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Abstract 

The purpose of this study was to assess the degree to which servant leadership characteristics are 

exhibited in medical group practices, and the degree to which servant leadership characteristics 

correlated with measures of empathic care. This study featured an explanatory mixed methods 

research design embedded in appreciative inquiry. A total of 189 mid-level practitioners 

consisting of nurse practitioners, physician assistants, and practice mangers responded to a 32-

item scale survey that featured a six-point Likert scale to measure servant leadership items and a 

10-point continuous scale to assess measures of empathic care. The servant leadership items 

were based on the seven pillars of servant leadership. Data analyses included assessing means, 

standard deviations, and percentage distributions for servant leadership statements and empathic 

care statements. Additionally, bivariate correlation analysis and standard multiple regression 

analysis were conducted to assess the degree of influence of servant leadership characteristics on 

measures of empathic care. Findings from this study identified Pillar 1 (Persons of Character) as 

the servant leadership pillar most strongly exhibited in the medical group practices. Furthermore, 

Pillar 5 (Has Foresight) was the strongest correlate of reported empathic care within medical 

group practices as well as team members’ proclivity to practice servant leadership behaviors with 

patients more than with each other. The study also found that clinicians and non-clinicians 

significantly differed in their endorsement of all of the servant leadership pillars except Pillar 1 

(Persons of Character). The findings of this dissertation point to strategies for promoting an 

environment of empathic care, and team building and organizational development and training in 

the medical group practices. This dissertation is available in open access at AURA: Antioch 

University Repository and Archive, http://aura.antioch.edu/ and OhioLINK ETD Center, 

https://etd.ohiolink.edu/ 
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Chapter I: Introduction 

I've learned that people will forget what you said, people will forget what you did, 
but people will never forget how you made them feel. 

 –Dr. Maya Angelou  
Background  

Recently, in the United States, there has been much discussion regarding the role 

that empathy should play in healthcare. In a world full of choices, even healthcare 

patients are acting more like consumers, implying that a positive customer experience 

should be a top priority for organizations (Miller, 2016). Patients find themselves 

reviewing and analyzing options to make their visit to the doctor better. In this pursuit of 

an enhanced patient experience, empathy becomes a driver for creating a positive patient 

experience (Savel & Munro, 2017). 

Empathy is commonly defined as the ability to understand and share the feelings 

of another (J. T. Chen, LaLopa, & Dang, 2008). Within healthcare, empathy displayed by 

providers develops trust with patients which increases patient satisfaction and 

compliance, thereby producing better outcomes overall (Killam, 2014).  When entire 

systems take on empathy as a priority, the result is an environment of empathic care 

where providers and staff all contribute to sharing in the experience of the patient 

(Patmchak, 2013). 

Servant leadership is often viewed as an ideal leadership style for fostering 

empathy in organizations. It has been heralded by some as the most ideal leadership style 

for hospitals and health systems because it concentrates on the strength of the team, 

developing trust and serving the needs of patients (Belsky, 2016; Patmchak, 2013; 

Trastek, Hamilton, & Niles, 2014). Researchers have indicated that there is neither a 

generally accepted definition of servant leadership nor agreement on a defined set of 
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characteristics (Andersen, 2009; de Waal & Sivro, 2012). However, according to Sipe 

and Frick (2009), there are seven characteristics or behaviors of a servant leader,1 which 

include: being persons of character, skilled communicators, systems thinkers, 

compassionate collaborators leaders with foresight, and leaders with moral authority.  

Empirical evidence has outlined the importance of the link between servant 

leadership and empathic care (Eikeland, Ornes, Finset, & Pedersen, 2014; Hunt, 2016; 

Neill & Saunders, 2008). Hospitals and health systems continue to consider strategies 

such as promoting empathic care environments to increase patient satisfaction scores. 

Exploring the link between servant leadership and empathic care is important to better 

understanding the factors that contribute to such environments. 

This dissertation explores this connection as it relates to identifying the most 

important servant leadership characteristics in an environment of empathic care. It 

contributes to an existing body of literature that focuses on improving the patient 

experience. It may also help to lend insight into how to enhance the climate of empathic 

care in hospitals and health systems. 

The Context of Healthcare 

The business of healthcare is a dynamic and changing industry. Calls for change 

are found in political debates (e.g., Zaldivar, 2009), the popular press (e.g., The 

Economist, 2009), reports from panels of experts (Institute of Medicine, 2001), 

presentations by industry leaders (e.g., Schultz & Edington, 2007), and academic 

publications (e.g., Spear, 2005). Healthcare systems have responded to the call for change 

                                                
1 In this dissertation, the terms “servant leadership characteristics” and “servant leadership 
behaviors” are used interchangeably. 
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with ongoing transformation. Having gone through decades of development, hospitals 

and health systems are constantly in search of new ways to face various challenges. 

The passage of the 2010 Patient Protection and Affordable Care Act initiated a 

transformation of the United States healthcare system. The ACA fostered a preventive 

healthcare model that emphasized primary care, funded community health initiatives, and 

promoted quality care. These changes increased the need for well-prepared healthcare 

professionals (Lathrop & Hodnicki, 2014). 

This is the context for the various challenges currently facing health systems and 

hospitals (Longenecker & Longenecker, 2014). These challenges include ineffective 

implementation planning and overly aggressive timelines, failure to create project buy-in 

and ownership, ineffective leadership and lack of trust in upper management, unrealistic 

improvement plans, and communication breakdowns (Longenecker & Longenecker, 

2014). Additionally, Ritter (2011) pointed out that there is an ongoing nursing shortage 

that is expected to continue and will result in challenges for the healthcare system in the 

United States. According to the United States Department of Health and Human Services 

(2002), the nationwide shortage in 2000 was 6% (approximately 110,000 nurses). By 

2005, that percentage increased to 10% (approximately 218,000 nurses). In 2004, 

California experienced a shortage of approximately 150 nurses for every 100,000 persons 

when compared nationally (Lin, Juraschek, Xu, Jones, & Turek, 2008).  

Future predictions for the nursing shortage are grim. It is expected that the 

demand for nurses will increase but the supply will continue to decrease. If it continues 

on this path, the shortage could increase to 29% of the entire nursing population by the 

year 2020 (Ritter, 2011). This challenge is one of many for hospitals and health systems 
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that could significantly and negatively impact patient satisfaction (Vahey, Aiken, Sloane, 

Clarke, & Vargas, 2004). 

Empathy, Compassion and Sympathy 

Healthcare providers often exhibit empathy, compassion, and sympathy in the 

course of providing patient care. With healthcare being a service industry, engaging 

personally engaging patients is important. Empathy, compassion, and sympathy are 

defined and conceptualized in various ways in the literature, and the terms are used 

interchangeably in research reports and in contemporary speech (Gladkova, 2010). 

Empathy, as a concept, has evolved over the past 125 years. The origin of this 

concept can be traced back to the 1880s, when German psychologist Theodore Lipps 

coined the term einfuhlung (in-feeling) to describe the emotional appreciation of 

another’s feelings (Morse & Mitcham, 1997). Empathy can also be defined as “an 

interpersonal quality that is considered as an understanding of others’ feelings and 

experiences; feeling in oneself the feelings of others” (Khanjani et al., 2015, p. 80). 

Empathy in healthcare is now being reexamined as something that is essential to good 

medical practice (Hardy, 2016), as well as a competency that should be focused on during 

a medical student’s training (Eikeland et al., 2014; Hojat et al., 2004, 2009;Suchman, 

Markakis, Beckman, & Frankel, 1997; Tavakol, Dennick, & Tavakol , 2012; Ward, 

Cody, Schaal, & Hojat, 2012). Jamison (2014) offers that empathy, unlike compassion or 

sympathy, is typically not something that occurs naturally within us. Rather, it is a choice 

that requires effort to pay attention and to extend ourselves. 

Bailey (2012) pointed out that other industries, such as retail, hospitality and 

financial services have been raising the bar on empathy as a consumer-driven philosophy. 
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These industries have been successful in empathically connecting with their workforce 

and their customer base to improve service, enhance efficiency and fuel growth. This is 

done while also streamlining operations, maintaining a sensible cost structure, and 

realizing savings.	

Additionally, Rice (2016), based on an interview with the Derek Feeley, CEO of 

the Massachusetts-based Institute for Healthcare Improvement, reported that patient 

safety challenges are another major concern for healthcare systems. Rice suggested 

improvements to the U.S. healthcare system to mitigate patient safety challenges. The 

improvements included instituting cultural changes that encourage staff to feel free to 

speak up thereby creating a culture of transparency and creating a learning system. 

Additionally, to help mitigate patient safety challenges, Rice recommended creating a 

learning system that helps to equip the staff with the skills that they need that is 

underpinned by a supportive leadership culture.  

Jeffrey (2016a) asserts that empathy is a dynamic process that occurs in a 

reciprocal relationship with the patient, and is comprised of the following features: 

• Connection: Involves emotional sharing with the patient in a two-way 

relationship. 

• Clinical Curiosity: Involves gaining insight into the patient’s concerns, 

feelings and distress, giving patients a sense that they matter. 

• Another-orientated Perspective: Involves the doctor trying to imagine what it 

is like to be the patient and to see the world from the patient’s perspective. 

• Self–other Differentiation: Involves respecting the patient as an individual 

with dignity. 
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• Care: Involves acting appropriately on the understanding gained to help the 

patient. 

Compassion exhibited by providers is becoming increasingly important in the 

pursuit of excellence in healthcare. While the importance of compassion has been exalted 

in fields such as psychology, social work, and theology, it is now being appreciated for its 

positive impact in healthcare, especially in advanced illness (Attree, 2001; British 

Medical Association, 2005; Canadian Medical Association, 2018; Canadian Nurses 

Association, 2017; Fogarty, Curbow, Wingard, McDonnell, & Somerfield, 1999; Francis, 

2013; Goetz, Keltner, & Simon-Thomas, 2010; Shantz, 2007; Willis, 2015). As their 

significance becomes more recognizable in enhancing quality patient care, wellbeing and 

overall quality of life, compassion and compassionate care, are emerging as a 

competencies that healthcare providers are expected to deliver (Easter & Beach, 2004; 

Flocke, Miller, & Crabtree, 2002; Hickson, Clayton, Githens, & Sloan, 1992; Levinson, 

Roter, Mullooly, Dull, & Frankel, 1997; MacLean, 2014; Paterson, 2011; Stewart, 1995). 

An early shift toward compassionate care occurred in the United Kingdom. The 

person-centered approach to care was pioneered in the late 1980’s and 1990’s to 

emphasize compassionate care. Findings from Francis’s (2013) report for the Mid 

Staffordshire NHS Foundation Trust Public Inquiry highlighted the need for conceptual 

clarity if doctors are to respond to the calls to provide more ‘compassionate care.’ 

Additionally, Jeffrey (2016b) contends that a problem exists in the balance between 

scientific–technical and psychosocial elements of patient care and recommends the 

development and implementation of a broad model of empathy.  
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From 2005 to 2009, the Francis Inquiry report examined the causes of the 

substandard care at Mid Staffordshire National Health Service Foundation Trust in the 

United Kingdom. After an extensive review, 290 recommendations were made to 

improve patient care. Among those recommendations were openness, transparency and 

candor throughout the healthcare system (including a statutory duty of candor), 

fundamental standards for healthcare providers, and improved support for compassionate 

caring and committed care and stronger healthcare leadership were highlighted (Francis, 

2013).  

Sympathy is the broadest of the three terms and signifies a general feeling of 

fellowship. Sympathy is an emotion triggered by the realization that something bad has 

happened to another person (Gladkova, 2010). Stepien and Baernstein (2006) also define 

empathy as experiencing another’s emotions, as opposed to imagining those emotions. 

Sympathy has also been described as exhibiting concern for the welfare of other people 

(Decety, Yang, & Cheng, 2010). Some authors feel sympathy is a wholly distinct concept 

from empathy, while others maintain that sympathy overlaps with the emotional 

component of empathy (Halpern, 2011; Hojat et al., 2001; Mercer & Reynolds, 2002).  

One difference highlights the fact that empathy (unlike compassion and 

sympathy) appears to suggest a response to situations with features more subtle, 

imperceptible and complex. It requires both affective and cognitive skills to perceive, 

share, understand and put into action (Jeffrey, 2016a). Furthermore, empathy is a skilled 

emotional response, while sympathy and compassion are reactive emotional responses; as 

such, developing the skill of empathy is a more realistic goal for medical education, 

whereas teaching compassion seems to be counterintuitive (Maxwell, 2008). 
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Additionally, while compassion does not necessarily involve cognition in the 

understanding of a patients’ views, empathy is a form of emotional engagement that 

seeks both cognitively and affectively to make sense of another’s experience while 

preserving and respecting difference (Jeffrey, 2016b).  

In the healthcare setting, Maxwell (2008) argues that empathy should be the 

preferred term to replace sympathy and compassion. Furthermore, Pedersen (2009) 

suggested that research into compassion and its influences in healthcare is less developed 

than that into empathy; this provides a pragmatic reason for selecting empathy as the 

construct of choice. Empathy is the ability to understand the emotional states and 

cognitive processes of others (Silva et al., 2018), and Empathic Care is an active two-way 

process between providers and patients that involves connection, clinical curiosity, 

another-oriented perspective, self-other differentiation, and care (Jeffrey, 2016a). 

Purpose and Significance of the Study  

This study is a systematic investigation of servant leadership characteristics and 

empathic care at Crestdale Health Care (pseudonym). The primary purpose was to assess 

which servant leadership characteristics are most critical to promoting an environment of 

empathic care. This assessment included a comparison of responses from clinicians and 

non-clinicians. The overarching significance of this research is three-fold: 

1. to expand research within servant leadership and empathic care scholarship, 

2. To better prepare healthcare leaders to practice in empathic care 

environments. 

3. To provide hospitals and health systems with a deeper understanding of how 

an empathic care environment can enhance the patient experience. 
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To accomplish these objectives, an electronic survey was designed to collect data. 

on the most important servant leadership characteristics that promote an environment of 

empathic care. A target of population comprised of clinicians and non-clinicians working 

at CHC completed the survey. Survey responses were supplemented by interviews.  

This research assesses the servant leadership behaviors that are most important to 

promoting an environment of empathic care. As such, the theoretical contribution and 

uniqueness of this study is reflected in the analysis of the most important servant 

leadership characteristics in promoting an environment of empathic care. Prior research 

has shown correlations between empathic care, patient satisfaction, market share, and 

financial vitality (Hojat, 2009). However, research that discusses the ranking of 

individual servant leadership characteristics vis-à-vis an environment of empathic care 

has been sparse. Understanding which servant leadership characteristics are most 

important for promoting an environment of empathic care will benefit hospitals and 

health systems that are moving from providing volume-based care to value-based care as 

a response to healthcare consumerism and due to their goal to improve patient 

satisfaction scores. Rather than including a general, one-size fits all training on servant 

leadership characteristics, these organizations can become more efficient in their training 

and development programs through specialized instruction on servant leadership 

characteristics. Corporate education trainers and facilitators will be able develop more 

focused and consistent training curricula because of the special emphasis on the most 

important servant leadership characteristics in an empathic care environment.  

Furthermore, the findings from this study will assist organizations with their 

strategic planning. They will be able to specifically target the important servant 
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leadership characteristics in an empathic care environment as they seek to enhance 

patient satisfaction scores. Additionally, healthcare consultants will have the opportunity 

to enhance their professional practices through recommendations of specific servant 

leadership characteristics that should be introduced into the empathic care environment. 

Research Questions 

This study aimed to investigate the relationship between servant leadership 

characteristics and empathic care. Specifically, the study examined the importance of 

each of the servant leadership characteristics to an environment of empathic care. As a 

result, this dissertation answered the following questions: 

1. How do mid-level health care practitioners describe servant leadership and 

empathic care in their medical group practices? 

2. To what extent are the servant leadership characteristics correlated with 

measurements of empathic care? Additionally, which of the seven pillars of 

servant leadership characteristics most strongly influence perceptions of 

empathic care? 

3. In what ways are the views of the non-clinical and clinical staff of the medical 

group practices similar or different with respect to servant leadership 

characteristics in their medical group practices?” 

Research Design 

The focus and target population of this study was Crestdale Health Care 

(pseudonym). Crestdale Health Care is a health system comprised of 16 acute care 

facilities, 420 medical group practices, and approximately 26,000 employees; Crestdale 

Health Care has operations across the southern United States. Crestdale Health Care’s 
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vision focuses on delivering the best patent experience every time the opportunity 

presents itself. Crestdale Health Care’s values are compassion, diversity and inclusion, 

personal excellence, teamwork, and courage. 

Along with the organization’s core values, the executive team at Crestdale Health 

Care promotes certain principles of servant leadership with its managers, mid-level 

leadership, senior leadership, and executive leadership. Greenleaf (1970) described a 

leadership philosophy that advocates the servant as leader: 

It begins with the natural feeling that one wants to serve, to serve first. Then 
conscious choice brings one to aspire to lead. The difference manifests itself in 
the care taken by the servant—first to make sure that other people’s highest 
priority needs are being served. The best test is: Do those served grow as persons; 
do they, while being served, become healthier, wiser, freer, more autonomous, 
more likely themselves to become servants. (p. 4) 

To analyze which servant leadership characteristics are most important to an 

environment of empathic care that will help to improve the patient experience, this study 

utilized a mixed methods research model. While quantitative research methodology refers 

to any type of research that summarizes thoughts and ideas into categories that can be 

counted (Hanley, Lennie, & West, 2013), qualitative research, developed in the social 

sciences to enable researchers to study social and cultural phenomena, is designed to help 

us understand people and the social and cultural contexts within which they live (Myers 

& Avison, 2002). Mixed methods research leverages the advantages of both quantitative 

and qualitative data, as qualitative data adds meaning to quantitative results, and 

quantitative data adds precision to qualitative findings (Johnson & Onwuegbuzie, 2004). 

Study participants included clinicians—nurse practitioners, physician assistants— 

and practice managers who are non-clinicians. Collectively, they can be referred to as 

mid-level practitioners. Mid-level practitioners constitute an ideal target population 
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because, within the organizational structure, they are positioned to frequently engage 

patients, physicians, and support staff. The primary role of nurse practitioners and 

physician assistants is to provide direct clinical care to patients and, in doing so they 

frequently engage physicians. They also frequently engage the support staff and practice 

managers as it relates to the operational aspects of the medical group practice. Because 

the primary role of the practice managers involves the administration of operational 

aspects of the medical group practice, they frequently engage physicians, nurse 

practitioners and physician assistants, support staff, and patients as well. 

Overview of the Literature 

The servant leader possesses a number of distinct character traits that are focused 

on serving people. Likewise, the empathic leader also possesses various and distinct 

character traits that are people focused. In particular, those health care leaders who 

incorporate empathy into their leadership style, can empower healthcare professionals in 

providing quality patient care.  

Servant leadership. In highlighting the characteristics of a servant leader, Sipe 

and Frick (2009) described the servant leader as a person of character who puts other 

people first. They are also skilled in communicating, as well as a compassionate 

collaborator who has foresight. The servant leader is also a systems-thinker and leads 

with moral authority (Sipe & Frick, 2009). The servant leader is a dynamic leader 

because he or she has the ability to think analytically while incorporating the needs of 

others into their calculus. Because the servant leader puts people first, they are 

comfortable not being out front and visible; they are often unsung heroes and heroines to 
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observers. The literature on servant leadership is expansive and will be discussed in 

greater detail in Chapter II. 

Empathy. Empathy is generally considered to be important. It is also considered 

to be positive in assisting patients emotionally, and empirical research on medical 

students’ and physicians’ empathy is advancing. For example, many studies have shown 

that empathy may be stunted or reduced during medical training, and these tendencies 

have catalyzed considerable concern (D. Chen, Lew, Hershman, & Orlander, 2007; 

Newton, Barber, Clardy, Cleveland, & O'Sullivan, 2008; Pederson, 2009) 

The American Association of Medical Colleges described empathy as an essential 

learning objective; it is believed to significantly influence patient satisfaction, adherence 

to medical recommendations, clinical outcomes, and professional satisfaction (Stepien & 

Baernstein, 2006). However, health professional educators wrestle with how to cultivate 

empathy, especially at a time of increasing professional burnout among its trainees and 

graduates (Ekmana & Krasnerb, 2016). 

Ekmana and Krasnerb (2016) suggested that empathy in the medical setting is 

comprised of the appreciation of the patient’s emotions and the expression of that 

awareness to the patient. Kerasidou and Horn (2016) posited that the medical profession 

necessitates doctors to not only be clinically proficient, but also empathic towards their 

patients. Further, empathy should not only be an expectation of doctors, but it should also 

be promoted, assisted and cultivated in the medical profession (Kerasidou & Horn, 2016). 

Additionally, regardless of the role of empathy in patient outcomes, empirical research on 

empathy among health professionals is scarce (Fields et al., 2004). In short, in the 

healthcare setting, empathy should touch all facets of the enterprise to be effective. 
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Study Significance  

This study is significant to theory, research, and practice because the results and 

analysis of the data have implications for education and training in both medical schools 

and in the healthcare setting in general. Additionally, this study offers health systems and 

hospitals a potential strategy for increased market share and financial vitality as a 

function of improving patient satisfaction vis-à-vis a better understanding of servant 

leadership and empathic care. Furthermore, the survey can be administered by health 

systems and hospitals as a part of a toolkit to assess the favorability of a work 

environment to empathic care. 

Study Limitations 

Because of intra-organizational politics and accessibility to physician leaders, 

medical group practice physicians were not a part of this study. Physicians play an 

important leadership role and carry much more influence than physician assistants, nurse 

practitioners, and practice managers in and beyond the medical group practice setting. 

Assessing the humanistic attitudes and behaviors of medical group physicians and how 

they compare and/or contrast with physician assistants, nurse practitioners, and practice 

managers are important to an environment of empathic care. Additionally, how medical 

group physicians view which individual servant leadership characteristics is important to 

environment of empathic care. Both would have added additional significance to this 

study.  

Another limitation to this study was access to stratified patient satisfaction data. 

My request for this level of data for Crestdale Health Care was denied. Having access to 

stratified data versus aggregated data for Crestdale Health Care would have enabled this 
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study to benchmark and track annual trends for patient satisfaction scores by medical 

group practice. This information could be used for strategy development, targeted 

training and development, and best practice sharing among Crestdale Health Care 

medical group practices. 

Positioning the Researcher 

As a native of London, England and an immigrant to New York City in 1980, my 

life’s journey thus far has principally been one of academic, professional, and cultural 

diversity. I graduated from Martin Luther King, Jr. High School as a business major 

where I experienced the challenges of socialization as well as the richness of diversity 

found in what I saw as a microcosm of New York City’s gritty urban environment. 

Subsequently, I completed the degree of Associate of Applied Science in Business 

Management from the Borough of Manhattan Community College while simultaneously 

working as a financial analyst at Moody’s Investors Service. During this tenure at 

Moody’s, the northeast U.S. began to experience an economic recession. As such, 

Moody’s decided to relocate some of its divisions to Charlotte, NC. They selected a 

skeleton staff to relocate to be a part of the startup of operations, and I accepted 

relocation to Charlotte where I also resumed my academic career by completing a 

Bachelor of Science in Business Administration at Pfeiffer University. 

At this juncture, I began to contemplate completing a Master of Business 

Administration as well as a possible career change from the financial services industry. 

After discussions with faculty at Pfeiffer University, I decided that I would begin the 

process of transitioning to a career in healthcare administration. I felt that I wanted to 

work in a field where I could tangibly help people in need. My Christian faith and its 
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tenets were extremely useful in informing this decision. As a follower of Jesus Christ, I 

have always felt that the servant leadership style employed by Christ had the most 

potential to develop and grow followers into maximizing their potential. In order to begin 

to make the career transition, I decided to pursue a Master of Business Administration as 

well as a Master of Health Administration. I graduated in 2001 with the dual Master’s 

degree and began to pursue a position in healthcare.  

In 2005, I secured my first role in an acute care facility. My role primarily 

involved strategic planning, particularly on improving patient care. This opportunity 

stoked my curiosity about how important an environment of compassion is improving the 

patient experience, and how patients and staff could benefit from an environment where 

leaders employ servant leadership characteristics that feature compassion for both 

patients and staff. In my current role as Senior Director of Value Based Care and 

Innovation, I continue to work toward identifying strategies and tactics for improving the 

patient experience. Moving beyond providing compassionate care to creating an 

environment of empathic care has become a more prominent topic of conversation. 

Overview of Chapters 

Chapter I of this dissertation provides background information about the need for 

research into the relationship between servant leadership and empathic care. It further 

denotes both the purpose and the significance of this study. The research questions are 

formally stated, and the research design is discussed. The chapter concludes with a 

discussion of the limitations of this research project and a discussion of my background 

positionality. 
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Chapter II, “Review of Literature,” covers issues related to healthcare 

consumerism and the changing healthcare marketplace. It identifies the emergence of the 

construct of servant leadership and compares servant leadership to other leadership styles. 

Healthcare consumerism is also discussed, and empathy, compassion, and sympathy are 

compared and contrasted. The review of literature highlights the importance of servant 

leadership to health systems and hospitals, the identity of the servant leader, and previous 

attempts at measuring servant leadership. Chapter II also introduces the construct of 

empathy and identifies the link between servant leadership and empathy. The review of 

literature also includes a discussion on the importance of the empathy construct to health 

systems and hospitals, as well as the link between servant leadership and empathy. 

Chapter III, “Research Methodology”, describes the rationale for selecting a 

mixed methods research design. It also describes the application of the research methods, 

formal research questions, survey construction, interview methods, and data analysis 

methods. It also outlines Internal Review Board (IRB) considerations are all covered in 

this chapter. 

Chapter IV, “Data Analysis,” presents the quantitative analysis from the surveys. 

Additionally, it discusses the conclusions that were drawn as a result of analyzing the 

data from the surveys. Finally, it presents analysis from participant interviews.  

Chapter V, “Findings and Recommendations,” presents the results of the data 

analysis, major emergent themes, and the study limitations. It also presents proposals for 

healthcare constituents and stakeholders, as well as health policymakers. It also outlines 

the implications for future research into servant leadership and empathic care.  
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Chapter II: Literature Review 

Rising costs of healthcare and health policy changes have amplified the need to 

improve the patient experience. In the last decade, a movement toward healthcare 

consumerism in the U.S. healthcare system has created a focus on humanism in medicine 

along with the quality of the relationship between physician and patient. Health systems 

and hospitals continue to address the notion of healthcare consumerism as a market 

influencer. 

This literature review covers issues related to healthcare consumerism and the 

changing market place. It also compares servant leadership to other leadership styles. 

Moreover, the review examines the servant leadership construct, the importance of 

servant leadership to health systems and hospitals, the identity of the servant leader, 

assessing servant leadership. Finally, it highlights the construct of empathy, the link 

between servant leadership and empathy, and how empathy is assessed. 

In all, utilizing Boolean search codes (macro) along with targeted individual 

(micro) database searches, the literature search produced 502 sources from peer-reviewed 

literature on the topics of servant leadership, empathy in healthcare, and consumerism in 

healthcare. The majority of these sources were peer-reviewed journal articles. The 

databases included in the macro and micro searches were PsychINFO, Medline with Full 

Text, CINHAL Plus, Education Research Complete, and Consumer Health Complete. 

The literature search was then refined to exclude studies that were not aligned with the 

definitions of servant leadership, empathic care, patient satisfaction, healthcare, 

consumerism, market share, regulatory requirements, and healthcare costs that guided 
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this research. The Boolean search codes for the macro literature search of the databases 

are listed in Appendix A.  

The overall literature search strategy area is outlined in Figure 1.0. This research 

investigated the influence of servant leadership – a model that emphasizes moral, 

emotional, and relational dimensions of leadership behavior – on health care providers’ 

assessment of an empathic workplace climate. Because of the interdisciplinary nature of 

this dissertation, scholarly literature from several related fields was reviewed. How this 

literature relates to the formation and function of creating an environment of empathic 

care through servant leadership behaviors was also explored. 

 
 
 
 
 
 
 
 
 
 

 

 

 

Figure 2.1. Literature search strategy areas. 

Eight specific areas were reviewed that are relevant to servant leadership and 

empathic care: 

1. Healthcare consumerism; 

2. The importance of empathy to health systems and hospitals; 

3. The empathy construct; 
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4. The importance of servant leadership to health systems and hospitals; 

5. Servant leadership construct; 

6. The link between servant leadership and empathy;  

7. Measuring servant leadership; 

Additional search strings focused on healthcare consumerism and other leadership 

models. 

Healthcare Consumerism 

Merisalo (2018) posited that the onset of consumerism in healthcare is disrupting 

the industry. As a result, healthcare providers are focusing more on improving the patient 

experience. As patients become more discerning in their choices of healthcare providers, 

providing a superior patient experience plays an important role in which healthcare 

provider they choose. Patients expect more from their providers. While patients now view 

high-quality care as baseline standard for an encounter, they also anticipate 

personalization, convenience, digital know-how, timeliness, follow-up, compassion and 

courtesy. These are the types of characteristics that outline the expectations of a good 

experience for the contemporary patient. Merisalo (2018) further asserted that when a 

patient has a good experience with a provider, they are more likely to treat the provider 

well. This can take the form of simple acts such as the patient paying their bill when it’s 

due. 

Merisalo (2018) warned of social media as a way for patients to hold providers 

accountable for a subpar patient experience. Patients can visit various sites online and 

record their grievances. This has the potential to harm the reputation of providers thereby 

potentially reducing patient volume, market share, and patient revenue. 
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Falk (2018) states that "Rising costs and changing attitudes about convenience and the 

ability to personalize life choices are driving a trend toward greater consumer purchasing 

power and individual responsibility in health care services." 

The Deloitte Center for Health Solutions (2018) reported the following in its 2018 

Survey of Healthcare Consumers: “Our findings suggest that healthcare consumers are 

less focused on 'bells and whistles' and more on convenience, cost, and bedside manner” 

(Betts & Korenda, 2018, p. 3). For most consumers, the system of care in the U.S. is 

complicated and often frustrating. When making purchasing decisions, most rely on 

perceptions of service, quality, and costs based on their personal experiences with 

doctors, hospitals, insurance companies, and others, although consumers' use of more 

objective information is on the rise.  

Providers who segment patients into various categories may reveal data points 

that are enlightening. However, each individual segment may contain many more options 

for consideration. In essence, each patient is different which means that the thinking 

around providing care should be “One Size Fits One” rather than “One Size Fits All” 

(Cooper, 2010).  

Fifer (2013) argued that the terms patient and consumer are often used 

interchangeably, but they are not the same. He points out that the difference in the terms 

is that while patients receive care, consumers make decisions that have important 

consequences for their individual health. Furthermore, Fifer points out that there are a 

number of healthcare organizations that recognize that consumerism in healthcare is here 

for the long haul, and it goes beyond only price transparency. At Geisinger Health 

System, consumerism is addressed in how they engage with dissatisfied patients. Its 



 
   

 
 

22 

ProvenExperience program offers copayment refunds to patients whose expectations 

during an encounter were not met. As healthcare continues to mirror other consumer 

markets, these types of novel ideas will become more normative. 

Fifer (2013) discussed healthcare organizations choosing to take a holistic 

approach to the financial aspects of health care, or simply focusing on mundane tasks 

such as securing payment for hospital bills or an insurance claim settled. An example of 

taking the holistic approach was when a patient couldn’t afford his medication and was 

ineligible for Medicaid. In taking the holistic approach to this financial issue, the 

hospitals’ financial counselor worked to secure presumptive eligibility for Medicaid for 

the patient and connected him with resources to cover his pharmacy expenses. As a 

result, the patient expressed his deep gratitude for the assistance and shared that 

previously, no one had taken the time to help him. In this example, patient satisfaction 

was attained, likely patient loyalty was established, and the patient will likely recommend 

the healthcare organization to other patients. 

Importance of Servant Leadership to Health Systems and Hospitals 

The federal government has expressed a three-pronged vision to providing health 

care in a “triple aim” design: improving the individual experience of patient care; 

improving the health of the populations; and reducing the cost per capita cost of 

providing care (Berwick, Nolan, & Whittington, 2008). The chief driver of any business 

is the quality of the product and/or the quality of the service rendered. As such, in the 

healthcare industry, the creation of value is measured by patient outcomes rather than 

patient volume (Berwick et al., 2008). Shifting focus to providing quality outcomes 

remains the core challenge to health systems and hospitals (Porter, 2010). The critical 
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responsibility for leaders in healthcare is to understand their customers and provide the 

best possible patient care (Capoccia & Abeles, 2006; Porter, 2010).  

Healthcare systems and hospitals are searching for leadership styles and structures 

to support an organizational culture that is focused on the patient and the quality of care, 

as well as a meaningful work environment for healthcare providers. The servant 

leadership style has been deemed suitable for the healthcare industry. Schwartz and 

Tumblin (2002) expressed the need for healthcare systems and hospitals to adopt the 

servant leadership model because such care ‘‘has an inherent servant nature” (p. 1426). 

Campbell and Rudisill (2005) suggested that servant leadership has particular relevance 

in healthcare today that is connected to the dynamic work environment, complex 

leadership challenges, and diverse teamwork relationships. Some existing literature 

suggests that additional follower outcomes related to servant leadership include job 

attitudes, organizational citizenship behavior (OCB), and performance (Liden, Panaccio, 

Meuser, Hu, & Wayne, 2014; Van Dierendonck, 2011) as well as outcomes at the team 

(Ehrhart, 2004; Hu & Liden, 2011; Schaubroeck, Lam, & Peng, 2011) and organizational 

(Peterson, Galvin, & Lange, 2012) levels. 

Waterman (2011) explored the notion of service in contemporary healthcare and 

social care. Practicing servant leadership means shouldering the idea of being a servant 

first when decisions are made, and action is taken. Care and concern for others should be 

the mainstays of the healthcare setting (Waterman, 2011). Furthermore, healthcare 

leaders have to find ways to meet the needs of their patients. Health systems and hospitals 

are experiencing rapid change and development that is driven mostly by economic 

factors. There is more of an expectation of ‘doing more with less’ as health systems and 
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hospitals are moving from being a predominantly interventionist activity to one that 

involves strategies centered on supporting patients to take responsibility for their own 

health (Waterman, 2011). 

There are advantages and disadvantages associated with servant leadership. 

Waterman (2011) states that the advantages of servant leadership include: 

• Values people and treat them as ends rather than means. 

• Enables others to develop and flourish. 

• Shows commitment to the community. 

• Expresses a human face in an often and impersonal environment. 

• Puts back the concept of caring into care. 

• Seeks to improve care through encouragement and facilitation, rather than 

through power and authority. 

• Improves performance by developing and nurturing followers. 

The disadvantages of servant leadership include: 

• Similarity to transformational leadership approaches. 

• Falls into a target-fixated system. 

• Disturbs the concept of hierarchy. 

• Can be perceived as a ‘religious’ concept and therefore alien to modern 

sensitivities. 

• The title of servant can be seen as detrimental to nurses. 

• Humility can be perceived as weakness. 

• Some workers may not respond to this approach. 
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Overall, Waterman (2011) asserted that the concept of service takes nurses back 

to their roots. It also reminds them about what they do and for whom they do it, notably, 

patients and community. Furthermore, a broader awareness of the service aspect of 

healthcare, and adherence to servant leadership principles, can realign nursing leadership 

to show more compassion and understanding to patients to ensure a better patient 

experience. 

Servant leadership principles are important to the performance of health systems 

and hospitals. Traditionally, the CEO or executive leader has borne the brunt of the 

organization’s performance (Gamble, 2013). However, a shift in perspective is occurring. 

Petrey (2013) states: “In large, complex organizations, managerial responsibilities are 

unlikely to be one individual’s exclusive domain; top management teams’ ability to work 

together effectively should also be considered” (para. 6). Research has indicated that 

organizations with leaders who report a high number of low-performing employees also 

have lower HCAHPS scores (Gamble, 2013). 

Bowsell and Cannon (2005) contributed two salient ideas about relationships in 

health care. First, healthcare systems, hospitals, patients, and providers benefit when 

collaboration is applied. Second, environments that encourage collaborative partnerships 

require strong leadership. Regardless of the role the individual nurse or physician holds 

within an organization, collaboration between team members of these professions is 

important for quality patient care (Garber, Madigan, Click, & Fitzpatrick, 2009). 

The success of communication and collaboration is dependent upon individual 

commitment and organizational support (Tschannen, 2004). Researchers have supported 

the value of collaboration in relation to patient outcomes and/or quality of work life for 
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the provider. The collaboration between nurse and physician has been a prominent topic 

of discussion within professional organizations (Baggs & Gedney, 2005). 

Communication among healthcare providers is important to patient safety. Lack 

of communication among healthcare providers has been linked to patient care errors. This 

cause and effect relationship has been a catalyst for research studies related to 

communication and collaboration. One of the most prolific studies is the Institute of 

Medicine (2000) report, To Err is Human: Building a Safer Health System. The report 

linked a lack of communication among healthcare providers to patient care errors and 

thus served as an impetus for studies related to communication and collaboration (Barrere 

& Ellis, 2002). In addition to governmental policies and patient safety initiatives, 

collaboration has been identified as an important component of the quality of the work 

environment that can affect the patient experience.  

According to the American Association of Critical Care Nurses (2003), 90% of 

their members reported collaboration among nurses, physicians and administrators as one 

of the most important aspects in perceptions of a healthy work environment. Furthermore, 

the association also identified core competencies for health professionals that include 

skilled communication, and collaboration. They also reported that effective decision-

making, appropriate staffing, meaningful recognition, and authentic leadership as the 

most important aspects of perceptions of a healthy work environment. 

Transparency about goals and processes in tandem with implementing a servant 

leadership style can serve as a catalyst for powerful teams. Hu and Liden (2011) 

“investigated goal and process clarity and servant leadership as three antecedents of team 

potency and subsequent team effectiveness operationalized as team performance and 
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organizational citizenship behavior” (p. 851). In relation to goal and process clarity and 

team effectiveness, Hu and Liden state: “in order to fully complete one’s task roles, one 

needs to have clear expectations about one’s own sub-goals, the paths to accomplish 

those sub-goals, and the link between one’s work and the work of others” (p. 851–852). 

They also propose “goal and process clarity contribute the most to the emergence of team 

potency when accompanied by servant leaders, whose employee-centered focus is 

beneficial for facilitating team confidence and effective team behaviors” (p. 859). 

The World Health Organization (2006) lists unmotivated healthcare workers as 

one of the top 10 leading causes of inefficiencies of the healthcare system. The practice 

of servant leadership incorporates three dimensions: motives, means, ends or outcomes. 

Servant leadership encompasses the “triple bottom line” (sustaining people, profit, and 

the planet) and incorporates moral symmetry to balance the needs of all affected (San 

Facon & Spears, 2010). The effects of servant leadership are closely linked to employee 

satisfaction and organizational profits. Various studies have alluded to a direct causal 

relationship between leadership and customer satisfaction, employee satisfaction, and 

financial vitality (Jones, 2012; Obiwuru, Okwu, Akpa, & Nwankere, 2011). 

Importance of Empathy to Health Systems and Hospitals 

Empathy in healthcare has played a role in patient care and there has been much 

dialog in recent years concerning the role that empathy should play in medicine. Both 

patients and health systems and hospitals practice benefit when healthcare providers 

practice empathic care, and empathy in healthcare is important to patients and improving 

the patient experience. To support healthcare providers practicing empathic care, medical 
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schools, health systems and hospitals will need to be intentional about effective empathic 

care training and development for students and for staff.   

The topic of empathy in healthcare is being revisited as something essential to 

good medical practice (Hardy, 2016). Developing a culture of empathy can be 

challenging and requires ongoing attention. However, the effort is valuable because 

empathy improves the patient experience, staff satisfaction, and enhances the bottom line 

(Care Transformation Center, 2016). Parrish et al. (2016) asked 112 orthopedic patients 

to assess their healthcare experience for their initial office visit with their hand surgeon. 

The number one rated aspect of care was empathy from their healthcare provider. Neither 

the duration of visits, or observations that the surgeon was rushed, correlated with patient 

satisfaction; empathy was the key factor.  

Further, Uhas, Camacho, Feldman, and Balkrishnan (2008) administered a cross-

sectional survey to a convenience sample of 20,901 patients who rated their recent 

outpatient visit to a healthcare provider. The survey results were used for research related 

to patient advocacy and contributed to patient satisfaction report cards for physicians. 

The survey results indicated that perceived empathy was the strongest correlate of patient 

satisfaction with their healthcare provider. In light of various changes in the 

contemporary health care marketplace, the theme of empathy in health provider-to-

patient relations, and among managers, deserves closer analysis. Patient populations 

benefit when all members of the health care staff provide and contribute to an 

environment of empathic care (Fields et al., 2004). 

Hojat (2009) posited that empathy in the healthcare environment can be the 

catalyst for positive patient outcomes. These outcomes include improved patient 
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satisfaction and compliance, lower rates of malpractice litigation, lower cost of medical 

care, and lower rate of medical errors. Further, Hojat found that staff members’ health 

and wellbeing is associated with higher empathy. Additionally, multiple tools have been 

utilized to measure the decline in empathy. These measures include the Jefferson Scale of 

Physician Empathy (henceforth JSPE), the Interpersonal Reactivity Index, questionnaires 

(Hojat et al., 2004, 2009), and semi-structured interviews (Eikeland et al., 2014).  

Eikeland et al. (2014) and Hojat et al. (2009) argued that medical students are 

actually trained to lack empathy, not explicitly in their curriculum, but rather as a side-

effect of the attitude required to get through medical school. This decline in empathy 

appears to be related to the education of medical students that occurs around the third 

year of medical training (Eikeland et al., 2014; Hojat et al., 2009). A number of features 

of medical education have been credited with dampening a student’s ability to empathize. 

Among these are the inadequate amount of time for students to learn profuse amounts of 

information (Eikeland et al., 2014; Hojat et al., 2009), the belief that emotions sidetrack 

physicians from making good decisions (Eikeland et al., 2014), and the development of 

cynicism as a necessary coping method intended to avoid attachment and professional 

burnout (Eikeland et al., 2014; Halpern, 2011; Testerman, Morton, Loo, Worthley, & 

Lamberton, 1996). 

As a result of these different features, empathy is not only put aside in favor of 

more pressing concerns, but it is also actively trained away in medical and nursing 

students. It is interpreted as something unnecessary and dangerous for physicians, and 

unimportant to nurses. However, culpability for the decline in empathy should not be 

entirely placed on the intensity of medical education. Others have also noted that 
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Search 
ID# 

Search Terms Search Options Last Run Via Results 

S4 

DE "Medical 
Personnel" OR DE 
"Nurses" OR DE 
"Psychiatric Nurses" 
OR DE "Public Health 
Service Nurses" OR DE 
"School Nurses" OR DE 
"Physical Therapists" 
OR DE "Physicians" OR 
DE "Family Physicians" 
OR DE "General 
Practitioners" OR DE 
"Gynecologists" OR DE 
"Internists" OR DE 
"Neurologists" OR DE 
"Obstetricians" OR DE 
"Pathologists" OR DE 
"Pediatricians" OR DE 
"Psychiatrists" OR DE 
"Surgeons" 

Search modes - 
Boolean/Phrase   

Interface - EBSCOhost Research 
Databases  
Search Screen - Advanced Search  
Database – PsycINFO 

70,812 

S3 servant or greenleaf* Search modes - 
Boolean/Phrase   

Interface - EBSCOhost Research 
Databases  
Search Screen - Advanced Search  
Database – PsycINFO 

2,219 

S2 servant or greenleaf* Search modes - 
Boolean/Phrase   

Interface - EBSCOhost Research 
Databases  
Search Screen - Advanced Search  
Database – PsycINFO 

2,219 

S1 

DE "Leadership" OR DE 
"Leader Member 
Exchange Theory" OR 
DE "Leadership 
Qualities" OR DE 
"Leadership Style" OR 
DE "Transactional 
Leadership" OR DE 
"Transformational 
Leadership" 

Search modes - 
Boolean/Phrase   

Interface - EBSCOhost Research 
Databases  
Search Screen - Advanced Search  
Database – PsycINFO 

36,372 
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Appendix B: Supplementary References for Empathic Interpersonal Engagement in 

Clinical Environments 

Supplementary References 
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Review, 2, 35–37.  

Beckman, H. B., & Frankel, R. M. (1984). The effect of physician behavior on the 
collection of data. Annals of Internal Medicine, 101, 692–696. https://doi.org/ 
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Beckman, H. B., Markakis, K. M., Suchman, A. L., & Frankel, R. M. (1994). The doctor-
patient relationship and malpractice: Lessons from plaintiff depositions. Archives 
of Internal Medicine, 154, 1365–1370. 
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medical interview style to patient satisfaction. Journal of Family Practice, 
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DiMatteo, M. R., Sherbourne, C. D., Hays, R. D., Ordway, L., Kravitz, R. L., McGlenn, 
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satisfaction from physicians’ nonverbal communication skills. Medical Care, 17, 
376–387.  
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nonverbal communication skills to patient satisfaction, appointment 
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Francis, V., & Morris, M. (1969). Gaps in doctor-patient communication: Patients’ 
response to medical advice. The New England Journal of Medicine, 280(4), 535–
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Hickson, G. B., Clayton, E. W., Entman, S. S., Miller, C. S., Githens, P. B.,            
Whethen-Goldstein, K., & Sloan, F. A. (1994). Obstetricians’ prior malpractice 
experience and patient satisfaction with care. Journal of the American Medical 
Association, 272(20), 1583–1587. 
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Shapiro, R. S., Simpson, D. E., & Lawrence, S. L. (1989). A survey of sued and non-sued 
physicians and suing patients. Annals of Internal Medicine, 149(10), 2190–2196. 
https://doi.org/10.1001/archinte.1989.00390100028008 

Squier, R. W. (1990). A model of empathic understanding and adherence to treatment 
regimens in practitioner patient relationships. Social Science & Medicine, 30(3), 
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Appendix C: Work Environments Survey for Servant Leadership and Empathic Care 

 

  

Greetings and welcome! 

Work environments are important to all of us and this survey explores how mid-levels in medical group practices

perceive their work environments. My name is Mark Martin and I’m currently pursuing my PhD in Leadership and

Change from Antioch University. I'm in the midst of completing my research for my dissertation and I’d sincerely

appreciate your participation in my survey.

You are being invited to participate in this survey because you are a Nurse Practitioner, a Physician Assistant, or

Practice Manager serving in a Crestdale Health Care Medical Group practice. With thoughtful reflection, I estimate that

this survey will take between 10 – 15 minutes to complete.

Crestdale Health Care has approved the survey, as well as the Institutional Review Board at Antioch University.  All

individual responses will be anonymous and confidential.  Only aggregate data will be reported and no individual

identifying information will be included in any oral or written reports of study data. Your participation is voluntary and

you may elect to discontinue your participation and stop responding to the survey at any time. Although no study is

completely risk free, I do not anticipate that you will be harmed or distressed by responding to the survey questions.

I do hope that participating in this survey will be a good experience for you. If you have any ethical concerns about

this survey, contact Lisa Kreeger, PhD, Chair, Institutional Review Board, Antioch University Ph.D. in Leadership and

Change. 

I look forward to listening and learning about your experiences through this survey.

Thanks so much for your participation!

Mark A. Martin, PhD Candidate

Antioch University PhD Program in Leadership & Change

Introduction / Consent Form 

Work Environments Research Survey

1
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Appendix D: Participant Confirmation Email 

Interview Session Confirmation Email 
 
Thank you again for agreeing to participate in the interview session group. I sincerely 
appreciate your assistance!! 
 
As you know, my dissertation is entitled "Servant Leadership Behaviors & Empathic 
Care: Developing A Culture of Empathy in the Healthcare Setting." The goal of the 
interview session will be to share some of the results from the survey that explored how 
mid-level professionals in primary care practices perceive their work environments, and 
to hear your thoughts about the survey results and about your experiences with servant 
leadership and empathy in your primary care practice.  
 
The interview session will be conducted by conference call and will last for one hour. 
This facilitated discussion will audiotaped and all discussions and responses will be 
kept strictly confidential. Your participation in the interview session presents the 
opportunity for you to participate in the creation of new and original research that is 
related to how work environments contribute to patient care. Crestdale Health Care has 
approved this research study as well as the Institutional Review Board at Antioch 
University. I’ve also attached a letter of informed consent; please sign and email to me at 
mmartin5@antioch.edu.  
 
This document provides some context for our discussion. Please review in preparation for 
the virtual focus group session. If you have any questions or need additional information, 
please don’t hesitate to contact me by email at mmartin5@antioch.edu. I look forward to 
your feedback and thanks so much for your participation! 
 
Mark A. Martin, PhD Candidate 
Antioch University PhD Program in Leadership & Change 
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Appendix E: Synopsis of Servant Leadership Characteristics and Empathic Care 
Synopsis of Servant Leadership Characteristics and Empathic Care 

 
The Seven Pillars of Servant Leadership are characteristics or behaviors of the servant leader. 
Within each of the Seven Pillars, is a set of key leadership traits or core competencies.  
 
PILLAR I (PERSON OF CHARACTER) 
Defined: A servant leader makes insightful, ethical, and principle-centered decisions. A Person of 
Character is honest, trustworthy, authentic, and humble. They lead by conscience, not by ego. 
They are filled with a depth of spirit and enthusiasm and are committed to the desire to serve 
something beyond oneself.  
 
The key leadership traits/core competencies that comprise Pillar I (Person of Character):  

• Maintaining Integrity 
• Demonstrates Humility 
• Serves a Higher Purpose 

 
PILLAR II (PUTS PEOPLE FIRST) 
Defined: A person who puts people first seeks first to serve then aspires to lead. Their self-
interest is deeply connected to the needs and interests of others. They serve in a manner that 
allows those served to grow as person, and express genuine care and concern for others.  
 
The key leadership traits/core competencies that comprise Pillar II (Puts People First):  

• Displays a Servant’s Heart 
• Is Mentor Minded 
• Shows Care and Concern 

 
PILLAR III (SKILLED COMMUNICATOR) 
Defined: A person who is a skilled communicator listens earnestly and speaks effectively. They 
seek first to understand, then to be understood. They listen receptively to others, demonstrating 
genuine interest, warmth, and respect. They listen honestly and deeply to oneself and invites 
feedback from others, and they influence others with assertiveness and persuasion rather than 
power.  
 
The key leadership traits/core competencies that comprise Pillar III (Skilled Communicator):  

• Demonstrates Empathy 
• Invites Feedback 
• Communicates Persuasively 

 
PILLAR IV (COMPASSIONATE COLLABORATOR) 
Defined: A person who is a compassionate collaborator invites and rewards the contributions of 
others. They pay attention to the quality of work-life and strive to build caring, collaborative 
teams and communities. They relate well to people of diverse backgrounds and interest and value 
individual difference. They manage disagreements respectfully, fairly, and constructively. 
 
The key leadership traits/core competencies that comprise Pillar IV (Compassionate 
Collaborator):  

• Expresses Appreciation 
• Builds Teams and Communities 
• Negotiates Conflict 

PILLAR V (HAS FORESIGHT)  
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Defined: A person who has foresight views foresight as the central ethic of leadership and 
knows how to access intuition. They can articulate and inspire a shared vision, and they 
use creativity as a strategic tool. They are discerning, decisive, and courageous decision-
makers. 
 

The key leadership traits/core competencies that comprise Pillar V (Has Foresight): 
• Visionary 
• Displays Creativity 
• Takes Courageous and Decisive Action 

 
PILLAR VI (SYSTEMS THINKER) 
Defined: A person who is a systems thinker connects systems thinking with ethical 
issues. They apply the principles of servant leadership to systems analysis and decision-
making. They integrate input from all parties in a system to arrive at holistic solutions, 
and demonstrate an awareness of how to lead and manage change.  
 

The core competencies that comprise Pillar VI (Systems Thinker):  
• Comfortable with Complexity 
• Demonstrates Adaptability 
• Considers the “Greater Good”  
 

PILLAR VII (LEADS WITH MORAL AUTHORITY) 
Defined: A person who leads with moral authority values moral authority over positional 
authority. They empower the others with responsibility and authority. They set clear, firm 
yet flexible boundaries, and establish, model, and enforce quality standards for conduct 
and performance.  
 

The core competencies that comprise Pillar VII (Leads with Moral Authority):  
• Accepts and Delegates Responsibility 
• Shares Power and Control 
• Creates a Culture of Accountability 

 
EMPATHIC CARE ENVIRONMENT 
 

Defined: An environment of empathic care is one that emphasizes empathy and deep 
compassion for others in the primary care practice.  
 
Measures of Empathic Care  

• Empathic Care Reflected in Organizational Policies and Procedures (i.e. a 
component of the organizations’ governance) 

• Empathic Care Formal Training Offered to Leaders and Staff (i.e. Continuing 
Medical Education units) 

• Empathic Care Visually Marketed and Promoted in Medical Group Practice 
Facilities (i.e. posters, flyers, media, etc.) 

• Empathic Care Environment (Overall) Promoted (i.e. team members in promote a 
general environment of empathic care) 
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Appendix F: Informed Consent Form 
Servant Leadership & Empathic Care Dissertation Research Consent Form 
 
This informed consent form is for mid-level managers who are being inviting to 
participate in a research project titled “Servant Leadership & Empathic Care: Developing 
A Culture of Empathy in the Healthcare Setting.”  

• Name of Principle Investigator: Mark A. Martin 
• Name of Organization: Antioch University, PhD in Leadership and Change 

Program 
• Name of Project: Virtual Focus Group Research  

 
You will be given a copy of the full Informed Consent Form  

A. Introduction  
I am Mark A. Martin, a student in Antioch University, PhD in Leadership and Change 
Program. As part of this degree, I am completing a project to fulfill the requirements of 
the PhD that includes dissertation research. This research project examines servant 
leadership characteristics and empathic care. I am going to share with you information 
about the study and invite you to be part of this research. You may talk to anyone you 
feel comfortable talking with about the research, and take time to reflect on whether you 
want to participate or not. You may ask questions at any time.  

B. Purpose of the research  
The purpose of this project is to investigate the relationship between servant leadership 
and empathic care. This information may help us to better understand how hospitals and 
health systems can improve their patient satisfaction scores.  

C. Type of Research Intervention  
This research will involve your participation in a virtual focus group, where your input 
will contribute to a more granular discussion of servant leadership and empathic care. 
The virtual focus group session be tape recorded solely for research purposes, but all of 
the participants’ contributions will be de-identified prior to publication or the sharing of 
the research results. The recording, and any other information that may connect you to 
the study, will be kept in a locked, secure location. The virtual focus group session will 
be one hour in length and conducted by conference call. 

D. Participant Selection  
You are being invited to take part in this research because you are a mid-level manager in 
the Crestdale Health Care Medical Group. You should not consider participation in this 
research if you are not a nurse practitioner, physician assistant, or practice manager.  

E. Voluntary Participation 
Your participation in this study is completely voluntary. You may choose not to 
participate. You will not be penalized for your decision not to participate or for anything 
of your contributions during the study. Your position in Crestdale Health Care will not be 
affected by this decision or your participation. You may withdraw from this study at any 
time. If an interview has already taken place, the information you provided will not be 
used in the research study.  

F. Risks 
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No study is completely risk free. However, I do not anticipate that you will be harmed or 
distressed during this study. You may stop participating in the study at any time and for 
any reason. 
  
 

G. Benefits 
There will be no direct benefit to you, but your participation may help others in the 
future.  

H. Reimbursements 
You will not be provided any monetary incentive to take part in this research project.  

I. Confidentiality 
All information will be de-identified, so that it cannot be connected back to you. Your 
real name will be replaced with a pseudonym in the write-up of this project, and only the 
primary researcher will have access to the list connecting your name to the pseudonym. 
This list, along with tape recordings of the discussion sessions, will be kept in a secure, 
locked location. 

J. Limits of Privacy 
Confidentiality: Generally speaking, I can assure you that I will keep everything you tell 
me or do for the study private. Yet there are times where I cannot keep things private 
(confidential). The researcher cannot keep things private (confidential) when:  

• The researcher finds out that a child or vulnerable adult has been abused  
• The researcher finds out that that a person plans to hurt him or herself, such as 

commit suicide,  
• The researcher finds out that a person plans to hurt someone else, There are laws 

that require many professionals to take action if they think a person is at risk for 
self-harm or are self-harming, harming another or if a child or adult is being 
abused. In addition, there are guidelines that researchers must follow to make sure 
all people are treated with respect and kept safe. In most states, there is a 
government agency that must be told if someone is being abused or plans to self-
harm or harm another person. Please ask any questions you may have about this 
issue before agreeing to be in the study. It is important that you do not feel 
betrayed if it turns out that the researcher cannot keep some things private.  

K. Future Publication 
The primary researcher, Mark A. Martin, reserves the right to include any results of this 
study in future scholarly presentations and/or publications. All information will be de-
identified prior to publication.  

L. Right to Refuse or Withdraw 
You do not have to take part in this research if you do not wish to do so, and you may 
withdraw from the study at any time without your job being affected.  

M. Who to Contact 
If you have any questions, you may ask them now or later. If you have questions later, 
you may contact Mark A. Martin at mmartin5@antioch.edu. If you have any questions 
about your rights as a research participant, you may contact Dr. Lisa Kreeger, Chair, 
Institutional Review Board, Antioch University Ph.D. in Leadership and Change at 
lkreeger@antioch.edu. This proposal has been reviewed and approved by the Antioch 
International Review Board (IRB), which is a committee whose task it is to make sure 
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that research participants are protected. If you wish to find out more about the IRB, 
contact Dr. Lisa Kreeger. 
DO YOU WISH TO BE IN THIS STUDY? I have read the foregoing information, or it 
has been read to me. I have had the opportunity to ask questions about it and any 
questions I have been asked have been answered to my satisfaction. I consent voluntarily 
to be a participant in this study.  
Name of Participant (PRINT) _______________________________________________ 
Signature of Participant ____________________________________________________ 
Date ___________________________ Day/month/year 
DO YOU WISH TO BE AUDIOTAPED IN THIS STUDY? I voluntarily agree to let the 
researcher audiotape me for this study. I agree to allow the use of my recordings as 
described in this form. 
 
Name of Participant (PRINT) _______________________________________________ 
 
Signature of Participant ____________________________________________________  
 
Date ___________________________ Day/month/year 
 
To be filled out by the researcher or the person taking consent: I confirm that the 
participant was given an opportunity to ask questions about the study, and all the 
questions asked by the participant have been answered correctly and to the best of my 
ability. I confirm that the individual has not been coerced into giving consent, and the 
consent has been given freely and voluntarily. A copy of this Informed Consent Form has 
been provided to the participant. 
 
Name of Researcher/person taking the consent (PRINT): 
 
________________________________________________________________________ 
 
Signature of Research/person taking the consent 
___________________________________________________________________ 
 
Date ___________________________ Day/month/year 
 
 
 
 
 
 


