass, 1985). This can be so powerful that the leader can change the culture of the 

organization by influencing the followers to believe in a new vision. As it is a charisma-based 

approach, there is a tendency for the transformational leadership literature to consider the leader 

as an all-powerful individual. Philosophically, this is far removed from the values of SBNH-L, 

which taps into the collective strengths and resources to create movement towards a common 
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goal. In addition, the four behaviours through which transformational leadership is expressed are 

captured within SBNH-L but form only a subset of what SBNH-L is. For example, SBNH-

Leaders intentionally act in ways that promote health and healing through promoting healthy 

habits amongst the team, attending to the physical and psychological environment for the team, 

and so on. This component is not found in transformational leadership. 

Along similar lines, authentic leadership is based on legitimacy and ethical foundations 

and is linked to empowerment in healthcare (Nelson et al., 2014). Leaders who utilize this 

approach demonstrate inherent beliefs and values (Gardner et al., 2011). Here, the leader is 

considered authentic when they act according to their values, though the operationalization of 

authentic leadership is more complex (and composed of multiple subdimensions). In SBNH-L, 

acting authentically is but one dimension of a leader. In addition to holding themselves to high 

ethical standards, which is characteristic of authentic leadership, SBNH-Leaders will also be 

attuned to elements outside themselves that impact the team, such as organizational barriers, 

team readiness and collaborative relationships within the workplace. Moreover, SBNH-Leaders 

focus on fostering an environment that capitalizes on their team’s strengths as their primary 

purpose. On the other hand, authentic leaders foster an environment that aligns with being true to 

oneself (e.g., Sparrowe, 2005).  

In line with the authentic leadership theory is the value-based leadership approach. 

Value-based leadership is “an action-based leadership style that takes into account dynamic and 

changing values and identities” (Busch & Wennes, 2012, p. 205). Within this approach, leaders’ 

actions are solely focused on acting on the organization’s values (Busch & Wennes, 2012). 

Again, although acting according to one’s values can certainly be captured within SBNH-L, it 
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does not sufficiently capture all of SBNH-L, which taps into a broader realm of motivation for 

actions such as creativity, systems-thinking, timing, and so on. 

Comparable to these other leadership approaches is servant leadership, where “the 

Servant-Leader is servant first. It begins with the natural feeling that one wants to serve, to serve 

first. Then conscious choice brings one to aspire to lead” (Greenleaf, 1977, p. 7). Servant 

leadership is very closely aligned with the previously mentioned leadership frameworks. 

However, what distinguishes servant leaders from the rest is the focus on “humility, authenticity, 

and interpersonal acceptance” (van Dierendonck, 2011, p. 1235). Servant leaders emphasize 

serving for the greater good and encapsulate the belief that the leader abides by a ‘higher power’ 

(Sendjaya et al., 2008). Servant leaders have much in common with SBNH-Leaders, whereby 

both leaders help their followers flourish. However, instead of serving their organization and 

their followers, SBNH-Leaders are part of their team and mobilize their strengths. 

Finally, the LMX theory is based on “the dyadic relationship quality between leaders and 

members as key to understanding leader effects on members” (Erdogan & Bauer, 2013, p. 1). 

The most prominent concept of this theory is that the leader has a different relationship with each 

follower based on the followers’ “differing levels of competence, motivation, and willingness to 

spend effort toward their work as well as toward their building a relationship” (Erdogan & 

Bauer, 2013, p. 1). In terms of SBNH-L, there is no doubt that they will form unique 

relationships with each of their team members, but this is not the essence of SBNH-L. The 

essence of SBNH-L is creating the conditions that allow teams to function at their optimal 

potential through enabling possibilities.  

By looking at these theories independently, we can see many commonalities between 

each of them and SBNH-L. However, no individual theory encapsulates all the values that 
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encompass and promote SBNH-L, nor do they address the importance of a theory capturing all 

three concepts of autonomy, empowerment, and agency, consequently lacking essential features 

of this approach grounded in healthcare (Cicolini et al., 2014; Feldman et al., 2017; Finn, 2001).  

Autonomy, specifically in the healthcare domain, means the freedom to act in a manner 

that reflects what you believe to be in the best interest of the patient (Gottlieb et al., 2021; 

Kramer et al., 2006). Empowerment is about having intrinsic motivation and feeling like your 

work has meaning (Spreitzer, 2008), and finally, agency is having the power to control your path 

and your growth (Bjerede, 2017). Ultimately, the value of “health and healing” is unique to 

SBNH-L and reflects that this leadership approach emerged from the nursing (healthcare) field. 

Therefore, despite these well-researched and beneficial styles of leadership and the links made 

with SBNH-L, Gottlieb and colleagues (2021) theoretically propose SBNH-L as a new 

leadership framework “grounded in the real world of nursing practice” (p. 173) and defend that it 

takes into account agency, autonomy, and empowerment. Hence, it “goes beyond other 

leadership styles to offer practical guidance to nurse leaders to help staff reach their full 

potential” (p. 179). Accordingly, we argue that SBNH-L creates a workplace environment that 

capitalizes on each team member’s strengths and fosters an environment of inclusion through its 

focus on empowerment and autonomy. 

In sum, SBNH-L is a unique leadership approach, and the autonomy and respect it fosters 

can create an environment that encourages EDI to flourish. When healthcare leaders model 

SBNH-L, they are partnering with nurses and healthcare employees and demonstrating respect, 

trust, empathy, compassion, and kindness (Gottlieb et al., 2012; Gottlieb, 2013, 2013; Gottlieb & 

Gottlieb, 2017), which is then transmitted from the staff to their patients.  
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SBNH-L encompasses EDI and recognizes and celebrates strengths. The act of 

performing SBNH-L reflects accepting uniqueness, embracing diversity, and ensuring that every 

patient is experiencing equity in their care. This can also be mirrored in the workgroup, where all 

members of the team embrace a culture of inclusion and fairness. Emphasizing inclusion in the 

way in which leaders display SBNH-L can cascade down to the way the employees work and 

how they care for patients. Instead of focusing on differences (in line with weaknesses and 

deficits), the focus should be on what each person can bring to the organization.  

Therefore, the more the culture of the work environment—fostered by the leaders—

allows for nurses and other healthcare workers to display strengths-based care, the more 

inclusive their approach to care will be. For this reason, operationalizing and quantifying SBNH-

L can be a step in the right direction for the future of healthcare workers because insufficient 

support from administrators, poor communication with employees, and little autonomy may 

predispose nurses and other healthcare workers to burnout and negatively impair the quality of 

care they provide to patients (Poghosyan et al., 2013; Williams et al., 2007).  

Burnout 

 Burnout is often seen in occupations centred around helping others (Maslach et al., 2001), 

so it is important to understand the impact that burnout can have on healthcare workers. Maslach 

and colleagues (2001) define burnout as “a prolonged response to chronic emotional and 

interpersonal stressors on the job” (p. 397). There are three dimensions to burnout: exhaustion, 

depersonalization and cynicism, and professional inefficacy (Maslach et al., 2001; Maslach & 

Jackson, 1984).   

Maslach and colleagues (2001) explain that exhaustion is the feeling of being overworked 

with all energy resources being completely depleted. The researchers define cynicism as “a 
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negative, callous, or excessively detached response to various aspects of the job” (p. 399), and 

finally, they describe professional inefficacy as feeling inadequate and inept. The combination of 

these three dimensions creates an employee performing sub-optimally and feeling rundown. 

When employees are overworked and their job demands continue to rise, it often results in 

burnout (Campbell & Gavett, 2021) and, in turn, job performance and health have been seen to 

decline (Butler et al., 2017; Zhang et al., 2018). This is especially worrisome in the healthcare 

field as it has been seen that burnout among healthcare professionals harms patients—it has been 

linked to poor quality of treatment and medical errors, putting the safety of patients in jeopardy 

(Klein et al., 2010; Maslach & Jackson, 1981; Shanafelt et al., 2002). As previously mentioned, 

while burnout directly affects healthcare employees and their patients, it can also spread amongst 

team members and may cause a vicious cycle within work teams (Maslach et al., 2001; Meredith 

et al., 2020). This is one of many reasons why it is vital to address burnout through leadership.  

To date, considerable research has been published on leadership and burnout. In a study 

conducted by Zopiatis and Constanti (2010), the researchers found that there was a significant 

decrease in rates of emotional exhaustion and depersonalization when leaders used the 

transformational leadership style. In contrast, when they used a laissez-faire leadership approach, 

there was a significant negative relationship with these dimensions (note that the referent in this 

study was the self as the leader). This was also seen when looking more closely at healthcare 

professionals in nursing and mental health: when transformational leadership was used, it acted 

as a protective barrier to depersonalization (Kanste et al., 2007). As mentioned, SBNH-L shares 

some of its core properties with transformational leadership. However, transformational 

leadership was not founded in the healthcare profession. Thus, we believe that because SBNH-L 



   

 16 

is grounded in the nursing discipline, it acts as a more powerful protective barrier to burnout in 

healthcare since it captures the profession’s values. 

In a systematic review by Shoman and colleagues (2021), the authors looked at research 

on burnout and compiled findings on predictors of burnout found between 1993 and 2018. They 

discovered that situational work-related factors, individual factors, work-life balance, and 

perceived consequences are the leading predictors of burnout. More precisely, the authors listed 

job demands, decision latitude, job resources, interpersonal relationships, communication, and 

leadership as the predominant predictors of exhaustion leading to burnout. Notable, the authors 

explained that although there was a body of research on leadership as a possible predictor of 

burnout, no study to date has found a significant relationship. Nonetheless, we cannot disregard 

the relationship between leaders and other significant predictors of burnout (e.g., job demands 

and work-life balance) as leaders foster an environment for these issues to thrive or collapse. For 

this reason, this thesis provides a different angle on leadership and its possible influence on 

burnout through the mechanism of inclusion. 

Looking more closely at the nursing burnout literature, Dall’Ora and colleagues (2020) 

conducted a review on nurses and predictors of burnout. In sum, they found that workload, staff 

levels, and job control were factors predicting burnout. Again, this paints a clear picture that 

leadership may have an indirect (but essential) effect on burnout, as it plays a role in the 

abovementioned factors. Furthermore, the authors elucidated that the relationship between 

coworkers and leadership may be an important factor in burnout—introducing the idea that 

inclusion may play a key role in the relationship between leadership and burnout. 

We have demonstrated that leadership may be an important component of a workplace 

that encourages EDI and fosters inclusion and that a culture that supports inclusion may reduce 
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the rates of burnout seen in the healthcare profession. If a leader supports their employees, the 

employees will feel that the organization supports them since leaders represent their organization 

(Dirks & Ferrin, 2002). This illustrates how vital a leader’s role is in an organization. 

Although ample research has been conducted on burnout, a gap in the literature remains 

regarding how the SBNH-L approach and burnout may be related. It is important to fill this gap 

as research on SBNH-L is still in its infancy, and literature on the possible link between this 

framework of SBNH-L and burnout is sparse. Equally important is understanding the 

mechanisms through which leadership (SBNH-L) may influence rates of burnout among 

healthcare workers, and here we explore perceived inclusion as a likely mediating factor. 

This thesis aims to study the relationship between SBNH-L—a relatively new approach 

to leadership—and burnout, while considering perceived inclusion as an explanatory mechanism 

of this relationship. We posit that there will be a negative relationship between SBNH-L and 

burnout, and that perceived inclusion will act as a mediator in this relationship. We will look at 

SBNH-L as the independent variable, perceived inclusion as the mediating variable, and burnout 

as the outcome variable (refer to Figure 1 for a diagram of the hypothesized relationships among 

the variables).  

Hypothesis 1: In all healthcare workers (including nurses), SBNH-L will be negatively 

related to burnout.  

Hypothesis 2: In all healthcare workers (including nurses), SBNH-L and perceived 

inclusion will be positively associated. 

Hypothesis 3: In all healthcare workers (including nurses), perceived inclusion and 

burnout will be negatively associated.  
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Hypothesis 4: Inclusion will act as a mediator in the relationship between SBNH-L and 

burnout. 

We expect to find mirroring results when looking at nurses and all healthcare workers 

because although SBNH-L stems from research in the nursing field, we believe it is a leadership 

approach that can meet the demands of the broader realm of healthcare. Thus, we reason that the 

more healthcare workers and nurses feel that their leaders use SBNH-L, the more they will feel 

included within their team, and because of this, employees may feel less strain of burnout. 

 

 

 

 

Method 

Participants 

We used a purposive sampling strategy with healthcare workers recruited through the 

AskingCanadians panel services. Eligibility criteria included: [1] having worked in a healthcare 

organization for the past six months or more, [2] being currently employed in a healthcare 

organization in Canada, and [3] not presently employed in a managerial position.  

Initially, 1086 participants took part in some portion of the survey. However, to ensure 

that the data collected were of good quality, we conducted systematic data cleaning and data 

from 729 participants were not included in the analyses based on the following reasons: Did not 

provide consent to move forward with the survey (26), provided consent but did not complete 

screening questions (9), did not meet pre-defined eligibility criteria (253), did not complete all 

scales in the survey (406), completed the survey in less than 1/3 of the median time at soft launch 

(5.12 minutes/307 seconds) (4), or demonstrated patterned answer choices (31). The decision to 

Figure 1. Diagram of variables of interest 

Diagram of variables of interest 
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exclude 406 participants who did not complete the study was based on ethical standards. Since 

we only paid participants who completed the study, it would not be ethical to use the data for 

those we did not compensate (i.e., those who did not complete the entire study). These criteria 

for data inclusion allowed us to control low-quality data (Meade & Craig, 2012) and abide by 

ethical standards. 

Our final sample consisted of 357 healthcare workers (265 women, 89 men, three 

undisclosed) and of these, 144 were nurses (112 women, 31 men, one undisclosed). Refer to 

Table 1 for more details on the demographic breakdown of the sample.  

Measures 

Demographics.  Demographic variables included sex, age, and professional discipline, to 

name a few. These demographic variables were used as covariates (see Analyses for more 

details). 

SBNH-L scale. This 24-item scale was developed by Fréchette and colleagues (2021) 

and is founded on eight core leadership values drawn from the SBNH-L philosophy, as defined 

by Gottlieb et al., 2021: Systems-thinking, Uniqueness, Health and Healing, Multiple 

Perspectives and Creating Meaning, Self-Determination and Self-Awareness, Goodness-of-fit, 

Timing-Readiness-Learning, and Collaborative Partnerships. This study has adapted the original 

scale, whereby instead of the self-rated scale measuring the manager’s evaluation of their use of 

the SBNH-L approach using “I” as the referent, the scale in this study used “my manager” from 

the viewpoint of the employee. An example of an item on the scale is: “To inform team actions, 

my manager encourages the use of varied forms of knowledge.” Responses were provided on a 

7-point frequency scale from one to seven, where one represented “Never” and seven represented 

“Always” (this scale is not provided in the appendix as it is copyrighted). The scale is 

unidimensional, with a Cronbach’s alpha of .99. 
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Table 1. Descriptive statistics of the study population 

Descriptive statistics of the study population. 

 Full healthcare 

sample (N = 357) 

N            % 

Nurses only 

sample (n = 144) 

n            % 

Healthcare sample not 

including nurses (n = 213) 

n                 % 

Gender       

Female 265 74.2 112 77.8 153 71.8 

Male 89 24.9 31 21.5 58 27.2 

Undisclosed 3 0.8 1 0.7 2 0.9 

Ethnicity       

Aboriginal 7 2.0 5 3.5 2 0.9 

White 277 77.6 118 81.9 159 74.6 

South Asian 16 4.5 5 3.5 11 5.2 

Chinese 26 7.3 6 4.2 20 9.4 

Black 9 2.5 5 3.5 4 1.9 

Filipino 12 3.4 5 3.5 7 3.3 

Latin American 3 0.8 1 0.7 2 0.9 

Arab 3 0.8 1 0.7 2 0.9 

Southeast Asian 7 2.0 4 2.8 3 1.4 

West Asian 1 0.3 0 0 1 0.5 

Korean 0 0.0 0 0 0 0 

Japanese 2 0.6 0 0 2 0.9 

Other 6 1.7 2 1.4 4 1.9 

Discipline       

Nursing 144 40.3 144 100 – – 

Medicine 15 4.2 – – 15 7.0 

Physiotherapy 19 5.3 – – 19 8.9 

Occupational Therapy 38 10.6 – – 38 17.8 

Pharmacy 11 3.1 – – 11 5.3 

Nutrition & Dietetics 7 2.0 – – 7 3.3 

Clinical Psychology 4 1.1 – – 4 1.9 

Human Resources 9 2.5 – – 9 4.2 

Finance 2 0.6 – – 2 0.9 

Marketing 2 0.6 – – 2 0.9 

Information Technology 1 0.3 – – 1 0.5 

Other 105 29.4 – – 105 49.3 

Education       

Post-Doctorate 6 1.7 1 0.7 5 2.3 

Doctorate 17 4.8 1 0.7 16 7.5 

Masters 47 13.2 18 12.5 29 13.6 

Bachelors 143 40.1 70 48.6 73 34.3 

College/Cegep 116 32.5 49 34.0 67 31.5 

Highschool 21 5.9 4 2.8 17 8.0 

Other 5 1.4 1 0.7 4 4.9 

Primary healthcare setting       

General hospital (acute care) 156 43.7 67 46.5 89 41.8 
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 Full healthcare 

sample (N = 357) 

N            % 

Nurses only 

sample (n = 144) 

n            % 

Healthcare sample not 

including nurses (n = 213) 

n                 % 

Specialized hospital 36 10.1 13 9.0 23 10.8 

Community hospital 1 0.3 0 0 1 0.5 

Primary health-care centre (e.g., CLSC) 40 11.2 11 7.6 29 13.6 

Long-term care facility 42 11.8 25 17.4 17 8.0 

Home healthcare organization 25 7.0 16 11.1 9 4.2 

Blood banks 3 0.8 1 0.7 2 0.9 

Orthopedic & other rehabilitation centers 2 0.6 0 0 2 0.9 

Pharmaceutical 6 1.7 0 0 6 2.8 

Telehealth 3 0.8 3 2.1 0 0 

Not-for-profit organization 8 2.2 1 0.7 7 3.3 

Other 35 9.8 7 4.9 28 13.1 

Nature of healthcare setting       

Public 240 67.2 102 70.8 138 64.8 

Private 80 22.4 24 16.7 56 26.3 

Public/Private partnership 34 9.5 16 11.1 18 8.5 

Primary patient clientele       

Oncology 30 8.4 27 18.8 3 1.4 

Critical care 15 4.2 11 7.6 4 1.9 

Medicine 31  8.7 9 6.3 22 10.3 

Cardiology 5 1.4 1 0.7 4 1.9 

Surgery 14 3.9 6 4.2 8 3.8 

Gynecology & Obstetric 7 2.0 4 2.8 3 1.4 

Pediatrics 16 4.5 5 3.5 11 5.2 

Trauma 7 2.0 2 1.4 5 2.3 

Rehabilitation 12 3.4 0 0 12 5.6 

Geriatrics 36 10.1 24 16.7 12 5.6 

Mental health/Psychiatry 25 7.0 12 8.3 13 6.1 

Neurological 2 0.6 1 0.7 1 0.5 

Various populations 93 26.1 23 16.0 70 32.9 

Not applicable 20 5.6 5 3.5 15 7.0 

Other 43 12.0 13 9.0 30 14.1 
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Inclusion scale. The following scale that participants were asked to complete was the 

Perceived Inclusion scale by Chung and colleagues (2020). This 10-item questionnaire measured 

workgroup inclusion, focusing on belongingness and uniqueness and used a 5-point Likert scale 

with one representing “strongly disagree” to five representing “strongly agree.” For example, one 

statement on the scale was: “While at work, I am comfortable expressing opinions that diverge 

from my group” (refer to Appendix A for the detailed scale). The Cronbach’s alpha was .93. 

Maslach Burnout Inventory (MBI). The third scale that participants were asked to 

complete for this study is the MBI (Leiter & Schaufeli, 1996). This 17-item questionnaire 

measures burnout rates using a 7-point Likert scale, with zero representing “Never” and six 

representing “Every day.” More specifically, it looks at job-related feelings and asks participants 

to rate the frequency of these feelings (this scale is not provided in the appendix as it is 

copyrighted). One statement on this questionnaire is, “I doubt the significance of my work.” The 

Cronbach’s alpha was .84. As the scale is composed of three subscales (emotional exhaustion, 

cynicism, and professional efficacy), we analyzed the data by looking at each subscale 

individually to get a more detailed picture of the findings. 

Procedure 

 We used the AskingCanadians panel services to recruit healthcare employees to 

participate in our study. As the initial step in recruitment, AskingCanadians sent an initial email 

to inform healthcare employees in their pool about the survey. If individuals who had received 

this email were interested in participating, they clicked the link to proceed to the next step, 

directing them to the consent form mandated by Concordia University. If they agreed to 

participate in the study, they provided their consent by clicking “Next” to begin the 

survey. AskingCanadians assigned a code to every participant who took part in the study as soon 
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as they completed the online consent form. This allowed their data to remain anonymous but 

ensured they provided their consent as the code was associated with their initial consent form. 

The average time it took to complete this study was roughly 27 minutes.  

In addition to the consent form and demographic questionnaire, the participants were also 

asked to complete the SBNH-L, inclusion, and burnout questionnaires. Since this thesis is part of 

a much larger, parallel study that aims for further psychometric testing of the SBNH-L scale, the 

participants were asked to complete other scales along with these. Note, however, that the results 

from the additional questionnaires were not analyzed within the scope of this thesis. At the end 

of the survey, we included a gratitude question (e.g., “Lastly, can you please identify one 

element that you enjoy about your job”) to lift their moods. We also included resources for 

mental health services should they need them following the potentially sensitive nature of the 

questions that were part of specific instruments, such as burnout. This study received approval 

from Concordia University’s Human Research Ethics Committee (see Appendix B for ethics 

certificate).  

Once their responses were submitted, a code was generated. As stated, this code was only 

linked to their consent form to keep their responses anonymous. This means that once the data 

were collected from AskingCanadians, the responses were no longer tied to any 

individuals/names but solely to their anonymous coded numbers. AskingCanadians compensated 

the participants with loyalty points to the participants’ chosen loyalty program (e.g., Hudson’s 

Bay Rewards, Aeroplan, etc.). The compensation was determined by AskingCanadians services 

and was dependent on the length of time it took the participants to finish the survey. The 

participants were compensated even if they did not complete the survey in its entirety. However, 
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if they completed the entire survey, they were paid the maximum compensation. The number of 

points awarded in every survey is exclusive to AskingCanadians. 

Analyses 

 This study aimed to investigate the relationship between SBNH-L, perceived inclusion, 

and burnout. As mentioned in the Participants section, before conducting statistical analyses, 

participants’ data were assessed to ensure they met all pre-determined eligibility criteria and 

contributed sufficient data, as it was important for us to include only those who completed all the 

scales to meet ethical requirements. 

We first tested the structure of the SBNH-L scale as this is a fairly new scale, and it is the 

first time it has been used to measure SBNH-L with the employee as the referent. To do this, we 

conducted a principal component analysis on the larger general healthcare employee sample. 

This was done on the full sample only to ensure an adequate ratio of participant to item. 

To test our a-priori hypotheses (that there will be a negative relationship between SBNH-

L and burnout and that perceived inclusion will act as the mediator in this relationship), we 

conducted mediation analyses using the PROCESS macro on SPSS to statistically measure the 

hypothesized relationships between SBNH-L, inclusion, and burnout in both the nursing sample 

and the larger complete healthcare worker sample. We looked at each burnout subscale 

separately to see their individual relationship to SBNH-L and inclusion.  

The SBNH-L scale was conceived as applicable to the broader healthcare context. It is a 

leadership approach that values respect and collaboration. Although it stems from the 

relationship between nurse and patient, we believe it also reflects the relationship between any 

member of an interdisciplinary team who cares for patients. For this reason, we are looking at the 

full sample of healthcare workers (including nurses) but believe it is still important to look at the 
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nurses as a subsample since SBNH-L stemmed from the nursing field. We present analyses for 

the nurse-only sample (n = 144) and the entire healthcare worker sample (N = 357), which also 

includes the nurse subsample. 

Using the PROCESS macro on SPSS, we entered SBNH-L as the predictor variable, 

perceived inclusion as the mediator, and burnout (separately: emotional exhaustion, cynicism, 

and professional efficacy) as the outcome variables. We set the model to “4,” the bootstrap 

samples to 5000, and the confidence intervals to 95. We also used ethnicity as a control variable. 

Results 

Testing the Structure of the SBNH-L Scale 

Since this was the first time the SBNH-L scale was used with employees evaluating their 

manager, we wanted to verify the distribution of the responses on each item of the scale. To do 

so, we computed skewness and kurtosis (refer to Table 2 for more details). To see which items 

were skewed, we divided the skewness score by its standard error, and if the result fell outside 

+/- 3.29 (+/- 3 SD), we deemed the item skewed. Items 2 and 25 fell outside of this range and 

thus were considered skewed and careful consideration was taken to see if they should continue 

to be included in the computation of the SBNH-L scale score. All analyses on the structure of the 

SBNH-L scale were done with the entire healthcare sample to preserve adequate power and a 

good ratio of participant to item.  

In the original study by Fréchette and colleagues (2021), the researchers concluded that 

although the SBNH-L items were generated based on eight values, the items on the scale are best 

represented by one factor. With this information, we decided to conduct a principal components 

analysis (PCA-Original). The eigenvalue rule (>1) and scree plot confirmed one-factor loading 

(refer to Figure 2). Since there were no differences in results, we included items 2 and 25 in the 

SBNH-L scale score computation. 
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Table 2. Skewness and Kurtosis test for SBNH-L items 

Skewness and Kurtosis test for SBNH-L items 

    Skewness Kurtosis 

 N M SD Statistic SE Statistic SE 

SBNHL1 357 3.96 1.62 –0.31 0.13 –0.77 0.26 

SBNHL2 357 4.76 1.43 –0.52 0.13 0.07 0.26 

SBNHL3 357 4.36 1.52 –0.41 0.13 –0.32 0.26 

SBNHL4 356 4.29 1.61 –0.30 0.13 –0.68 0.26 

SBNHL5 355 4.41 1.58 –0.42 0.13 –0.44 0.26 

SBNHL6 356 4.44 1.56 –0.50 0.13 –0.31 0.26 

SBNHL7 356 4.28 1.62 –0.38 0.13 –0.60 0.26 

SBNHL8 357 4.18 1.54 –0.24 0.13 –0.61 0.26 

SBNHL9 357 4.20 1.68 –0.36 0.13 –0.69 0.26 

SBNHL10 356 4.23 1.65 –0.34 0.13 –0.55 0.26 

SBNHL11 355 4.26 1.69 –0.32 0.13 –0.71 0.26 

SBNHL12 357 4.22 1.74 –0.26 0.13 –0.79 0.26 

SBNHL13 354 4.08 1.70 –0.28 0.13 –0.86 0.26 

SBNHL14 354 4.04 1.70 –0.28 0.13 –0.76 0.26 

SBNHL15 357 4.11 1.65 –0.37 0.13 –0.67 0.26 

SBNHL16 – – – – – – – 

SBNHL17 355 4.06 1.53 –0.31 0.13 –0.40 0.26 

SBNHL18 357 4.13 1.654 –0.32 0.13 –0.70 0.26 

SBNHL19 357 4.22 1.794 –0.30 0.13 –3.90 3.26 

SBNHL20 356 4.21 1.705 –0.35 0.13 –0.80 0.26 

SBNHL21 355 4.08 1.696 –0.32 0.13 –0.89 0.26 

SBNHL22 355 4.18 1.641 –0.32 0.13 –0.66 0.26 

SBNHL23 357 4.17 1.625 –0.30 0.13 –0.62 0.26 

SBNHL24 357 4.19 1.636 –0.37 0.13 –0.70 0.26 

SBNHL25 356 4.52 1.638 –0.63 0.13 –0.27 0.26 

Note. Item 16 was omitted from analysis as it was used as a directed item 
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Figure 2. Scree Plot of Principal Components Analysis (Original) 

Scree Plot of Principal Components Analysis (Original) 
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We then ran a second principal component analysis (PCA-Modified) using the same 

criteria, except we omitted items 2 and 25 from the scale. As Table 3 demonstrates, there were 

no differences between the items’ factor loadings whether items 2 and 25 were kept or removed 

(refer to Figure 3 for the scree plot). Since there were no differences in results, we included items 

2 and 25 in the SBNH-L scale score computation. 

Relationships Between Variables 

We were interested in studying the relationships between SBNH-L, inclusion, and 

burnout in a sample of healthcare workers and a sub-sample of nurses. Table 4 (nurse-only 

sample) and Table 5 (entire healthcare workers sample) present means, standard deviations, and 

correlations among the study variables. In particular, the variables of interest were: SBNH-L, 

inclusion, burnout, age, team/unit size, and years of experience.  

We first analyzed the correlations between the main variables of our hypotheses (SBNH-

L, inclusion, and burnout subscales) in the nurse subsample (Table 4). We found that SBNH-L 

and emotional exhaustion had a significant negative correlation (r = -0.18, p < .05), SBNH-L and 

cynicism were negatively but not significantly related (r = -.13, p > .05), and SBNH-L and 

professional efficacy were positively but not significantly related (r = .12, p > .05). Furthermore, 

SBNH-L and inclusion had a significant positive relationship (r = 0.51, p < .001) and inclusion 

was only significantly related to the burnout subscales of cynicism (r = -0.24, p < .001) and 

professional efficacy (r = -0.24, p < .001). This suggests that the greater a nurse rated their 

manager’s ability to demonstrate SBNH-L, the more included the nurse felt, and the less burnout 

(cynicism and professional efficacy) they experienced.  
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Figure 3. Scree Plot of Principal Components Analysis (Modified) 

Scree Plot of Principal Components Analysis (Modified) 
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Table 3. Results of the exploratory factor analysis of the SBNH-L scale 

Results of the exploratory factor analysis of the SBNH-L scale 

Items Component Matrix  Communalities 

PCA-

Original 

PCA-

Modified 

PCA-

Original 

PCA-

Modified 

1. SBNHL1 .83 .83  .69 .70 

2. SBNHL2 .76 –  .57 – 

3. SBNHL3 .81 .81  .66 .65 

4. SBNHL4 .87 .88  .76 .76 

5. SBNHL5 .88 .88  .77 .77 

6. SBNHL6 .85 .85  .72 .73 

7. SBNHL7 .89 .90  .80 .80 

8. SBNHL8 .86 .88  .77 .77 

9. SBNHL9 .88 .88  .77 .77 

10. SBNHL10 .91 .92  .84 .84 

11. SBNHL11 .90 .90  .81 .81 

12. SBNHL12 .87 .87  .76 .76 

13. SBNHL13 .88 .88  .78 .78 

14. SBNHL14 .90 .90  .81 .81 

15. SBNHL15 .89 .89  .79 .79 

17. SBNHL17 .88 .89  .78 .79 

18. SBNHL18 .89 .89  .79 .79 

19. SBNHL19 .90 .90  .81 .81 

20. SBNHL20 .88 .89  .78 .78 

21. SBNHL21 .91 .92  .84 .84 

22. SBNHL22 .87 .87  .76 .76 

23. SBNHL23 .87 .86  .75 .75 

24. SBNHL24 .89 .88  .79 .78 

25. SBNHL25 .83 –  .69 – 

Note. EFA-Original includes all item of the scale, EFA-Modified omits items 2 and 25.  
aN = 354-357.  
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Table 4. Pearson’s correlation matrix for nurse sample 

Pearson’s correlation matrix for nurse sample 

 n Mean SD 1 2 3 4 5 6 7 8 9 10 

1. Team/unit size 143 109.50 443.71 1          

2. PMS 143 1.86 0.47 .12 1         

3. SBNH-L 144 4.39 1.33 .07 -.11 1        

4. Inclusion 144 5.35 1.04 -.00 -.27*** .51** 1       

5. Burnout: 

Emotional 

Exhaustion 

144 3.71 1.69 .04 -.04 -.18* .07 1      

6. Burnout: 

Cynicism 

144 3.17 1.78 .06 .02 -.13 -.24** .77** 1     

7. Burnout: 

Professional 

efficacy 

140 1.00 0.65 .02 .05 .12 -.24** .05 .35** 1    

8. Sex 143 1.22 0.41 .13 -.002 .06 .01 .10 .12 .12 1   

9. Experience 

(years) 

144 11.06 9.75 .03 -.06 -.17* .15 -.02 -.08 -.32** .07 1  

10. Ethnicity 138 0.19 0.39 -.07 -.53** -.15 -.21* -.21* -.12 -.10 .07 -.18* 1 
aPMS refers to Perceived Minority Status; it is binary, where No is coded as 0 and Yes is coded as 1. bSBNH-L refers to Strengths-

Based Nursing and Healthcare Leadership. cSex is binary, where Female is coded as 1 and Male is coded as 2. dEthnicity is binary, 

where White is coded as 0 and Non-White is coded as 1. eIt is possible that some may have reported their entire organisation’s staff or 

entire organisation nursing staff vs. unit for Team unit/size  

**Correlation is significant at the 0.05 level (2-tailed). 

***Correlation is significant at the 0.01 level (2-tailed). 
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In the full healthcare sample (Table 5), found that SBNH-L and emotional exhaustion 

burnout had a significant negative correlation (r = -0.21, p < .001), SBNH-L and cynicism were 

negatively and significantly associated (r = -.18, p < .001), and SBNH-L and professional 

efficacy were negatively but not significantly related (r = -.05, p > .05).  

Furthermore, SBNH-L and inclusion had a significant positive relationship (r = 0.53, p < 

.001) and inclusion was negatively and significantly related to all three subscales of burnout 

(emotional exhaustion: r = -0.23, p < .001, cynicism: r = -0.34, p < .001, and professional 

efficacy: r = -0.25, p < .001). This suggests that the greater a nurse rated their manager’s ability 

to demonstrate SBNH-L, the more included the nurse felt, and the less overall burnout they 

experienced. Overall, the pattern of relationships was very similar between the two samples. 

Interestingly, in both samples, SBNH-L and years of experience were significantly and 

negatively associated (nurses-only subsample: r = -.17, p = .05), healthcare sample: r = -.18, p < 

.001). This conveys that the greater amount of experience the nurse and healthcare worker had, 

the less they perceived their manager(s) to display SBNH-L.  

At a glance, we can see that the demographic breakdown of each sample seems relatively 

similar between nurses and other healthcare workers (refer to Figures 4–7 for more details). 

However, these groups are compared more closely in posthoc analyses (see below: Posthoc 

Analyses). 

Test of Hypotheses 

We conducted a mediation analysis (IV: SBNH-L, Med: Perceived inclusion, DV: 

Burnout (emotional exhaustion, cynicism, professional efficacy)) on the nurse sample and on the 

overall healthcare workers sample to test our hypotheses.
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Table 5. Pearson’s correlation matrix for full healthcare sample 

Pearson’s correlation matrix for full healthcare sample 

 N Mean SD 1 2 3 4 5 6 7 8 9 10 

1. Team/unit size 353 72.58 306.03 1          

2. PMS 351 1.69 0.46 -.05 1         

3. SBNH-L 353 4.24 1.43 .03 -.11* 1        

4. Inclusion 353 5.24 1.08 -.03 -.10 .53** 1       

5. Burnout: 

Emotional 

Exhaustion 

353 3.54 1.70 .05 -.01 -.21** -.23** 1      

6. Burnout: 

Cynicism 

353 3.07 1.73 .06 -.01 -.18** -.34** .72** 1     

7. Burnout: 

Professional 

Efficacy 

349 1.04 0.75 .06 .05 -.05 -.25** .13* .26** 1    

8. Sex 350 1.25 0.43 .08 .06 .13* .10 .004 1 .08 1   

9. Experience  

(years) 

351 11.09 9.68 .02 .12* -.18** .10 -.21 -.02 .17** -.02 1  

10. Ethnicity 343 1.23 0.42 -.09 .54** -.05 -.08 -.16** -.14** .01 -.03 -.21** 1 
aPMS refers to Perceived Minority Status; it is binary, where No is coded as 0 and Yes is coded as 1. bSBNH-L refers to Strengths-

Based Nursing and Healthcare Leadership. cSex is binary, where Female is coded as 1 and Male is coded as 2. dEthnicity is binary, 

where White is coded as 0 and Non-White is coded as 1. eIt is possible that some may have reported their entire organisation’s staff or 

entire organisation nursing staff vs. unit for Team unit/size  

*Correlation is significant at the 0.05 level (2-tailed). 

**Correlation is significant at the 0.01 level (2-tailed). 
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Figure 4. Bar graph depicting the healthcare participants' age, clustered by sex 

Bar graph depicting the healthcare participants' age, clustered by sex 
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Figure 5. Bar graph depicting breakdown of primary clientele, clustered by discipline 

Bar graph depicting breakdown of primary clientele, clustered by discipline 

 



   

 36 

Figure 6. Bar graph of breakdown of healthcare settings where participants work in, clustered by discipline 

Bar graph of breakdown of healthcare settings where participants work in, clustered by 

discipline 

 

 

 

 

 

 

 

  



   

 37 

Figure 7. Bar graph of percentage of participants who identify as a minority or not, clustered by discipline 

Bar graph of percentage of participants who identify as a minority or not, clustered by discipline  
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We conducted the mediation analysis for both samples again, this time including a 

covariate that we believed could have influenced the outcome variable, ethnicity. Following the 

PROCESS analysis above, we were interested in seeing if any demographic variables had 

confounding roles in the mediating effect. We believe this variable should be accounted for in 

our mediation analyses because it represents potential grounds upon which someone may 

identify as a minority, and perceiving oneself as a minority may influence feelings of inclusion.  

Note that to include ethnicity as a covariate, we first analyzed the frequency with which 

each ethnicity was reported (refer back to Table 2 for the breakdown). Since there was a  

substantial portion (77.6%) who identified as White and a small number of participants who 

identified with an ethnicity outside of White, we decided to collapse the results to create a binary 

variable of ethnicity that encompassed those who identified as White (the largest subsample) and 

those who identified as any other ethnicity. The participants who selected multiple ethnicities 

outside of White were combined into the Non-White sample, and those who identified as White 

and another ethnicity were excluded from this analysis of mediation (n = 10). We excluded these 

10 participants because we wanted to distinguish more strictly between both groups.  

Hypothesis 1. We found partial support for our first hypothesis that in all healthcare 

workers (including nurses), SBNH-L will be negatively related to burnout. Firstly, we analyzed 

the data for all three dependent variables separately (emotional exhaustion, cynicism, and 

professional efficacy) in the nurse-only subsample. We found that there was a significant total 

effect of SBNH-L on emotional exhaustion (B = -0.22, LLCI = -0.43, ULCI = -.02), a non-

significant total effect of SBNH-L on cynicism (B = -0.17, LLCI = -0.39, ULCI = 0.05), and a 

non-significant total effect of SBNH-L on professional efficacy (B = -.06, LLCI = -0.02, ULCI = 
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0.14). Refer to Tables 6-8 for the detailed results on the three burnout subscales within the nurse 

sample.  

In the full healthcare sample, we discovered that there was a significant total effect of 

SBNH-L on emotional exhaustion (B = -0.25, LLCI = -0.37, ULCI = -0.13) and on cynicism (B = 

-.0.22, LLCI = -.34, ULCI = -.09), but not on professional efficacy (B = 0.02, LLCI = -0.03, 

ULCI = 0.08). Refer to Tables 9–11 for the detailed results on the three subscales of burnout 

within the full healthcare sample. These results suggest that SBNH-L may act as a predictor of 

two subscales of burnout (emotional exhaustion and cynicism), possibly playing a role in 

decreasing emotional exhaustion and decreasing cynicism to overall combat burnout rates. 

However, these findings were only found in the larger healthcare sample and not in the 

subsample of nurses, where only emotional exhaustion was found to have a significant total 

effect. 

Hypothesis 2. We found full support for our second hypothesis (that in all healthcare 

workers and nurses, SBNH-L would be positively associated with inclusion). This was found in 

the nurse-only sample (B = 0.51, SE = 0.06, t = 7.04, LLCI = 0.29, ULCI = 0.51) and in the full 

healthcare sample (B = 0.53, SE = 0.03, t = 11.62, LLCI = 0.33, ULCI = 0.47), suggesting that 

the more a leader displays SBNH-L, the more included the team members will feel (refer to 

Table 6 and Table 9 for more details).  

Hypothesis 3. For our third hypothesis (that in both samples, inclusion would be 

positively related to burnout), we found partial support in the nurse-only sample and full support 

in our full healthcare sample on all three subscales of burnout.  
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Table 6. Mediation model in nurse sample using PROCESS Macro model 4 with Emotional Exhaustion as the outcome 

Mediation model in nurse sample using PROCESS Macro model 4 with Emotional Exhaustion as the outcome 

  Inclusion Emotional Exhaustion 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .26***      .04*** 

Constant  3.60*** 0.26 13.98 3.09 4.12  5.19*** 0.74 6.99 3.72 6.65  

SBNH-L  0.51*** 0.06 7.04 0.29 0.51  –0.13 0.12 –1.39 –0.41 0.07  

Inclusion  – – – – –  –0.08 0.16 –0.87 –0.45 0.17  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

SBNH-L on Emotional Exhaustion    –0.17 –0.41 0.07 

 Indirect effects          

     SBNH-L on Emotional Exhaustion via Inclusion   –0.05 –0.19 0.06 

Total effects          

 SBNH-L on Emotional Exhaustion    –0.22** –0.43 –0.02 

Note. Nurses. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval.  
an =144. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 7. Mediation model in nurse sample using PROCESS Macro model 4 with Cynicism as the outcome 

Mediation model in nurse sample using PROCESS Macro model 4 with Cynicism as the outcome 

  Inclusion Cynicism 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .26***      .06** 

Constant  3.60*** 0.26 13.98 3.09 4.12  5.41*** 0.77 7.02 3.89 6.93  

SBNH-L  0.51*** 0.06 7.04 0.29 0.51  –0.002 0.13 –0.02 –0.25 0.25  

Inclusion  – – – – –  –0.24** 0.16 –2.57 –0.74 –0.10  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

SBNH-L on Cynicism     –0.002 –0.25 0.25 

  Indirect effects         

     SBNH-L on Cynicism via Inclusion    –0.17** –0.35 –0.03 

Total effects          

 SBNH-L on Cynicism     –0.17 –0.39 0.05 

Note. Nurses. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval.  

an =144. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 8. Mediation model in nurse sample using PROCESS Macro model 4 with Professional efficacy as the outcome 

Mediation model in nurse sample using PROCESS Macro model 4 with Professional efficacy as the outcome 

  Inclusion Professional Efficacy 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .26***      .14*** 

Constant  3.60*** 0.26 13.98 3.09 4.12  1.64*** 0.27 6.06 1.11 2.18  

SBNH-L  0.51*** 0.06 7.04 0.29 0.51  0.33*** 0.05 3.58 0.07 0.25  

Inclusion  – – – – –  –0.41*** 0.06 –4.40 –0.36 –0.14  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

SBNH-L on Professional Efficacy    0.16** 0.07 0.25 

 Indirect effects          

     SBNH-L on Professional Efficacy via Inclusion   –0.10** –0.17 –0.05 

Total effects          

 SBNH-L on Professional Efficacy    –0.06 –0.02 0.14 

Note. n =140 Nurses. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval.  
aSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 9. Mediation model in healthcare workers sample using PROCESS Macro model 4 with Emotional Exhaustion as the outcome 

Mediation model in healthcare worker sample using PROCESS Macro model 4 with Emotional Exhaustion as the outcome 

  Inclusion Emotional Exhaustion 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .28***      .06*** 

Constant  3.55*** 0.15 23.10 3.24 3.85  5.48*** 0.43 12.63 4.63 6.34  

SBNH-L  .53*** 0.03 11.62 0.33 0.47  –0.12** 0.07 –2.02 –0.29 –0.004  

Inclusion  – – – – –  –0.16** 0.09 –2.68 –0.44 –0.07  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

     SBNH-L on Emotional Exhaustion    –0.15** –0.29 –0.004 

Indirect effects         

     SBNH-L on Emotional Exhaustion via Inclusion  –0.10** –0.18 –0.03 

Total effects          

     SBNH-L on Emotional Exhaustion    –0.25** –0.37 –0.13 

Note. All healthcare workers. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval.  
aN = 357. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 10. Mediation model in healthcare workers sample using PROCESS Macro model 4 with Cynicism as the outcome 

Mediation model in healthcare worker sample using PROCESS Macro model 4 with Cynicism as the outcome 

  Inclusion Cynicism 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .28***      .11*** 

Constant  3.55*** 0.15 23.10 3.24 3.85  5.87*** 0.43 13.68 5.02 6.71  

SBNH-L  .53*** 0.03 11.62 0.33 0.47  –0.01 0.07 –0.11 –0.15 0.13  

Inclusion  – – – – –  –0.33*** 0.09 –5.64 –0.71 –0.34  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

     SBNH-L on Cynicism     –0.01 –0.15 0.13 

Indirect effects         

     SBNH-L on Cynicism via Inclusion    –0.21** –0.31 –0.13 

Total effects          

     SBNH-L on Cynicism     –0.22** –0.34 –0.09 

Note. All healthcare workers. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval.  
aN = 357. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 11. Mediation model in healthcare workers sample using PROCESS Macro model 4 with Professional efficacy as the outcome 

Mediation model in healthcare worker sample using PROCESS Macro model 4 with Professional efficacy as the outcome 

  Inclusion Professional Efficacy 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .28***      .10*** 

Constant  3.55*** 0.15 23.10 3.24 3.85  1.84*** 0.19 9.86 1.47 2.21  

SBNH-L  .53*** 0.03 11.62 0.33 0.47  0.24*** 0.03 4.05 0.07 0.19  

Inclusion  – – – – –  –0.37*** 0.04 –6.25 –0.34 –0.18  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

     SBNH-L on Professional Efficacy    0.13** 0.07 0.19 

Indirect effects         

     SBNH-L on Professional Efficacy via Inclusion  –0.10** –0.15 –0.07 

Total effects          

     SBNH-L on Professional Efficacy    0.02 –0.03 0.08 

Note. N = 353 All healthcare workers. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence 

interval.  
aN = 353. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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For the nurse-only sample, we found support for this hypothesis for the subscales of cynicism (B 

= -0.24, SE = 0.16, t = -2.57, LLCI = -0.74, ULCI = 0.10; refer to Table 7) and professional 

efficacy (B = -0.41, SE = 0.06, t = -4.40, LLCI = -0.36, ULCI = 0.14; refer to Table 8), but not 

emotional exhaustion (B = -0.08, SE = 0.16, t = -0.87, LLCI = -0.45, ULCI = 0.17; refer to   

Table 6).  

In the full healthcare sample, support was found for all three subscales: emotional 

exhaustion (B = -0.16, SE = 0.09, t = -2.68, LLCI = -0.44, ULCI = -0.07; refer to Table 9), 

cynicism (B = -0.33, SE = 0.09, t = -5.64, LLCI = -0.71, ULCI = -0.34, refer to Table 10), and 

professional efficacy (B = -0.37, SE = 0.04, t = -6.25, LLCI = -0.34, ULCI = -0.18; refer to Table 

11). These results suggest that, overall, inclusion and burnout are highly related. 

Hypothesis 4. For our final hypothesis (that in both samples, perceived inclusion would 

act as a significant mediator in the relationship between SBNH-L and burnout), we found partial 

support for this hypothesis when we analyzed the nurse-only sample and each subscale of 

burnout separately. We found that inclusion had no mediating effect on SBNH-L and emotional 

exhaustion (B = -0.05, LLCI = -0.19, ULCI = 0.06; refer to Table 6), a complete mediation effect 

on SBNH-L and cynicism (B = -0.17, LLCI = -0.35, ULCI = 0.03; refer to Table 7), and only a 

significant indirect effect (with no total effect) on SBNH-L and professional efficacy (B = -0.10, 

LLCI = -0.17, ULCI = -0.05; refer to Table 8). 

When looking at the full healthcare sample, we discovered that inclusion acted as a 

mediator in the relationship between SBNH-L and emotional exhaustion (B = -0.10, LLCI = -

0.18, ULCI = -0.03; refer to Table 9) and between SBNH-L and cynicism (B = -0.21, LLCI = -

0.31, ULCI = -0.13; refer to Table 10). However, inclusion had an indirect effect (but no total 
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effect) on SBNH-L and professional efficacy (B = -0.10, LLCI = -0.15, ULCI = -0.07; refer to 

Table 11).  

When we considered the covariate of ethnicity, we discovered that the mediating effect 

patterns of inclusion on the relationship between SBNH-L and each subscale of burnout did not 

vary largely from the original analyses. In the nurse-only sample, we see the same pattern of 

results even if we control for ethnicity (refer to Tables 12–14 for more details). When ethnicity 

was used as a covariate in the healthcare sample, inclusion changed from a partial mediator 

between SBNH-L and cynicism to a complete mediator (B = -0.21, LLCI = -0.31, ULCI = -0.13; 

Table 16). Refer to Tables 15–17 for more details on the covariate’s effect on the three burnout 

subscales and refer to Table 18 for a high-level overview of the a-priori findings.  

Posthoc Analyses 

 As posthoc analyses, we were interested in testing the two groups (nurses and other 

healthcare workers) to see if there were any demographic differences between them. As such, we 

conducted independent samples t-tests and used discipline (nurse vs. other) as the grouping 

variable.  

We discovered that there were no statistical differences between nurses and other 

healthcare workers when we looked at the test variables: age (t(355) = -0.09, p > .05), years of 

experience (t(353) = -0.04, p > .05), and number of people in a team/unit (t(164.19) = 1.61, p > 

.05; refer to Table 19). We assumed equal variance for age and years of experience, but team size 

violated the assumption of homogeneity (F = 5.95, p < .05). Thus, we proceeded with equal 

variance not assumed. 
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Table 12. Mediation model of nurse-only subsample using PROCESS macro model 4 with Emotional Exhaustion as the DV and Ethnicity as the covariate 

Mediation model of nurse-only subsample using PROCESS macro model 4 with Emotional Exhaustion as the DV and Ethnicity as the 

covariate 

  Inclusion Emotional Exhaustion 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .27***      .09** 

Constant  4.14*** 0.38 10.96 3.40 4.89  6.89*** 0.96 7.19 4.99 8.77  

SBNH-L  0.48*** 0.58 6.48 0.26 0.49  –0.14 0.12 –1.43 –0.42 0.07  

Inclusion  – – – – –  –0.12 0.16 –1.28 –0.52 0.11  

Ethnicity  –0.14 0.20 –1.89 –0.76 0.02  –0.26** 0.37 –3.07 –1.85 –0.40  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

     SBNH-L on Emotional Exhaustion    –0.17 –0.42 0.07 

Indirect effects          

     SBNH-L on Emotional Exhaustion via Inclusion   –0.08 –0.22 0.43 

Total effects          

     SBNH-L on Emotional Exhaustion    –0.25** –0.46 –0.04 

Note. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval.  
an = 138 Nurse. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 13. Mediation model of nurse-only subsample using PROCESS macro model 4 with Cynicism as the DV and covariates included 

Mediation model of nurse-only subsample using PROCESS macro model 4 with Cynicism as the DV and covariates included 

  Inclusion Cynicism 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .27***      .08** 

Constant  4.14*** 0.38 10.96 3.40 4.89  6.58*** 1.01 6.52 4.59 8.58  

SBNH-L  0.48*** 0.58 6.48 0.26 0.49  –0.02 0.13 –0.17 –0.28 0.23  

Inclusion  – – – – –  –0.26** 0.17 –2.67 –0.78 0.12  

Ethnicity  –0.14 0.20 –1.89 –0.76 0.02  –0.17** 0.39 –2.03 –1.55 –0.02  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

     SBNH-L on Cynicism     –0.02 –0.28 0.23 

Indirect effects          

     SBNH-L on Cynicism via Inclusion    –0.17** –0.35 –0.03 

Total effects          

     SBNH-L on Cynicism     –0.19 –0.42 0.04 

Note. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval.  
an = 138 Nurses. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 14. Mediation model of nurse-only subsample using PROCESS macro model 4 with Professional efficacy as the DV and covariates included 

Mediation model of nurse-only subsample using PROCESS macro model 4 with Professional efficacy as the DV and covariates 

included 

  Inclusion Professional Efficacy 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .27***      .15*** 

Constant  4.14*** 0.38 10.96 3.40 4.89  1.95*** 0.35 5.51 1.25 2.65  

SBNH-L  0.48*** 0.58 6.48 0.26 0.49  0.32*** 0.05 3.44 0.07 0.25  

Inclusion  – – – – –  –0.41*** 0.06 –4.32 –0.37 –0.14  

Ethnicity  –0.14 0.20 –1.89 –0.76 0.02  –0.14 0.14 –1.68 –0.50 0.40  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

     SBNH-L on Professional Efficacy    0.16** 0.07 0.25 

Indirect effects          

     SBNH-L on Professional Efficacy via Inclusion   –0.10** –0.17 –0.05 

Total effects          

     SBNH-L on Professional Efficacy    –0.06 –0.02 0.14 

Note. n = 134 Nurses. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval. ***p < 0.001.  
an = 134 Nurses. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 15. Mediation model of healthcare worker sample using PROCESS macro model 4 with Emotional Exhaustion as the DV and covariates included 

Mediation model of healthcare worker sample using PROCESS macro model 4 with Emotional Exhaustion as the DV and covariates 

included 

  Inclusion Emotional Exhaustion 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .27***      .09*** 

Constant  3.77*** 0.22 17.22 3.34 4.20  6.40*** 0.53 12.14 5.37 7.44  

SBNH-L  0.51*** 0.04 11.06 0.32 0.46  –0.12 0.07 –1.91 –0.28 0.004  

Inclusion  – – – – –  –0.17** 0.10 –2.80 –0.45 –0.08  

Ethnicity  –0.05 0.12 –1.10 –0.36 0.10  –0.18*** 0.21 –3.47 –1.14 –0.31  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

     SBNH-L on Emotional Exhaustion    –0.14 –0.28 0.004 

Indirect effects          

     SBNH-L on Emotional Exhaustion via Inclusion   –0.10** –0.18 –0.03 

Total effects          

     SBNH-L on Emotional Exhaustion    –0.24** –0.36 –0.12 

Note. All healthcare workers. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval.  
aN = 343. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 16. Mediation model of healthcare worker sample using PROCESS macro model 4 with Cynicism as the DV and covariates included 

Mediation model of healthcare worker sample using PROCESS macro model 4 with Cynicism as the DV and covariates included 

  Inclusion Cynicism 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .27***      .13*** 

Constant  3.77*** 0.22 17.22 3.34 4.20  6.77*** 0.52 12.95 5.75 7.80  

SBNH-L  0.51*** 0.04 11.06 0.32 0.46  –0.01 0.07 –0.14 –0.15 0.13  

Inclusion  – – – – –  –0.34*** 0.09 –5.70 –0.72 –0.35  

Ethnicity  –0.05 0.12 –1.10 –0.36 0.10  –0.17*** 0.21 –3.31 –1.09 –0.28  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

     SBNH-L on Cynicism     –0.01 –0.15 0.13 

Indirect effects          

     SBNH-L on Cynicism via Inclusion    –0.21** –0.31 –0.13 

Total effects          

     SBNH-L on Cynicism     –0.22** –0.34 –0.09 

Note. All healthcare workers. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval.  
aN = 347. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 17. Mediation model of healthcare worker sample using PROCESS macro model 4 with Professional efficacy as the DV and covariates included 

Mediation model of healthcare worker sample using PROCESS macro model 4 with Professional efficacy as the DV and covariates 

included 

  Inclusion Professional Efficacy 

Antecedents  B SE t LLCI ULCI R2 B SE t LLCI ULCI R2 

       .27***      .10*** 

Constant  3.77*** 0.22 17.22 3.34 4.20  1.85*** 0.23 8.08 1.40 2.31  

SBNH-L  0.51*** 0.04 11.06 0.32 0.46  0.24*** 0.03 4.01 0.06 0.19  

Inclusion  – – – – –  –0.37*** 0.04 –6.13 –0.34 –0.17  

Ethnicity  –0.05 0.12 –1.10 –0.36 0.10  –0.01 0.09 –0.09 –0.19 0.17  

Results of direct, indirect, and total theory effects         

Predictor        Effect LLCI ULCI 

Direct effects          

     SBNH-L on Professional Efficacy    0.13** 0.06 0.19 

Indirect effects          

     SBNH-L on Professional Efficacy via Inclusion   –0.10** –0.14 –0.06 

Total effects          

     SBNH-L on Professional Efficacy    0.27 –0.03 –.08 

Note. All healthcare workers. LLCI, lower level of the 95% confidence interval; ULCI, upper level of 95% confidence interval.  
aN = 343. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. 

***p < 0.001. **p < 0.05. 
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Table 18. High-level overview of mediation results for both the nurse-only subsample and full healthcare sample 

High-level overview of mediation results for both the nurse-only subsample and full healthcare sample 
Nurses Healthcare Workers 

EE Only sig. total effect (no direct effect or indirect effect) EE Partial Mediation 

CY Only a sig. indirect effect (no total effect or direct effect) CY Complete Mediation 

PE Direct effect & indirect effect, but no total effect PE Direct effect & indirect effect, but no total effect 

        

EE + cov Only sig. total effect (no direct effect or indirect effect) EE + cov Complete Mediation 

CY + cov Only a sig. indirect effect (no total effect or direct effect) CY + cov Complete Mediation 

PE + cov Direct effect & indirect effect, but no total effect PE + cov Direct effect & indirect effect, but no total effect 
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Table 19. Independent t-test between nurses' vs. other healthcare workers' demographic variables 

Independent t-test between nurses' vs. other healthcare workers' demographic variables 

Scale 

Nurses Other 
df 

T 

 

P 

 

d 

 

M SD M SD     

Age (months) 42.84 12.45 42.95 12.16 355 –0.09 .932 12.28 

Experience (years) 11.06 9.75 11.10 9.65 353 –0.04 .967 9.69 

Number of people in team/unit 109.45 443.71 47.46 149.69 164.19* 1.61 .061 304.94 

Note. Nurses (n = 144), Other healthcare workers sample (n = 213).  
aEffect size is denoted by Cohen’s d. bSBNH-L refers to Strengths-Based Nursing and Healthcare Leadership. cTeam size reflects 

equal variances not assumed. dIt is possible that some may have reported their entire organisation’s staff or entire organisation nursing 

staff vs. unit for Team unit/size 
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We were also interested in seeing if the two groups demonstrated differences in scores for 

the scales of interest. We found that there were no significant difference in scores between nurses 

and healthcare workers on any scale: SBNH-L (t(355) = 1.69, p > .05), inclusion (t(355) = 1.63, 

p > .05), emotional exhaustion (t(355) = 1.60, p > .05), cynicism (t(355) = 0.93, p > .05), or 

professional efficacy (t(351) = -0.76, p > .05). Refer to Table 20 for more details. 

Discussion 

This thesis sought to examine if perceived inclusion served as an explanatory mechanism 

in the relationship between SBNH-L and burnout among healthcare workers. We surveyed a 

group of healthcare workers and ran mirroring analyses on a subsample of nurses. At first glance, 

we can draw three main takeaways from these a-priori results: (1) healthcare workers do benefit 

from SBNH-L as it has been shown to increase inclusion, (2) inclusion is an important 

explanatory mechanism of the relationship between SBNH-L and burnout (in particular, 

emotional exhaustion and cynicism), and (3) nurses alone seem to differ when compared to the 

full sample of healthcare workers (in which nurses are included). 

Theoretical Contributions 

Since SBNH-L is still in its infancy, this study is one of the first to quantify SBNH-L 

through the eyes of the employee, and it adds one more piece of the puzzle to factors that may 

mitigate burnout in healthcare, adding to the literature on this new leadership approach. We 

believe that these results give insight into the influence that SBNH-L can have on team 

members’ perceived inclusion and rates of burnout, and this will affect how they care for 

patients.  
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Table 20. Independent t-test of scale scores between nurses and other healthcare workers 

Independent t-test of scale scores between nurses and other healthcare workers 

Scale df t p d 

SBNH-L 355 1.69 .09 1.42 

Inclusion 355 1.63 .11 1.08 

Emotional Exhaustion 355 1.60 .11 1.70 

Cynicism 355 .93 .35 1.73 

Professional Efficacy 351 –.76 .45 0.75 

Note. Nurses (n = 144), Other healthcare workers sample (n = 213).  
aEffect size is denoted by Cohen’s d.
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Furthermore, these results contribute to the large-scale review by Cummings and 

colleagues (2018) and defend that leadership is a significant factor in employees’ well-being. In 

their review, the authors highlight that relational leadership styles show greater success rates 

among nurses, fostering environments for growth and improved well-being. However, relational 

leadership styles, such as transformational, were not founded in healthcare and do not capture the 

full essence of the field. Thus, our study contributes to the nascent literature on SBNH-L and, as 

such, deserves a place in the leadership literature. We have operationalized the newly developed 

theory of SBNH-L and have provided evidence on SBNH-L’s ability to create healthy work 

environments in the healthcare field. As stated previously, the abundant amount of literature on 

leadership highlights the importance of training leaders to shape employees. Nevertheless, no 

leadership style to date has been grounded in healthcare, a unique labour force, where burnout 

rates continue to increase and dire change is needed (Dyrbye et al., 2014), attesting to the 

importance of SBNH-L’s development. 

The findings from this study provide evidence for Gottlieb’s theory which hypothesizes 

that SBNH-L contributes to creating a healthy work environment. More specifically, these 

findings suggest that SBNH-L fosters an environment that emphasizes the principle of 

“goodness-of-fit,” whereby healthcare employees work best in environments that utilize their 

strengths (Gottlieb et al., 2012). This, in turn, fosters inclusion, which we know is a vital 

component of the EDI matrix and is an important element of a healthy environment (Woolforde, 

2019).  

Notably, a key factor of inclusion is feeling valued and accepted in a group because of 

your individual strengths (Shore et al., 2011). Once again, this ties in with SBNH-L, where value 

is placed on unique strengths (Gottlieb et al., 2012). Therefore, our results align with research 
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highlighting that leadership plays a vital role in perceived inclusion. Moreover, employees who 

feel a greater sense of inclusion tend to report having greater self-worth and are more willing to 

display initiative in their work and help their coworkers (Cottrill et al., 2014).  

Furthermore, the relationship between SBNH-L and inclusion supports the previously 

mentioned Theory of Generative Interactions (Bernstein et al., 2020), where the authors 

emphasized the importance of collaborative interactions to promote inclusion. More specifically, 

Bernstein and colleagues (2020) elucidate that there are practices that the organization can use to 

increase inclusion, some of which include: “shared organizational purpose, […] equal status and 

decision making, and collaboration” (p. 403). This links to SBNH-L since one of its core values 

is collaboration (Gottlieb et al., 2021). These practices elicit more frequent, positive interactions 

and promote psychological safety, a leading factor in reducing burnout rates (Carmeli et al., 

2010; Vévoda et al., 2016). What has also been a focus in the literature are possible mechanisms 

for burnout, a notable one being leadership (e.g., Zopiatis & Constanti, 2010). This sheds light 

on the importance of leadership on inclusion and burnout and speaks to SBNH-L being a key 

mechanism in burnout rate reduction. 

When we look back at the interesting findings on the negative relationship between years 

of experience and SBNH-L, we can make a few interpretations. One explanation is that over 

time, employees in healthcare may grow more frustrated with their organization and the 

healthcare system (i.e., long-term effects of tenuous working conditions). Consequently, they 

may link their manager to the lack of progress and believe their manager exhibits fewer SBNH-L 

behaviours. Another explanation is that the healthcare workers with more experience are more 

resistant to burnout than newer healthcare workers (e.g., Torrente et al., 2021). Therefore, 
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regardless of their manager’s leadership style, they can refrain from burnout—perhaps due to 

other variables outside the scope of the study.  

We conducted our primary analyses with the hypothesis that the results of nurses and 

healthcare workers would mirror each other since SBNH-L is theorized to meet the needs of 

healthcare in general (Gottlieb et al., 2012). Note, however, that some literature has 

demonstrated that nurses may be unique in healthcare. More specifically, previous literature 

reported that nurses were found to suffer from greater levels of stress compared to other 

healthcare workers (Su et al., 2009), they were more prone to certain diseases and health hazards 

(Fronteira & Ferrinho, 2011), they experienced more patient aggression (Kowalczuk & 

Krajewska-Kułak, 2017), and they tended to show significantly greater rates of burnout (Chou et 

al., 2014). Considering this, it might be one explanation as to why the nurse-only sample had 

varying results when looking at the burnout subscales and had differing results from the full 

healthcare sample.  

However, another explanation is that the nurse sample was too small to capture the true 

effect of SBNH-L on burnout, as the sample was half the size of the full healthcare sample. Thus, 

we are seeing similar patterns between both samples but differing results. Therefore, it could 

have been lacking power in the nurse sample. Nonetheless, our findings provide evidence that 

SBNH-L can act as a protective barrier to burnout for healthcare workers by fostering an 

environment of inclusion.  

This study offers a richer understanding of a leadership philosophy that is founded in 

nursing but can extend to the greater healthcare field. We have demonstrated that SBNH-L is one 

factor that may contribute to decreasing rates of burnout among healthcare employees. Through 

uncovering a mechanism by which leadership can affect burnout rates, it will encourage 
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healthcare managers to adopt the SBNH-L approach to foster an environment of inclusion by 

utilizing all members’ strengths. In turn, we hope that the widespread adoption of this leadership 

approach in healthcare, a trend that seems to be accelerating of late, will reduce burnout rates, as 

shown through this study. The aim is to foster an environment where employees are happy and 

satisfied so they can perform their best and provide the greatest quality of care to patients.  

Strengths, Limitations and Future Research 

 This study contributes to our understanding of how perceived inclusion can play an 

important role in the relationship between SBNH-L and burnout in healthcare. It brings to light 

innovative and current concepts in healthcare and ties in the importance of EDI in team settings. 

Additionally, it is the first study in the SBNH-L literature to investigate the employee’s 

perspective and provides insight into the broader realm of healthcare (i.e., disciplines outside but 

in line with nursing).  

Nevertheless, several limitations need to be acknowledged. First, our sample size was 

composed of only Canadian healthcare workers. This does not allow us to measure if there is a 

difference between healthcare systems in Canada and the USA that can be a potential moderator. 

Nevertheless, although differences in burnout across nations have been shown (Woo et al., 

2020), differences within North America are few and far between (Maslach et al., 2001). Thus, 

we should not expect large-scale differences between both nations, regardless of Canada being 

based on a prominent structure of public healthcare and the USA being based on a prominent 

private sector. However, in response to this concern, we compared these opposite healthcare 

settings within Canada (public versus private health settings) as a parallel reflection of the two 

countries. We found no significant differences between both healthcare settings in our sample1. 

 
1
 SBNHL: F(10.69,714,26) = 2.63, p = 0.07 

Inclusion: F(2, 351) = 1.66, p = .19 
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This suggests that our findings may extend to the USA, potentially echoing Maslach and 

colleagues’ (2001) findings. Nonetheless, future studies should look more deeply at this and 

conduct a comprehensive comparison between nations. 

Secondly, our sample was not large enough to capture enough variability in participants’ 

ethnicities. To account for this, we collapsed the ethnicity data into two categories to analyze the 

data as a binary variable. This meant that we were not able to get a deeper understanding of each 

ethnicity and how each one may play an independent role in perceived inclusion. Nevertheless, 

by collapsing the data into two groups based on what was the majority/minority ethnicity in our 

study, we discovered that ethnicity was a significant negative covariate in both samples. This 

tells us that ethnicity influenced burnout. More specifically, those who identified as an ethnicity 

outside of White tended to report greater rates of burnout. Thus, future studies should look 

deeper into these interesting findings and attempt to break down the variance explained by 

ethnicity.  

Furthermore, the data were collected in a cross-sectional fashion, which does not allow us 

to draw any causal conclusions. Along the same lines, the data were collected at a single time 

point, from a single source, making the conclusions susceptible to common method variance. 

This means that using a mediation analysis at only one time point may not be representative and 

generalizable to other time points and may allow us to ‘discover’ spurious relationships that 

would otherwise not exist if the analyses were conducted over multiple time points. Future 

studies can attempt to replicate the current study but include multiple time points to control this 

bias and draw causal conclusions. 

 
Burnout: F(0.943, 431.98) = 0.38, p = .68 
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Finally (and relatedly), we did not collect the data in intact teams (i.e., all members of a 

unit rating their leader). This limits what we know about the leader and their effect on units. 

However, these aspects allowed us to capture rich data in a shorter period and propose 

introductory findings to a newly developed leadership approach with no published quantitative 

studies to date.  

An encouraging future pathway is to approach SBNH-L and inclusion through the self-

determination theory (Deci & Ryan, 2000) lens. As stated previously, the SDT encompasses 

autonomy, relatedness, and competence as three key factors contributing to well-being (Deci & 

Ryan, 2000). Similarly, one of SBNH-L’s core values is self-determination (Gottlieb et al., 

2021), supporting the important link between these two theories. It would be interesting to dig 

deeper into this tie to measure if the three concepts of SDT mediate the link between SBNH-L 

and burnout. Moreover, we have provided evidence of SBNH-L’s ability to increase inclusion 

among employees through a top-down level of analysis. However, the angle of the bottom-up 

approach of analysis has not yet been studied, and understanding of how employees' evaluations 

of self-perceived autonomy, relatedness, and competence may play a role in their ratings of 

intrinsic motivation and, in turn, can impact their acceptance of SBNH-L. Thus, future studies 

should break down the nuances of SDT and SBNH-L and how they may connect with intrinsic 

motivation (Bidee et al., 2017).  

Practical Contributions  

From a practical standpoint, these findings mean that fostering SBNH-L in healthcare 

settings through training, mentorship, and reflective leadership practice, is an effective way to 

create more inclusive workplaces and reduce burnout. This is particularly important as we know 

that we cannot spare any more absent healthcare workers in a time of great populational demand 
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for healthcare. Expanding on this, before the Covid-19 pandemic, burnout rates among 

healthcare workers ranged from 20–30% and by 2021, burnout rates among healthcare workers 

had exceeded 60% (Maunder et al., 2021). This only exemplifies the importance of addressing 

this phenomenon by using leadership to mitigate burnout.  

While burnout is a psychological phenomenon, its effects reach far beyond the afflicted 

individual. For one, burnout has been shown to cause a great financial burden. According to Han 

and colleagues (2019), it is estimated that physician burnout alone costs the medical system in 

the US about $4.6 billion a year. In a review by Ellison (2019), the author contributes to Han and 

colleagues’ (2019) findings, stating that the cost of healthcare increases as a result of burnout, 

and more than that, “an un-well and unhappy workforce may result in high turnover and 

replacement, low-quality care, a high risk for medical errors and malpractice claims, and 

suboptimal patient outcomes” (p. 807). In a report by Maunder and colleagues (2021), the 

authors summarized previous literature on burnout and reiterated that burnout results in 

numerous adverse outcomes outside of financial burden. Looking at the afflicted individual, we 

understand that burnout often leads to important issues such as depression, substance abuse, and 

poor health. When we look at the results of burnout in the organization, the authors explain that 

high absenteeism and turnover rates become significant. Lastly, the authors clarify that burnout 

negatively affects the patient, whereby the patient reports lower satisfaction and lower quality of 

care from the healthcare worker experiencing burnout. Thus, to combat these significant negative 

consequences of burnout, we need to address leadership by adopting the newly theorized SBNH-

L approach. Practically, this can be implemented in clinical settings through leadership training, 

reflective practice groups, and mentorship. 
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Conclusion 

The Covid-19 pandemic has caused an enormous strain on the healthcare field. Now 

more than ever, we need to act and do everything in our power to mitigate burnout rates among 

healthcare professionals. This study captured the importance of the SBNH-L approach on 

employees as it was shown to increase inclusion and, in turn, reduce burnout rates.  

We know that burnout is a prominent phenomenon that needs to be addressed as it 

negatively impacts healthcare workers every day. Further studying and understanding the SBNH-

L approach can potentially affect the way managers in the healthcare field lead. Since leaders 

shape the future, we believe that this new leadership construct, grounded in the healthcare field, 

can and should be implemented in the broader realm of healthcare to reduce the rates of burnout. 

It is essential for leaders to be aware of the impact they have on their employees and recognize 

that they have the potential to create harmony within their team and promote well-being. We 

have explored one vital piece of the puzzle on burnout, which can potentially increase the quality 

of care that patients receive. 

  

 

 

 

  



   

 66 

References 

Agogino, A. (2007, April). Beyond bias and barriers: Fulfilling the potential of women in 

academic science and engineering. In APS April Meeting Abstracts (pp. K6–001). 

American College of Healthcare Executives. (2022). A comparison of the career attainments of 

men and Women Healthcare Executives. American College of Healthcare Executives. 

Retrieved May 1, 2022, from https://www.ache.org/learning-center/research/about-the-

workplace/gender-studies/a-comparison-of-the-career-attainments-of-men-and-women-

healthcare-executives  

Amis, J. M., Mair, J., & Munir, K. A. (2020). The Organizational Reproduction of Inequality. 

Academy of Management Annals, 14(1), 195–230. 

https://doi.org/10.5465/annals.2017.0033 

Aronsson, G., Theorell, T., Grape, T., Hammarström, A., Hogstedt, C., Marteinsdottir, I., Skoog, 

I., Träskman-Bendz, L., & Hall, C. (2017). A systematic review including meta-analysis 

of work environment and burnout symptoms. BMC Public Health, 17(1), 264. 

https://doi.org/10.1186/s12889-017-4153-7 

Bass, B. M. (1985). Leadership: Good, better, best. Organizational dynamics, 13(3), 26-40. 

 

Bernstein, R. S., Bulger, M., Salipante, P., & Weisinger, J. Y. (2020). From Diversity to 

Inclusion to Equity: A Theory of Generative Interactions. Journal of Business Ethics, 

167(3), 395–410. https://doi.org/10.1007/s10551-019-04180-1 

Bhutani, J., Bhutani, S., Balhara, Y. P. S., & Kalra, S. (2012). Compassion Fatigue and Burnout 

Amongst Clinicians: A Medical Exploratory Study. Indian Journal of Psychological 

Medicine, 34(4), 332–337. https://doi.org/10.4103/0253-7176.108206 



   

 67 

Bidee, J., Vantilborgh, T., Pepermans, R., Willems, J., Jegers, M., & Hofmans, J. (2017). Daily 

motivation of volunteers in healthcare organizations: Relating team inclusion and 

intrinsic motivation using self-determination theory. European Journal of Work and 

Organizational Psychology, 26(3), 325–336. 

https://doi.org/10.1080/1359432X.2016.1277206 

Burke, S., & Collins, K. M. (2001). Gender differences in leadership styles and management 

skills. Women in Management Review, 16(5), 244–257. 

https://doi.org/10.1108/09649420110395728 

Busch, T., & Wennes, G. (2012). Changing values in the modern public sector: The need for 

value-based leadership. 8(4), 201–215. 

Butler, L. D., Carello, J., & Maguin, E. (2017). Trauma, stress, and self-care in clinical training: 

Predictors of burnout, decline in health status, secondary traumatic stress symptoms, and 

compassion satisfaction. Psychological Trauma: Theory, Research, Practice, and Policy, 

9(4), 416–424. https://doi.org/10.1037/tra0000187 

Campbell, M., & Gavett, G. (2021, February 10). What covid-19 has done to our well-being, in 

12 charts. Harvard Business Review. https://hbr.org/2021/02/what-covid-19-has-done-to-

our-well-being-in-12-charts 

Carmeli, A., Reiter-Palmon, R., & Ziv, E. (2010). Inclusive Leadership and Employee 

Involvement in Creative Tasks in the Workplace: The Mediating Role of Psychological 

Safety. Creativity Research Journal, 22(3), 250–260. 

https://doi.org/10.1080/10400419.2010.504654 

Chen, C., & Tang, N. (2018). Does perceived inclusion matter in the workplace? Journal of 

Managerial Psychology, 33(1), 43–57. https://doi.org/10.1108/JMP-02-2017-0078 



   

 68 

Cho, S., & Mor Barak, M. E. (2008). Understanding of Diversity and Inclusion in a Perceived 

Homogeneous Culture: A Study of Organizational Commitment and Job Performance 

Among Korean Employees. Administration in Social Work, 32(4), 100–126. 

https://doi.org/10.1080/03643100802293865 

Chou, L.-P., Li, C.-Y., & Hu, S. C. (2014). Job stress and burnout in hospital employees: 

Comparisons of different medical professions in a regional hospital in Taiwan. BMJ 

Open, 4(2), e004185. https://doi.org/10.1136/bmjopen-2013-004185 

Chung, B. G., Ehrhart, K. H., Shore, L. M., Randel, A. E., Dean, M. A., & Kedharnath, U. 

(2020). Work Group Inclusion: Test of a Scale and Model. Group & Organization 

Management, 45(1), 75–102. https://doi.org/10.1177/1059601119839858 

Cicolini, G., Comparcini, D., & Simonetti, V. (2014). Workplace empowerment and nurses’ job 

satisfaction: A systematic literature review. Journal of Nursing Management, 22(7), 855–

871. https://doi.org/10.1111/jonm.12028 

Cottrill, K., Lopez, P. D., & Hoffman, C. C. (2014). How authentic leadership and inclusion 

benefit organizations. Equality, Diversity and Inclusion: An International Journal, 33(3), 

275–292. https://doi.org/10.1108/EDI-05-2012-0041 

Csanady, A. (2016, April 30). Ontario's doctor wage gap: Just eight per cent of Province's top-

billing MDS are women. National Post. Retrieved May 8, 2022, from 

https://nationalpost.com/news/politics/ontarios-doctor-wage-gap-just-eight-per-cent-of-

provinces-top-paid-mds-are-women  

Cummings, G. G., Tate, K., Lee, S., Wong, C. A., Paananen, T., Micaroni, S. P. M., & 

Chatterjee, G. E. (2018). Leadership styles and outcome patterns for the nursing 



   

 69 

workforce and work environment: A systematic review. International Journal of Nursing 

Studies, 85, 19–60. https://doi.org/10.1016/j.ijnurstu.2018.04.016 

Cummings, G., Hayduk, L., & Estabrooks, C. (2005). Mitigating the Impact of Hospital 

Restructuring on Nurses: The Responsibility of Emotionally Intelligent Leadership. 

Nursing Research, 54(1), 2–12. https://doi.org/10.1097/00006199-200501000-00002 

Dall’Ora, C., Ball, J., Reinius, M., & Griffiths, P. (2020). Burnout in nursing: A theoretical 

review. Human Resources for Health, 18(1), 41. https://doi.org/10.1186/s12960-020-

00469-9 

Day, D. V., & Antonakis, J. (Eds.). (2012). Leadership: Past, present, and future. In The nature 

of leadership (2nd ed, pp. 3–25). SAGE. 

de Jong, J. P. J., & Den Hartog, D. N. (2007). How leaders influence employees’ innovative 

behaviour. European Journal of Innovation Management, 10(1), 41–64. 

https://doi.org/10.1108/14601060710720546 

Deci, E. L., & Ryan, R. M. (1985). The general causality orientations scale: Self-determination 

in personality. Journal of Research in Personality, 19(2), 109–134. 

https://doi.org/10.1016/0092-6566(85)90023-6 

Deci, E. L., & Ryan, R. M. (2000). The “What” and “Why” of Goal Pursuits: Human Needs and 

the Self-Determination of Behavior. Psychological Inquiry, 11(4), 227–268. 

https://doi.org/10.1207/S15327965PLI1104_01 

Desai, T., Ali, S., Fang, X., Thompson, W., Jawa, P., & Vachharajani, T. (2016). Equal work for 

unequal pay: The gender reimbursement gap for healthcare providers in the United 

States. Postgraduate Medical Journal, 92(1092), 571–575. 

https://doi.org/10.1136/postgradmedj-2016-134094 



   

 70 

Dirks, K. T., & Ferrin, D. L. (2002). Trust in leadership: Meta-analytic findings and implications 

for research and practice. Journal of Applied Psychology, 87(4), 611–628. 

https://doi.org/10.1037/0021-9010.87.4.611 

Dyrbye, L. N., West, C. P., Satele, D., Boone, S., Tan, L., Sloan, J., & Shanafelt, T. D. (2014). 

Burnout Among U.S. Medical Students, Residents, and Early Career Physicians Relative 

to the General U.S. Population: Academic Medicine, 89(3), 443–451. 

https://doi.org/10.1097/ACM.0000000000000134 

Ebrahimzade, N., Mooghali, A., Bagheri Lankarani, K., & Kalateh Sadati, A. (2015). 

Relationship Between Nursing Managers’ Leadership Styles and Nurses’ Job Burnout: A 

Study at Shahid Dr. Faghihi Hospital, Shiraz, Iran. Shiraz E-Medical Journal, 16(8). 

https://doi.org/10.17795/semj27070 

Eliacin, J., Flanagan, M., Monroe-DeVita, M., Wasmuth, S., Salyers, M. P., & Rollins, A. L. 

(2018). Social capital and burnout among mental healthcare providers. Journal of Mental 

Health, 27(5), 388–394. https://doi.org/10.1080/09638237.2017.1417570 

Ellison, E. M. (2019). Beyond the Economics of Burnout. Annals of Internal Medicine, 170(11), 

807. https://doi.org/10.7326/M19-1191 

Erdogan, B., & Bauer, T. N. (2013). Leader-Member Exchange (LMX) Theory: The Relational 

Approach to Leadership. Oxford University Press. 

https://doi.org/10.1093/oxfordhb/9780199755615.013.020 

Estime, S. R., Lee, H. H., Jimenez, N., Andreae, M., Blacksher, E., & Navarro, R. (2021). 

Diversity, equity, and inclusion in anesthesiology. International Anesthesiology Clinics, 

59(4), 81–85. https://doi.org/10.1097/AIA.0000000000000337 



   

 71 

Feldman, G., Farh, J.-L., & Wong, K. F. E. (2017). Agency Beliefs Over Time and Across 

Cultures: Free Will Beliefs Predict Higher Job Satisfaction. Personality and Social 

Psychology Bulletin, 44(3), 304–317. 

Finn, C. P. (2001). Autonomy: An important component for nurses’ job satisfaction. 

International Journal of Nursing Studies, 38(3), 349–357. https://doi.org/10.1016/S0020-

7489(00)00065-1 

Frechette, J., Boies, K., Lavoie-Tremblay, M., Clausen, C., Manning, K. & Gottlieb, L. N. 

(2021). Validation of the Strengths-Based Nursing and Healthcare Leadership (SBNH-L) 

Scale. International Council of Nurses Congress: Nursing around the World (Virtual 

event), Geneva, Switzerland. 

Fronteira, I., & Ferrinho, P. (2011). Do nurses have a different physical health profile? A 

systematic review of experimental and observational studies on nurses’ physical health: 

Systematic review of experimental and observational studies on nurses’ physical health. 

Journal of Clinical Nursing, 20(17–18), 2404–2424. https://doi.org/10.1111/j.1365-

2702.2011.03721.x 

Gagne, M. (2003). The Role of Autonomy Support and Autonomy Orientation in Prosocial 

Behavior Engagement. Motivation and Emotion, 27(3), 199–223. 

Gardner, W. L., Cogliser, C. C., Davis, K. M., & Dickens, M. P. (2011). Authentic leadership: A 

review of the literature and research agenda. The Leadership Quarterly, 22(6), 1120–

1145. https://doi.org/10.1016/j.leaqua.2011.09.007 

Goleman, D., Boyatzis, R., & McKee, A. (2002). The New Leaders: Transforming the Art of 

Leadership into the Science of Results. London, England: Little, Brown. 



   

 72 

Gottlieb, L., Gottlieb, B., & Shamian, J. (2012). Principles of Strengths-Based Nursing 

Leadership for Strengths-Based Nursing Care: A New Paradigm for Nursing and 

Healthcare for the 21st Century. Nursing Leadership, 25(2), 38–50. 

https://doi.org/10.12927/cjnl.2012.22960 

Gottlieb, L. N. (2013). Strengths-based nursing care: Health and healing for person and family. 

Springer Publishing Company, LLC. 

Gottlieb, L. N., & Gottlieb, B. (2017). Strengths-Based Nursing: A Process for Implementing a 

Philosophy into Practice. Journal of Family Nursing, 23(3), 319–340. 

https://doi.org/10.1177/1074840717717731 

Gottlieb, L. N., Gottlieb, B., & Bitzas, V. (2021). Creating Empowering Conditions for Nurses 

with Workplace Autonomy and Agency: How Healthcare Leaders Could Be Guided by 

Strengths-Based Nursing and Healthcare Leadership (SBNH-L). Journal of Healthcare 

Leadership, 13, 169–181. https://doi.org/10.2147/JHL.S221141 

Government of Canada. (2021, June 22). Best practices in equity, diversity and inclusion in 

research. Social Sciences and Humanities Research Council / Conseil de recherches en 

sciences humaines. Retrieved April 1, 2022, from https://www.sshrc-crsh.gc.ca/funding-

financement/nfrf-fnfr/edi-eng.aspx  

Greenleaf, R. K. (1977). Servant-leadership: A journey into the nature of legitimate power and 

greatness. Mahwah, NJ: Paulist Press. 

Han, S., Shanafelt, T. D., Sinsky, C. A., Awad, K. M., Dyrbye, L. N., Fiscus, L. C., Trockel, M., 

& Goh, J. (2019). Estimating the Attributable Cost of Physician Burnout in the United 

States. Annals of Internal Medicine, 170(11), 784. https://doi.org/10.7326/M18-1422 



   

 73 

Heilman, M. E. (2001). Description and Prescription: How Gender Stereotypes Prevent 

Women’s Ascent Up the Organizational Ladder. Journal of Social Issues, 57(4), 657–

674. https://doi.org/10.1111/0022-4537.00234 

Hoss, M. A. K., Bobrowski, P., McDonagh, K. J., & Paris, N. M. (2011). How gender disparities 

drive imbalances in health care leadership. Journal of Healthcare Leadership, 59–68. 

https://doi.org/10.2147/JHL.S16315 

İnandi, Y. (2009). The barriers to career advancement of female teachers in Turkey and their 

levels of burnout. Social Behavior and Personality: An International Journal, 37(8), 

1143–1152. https://doi.org/10.2224/sbp.2009.37.8.1143 

Kanste, O., Kyngas, H., & Nikkila, J. (2007). The relationship between multidimensional 

leadership and burnout among nursing staff. Journal of Nursing Management, 15, 731–

739. 

Khan, N., Palepu, A., Dodek, P., Salmon, A., Leitch, H., Ruzycki, S., Townson, A., & Lacaille, 

D. (2021). Cross-sectional survey on physician burnout during the COVID-19 pandemic 

in Vancouver, Canada: The role of gender, ethnicity and sexual orientation. BMJ Open, 

11(5), 1–7. https://doi.org/10.1136/bmjopen-2021-050380 

Klein, J., Grosse Frie, K., Blum, K., & von dem Knesebeck, O. (2010). Burnout and perceived 

quality of care among German clinicians in surgery. International Journal for Quality in 

Health Care, 22(6), 525–530. https://doi.org/10.1093/intqhc/mzq056 

Kowalczuk, K., & Krajewska-Kułak, E. (2017). Patient aggression towards different professional 

groups of healthcare workers. Annals of Agricultural and Environmental Medicine, 24(1), 

5. 



   

 74 

Kramer, M., Maguire, P., & Schmalenberg, C. E. (2006). Excellence Through Evidence: The 

What, When, and Where of Clinical Autonomy. JONA: The Journal of Nursing 

Administration, 36(10), 479–491. https://doi.org/10.1097/00005110-200610000-00009 

Lambert, E. G., Hogan, N. L., Barton-Bellessa, S. M., & Jiang, S. (2012). Examining the 

Relationship Between Supervisor and Management Trust and Job Burnout Among 

Correctional Staff. Criminal Justice and Behavior, 39(7), 938–957. 

https://doi.org/10.1177/0093854812439192 

Leiter, M. P., & Schaufeli, W. B. (1996). Consistency of the burnout construct across 

occupations. Anxiety, Stress & Coping, 9(3), 229–243. 

https://doi.org/10.1080/10615809608249404 

Lorbiecki, A., & Jack, G. (2000). Critical Turns in the Evolution of Diversity Management. 

British Journal of Management, 11(s1), S17–S31. https://doi.org/10.1111/1467-

8551.11.s1.3 

Maslach, C., & Jackson, S. E. (1981). The measurement of experienced burnout. Journal of 

Occupational Behaviour, 2, 99–113. 

Maslach, C., Schaufeli, W. B., & Leiter, M. P. (2001). Job burnout. Annual Review of 

Psychology, 52, 397–422. 

Maunder, R. G., Heeney, N. D., Strudwick, G., Shin, H. D., O’Neill, B., Young, N., Jeffs, L. P., 

Barrett, K., Bodmer, N. S., Born, K. B., Hopkins, J., Jüni, P., Perkhun, A., Price, D. J., 

Razak, F., Mushquash, C. J., & Mah, L. (2021). Burnout in Hospital-Based Healthcare 

Workers during COVID-19. Ontario COVID-19 Science Advisory Table. 

https://doi.org/10.47326/ocsat.2021.02.46.1.0 



   

 75 

Meade, A. W., & Craig, S. B. (2012). Identifying careless responses in survey data. 

Psychological Methods, 17(3), 437–455. https://doi.org/10.1037/a0028085 

Meredith, C., Schaufeli, W., Struyve, C., Vandecandelaere, M., Gielen, S., & Kyndt, E. (2020). 

‘Burnout contagion’ among teachers: A social network approach. Journal of 

Occupational and Organizational Psychology, 93(2), 328–352. 

https://doi.org/10.1111/joop.12296 

Mor Barak, M. E., & Cherin, D. A. (1998). A Tool to Expand Organizational Understanding of 

Workforce Diversity: Exploring a Measure of Inclusion-Exclusion. Administration in 

Social Work, 22(1), 47–64. https://doi.org/10.1300/J147v22n01_04 

Mor Barak, M. E., Lizano, E. L., Kim, A., Duan, L., Rhee, M.-K., Hsiao, H.-Y., & Brimhall, K. 

C. (2016). The Promise of Diversity Management for Climate of Inclusion: A State-of-

the-Art Review and Meta-Analysis. Human Service Organizations: Management, 

Leadership & Governance, 40(4), 305–333. 

https://doi.org/10.1080/23303131.2016.1138915 

Nassar, S. (2022, February 8). Anti-black racism 'deeply entrenched' in nursing, says new report 

calling for immediate action | CBC news. CBCnews. Retrieved April 16, 2022, from 

https://www.cbc.ca/news/canada/toronto/black-nurses-racism-ontario-1.6343782 

Nelson, K., Boudrias, J.-S., Brunet, L., Morin, D., De Civita, M., Savoie, A., & Alderson, M. 

(2014). Authentic leadership and psychological well-being at work of nurses: The 

mediating role of work climate at the individual level of analysis. Burnout Research, 

1(2), 90–101. https://doi.org/10.1016/j.burn.2014.08.001 



   

 76 

Norton, J. (2018). The Science of Motivation Applied to Clinician Burnout: Lessons for 

Healthcare. Frontiers of Health Services Management, 35(2), 3–13. 

https://doi.org/10.1097/HAP.0000000000000049 

Pearson, A., Laschinger, H., Porritt, K., Jordan, Z., Tucker, D., & Long, L. (2007). 

Comprehensive systematic review of evidence on developing and sustaining nursing 

leadership that fosters a healthy work environment in healthcare. JBI Library of 

Systematic Reviews, 5(5), 1–65. https://doi.org/doi: 10.11124/jbisrir-2007-236 

Pedersen, D. E., & Minnotte, K. L. (2017). Workplace Climate and STEM Faculty Women’s Job 

Burnout. Journal of Feminist Family Therapy, 29(1–2), 45–65. 

https://doi.org/10.1080/08952833.2016.1230987 

Peel, J. K., & Lorello, G. R. (2021). Equity, diversity, and inclusion code of conduct for 

anesthesiology departments. Canadian Journal of Anesthesia/Journal Canadien 

d’anesthésie, 68(2), 268–269. https://doi.org/10.1007/s12630-020-01851-w 

Peterson, N. B., Friedman, R. H., Ash, A. S., Franco, S., & Carr, P. L. (2004). Faculty self-

reported experience with racial and ethnic discrimination in academic medicine. Journal 

of General Internal Medicine, 19(3), 259–265. https://doi.org/10.1111/j.1525-

1497.2004.20409.x 

Peus, C., Wesche, J. S., Streicher, B., Braun, S., & Frey, D. (2012). Authentic Leadership: An 

Empirical Test of Its Antecedents, Consequences, and Mediating Mechanisms. Journal of 

Business Ethics, 107(3), 331–348. https://doi.org/10.1007/s10551-011-1042-3 

Poghosyan, L., Nannini, A., Stone, P. W., & Smaldone, A. (2013). Nurse Practitioner 

Organizational Climate in Primary Care Settings: Implications for Professional Practice. 



   

 77 

Journal of Professional Nursing, 29(6), 338–349. 

https://doi.org/10.1016/j.profnurs.2013.07.005 

Saha, S., Komaromy, M., Koepsell, T. D., & Bindman, A. B. (1999). Patient-Physician Racial 

Concordance and the Perceived Quality and Use of Health Care. Archives of Internal 

Medicine, 159(9), 997. https://doi.org/10.1001/archinte.159.9.997 

Sendjaya, S., Sarros, J. C., & Santora, J. C. (2008). Defining and Measuring Servant Leadership 

Behaviour in Organizations: Servant Leadership Behaviour in Organizations. Journal of 

Management Studies, 45(2), 402–424. https://doi.org/10.1111/j.1467-6486.2007.00761.x 

Shanafelt, T. D., Bradley, K. A., Wipf, J. E., & Back, A. L. (2002). Burnout and Self-Reported 

Patient Care in an Internal Medicine Residency Program. Annals of Internal Medicine, 

358–367. https://doi.org/10.7326/0003-4819-136-5-200203050-00008 

Shell, E. M., Hua, J., & Sullivan, P. (2022). Cultural racism and burnout among Black mental 

health therapists. Journal of Employment Counseling, joec.12187. 

https://doi.org/10.1002/joec.12187 

Shoman, Y., El May, E., Marca, S., Wild, P., Bianchi, R., Bugge, M., Caglayan, C., Cheptea, D., 

Gnesi, M., Godderis, L., Kiran, S., McElvenny, D., Mediouni, Z., Mehlum, I., Mijakoski, 

D., Minov, J., van der Molen, H., Nena, E., Otelea, M., & Guseva Canu, I. (2021). 

Predictors of Occupational Burnout: A Systematic Review. International Journal of 

Environmental Research and Public Health, 18(17), 9188. 

https://doi.org/10.3390/ijerph18179188 

Shore, L. M., Randel, A. E., Chung, B. G., Dean, M. A., Holcombe Ehrhart, K., & Singh, G. 

(2011). Inclusion and Diversity in Work Groups: A Review and Model for Future 



   

 78 

Research. Journal of Management, 37(4), 1262–1289. 

https://doi.org/10.1177/0149206310385943 

Sparrowe, R. T. (2005). Authentic leadership and the narrative self. The Leadership Quarterly, 

16(3), 419–439. https://doi.org/10.1016/j.leaqua.2005.03.004 

Spence Laschinger, H., Wong, C., & Almost, J. (2008). A Profile of the Structure and Impact of 

Nursing Management in Canadian Hospitals (CHSRF Open Grants Competition Project 

#RC1-0964-06; pp. 85–94). http://www.longwoods.com/content/19596 

Spreitzer, G. (2008). Taking Stock: A Review of More than Twenty Years of Research on 

Empowerment at Work. In J. Barling & C. Cooper, The SAGE Handbook of 

Organizational Behavior: Volume I - Micro Approaches (pp. 54–72). SAGE Publications 

Ltd. https://doi.org/10.4135/9781849200448.n4 

Su, J.-A., Weng, H.-H., Tsang, H.-Y., & Wu, J.-L. (2009). Mental health and quality of life 

among doctors, nurses and other hospital staff. Stress and Health, 25(5), 423–430. 

https://doi.org/10.1002/smi.1261 

ten Brummelhuis, L. L., ter Hoeven, C. L., Bakker, A. B., & Peper, B. (2011). Breaking through 

the loss cycle of burnout: The role of motivation: Loss cycle of burnout. Journal of 

Occupational and Organizational Psychology, 84(2), 268–287. 

https://doi.org/10.1111/j.2044-8325.2011.02019.x 

Torrente, M., Sousa, P. A., Sánchez-Ramos, A., Pimentao, J., Royuela, A., Franco, F., Collazo-

Lorduy, A., Menasalvas, E., & Provencio, M. (2021). To burn-out or not to burn-out: A 

cross-sectional study in healthcare professionals in Spain during COVID-19 pandemic. 

BMJ Open, 11(2), e044945. https://doi.org/10.1136/bmjopen-2020-044945 



   

 79 

van Dierendonck, D. (2011). Servant Leadership: A Review and Synthesis. Journal of 

Management, 37(4), 1228–1261. https://doi.org/10.1177/0149206310380462 

Vévoda, J., Vévodová, Š., Nakládalová, M., Grygová, B., Kisvetrová, H., Grochowska 

Niedworok, E., Grochowska Niedworok, J., Svobodová, D., Przecsková, P., & Merz, L. 

(2016). The relationship between psychological safety and burnout among nurses. 

Occupational Medicine, 68, 40–46. 

Williams, E. S., Manwell, L. B., Konrad, T. R., & Linzer, M. (2007). The relationship of 

organizational culture, stress, satisfaction, and burnout with physician-reported error and 

suboptimal patient care: Results from the MEMO study. Health Care 

ManagementReview, 32(3), 203–212. 

Woo, T., Ho, R., Tang, A., & Tam, W. (2020). Global prevalence of burnout symptoms among 

nurses: A systematic review and meta-analysis. Journal of Psychiatric Research, 123, 9–

20. https://doi.org/10.1016/j.jpsychires.2019.12.015 

Woodcock, S., & Woolfson, L. M. (2019). Are leaders leading the way with inclusion? 

Teachers’ perceptions of systemic support and barriers towards inclusion. International 

Journal of Educational Research, 93, 232–242. https://doi.org/10.1016/j.ijer.2018.11.004 

Woolforde, L. (2019). Advancing the Healthy Work Environment. Journal for Nurses in 

Professional Development, 35(1), 48–49. 

Zhang, M., Loerbroks, A., & Li, J. (2018). Job burnout predicts decline of health-related quality 

of life among employees with cardiovascular disease: A one-year follow-up study in 

female nurses. General Hospital Psychiatry, 50, 51–53. 

https://doi.org/10.1016/j.genhosppsych.2017.10.004 



   

 80 

Zopiatis, A., & Constanti, P. (2010). Leadership styles and burnout: Is there an association? 

International Journal of Contemporary Hospitality Management, 22(3), 300–320. 

https://doi.org/10.1108/09596111011035927 

 

  



   

 81 

Appendix A: Inclusion Scale 

 

1. I am treated as a valued member of my work group 

2. I belong in my work group 

3. I am connected to my work group 

4. I believe that my work group is where I am meant to be 

5. I feel that people really care about me in my work group 

6. I can bring aspects of myself to this work group that others in the group don’t have in 

common with me 

7. People in my work group listen to me even when my views are dissimilar 

8. While at work, I am comfortable expressing opinions that diverge from my group 

9. I can share a perspective on work issues that is different from my group members 

10. When my groups’ perspective becomes too narrow, I am able to bring up a new point of 

view  

 

1 2 3 4 5 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
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