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Abstract
Physicians exercising the characteristics of authentic leaders may be better equipped to
affect the ethical strength of health care staff and provide a vehicle for reducing
corruption in the health care industry. This position suggests that physicians practicing
with these particular qualities are more effective than those who are not genuine,
transparent, or committed to maintaining emotional balance in their work relations. The
purpose of this quantitative correlational study was to determine whether physician
authentic leadership (AL) moderated the relationship between physician emotional
intelligence (EI) and the moral potency of their billing and codes managers. Survey data
were collected from 105 medical staff who completed measures of ethical strength, EI,
and AL. Regression analyses were conducted to evaluate the relationships among these
measures. Findings indicated physician EI had a significant positive relationship with the
billing/codes managers’ ethical strength. Physician EI also had a significant positive
relationship with physician AL. The moderation regression was not statistically
significant, nor was the effect for EI in the regression. However, analyses yielded a
significant effect for AL. Although physician AL did not significantly interact with
physician EI and managers’ ethical strength, results indicated that managers’ ethical
strength was influenced by the physician’s AL. Results may be used for positive social
change to raise awareness about a potential means of reducing corruption in the health

care industry.
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Chapter 1: Introduction to the Study

Corporate malfeasance and the magnitude of corrupt activities within
organizations has drawn a great deal of attention over the last decade (Liu et al., 2018).
Landay et al. (2019) reported that recent scandals had facilitated broad concern regarding
the character and ethical behavior of corporate executives. Moreover, Kimeu (2014)
reported that International Transparency defined systemic corruption as “the abuse of
entrusted power for private gain” (p. 231). Although a great deal of the literature has
focused on the criminal activities and has viewed some companies as victims in false
claims cases (Sanford Heisler, 2012), Arellano-Gault (2019) examined the internal
organizational processes that often dictate the misconduct and serve to steady or secure
corrupt demands. Arellano-Gault found one side of the issue centered on corruption from
the perspective of it being a decision of profit and risk calculations, and the other side
viewed it as a social relationship that is normalized within the firm. Moreover, having a
greater awareness of the detrimental effects of corruption has generated increased
strategies for countering its sustenance (Persson et al., 2013).

Sullivan and Hull (2019) reported that “healthcare fraud, waste, and abuse losses
were estimated to be as much as $700 billion per year” (p. 48). The researchers claimed
that these deficits contribute to the rapid escalation in health care costs for all Americans.
Sullivan and Hull reported that although health care costs rose, so did the number of
health care fraud activities. This problem affects everyone from patients to health care
insurance providers to health care professionals and spans a variety of unethical

behaviors. Sullivan and Hull listed some of the most common types of health care fraud
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as kickbacks paid in the form of cash and billing for medically unnecessary prescription
drugs. Moreover, the researchers found doctors who had billed health insurance providers
for patient visits coded as “evaluation and management” and had at the same time billed
for “preventative counseling” for the same patient visit. In addition to these types of
misconduct, other researchers reported the following examples: sexual coercion
(d’Oronzio, 2015; Melo et al., 2019; Swiggart et al., 2016), upcoding (Bauder et al.,
2017; Jirges & Koberlein, 2013), hospital profiteering (Derlet et al., 2016), criminal
prescribing of opioids and unnecessary surgeries (DuBois et al., 2019), and withholding
potentially life-prolonging medical treatment (Landry et al., 2019).

This chapter introduces the current study’s problem under investigation, the
research questions and hypotheses, and the quantitative design used to measure the
constructs. Relevant terms used throughout the current study are defined as well as
pertinent assumptions made prior to the current study. In addition, the current study’s
scope, delimitations, and limitations are reviewed.

Background

Trending in recent years has been a focus on ethics and morality in leadership
(Liu et al., 2018). Covelli and Mason (2017) explained that this has been partly attributed
to organizational corruption leading to distrust among people for their leaders across the
United States and around the world. DuBois et al. (2019) reported that in a study
analyzing 280 cases in the United States between 2008 and 2016 concerning ethical
violations in medicine, most involved repeated wrongdoing that was overlooked. DuBois

et al. also found that systems failed to identify, track, or prevent repeated offenses.



DuBois et al.’s study also revealed that most cases involved males with selfish motives,
and over half involved either a personality disorder or a substance use disorder.

Wiernik and Ones (2018) found that employee corruption typically included
“lying, misrepresentation, cheating, bribery, operating with a conflict of interest, abusing
one’s position for personal ends, and breaking or subverting laws, rules, or regulations”
(p. 37). Wiernik and Ones concluded that some organizations promote unethical
behaviors or blatantly require it from their employees. One of the examples cited was the
Wells Fargo scandal of 2016, in which the authors reported that employees were
instructed to commit fraudulent banking and set goals so high that others would act
unethically to reach them. With the increased publicity of global corruption and the
arrival of the 21 century, George (2003), a former chair and CEO of a leading medical
technology company, wrote, “we need authentic leaders to run our organizations, people
of the highest integrity, committed to building enduring organizations” (p. 5). During this
same period, Luthans and Avolio (2003) were formulating a new approach to leadership,
which they called authentic leadership (AL). In their development of AL theory, Luthans
and Avolio’s aim was to identify constructs and relationships that would assist in the
reestablishment of confidence and integrity in leaders. Duncan et al. (2017) reported that,
over the years, AL gained a large degree of attention. Walumbwa et al. (2008) provided
the four key dimensions of the leadership construct: “self-awareness, relational
transparency, balanced processing, and internalized moral perspective” (p. 95).

Malila et al. (2018) claimed theirs was the first literature review to examine

original peer-reviewed research on AL applied in health care, dating back to 2009. The



purpose of the review was to identify potential gaps and make suggestions for future
research. Four themes were noted in their research which included well-being at work,
patient care quality, work environment, and AL promotion. Moreover, they highlighted
the fact that well-being at work was the most common among the themes reporting that
this must be addressed properly to avoid potential burnout and high turnover. In their
research they found that AL actually influenced health care staff in a number of positive
ways, that it could impact patient outcomes, that it enhanced healthy work environments,
and yet was found to be the smallest research theme among their review. Wong and
Cummings (2009) implemented the AL model using secondary analysis procedures
examining health care employees. Their study included physicians, nurses, pharmacists,
and administrative and support staff. Results indicated a positive effect of AL behaviors
on work outcomes, as leaders who were perceived as relationally transparent also
generated greater trust in followers.

The concept of emotional intelligence (EI) was brought into public awareness by
Goleman (1995), who described EI in terms of understanding and controlling emotions in
oneself. Goleman argued that EI was developed by learning appropriate emotional skills
over time. Moreover, Goleman maintained that because EI was an ability form of
intelligence, it could be enhanced through training. Mayer and Salovey (1997) defined EI
as:

the ability to perceive, appraise, and express emotions accurately; the ability to

access and generate feelings to facilitate cognitive activities; the ability to

understand affect-laden information and use emotion-relevant knowledge; and the



ability to manage one’s own emotions and the emotions of others to promote

emotional and intellectual growth, well-being, and adaptive social relations. (p.

10)

Panait and Bucinschi (2018) asserted that to be seen as having AL was to exhibit
high EI. While investigating the relationship between EI and variance in ethical behavior,
Jeffries and Lu (2018) collected data using an experimental economics lab in which they
issued cash payoffs for decisions made in an ultimatum game. While assessing moral
reasoning in combination with EI, Jeffries and Lu found support for their hypothesis that
higher scores on both constructs yielded more ethical behavior.

Previous research addressed ethical behavior using moral development measures
(Jeffries & Lu, 2018). Jeffries and Lu (2018) focused on the gap in the knowledge
involving whether there were variances in ethical behavior and a link to EI. Their
findings indicated that EI was attributed to some of the variance in ethical behavior.
Rather than using traditional self-report data, Jeffries and Lu created a simulation in
which participants were required to make decisions and experience the consequences for
their decisions. Another gap in the knowledge was identified by Panait and Bucinschi
(2018) who reported EI to be crucial for effective leaders. The current study was needed
to determine EI’s role in physician leaders, combined with their authenticity in the
workplace, and the impact they have on medical staff’s moral integrity.

The current study was needed to address health care corruption and the need for
greater ethics in the field. This study was needed to determine to what extent AL among

physicians may moderate the relationship between physician EI and ethical strength in



medical staff. In addition, the intent was to provide relevant information to physicians

and health care administrators as evidence toward mitigating corruption and its

destructive repercussions in the health care industry. The intent was to create greater

awareness of an important social issue and promote new strategies toward positive social

change in health care, which may impact individuals, organizations, and communities.
Problem Statement

At the time of the current study, the research problem was the unethical and
corrupt upcoding of patient fees in health care (Spika & Zweifel, 2019). Previous
research also addressed these concerns (Alilyyani et al., 2018; Candy, 2014; Malila et al.,
2018; Nica, 2015; Swiggart et al., 2016). Tonescu (2018) reviewed recent literature
regarding health care corruption and found that it was a significant factor in the cost and
stability of services. The analysis also revealed that one of the most important tools in
curtailing corruption was transparency. lonescu argued that corruption played a relevant
role in determining health care costs, interfering with delivery of services, and causing
resources to be misused. Ionescu found that some of the key factors contributing to
corruption included not having an effective corruption reporting system, political
interference, and a lack of ethical and moral integrity within health care staff.

Because AL and EI are still relatively young constructs in the social and
behavioral sciences, gaps in the literature were identified, which had overlapping
associations with each other and the current study. First, a gap was noted regarding the
impact leadership style has on corruption in health care (Malila et al., 2018). The

objective in conducting the current quantitative study was to determine to what extent, if



any, AL among physicians moderated the relationship between physician EI and ethical
strength behavior, which was intended to address this gap. Malila et al. (2018) reported
that despite the studies indicating the positive effects of AL, there was little empirical
research on AL in health care. The current study was conducted to add to the knowledge
base regarding potential methods for reducing misconduct in health care.

Cianci et al. (2014) also noted that they were not able to investigate all pertinent
antecedents that linked AL to subordinate ethical decision making. Alilyyani et al. (2018)
reported that future studies needed to include a bigger variety of health care
professionals. Eisenbeil and Giessner (2012) indicated the need to investigate the depth
of ethical leadership by examining overlooked contextual factors. One example from the
literature in which AL constructs were missing in health care was reported by Vasquez
(2018) concerning Sutter Health. California’s attorney general filed a lawsuit alleging
that Sutter engaged in anticompetitive contractual practices, raising the fees for health
care services above what it would have been able to charge against competition. Due to
cases like this throughout the corporate world, Avolio and Walumbwa (2014) maintained
that interest in AL had grown rapidly due to the deterioration of trust among leaders
throughout the world.

Candy (2014) explained how more demands were being issued from government
for health care organizations to comply with greater ethical conduct and demonstrate
greater levels of integrity. Melo et al. (2019) conducted a study with physicians in Rhode
Island and found that physician boundary violations were serious breaches of

professional conduct. Such incidents jeopardize the relationship between doctors and
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patients because professional relationships between doctors and patients are built on trust
(Melo et al., 2019). Lopes (2016) reported that ability EI had been positively related with
supervisor performance ratings. Lopes asserted that supervisors must regulate their own
and subordinates’ emotions to be able to motivate employees. In addition, Lopes claimed
that health care staff must manage their feelings and expression of emotion to help
patients and comply with organizational policies. Lopes echoed the theory of several
authors who claimed that effective leadership relied on high levels of EI.
Purpose of the Study

The purpose of this quantitative correlational study was to investigate whether
physician AL and EI were significant factors in helping reduce corrupt and unethical
behavior in health care. Also, the intention was to determine whether EI predicted ethical
strength in employees, as well as whether AL moderated the relationship between
physician EI and ethical strength in their employees. Finally, an intent of the current
study was to provide results to physicians and health care administrators with the
potential for promoting greater ethical behavior within individual medical practices.

Research Questions and Hypotheses

The following research questions and associated hypotheses were used to address
the identified gap in the literature:

RQI: Does perceived EI in physicians, as provided by staff members and assessed
by the Wong-Law Emotional Intelligence Scale (WLEIS), predict employee ethical
strength, as assessed by the Moral Potency Questionnaire (MPQ)?

Hoi: Physician EI does not predict employee ethical strength.



Hai: Physician EI predicts employee ethical strength.

Physician EI, as assessed by the WLEIS, was evaluated to determine whether it
may be used to predict employee ethical strength, as measured by the MPQ. Statistical
Package for Social Sciences (SPSS) analysis of EI on employee ethical strength was
conducted to assess whether the predictor variable of EI was a significant predictor of the
criterion variable.

RQ2: Does perceived physician EI, as provided by staff members and assessed by
the WLEIS, predict physician AL, as assessed by the Authentic Leadership Questionnaire
(ALQ)?

Ho2: Physician EI does not predict their AL.

Haz: Physician EI predicts their AL.

Physician EI, as assessed by the WLEIS, was evaluated to determine whether it
may be used to predict AL, as assessed by the ALQ. SPSS analysis of EI on AL was
conducted to confirm whether the predictor variable of EI was a significant predictor of
the criterion variable.

RQ3: Does perceived physician AL, as provided by staff members, moderate the
relationship between physician EI and employee ethical strength, as measured by the
MPQ?

Hos: Physician AL does not moderate the relationship between physician EI and

employee ethical strength, as measured by the MPQ.

Haz: Physician AL moderates the relationship between physician EI and employee

ethical strength, as measured by the MPQ.
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Physician AL, as assessed by the ALQ, was evaluated to determine whether there
was a moderation effect between physician EI and employee ethical strength, as
measured by the MPQ.

Theoretical Framework
Authentic Leadership Theory

The current study was anchored in three theories. The principle theory was AL
theory (Luthans & Avolio, 2003). Gardner et al. (2011) reported the first literature
writings describing AL were by Hoy and Henderson (1983), which consisted of
references to individuals taking ownership for actions, not taking advantage of others,
and not prioritizing their own affairs. However, more recently, Avolio and Gardner
(2005) put forward this theory asserting that the key constructs pertained to self-
awareness, moral character, and openness with others. Due to the extent of mistrust and
corruption being publicized over the past decade, Covelli and Mason (2017) asserted that
AL had been optimistically approached with the hopeful intent to serve as a significant
influence toward affecting organizational challenges.

Avolio and Walumbwa (2014) claimed that interest in authenticity and AL theory
had expanded quickly due to the decay of trust among world leaders. Avolio and
Walumbwa referred to data produced by Harvard University that showed how the
American people had lost a significant degree of trust in their leaders. In addition,
Ghoshal (2005) argued that business schools had failed to include the importance of
ethical practice, which Ghoshal believed had served to allow students to be more

ethically noncompliant after they graduate. The enhanced awareness of unethical conduct
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has generated more literature calling for AL to speak to the crisis (Avolio & Walumbwa,
2014). Avolio and Walumbwa described this leadership style as one that does not involve
self-deception, but rather involves individuals who are honest about who they are as
people.

AL theory posits that the person has a heightened awareness of themselves and
conducts their behavior according to who they really are rather than any image they
might wish to portray (Luthans & Avolio, 2003). Also, Walumbwa et al. (2008)
described the authentic leader as one who is transparent with their thoughts as they
interact among colleagues. Finally, AL theory proposes that trust between leaders and
their subordinates promotes more positive behavior outcomes as well (Avolio & Gardner,
2005). Although AL theory has grown in drive and strength over the last few years, the
literature review suggested there had been a slower pace in research demonstrating its
connection to key outcomes of the organization, and especially in reference to the health
care industry (Alilyyani et al., 2018).

Emotional Intelligence Theory

The second theoretical framework applied in the current study was EI theory
(Mayer & Salovey, 1997). Sternberg (2016) reported that Thorndike, a pioneer in the
development of mental measurements, was focused on academic performance and
military aptitude. According to Sternberg, Thorndike hypothesized the concept of social
intelligence, which consisted of two domains beyond traditional intelligence abilities: (a)

managing others and (b) acting wisely in relationships. Sternberg went on to explain that
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decades later, researchers would be inspired to investigate these concepts well beyond
traditional perspectives of intelligence.

Goleman (1995) reported first learning about the term EI coined by Mayer and
Salovey in 1990. Goleman perceived EI to consist of five components: self-awareness,
self-regulation, internal motivation, empathy, and social skills. Although Goleman
popularized these concepts, Mayer and Salovey (1990) had previously theorized how
other skill sets served to determine individual success, leadership, and effective
interpersonal relationships.

In contrast to some of the popularizations that had been compared and related to
EI, Mayer and Salovey (1997) asserted their theory (distinguished from personality
characteristics) was more practical and personal (Mayer et al., 2004). Specifically, Mayer
and Salovey (1997) defined EI as:

the ability to perceive, appraise, and express emotions accurately; the ability to

access and generate feelings to facilitate cognitive activities; the ability to

understand affect-laden information and use emotion-relevant knowledge; and the
ability to manage one’s own emotions and the emotions of others to promote

emotional and intellectual growth, well-being, and adaptive social relations. (p.

10)

The theory was developed from the view that EI was a part of what Mayer et al.
(2004) called hot intelligences: those cognitions that pertain to personal matters and those
that are emotionally important to the person. Following their review of the literature,

Mayer et al. (2004) determined that the abilities and skills of EI could be divided into
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four parts: “(a) the ability to perceive emotion, (b) use emotion to facilitate thought, (c)
understand emotions, and (d) manage emotion” (p. 199). A central claim regarding EI
theory is that it includes the ability to use sophisticated information processing to
navigate one’s own and others’ emotions, and then to use the information to guide
thought and behavior (Mayer et al., 2004).

In a study involving EI, Lopes (2016) reported that ability EI had been positively
related with supervisor performance ratings. Lopes asserted that supervisors must
regulate their own and subordinates’ emotions to be able to motivate employees. In
addition, Lopes claimed that health care staff have to manage their feelings and
expressions of emotion to help patients and comply with organizational policies. Lopes
echoed the theory of several authors who claimed that effective leadership relied on high
levels of EI
Deontological Ethics Theory

The third theoretical framework in the current study was the deontological ethics
theory developed by Immanuel Kant, born in 1724 in East Prussia (Rohlf, 2020).
Letkowitz (2017) reported that Kant was probably the most influential philosopher in the
American culture due to his practical view of ethics. Lefkowitz explained how Kant saw
moral behavior through the lens of duty, or people doing what they ought to. For
example, Lefkowitz stated that Kant’s idea of morals did not hinge on one’s behavior
being neither ineffective nor yielding a negative outcome. Rather, supporters of Kant’s
theory would argue morality is about the person’s good intentions (i.e., their duty to

conduct themselves out of honor for the moral principle). Kant’s theory maintains that
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whatever moral obligations one assigns to others, they must also accept for themselves
(Lefkowitz, 2017). Following deontological ethics, individuals realize they do not violate
the rights of others to achieve their own objectives (Letkowitz, 2017).

In research concerning business ethics and whistleblowing, Mpho (2017) reported
that deontological ethics was founded on careful thoughtfulness toward other people.
Mpho explained Kant’s position that if the individual acted in a way as to satisfy, then the
behavior did not come from a moral motive. Deontological theory argues that a person
should examine their actions first and figure out whether they can be established as
universal law (Mpho, 2017). The concern with deontology is not only the individual, but
all people.

Avella (2017) reported that deontological theory places obligation and duty as the
first order of business with ethical dilemmas. Avella explained that the theory also
extends to contracts between individuals and their organizations, meaning ethical
behavior is dictated by the agreed upon contract between the two parties. White (2015)
described Kant’s moral philosophy as based on the idea that humans are capable of
autonomy: the ability to function cognitively free of outside influence or their own inner
wishes. White explained that Kant’s theory asserts individuals do what is right regardless
of whether it opposes authority or their own preferences. Moreover, deontological ethics
theory involves compliance to moral rules and official orders within a society (Chan,

2019).
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Nature of the Study

The nature of the current study was quantitative to examine whether AL in
physicians and their EI influences a trusting relationship with individuals and staff as a
group, and their subsequent ethical strength. To assess the association of the constructs,
the ALQ (Version 1.0 Rater; Avolio et al., 2007) was administered to the physicians’
employees, along with an employee MPQ (Hannah & Avolio, 2010). A WLEIS was also
administered to each physician’s staff members to rate the doctor’s EI. For the current
study, ethical strength in billing and codes managers was assessed in each practice, using
the MPQ. A bivariate regression analysis was performed to assess whether levels of
ethical strength (moral potency) in medical billings managers could be predicted from
physician EI in health care settings. A second analysis was completed to determine
whether physician EI predicted AL. A third analysis was completed to determine whether
physician AL moderated the relationship between physician EI and employee ethical
strength. Each of the three analyses was completed using SPSS. The predictor variable
was EI, the criterion variable was ethical strength, and the moderating variable was AL.
Each instrument in the current study had been used in the past with organizational
research. Regression analysis was chosen to analyze the impact of the hypothesized
constructs in the health care industry. The goal was to determine whether the relationship
between EI and ethical strength depended on AL.

Definitions
The following terms were operationally defined for the purpose of the current

study:
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Authentic leader: People strong in self-awareness and who impact others through
their genuineness and transparency, always striving to be objective and emotionally
balanced in their dealings with others (Avolio et al., 2004; Lussier & Achua, 2016).

Authentic leadership: A consistent behavior pattern exhibited by one of high
moral character, which facilitates followers who aspire to operate with integrity
themselves (Walumbwa et al., 2008).

Authenticity: Being real, genuine, trustworthy, and legitimately true to oneself
(Harter, 2002).

Corporate corruption: Fraudulent behavior conducted within an organization by
individuals who intend to generate illegal dollars for themselves (Rose-Ackerman, 1999).

Corruption: Misconduct of one’s power and authority for self-interests (Hope,
2019).

Emotion regulation: Healthy management of one’s emotions through identifying
feelings and expressing them appropriately (Gross, 1998).

Emotional intelligence: The ability to recognize and understand information
regarding affect in oneself and others, utilizing the information to navigate social
relations well (Mayer & Salovey, 1997).

Ethical erosion: Small acts of repeated misconduct that serve to gradually
deteriorate an ethical climate within an organization (Hartman & Ramamoorti, 2016).

Ethical strength/moral potency: A moral mindset within one who exercises the
ability to conduct business ethically even in the face of inevitable challenge (Hannah &

Avolio, 2010).
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Health care ethics: The practical application of practicing medicine from a moral
perspective (Candy, 2014).

Hot intelligences: The abilities associated with an individual’s emotional makeup
rather than thought processes (Mayer et al., 2016).

Kleptocracy: Members of a governing body who exploit the people they hold
power over, stealing for personal gain (Moorman, 2018).

Medical professionalism: The high standard exercised in health care that
represents the quality and ethics that patients expect from physicians and staff members
(American Board of Family Medicine, 2018).

Systemic corruption: A variety of dishonest activities that negatively affect an
organization (Stefes, 2007).

Upcoding: The act of charging patients a higher fee than the one typically
associated with the service delivered at the time (Bauder et al., 2017).

Assumptions

I assumed that the current study participants would be truthful in their responses
to the survey questions. For example, I assumed as the participants rated their colleagues,
their responses would be genuine. I also assumed that the current study participants
would be appropriate representatives of the population. For example, I assumed that the
medical staff to be surveyed would reflect employees with similar job duties in the health
care industry, who were employed with similar job titles such as office manager,
appointment scheduler, nurse, physician assistant, lab technician, and billing/codes

manager.
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These assumptions were necessary because they aligned with the social science
paradigm referred to as postpositivist (Babbie, 2017). This viewpoint, according to
Babbie (2017), represents belief in the reality of an objective and logical order of things
based on observation and empirical evidence. The current study was conducted from the
belief that participants would respond to questions logically, and that data collected
would be assessed quantitatively using descriptive and inferential statistics.

Scope and Delimitations

This study was designed to address health care corruption with the focus on
practicing family physicians and their staff members. The sample included doctors and
staff employed in a variety of work settings such as private practice, hospitals, and
medical clinics. This population was chosen with the assumption that more Americans
can identify with their primary care family physician rather than other medical
specialists. Moreover, the population was chosen from the viewpoint of family physician
practices being the hub of the health care sector, and with the objective that study results
could be generalized from that hub outward toward the broader medical community.

Although the overall research problem was health care corruption, the current
study focused on specific aspects of that arena. The aim was to include the most common
types of ethical violations in the health care industry reported in the literature. The
following list represents such violations: sexual misconduct (Samenow et al., 2012),
overcharges (Jiirges & Koberlein, 2015), boundary violations (Melo et al., 2019),
confidentiality breaches (Muhammed et al., 2018), inappropriate use of social media in

health care (Moses et al., 2014), accepting gifts from pharmaceutical reps (Kelly, 2016),
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physician-assisted suicide (Sulmasy et al., 2018), Medicare fraud (Gordon & Siegal,

2020), kickbacks for patient referrals to surgeons/hospitals (King, 2017), improper
prescribing of controlled substances (DuBois et al., 2016), violation of patient dignity in
psychiatric hospitals (Gustafsson et al., 2014), fraudulent bookkeeping (Alonazi, 2020),
and payment of bribes (Kaptein, 2008).

Family physicians were chosen for the current study to generate greater awareness
of these activities and to determine whether the key constructs hypothesized positively
affected ethical behavior in their billing and codes managers. No other staff in the
practice were evaluated for their ethical behavior. The study included only physicians and
staff who used computers in the medical practice and those who could access online
surveys. Because the research problem was health care corruption, and upcoding is a
significant form of the misconduct, the focus in the current study was chosen to evaluate
whether physician AL and EI influenced the billing/codes manager’s moral integrity.

Other factors not investigated in the current study included theories that were
related to the primary constructs. For example, the core emphasis of transformational
leadership is on encouraging staff members to move beyond their self-interests for the
good of the team and organization (Sanford, 2016). Transformational leadership
emphasizes the influence leaders project including their positive vision, openness to new
ways of doing things, coaching individuals, and caring for employees in a manner that
encourages them to become leaders themselves (Arnold, 2017). Another theory,

transactional leadership, stresses things such as order, structure, and results, asserting that
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the important issue is aligning a staff culture with priorities using a carefully executed
strategy and specifying leader roles and expectations (Hemker & Solomon, 2016).

Also, concerning EI, three additional theories were identified. The trait model
indicated EI was a trait that was made up of a group of emotional self-perceptions
associated with one’s personality (Petrides & Furnham, 2001). The performance model
described EI in terms of understanding and controlling emotion in oneself (Goleman,
1995). Finally, the mixed-model viewed EI as capabilities, competencies, and skills that
affect an individual’s way of coping with demands and stressors (Bar-On, 1997). Other
ethics theories related to but not investigated in the current study were egoism and
utilitarian ethics (Mpho, 2017).

Limitations

A potential limitation of the current study was the possible barrier for collecting
data using surveys and the recruitment of participants. There may also have been
limitations in the reliability of the survey data due to its structure through implementing
the rater version, with employees evaluating the physicians and billing and codes
managers. To mitigate these limitations, I used instruments designed with a forced choice
format. The surveys were made accessible online, and the participants self-administered
each one. The participants completed the surveys with me being absent. Also, the surveys
provided clear scoring instructions to minimize researcher bias.

Significance
The results of the current study could provide insights into the relationship

between physician AL, physician EI, and the ethical strength of billing and codes
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managers. The study could also add to the extant literature while addressing the
omissions left in the medical community research (see Wong & Cummings, 2009). Wong
and Cummings (2009) noted a gap in the literature on understanding the impact of
leadership styles and their correlation with subordinates in health care. In response to this
gap, the intent of my research was to examine the relationship between physician EI and
the billing and code manager’s ethical strength, and to examine any moderating effect of
AL on this relationship.

Although leaders are crucial in any organization to ensure safe and healthy work
environments, there is a fresh interest to understand how AL affects health care staff
outcomes (Alilyyani et al., 2018). Recent research indicated that corruption is a serious
impropriety that breaks down and interferes with quality health care services (Ionescu,
2018). Ionescu (2018) reported that being unambiguous is a vital instrument in
decreasing health care corruption.

Corporate corruption has long been an issue needing some type of real deterrent,
and the context of the corrupt activity is important for understanding how to prevent it
(Zyglidopoulos et al., 2017). Zyglidopoulos et al. (2017) explained how easy it was to
reject or dismiss unethical actions without understanding how they developed. However,
as health care premiums skyrocket and plan participation is modified, greater fear
escalates concerning the consumer’s ability to obtain adequate and affordable health care
coverage (McKillop et al., 2018).

The current study may positively impact the medical practices of the participants

because the findings may support part of the hypotheses presented. Moreover, other
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professionals in the field may recognize the importance of physicians’ AL and EI in
relation to their staff members’ ethical behavior. The objectives of the current study
aligned with the problem stated regarding health care corruption. Although the key
proponents of AL maintain that the model represents an individual’s character (George,
2003), the intent is for physicians and staff to identify a positive relationship between
these variables, thereby serving to promote positive social change in which physicians
and staff may choose to operate with greater moral integrity in their day-to-day practice.
Summary and Transition

“Healthcare fraud, waste, and abuse losses were estimated to be as much as $700
billion per year” (Sullivan & Hull, 2019, p. 48). After the turn of the century, academic
and business scholars began to collaborate on the need for “authentic leaders to run our
organizations; people of the highest integrity, committed to building enduring
organizations” (George, 2003, p. 5). Luthans and Avolio (2003) formulated a new
approach called AL with the intent to identify constructs and relationships to assist in the
reestablishment of confidence and integrity in leaders.

The objective in conducting the current study was to provide data regarding the
relationships between AL, EI, and employee ethical strength in the health care
community. The study was designed to determine whether physician AL moderated the
relationship between physician EI and employee ethical strength. Moreover, the aim was
to promote awareness of these constructs and their potential benefits if implemented
within medical practices, with the hope of reducing some of the unethical behavior, if

applicable.
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Creating an ideal approach to reduce corruption is not simple, yet the stakes of
ignoring health care ethics violations are high (Vian, 2019). Clarke (2020) argued that the
legalistic maneuvers in place and designed to lessen the misconduct have been
ineffective. DuBois et al. (2019) reported that in a study analyzing 280 cases in the
United States between 2008 and 2016 concerning ethical violations in medicine, most
involved repeated wrongdoing that were overlooked. Witvliet (2019) asserted it would
take a global anticorruption movement to facilitate the collective action necessary for
significant change. Vian (2019) maintained that if the appropriate steps are taken to fight
corruption and strengthen health systems, lives can be saved.

Chapter 1 summarized the attention that corporate scandals have received over the
last decade and some of the devasting costs that the misconduct has yielded to
individuals, companies, communities, and societies (Ionescu, 2018). Moreover, the
literature indicated the need for an effective deterrent to reduce unethical behavior.
Several examples from the literature were presented of the most common types of health
care fraud. Luthans and Avolio’s (2003) model of AL was introduced, as was the plan to
use the ALQ in the current study to assess physician AL, and the WLEIS to assess
physician EI. Finally, Hannah and Avolio’s (2010) MPQ was introduced, with the plan to
use the instrument to assess billing and codes managers’ ethical strength. In addition,
pertinent definitions of terms used throughout the current study were included along with
limitations and significance of the current study.

Chapter 2 includes a review of the current literature regarding corporate

corruption, unethical conduct in health care, AL, and EI I also describe the common
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fraudulent acts committed by individuals attempting to access money illegally. Leaders
exhibiting high moral character and integrity are discussed, along with those who excel in
managing emotions in themselves and their subordinates. This chapter also includes the
literature search strategy, databases, and key search terms used. The theoretical
foundation involving the three major theoretical propositions appropriate to the current

study is also discussed.
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Chapter 2: Literature Review

Large-scale corruption throughout various industries during the beginning of the
21% century led to distrust of corporations across the United States and around the world
(Covelli & Mason, 2017). DuBois et al. (2019) reported that in a study analyzing 280
cases in the United States between 2008 and 2016 concerning ethical violations in
medicine, most involved repeated wrongdoing that was overlooked. DuBois et al. also
found that systems failed to identify, track, or prevent repeated offenses. Ionescu (2018)
reviewed recent literature regarding health care corruption and found that it was a
significant factor in the cost and stability of services. The analysis also revealed that one
of the most important tools in curtailing corruption was transparency. Ionescu contended
that corruption plays a relevant part in determining health care costs, interfering with
sufficient delivery of services, and causing resources to be misused. Through this
research, Ionescu found that some of the key factors contributing to corruption included
not having an effective corruption reporting system, political interference, and a lack of
ethical and moral integrity within health care staff.

Moreover, there was a gap noted in the literature regarding the impact leadership
style has on corruption in health care. The objective in conducting the current quantitative
study was to determine to what extent, if any, did AL among physicians moderate the
relationship between EI and employee ethical behavior. The study was conducted to
provide relevant information to physicians and health care administrators as evidence

toward proactively affecting corruption and its destructive repercussions in the industry.



26

Findings from the current study may serve to promote positive social change throughout
the health care field.

This chapter contains a literature review of the theoretical foundations, conceptual
framework, and descriptions of key concepts. From these theoretical perspectives, a
review is presented regarding authentic AL, EI, and deontological ethics as related to
professional health care. Conceptually, the focus is the combination of AL and EI among
physicians and the ethical impact the two constructs have on patient billing being
conducted by medical staff.

Literature Search Strategy

Selected articles relating to AL of physicians and the correlational effects with EI
and ethical behavior are reported. The keywords searched were physician ethics,
healthcare corruption, physician trust, authentic leadership, medical malfeasance,
healthcare leadership, physician overcharge, healthcare upcoding, ethics compliance,
medical boundary violations, and healthcare integrity. The terms were searched using the
following databases: PsycINFO, PsycARTICLES, PILOTS, ABI/INFORM, Business &
Management Practices, MEDLINE, Academic Search Complete, ProQuest Health &
Medical Collection, Psychology Databases Combined Search, Wiley Online Library,
Business Source Complete, and Thoreau multi-database. All searches were conducted for
the publication years of 1983 through 2021. In addition to these sources, reference
sections of peer-reviewed articles were examined as well as seminal works and tables of
contents within recent research articles. Although the scope of the literature review

ranged from the early 1980s to 2021, the largest number of searches spanned the past 5
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years from 2016 through 2021. The literature searches included areas such as
organizational and business ethics, corporate scandals, common types of health care
ethics violations, and the effect that AL and EI have within organizations. Searches also
involved seminal literature as well as recent peer-reviewed literature.
Theoretical Framework

AL Theory

The central theory on which the current study was anchored was AL theory
(Luthans & Avolio, 2003). Original writings pertaining to AL date back to research by
Hoy and Henderson (1983). While surveying nearly 600 teachers regarding school
principal behavior, Luthans and Avolio (2003) found that authentic leaders accepted
responsibility; did not abuse their authority; and nurtured cooperation, self-discipline, and
fair relations. Luthans and Avolio worked from academic backgrounds: Avolio from
transformational leadership and Luthans from positive organizational behavior. They
joined efforts to develop their approach, launching a new paradigm they called AL.

Luthans and Avolio (2003) reported that earlier perspectives of AL were given by
Harter (2002) and Erickson (1995). In addition, Avolio and Gardner (2005) explained
that the previous work by Rogers (1959) and Maslow (1968) was relevant given their
inclusion of concepts focused on an individual’s self-awareness, moral perspectives, and
self-regulation. These two humanistic psychologists had been pioneers in the study of
people who were fully functioning and closely connected with their basic qualities and
character. Maslow (1971) viewed self-actualized people as being ethically strong, which

also helped in the development of AL. Instead of continuing to focus on negative features
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of previous corporate failures, Luthans and Avolio (2003) resolved to develop a theory-
driven approach drawing from positive organizational behavior as well as
transformational and ethical leadership theories.

More recently, Avolio and Gardner (2005) put forward this theory asserting that
the key constructs pertained to self-awareness, moral character, and openness with others.
Avolio and Gardner reported that part of the rationale for developing an instrument to
assess AL was that current theory did not emphasize facets of leader EI. Due to the extent
of mistrust and corruption being publicized over the previous decade, Covelli and Mason
(2017) contended that AL had been optimistically approached, with the hopeful intent to
serve as a significant influence toward affecting these organizational challenges.

Avolio and Walumbwa (2014) asserted that interest in authenticity and AL theory
had expanded quickly due to the decay of trust among world leaders. The enhanced
awareness of unethical conduct had generated more literature calling for AL to address
the crisis (Avolio & Walumbwa, 2018). Avolio and Walumbwa described this leadership
style as one that does not involve self-deception but rather honesty about who people are.

AL theory posits that the person has a heightened awareness of themselves and
conducts their behavior according to who they really are rather than any image they
might wish to portray (Luthans & Avolio, 2003). Although AL theory has grown in drive
and strength over the last 5 years, my literature review suggested there has been a slower
pace in research demonstrating its connection to key outcomes of the organization,
especially in reference to the health care industry (see Alilyyani et al., 2018). The

rationale for choosing AL theory for the current study was its underlying principle
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regarding genuine trust between leaders and their subordinates. The idea was that this
attribute would serve as a key component in deterring unethical behavior.
Deontological Ethics

The second theoretical framework applied in the current study was the
deontological ethics theory developed by Kant (1724-1804). Letkowitz (2017) reported
that Kant was the most influential philosopher in Western culture due to his practical
view of ethics. Lefkowitz explained how Kant saw moral behavior through the lens of
duty or doing what should be done. Lefkowitz stated that Kant’s idea of morals did not
depend on one’s behavior being ineffective or yielding a negative outcome. Rather,
supporters of Kant’s theory argued that morality is about the person’s good intentions
(i.e., their duty to conduct themselves out of honor for the moral principle). Kant’s theory
maintained that whatever moral obligations are assigned to others must also be accepted
for oneself (Letkowitz, 2017). According to deontological ethics, one realizes they do not
violate the rights of others in an attempt to achieve their own objectives (Lefkowitz,
2017).

In research concerning business ethics and whistleblowing, Mpho (2017) reported
that deontological ethics was founded on careful thoughtfulness toward other people.
Mpho explained Kant’s position that if the individual acted in a way as to satisfy, then the
behavior did not come from a moral motive. The argument employing deontological
theory underscores that people should examine their actions first and figure out if they
can be established as universal law (Mpho, 2017). The concern with deontology is not

only the individual, but all people.
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Avella (2017) reported that deontological theory places obligation and duty as the

first order of business with ethical dilemmas. Avella explained that the theory also
extends to contracts between individuals and their organizations, meaning ethical
behavior is dictated by the agreed upon contract between the two parties. White (2015)
explained that Kant’s theory asserts individuals do what is right regardless of whether it
opposes authority or their own preferences. Moreover, deontological ethics theory
involves compliance with moral rules and official orders within a society (Chan, 2019).
My rationale for choosing this theory was its core principle regarding the duty to do what
one knows is right, while not violating the rights of others.
EI Theory

To be seen as an authentic leader is to exhibit high EI (Panait & Bucinschi, 2018).
EI consists of a group of adaptive skills or mental abilities involving emotions and is
thought to be a different construct than cognitive ability or personality (Yip et al., 2020).
Kanesan and Fauzan (2019) reported that Thorndike was considered an early pioneer in
the work of EI as he viewed intelligence through the lens of social intelligence.
Thorndike (1920) described social intelligence as “the ability to understand and manage
men and women, boys and girls, to act wisely in human relations” (p. 228). The term EI
was used in the 1960s amid literary criticism and psychiatry (Mayer et al., 2004). In
1986, the concept of developing EI was investigated in a doctoral dissertation by Payne
(Panait & Bucinschi, 2018). Four years later, Salovey and Mayer (1990) published their
milestone research. This was the beginning of researchers developing a systematic

approach to measure emotional differences from a human abilities perspective (Panait &
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Bucinschi, 2018). Salovey and Mayer defined EI as “a form of social intelligence that
involves the ability to monitor one’s own and others’ feelings and emotions, to
discriminate among them, and to use this information to guide one’s thinking and action”
(p. 185).

Kanesan and Fauzan (2019) reported that EI had been distinguished by three types
or models: ability, mixed, and trait. This was the result of theorists defining EI
differently. For example, Salovey and Mayer (1990) referred to EI as an ability to be
conscious of one’s own and others’ emotions and then use the information to think and
act. Goleman (1995) described EI as the capacity to recognize feelings and to motivate
and manage emotions. Goleman saw EI more as a personal characteristic than a cognitive
ability. In a mixed model, Bar-On (1997) viewed EI as capabilities, competencies, and
skills that affect an individual’s way of coping with demands and stressors. Petrides and
Furnham (2001) said that EI was a trait that was made up of a group of emotional self-
perceptions associated with one’s personality.

Mayer and Salovey’s (1997) ability model consisted of four areas or branches: (a)
perceiving emotion, (b) using emotion to facilitate thought, (¢) understanding emotion,
and (d) managing emotion. First, EI was regarded as a mental ability in which the
individual could manage abstract reasoning (Antonakis & Dietz, 2010; Cherniss, 2010;
Coté & Miners, 2006; Jordan et al., 2010; McClesky, 2012). This also included an
individual’s motives, social style, and self-control (Mayer et al., 2016). When measuring
mental abilities, the problem-solving area must be specified in advance (Joint Committee,

2014). Tests with high validity consist of well-defined subject matter that facilitates the
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demonstration of mental abilities (Wai et al., 2009). My rationale for choosing this theory
was its stance on composure of one’s emotions in human relations. The idea was that this
could be a key ability in encouraging ethical integrity among subordinates.
El

The concept of EI is broad, which means human thinking can be divided into
several areas representing various skills within the individual (Flanagan et al., 2000;
McGrew, 2009). Mayer et al. (2016) explained how EI is focused on what is referred to
as hot information processing (Gutiérrez-Cobo et al., 2016; Kret & Bocanegra, 2016;
Markiewicz & Kubinska, 2015). Mayer et al. (2016) argued this involved matters that are
personal, practical, and socially important to the individual (Dvorak et al., 2016; Lane,
2020; Luo et al., 2012; Stevenson et al., 2018). These included things such as “their sense
of social acceptance, identity coherence, and emotional well-being” (Mayer et al., 2016,
p- 292).

Based on research since their original 1997 four-branch model, Mayer et al.
(2016) revised the model. This revision included several other areas of problem solving;
the revision indicated that some of the mental abilities involved in EI are yet to be
identified, and Mayer et al. argued EI is a member of a group of hot intelligences.
Schneider et al. (2016) defined hot intelligences as “abilities involving emotionally-
salient information” (p. 1). These refer to noncognitive traits such as when one interacts
with others in social situations in contrast to the typical cognitive tasks (cool
intelligences) such as when one solves an abstract mathematical problem (Schneider et

al., 2016). In their revision, Mayer et al. posited that EI brings to bear specific forms of



33

problem solving. Mayer et al. argued that individuals encounter a problem they want to
solve and make a space mentally to resolve the problem. Other researchers have
supported this argument (Beauducel & Kersting, 2002; Newell & Simon, 1972; Ohira,
2020; Samsonovich & Kuznetsova, 2018; Shen et al., 2016).

While investigating the relationship between EI and variance in ethical behavior,
Jeffries and Lu (2018) collected data using an experimental economics lab in which they
issued cash payoffs for decisions made in an ultimatum game. While assessing moral
reasoning in combination with EI, Jeffries and Lu found support for their hypothesis that
higher scores on both constructs yielded more ethical behavior. However, results were
mixed regarding their counterhypothesis that low scores in both moral reasoning and EI
would yield less ethical behavior. Skarbaliene (2019) reported that personal EI was found
to be an effective tool for addressing the main issues in health care. Skarbaliene argued
that people scoring high in EI were usually motivated, highly productive, and effective in
their work. In contrast, Skarbaliene found that low EI correlated with deviant behavior,
substance abuse, and poor relationships. Skarbaliene also reported that surveys showed
the highest burnout rate and stress among health care personnel.

Corporate Corruption in America

The results of corruption have been seen throughout much of the world
(Zyglidopoulos et al., 2017). Often, the aftermath and chronic damages have a severe
impact on societal and individual well-being (Zyglidopoulos et al., 2017). Zyglidopoulos
et al. (2017) described the routes that researchers have taken to study the many facets of

corruption. Zyglidopoulos et al. reviewed four research paths, then provided
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recommendations for further research on corruption. Zyglidopoulos et al. reported that
various organizations acted with the intent to reduce business corruption.

Zyglidopoulos et al. (2017) have found corruption increases the cost of doing
business. Also, Zyglidopoulos et al. reported an increase in fines and regulations being
issued, in addition to a significant number of firms creating new compliance departments.
However, Zyglidopoulos et al. claimed that even though efforts to reduce corruption had
increases, the improprieties have appeared to persist. Zyglidopoulos et al. explained how
corruption manifests in different cultures and activities. For example, Zyglidopoulos et al.
found individuals within organizations typically have used rationalizations for their
corrupt behavior. Further, the misconduct with many firms becomes so prevalent that it
transpires into the default way of doing business. Zyglidopoulos et al. named the most
common corrupt activities to include bribery, fraud, exaggerating expenses, modifying
financial statements, and discriminating behaviors.

Corruption was also found to be an existential issue that can devastate not only
organizations but debilitate whole communities (Koven, 2019). According to Koven
(2019), corruption slowly erodes the underpinning of the body it thrives within. The
author argued more attention needs to be given to the magnitude of the dishonest or
illegal misconduct. Moreover, a serious inquiry needs to be made addressing the dangers
of such unscrupulous acts, and how to significantly reduce corruption in our society.
Koven reported that the ethics literature had addressed corruption indirectly, presenting
several different views and philosophies. Koven argued that despite the broad span of

ethics literature, it has been too general and incomplete concerning ways to combat
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corruption. In other words, Koven suggested there must be universal guidelines and
distinct penalties for violations, because often, the reward for unethical behavior may
outweigh the risk or sanction involved. Koven added what makes corruption even more
complex is that actions are always open to a variety of interpretations. Finally, Koven
(2019) reported that ethics literature has not addressed the progression of kleptocracy,
which refers to “a government of corrupt leaders who use their power to exploit their
people and the nation’s power” (p. 681).

While corruption is certainly not a new phenomenon to the 21 century, Koven
(2019) argued, to make a real difference within organizations, leaders have to have a
strategy to combat it. He presented a three-part approach for such an objective: (a)
educate people within the organization concerning what is acceptable vs. unacceptable
behavior. This, Koven declared, would involve having administrators establish clear
guidelines concerning company policies and procedures, (b) informing employees of the
exact consequences they will face whenever guidelines are violated, and (c) following
through with the punishment documented for misbehavior. Koven pointed out how
organizations have guidelines in place, employees are adequately informed of the policy,
but administration fails to provide said punishment for violations. This only enables the
dilemma to thrive and maintain the risks and costs for all parties (Koven, 2019).

Cuervo-Cazurra (2016) further discussed the effects of corruption such as this in
other areas. Countries with more corruption have less growth, less investment, less
effective public policy, and fewer resources for education and health care (Cuervo-

Cazurra, 2016). Further, Cuervo-Cazurra reported that while most countries have laws
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governing corruption, it is still prevalent, and many in leadership positions do not see it
as a problem but are willing to engage it to seek a competitive edge. Other research
showed that corruption yields a decrease in employment with companies (Beltran, 2016).
Beltran (2016) found that firms chose not to pursue new hires but preferred to seek more
capital than personnel. Beltran’s research involved firm-level surveys that were
completed by business owners and top management from 14,200 firms from 28 countries
from Latin America and the Caribbean. The survey questions addressed several key areas
of operations including bribery, access to finance, performance measures, gender
participation, annual sales, work force composition, and costs of inputs. These findings
from Beltran’s study aligned with the position that staying small and restricting new hires
allows firms to continue their activities inconspicuously. Moreover, Beltran asserted this
strategy also reduces the risk of being exposed to bribes from public officials.

Ding and Wu (2014) used data from the Survey of Small Business Finances to
investigate fraud and unethical business practices. Arellano-Gault (2019) found that both
public and private organizations, while experiencing systemic corruption, often tend to
develop strategies to normalize the process, which lead to further corruption. Similarly,
Persson et al. (2013) had reported earlier that most strategies enacted to fight corruption
had resulted in few successes. While using surveys and a set of interviews with two
companies in a major Mexican city, Arellano-Gault (2019) learned that organizations
develop conditions internally that allow employees to accept bribes from public officials.
In a study investigating the effects of bribery by developers on a local community for a

new wind farm, participants who were informed that the project was both a benefit and
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requirement showed much greater support for the project (Walker et al., 2015). Arellano-
Gault (2019) explained how companies can easily get caught up in corrupt acts due to the
advantages presented to them for such actions.

Ailon (2015) suggested the two top executives involved in the Enron scandal were
classic examples of this demise. Arellano-Gault (2019) described two real scenarios
regarding corruption. The first maintained that companies were being victimized by
government. The second indicated corruption was simply an organizational process
where individuals justified their behavior through the responses they created to normalize
them. The results indicated that 84.6% of participants reported that government was
corrupt, while 90.8% stated they had encountered at least one bribe within the year in
question. The study also indicated “24.4% of the companies reported that they recorded
the bribes as special expenses, and 56.4% said they listed them as sundry expenses, while
17.6% reported that they did not have a specific internal accounting process for bribery”
(Arellano-Gault, 2019, p. 149).

Organizational Ethics

Leading from the impacts of corporate corruption into organizational ethics,
Levine and Boaks (2014) argued that having values and good character were clearly not
enough for leadership. They maintained that despite the vast array of positive character
traits emphasized in leadership literature, successful leadership did not necessarily have
to always include them. Levine and Boaks maintained that although some people might
wish for their leaders to be more moral, oftentimes they are not. Thus, Levine and Boaks

supported the position that good leadership in organizations is about being effective
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rather than moral. They described the relationship between leadership and ethics as
complex but fundamentally connected.

Effelsberg and Solga (2015) reported ethical standards and moral conduct are a
central component of transformational leaders. This form of leadership typically involves
attempts to empathize with employees and understand their emotional reactions as well as
the leader exhibiting a great deal of extroversion that stimulates and motivates the
employee (Arnold et al., 2015). Also, Levine and Boaks (2014) maintained that other
forms of leadership have been used to focus on striving to help employees reach
consensus in solving problems or completing job tasks. Levine and Boaks (2014) cited
several references to various leadership styles that do not necessarily emphasize ethics as
their central theme yet have proven adequate.

Previous research suggested that leaders may behave in an ethical manner simply
to promote the enhancement of follower performance rather than because their ethics is
intrinsic to leading others (Liden et al., 2008). Also, Levine and Boaks (2014) continued
to state their case that ethical values are not a requirement for sound leadership. The
emphasis was more concerning the leader’s judgment (Levine & Boaks, 2014). Levine
and Boaks argued that the leader must determine which goals are most important and
how to go about accomplishing them in a way that parallels virtue ethics. Levine and
Boaks also acknowledged how this differs with others, such as Kouzes and Posner
(2010), who placed values at the very center of leadership and highlighting how so often
the most admired leaders are those viewed as holding solid positions with reputable

principles.
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Levine and Boaks (2014) insisted that leadership encompasses much more than
character and ethics. Utilizing more than 250 employees from a variety of industries,
(Moore et al., 2019) examined how employees interpreted morally difficult decisions
while affected by ethical leaders. Over the course of four studies, Moore et al. (2019)
found that ethical leadership decreased employees’ tendencies to behave immorally.
Three findings emerged from the studies. First, there was a lack of correlation between
ethical leadership and moral disengagement. Second, there was evidence that explained
how rejecting ethical standards serves as a mechanism for describing the association
between an ethical leader and their employees’ unethical behavior. Third, the studies
showed how an employee’s moral identity had an impact on the employee’s unethical
decisions. Moore et al. also noted the oversimplification that faulty behaviors are
exhibited by deviant people. Instead, Moore et al. found employee moral misconduct was
greatly impacted by both work environment and interpersonal relations on the job.

Building on the findings of Moore et al. (2019), research conducted by Jurkiewicz
and Giacalone (2016) posited ethical dysfunction hinged upon the way an organization
functions more than on individual employee behaviors. Jurkiewicz and Giacalone
reported the task of avoiding corruption was a more difficult process because people have
become more skillful at concealing their infractions. Jurkiewicz and Giacalone argued
that ethics violations within organizations were more prevalent and damaging to both
individuals and their communities. A few examples of detrimental impacts included the
excessive expense in health care, higher turnover, dissatisfied employees, and poor

commitment to the firm. Jurkiewicz and Giacalone also added serious financial
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consequences and the overall economic decline in society. Jurkiewicz and Gacalone also
reported “based upon longitudinal studies, the World Bank has determined that the
greatest deterrent to global economic and social development is organizational
unethicality” (p. 2). Jurkiewicz and Gacalone identified several negative consequences
suffered by employees such as psychological alienation, poor motivation, deteriorated
health (in Moore et al., 2004 & Promislo et al., 2013); insomnia (in Elovainio et al., 2003
& Thomas et al. 2006); theft (in Greenberg, 2002); depression (in Schneider et al., 2000
& Sheridan, 2006); and suicide (in Promislo et al., 2013). Based on these findings, an
organization’s greatest asset is its reputation, which yields just how much stakeholders
place their trust in the company. It was argued that if an organization attempts to function
amid scandal or negative media attention, employees tend to internalize the tension and
are more likely to behave unethically. If an organization notices that another organization
appears to not receive any consequences for unethical behavior, they too are more prone
to ethical violations (Jurkiewicz & Giacalone, 2016).

Jurkiewicz and Giacalone (2016) reported that these behaviors are cultivated in an
organization’s culture and manifested through its leadership. At the same time,
Jurkiewicz & Giacalone also suggested that employees act according to how they are
rewarded and will behave unethically if there is a significant advantage to them. As
important as accountability programs are in combating ethical violations, there must be
consistent consequences enacted with leaders who fail to enforce the firm’s code of
ethics. Jurkiewicz and Gacalone also asserted that although many companies have reacted

to unethical behavior by enhancing their ethical codes, it has not proven to be an effective
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deterrent. Jurkiewicz and Giacalone argued part of the problem is because significant
repercussions for unethical acts are rarely invoked. Furthermore, they asserted that when
employees sense that their behavior will not be reprimanded, they are more prone to act
unethically.
Health Care Ethical Violations and Physician Boundaries

Following corporate corruption and organizational ethics, ethical violations and
physician boundaries must be observed. Today’s business research often includes the
examination of employee ethical behavior (Wiernik & Ones, 2018). Wiernik and Ones
(2018) declared that the trend among societies and governments was moving toward
greater responsibility. Despite the numerous corporate scandals over the past two
decades, there have been very few empirical measures developed for assessing
employees’ unethical behavior (Kaptein, 2008). Wiernik and Ones identified the
measures currently available and presented a summary of their key differences. Wiernik
and Ones reported that over the years, the research on what constitutes “ethical behavior”
has suffered due to the variance in its definition. Following the examination of various
descriptions, Wiernik and Ones maintained that “unethical behaviors include lying,
misrepresentation, cheating, bribery, operating with a conflict of interest, abusing one’s
position for personal ends, and breaking or subverting laws, rules, or regulations” (p. 37).
In their research, Wiernik and Ones concluded that some organizations promote unethical
behaviors or blatantly require it from their employees. One of the examples cited was the

Wells Fargo scandal of 2016, where it was reported that employees were instructed to
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commit fraudulent banking, as well as set goals so high that others would act unethically
to reach them.

DuBois et al. (2019) argued that ethical violations in health care, such as sexual
misconduct, prescribing of opioids criminally, and surgeries that are not necessary,
undermine trust in the field and directly harm patients. DuBois et al. reported that after
reviewing the literature and analyzing 280 cases in the United States between 2008 and
2016 concerning ethical violations in medicine, most involved repeated wrongdoing that
was overlooked. DuBois et al. found that systems failed to identify, track, or prevent
repeated offenses. The study also revealed most cases involved males with selfish
motives, and over half involved either a personality disorder or a substance use disorder.
Moreover, 97% of the cases involved repeated instances of intentional wrongdoing, 95%
in nonacademic medical facilities, and 90% involving either attempted financial gain or
sex.

Boundary violations represent a significant focus in the health care industry, with
sexual misconduct ranking most prevalent (Melo et al., 2019). Melo et al. (2019) found
that sexual violations made up 94% of those investigated between 2012 and 2018 (Melo
et al., 2019). Melo et al. also identified the top three specialties that made up the
violations: psychiatrists (31.3%), internists (25%), and family medicine physicians
(18.8%). The study revealed that all practitioners who had sex with their patients lost
their licenses, with the possibility of being reinstated following a forensic psychiatric
evaluation. Melo et al. asserted that for patients to thrive, there must be a trusting

relationship between them and the physician. Melo et al. explained how trust is
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developed, as patients disclose delicate information to their doctors. Crossing
professional boundaries is a serious breach of this trust. Melo et al. concluded their
remarks by emphasizing how these types of violations were quite preventable, and when
situations were handled in an ethically appropriate manner, everyone benefited, including
the health care industry overall.

Another common health care ethics issue has been patient overcharges (Terhune,
2018). Terhune (2018) reported a lawsuit had been filed against California’s biggest
hospital, Sutter Health, with charges of anticompetitive pricing. According to Terhune,
Sutter allegedly had increased the price of the services above what they could have
typically charged in a competitive market. Terhune elaborated on the lawsuit, reporting
that Sutter allegedly created a practice wherein prices were not disclosed, prohibiting
consumers from the ability to compare with other providers, which could have involved
hundreds of millions of dollars in overcharges.

Schonberger et al. (2016) suggested that an increase in billing accuracy does not
always explain some of the connections between payment incentives and billing
operations. Using a quasi-experimental regression design, Schonberger et al. analyzed
data regarding age, ASA (drug caution code for aspirin) physical status scores, sex, and
type of surgery. The data were retrieved to learn if patients who became Medicare
eligible at age 65 would experience any pattern of decreased upcoding. This fraudulent
act was described by Bauder et al. (2017) as “billing for a more expensive service than
the one actually performed, occurring when physicians or medical claims staff enter

codes that indicate either services not rendered, or services not fully rendered” (p. 34).
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A total of 49,850 records were reviewed by Schonberger et al. (2016) and did not

reveal any evidence of deliberate upcoding with patients becoming Medicare eligible.
Schonberger et al. claimed, however, that previous investigations suggested billing
patterns that corresponded with upcoding. For example, outpatient office visits covered
under Medicare Part B were found, through forensic investigation, to indicate intentional
upcoding, possibly for the purpose of gaining higher reimbursements (Stuckey, 2012).
Hospitals can take advantage of their patients and maximize reimbursements by upcoding
the patients’ severity of illness (Spika & Zweifel, 2019). Spika and Zweifel (2019)
argued that fraudulent charges can be made by the doctor and hospital management,
hinging upon the facility’s internal decision-making process (Jiirges & Kdoberlein, 2013;
Silverman & Skinner, 2004).

Spika and Zweifel (2019) explained a very critical fact wherein upcoding may
occur at two possible areas along the information chain of a typical hospital: within
central management and within the various clinical departments. Spika and Zweifel
emphasized that the severity of the patient’s condition was only assessed by clinical
personnel, which involves diagnostics and treatment. Afterward, that information is sent
to management’s coding division and documented as the patient’s medical record. The
diagnoses and treatments are coded according to classification systems such as
International Classification of Diseases (ICD-10). Special software then assigns a
diagnosis-related group classification for prospective payment to the hospital, covering
all charges. Finally, the diagnostic-related group is reported to the patient’s health insurer

that determines the charges due.
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The first opportunity for upcoding, according to Spika and Zweifel (2019), was in

the clinical department. Spika and Zweifel reported that clinical staff may overstate the
severity of the patient’s illness at this stage of the process. The second opportunity is
through management personnel, who have the flexibility in their interpretation of patient
medical reports, which also allows them to encode additional diagnoses or treatments. In
addition, Spika and Zweifel reported that upcoding occurs because there are incentives
that prompt staff members to misrepresent or give a false account of the severity of
illness. These types of practices lead to increased hospital revenue (Derlet et al., 2016;
Drabiak & Wolfson, 2020).
Melo et al. (2019) reiterated the American Psychiatric Association’s position

stating that these types of boundary violations are never acceptable. d’Oronzio (2015)
discussed how unethical behavior in health care undermines the integrity of the field.
However, d’Oronzio cited other examples of boundary violations in the practice of
medicine, such as being attached to patients socially or emotionally, favoring patients, or
forming dual relationships such as business collaborations. d’Oronzio argued that any
motive not related to patient care is an interference of professional objectivity and a
breach of trust, highlighting that the primary sources of physician boundary violations are
state disciplinary records. These records typically contain greater data concerning sex-
related misconduct rather than other common types of violations.

Swiggart et al. (2016) insisted part of the problem can be attributed to lack of
education and training, which involved physicians who had been referred for education

and remediation by their state board of medical examiners. Results of the investigation
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revealed that training after the fact did not have a significant impact on changing the
number of incidents among physicians. Results from Swiggart et al. indicated training
should occur during medical school and residency. A total of 27 of the 29 respondents
from the first group (in 2001) reported they had not received any information regarding
sexual boundaries while in training. The second group (in 2014) indicated a slight change
in boundary training as they reported having some ethics instruction during medical
school. Still, Swiggart et al. reported very little had changed during the 13-year period.

DuBois et al. (2019) concurred, as their research involving 280 ethical violations
revealed most were repeated offenses that had gone undetected. These authors found
most violations were intentional and, in 51% of cases, either personality disorder or
substance use disorder was suspected. DuBois et al. highlighted this point by citing the
case of Larry Nassar, who served as medical staff director with USA gymnastics and
Michigan State athletics, abusing over 250 women and girls before he was stopped.
Unfortunately, according to DuBois et al., there are no symptoms or signs that indicate
clear red flags and thus, making prevention more difficult.

Vidal et al. (2015) investigated why medical schools tolerate unethical behavior of
faculty. Their findings included at least four reasons: (a) obstacles to reporting, such as
the fear of retaliation while no certainty of anonymity, (b) faculty not wanting to observe
it in colleagues, (c) people simply learn to take it for granted, and (d) school accreditation
does not cover it. Vidal et al. referenced Zimbardo (2007), who explained how particular
situations can easily influence upright people to detour from ethical paths through

mechanisms such as authority directives, deindividuation, and rationalization, all of
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which are found to be common in medical school. Vidal et al. argued that leaders need to
be more aware as they endeavor to prevent unethical acts.

Moreover, Aultman et al. (2016) declared that most physicians who are reported to
the National Practitioner Data Bank for sexual violations have never been disciplined by
their state medical board (d’Oronzio, 2015; DuBois et al., 2019; Melo et al., 2019;
Swiggart et al., 2016). Aultman et al. believed this lack of discipline is a failure to protect
the public and enables the unethical behavior to persist. Moreover, it was reported that
the state medical board, as well as the integrity of health care, is compromised. Aultman
et al. reported that only 11 states require cases of sexual misconduct to be reported.
Despite these findings, four medical facilities that have implemented new
professionalism programs were presented: “Brigham and Women’s Hospital, Mount
Sinai Medical Center, the University of Pennsylvania Health System, and Vanderbilt
University School of Medicine” (Aultman et al., 201, p. 178). Each of these programs
incorporated a centralized reporting system, including the ability to report anonymously
and a structured means of handling professionalism issues in a dignified way.

AL in Health Care

Deriving from the impacts of ethical violation and corruption, AL emerged to
assist researchers address these concerns. Of the various leadership styles being
researched, AL has gained a great deal of attention (Duncan et al., 2017; Iszatt-White &
Kempster, 2019; Legutko, 2020). Part of the rationale for this was to add the importance
of various facets of leader EI found in existing research, such as self-awareness (Avolio

& Gardner, 2005; Mayer et al., 2004). The prevailing instrument used to assess AL, the
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AL Questionnaire (ALQ; Walumba et al., 2008) evaluates four components of leadership:
relational transparency, internal moral perspective, balanced processing (objective and
unbiased), and self-awareness. Duncan et al. (2017) described each of the components:
Relational transparency is the extent to which a leader allows subordinates to see and
experience their true selves, with no distortions. The leaders share information and
communicate thoughts and feelings openly while welcoming others’ ideas and opinions.
Other leadership researchers supported this principle (Avolio & Gardner, 2005; Gardner
et al., 2005; Walumbwa et al., 2008). Self-awareness is the degree to which leaders are
cognizant of their strengths and abilities and how they impact others (Kernis, 2003;
Walumbwa et al., 2008). Balanced processing is the leaders’ objectivity and lack of bias
while reviewing data and other people’s positions that differ from their own (Gardner et
al., 2005; Walumbwa et al., 2008). Internal moral perspective pertains to the leader’s
level of moral and ethical conduct and the degree to which he or she allows them to direct
their decisions and behavior (Avolio & Gardner, 2005; Gardner et al., 2005; Walumbwa
et al., 2008).

The identification of AL was specifically positioned as a result of the excessive
amount of corporate corruption across various industries, as well as political unrest at the
beginning of the 21st century (Covelli & Mason, 2017; Iszatt-White & Kempster, 2019).
The disillusionment with previous forms of leadership and an ethical business meltdown
led scholars and concerned leaders to begin pursuing answers to what factors actually
influence ethical decisions and behavior (Iszatt-White & Kempster, 2019). By the 1990s,

dramatic economic downturn had inundated most of the crucial world economies (Iszatt-
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White & Kempster, 2019). Avolio and Gardner (2005) indicated how the stage was set

for the inaugural summit on AL development in 2004 at the University of Nebraska-
Lincoln, hosted by the Gallup Leadership Institute. Avolio and Gardner provided their
description of the key components of AL theory. Medtronic’s former CEO, Bill George
(2003, as cited by Avolio & Gardner, 2005), stated “we need leaders who lead with
purpose, values, and integrity; leaders who build enduring organizations, motivate their
employees to provide superior customer service, and create long-term value for
shareholders” (p. 316). Thus, Avolio and Gardner reported the purpose for the Gallup
Summit was to generate a dialogue among scholars and practitioners from various
domains toward developing AL theory. Avolio and Gardner also reported that after more
than 80 manuscripts were presented, seven were selected as contributors to the theory
development.

Avolio and Gardner (2005) highlighted a key foundational idea, reporting that
authenticity itself originated from Greek philosophy wherein the term meant “to thine
own self be true” (p. 319). This concept became a central theme throughout the
development of AL. Authenticity became the term used to describe an individual’s
awareness and ability to act according to his or her true self (Knoll et al., 2015; Metin et
al., 2016). It is important to keep in mind previous research and the early definition of
authentic leaders set forth by Avolio et al. (2004) as they described them as:

those who are deeply aware of how they think and behave and are perceived by

others as being aware of their own and others’ values/moral perspectives,
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knowledge, and strengths; aware of the context in which they operate; and who

are confident, hopeful, optimistic, resilient, and of high moral character. (p. 4)

In studying how AL influences employee behavior, Avolio et al. (2004) found a
positive significant correlation between AL and the subordinates’ identification with their
supervisors (= 0.47, p < 0.01). In other words, the extent that employees believed their
supervisor had the ability to lead them was measured. Second, a positive significant
correlation was found between AL and psychological safety (» = 0.46, p < 0.01). Third, a
positive significant correlation was identified between AL and job engagement (» = 0.46,
p <0.01), which means the level of intensity, enthusiasm, and mental focus of employees
was measured. Finally, results from the current study revealed a negative correlation
(nonsignificant) between AL and the employees’ deviant behavior due to job engagement
(r=-0.07, p > 0.05).

Ethical and Professional Health Care

Professionalism in health care involves people who are conscious of their own
and others’ emotions and exhibit “a set of values, behaviors, and relationships that
underpins the trust the public has in doctors” (Jowsey, 2018, p. 996). Many of these
characteristics are representative of EI (Kanesan & Fauzan, 2019). For example,
certification and licensure now require professionalism as part of the core competency in
surgical education (Hultman & Wagner, 2015). Anthony-Pillai (2016) reported three
prominent perspectives of medical professionalism in the United Kingdom. One common

denominator encompassing each viewpoint was honesty. Anthony-Pillai explained how
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this key characteristic was dependent on the doctors’ behaviors and sound judgment. This
was manifested in the doctors’ abilities to communicate and manage conflict.

Anthony-Pillai (2016) reported Picker Institute’s (2008) distinction between a
profession and an occupation using four aspects:

First, reference to a register of members; second, the existence of a special skill or

learning; third, standards of ethical conduct beyond those of society at large; and

fourth, an acceptance of personal responsibility for the practitioner’s actions

towards those served, so that public confidence can be maintained. (p. 586)

The first stance on medical professionalism Anthony-Pillai (2016) presented was
that of the Royal College of Physicians, who argued it is a moral contract where the
medical community and society both accept responsibility for health care’s wellbeing.
Other research reflected this same principle (see d’Oronzio, 2015; Ionescu, 2018;
Mannion et al., 2018; Price et al., 2018). Anthony-Pillai pointed out how the desire for
higher ethical standards alone has not proven to be a significant counter to the many
scandals. Various writers reported similar viewpoints (Jurkiewicz & Giacalone, 2016;
Koven, 2019; Rydon-Grange, 2015; Slawotsky, 2015; Zyglidopoulos et al., 2017). Next,
Anthony-Pillai presented the General Medical Council perspective regarding medical
professionalism. It stated that professionalism in health care involved doctors who make
patient care top priority, are competent, are honest, and act with integrity. Nigro (2018)
echoed these same sentiments and added those operating through deception and
manipulation negatively impact health care systems. Anthony-Pillai added the council

believed unethical behavior in health care would not be seriously impacted without
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individual commitment to professionalism. The final description reported by Anthony-
Pillai was by the National Health Service of England. The view of the service reflected
similarities of the other two concerning medical professionalism, with the addition that it
involved humility, respect, and a commitment to excellence.

Elrod and Fortenberry (2017) reported that some health care institutions were
seeking to spotlight their efforts for exceptional care and treatment with specific
diagnoses. Part of the endeavor, the authors maintained, revolved around things such as
innovation, technologies, and their enhanced recruitment strategies. An additional point
highlighted in their research was the importance of health care organizations and
physicians demonstrating just how much they supported and valued their employees. This
was found to be a key component in the organizations’ abilities to excel in
professionalism (Enke, 2019; Koskiniemi et al., 2019; Sng et al., 2017).

Sanford (2016) reported that health care systems of the next era will require
distinct physician leadership, mentioning that several factors could help shape the
landscape in health care for the coming years. Sanford argued some of these facets will
include how leadership itself is defined, how people feel their careers will be affected by
possible changes in health care systems, and how doctors and hospital executives make
the necessary adjustments in their relationships. Hemker and Solomon (2016), as cited in
Sanford (2016), argued that for some time now administrators and hospital staff have
been operating in silos. In other words, Hemker and Solomon concluded employees had
been working in their separate departments independent of each other rather than

collaboratively. Hemker and Solomon (2016) insisted that medical personnel had to start
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examining various ways to ensure that physicians were not being excluded from the
pertinent business operating procedures. Moreover, this would involve physicians and
staff being treated with respect and genuine care. The authors suggested there needed to
be a paradigm shift toward developing an integrated culture.

While investigating the effect organizational leadership had on physician
satisfaction and burnout, Shanafelt et al. (2015) found that physicians’ well-being and
contentment was impacted by their supervisors. In addition, Shanafelt and colleagues
noted other organizational factors that impacted physician well-being included “the
efficiency of the practice environment, the level of flexibility/autonomy provided to
physicians, and workload expectations” (p. 436). According to Sanford (2016),
physicians have failed to make significant commitments to their health care
organizations. Sanford argued that 21st-century health care success would certainly hinge
on physician leadership. Sanford explained how properly going forward with the health
care industry would involve not only a paradigm shift concerning its leadership but solid
planning and change management. It was also highlighted that those traditional models of
physician leadership have not yielded strong collaboration between hospitals and medical
personnel such that organizational missions and visions were adequately achieved. Also,
Sanford stated part of the lack of progress stems from the tendency for health care
organizations to simply follow the current business trends, arguing that one size does not
fit all or not all business practices are appropriate for every hospital.

Hembker and Solomon (2016) argued that effective physician leadership must be

guided by several leader characteristics. Pertinent keys they mentioned included having a
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primary allegiance to patients and the medical profession, the ability to facilitate a diverse
medical staff and relevant administrative priorities, serving as advocates for their own
profession, navigating bureaucratic realities, and implementing strong work teams.
Moreover, they asserted that effective leaders need five essential competencies: “leading
oneself, leading others, leading change, leading for results, and leading for collaboration”
(Hemker & Solomon, 2016, p. 41). Furthermore, Legutko (2020) indicated various
benefits of a variety of leadership styles that have been implemented within
organizations.

Transactional leadership is an effective strategy that involves providing rewards
or withholding punishment. In contrast, Sanford (2016) highlighted transformational
leadership techniques wherein the emphasis was on encouraging staff members to move
beyond their own self-interests for the good of the team and organization. Beck and
Harter (2014) reported how organizations err in 82% of decisions to hire managers
because many are not competent to lead. Sanford posited a given doctor may present as
highly skilled with great respect from colleagues, yet not necessarily an outstanding
leader. Sanford concluded by reporting a newer leadership model called AL that was
derived from transformational theory. AL has also gradually been implemented in health
care (see Alilyyani et al., 2018; Koskiniemi et al., 2015; Malila et al., 2018; & Waite et
al., 2014). Sanford stated authentic leaders are intently aware of their own thoughts and
behaviors, they behave according to their ethics and personal values, and they exhibit

great integrity in their relationships with staff, as well as with people outside of the
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organization. These types of characteristics, Sanford argued, will be crucial in selecting
the most appropriate leaders for the 21% century health care industry.

Koskiniemi et al. (2015) investigated the authenticity construct in health care
leader identity. These researchers also argued that having expertise in each medical
profession does not guarantee leadership success in health care. In their discussion
regarding the use of AL principles in health care, Koskiniemi et al. indicated most of the
previous research has examined the effect of AL with nurses. They cited the first
reference of using AL in health care in 2005 when the American Association of Critical
Nurses found it to be relevant toward cultivating healthy work environments. In addition,
Koskiniemi et al. argued there has been a lack of research on doctor leaders and that
implementing AL has been viewed as promising for the future enhancement of leadership
in the health care industry.

Koskiniemi et al. (2015) also found that nurses and doctors typically develop
varying professional identities that define them in their roles as professionals. Koskiniemi
et al. maintained that health care workers can advance and shift from being professionals
to being leaders. For this reason, the authors argued the main objective should not be in
finding leadership traits or skills, but rather on cultivating meaningful, internal leader
behaviors. They concluded by stating whenever people experience themselves as leaders,
they typically sense a greater motivation to lead, and they tend to seek out further

opportunities that enable their leadership skills to be utilized.
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Summary and Transition

The impact of corporate corruption is being observed throughout the world. Some
organizations are attempting to put systems in place to help reduce the unethical acts.
While research indicates that corruption increases the cost of doing business, the
misconduct appears to have persisted (Cuervo-Cazurra, 2016; Zyglidopoulos et al.,
2017). As an existential issue, corruption has proven to destroy not just individuals or
companies, but entire communities (Koven, 2019; Zyglidopoulos et al, 2017). Historical
ethics models have not addressed how to manage employee improprieties (Koven, 2019;
Slawotsky, 2015).

The research reviewed elaborated on the various positions that experts have taken
regarding best practices for addressing the dilemma. An increasing number of countries
have adopted stricter laws, with more solid consequences for engaging in corrupt
activities. Other researchers investigating global organizational misconduct provided
similar findings (Hannah & Zatzick, 2008; Koven, 2019). Some suggested there must be
a greater account kept concerning requests for bribes from public officials.

Of the various leadership styles that have been researched, AL has gained a great
deal of attention by scholars in the field. Despite all the attention regarding leaders’
deceit, manipulation, and secret wrongdoing, Luthans and Avolio’s (2003) real intent for
AL was to view the positive side of the construct, which promoted leaders who were
genuine, trustworthy, and values driven. Similarly, research has exhibited how EI
consisted of a group of adaptive skills or mental abilities. Some of the early research

associated with the construct was viewed through the lens of social intelligence. This
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concept was defined in the literature to involve monitoring one’s own as well as others’
emotions (Goleman, 1995; Salovey & Mayer, 1990). EI was found to be an effective tool
for addressing some of the main issues in health care. Skarbaliene (2019) explained how,
in health care, staff must be competent in more than just medicine. To be effective, one
must be able to communicate, exercise flexibility, regulate their emotions well, and
exhibit high levels of tolerance with patients as well as colleagues. Weakness in any of
these areas could result in negative work outcomes for health care staff.

Anthony-Pillai (2016) argued that doctors must make patient care top priority,
along with being competent, being honest, and acting with integrity. Other perspectives
include physicians must support and value their staffs and that physician leadership will
be required in the next era of health care systems. Current literature proposed that
administrators and hospital staff have to begin creating various ways to bring physicians
in and nurture a more integrated culture, wherein the focus is not so much on leadership
traits or skills, but rather on cultivating meaningful, internal leader behaviors. The current
study will help fill the gap in the literature regarding how physician AL and EI can
impact ethical integrity among health care subordinates.

In Chapter 3, a description of the quantitative research method and rationale are
provided, along with their connection to the research questions. The target population is
discussed as well as sampling and recruiting procedures. Descriptions of the three survey
instruments used in the current study are presented as well as the data analysis plan to
investigate AL in physicians, their EI, and the interaction that may impact ethical strength

among health care staff.
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Chapter 3: Research Method

The purpose of the current study was to address health care corruption and the
lack of ethical and moral integrity in the field as reported in the literature (Candy, 2014;
Ionescu, 2018; Melo et al., 2019; Vasquez, 2018). Due to the gap in the literature
regarding the impact leadership style has on corruption in health care (Malila et al. 2018),
the objective in the current study was to determine the extent, if any, to which AL among
physicians moderates the relationship between physician EI and ethical strength in
medical staff. The aim was to provide relevant information to physicians and health care
administrators as evidence toward proactively affecting corruption and its destructive
repercussions in the industry. Leadership is the key determining factor in setting up and
arranging an organization’s culture (Nica, 2015). Further, Koven (2019) argued that the
ethics literature did not address the magnitude of the challenges that corruption posed.

The three primary constructs in the current study, AL, EI, and employee ethical
strength, were measured using validated assessment instruments. The operational
definitions for each of the three variables were as follows: AL is a consistent behavior
pattern exhibited by a person of high moral character, which facilitates followers who
aspire to operate with integrity themselves (Walumbwa et al., 2008). EI is the ability to
recognize and understand information regarding affect in oneself and others, and using
the information to navigate social relations (Mayer & Salovey, 1997). Ethical
strength/moral potency refers to an individual’s moral mindset and the ability to conduct
business ethically in the face of inevitable challenge (Hannah & Avolio, 2010). For each

staff member participating in the current study, AL and EI was evaluated using the rater
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version of the survey instruments to avoid any self-report biases. Also, medical staff
members evaluated the ethical strength of their billing and codes managers using the
instruments’ rater version. A report regarding how all data were collected and the
cleaning processes pertinent to them is provided. The data analysis using the SPSS
software is also explained, as well as the interpretation of results. Included is a discussion
concerning critical issues in research such as validity, sample size, ethics, and human
protection. A summary is also presented at the end of the chapter.
Research Design and Rationale

Imperative to scholarly investigation is the understanding that the research
problem informs the research design, and not the reverse (De Vaus, 2001). The
quantitative correlational research design was appropriate for the current study due to its
alignment with the research problem. Creswell and Creswell (2018) explained that a
correlational design is chosen when the researcher aims to observe two variables (at least
one independent and at least one dependent, without controlling either) and determine
whether there is a statistically significant corresponding relationship between them.
Further, Creswell and Creswell emphasized the importance of choosing the design
according to the research questions and objectives of the current study. I conducted an
analysis of AL, EI, and employee ethical strength once approval was received from the
Walden University Institutional Review Board (approval #03-28-22-0730634). AL was
the moderating variable, EI was the independent variable, and ethical strength was the

dependent variable.
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Leary (2004) reported that the main constraint in a correlational design is the
researcher cannot make any conclusions regarding a cause-and-effect relationship
occurring between the variables measured. Leary emphasized another limitation in
correlational research designs, stating that results from the current study are possibly due
to some other unrecognized source. The problem statement in the current study
highlighted the magnitude of health care corruption in the United States. I then proposed
measurable constructs as potential deterrents to unethical acts. Quantitative assessments
were used with selected physicians and their staff members, who included billing and
codes managers, to assess the relationship among the three constructs: AL, EI, and ethical
strength. Constraints of this research design included potential participant bias
concerning how medical staff rate the physicians’ AL and EI, as well as how the staff rate
ethical strength in their billing and codes managers. Another possible limitation was the
response rate by the participants in completing the current study surveys. The time
restriction with regard to data collection was another possible constraint. Finally, the use
of only recent published literature may have been a limitation.

In the current study, each physician was assessed for AL style and EI within work
relations among staff. In each physician’s office, staff members rated the physician’s AL
and EI using the ALQ and WLEIS surveys. The physician’s employees then rated the
ethical strength of the billing and codes manager. A bivariate linear regression was used
to analyze the relationship between physician EI and the billing and code manager’s
ethical strength. Next, a bivariate linear regression was used to analyze the relationship

between physician EI and physician AL. Finally, a multiple regression model was used to
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test whether physician AL affected the relationship between physician EI and the billing

and codes manager’s ethical strength.
Population

The participants for the current study consisted of medical staff members
employed within family physician practices. Eligible staff members included office
managers, nurses, front-desk receptionists, laboratory staff, radiology staff, and billing
and codes managers. Projections regarding primary care physicians (Health Resources
and Services Administration, 2016) indicated that family physicians would likely grow
from 216,580 in 2013 to 239,460 by 2025. The role of family physicians usually involves
treating patients of all ages and most health care needs (Phillips et al., 2014). Other
researchers asserted that family physicians practice prevention, understanding, and
management of illnesses, and use science to provide patient services for promoting health
(Katon et al., 2001). Moreover, the key job responsibilities for family physicians’ staff
require a variety of different people. Family physicians are typically the first point of
contact for patients in the health care system and may refer patients to specialists as
indicated (Phillips et al., 2014). Physician employees are involved in assisting with the
implementation of the services the medical practice offers as well as the business
functions related to treatment (Ladouceur, 2011). Front-desk staff confirm appointments,
check patients in or out, and assist patients with using a patient check-in kiosk (Miner,
2020). Nurses take patients’ vitals assessing crucial bodily functions, administer shots,
and assist the doctors during patient exams (Josi & Bianchi, 2019). Laboratory staff take

specimens and draw blood for testing (Blau et al., 2007) while radiology staff take X-rays
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to assist in diagnostics (Birchall, 2010). The office manager supervises the daily
operations, provides guidance for staff members’ job tasks, and keeps track of all
pertinent records regarding the medical practice (Lowes, 2007). Finally, the billing and
codes manager receives patient exam paperwork, inputs medical codes for patient
treatment charges, and manages patient account balances including health insurance
payments (Muse et al., 2022). These duties are essential to the business success of
medical practices.
Sampling Procedures and Recruitment Strategy

The research sample in the current study was drawn using a nonprobability
convenience sampling method. Recruitment of participants occurred through the
Medscape web portal. The sampling frame was concentrated on family physicians
licensed and practicing in the United States. Nonprobability convenience sampling was
the sampling method chosen because a relatively large number of family physicians was
conveniently accessible through the Medscape web portal. Also, the sampling was
nonprobability because it did not involve random selection of participants. A recruitment
email announcement (see Appendix A) about the current study was designed and
circulated among potential participants throughout the United States. No other materials
were distributed concerning the current study other than the announcement through the
partner organization.

For staff to participate in the current study, they were asked to access the Survey
Monkey web address from the announcement email through their web browser. As

participants accessed the link, they were allowed to ask any questions they might have
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had prior to the current study. I responded directly to any questions presented prior to
participants engaging the current study. Afterward, a brief description of informed
consent and the directions for providing that consent were presented. These directions
explained how all participants would engage the current study voluntarily, and anyone
could withdraw and terminate their involvement at any time.

Each participant then completed a brief demographic questionnaire (see Appendix
B) followed by the three surveys designed to assess the physicians’ AL using the ALQ
(see Appendix C), physicians’ EI using the WLEIS (see Appendix D), and the billing and
codes managers’ ethical strength using the MPQ (see Appendix E). The entire process
was conducted online and took approximately 17 minutes to complete. Once all data were
collected, all participants’ names and email addresses were removed to de-identify the
data. No additional emails were provided to any of the participants. However, all
participants were informed that a summary of the current study results would be provided
for their review using a specified link once the current study was completed.

Data Collection

Participants were recruited over a 7-day period with the assistance of the
Medscape, LLC web portal firm headquartered in New York. Data were collected
between April 12 and April 19, 2022. Medscape provided participant recruitment by
distributing my study invitation to 2,818 medical practices throughout the United States.
The invitation provided details regarding the current study’s purpose and brief
instructions for participating in the current study. From this outreach, there were 325

participants who started the survey. Of the 325 surveys, 194 participants failed to meet
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the current study’s inclusion criteria and were excluded from the current study. The
inclusion criteria for the current study specified that participants must be health care staff
members employed in primary care physician practices. In addition, 26 participants
started the survey but did not finish. The survey was closed after 105 participants
completed the survey, which exceeded the G*Power analysis that suggested a minimum
of 84 participants were needed for the current study.
Discrepancies

I had planned to obtain each participant’s email address after they responded to
the current study invitation, indicating their interest in participating. However, before
data collection began, I determined that I would not receive any participant email
addresses or other identifying information. Rather, Medscape agreed to provide each
respondent a unique ID number that enabled Medscape to track participants until the
close of data collection. The agreement was that the ID numbers would then be
destroyed. Participants were provided my name, email, and phone number for anyone
interested in asking questions before or during the current study. Second, rather than
surveying respondents only from the middle Tennessee region, Medscape enabled the
sample to be spread across the United States due to the large membership of health care
providers. This provided substantial assistance in obtaining the needed participants for
the minimum sample size in a timely manner.
Sample Size

Two major factors in any quantitative study are sample size and effect size

(Gravetter & Wallnau, 2009). Lakens (2013) reported that to determine an appropriate
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sample size to yield a statistically significant result, an a priori power analysis is
recommended. Cohen (1988) argued that the power of a statistical test was the probability
of correctly rejecting the null hypothesis. In the current study, power was set at 0.80
because Cohen (1988) suggested this as the typical minimum level of power in
behavioral science research. In addition, the effect size is important to understand
whether the predictor variables in the current study have an effect greater than zero
(Lakens, 2013). Cohen (1988) categorized effect sizes (Cohen’s d), indicating the
standardized mean difference between two groups. In the current study, a medium effect
was chosen as Field (2009) suggested; with multiple regression studies, this is
appropriate for identifying how large the effect is, or how well the predictors predict the
outcome. Cohen (1992) suggested that when conducting multiple regression for a
medium effect with two independent variables, researchers can Cohen’s 2, which is
calculated from the R? correlation coefficient. Using this measure, Cohen (1988)
identified 0.02 as small, 0.15 as medium, and 0.35 as large effect sizes.

The rationale for the current study’s effect size and power level stemmed from
Cohen’s (1988) recommended formula: /2 = R? divided by 1 — R%. Moreover, Selya et al.
(2012) reported that Cohen’s /> was appropriate for multiple regression models in which
the independent and dependent variables were both continuous. In this calculation, R?
represents the part of the variance for the dependent variable that is explained by the
independent variable (Selya et al., 2012). Further, Cohen (1992) recommended sample
sizes in behavioral research necessary for various power levels to detect small, medium,

and large effects (.02, .15, and .35, respectively). The sample size pertains to the current
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study’s total number of participants and is indicated by the letter N. Also, the sample size
affects the current study’s power. Moreover, “power is the probability of obtaining a test
statistic such as a ¢ ratio that is large enough to reject the null hypothesis when the null
hypothesis is actually false” (Warner, 2008, p. 1032). Power is the probability that
statistical analyses will detect a treatment effect if there is one (Gravetter & Wallnau,
2009).

Effect size refers to a statistic that indicates the strength of relationships (Leary,
2004). In the current study, the concern was not only whether variables were related
significantly to the participants’ responses, but also the strength of the relationship. To
determine an appropriate sample size for this project, I identified similar studies from the
literature to ascertain effect sizes. Cohen (1992) suggested that for multiple regression
tests with alpha of .05, a medium effect, and two independent variables, the
recommended sample size should be 67. G*Power (Faul et al., 2009) was used to
determine the effect and sample size for Adigiizel and Kuloglu’s (2019) and Lanciano
and Curci’s (2015) studies. For these analyses, power was set at .80 and alpha at .05.
Adigiizel and Kuloglu investigated the effects of EI and AL on employees in the
organization, including the proportion of the variation in organizational identity
(dependent variable) explained by EI (independent variable) = .19 (adjusted R?). Using
Cohen’s calculated /? yielded a medium effect of 0.234567. Adigiizel and Kuloglu
entered this number () into the G*Power input parameter box, along with alpha at .05,
power at 0.80, and number of predictors at three. The G*Power calculation using these

coefficients generated a total sample size of 51.
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This process was repeated in a study by Lanciano and Curci (2015) who
investigated the relationship between emotions communication ability in terms of EI and
psychological well-being. Their aim was to explore the moderating effect of gender on
this relationship. When gender of participants was analyzed as the moderator, the model
and the incremental change were significant; F' = 5.79, p < .001, R* = .12, p = .001. When
computing Cohen’s /2, a medium effect of 0.136363 was found. When Lanciano and
Curci entered this result into the G*Power analysis, the output generated a sample size of
84. The sample size estimates (51-84) from the Adigiizel and Kuloglu (2019) and
Lanciano and Curci studies suggested a minimum sample size of 84 for the current study.

Instrumentation and Operationalization of Constructs

In the current study, the plan was to create a nine-question demographic survey
(See Appendix B) and administer three standardized survey instruments: ALQ, WLEIS,
and MPQ. After the raw data were collected, they were stored on an external hard drive
in a locked safe. In accordance with Walden University (2022) guidelines, the data will
be stored for 5 years. Afterward, all data will be destroyed.

Authentic Leadership Questionnaire

The moderator variable for this research study was AL, as measured by the ALQ
Version 1.0 Rater. The ALQ is a 16-statement self-report or rater assessment that takes
approximately 6—12 minutes to complete, utilizing a 5-point Likert-type scale ranging
between zero and four. According to Avolio et al. (2007), the scale reflects participant
response choices as follows: 0 indicates not at all, 1 indicates once in a while, 2 indicates

sometimes, 3 indicates fairly often, and 4 indicates frequently, if not always. The
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instrument was developed and designed to measure the components of AL. Mind Garden,
the administrator of the questionnaire, granted permission to use the instrument in this
research study. The ALQ was chosen because it was designed to measure four major
components of AL: self-awareness, transparency, ethics/morals, and balanced processing.
Avolio et al. provided a brief synopsis of each factor. Self-awareness: the degree to which
the leader is aware of their strengths, limitations, how others see them, and how they
impact others; transparency: the degree to which the leader reinforces a level of openness
with others that provides them the opportunity to be forthcoming with their ideas,
challenges, and opinions; ethics/morals (ethical/moral): the degree to which the leader
sets a high standard for moral and ethical conduct; balanced processing: the degree to
which the leader solicits sufficient opinions and viewpoints prior to making important
decisions. The ALQ was appropriate for the current study as the research questions
address whether there is any significant correlation between leader authenticity and
leader EI, and whether AL moderates the relationship between EI and employee ethical
strength.

In developing the ALQ, a confirmatory factor analysis was conducted with
separate studies to examine AL’s four main components and demonstrate their content
and convergent validity (Walumbwa et al., 2008). In addition, structural equation
modeling (SEM) analysis was used, which confirmed the predictive validity of the
instrument toward work-related attitudes and behaviors (Walumbwa et al., 2008). A
diverse cultural context was chosen using data collected from Kenya, the People’s

Republic of China, and the United States. The U.S. sample was made up of 224
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employees from a northeastern high-tech manufacturer, who rated their supervisors” AL
behaviors. The Chinese sample involved 212 employees from a Beijing state-owned
company. Results indicated Cronbach’s alpha for each of the four AL factors at
acceptable levels: self-awareness = .92, transparency = .87, ethical/moral = .76, and
balanced processing = .91 (Walumbwa et al., 2008).

Wei et al. (2016) used 248 subordinate-supervisor pairs to test interaction between
AL and follower job performance through work engagement in the following numbers:
53% of the employees were male, 90% were college educated, average age was 28.4
years, and the average job tenure was 37.8 months. Supervisors were 72% male, 89%
with college degrees, an average age of 33.2 years, and 72.8 months was the average job
tenure. In using the ALQ to assess supervisor AL, results yielded Cronbach’s alpha at
0.92.

In another study, Liu et al. (2018) investigated how AL influenced employees’
workplace behavior. More than 500 employees were surveyed at a large health care
organization. Using the ALQ, Cronbach’s alpha reliability was 0.93. A confirmatory
factor analysis affirmed content and convergent validity, with the following statistical
results regarding key factors of the current study: supervisor identification = Cronbach’s
alpha, 0.85 (r=0.47, p <0.01), psychological safety = Cronbach’s alpha, 0.78 (r = 0.46,
p <0.01), job engagement = Cronbach’s alpha, 0.95 (» = 0.46, p <0.01) proactive
behavior = Cronbach’s alpha, 0.96 (» = -0.07, p > 0.05), and workplace deviant behavior

= Cronbach’s alpha, 0.83 (r=-0.23, p <0.05).
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Wong-Law Emotional Intelligence Scale

The independent or predictor valuable for this research study was EI, as measured
by the WLEIS (rater version). The WLEIS is a 16-statement self-report or rater
assessment that takes approximately 5—10 minutes to complete. The instrument was
developed in 2002 by Wong and Law to create a brief assessment of EI appropriate for
research involving employees in the workplace (Wong & Law, 2002). One of the authors
granted permission to use the instrument in this research study. The WLEIS was chosen
because it was designed to incorporate the Mayer and Salovey (1997) definition of EI as
an ability measure. Mayer et al. (2004) argued that EI involved a set of skills “to perceive
accurately, appraise, and express emotion; the ability to access and/or generate feelings
when they facilitate thought; the ability to understand emotion and emotional knowledge;
and the ability to regulate emotions to promote emotional and intellectual growth” (p.
197). Within this framework, Mayer and Salovey (1990) generated four key dimensions
of EI: self-emotion appraisal (SEA), others’ emotional appraisal (OEA), use of emotion
to facilitate performance (UOE), and regulation of emotion in the self (ROE). Initially, a
36-item pool was created after an exploratory factor analysis was conducted. Mayer and
Salovey (1990) identified the four major elements as mentioned above that represented
the overall EI construct. Internal consistency reliability for the four factors ranged from
.83 t0.90 (Wong & Law, 2002). Rathore et al. (2017) reported that previous research had
also shown a positive correlation between strong EI and helping behavior in public-sector

organizations.
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The WLEIS was appropriate for the current study because the research questions
address whether there is any significant correlation between EI and AL. The instrument
should also help determine whether the relationship between EI and employee ethical
strength was moderated by AL. Wong and Law (2002) reported that the research was
deficient concerning the association among three variables: EI with leaders, EI with
followers, and job outcomes. This was a large impetus for developing the WLEIS. Wong
and Law argued that after leaders and subordinates begin to interact, emotional awareness
and emotion regulation become major factors that influence the relationship. Three
groups of independent samples were used to create the survey items and test
psychometric properties. Quantitative evidence confirmed the factorial structure of the
four EI dimensions (Wong & Law, 2002). The samples included managers as well as
MBA and undergraduate students at a large Hong Kong university. Survey items were
developed using a 7-point Likert-type scale that ranged from strongly agree to strongly
disagree. Examples from each of the four dimensions include the following: self-emotion
appraisal = “I have good understanding of my own emotions,” others’ emotion appraisal
= “I am sensitive to the feelings and emotions of others,” use of emotion = “I am a self-
motivated person,” and regulation of emotion = “I am quite capable of controlling my
own emotions.” Listing the four factors resulted in an average loading of .80 for the 16
items on their individual EI dimensions. Internal consistency reliability for the four
dimensions ranged between .83 and .90. Correlations with the four dimensions were

within reasonable limits ranging from » = .13 to r = .42.
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Sears and Holmvall (2010) investigated EI in the relationship of supervisors and
their subordinates along with leader-member exchange, and a significant association was
found. Analysis indicated the subordinates’ EI was significantly correlated with leader-
member exchange. To measure the EI of the supervision and subordinates, Sears and
Holmvall used the WLEIS. They also concurred with Wong and Law that the WLEIS
was a good predictor for life satisfaction and job performance. In their study, the
reliability coefficient alpha was .90 for subordinates and .81 for supervisors.

Moral Potency Questionnaire

The dependent or criterion variable for this research study was moral potency
(ethical strength), as measured by the MPQ 360 Multi-Rater version (Hannah & Avolio,
2010). The MPQ is a 12-item measure created as a self-report or rater assessment that
takes approximately 5—10 minutes to complete. The instrument was developed in 2010 by
Hannah and Avolio to assist with organizational research and practice in evaluating
employee moral strength (Hannah & Avolio, 2010). Permission to use the instrument in
this research study was granted by Mind Garden, the administrator of the questionnaire.
Hannah and Avolio’s preliminary research involved collecting input from dynamic
organizational practitioners regarding their original three moral potency constructs: (a)
moral ownership, (b) moral courage, and (c¢) moral efficacy. In addition, with the help of
four leadership scholars, lists of items were generated for each of the three dimensions.
Following their randomizing a list and asking observers to sort them based on the
dimension descriptions, a final list of items was subjected to a content validity assessment

by senior faculty members. The 12-item measure was then created. Hannah and Avolio
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explained that four items measured moral courage (e.g., “I will always state my views
about ethical issues to my leaders”), three items measured moral ownership (e.g., “I will
not accept anyone in my group behaving unethically”), and five items measured moral
efficacy (e.g., “I am confident that I can take decisive action when addressing a
moral/ethical decision.” The first seven items were rated on a 5-point Likert scale ranging
from 1 = strongly disagree to 5 = strongly agree. The last five items were rated on a 5-
point Likert scale ranging from 1 = not at all confident to 5 = totally confident.

Hannah and Avolio (2010) used a convenience sample of 309 soldiers from an
Army base in the southwestern United States. The average participant age was 24.94
years; 96% were men and had served in the Army for an average of 4.25 years. All
internal reliabilities were satisfactory for each scale independently as well as combined.
Hannah and Avolio reported sufficient evidence for convergent validity. “Item factor
loadings for moral courage were .60 - .80, for moral ownership .80 - .82, and moral
efficacy .66 - .94” (Hannah & Avolio, 2010, p. 300).

In another study investigating brain activity associated with security breaches of
digital information, West et al. (2019) found that about half of the breaches occurred by
people on the inside of the organizations. While specifically focusing on self-control,
moral potency, and the brain activity around decision making concerning information
security, results showed an increase in neural activity associated with higher moral
potency. During the current study, the MPQ was administered to 48 individuals
composed of students and staff from a private liberal arts university in the Midwest.

Results specified Cronbach’s alpha at .72; in addition, the reliability for the subscales
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were below alpha .70: moral courage = .67, moral efficacy = .62, and moral ownership =
.35 (West et al., 2019). West et al. concluded that while higher moral potency may be
associated with fewer security violations, it appeared to have separate influences on brain
activity involving security breaches.

Data Analysis Plan

The data analysis plan for the current study involved specifying the research
objectives and hypotheses, as well as establishing parameters regarding participant
inclusion and exclusion criteria. The study’s three key constructs were identified along
with the three research questions, which included null and alternative hypotheses.
Specific statistical tests to be used in the analysis were identified including the statistical
assumptions for each test. A report of the findings was provided including effect sizes
and pertinent tables and figures.

The study’s research questions and hypotheses were stated as follows:

RQI: Does perceived EI in physicians, as provided by staff members and assessed
by the Wong-Law Emotional Intelligence Scale (WLEIS), predict employee ethical
strength, as assessed by the Moral Potency Questionnaire (MPQ)?

Hoi: Physician EI does not predict employee ethical strength.

Hai: Physician EI predicts employee ethical strength.

Physician EI, as assessed by the WLEIS, will be evaluated to determine whether it
may be used to predict employee ethical strength, as measured by the MPQ. SPSS
analysis of EI on employee ethical strength will be conducted to confirm whether the

predictor variable of EI is a significant predictor of the criterion variable.
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RQ2: Does perceived physician EI, as provided by staff members and assessed by

the WLEIS, predict physician AL, as assessed by the Authentic Leadership Questionnaire
(ALQ)?

Ho2: Physician EI does not predict their AL.

Haz: Physician EI predicts their AL.

Physician EI, as assessed by the WLEIS will be evaluated to determine whether it
may be used to predict AL, as assessed by the ALQ. SPSS analysis of EI on AL will be
conducted to confirm whether the predictor variable of EI is a significant predictor of the
criterion variable.

RQ3: Does perceived physician AL, as provided by staff members, moderate the
relationship between physician EI and employee ethical strength?

Hos: Physician AL does not moderate the relationship between physician EI and

employee ethical strength.

Haz: Physician AL moderates the relationship between physician EI and employee

ethical strength.

Physician AL, as assessed by the ALQ, will be evaluated to determine whether
there is a moderation effect between physician EI and employee ethical strength, as
measured by the MPQ.

Validity may be threatened in several potential circumstances that can raise
questions regarding a study’s outcomes (Creswell & Creswell, 2018). Such threats may
be internal or external and require specific actions to minimize their effects. Babbie

(2017) referred to internal validity issues as those where anything other than the
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experimental stimulus influences the dependent variable. In addition, researchers must
guard against potential external validity concerns, which Babbie explained pertain to how
generalizable the current study’s findings are to groups beyond the sample investigated.
Examples listed as threats to internal validity include history, maturation, selection,
attrition, cross contamination, compensatory/resentful demoralization, compensatory
rivalry, testing, and instrumentation (Creswell & Creswell, 2018). Creswell and Crreswell
(2018) also identified three examples of threats to external validity: interaction of
selection and treatment, interaction of setting and treatment, and interaction of history
and treatment.

A specific external validity threat for the current study was selection-treatment
interaction (see Creswell & Creswell, 2018) because the physicians and medical staff
members all participated in the current study voluntarily. This could have also limited the
current study’s outcome generalizability to other groups. Further, interaction of setting
may be another potential threat as most of the current study participants were from
hospitals and medical clinics.

Because the current study involved using the rater version of each survey, there
was the possibility for participant bias toward the physician, as well as the billing and
codes manager (another threat to internal validity). In addition, mortality could occur
(internal validity threat), wherein some individuals might have failed to participate in the
current study or began the process without completing all steps. Also, there could have
been an interaction effect of testing (external validity) where participants completed the

first survey and then became either more or less sensitive to the experiment, thus
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affecting the outcomes. Finally, design contamination could have been possible in terms
of participants having a reason to want to make the research outcome result in a preferred
manner (internal validity threat).
Ethical Procedures

In compliance with the American Psychological Association (2017) and Walden
University (2022) ethical research guidelines, specific precautionary steps were taken.
This included completing the “Protecting Human Research Participants” course,
previously offered by the National Institutes of Health (2018). All participants were
informed in the preliminary email regarding the purpose of the research, the expected
time to complete each survey, and the instructions for how to complete them. Upon initial
contact with the participants, each person was informed that involvement in the current
study would be strictly voluntary. Also, each participant was apprised of the option to
decline participation or withdraw from the study at any time. An explanation regarding
informed consent was presented with initial instructions at the beginning of the
demographic questionnaire. The objective was to facilitate a trusting relationship with
each participant, assuring their confidentiality. Participants were informed that all email
addresses would only be used for the research study, and all would be stored on an
external hard drive.

After all data were collected, each participant was de-identified prior to data
analysis. Intellectual property was also discussed in the introductory email, informing
participants that I would provide the results of the research study through a linkafter the

study was completed. Regarding dissemination of study results, the primary target
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audiences included physicians, members of the medical staff, and health care
administrators. These professional target groups and other scholars who may study
similar research topics will have access to the findings. Access to the findings will also
include dissertation committee members and members of the Walden University
community. Finally, dissemination might include the general public, wherein an
organization might request an informal presentation of study results. I will retain all data
researcher for 5 years. After that period, all data will be destroyed through erasing
records stored on the computer hard drive.
Summary and Transition

Chapter 3 describes the quantitative research method and rationale for addressing
the current study’s three research questions. These involved physician AL, physician EI,
and billing and codes staff ethical strength. A description of the population is provided
regarding specific medical staff members who were employed with primary care
physician practices. Sampling procedures and the recruitment strategy are presented with
an explanation of the nonprobability convenience sample generated through the
Medscape web portal of New York. The rationale for the sample size and effect size are
provided with a brief report of similar studies that were identified as relevant models in
helping determine an appropriate sample size while incorporating G*Power (Faul et al.,
2009). Instrumentation and operationalization of constructs are presented with pertinent
details of the ALQ, WLEIS, and MPQ. Finally, ethical procedures for the current study

are explained as directed by Walden University (2022) guidelines.
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Chapter 4 provides a detailed description for the current study’s data analysis. The
exact time frame for data collection is stated and the discrepancies that occurred in the
data collection process are provided. The demographic characteristics of the sample are
provided as well as descriptive statistics. Also included is a report of statistical findings,

including tables and figures relevant to the statistical results.
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Chapter 4: Results

The purpose of this quantitative study was to investigate whether physician AL
and EI were significant factors in helping reduce corrupt and unethical behavior in health
care. In addition, the objective was to determine whether EI predicted ethical strength in
employees, as well as whether AL moderated the relationship between EI and ethical
strength in employees. Three research questions and hypotheses guided this investigation.
The first research question addressed the relationship between physicians’ EI and their
billing/codes managers’ ethical strength (moral potency). The second research question
addressed the relationship between physicians’ EI and AL. The third research question
addressed whether physicians’ AL moderated the relationship between their EI and the
billing/codes managers’ ethical strength.

In this chapter, a summary of the statistical analyses and findings related to the
research questions and hypotheses is presented. Analyses are summarized relevant to
each research question. Descriptive statistics for the measures are provided, and tests of
the assumptions for the analyses are summarized. Finally, findings for each research
questions are presented.

Demographic Sample Characteristics

Baseline descriptive characteristics of the current study sample included health
care staff members at least 18 years of age employed with primary care physicians who
were licensed in the United States (see Table 1). Respondents had to be employed in their
current position for at least 6 months. Their job titles included office manager, front-desk

administrator, nurse, appointment scheduler, billing/codes manager, physician assistant,
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radiology technician, and lab technician. Each physician practice had to employ a
billing/codes person, and each respondent had to have been associated with the physician
and billing/codes manager for at least 6 months to participate in the current study.

Table 1 indicates that most participants were women (84.8%). Men made up
15.2% of the sample. The ages of the participants were dispersed: 23% ranged between
34 and 41, 24% ranged between 50 and 57, and 24% ranged between 58 and 65. In terms
of ethnicity, 80% of the participants were White, almost 9% were Latino or Hispanic, and
almost 6% were African American. Slightly more than 97% of participants were
employed full-time. Finally, the participants’ job titles included 38% billing/codes staff,
almost 29% front-desk administrator, and slightly more than 15% nurses (see Table 2).
These demographic characteristics were comparable to the larger population of health
care staff members, as noted by the Bureau of Labor Statistics (2022) report stating
women in health care made up 77.6% of employees. In contrast, the Bureau of Labor
Statistics reported that men accounted for approximately 23%. In addition, Salsberg et al.
(2021) reported that nationally health care staff consisted of 61% White, 18.2% Hispanic,
12.1% African American, and 6.3% Asian. In 2017, over half of U.S. nurses were age 50
or older and almost 30% were 60 or older (American Hospital Association, 2021).
Descriptive Statistics, Cronbach’s Alpha, and Bivariate Correlation

Descriptive statistics were computed for the predictor variable, criterion variable,
and moderator variable (see Table 3). In addition, Cronbach’s alpha and the bivariate

correlation for the variables were calculated.
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Statistical Assumptions for Regression

The primary methods used to analyze the data were bivariate linear regression and
multiple linear regression. Linear regression is a statistical method involving a linear
prediction model in which one or more independent variables are used to predict the
value of a dependent variable (Frankfort-Nachmias & Leon-Guerrero, 2018). Multiple
linear regression is a statistical method involving a regression model examining how
several independent variables effect the value of one dependent variable (Frankfort-
Nachmias & Leon-Guerrero, 2018). Certain assumptions have to be met concerning the
variables in the model for the regression analysis to yield valid results. These
assumptions involve variable type, linearity, multicollinearity, independence,
homoscedasticity, and normality (Warner, 2013).

The assumptions for regression were tested prior to analyzing the data in the
current study. The first assumption for regression is that there is a linear relationship
between the two variables. To test this assumption, I produced a scatterplot in SPSS
illustrating the relationship between the independent and dependent variables. Figure 1

shows that this assumption was met.



Table 1

Demographic Characteristics of Sample
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Gender

Age

Male
Female
Total

26-33
34-41
42-49
50-57
58-65
66-73
Total

Ethnicity

White

African American
Latino or Hispanic
Asian

Prefer not to say
Total

Highest education level completed

High school
Bachelor’s degree
Master’s degree
PhD or higher
Prefer not to say
Total

Frequency Percentage
16 15.2
89 84.8
105 100.0
10 95
24 229
17 16.2
25 23.8
25 23.8
4 3.8
105 100.0
84 80.0

6 5.7
9 8.6
3 29
3 29
105 100.0
20 19.0
44 419
31 295
1 10
8.6
105 100.0




Table 2

Demographic Characteristics of Sample Concerning Employment History

&4

Employment Number Percentage
Full-time 102 97.1
Part-time 3 29
Total 105 100.0

Duration in the health care field
1-3 years 1 10
4-6 years 4.8
7-10 years 11 10.5
1-15 years 24 229
16+ years 64 61.0
Total 105 100.0

Job title of current position
Front desk administrative 30 28.6
Nurse 16 15.2
Billing/codes manager 40 38.1
Radiology technician 1 10
Physician assistant 18 17.1
Total 105 100.0

Time you have had a working

relationship with the physician you are

rating
1-3 years 14 13.3
4-8 years 35 333
9-12 years 15 143
13-15 years 10 95
16+ years 31 29.5
Total 105 100.0

Time you have had a working

relationship with the billing/code

manager you are rating
Less than 1 year 2 19
1-3 years 13 124
4-8 years 37 352
9-12 years 20 19.0
13-15 years 8 7.6
16+ years 25 23.8
Total 105 100.0
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Table 3

Descriptive Statistics, Cronbach’s Alpha, and Bivariate Correlations

Bivariate
Descriptive statistics ~ Reliability estimates correlations
Mean SD Alpha AL El MP
Authentic leadership 11.74 3.06 94 -- 76 .60
Emotional intelligence 5.53 95 95 -- 49
Moral potency 12.34 1.95 93 --
Min Max
Cook’s
distance .00 47 01 05

The second assumption for regression is no multicollinearity (i.e., none of the
predictor variables are highly correlated with each other). In the current study, there was
only one predictor variable. However, the predictor variable (EI) was highly correlated
with the moderator variable (AL). Table 3 indicates the bivariate correlation of .760
between the two variables. This was expected, as the literature review indicated (Jeffries
& Lu, 2018; Moore et al., 2019; Panait & Bucinschi, 2018). The two constructs had
overlapping characteristics. Moreover, McClelland et al. (2017) argued that
multicollinearity with regard to moderators is not a concern and tends to distract from

true moderator relationships.



Figure 1

Scatterplot Between the Total EI, AL, and Moral Potency Scores
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Regression Standardized Predicted Value

The third assumption for regression is independence (i.e., the observations are

independent). This assumption indicates that individual data points are uncorrelated. The

Durbin-Watson statistic, as illustrated in Table 4, showed that this assumption was met,

as the obtained value was 1.783.

The fourth assumption for regression is homoscedasticity (i.e., the residuals have

constant variance at every point in the linear model). The P-P plot of regression

standardized residuals versus standardized predicted values (see Figure 2) showed no

signs of funneling, suggesting that the assumption was met.

The fifth assumption for regression is multivariate normality (i.e., the residuals of

the model are normally distributed). The P-P plot for the model showed that this

assumption was met. Histograms for each of the three measures (see Figure 3, Figure 4,
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and Figure 5) also reflected normality. The sixth assumption for regression states there
are no standardized residuals versus standardized predicted values. There were no signs
of funneling, suggesting that the assumption was met (see Figure 2). The seventh
assumption for regression states there are no influential cases biasing the model. In Table
3, which illustrates Cook’s distance, values were all under 1, suggesting individual cases
were not unduly influencing the model.

Table 4

Regression Summary for the Three Research Questions

RQ Predictor Predicted df B Adjusted R: F Durbin-Watson
1 WLEIS MPQ 1,104 1.01 <.001 23 32.30 1.78
2 WLEIS ALQ 1,104 2.46 <.001 S7  140.66
3 ALQ- WLEIS MPQ 3,101 02 .65 34 19.20

Statistical Analysis Findings

The following paragraphs include the results of the SPSS statistical analyses with
a description of the research questions, as well as the null and alternative hypotheses. The
data include results of the bivariate linear regressions and correlations among the
variables. In addition, results of the moderation regression analysis are presented with
explanations of statistically significant and nonsignificant findings. Figures of regression
plots, frequencies of the key constructs, and tables displaying statistical coefficients are

also presented.



Figure 2

Normal P-P Plot of Regression Standardized Residual
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Research Question 1 and Hypothesis

RQI: Does perceived EI in physicians, as provided by staff members and assessed
by the WLEIS, predict employee ethical strength, as assessed by the MPQ?

Hoi: Physician EI does not predict employee ethical strength.

Hai: Physician EI predicts employee ethical strength.

The first research question was addressed by conducting a bivariate linear
regression analysis. The predictor variable was EI and the predicted variable was moral
potency. The intent was to determine whether physician EI predicted the billing/codes
manager’s ethical strength. Table 4 illustrates the statistical results for this regression.

Warner (2013) explained the adjusted R? value as the part of the variance
accounted for by the regression equation. Therefore, downward adjustments reflect a
more conservative estimate of the amount of true variance in the dependent variable that
can be predicted from the independent variable. In regression analysis, the caution is to
avoid including too many IVs in the model and getting results cannot be trusted.

With regard to the first research question, does WLEIS predict MPQ, and the
bivariate linear regression, the analysis indicated that the model containing EI as the
independent variable significantly predicted change in the staff member’s moral potency
(dependent variable). Adjusted R? = .231; F (1,104) = 32.302, p < .001 (see Table 4). The
model explained 24% of the variance in moral potency, using adjusted R>.

The regression coefficient reflects the difference in the predicted value of moral
potency for each one-unit change in EI. Based on the analysis, the null hypothesis--

physician EI does not predict employee ethical strength--can be rejected. The analysis
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suggests that physician EI does have a significant positive relationship with the
billing/codes manager’s moral potency.
Research Question 2 and Hypothesis

RQ2: Does perceived physician EI, as provided by staff members and assessed by
the WLEIS, predict physician AL, as assessed by the ALQ?

Hoo2: Physician EI does not predict their AL.

Haz. Physician EI predicts their AL.

The second research question was addressed by conducting a bivariate linear
regression analysis. The predictor variable was EI and the predicted variable was AL.
The intent was to determine whether physician EI predicted physician AL. Table 4
illustrates the statistical results for this regression. With regard to the second research
question, does WLEIS predict physician AL, and the bivariate linear regression, the
analysis indicated that the model containing EI as the independent variable significantly
predicted change in the physician’s AL (dependent variable).

Adjusted R? = .577; F (1,104) = 140.655, p < .001 (see Table 4). The model
explained 58% of the variance in AL, using the adjusted R* The regression coefficient
reflects the difference in the predicted value of AL for each one-unit of change in EIL
Based on the analysis, the null hypothesis that physician EI does not predict AL can be
rejected. The analysis suggests that physician EI does have a significant positive

relationship with physician AL.
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Research Question 3 and Hypothesis

RQ3: Does perceived physician AL, as provided by staff members, moderate the
relationship between physician EI and employee ethical strength?

Hos: Physician AL does not moderate the relationship between physician EI and

employee ethical strength.

Has. Physician AL moderates the relationship between physician EI and employee

ethical strength.

The third research question was addressed by conducting a multiple linear
regression analysis to test whether physician AL moderated the relationship between
physician EI and billing/codes manager moral potency. Table 4 illustrates the statistical
results for this regression. Warner (2008) stated that moderation was a term synonymous
with interaction, and involved a model where the slope to predict Y from X; differs
across scores on the X5 variable. This is illustrated more clearly by Frankfort-Nachmias
and Leon-Guerrero (2018) who reported how regression models are displayed showing
two variables comprising the vertical and horizontal axes of a graph. The independent
variable, X, is displayed along the horizontal axis and the dependent variable, Y, along
the vertical axis. Gravetter and Wallnau (2009) explained that for moderation regression
models, the two predictor (independent) variables are identified using the notation X; and
X2. For the current study’s third research question, it refers to the observed effect of the
moderator variable, physician AL, on the relationship between physician EI and
billing/codes manager moral potency. The effect sizes with the Pearson r correlations

between variables are provided in Table 5. First, the correlation between moral potency
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and EI = .489 (large effect). Second, the correlation between AL and moral potency =
.599 (large effect). Third, the correlation between EI and AL =.760 (large effect). Table
5 illustrates the model summary and pertinent coefficients regarding the moderation
regression.

A product term was created to represent an interaction between EI and moral
potency scores on both variables. Warner (2013) emphasized the importance of
incorporating a notation to represent interactions between the two predictor variables.
The regression included EI, AL, and an interaction term as predictors of moral potency.

The regression in Table 5 was not statistically significant, as adjusted R*> =.021,
F(3,102) =19.202, p = .647. Unstandardized regression coefficients are reported, unless
otherwise specified. There was also a nonsignificant effect for EI in the moderation
regression, as adjusted R? = .163, F(1, 101) = .647, p = .519. However, there was a
significant effect for AL, as the adjusted R?>= .358, F(1, 101) =4.312, p < .001. Because
the interaction term was not statistically significant, the interaction was not retained in the
model. Thus, the null hypothesis is not rejected.

In summary, the analysis indicated that when combined, physician EI and
physician AL have a significant effect on the billing/codes manager’s ethical strength.
Yet, the moderation regression indicated that physician AL did not significantly interact
with physician EI and ethical strength. With the significant effect of AL, it appears that
the health care staff member’s ethical strength is influenced more by the physician’s AL

than his/her EI.
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Table 5

Results of Linear and Moderation Regressions Predicting Moral Potency

Results of linear regression with EI total predicting moral potency and AL

Moral

Potency B SE B § t p
EI total 6.76 1.00 6.79 < .001
A8 49 5.68
AL -1.84 1.16 .60 -1.58 17
EI total 2.46 21 76 11.86 < 001

Results of moderation regression with EI and AL total predicting moral potency

EI-AL .02 05 04 46 647
EI total 16 25 08 65 S19
AL total .36 08 56 431 <.001

Summary and Transition

The purpose of this quantitative study was to determine whether physician AL
moderated the relationship between physician EI and billing/codes manager moral
potency. With regard to Research Question 1, the analysis showed a significant positive
relationship between physician EI and billing/codes manager moral potency. With the
second research question, the analysis also resulted in a significant positive relationship
between physician EI and physician AL. Finally, with regard to Research Question 3, the
moderation regression analysis indicated that physician AL did not have a significant
interaction with physician EI to influence billing/codes manager moral potency.

Therefore, the null hypothesis was not rejected.
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In Chapter 5 of the current study, I reiterate the purpose of the current study and

why it was conducted. A summary of the key findings are presented along with how the
findings compare with what has been found in the literature review of Chapter 2. Next, a
description of the current study’s limitations is provided, as well as implications for

social change. Finally, the chapter concludes with recommendations for further research,

and a “take home” message that captures the key essence of the current study.
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Chapter 5: Conclusions and Recommendations

The purpose of this quantitative study was to investigate whether AL and EI
might play a significant role in positively impacting ethical integrity among employees in
the health care field. This study focused on corruption in the health care industry.
Sullivan and Hull (2019) reported “healthcare fraud, waste, and abuse losses were
estimated to be as much as $700 billion per year” (p. 48). Higher ethical standards have
not proven to be a significant deterrent to scandals or misconduct (Jurkiewicz &
Giacalone, 2016). Researchers argued doctors must make patient care a top priority,
along with being competent, being honest, and acting with integrity (Candy, 2014).

The impetus for the current study was the realization of the magnitude of the lack
of trust people have in their leaders (see George, 2003) and the personal belief despite all
the deterioration in integrity, there must be something a society can do to affect such a
trend. Although a large number of researchers have explored the impact leadership
approaches have in business, the intent in the current study was to address the gap
regarding the possible impact AL might have on corruption in health care (see Malila et
al., 2018). The intent was to focus on primary care physician practices. The hypothesis
was the physician’s AL would interact with their EI and positively affect the medical
staff’s ethical strength. The study was conducted to provide relevant information to
physicians and health care administrators and to add to the knowledge base regarding
methods for reducing unethical conduct in health care.

Results of the first bivariate linear regression yielded a statistically significant

correlation suggesting that physician EI predicts employee ethical strength. The second
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bivariate linear regression also yielded a statistically significant correlation suggesting
that physician EI predicts physician AL. The third multiple regression analysis indicated
that physician AL did not significantly moderate the relationship between physician EI
and employee ethical strength. However, the overall regression yielded a statistically
significant result, suggesting a meaningful association between the three constructs.

The participants included health care staff members at least 18 years of age who
were employed with primary care physicians who were licensed and practicing in the
United States. Three research questions dictated the data collection method and the
statistical analysis design. Three surveys were used to collect the data: the ALQ
(Walumbwa, 2008), the WLEIS (Wong & Law, 2002), and the MPQ (Hannah & Avolio,
2010). The Survey Monkey platform was used for volunteer participants to access the
combined surveys and allowed for the three main constructs of the current study (AL, EI,
and moral potency) to be assessed. Statistical analyses involved two bivariate linear
regressions and one moderated regression to determine the relationships and interaction
between variables. In this chapter, the conclusions, limitations of the current study,
implications for positive social change, and recommendations for future research are
presented.

Interpretation of the Findings

The research questions and hypotheses were designed to examine whether a
relationship existed between the physician’s EI and their billing/codes manager’s ethical
strength. Second, the intent was to determine whether there was a relationship between

the physician’s EI and AL. Third, the intent was to determine whether the physician’s AL
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moderated the relationship between their EI and staff’s ethical strength. The first
bivariate regression analysis resulted in a statistically significant correlation, which
suggested EI predicts ethical strength in employees. The second bivariate regression
analysis also resulted in a statistically significant correlation, suggesting EI predicts AL.
The third analysis, with a multiple regression model, yielded an overall statistical
significance among the three constructs. However, there was not a significant interaction
effect for AL with EI to predict ethical strength.

The findings aligned with the peer-reviewed literature reviewed in Chapter 2.
Historical ethics models had not addressed how to manage employee improprieties
(Koven, 2019; Slawotsky, 2015). Some research suggested having values and good
character were not the most important attributes in successful organizations (Alvesson &
Einola, 2019), although other studies showed ethical leadership to have a positive
influence on decreasing unethical conduct in employees (Moore et al., 2019). Although
the existing research indicated numerous types of ethical violations in health care
(Schonberger et al., 2016), the current study focused on upcoding charges by the
billing/codes managers within primary care physician practices. The findings showed EI
significantly predicted moral potency, confirming findings in the existing literature. For
example, in an experimental economics lab in which cash payoffs were issued for
decisions made, Jeffries and Lu (2018) found higher scores in EI yielded more ethical
behavior. In addition, Skarbaliene (2019) reported EI was found to be an effective tool
for addressing issues in health care, and low EI scores were correlated with more deviant

behavior.
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In a study investigating the relationship between EI character strengths and
virtues, Ros-Morente et al. (2018) evaluated 419 undergraduate students and found a
significant positive correlation between ethical strength and EI scale constructs such as
positive affect, temperance, and humanity virtues. In a study exploring the role of EI in
individual ethics and how participants viewed others’ ethics, Cabral and de Oliveira
Carvalho (2014) conducted multiple regression analyses using questionnaires and found
that EI not only predicted individual ethics but significantly correlated with self-esteem
and social desirability.

A second finding in the current study also confirmed findings in the literature
pertaining to the significant correlation between EI and AL. Panait and Bucinschi (2018)
reported that to be seen as an authentic leader was to exhibit high EI. This principle was
validated further in the research pertaining to specific components that make up each
construct. For example, with regard to EI, Mayer and Salovey (1997) asserted the
construct included “one’s ability to perceive, appraise, and express emotions accurately,
to understand affect-laden information and use it to manage one’s own and others’
emotions to promote growth, well-being, and adaptive social relations” (p. 10). While
integrating some of these characteristics with AL, Avolio et al. (2004) described the
authentic leader as “one who is deeply aware of how they think and behave and are
perceived by others, as being aware of their own and others’ values/moral perspectives,
and who are themselves of high moral character” (p. 4). Walumbwa et al. (2008)

highlighted the four key components of AL: relational transparency, internal moral
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perspective, balanced processing, and self-awareness. The current study’s findings
confirmed the significant relationship between the two constructs.

In a cross-cultural study, Rahim et al. (2006) investigated the relationship
between EI and transformational leadership. Previous research indicated that the authors
of AL based their theoretical framework on dynamics of the transformational leadership
style (Sanford, 2016). Rahim et al. reported that although studies exploring EI’s effect in
organizations were limited, scholars were starting to stress the importance of EI on leader
effectiveness. With data collected from 685 dyads consisting of MBA students and their
colleagues across the United States and four other countries, Rahim et al. found that
individual perceptions of leader EI were associated with transformational leadership
actions in all five countries.

The unexpected finding in the current study, which extends knowledge in the
discipline, was physician AL did not significantly moderate the relationship between
physician EI and moral potency in billing/codes managers. However, a linear relationship
was evident in the scatterplots between EI and both moral potency and AL. The first
bivariate regression containing EI as the independent variable significantly predicted
change in staff members’ moral potency (dependent variable). This means that as EI
increases, so does moral potency, and it was a large effect. The second bivariate
regression containing EI as the independent variable and AL as the dependent variable
predicted change in physician AL. These results indicate that as EI increases, there is a
corresponding increase in AL. In the third analysis, a multiple linear regression indicated

no significant moderation of AL between EI and moral potency. Findings indicated that



101

AL does not moderate the relationship between EI and moral potency. Instead, there were
direct effects for AL and EI on the outcome measure.
Limitations of the Study

Leary (2004) stated that generalizability is determined by how participants are
selected. In addition, Leary asserted that generalizability refers to the current study’s
external validity, meaning the extent the results can be replicated in other samples. In the
current study, one potential limitation to generalizability was the nonprobability
voluntary response sampling method used. According to Leary, with most studies it is
impossible or unnecessary to obtain a probability sample. With nonprobability samples in
which researchers cannot know who will be selected, this limitation prohibits calculating
the error of estimation, resulting in less certainty regarding how representative the sample
is of the larger population.

In the current study, participants were all health care staff employed with primary
care physicians across the United States. Each participant voluntarily responded to the
current study invitation without any determination made by me. Although internal
validity appeared to be strong from the statistical significance found in the relationships
tested among the variables, there may have been other factors that influenced the results.

Another possible limitation was data collection occurred through online surveys
using standardized questionnaires. The participant responses were the perceptions of the
physicians and billing/codes managers’ behaviors. An employee’s perception of a
colleague could be different from the actual character of that colleague. Therefore, data

could have been skewed by the bias of the respondent. Finally, Babbie (2017) highlighted
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another possible limitation with using surveys. In contrast to field research in which the
researcher may become aware of some new variable emerging and may be able to
observe it, surveys do not afford the researcher this opportunity. Some potentially
valuable data may have been missed in the current study.

Recommendations for Future Research

Researchers should contemplate other relevant independent variables to predict
ethical integrity in organizational employees. Further studies could identify more
impactful strategies for reducing corruption across corporate America. Researchers might
incorporate a different sampling method such as random sampling in which the sample
would be a more significant representation of the target population. This might eliminate
sampling bias and reduce error. Researchers could also investigate the same hypotheses
but incorporate a different data collection method than standardized surveys conducted
online. A qualitative study including face-to-face interviews in which participants are
able to communicate their work experiences with physicians and other staff members
may be beneficial. Such an approach could afford the researcher the opportunity to
observe new phenomena that may occur during the data collection.

Even though the intent of the current study was not to survey the physicians
themselves, researchers might consider having physicians rate themselves regarding their
AL and EI, and then compare their scores to staff who also rate them on the same
constructs. Moreover, the current study could be repeated in a different culture outside of

the United States to determine whether cultural differences affect study outcomes.
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Researchers could also explore fields beyond health care to determine whether the
current constructs, as well as others, yield similar results regarding ethical integrity in
employees. The current study was conducted to address the unethical and corrupt
activities in health care and the lack of quantitative research examining the effects of
leadership style in the industry. Because the current study showed the relevance of AL,
additional research could be conducted to learn the most effective ways to develop AL
skills and characteristics.

Implications
Potential Impact for Positive Social Change

The potential impact for positive social change the current study provides is
physicians and health care administrators accepting that their leadership and ability to
manage emotion can have a significant impact on the ethical integrity of their colleagues.
Authentic leaders have a heightened awareness of themselves and conduct their behavior
according to who they are rather than any image they might wish to portray (Luthans &
Avolio, 2003). Subsequently, the trust between leaders and their subordinates promotes
more positive behavior outcomes (Avolio & Gardner, 2005). These characteristics in
addition to the abilities of EI could impact families as well. There is a potential
transformation in family dynamics in which these principles are implemented (e.g., where
parents have the “ability to perceive, appraise, and express emotions accurately, to
understand affect-laden information” [Mayer & Salovey, 1997, p. 10]) and use it for the

well-being of themselves and their children.
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Within organizations, leaders could train to develop their authenticity and
emotion management so they might become the change they wish to see in their
subordinates. They could develop transparency by being aware of their values and more
accepting of their coworkers’ values. Moreover, they might enhance their ability to
manage their emotions and navigate their colleagues’ emotions more effectively. This
could yield significant benefits and reduce unethical and corrupt activities. With this type
of initiative adopted by CEOs, trust in leaders might be restored and the billions of
dollars typically lost each year in fraud (Sullivan & Hull, 2019) could be used to bolster
the American economy.

If more government officials chose to operate within the principles of the current
study, the positive social change effect could be substantial. Leaders across the nation
could come together and act not as opponents but as partners striving to promote the
well-being of society. If this knowledge was promoted in local schools and communities,
it might cause citizens to carefully choose the leaders they elect, meaning more
organizations might be led by people with ethical integrity, thereby reducing a significant
amount of corruption.

Methodological and Theoretical Implications

I incorporated a quantitative method using standardized online surveys to gather
data. One of the biggest disadvantages of using surveys is participants who are not
willing to answer all of the questions (Babbie, 2017). In the current study, only those who
completed the surveys were included. In addition, using surveys cannot guarantee

truthfulness in participant responses. In the current study, participants were informed of
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the confidentiality of their participation and had no obvious benefit of responding
untruthfully. Survey research yields a quantitative/numeric description of the
participants’ thoughts and attitudes so researchers can examine a sample of the target
population (Creswell & Creswell, 2018). The current study yielded statistically
significant results, and the findings may be generalized to broader health care
populations, as well as other organizations in which leaders affect subordinate behavior.

Because the participants in the current study were all registered members of a
large health care firm and included primary care physician practices across the United
States, time was saved collecting data. One important implication for health care research
is the ability to obtain data promptly. Also, there was no need to employ other people to
conduct face-to-face interviews to complete the current study. The identity of participants
was protected with this method, and the data collection was straightforward without
complication. Another presumption to be noted was the ease and access to the surveys
through the participants’ electronic devices. This study affirmed Babbie’s (2017) position
that survey formats have to align with participants’ device preferences. It can be assumed
that smartphones, tablets, and laptops will all be part of future research involving online
surveys. While this method has several advantages, a possible disadvantage Babbie
highlighted was the researchers’ inability to completely grasp the participants’ total life
situations in regard to their work experiences.

The conclusions drawn from the results of the current study also support the
theoretical framework for both AL and EI. Moreover, the current study’s results further

confirm each construct’s validity. For example, as previous research indicated, the key
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components to AL pertained to relational transparency, self-awareness, internal moral
perspective, and balanced processing (Avolio & Gardner, 2005). With the growing
awareness of unethical business conduct, Avolio and Walumbwa (2014) argued the AL
elements were essential toward addressing the organizational crisis. While there have
been few studies investigating the effect of AL on health care staff and work outcomes,
Wong and Laschinger (2013) found AL was significantly and positively related to job
satisfaction and performance through its effect on staff empowerment. In another study
investigating the relationship between AL and subordinate behaviors, Liu et al. (2018)
found AL was positively related to employee proactive behavior and negatively related to
workplace deviant behavior. Their findings, like the current study, suggest organizations
can be more confident in hiring authentic people and placing them in leadership
positions.

The second key theoretical framework of the current study was EI theory. Mayer
and Salovey’s (1997) ability model consists of four areas: (a) perceiving emotion, (b)
using emotion to facilitate thought, (c) understanding emotions, and (d) managing
emotions. The authors asserted these abilities were essential in one’s social interaction to
guide one’s thinking and actions. In addition, they maintained because EI was an ability,
it could be developed by learning appropriate emotional skills over time and strengthened
through training. Jeffries and Lu’s (2018) investigation of EI attempted to explain the
variance in organizational ethical behavior. Their findings from data collected in an
experimental economics lab confirmed the significant relationship between EI and ethical

behavior. In addition, Angelidis and Ibrahim (2011) found a correlation between
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subjects’ EI and their ethical mindsets, in which those with high EI scores believed their
behaviors should not be deceptive or harmful to others. Those with low EI scores
indicated they would willingly act in ways that could result in negative outcomes for
others. These findings align with the current study and support the theory that EI does
predict moral potency in subordinates.
Recommendations for Practice

The findings of the current study provided evidence of a very unique type of
leadership that can be added to extant research in the industrial/organizational (I/O)
psychology field. Individuals who work in I/O may choose to incorporate both AL and EI
in their daily business management activities. While I/O psychologists focus on employee
behavior in the organization (Lefkowitz, 2019), they may use the results of the current
study in their efforts to improve their overall work environments, communications
between management and employees, job satisfaction, and workplace safety. A large
portion of the job responsibilities for persons employed in the I/O field revolve around
interpersonal work relations. This study’s findings can be utilized in both the
development and ongoing cultivation of these relationships.

Conclusion

This dissertation study was an investigation concerning three central questions:
(a) did physician EI predict employee moral potency/ethical strength? (b) did physician
EI predict physician AL? and (c) did physician AL moderate the relationship between
physician EI and employee moral potency? A significant positive correlation was found

between physician EI and employee moral potency, indicating what may be an important
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association between them. A significant positive correlation was also found between
physician EI and physician AL. This finding confirmed what the previous research had
revealed regarding the positive association between the two. Most importantly, the
current study found both physician AL and EI to be positively associated with the staff
members’ ethical strength.

A final look at the key components of an authentic leader will demonstrate the
current study’s strongest takeaways. According to Avolio et al. (2004), the characteristics
that best describe the authentic leader are self-awareness and being cognizant of their
own and others’ values/moral perspective. Walumbwa et al. (2008) added the following
to these key features: relational transparency, balanced processing wherein they
objectively consider all relevant information including others’ viewpoints, and the
positive development of followers.

If enough people in the United States are serious about reducing unethical, corrupt
behaviors, then these are the types of leaders organizations must be committed to placing
at the top of organizations: those who will set the example. Finally, Lussier and Achua
(2016) described the authentic leader as one who “holds him or herself to a higher
standard of integrity and accountability, and whose character provides the moral compass
for decision making” (p. 375). Based on the results of the current study, this is the ideal

gold standard to be promoted in organizations in order to effectively reduce corruption.



109

References
Adigiizel, Z., & Kuloglu, E. (2019). Examination of the effects of emotional intelligence
and authentic leadership on the employees in the organizations. International
Journal of Organizational Leadership, 8(1), 13-30.

https://doi.org/10.33844/1j01.2019.60412

Agency for Healthcare Research and Quality. (2012). The number of practicing primary
care physicians in the United States. Department of Health and Human Services.

https://www.ahrq.gov/research/findings/factsheets/primary/pcwork1/index.html

Ailon, G. (2015). From superstars to devils: The ethical discourse on managerial figures
involved in corporate scandal. Organization, 22(1), 78-99.

https://doi.org/.10.1177/1350508413501937

Alilyyani, B., Wong, C. A., & Cummings, G. (2018). Antecedents, mediators, and
outcomes of authentic leadership in healthcare: A systematic review.
International Journal of Nursing Studies, 83, 34—64.

https://doi.org/10.1016/1.1jnurstu.2018.04.001

Alonazi, W. B. (2020). Fraud and abuse in the Saudi healthcare system: A triangulation
analysis. INQUIRY: The Journal of Healthcare, 57, 1-8.

https://doi.org/10.1177/0046958020954624

Alvesson, M., & Einola, K. (2019). Warning for excessive positivity: Authentic
leadership and other traps in leadership studies. The Leadership Quarterly, 30(4),

383-395. https://doi.org/10.1016/j.leaqua.2019.04.001




110

American Board of Family Medicine. (2018). Guidelines for professionalism, licensure,
and personal conduct (Version 2018-7 ).

https://www.theabfm.org/sites/default/files/2018-09/Guidelines%202018-7.pdf

American Hospital Association. (2021, November). Strengthening the health care

workforce. Advancing Health in America. https://www.aha.org/fact-sheets/2021-

05-26-fact-sheet-strengthening-health-care-workforce

American Psychological Association. (2017). Ethical principles of psychologists and

code of conduct. https://www.apa.org/ethics/code/index.aspx

Angelidis, J., & Ibrahim, N. A. (2011). The impact of emotional intelligence on ethical
judgment of managers. Journal of Business Ethics, 99(1), 111-119.

https://doi.org/10.1007/s10551-011-1158-5

Anthony-Pillai, R. (2016). Medical professionalism. Medicine, 44(10), 586—588.

https://doi.org/10.1016/].mpmed.2016.07.001

Antonakis, J., & Dietz, J. (2010). Emotional intelligence: On definitions, neuroscience,
and marshmallows. Industrial & Organizational Psychology, 3(2), 165—170.

https://doi.org/10.1111/1.1754-9434.2010.01219.x

Arellano-Gault, D. (2019). Government corruption: An exogenous factor in companies’
victimization? Public Integrity, 21(2), 1-20.

https://doi.org/10.1080/10999922.2018.1433425

Arnold, K. A. (2017). Transformational leadership and employee psychological well-
being: A review and directions of future research. Journal of Occupational Health

Psychology, 22(3), 381-393. https://doi.org/10.1037/0cp0000062




111
Arnold, K. A., Connelly, C. E., Walsh, M. M., & Martin Ginis, K. A. (2015). Leadership

styles, emotion regulation, and burnout. Journal of Occupational Health

Psychology, 20(4), 481-490. https://doi.org/10.1037/a0039045
Association of American Medical Colleges. (2019). Tennessee physician workforce

profile. https://www.aamc.org/media/38051/download

Aultman, J. M., Banja, J. D., & Hofmann, P. B. (2016, August). Study: Most physicians
reported for sexual misconduct aren’t disciplined by medical boards. Medical

Ethics Advisor, 32(8). https://www.reliasmedia.com/articles/1383 14-study-most-

physicians-reported-for-sexual-misconduct-arent-disciplined-by-medical-boards

Avella, J. R. (2017). The dilemma of ethical leadership. Journal of Leadership Studies,

11(2), 42—44. https://doi.org/10.1002/j1s.21522

Avolio, B. J., & Gardner, W. L. (2005). Authentic leadership development: Getting to the
root of positive forms of leadership. The Leadership Quarterly, 1(3), 315-338.

https://doi.org/10.1016/j.leaqua.2005.03.001

Avolio, B. J., & Walumbwa, F. O. (2014). Authentic leadership theory, research, and
practice: Steps taken and steps that remain. In D. V. Day (Ed.), The Oxford

handbook of leadership and organizations (pp. 331-356). Oxford University

Press. https://doi.org/10.1093/0xfordhb/9780199755615.013.017

Avolio, B. J., Gardner, W. L., & Walumbwa, F. O. (2007). Authentic Leadership

Questionnaire (ALQ). Mind Garden. https://www.mindgarden.com/69-authentic-

leadership-questionnaire




112
Avolio, B. J., Luthans, F., & Walumbwa, F. O. (2004). Authentic leadership: Theory

building for veritable sustained performance [Working paper]. Gallup Leadership
Institute, University of Nebraska-Lincoln.

Babbie, E. (2017). The basics of social research (7" ed.). Cengage Learning.

Bar-On, R. (1997). The emotional quotient inventory (EQ-i 2.0): A test of emotional
intelligence. Consortium for Research on Emotional Intelligence in Organizations.

https://www.eiconsortium.org/measures/egi.html

Bauder, R., Khoshgoftaar, T. M., & Seliya, N. (2017). A survey on the state of healthcare
upcoding fraud analysis and detection. Health Service Outcomes Research

Method, 17, 31-55. https://doi.org/10.1007/s10742-016-0154-8

Beauducel, A., & Kersting, M. (2002). Fluid and crystallized intelligence and the Berlin
model of intelligence structure (BIS). European Journal of Psychological

Assessment, 18(2), 97-112. https://doi.org/10.1027//1015-5759.18.2.97

Beck, R., & Harter, J. (2014, March). Why good managers are so rare [Digital article].

Harvard Business Review. https://hbr.org/2014/03/why-good-managers-are-so-

rarc
Beltran, A. (2016). Does corruption increase or decrease employment in firms? Applied
Economics Letters, 23(5), 361-364.

https://doi.org/10.1080/13504851.2015.1076137

Birchall, D. (2010). Primary care access to diagnostics: A paradigm shift. The British

Journal of Radiology, 83(986), 101-103. https://doi.org/10.1259/bjr/88648707




113
Blau, G., Chapman, S., Doyle, K., Freeman, V., & Holladay, B. (2007). Task scales

performed and testing for scale differences among phlebotomy technicians,
medical laboratory technicians, and medical technologists. Journal of Allied

Health, 36(3), 150-156. https://www.proquest.com/scholarly-journals/task-scales-

performed-testing-scale-differences/docview/210970172/se-2

Bureau of Labor Statistics. (2022, March 7). Over 16 million women worked in health
care and social assistance in 2021. The Economics Daily.

https://www.bls.gov/opub/ted/2022/over-16-million-women-worked-in-health-

care-and-social-assistance-in-2021.htm

Cabral, A. M. R. & de Oliveira Carvalho, F. M. P.. (2014). Emotional intelligence and
ethics on organizations. Open Journal of Business and Management, 2, 5-23.

https://doi.org/10.4236/01bm.2014.21004

Candy, V. (2014). Integrated ethics programs in the healthcare industry. American

Journal of Health Sciences, 5, 5—13. https://doi.org/10.19030/ajhs.v511.8613

Chamorro-Premuzic, T. (2016). Personality and individual differences (3™ ed.). Wiley.
Chan, E. Y. (2019). Social (not fiscal) conservation predicts deontological ethics. Acta

Psychologica, 198, 1-7. https://doi.org/10.1016/j.actpsy.2019.102867

Cherniss, C. (2010). Emotional intelligence: Toward clarification of a concept. Industrial

and Organizational Psychology, 3(2), 110-126. https://doi.org/10.1111/1.1754-

9434.2010.01231.x

Cianci, A. M., Hannah, S. T., Roberts, R. P., & Tsakumis, G. T. (2014). The effects of

authentic leadership on followers’ ethical decision-making in the face of



114
temptation: An experimental study. The Leadership Quarterly, 25, 581-594.

https://doi.orgl10.1016/j.leaqua.2013 .12.001

Clarke, D. (2020). Changing the conversation, why we need to reframe corruption as a
public health issue: Comment on we need to talk about corruption in health
systems. International Journal of Health Policy Management, 9(6), 257-259.

https://doi.org/10.15171/ijhpm.2019.124

Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2" ed.).

Routledge. https://doi.org/10.4324/9780203771587

Cohen, J. (1992). A power primer. Psychological Bulletin, 112(1), 155-159.

https://doi.org/10.1037/0033-2909.112.1.155

Cote, S. & Miners, C.T.H. (2006). Emotional intelligence, cognitive intelligence, and job
performance. Administrative Science Quarterly, 51(1), 1-28.

https://doi.org/10.2189/asqu.51.1.1

Covelli, B. J., & Mason, 1. (2017). Linking theory to practice: Authentic leadership.
Academy of Strategic Management Journal, 16(3), 1-10.

https://www.abacademies.org/articles/Linking-theory-to-practice-authentic-

leadership-1939-6104-16-3-124.pdf

Creswell, J. W., & Creswell, J. D. (2018). Research design: Qualitative, quantitative, and
mixed methods (5" ed.). SAGE Publications.
Cuervo-Cazurra, A. (2016). Corruption in international business. Journal of World

Business, 51(1), 35-49. https://doi.org/10.1016/].jwb.2015.08.015




115
d’Oronzio, J. C. (2015). Professional codes, public regulations, and the rebuilding of

judgment following physicians’ boundary violations. AMA Journal of Ethics,

17(5), 448—455. https://doi.org/10.1001/journalofethics.2015.17.5.pfor1-1505
Davis, C. R. (2018). Administrator leadership styles and their impact on school nursing.

NASN School Nurse, 33(1), 36-39. https://doi.org/10.1177/1942602X17714202

De Vaus, D. A. (2001). Research design in social research. SAGE Publications.

Derlet, R. W., McNamara, R. M., Plantz, S. H., Organ, M. K. & Richards, J. R. (2016).
Corporate and hospital profiteering in emergency medicine: Problems of the past,
present, and future. The Journal of Emergency Medicine, 50(6), 902—909.

https://doi.org/10.1016/j.jemermed.2016.01.006

Ding, S., & Wu, Z. (2014). Family ownership and corporate misconduct in U.S. small

firms. Journal of Business Ethics, 123, 183—195. https://doi.org/10.1007/s10551-

013-1812-1
Drabiak, K., & Wolfson, J. (2020). What should health care organizations do to reduce
billing fraud and abuse? AMA Journal of Ethics, 22(3), 221-231.

https://doi.org/10.1001/amajethics.2020.221

DuBois, J. M., Anderson, E. E., Chibnall, J. T., Mozersky, J., & Walsh, H. A. (2019).
Serious ethical violations in medicine: 280 cases in the United States from 2008—
2016. The American Journal of Bioethics, 19(1), 16-34.

https://doi.org/10.1080/15265161.2018.1544305

DuBois, J. M., Chibnall, J. T., Anderson, E. E., Eggers, M., Baldwin, K. et al. (2016). A

mixed method analysis of reports on 100 cases of improper prescribing of



116
controlled substances. Journal of Drug Issues, 46(4), 457—472.

https://doi.org/10.1177/0022042616661836

Duncan, P., Green, M., Gergen, E., & Ecung, W. (2017). Authentic leadership--Is it more
than emotional intelligence? Administrative Issues Journal: Connecting
Education, Practice, and Research, 7(2), 11-22.

https://doi.org/10.5929/2017.7.2.2

Dvorak, R. D., Pearson, M. R., Sargent, E. M., Stevenson, B. L., & Mfon, A. M. (2016).
Daily associations between emotional functioning and alcohol involvement:
Moderating effects of response inhibition and gender. Drug and Alcohol

Dependence, 163(1), S46—S53. https://doi.org/10.1016/j.drugalcdep.2015.09.034

Effelsberg, D., & Solga, M. (2015). Transformational leaders’ in-group versus out-group
orientation: Testing the link between leaders’ organizational identification, their
willingness to engage in unethical pro-organizational behavior, and follower-
perceived transformational leadership. Journal of Business Ethics, 126(4), 581—

590. https://doi.org/10.1007/s10551-013-1972-7

Eisenbeil}, S. A., & Giessner, S. R. (2012). The emergence and maintenance of ethical
leadership in organizations: A question of embeddedness. Journal of Personnel

Psychology, 11(1), 7-19. https://doi.org/10.1027/1866-5888/a000055

Elflein, J. (2021, September 10). U.S. physicians-Statistics & facts. Statista.

https://www.statista.com/topics/1244/physicians/

Elovainio, M., Kivimiki, M., Vahtera, J., Keltikangas- Jarvinen, L., & Virtanen, M.

(2003). Sleeping problems and health behaviors as mediators between



117
organizational justice and health. Health Psychology, 22(3), 287-293.

https://doi.org/10.1037/0278-6133.22.3.287

Elrod, J. K., & Fortenberry, J. L. (2017). Centers of excellence in healthcare institutions:
What they are and how to assemble them. BMC Health Services Research, 17(1),

15-38. https://doi.org/10.1186/s12913-017-2340-y

Enke, B. (2019). Kinship, cooperation, and the evolution of moral systems. The Quarterly

Journal of Economics, 134(2), 953—-1019. https://doi.org/10.1093/qje/qjz001

Erickson, R. J. (1995). The importance of authenticity for self and society. Symbolic

Interaction, 18(2), 121-144. https://doi.org/10.1525/s1.1995.18.2.121

European Society for Opinion and Market Research. (2021, March). Questions to help
buyers of online samples.

https://esomar.org/uploads/attachments/ckggecpst00ew9dtrl32xetli-questions-to-

help-buyers-of-online-samples-2021.pdf

Faul, F. E., Buchner, A., & Lang, A.-G. (2009). Statistical power analysis using G*Power
3.1: Tests for correlation and regression analyses. Behavior Research Methods,

41(4), 1149-1160. https://doi.org/10.3758/BRM.41.4.1149

Field, A. (2009). Discovering statistics using SPSS (3" ed.). SAGE Publications.

Flanagan, D. P., McGrew, K. S., & Ortiz, S. O. (2000). The Wechsler Intelligence Scales
and Gf-Gc theory: A contemporary approach to interpretation. Allyn & Bacon.

Frankfort-Nachmias, C., & Leon-Guerrero, A. (2018). Social statistics for a diverse

society (8" ed.). SAGE Publications.



118
Gardner, W. L., Avolio, B. J., Luthans, F., May, D. R., & Walumbwa, F. (2005). “Can

you see the real me?” A self-based model of authentic leader and follower
development. Leadership Quarterly, 16(3), 343-372.

https://doi.org/10.1016/j.leaqua.2005.03.003

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

George, B. (2003). Authentic leadership: Rediscovering the secrets to creating lasting
value. Jossey-Bass.

Ghoshal, S. (2005). Bad management theories are destroying good management
practices. Academy of Management Learning and Education, 4(1), 75-91.

https://doi.org/10.5465/amle.2005.16132558

Goleman, D. (1995). Emotional intelligence: Why it can matter more than IQ for
character health and lifelong achievement. Bantam Books.

Gordon, D., & Siegel, D. M. (2020). Machine learning and the future of Medicare fraud
detection. Journal of the American Academy of Dermatology, 83(2), e133.

https://doi.org/10.1016/j.jaad.2020.03.059

Gravetter, F. J., & Wallnau, L. B. (2009). Statistics for the behavioral sciences (8" ed.).
Wadsworth, Cengage Learning.

Greenberg, J. (2002). Who stole the money, and when? Individual and situational
determinants of employee theft. Organizational Behavior and Human Decision

Processes, 89(1), 985-1003. https://doi.org/10.1016/S0749-5978(02)00039-0




119

Gross, J. J. (1998). Antecedent—and-response-focused emotion regulation: Divergent

consequences for experience, expression, and physiology. Journal of Personality

and Social Psychology, 74(1), 224-237. https://doi.org/10.1037//0022-
3514.74.1.224

Gustafsson, L. K., Wigerblad, A., & Lindwall, L. (2014). Undignified care: Violation of
patient dignity in involuntary psychiatric hospital care from a nurse’s perspective.

Nursing Ethics, 21(2), 176—186. https://doi.org/10.1177/0969733013490592

Gutiérrez-Cobo, M. J., Cabello, R., & Fernandez-Berrocal, P. (2016). The relationship
between EI and cool and hot cognitive processes: A systematic review. Frontiers

in Behavioral Neuroscience, 10, Article 101.

https://doi.org/10.3389/fnbeh.2016.00101

Hannah, D. R., & Zatzick, C. D. (2008). An examination of leader portrayals in the U.S.
business press following the landmark scandals of the early 21 century. Journal

of Business Ethics, 79, 361-377. https://doi.org/10.1007/s10551-007-9406-4

Hannah, S. T., & Avolio, B. J. (2010). Moral Potency Questionnaire. Mind Garden.

https://www.mindgarden.com/121-moral-potency-questionnaire

Harter, S. (2002). Authenticity. In C. R. Snyder & S. Lopez (Eds.), Handbook of positive
psychology (pp. 382-394). Oxford University Press.
Hartman, V., & Ramamoorti, S. (2016, Spring). Public corruption: Causes, consequences,

& countermeasures. Journal of Government Financial Management, 65(1), 43—

47.



120

Health Resources and Services Administration. (2016, November). National and regional
projections of supply and demand for primary care practitioners: 2013-2025.

https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-

research/primary-care-national-projections-2013-2025.pdf

Hemker, R. A., & Solomon, L. A. (2016). Building a physician culture for healthcare
transformation: A hospital’s leadership challenge. Frontiers of Health Services

Management, 32(3), 3—14. https://doi.org/10.1097/01974520-201601000-00002

Hight, S. K., Gajjar, T., & Okumus, F. (2019). Managers from hell in the hospitality
industry: How do hospitality employees profile bad managers? International
Journal of Hospitality Management, 77, 97—107.

https://doi.org/10.1016/1.1jhm.2018.06.018

Hope, K. R., Sr. (2019). Controlling corruption through integrity committees: The case of
Zimbia. Public Integrity, 21(3), 248-262.

https://doi.org/10.1080/10999922.2018.1468203

Hoy, W. K., & Henderson, J. E. (1983). Principal authenticity, school climate, and pupil-
control orientation. Alberta Journal of Educational Research, 29(2), 123—130.

Hultman, C. S., & Wagner, L. J. (2015). Professionalism in plastic surgery: Attitudes,
knowledge, and behaviors in medical students compared to surgeons in training
and practice--One, but not the same. Annals of Plastic Surgery, 74(4), 247-254.

https://doi.org/10.1097/SAP.0000000000000450

Ingram, J., & Cagemi, J. (2012). Emotions, emotional intelligence and leadership: A

brief, pragmatic perspective. Education, 132(4), 771-778.



121

Ionescu, L. (2018). Where does it hurt? Governance and corruption in healthcare delivery
in CEE countries. Economics Management, and Financial Markets, 13(3), 80-85.

https://doi.org/10.22381/EMFM 13320185

Iszatt-White, M., & Kempster, S. (2019). Authentic leadership: Getting back to the roots
of the ‘root construct’? International Journal of Management Reviews, 21(3),

356-369. https://doi.org/10.1111/ijmr.12193

Jeffries, F. L., & Lu, Y. (2018). Emotional intelligence as an influence on ethical
behavior: A preliminary study. Journal of Behavioral and Applied Management,

18(1), 19-32. https://doi.org/10.21818/jbam.18.1.2

Joint Committee. (2014). Standards for educational and psychological testing. American
Psychological Association.

Jordan, P. J., Dasborough, M. T., Daus, C. S. & Ashkanasy, N. M. (2010). A call to
context. Industrial & Organizational Psychology, 3(2), 145-148.

https://doi.org/10.1111/1.1754-9434.2010.01215.x

Josi, R. & Bianchi, M. (2019). Advanced practice nurses, registered nurses and medical
practice assistants in new care models in Swiss primary care: A focused
ethnography of their professional roles. British Medical Journal Open, 9(12),

€033929. http://doi.org/10.1136/bmjopen-2019-033929

Jowsey, T. (2018). Place and space inform medical professionalism. Medical Education,

52(10), 996-1002. https://doi.org/10.1111/medu.13690




122
Jiirges, H., & Koberlein, J. (2013, July 16). First do no harm. Then do not cheat: DRG

upcoding in German neonatology [ Abstract]. DIW Berlin.

https://ssrn.com/abstract=2307495

Jurkiewicz, C. L., & Giacalone, R. A. (2016). Organizational determinants of ethical
dysfunctionality. Journal of Business Ethics, 136(1), 1—12.

https://doi.org/10.1007/s10551-014-2344-7

Kanesan, P., & Fauzan, N. (2019). Models of emotional intelligence: A review. Journal

of Social Sciences and Humanities, 16(7), 1-9. http://www.ejournal.ukm.my

Kaptein, M. (2008). Developing a measure of unethical behavior in the workplace: A
stakeholder perspective. Journal of Management, 34(5), 978—1008.

https://doi.org/10.1177/0149206308318614

Katon, W., Von Korff, M., Lin, E., & Simon, G. (2001). Rethinking practitioner roles in
chronic illness: the specialist, primary care physician, and the practice nurse.

General Hospital Psychiatry, 23(3), 138—144. https://doi.org/10.1016/s0163-

8343(01)00136-0

Katon, W., Von Korff, M., Lin, E., & Simon, G. (2001). Rethinking practitioner roles in
chronic illness: The specialist, primary care physician, and the practice nurse.

General Hospital Psychiatry, 23(3), 138—144. https://doi.org/10.1016/s0163-

8343(01)00136-0

Kelly, T. (2016). Conflicts about conflict of interest. Cambridge Quarterly Healthcare

Ethics, 25(3), 526-535. https://doi.org/10.1017/S0963180116000177




123
Kernis, M. H. (2003). Toward a conceptualization of optimal self-esteem. Psychological

Inquiry, 14(1), 1-26. https://doi.org/10.1207/S15327965PLI1401 01

Kimeu, S. (2014). Corruption as a challenge to global ethics: the role of Transparency
International. Journal of Global Ethics, 10(2), 231-237.

https://doi.org/10.1080/17449626.2014.935982

King, M. W. (2017). Healthcare efficiencies: Consolidation and alternative models vs.

healthcare and antitrust regulation-irreconcilable differences? American Journal

of Law and Medicine, 43(4), 426—467.

https://doi.org/10.1177/0098858817753407

Knights, D., & O’Leary, M. (2005). Reflecting on corporate scandals: The failure of
ethical leadership. Business Ethics: A European Review, 14(4), 359-366.

https://doi.org/10.11114.1467-8608.2005.00417.x

Knoll, M., Meyer, B., Kroemer, N., & Schroder-Abe, M. (2015). It takes two to be
yourself: An integrated model of authenticity, its measurement, and its

relationship to work-related variables. Journal of Individual Differences, 36(1),

38-53. https://doi.org/10.1027/1614-0001/a000153

Koskiniemi, A., Perttula, J., & Syvajarvi, A. (2015). Existential-experiential view of self-

sourced (in) authentic healthcare identity. Journal of Leadership Studies, 9(2), 6—

18. https://doi.org/10.1002/11s.21360

Koskiniemi, A., Vakkala, H., & Pietildinen, V. (2019). Leader identity development in
healthcare: An existential-phenomenological study. Leadership in Health

Services, 32(1), 83-97. https://doi.org/10.1108/LHS-06-2017-0039




124
Kousha, M., Bagheri, H. A., & Heydarzadeh, A. (2018). Emotional intelligence and

anxiety, stress, and depression in Iranian resident physicians. Journal of Family
Medicine and Primary Care, 7(2), 420-424.

https://doi.org/10.4103/jfmpc.jfmpc_154 17

Kouzes, J. M. & Posner, B. Z. (2010). The five practices of exemplary leadership. In J. L.
Perry (Ed.), The Jossey-Bass reader on nonprofit and public leadership (pp. 25—
37). Wiley.

Koven, S. G. (2019). Toward a strategy of combating corruption. International Journal of
Public Administration, 42(8), 677—684.

https://doi.org/10.1080/01900692.2018.1500585

Kret, M. E., & Bocanegra, B. R. (2016). Editorial: Adaptive hot cognition: How emotion
drives information processing and cognition steers affective processing. Frontiers

in Psychology, 7, Article 1920. https://doi.org/10.3389/fpsyg.2016.01920

Ladouceur, R. (2011). Health advocate: What do we expect of family physicians?
Canadian Family Physician, 57(11), 1239-1240.

Lakens, D. (2013). Calculating and reporting effect sizes to facilitate cumulative science:
A practical primer for #-tests and ANOVAs. Frontiers in Psychology, 4, Article

863. https://doi.org/10.3389/fpsye.2013.00863

Lanciano, T., & Curci, A. (2015). Does emotions communication ability affect
psychological well-being? A study with the Mayer-Salovey-Caruso Emotional
Intelligence Test (MSCEIT) v2.0. Health Communication, 30(11), 1112—1121.

https://doi.org/10.1080/10410236.2014.921753




125
Landay, K., Harms, P. D., & Cred¢, M. (2019). Shall we serve the dark lords? A meta-

analytic review of psychopathy and leadership. Journal of Applied Psychology,

104(1), 183-196. https://doi.org/10.1037/ap10000357
Landry, J. T., Patel, R., Neilipovitz, D., Kyeremanteng, K., & D’Egidio, G. (2019).

Ethical failings of CPSO policy and the healthcare consent act: Case review. BMC

Medical Ethics, 20, Article 20. https://doi.org/10.1186/s12910-019-0357-y
Lane, T. J. (2020). Somebody is home. Cognitive Neuropsychology, 37(3—4), 193—196.

https://doi.org/10.1080/02643294.2020.1738364

Leary, M. (2004). Introduction to behavioral research methods (4" ed.). Pearson
Education.

Lefkowitz, J. (2017). Ethics and values in industrial-organizational psychology (2™ ed.).
Taylor & Francis.

Legree, P. J., Psotka, J., Tremble, T., & Bourne, D. R. (2005). Using consensus based
measurement to assess emotional intelligence. In R. Schulze & R. D. Roberts
(Eds.), Emotional intelligence: An international handbook (pp. 155-179).
Hogrefe & Huber.

Legutko, B.-J. (2020). An exploration of authentic, servant, transactional, and
transformational leadership styles in fortune 500 CEO letters. Journal of

Leadership Studies, 14(2), 44-51. https://doi.org/10.1002/j1s.21683

Levine, M. P., & Boaks, J. (2014). What does ethics have to do with leadership? Journal

of Business Ethics, 124(2), 225-242. https://doi.org/10.1007/s10551-013-1807-y




126
Liden, R. C., Wayne, S. J., Zhao, H., & Henderson, D. (2008). Servant leadership:

Development of a multidimensional measure and multidimensional assessment.
Leadership Quarterly, 19(2), 161-177.

https://doi.org/10.1016/j.leaqua.2008.01.006

Liu, Y., Fuller, B., Hester, K., Bennett, R. J., & Dickerson, M. S. (2018). Linking
authentic leadership to subordinate behaviors. Leadership & Organization

Development Journal, 39(2), 218-233. https://doi.org/10.1108/LODJ-12-2016-

327
Lopes, P. N. (2016). Emotional intelligence in organizations: Bridging research and

practice. Emotion Review, 8(4), 316-321.

https://doi.org/10.1177/1754073916650496

Lowes, R. (2007). Finding the right office manager. Medical Economics, 84(17), 34-35,
39-41.

Luo, Y., LaPierre, T. A., Hughes, M. E., & Waite, L. J. (2012). Grandparents providing
care to grandchildren: A population-based study of continuity and change.
Journal of Family Issues, 33(9), 1143-1167.

https://doi.org/10.1177/0192513X12438685

Lussier, R. N., & Achua, C. F. (2016). Leadership: Theory, application, & skill
development (6 ed.). South-Western, Cengage Learning.

Luthans, F., & Avolio, B. J. (2003). Authentic leadership development. In K. S.
Cameron, J. E. Dutton, & R. E. Quinn (Eds.), Positive organizational scholarship

(pp- 241-258). Berrett-Koehler.



127
MacCann, C., & Roberts, R. D. (2008). New paradigms for assessing emotional

intelligence: Theory and data. Emotion, 8(4), 540-551.

https://doi.org/10.1037/a0012746

Malila, N., Lunkka, N., & Suhonen, M. (2018). Authentic leadership in healthcare: A
scoping review. Leadership in Health Services, 31(1), 129—146.

https://doi.org/10.1108/LHS-02-2017-0007

Mannion, R., Davies, H., Powell, M., Blenkinsopp, J., Millar, R., McHale, J., &
Snowden, N. (2018). Healthcare scandals and the failings of doctors. Journal of
Health Organization and Management, 33(2), 221-240.

https://doi.org/10.1108/JHOM-04-2018-0126

Markiewicz, L., & Kubinska, E. (2015). Information use differences in hot and cold risk
processing: When does information about probability count in the Columbia card
task? Frontiers in Psychology, 6, Article 1727.

https://doi.org/10.3389/fpsye.2015.01727

Maslow, A. (1968). Motivation and personality (3™ ed.). Harper.
Maslow, A. (1971). The farther reaches of human nature. Viking.
Mayer, J. D., & Salovey, P. (1990). Emotional intelligence. Imagination, Cognition and

Personality, 93(3), 185-211. https://doi.org/10.2190/dugg-p24e-52wk-6¢cdg

Mayer, J. D., & Salovey, P. (1997). What is emotional intelligence? In P. Salovey & D.
Sluyter (Eds.), Emotional development and emotional intelligence: Implications

for educators (pp. 3-31). Basic Books.



128
Mayer, J. D., Caruso, D. R., & Salovey, P. (2016). The ability model of emotional

intelligence: Principles and updates. Emotion Review, 8(4), 290-300.

https://doi.org/10.1177/1754073916639667

Mayer, J. D., Salovey, P., & Caruso, D. R. (2004). Emotional intelligence: Theory,

findings, and implications. Psychological Inquiry, 15(3), 197-215.

https://doi.org/10.1207/s15327965pl1i1503_02
Mayer, J. D., Salovey, P., & Caruso, D. R. (2012). The validity of the MSCEIT:
Additional analysis and evidence. Emotion Review, 4(4), 403—408.

https://doi.org/10.1177/1754073912445815

Mayer, J. D., Salovey, P., Caruso, D. R., & Sitarenios, G. (2003). Measuring emotional
intelligence with the MSCEIT V2.0. Emotion, 3(1), 97-105.

https://doi.org/10.1037/1528-3542.3.1.97

McClelland, G. H., Irwin, J. R., Disatnik, D., & Sivan, L. (2017). Multicollinearity is a
red herring in the search for moderator variables: A guide to interpreting
moderated multiple regression models and a critique of lacobucci, Schneider,
Popvich, and Bakamitsos (2016). Behavior Research Methods, 49(1), 394-402.

https://doi.org/10.3758/s13428-016-0785-2

McClesky, J. (2012). Emotional intelligence and leadership: A review of the progress,
controversy, and criticism. International Journal of Organizational Analysis,

22(1), 76-93. https://doi.org/10.1108/1JOA-03-2012-0568




129
McGrew, K. S. (2009). CHC theory and the Human Cognitive Abilities Project: Standing

on the shoulders of the giants of psychometric intelligence research. Intelligence,

37(1), 1-10. https://doi.org/10.1016/].intell.2008.08.004

McKillop, C. N., Waters, T. M., Kaplan, C. M., Kaplan, E. K., Thompson, M. P., &
Graetz, 1. (2018). Three years in--Changing plan features in the U.S. health
insurance marketplace. BMC Health Services Research, 18(1), 1-14.

https://doi.org/10.1186/s12913-018-3198-3

Medscape. (2021, October 16). Publications on Medscape.

https://www.medscape.com/public/publications

Melo, B., Julian, L., & McDonald, J. V. (2019). Review of boundary violations in Rhode
Island, 2012-2018. Rhode Island Medical Journal, 102(2), 36-38.

Metin, U. B., Taris, T. W., Peeters, M. C. W., van Beek, 1., & Van den Bosch, R. (2016).
Authenticity at work: A job-demands resources perspective. Journal of

Managerial Psychology, 31(2), 483—499. https://doi.org/10.1108/JMP-03-2014-

087
Miedaner, F., Kuntz, L., Enke, C., Roth, B., & Nitzsche, A. (2018). Exploring the
differential impact of individual and organizational factors on organizational

commitment of physicians and nurses. BMC Health Services Research, 18(1),

Article 180. https://doi.org/10.1186/s12913-018-2977-1

Miner, C. (2020). Determining the value of front desk staff in a medical clinic. Physician

Leadership Journal, 7(3), 66—69. https://www.proquest.com/scholarly-




130

journals/determining -value.front-desk-staff-medical-

clinic/docview/2655180846/se-2

Mischel, W. (2009). From personality and assessment (1968) to personality science,
2009. Journal of Research in Personality, 43(2), 282-290.

https://doi.org/10.1016/1.jrp.2008.12.037

Mohamedbhai, G. (2016, Winter). The scourge of fraud and corruption in higher
education. International Higher Education, 84, 12—14.

https://doi.org/10.6017/ihe.2016.84.9111

Moore, C., Mayer, D. M., Chiang, F. F. T., Crossley, C., Karlesky, M. J., & Birtch, T. A.
(2019). Leaders matter morally: The role of ethical leadership in shaping
employee moral cognition and misconduct. Journal of Applied Psychology,

104(1), 123—145. https://doi.org/10.1037/apl0000341

Moore, S., Grunberg, L., & Greenberg, E. (2004). Repeated downsizing contact: The
effects of similar and dissimilar layoff experiences on work and well-being
outcomes. Journal of Occupational Health Psychology, 9(3), 247-257.

https://doi.org/10.1037/1076-8998.9.3.247

Moorman, T. C. (2018). Kleptocracy and foreign corruption manifesting in illicit
financial flows. Journal of Financial Crime, 25(3), 681-701.

https://doi.org/10.1108/JFC-02-2017-0008

Moses, R. E., McNeese, L. G., Feld, L. D. & Feld, A. D. (2014). American Journal of

Gastroenterology, 109(8), 1128—1132. https://doi.org/10.1038/ajg.2014.67




131
Mpho, B. (2017). Whistle blowing: What do contemporary ethical theories say? Studies

in Business and Economics 12(1), 19-28. https://doi.org/10.1515/sbe-2017-0002

Muhammed, T., Mehmood, R., Albeshri, A., & Katib, I. (2018). UbeHealth: A
personalized ubiquitous cloud and edge-enabled networked healthcare system for
smart cities. [EEE Access, 6, 32258-32285.

https://doi.org/10.1109/ACCESS.2018.2846609

Muse, A. R., Lamson, A. L., Didericksen, K. W., Hodgson, J. L., & Schoemann, A. M.
(2022). Clinical operational, and financial evaluation practices in integrated
behavioral health care. Families, Systems, & Health. Advance online publication.

https://dx.doi.org/10.1037/fsh0000683

Nagendra, A., & Farooqui, S. (2016). Role of leadership style on organizational
performance. International Journal of Research in Commerce & Management,
7(4), 65-67.

National Institutes of Health. (2018, October 10). Archived protecting human research
participants (PHRP) training and alternative courses reminder.

https://nexus.od.nih.gov/all/2018/10/10/archived-protecting-human-research-

participants-phrp-training-and-alternative-courses-reminder/

Newell, A., & Simon, H. A. (1972). Human problem solving. Prentice-Hall.
Nica, E. (2015). Moral leadership in health care organizations. American Journal of
Medical Research, 2(2), 118—123.

https://www.proquest.com/docview/1857698269




132
Nigro, T. L. (2018). The shadows in healthcare leadership. Healthcare Management

Forum, 31(3), 97-102. https://doi.org/10.1177/0840470417745082

Ohira, H. (2020). Predictive processing of interception, decision-making, and allostasis:
A computational framework and implications for emotional intelligence.

Psychological Topics, 29(1), 1-16. https://doi.org/10.31820/pt.29.1.1

Pahi, M. H., & Hamid, K. A. (2016). The magic of destructive leadership: Laissez-faire
leadership and commitment to service quality. International Journal of Economic
Perspectives, 10(4), 602—609.

https://www.proquest.com/openview/15a99b2b52a1b9¢e4232101d3158ce33/1?pq

-origsite=gscholar&cbl=51667

Panait, C., & Bucinschi, V. (2018, June). Emotional intelligence influence in leadership
[Conference presentation]. Henri Coandd Air Force Academy, Brasov, Romania.

https://doi.org/10.19062/2247-3173.2018.20.67

Perloff, R. (1997). Daniel Goleman’s Emotional intelligence: Why it can matter more
than IQ [Review of the book Emotional intelligence, by D. Goleman]. The

Psychologist-Manager Journal, 1(1), 21-22. https://doi.org/10.1037/h0095822

Persson, A., Rothstein, B., & Teorell, J. (2013). Why anticorruption reforms fail--
Systemic corruption as a collective action problem. Governance, 26(3), 449—-471.

https://doi.org/10.1111/7.1468-0491.2012.01604.x

Petrides, K. V., & Furnham, A. (2001). Trait emotional intelligence: Psychometric
investigation with reference to established trait taxonomies. European Journal of

Personality, 15(6), 425-448. https://doi.org/10.1002/per.416




133
Phillips, R. L., Brungardt, S., Lesko, S. E., Kittle, N., Marker, J. E., Tuggy, M. L.,

LeFevre, M. L., Borkan, J. M., DeGruy, F. V., Loomis, G. A., & Krug, N. (2014).
The future role of the family physician in the United States: A rigorous exercise in
definition. Annals of Family Medicine, 12(3), 250-255.

https://doi.org/10.1370/afm.1651

Price, M. R., & Williams, T. C. (2018). When doing wrong feels so right: Normalization
of deviance. Journal of Patient Safety, 14(1), 1-3.

https://doi.org/10.1097/PTS.0000000000000157

Promislo, M. D., Giacalone, R. A., & Jurkiewicz, C. L. (2013). Ethical impact theory
(EIT): Unethical behavior and well-being. In R. A. Giacalone & M. D. Promislo
(Eds.), Handbook of unethical work behavior: Implications for well-being (pp. 1—
5). M. E. Sharpe.

Rahim, M. A., Psenicka, C., Oh, S.-Y., Polychroniou, P., Dias, J. F., Rahman, M. S., &
Ferdausy, S. (2006). Relationship between emotional intelligence and
transformational leadership: A cross-cultural study. Current Topics in

Management, 11, 221-234. https://www.researchgate.net/publication/281069552

Rathore, D., Chadha, N. K., & Rana, S. (2017). Emotional intelligence in the workplace.
Indian Journal of Positive Psychology, 8(2), 162—165.

https://doi.org/10.15614/1jpp%2F2017%2Fv&8i2%2F157126

Rogers, C. R. (1959). The theory of therapy, personality, and interpersonal relationships,

as developed in a client-centered framework. In S. Koch (Ed.) Psychology: A



134

study of a science: Formulations of the person and the social context (Vol. 3; pp.
184-256). McGraw-Hill.

Rohlf, M. (2020). “Immanuel Kant”, The Stanford Encyclopedia of Philosophy (Fall
2020 Edition), Edward N. Zalta (ed.),

https://plato.stanford.edu/archives/fall2020entries/kant/>

Rose-Ackerman, S. (1999). Corruption and government. Cambridge University Press.

Ros-Morente, A., Mora, C. A., Nadal, C. T., Blasco-Belled, A., & Berenguer, N. J.
(2018). An examination of the relationship between emotional intelligence,
positive affect and character strengths and virtues. Anales de Psicologia, 34(1),

63-67. https://doi.org/10.6018/analesps.34.1.262891

Rydon-Grange, M. (2015). What’s psychology got to do with it? Applying psychological
theory to understanding failures in modern healthcare settings. Journal of Medical

Ethics, 41(11), 880—884. https://doi.org/10.1136/medethics-2015-102922

Salovey, P., & Mayer, J. D. (1990). Emotional intelligence. Imagination, Cognition and

Personality, 9(3), 185-211. https://doi.org/10.2190/DUGG-P24E-52WK-6CDG

Salsberg, E., Richwine, C., Westergaard, S., Martinez, M. P., Oyeyemi, T., Vichare, A.,
& Chen, C. P. (2021). JAMA Network Open, 4(3), 1-10.

https://doi.org/10.1001/jamanetworkopen.2021.3789

Samenow, C. P., Yabiku, S. T., Ghulyan, M., Williams, B., & Swiggart, W. (2012). The
role of family origin in physicians referred to a CME course. HEC Forum,

Dordrecht, 24(2), 115-126. https://doi.org/10.1007/s10730-011-9171-8




135

Samsonovich, A. V., & Kuznetsova, K. (2018). Semantic-map-based analysis of insight
problem solving. Biologically Inspired Cognitive Architectures, 25, 37-42.

https://doi.org/10.1016/.bica.2018.07.017

Sanford Heisler. (2012, August 14). Sanford Heisler adds Ross Brooks as qui tam

practice group head [Press release]. https://sanfordheisler.com/press-

release/sanford-heisler-adds-ross-brooks-as-qui-tam-practice-group-head/

Sanford, K. D. (2016). The five questions of physician leadership. Frontiers of Health
Services Management, 32(3), 39—-45.

Schneider, K. T., Hitlan, R. T., & Radhakrishnan, P. (2000). An examination of the
nature and correlates of ethnic harassment experiences in multiple contexts.

Journal of Applied Psychology, 85(1), 3—12. https://doi.org/10.1037/0021-

9010.85.1.3
Schneider, W. J., Mayer, J. D., & Newman, D. A. (2016). Integrating hot and cool
intelligences: Thinking broadly about broad abilities. Journal of Intelligence, 4(1),

1-25. https://doi.org/10.3390/jintelligence4010001

Schonberger, R. B., Dutton, R. P., & Dai, F. (2016). Is there evidence for systematic
upcoding of ASA physical status coincident with payer incentives? A regression
discontinuity analysis of the national anesthesia clinical outcomes registry.
Anesthesia & Analgesia, 122(1), 243-250.

https://doi.org/10.1213/ANE.0000000000000917

Schutte, N. S., Malouff, J. M., Hall, L. E., Haggerty, D. J., Cooper, J. T., Golden, C. J. &

Dornheim, I. (1998). Development and validation of a measure of emotional



intelligence. Personality and Individual Differences, 25(2), 167-177.

https://doi.org/10.1016/S0191-8869(98)00001-4

136

Sears, G. J., & Holmvall, C. M. (2010). The joint influence of supervisor and subordinate

emotional intelligence on leader-member exchange. Journal of Business

Psychology, 25(4), 593—605. https://doi.org/10.1007/s10869-009-9152-y

Selya, A. S., Rose, J. S., Dierker, L. C., Hedeker, D., & Mermelstein, R. J. (2012). A
practical guide to calculating Cohen’s /2, a measure of local effect size, from
PROC MIXED. Frontiers in Psychology, 3, Article 111.

https://doi.org/10.3389/fpsye.2012.00111

Shanafelt, T. D., Gorringe, G., Menaker, R., Storz, K. A. Reeves, D., Buskirk, S. J.,

Sloan, J. A., & Swensen, S. J. (2015). Impact of organizational leadership on

physician burnout and satisfaction. Mayo Clinic Proceedings, 90(4), 432—-440.

https://doi.org/10.1016/j.mayocp.2015.01.012

Shen, W., Yuan, Y., Liu, C., & Luo, J. (2016). In search of the “Aha!” experience:
Elucidating the emotionality of insight problem solving. British Journal of

Psychology, 107(2), 281-298. https://doi.org/10.1111/bjop.12142

Sheridan, L. P. (2006). Islamophobia pre- and post-September 11, 2001. Journal of
Interpersonal Violence, 21(3), 317-336.

https://doi.org/10.1177/0886260505282885

Sidani, Y. M., & Rowe, W. G. (2018). A reconceptualization of authentic leadership:

Leader legitimation via follower-centered assessment of the moral dimension. 7he



137
Leadership Quarterly, 29(6), 623—636.

https://doi.org/10.1016/j.leaqua.2018.04.005

Silverman, E., & Skinner, J. (2004). Medicare upcoding and hospital ownership. Journal
of Health Economics, 23(2), 369-389.

https://doi.org/10.1016/j.jhealeco.2003.09.007

Sims, C., Carter, A., & De Peralta, A. M. (2020). Do servant, transformational,
transactional, and passive avoidant leadership styles influence mentoring
competencies for faculty? A study of a gender equity leadership development
program. Human Resource Development Quarterly/Early View, 32, 55-75.

https://doi.org/10.1002/hrdq.21408

Skarbaliene, A. (2019). Emotional intelligence in healthcare. Medical Science Pulse,

13(1), 40—42. https://doi.org/10.5604/01.3001.0013.1537

Slawotsky, J. (2015). Reining in recidivist financial institutions. Delaware Journal of
Corporate Law, 40(1), 280-351.

Sng, J. H., Pei, Y., Toh, Y. P, Peh, T. Y., Neo, S. H., & Krishna, L. K. R. (2017).
Mentoring relationships between senior physicians and junior doctors and / or
medical students: A thematic review. Medical Teacher, 39(8), 866—875.

https://doi.org/10.1080/0142159X.2017.1332360

Spika, S. B., & Zweifel, P. (2019). Buying efficiency: Optimal hospital payment in the
presence of double upcoding. Health Economics Review, 9(38), 1-14.

https://doi.org/10.1186/s13561-019-0256-4




138

Stefes, C. H. (2007). Measuring, conceptualizing, and fighting systemic corruption:
Evidence from post-Soviet countries. Perspectives on Global Issues, 2(1), 1-17.

http://citeseerx.ist.psu.edu/viewdoc/download;jsessionid=526 EDBOFC7E41C569

9437EBEC7E7BB99?d0i=10.1.1.499.8875&rep=rep | &type=pdf

Sternberg, R. J. (2016). Groundhog day: Is the field of human intelligence caught in a
time warp? A comment on Kovacs and Conway. Psychological Inquiry, 27(3),

236-240. https://doi.org/10.1080/1047840X.2016.1156504

Stevenson, B. L., Dvorak, R. D., Wonderlich, S. A., Crosby, R. D., & Gordon, K. H.
(2018). Emotions before and after loss of control eating. The Journal of Treatment

& Prevention, 26(6), 505-522. https://doi.org/10.1080/10640266.2018.1453634

Stuckey, M. (2012, September 17). Physician upcoding accounts for $11B over 10 years,
could indicate billing abuse, report finds. American Health Line.

https://www.proquest.com

Sullivan, C., & Hull, H. (2019). Preserving life and health by preventing fraud in
healthcare. Journal of Business and Behavioral Sciences, 31(1), 48-58.

https://www.proquest.com/docview/22489421407?pg-

origsite=gscholar&fromopenview=true

Sulmasy, D. P., Finlay, L., Fitzgerald, F., Foley, K., Payne, R., & Siegler, M. (2018).
Physician-assisted suicide: Why neutrality by organized medicine is neither
neutral nor appropriate. Journal of General Internal Medicine, 33(8), 1394—1399.

https://doi.org/10.1007/s11606-018-4424-8




139
Swiggart, W., Dewey, C., Ghulyan, M., & Spickard, A., Jr. (2016). Spanning a decade of

physician boundary violations: Are we improving? HEC Forum, 28(2), 129-140.

https://doi.org/10.1007/s10730-015-9282-8

Thomas, K. S., Bardwell, W. A., Ancoli-Israel, S., & Dimsdale, J. E. (2006). The toll of
ethnic discrimination on sleep architecture and fatigue. Health Psychology, 25(5),

635-642. https://doi.org/10.1037/0278-6133.25.5.635

Thorndike, E. L. (1920, January). Intelligence and its uses. Harper’s Magazine, 140,
227-235.
Vasquez, J. (2018, April 4). California alleges Sutter Health drove care costs up through

anticompetitive prices. American Health Line. https://www.proquest.com

Vian, T. (2019). High stakes require more than just talk: What to do about corruption in
health systems: Comment on we need to talk about corruption in health systems.
International Journal of Health Policy Management, 8(8), 505-507.

https://doi.org/10.15171ijhpm.2019.33

Vidal, E. I. O, Silva, V. S., dos Santos, M. F., Jacinto, A. F., Boas,P.J.F. V., &
Fukushima, F. B. (2015). Why medical schools are tolerant of unethical behavior.

Annals of Family Medicine, 13(2), 176—180. https://doi.org/10.1370/afm.1763

Wai, J., Lubinski, D., & Benbow, C. P. (2009). Spatial ability for STEM domains:
Aligning over 50 years of cumulative psychological knowledge solidifies its
importance. Journal of Educational Psychology, 101(4), 817-835.

https://doi.org/10.1037/a0016127




140
Waite, R., McKinney, N., Smith-Glasgow, M. E., & Meloy, F. A. (2014). The

embodiment of authentic leadership. Journal of Professional Nursing, 30(4), 282—

291. https://doi.org/10.1016/i.profnurs.2013.11.004

Walden University. (2022). Tools and guides. Office of Research and Doctoral Services.

https://academicguides.waldenu.edu/research-center/research-ethics/tools-guides

Walker, B., Russell, D., & Kurz, T. (2015). Community benefits or community bribes?
An experimental analysis of strategies for managing community perceptions of

bribery surrounding the sitting of renewable energy projects. Environment and

Behavior, 49(1), 59-83. https://doi.org/10.1177%2F0013916515605562

Walumbwa, F., Avolio, B., Gardner, W., Wernsing, T., & Peterson, S. (2008). Authentic
leadership: Development and validation of a theory-based measure. Journal of

Management, 34(1), 89—-126. https://doi.org/10.1177/0149206307308913

Warner, R. M. (2008). Applied statistics: From bivariate through multivariate
techniques. SAGE publications.

Warner, R. M. (2013). Applied statistics: From bivariate through multivariate techniques
(2" ed.). SAGE publications.

Wei, F., Li, Y., Zhang, Y., & Liu, S. (2016). The interactive effect of authentic leadership
and leader competency on followers’ job performance: The mediating role of
work engagement. Journal of Business Ethics, 153(3), 763-773.

https://doi.org/10.1007/s10551-016-3379-0




141
West, R., Budde, E., & Hu, Q. (2019). Neural correlates of decision making related to

information security: Self-control and moral potency. Plos ONE, 14(9), Article

€0221808. https://doi.org/10.1371/journal.pone.0221808

White, M. D. (2015). Judgment: Balancing principle and policy. Review of Social

Economy, 73(3), 223-241. https://doi.org/10.1080/00346764.2015.1044842

Wiernik, B. M., & Ones, D. S. (2018). Ethical employee behaviors in the consensus
taxonomy of counterproductive work behaviors. International Journal of

Selection and Assessment, 26(1), 36—48. https://doi.org/10.1111/ijsa.12199

Witvliet, M. (2019). It will take a global movement to curb corruption in health systems:
Comment on we need to talk about corruption in health systems. International
Journal of Health Policy Management, 8(11), 662—664.

https://doi.org/10.15171/ijhpm.2019.58

Wong, C. A., & Cummings, G. G. (2009). The influence of authentic leadership
behaviors on trust and work outcomes of healthcare staff. Journal of Leadership

Studies, 3(2), 6-23. https://doi.org/10.1002/j1s.20104

Wong, C. S., & Laschinger, H. K. S. (2013). Authentic leadership, performance, and job
satisfaction: The mediating role of empowerment. Journal of Advanced Nursing,

69(4), 947-959. https://doi.org/10.1111/].1365-2648.2012.06089.x

Wong, C. S., & Law, K. S. (2002). Wong and Law Emotional Intelligence Scale (WLEIS)

[Database record]. APA PsycTests. https://doi.org/10.1037/t07398-000

Yip, J. A., Stein, D. H., Cote, S., & Carney, D. R. (2020). Follow your gut? Emotional

intelligence moderates the association between physiologically measured somatic



142
markers and risk-taking. Emotion, 20(3), 462—472.

https://doi.org/10.1037/emo0000561

Zimbardo, P. G. (2007). The Lucifer effect: Understanding how good people turn evil.
Random House.

Zyglidopoulos, S., Hirsch, P., de Holan, M., & Phillips, N. (2017). Expanding research
on corporate corruption, management, and organizations. Journal of Management

Inquiry, 26(3), 247-253. https://doi.org/10.1177/1056492617706648




143

Appendix A: Participant Recruitment Email

Dear

As a valued Medscape member, we are inviting you to participate in the following online
market research survey on behalf of our client.

Details: Quick Paid Research on Health Care Management
Length: 15 minutes
Honorarium: $18 Amazon.com Gift card*

START SURVEY >

Please note that you will be asked to complete a series of screener questions in order to
determine if you meet the survey eligibility criteria.

Questions about the survey? Email:
We look forward to your participation!
Sincerely,

The Medscape Market Research Team
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Appendix B: Demographic Information About You

Gender: male  female  prefer nottosay

. Age: 1825
2633
3441
4249
50-57
58-65
6673
74-81

. Ethnicity:
Caucasian

African American
Latino or Hispanic
Asian

Native American
Other

Prefer not to say

. Highest education level completed:
High school

Bachelor’s degree

Master’s degree

PhD or higher

Prefer not to say

. Employment:
Full-time
Part-time
PRN

. Duration in the health care field:

0-11 months

1-3 years

4—-6 years

7-10 years

11-15 years

16+ years

. Job title of current position:
Front desk administrative
Appointment scheduler
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Billing/Codes manager
Nurse

Radiology technician
Physician assistant
Other

Time you’ve had a working relationship with the physician you’re rating:

Less than 1 year
1-3 years

4-8 years
9—15+ years

. Describe the extent of your working relationship with the billing/codes manager
you’re rating:

Less than 1 year
1-3 years

4-8 years
9—15+ years



Appendix C: ALQ Permission Letter

Eddie Christian

m?nd garden

To whom it may concern,

This letter is to grant permission for Eddie Christian to use the following copyright material for his/her research:

Instrument: Authentic Leadership Questionnaire (ALQ)
Authors: Bruce J. Avolio, William L. Gardner, and Fred O. Walumbwa

Copyright: 2007 by Bruce J. Avolio, William L. Gardner, and Fred O. Walumbwa

Three sample items from this instrument may be reproduced for inclusion in a proposal, thesis, or dissertation.
The entire instrument may not be included or reproduced at any time in any published material.

Sincerely,

EIS A

Mind Garden, Inc.
www.mindgarden.com

Copyright © 2007 Bruce J. Avoiio, William L. Gardner. and Fred O. Walumbwa. All rights reserved in il
Garden, Inc. www.mindgarden.com G SR
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Appendix D: WLEIS Permission Letter

RE: Wong-Law emotional intelligence scale

Eddie Christian « >

RE: Wong-Law emotional intelligence scale

Wed, Aug 26, 2020 at 2:54 AM
Dear Eddie,

Attached are papers reporting the scale items, development and validation. So far as you are using the scale for non-profit making research projects, feel free to use it. Good luck to your study.

Regards.

C.S. wong

Dept. of Management

The Chinese University of Hong Kong

—Original Message—

Dear Mr. Wong

|'am a doctoral student here in the states working toward my PhD in Industrial Organizational Psychology. | am interested in using your WLEIS instument. Can you tall me where | may obtain the scoring manual as
well as electronic copies that may be emailed to my ? 1 certainly your help in this matter!

Regards,

Eddie Christian

2 attachments
%) Law-Wong-8-Song(2004)-JAP.pdf
93K

%3 Wong-8-Law(2002)-Leadership-Quarterly.pdf
191K

hnps://mail.googl94com/mail/u/O?ik=9806a3b19b&view=pt&search=alI&permmsgid:msg-f"/ﬁm676073741659052572&simpl=msg-f%:’3A16760737416... 11
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Appendix E: MPQ Permission Letter

L] Eddie Christian

m?nd garden

To whom it may concern,

This letter is to grant permission for Eddie Christian to use the following copyright material for his/her research:

Instrument: Moral Potency Questionnaire
Authors: Sean T. Hannah and Bruce J. Avolio.

Copyright: 2007 by Sean T. Hannah and Bruce J. Avolio.

Five sample items from this instrument may be reproduced for inclusion in a proposal, thesis, or dissertation.
The entire instrument may not be included or reproduced at any time in any other published material.

Sincerely,

RIS AT

Mind Garden, Inc.
www.mindgarden.com

Copyright © 2010 Sean T. Hannah and Bruce J. Avolio. All rights reserved in all medium. Published by M
www.mindgarden.com i
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