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Abstract 

This research was developed to bridge the gap between theory and a normative 

approach to leadership by looking at how attuned leaders influence organizational 

outcomes. Attunement, in this research, informs the leader so he or she can develop 

the mission, vision, and values of the organization to influence clinical and financial 

outcomes. The attunement measure was developed from an engagement survey in 

2015 and included three components: approachability, feedback, and assignments. 

These components were then tested against five quality and financial outcome 

measures in a healthcare setting (mortality, breastfeeding at discharge, antibiotic 

stewardship, cost per treatment, and practice growth) while taking into consideration 

seven covariates (number of hospitals per practice, level of care, patient census, 

gestation age, birth weight, major anomalies, and length of stay) that influence these 

outcomes. Regression analyses showed no statistically significant relationship 

between attuned leader components and the five quality and financial measures. Post 

hoc observation and analysis indicated that when the leader is attuned to issues 

specific to quality, it results in better quality outcomes. Another observation is that 

there is a stronger correlation between leader influence and cost per treatment when 

the leader shows approachability. Further research on the attuned leader framework is 

required to continue to educate scholar-practitioners about the phenomenon. 
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Chapter 1: Introduction 
 

The journey of this dissertation started with my interest in strategy, leadership, and 

strategic leadership. As I tried to understand these concepts, I looked for ways I could 

contribute to a scholar-practitioner’s understanding of how to improve his or her 

ability to effectively run an organization through the lens of a strategic leader. In my 

point of view, leadership (and strategic leadership) continues to be an ethereal idea 

and does not have concrete measures for leadership even when there are clear effects 

while the leadership phenomenon is applied. This chapter discusses a broad review of 

leadership, strategic leadership, and how my research evolved to focus on attunement 

and the attuned leader. 

 

Throughout the course of this Values-Driven Leadership doctoral program, I tried to 

understand underlying reasons why leaders can be or are strategic. In two years of 

studies, I found a few concepts I considered for research projects. These went from a 

general interest in strategy and strategic leadership to the underlying reasons why 

leaders can be strategic. The idea of caring leadership came as a recommendation by 

my dissertation chair, Dr. Mike Manning, after a presentation I gave at the 

International Leadership Association Conference in Barcelona, and after further 

investigation, my readings took me to a more basic phenomenon than caring: 

attunement or the attuned leader. The research question that I will address about the 

attuned leader will hopefully bridge the gap between theory and a normative approach 
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to leadership by uncovering whether attunement affects outcomes, and if so, how it 

does. The attuned leader phenomenon reduces analysis to the level of a universal 

theory (Etzioni, 1967) that will assist in the scholar-practitioner’s ability to lead 

organizations in different sectors or industries. 

 

Leadership 

Academic research on leadership is voluminous; a search within Google Scholar for 

research on leadership published since 2015 produced 205,000 results that talk about 

theories and approaches examining how leaders affect and influence subordinates. 

Many of the leadership approaches (trait, skill, style, situational, and even 

psychodynamic approaches) view leadership in a unidirectional manner and talk 

about the leader’s ability to do something that can influence an employee to act in a 

specific manner. The theories (contingency, path-goal, transformational, and servant) 

focus on how the leader can theoretically affect an action or influence employees to 

do jobs that are needed, either through influence or a reward. Authentic leaders talk 

about being “real” to their employees and being true to oneself to affect a result that is 

needed so that employees—“high self-monitors,” or chameleons, as Ibarra (2015) 

calls them—are naturally able and willing to adapt to the demands of a situation 

without feeling fake. 

 

A few questions I have always asked as my journey continued were as follows: What 

can a leader do to improve the outcomes of his or her organization’s goals? What are 
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the skills learned, in the leadership journey, to make him or her a strategic leader? 

After reviewing the phenomenon of leadership, I narrowed down the research 

questions from a broad leadership perspective to strategic leadership. 

 

Strategic Leadership 

This journey to better understand strategic leadership and my desire to understand 

underlying reasons why strategic leaders affect results in organizations has led me to 

look at the inner workings of the phenomenon. Strategic leadership has multiple 

facets; the list is extensive and will be too exhaustive to write in the introductory 

section of this dissertation. Strategic leadership, according to Hughes and Beatty 

(2005), is when individuals and teams think, act, and influence in ways that promote 

the sustainable competitive advantage of the organization. 

 

Organizations have strategic planning meetings and development meetings to drive 

organizational goals and objectives. Strategic plans have been a process by which 

leaders periodically evaluate the effectiveness of strategies but, more importantly, 

create a culture that allows flexibility and withstands, perhaps even thrives, on change 

(Alexander, 2006). The mechanism of change discussed in this paragraph is a catalyst 

for the leader to act consistently with the indicators on why the organization or the 

individual needs to change. The evaluation process is part of strategy and 

fundamental to what is needed for the leader and organization to succeed. What is the 

catalyst around flexibility and understanding of the change process that the leader and 
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the organization need? And how does an organization, through its leader, make this 

change? 

 

 When organizations have a strategic leader, that leader will develop a sustainable 

organization and flourishing organization (Laszlo et al., 2012). These types of leaders 

will need to understand the details of the business and be focused on the right thing to 

develop their strategies: And what is helpful for leaders so they can affect the 

sustainability of an organization? Is there something that the leader needs to be aware 

of to ensure that his or her organization is sustainable and can flourish? 

 

Strategic leadership has been known to reside in the top “upper echelon” (Hambrick 

& Mason, 1984). According to the theory, that revolves around these authors’ attempt 

to synthesize previously fragmented literature, organizational outcomes, strategic 

choices, and performance levels, partially predicted by managerial background 

characteristics. Consistent with this perspective, leaders who are at the highest levels 

of the organizations need to have the ability to understand the underlying reasons 

around the focus and goal that they aim to achieve. What is the attribute that these 

leaders need to have? 

 

Strategic leadership in multiple facets provide the embodiment of leadership, sources 

of influence, leader-member relationship, leadership-role orientation, unit of analysis, 

leadership-system orientation, and structuring of the leadership act (Shrivastava & 



5 

 

Nachman, 1989). Contemporary understanding of strategic leadership revolves 

around the leaders and their ability to engage and motivate their employees so they 

can achieve goals that the organization aspires to accomplish. Prescriptions on how 

individual leaders should act and the leader’s values can support innate/learned 

abilities and features that make them noticeably a better leader. This research will 

attempt to extend fundamental leadership knowledge through the leader’s ability. 

 

I observed a value that strategic leaders possess to ensure that they and their 

businesses bring continued value to stakeholders. These include the ability to do the 

following: steer individuals and organizations to a desired path or ability, see patterns 

in individuals and organizations, understand their customers, make sound decisions 

through feedback mechanisms, understand themselves and others, and care for 

individuals, others, and outcomes of decisions made. These observations surround on 

the necessary fundamental value or behavior of the attuned leader. 

 

The Attuned Leader 

In reviewing leadership and strategic leadership, I believe the answers to the 

questions above lie in the value and behavior of attunement, or the attuned leader. 

Attunement, how it contributes to a strategic leader, and its effects on organizational 

goals are a fundamental attribute that leaders need to have to be able to grasp key 

issues that organizations face. The research will consider attunement in multiple 

facets and how it is applied in complex and concrete clinical healthcare settings. 
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While these ideas and concepts are studied in the context of the healthcare setting for 

this research, they can be transferred to other industries as the underlying concepts are 

the same. Attunement, once focused on any subject or goal that the organization or 

leader wants to focus on, can bring improvements in clinical quality and financial 

outcomes. Leader attunement reflected amongst leaders may dictate if a positive 

result may happen, as it can potentially be a fundamental question around the idea 

that we expect something positive when a leader is attuned. Russell (1912) writes 

about, “the problems of philosophy” where we already know and think we already 

know the reason behind a phenomenon happens; the attuned leader is one of those 

concepts and phenomenon where we know that it can affect the organization’s goal 

and outcomes but do not have a way to prove it. 

 

Attunement is the leader’s ability to hone-in and understand underlying forces that 

influence outcomes and understand what needs to be influenced. I was once told, 

“What you see is what you know.” What one knows and one’s ability to detect are 

among the most basic expectations from a leader: That is attunement. Great 

executives often talk about leading from the gut (Goleman & Boyatzis, 2008); 

attunement means that these leaders have an internal compass that gives them the 

ability to inform themselves with what the fundamental issues are that influence the 

organization’s goals. 
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Goleman and Boyatzis (2008) found that “finely attuned” leaders have physical 

reactions to situations: Neurons called oscillators coordinate people physically by 

regulating how and when their bodies move together and is potentially the physical 

manifestation of attunement. This physical manifestation can closely coordinate how 

the leader and follower are working together. Attunement can be physically exhibited 

by groups of people and observed by leaders who are attuned to the dynamics 

mentioned above. The appreciative inquiry change methodology, where interventions 

are framed as an inquiry to query the organization’s stakeholders about their future 

(Ludema & Mohr, 2003), can be applied in this context. The appreciative inquiry 

change process methodology, I believe, inflates the small details of what the leader 

needs to be attuned to during the discovery phase of the process. This research project 

involves the corporate medical directors in the neonatal intensive care unit. Working 

in the healthcare setting, with my clinical background, I understand the need to be 

attuned to the needs of the patients I am responsible for. A leader’s ability to be 

attuned to his or her employees and the environmental situations that the leader acts 

upon are the outcomes I am looking for in this research. 

 

Swanson (1999) identified two different corporate interactions: value neglect and 

value attunement. These two interactions or values may contribute to the underlying 

answers regarding how leaders can direct an organization. Attunement seeks to move 

inquiry beyond problems to a foundational understanding of the situation or the 

environment (Swanson, 1999). The attuned leader is a leader who has a proactive 
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view and inquiry beyond the basic observation of what drives organizational 

outcomes. They try to understand themselves, others, the organization, and society to 

influence an outcome they desire. Attunement will be defined as paying attention to 

and taking action. The attuned leader will keenly observe, focus on aspects of his or 

her business that will yield knowledge that can inform so he or she can influence 

results needed, be mindful of the external environment, have the ability to learn, and 

be humble enough to care about potentially minute triggers in the environment. 

 

Research objectives 

The first objective of this study is to determine what attunement is, as evidenced by 

the literature, concepts, framework, and historical assumptions. The second objective 

is to determine attunement or the attuned leader’s influence on clinical and financial 

outcomes. The research design will develop a measure of attunement, based on an 

engagement survey that predicts leaders’ abilities to perceive employees’ needs as 

reflected in the survey results. Data were gathered with permission from a large 

organization, using a 2015 employee engagement survey (Sweet 16 Survey Design, 

2014) and then was run through a step-wise regression from the developed 

attunement component measures on the attuned leader’s effect on clinical and 

financial outcomes gathered from the organization’s clinical data warehouse and 

financial operational summaries. 

 

This study was developed to understand the attuned leader and the value of 
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attunement and its effects on clinical and financial outcomes, using quantitative 

measures in the neonatal intensive care units. The significance of the research is the 

use of rich quantitative data that may support positive effects and the influence of 

attuned leaders on clinical and financial outcomes of the organization. I hope to 

extend scholar-practitioner knowledge about the value of having an attuned leader 

and how such a leader may affect any outcome that the organization or the leader 

wishes to achieve. 

 

My personal account and observation has always been that attuned leaders, or leaders 

who demonstrate attunement, always create positive results.  This dissertation 

provides me the opportunity to validate my thoughts with solid empirical research. I 

believe the importance of understanding how attunement interacts with potential 

results can help leaders and future leaders.  Specifically, this study examines how this 

value and behavior, one that can be learned, can improve leadership acumen. 

 

What makes this research topic interesting to me is that it looks at underlying 

reason(s) why leaders are successful as well as offers an empirical approach to how 

attunement can affect future outcomes (clinical, financial or otherwise) that are 

important to the organization.  However, interest level cannot substitute for a lack of 

validity or importance (Bartunek, 2006), and the importance of the clinical outcomes 

measured here is important to thousands of neonates who end up in the clinical setting 

in which this research was reviewed, though the findings may also be applicable to 
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other organizations that provide services in high-stakes situations. This also holds true 

for financial outcomes, as the attuned leader will ensure the sustainability of 

providing these services across a hospital network that provides services 

and sustainable systems that heavily depend on the individuals involved (Loorbach, 

van Bakel, Whiteman, & Rotmans, 2010), especially when the physicians are 

individual contributors to the patient care. 

 

Figure 1. Attuned Leader Framework) starts with leadership and the theories that 

inform scholars and practitioners about what type of leadership they subscribe to. 

These leadership styles are influenced by what the leaders themselves see and how 

they are affected by their followers. Attunement, and how leaders act on what they 

see and observe, influences the results of any of the goals that they consider. 

Attunement, in this context, is a value that informs the leader and that the leader can 

act upon to achieve a desired outcome. 

 

Figure 1. Attuned Leader Framework) outlines how leaders who are attuned influence 

employee engagement—if the leaders care enough and act on what they see and 

observe. When observations are acted upon, based on what the leader was attuned to, 

attunement directs the leader toward a potential solution that will deliver the results 

they are looking for, illustrated in Figure 2. Attuned Leaders and Attunement’s 

Influence on Outcomes). When leaders are attuned to the self, others, organization 
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and societal needs, he or she can develop potential solutions to outcomes stakeholders 

desire. 

 

The research was conducted, with permission, from a large medical group 

specializing in neonatal intensive care units across the United States. Data collection 

was conducted using information from an employee satisfaction survey, clinical 

quality database and financial data from the organization. The organization’s mission 

is to “take great care of the patient” which requires a lot of attunement from the 

physicians and the physician executive leaders within each of the practices. The 

nature of medicine provided by the physicians in each of the neonatal intensive care 

units they serve requires a heightened level of attunement from each of the physicians 

and leaders who manage each site. Attunement, applied in the context of caring for 

patients is a different paradigm from attunement of strategic leaders but influence the 

desired outcome that is needed in both the neonatal intensive care units and the 

corporate world. 
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Figure 1. Attuned Leader Framework 

  

The first diagram (Figure 1. Attuned Leader Framework) shows how the value 

(attunement) when applied, using the framework above, can demonstrate its effect 

(see Figure 2. Attuned Leaders and Attunement’s Influence on Outcomes), as 

evidenced by the engagement survey and clinical and financial outcomes. 

Attunement, as described above, is also an extension of the competing values 

framework where it provides leaders with an intuitively sound framework for 
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understanding and conceptualizing their current situation (Hooijberg & Petrock, 

1993). 

 

The diagram below (Figure 2. Attuned Leaders and Attunement’s Influence on 

Outcomes) is a conceptual illustration of how attunement can affect potential 

outcomes of organizational goals and its potential role in how leaders develop 

themselves. This research attempts to unfold an understanding of the attuned leader 

and attunement as a value as well as how attunement can contribute to the potential 

expansion of leadership knowledge and contribute to the understanding of how 

leaders can better themselves and achieve positive results for their organizations. It 

also shows an outline of how attunement affects the engagement survey and how 

attunement, applied using caring leadership in the Heideggerian perspective (Tomkins 

& Simpson, 2015), affects clinical quality and financial results. The basis of this 

research to determine if attunement affects clinical and financial outcomes stems 

from results highlighting that the optimal levels of job performance can ultimately be 

achieved (Zhang & Bartol, 2010). 
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Figure 2. Attuned Leaders and Attunement’s Influence on Outcomes 

 

Leadership Research 

There have been many studies of leadership; however, the dimensions and definition 

of the concept remain unclear (Pfeffer, 1977). This aspect holds true for the definition 

of attunement, but I found there is a boundary that is useful for defining the 

phenomenon as defined earlier in this research. 
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The romanticized concept of leadership suggests that leaders do, or should, control 

and influence the fate of the organizations in their charge due to the perceived amount 

of control they have over their followers (Meindl, Ehrlich, & Dukerich, 1985). 

Strategic leadership has a profound impact based on a conventional knowledge 

suggesting, in aggregate, that strategic leadership matters and those leaders who are 

attuned are best equipped to navigate through the organization’s needs (Cannella Jr & 

Monroe, 1997; D. V. Day & Lord, 1988; Finkelstein & Hambrick, 1990). Day and 

Lord (1988) concluded that executive leaders have a substantial impact on 

organizational performance. This conclusion illustrates the practical and theoretical 

need for more attention to the topic of executive-level leadership, which holds true 

with the physician executives studied within the organization examined, and the need 

to understand an underlying factor that can inform leaders in their field: attunement. 

Physician executives are physicians who have leadership positions within the firm, 

from a corporate medical director for a practice up to the company’s chief executive 

officer. Corporate Medical Directors, physician leaders, have oversight of all aspects 

of clinical and financial goals of the practice.  

 

Attunement represents the possibility that executives who are receptive to values that 

they observe during their day-to-day activities can direct their organizations to 

respond affirmatively to a variety of stakeholder concerns (Orlitzky & Swanson, 

2002). I believe attunement is the first step in any leader’s ability to interact with their 
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subordinates, and caring will enact what was observed if a leader is attuned. Edström 

(1986) explained leadership and strategic change to say that “they (leaders during 

strategic change initiatives) must personally care about the outcome, quality, and 

productivity of the work” (p. 583). He further explained that “The tendency to take 

care of important decisions” (p. 583), based on my observation, requires attunement 

as the fundamental function of leaders to drive clinical quality and financial 

performance. 

 

One construct of leadership not only revolves around positive feedback but also a 

combination of contrasting dimensions of communication. In The Role of Positivity 

and Connectivity in the Performance of Business Teams (Losada & Heaphy, 2004), 

the authors state that “positivity and negativity operate as powerful feedback 

systems” (p. 760). According to Kotter (2001), “Good leaders recognize and reward 

success, which not only gives people a sense of accomplishment but also makes them 

feel like they belong to an organization that cares about them.” When the leader 

observes the above and uses his or her observations to inform him or her about the 

correct direction to drive outcomes, that is when he or she is attuned. 

 

One direction this research will investigate is the importance of being attuned to 

employee needs so the leader can drive quality and financial outcomes by being 

attuned to them. My interest in strategic leadership and the above rationale support a 

constructivist view of the effects of attuned leaders on clinical and financial outcomes 
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because of the importance of the follower’s point of view relating to the 

organization’s desired outcomes. 

 

I want to emphasize that the “attunement” researched is one that represents the 

possibility that executives who are receptive to values can direct their organizations to 

respond affirmatively to a variety of stakeholder concerns (Orlitzky & Swanson, 

2002). This entails an understanding of the situation, action from the leaders, the 

employees’ perceptions about the leaders’ actions, and attunement to others’ 

emotional states (Chesley & Wylson, 2016). 

 

Furthermore, this research will attempt to bridge the gap from the dichotomy between 

research and normative lines by looking at the correlation between attunement and 

clinical and financial outcomes identified in this research. Research on attunement 

would take this normative awareness to be first and foremost the executive’s 

responsibility (Swanson, 1999) to be attuned to the needs of or her personnel, 

organization, and society. Awareness of the need to change to the leader behavior 

concerning leadership style (D. Day, 1991) will inform the leader on how to lead 

going forward. 

 

In my search for underpinnings and desired characteristics, I realized that to be able 

to achieve all the identified values a leader brings to the table, there are fundamental 
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attributes that create a strategic leader—and these center on being attuned or the 

attuned leader. 

 

Summary and Dissertation Organization 

Chapter One was an attempt to summarize current research and knowledge of 

leadership, strategic leadership, and how I decided to choose the attuned leader as my 

research topic. The research around attunement and the attuned leaders stems from 

my interest in fundamental attributes or characteristics of strategic leaders who need 

to understand some fundamental aspects of their business and be attentive to what is 

needed to achieve a specific goal.  

 

The next chapter, Chapter Two, reviews the literature around the attuned leader and 

attunement. I reviewed characteristics of the attuned leader; reviewed literature 

around why, what, and how attunement is operationalized; the attuned leader and 

caring leadership; the attuned leader and strategy; the attuned leader and employee 

engagement; the values-driven leadership framework that assists in understanding 

attuned leaders; perceptions and expressions of attunement; the link between attuned 

leaders and organizational outcomes; and the attuned leader in the healthcare setting. 

This chapter also introduces the 5 hypotheses being testing in this research. 

 

Chapter Three details methods employed in this research. This chapter discusses the 

research sample and how it was developed. The chapter also outlines the data set used 
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to conduct the study, identifying the independent variables and dependent variables 

used from the engagement survey and how the scores were standardized to create 

consistency in the dataset to improve the reliability of the tests. Because the 

attunement scores were derived from an existing employee engagement survey, factor 

analysis and reliability testing were conducted and reported in this chapter to 

ascertain if the attunement score had one component or multiple components; the 

reliability of the questions was also tested. The dependent variables were gathered 

from the organization’s clinical data warehouse and financial operational summaries. 

 

Chapter Four reports the findings to test the research hypotheses. The chapter also 

reports variable statistics around dependent, independent, and covariates. 

 

Chapter Five, the conclusion, discusses the implications of the research and further 

explores the analysis and synthesis of the findings. 

 

Appendix A is a post-hoc analysis of the dataset and how minute changes in 

correlations can be visually observed but cannot be measured using existing methods 

or because the sample size is too small to identify significance. I also offer additional 

discussions for future research. 
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Chapter 2: Literature Review 
 

Imagine an underground chamber like a cave, with a long entrance open to 

the daylight and as wide as the cave. In this chamber are men who have been 

prisoners there since they were children, their legs and necks being so fastened that 

they can only look straight ahead of them and cannot turn their heads. Some way 

off, behind and higher up, a fire is burning, and between the fire and the prisoners 

and above them runs a road, in front of which a curtain-wall has been built, like the 

screen at puppet shows between the operators and their audience, above which they 

show their puppets… 

 …descend each in turn and live with your fellows in the cave and get used to seeing 

in the dark; once you get used to it you will see a thousand times better than they do 

and will distinguish the various shadows, and know what they are shadows of, 

because you have seen the truth about things admirable and just and good. And so 

our state and yours will be really awake. ~Plato (Hodgson, 2009). 

 

I chose to start my literature review with an excerpt from Plato to demonstrate a 

phenomenon that is not readily thought of when someone learns a new topic or tries 

to understand a new concept. It is, in my experience and observation, that when one 

clearly learns something that replaces existing knowledge, it is hard to go back to 

your earlier knowledge. Early knowledge will be part of the foundation of the 

knowledge that one continues to accumulate.  
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This research may be different and may vary if applied in other organizations with 

different goals; the particular organization being reviewed here looks at quality of 

care and financial outcomes because it was conducted in a healthcare setting. 

Attunement draws from both introspective and external social perspectives. The 

theory around how attunement influences goals will be discussed in the following 

paragraphs.  

 

Dubin (1978) stated that a complete theory must have essential elements that answer 

what, when, how and why. My search for answers on how leaders can accomplish 

goals and complete tasks through others led me to this review of leadership. That 

understanding brought me through the journey of understanding strategic leadership 

and then, as mentioned in chapter one, the attuned leader became the focus of this 

research because attunement, as this literature review will show, informs a leader. 

The attuned leader can accurately influence employees when they are engaged and 

focused on any measure that the leader and organization aims to accomplish. 

Attunement will be defined as paying attention to and taking action. Attention is a 

mental muscle; like any other muscle, it can be strengthened through the right kind of 

exercise (Goleman, 2013). 

 

The review presented here is limited and strategic with a focus on how the attuned 

leader and attunement, as a dimension of strategic leadership, may influence 
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important outcomes. I am attempting to be parsimonious on the development of the 

concept yet make sure that I do not leave out important details that contribute to the 

study of attunement because the concept can be vast and can further distract from the 

purpose of the research (Whetten 1989). 

 

Scientific work produces theories, models, predictions, and explanations 

(Chakravartty), so this research will attempt to explain the concept of attunement and 

the attuned leader using social science methods. The concept of attunement may be 

taken for granted but has a theoretical dimension and a practical dimension (Davis, 

1971). The attuned leader, in this research, is the initial cue for the leader so he or she 

can identify what needs to be observed. The leader will have to care enough to 

implement or institute changes.  

 

The literature review conducted here should contribute to the understanding of 

attunement and how it influences leadership, its potential components, and how it 

influences the goals and outcomes of the organization. For example, while the reader 

might say attunement is an easy idea to grasp, it has never been attributed as a 

potential underlying reason why leaders become strategic or effective in influencing 

the organization’s goal. Attunement informs the leaders on what they must do to 

ensure the directions given contribute to the organizational goals. 
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Toward the end of this chapter, I will consider attuned leaders through a framework 

and construct. I will further explain why the idea of attunement is an essential part of 

leading and becoming a strategic leader. 

 

The idea of the attuned leader can easily be transferred to organizations outside the 

field of medicine and healthcare. Toward the end of the chapter, references to 

attunement in the healthcare setting will give the reader an idea of how the concepts 

of attunement contribute to and affect clinical quality and financial outcomes. 

 

In the next few sections, I will attempt to present multiple views of the attuned leader 

that can assist in the reader and scholar-practitioner’s ability to understand and 

observe the value of attunement. 

 

Characteristics of Attuned Leaders 

There are multiple ways leaders can operationalize attunement. To be called an 

attuned leader, one needs to be able to keenly observe, focus on aspects of the 

business that will yield knowledge that can inform him of what to do so he or she can 

influence results that he or she needs, be mindful of the external environment, have 

the ability to learn, and be humble enough to care about potentially minute triggers in 

the environment.  The art of scanning the environment and quickly deploying any 

action to capitalize on what is found is attunement (Goodman, 2011). 
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Observation, in research conducted by Oh, Wang, and Mount (2011) about validity of 

self-report versus observable ratings of personal traits shows that the validity of five-

factor (FFM) traits in predicting overall performance is higher than previously 

believed, and their results underscore the importance of disentangling the validity of 

personality traits from the method of measurement of the traits (Oh, Wang, & Mount, 

2011). What is relevant to me in this experiment is that observation is a key 

characteristic of attunement and that attuned leaders need to be able to be keen 

observers. Another concept around observation that makes it an important behavior of 

attuned leaders is demonstrated when we observe the night sky. Why it is dark? 

Scientists explain that it is dark because there are not enough stars whose light 

reaches us. Understanding that there are limitations of what is observable, the leader 

needs to take all of that into account when he or she is attuned and utilize tools that 

can inform him of what is observable. The appreciative inquiry method, as mentioned 

in an earlier chapter, is one way of increasing a leader’s ability to observe, as 

attention functions as a telescope to observe minute details in the organization’s 

functioning. 

 

Focus is the leader’s ability to hone in on a certain subject or topic that is relevant to 

the organization’s goals. If the company goals are around customer satisfaction, the 

leader needs to be attuned to tasks specific to this goal. The key to unlocking 

sustainable organic profit growth, through ensuring improved customer focus and 
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satisfaction, is to bridge the gap between understanding what needs to be done (the 

relatively easy part) and actually doing it (which is much harder) (Barwise & 

Meehan, 2010). Goleman (2013), in “The Focused Leader,” discussed modes of 

attention as broad buckets—focusing on yourself, focusing on others, and focusing on 

the wider world—and sheds new light on the practice of many essential leadership 

skills. The benefits from focused and deep concurrent activity appear to be based 

largely on focusing managerial attention and organizational resources (Eggers, 2012), 

and an attuned leader will be informed by what they focus on when they are attuned 

to the right goal. 

 

Mindfulness is a characteristic of an attuned leader because it is an attentive and 

nonjudgmental metacognitive monitoring of moment-by-moment cognition, emotion, 

perception, and sensation without fixation on thoughts of past and future (Garland, 

2007). The nature of being nonjudgmental supports having employees and other 

stakeholders express a little bit more and having employees make the distinction 

between speaking out and speaking up so that employees are likely to voice their 

thoughts toward those whom they identify with (Liu, Zhu, & Yang, 2010). Another 

outcome of mindfulness is significantly related to positive reappraisal, suggesting the 

presence of positive feedback loops in which positive reappraisal and mindfulness 

reciprocally and serially promote one another in an upward spiral (Garland, Gaylord, 

& Fredrickson, 2011). 
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Success can breed failure by hindering learning at both individual and organizational 

levels (Gino & Pisano, 2011). A leader is not truly attuned if he or she does not 

recognize the need to learn, deploy, and leap into action to help or introduce 

procedures to ensure a goal is met. Learning theory assumes that modeling influences 

learning principally through informative functions and that observers acquire mainly 

symbolic representations of modeled activities rather than specific stimulus-response 

associations (Bandura, 1971). Social learning theory, outlined in a paper by Bandura, 

places special emphasis on the important roles played by vicarious, symbolic, and 

self-regulatory processes, which receive relatively little attention even in most 

contemporary theories of learning (Bandura, 1971). Learning is an essential 

characteristic of the attuned leader. 

 

Humility is an attribute and characteristic that contributes to attunement because 

leaders who blend genuine personal humility with intense professional will can create 

a great company (Collins, 2005). A study that looked at psychological safety and 

follower engagement supported the hypothesis that psychological safety would 

mediate the relationship between humble leadership and employee engagement 

(Walters & Diab, 2016). The combination of humility and action seems to be most 

effective for senior executives (Sousa & Dierendonck, 2017). Conceptual foundations 

of CEO humility provide additional insight into executive leadership and influence 

(Ou et al., 2014). In Level 5 Leader, Collins (2005) describes personal humility and 

professional will as the Yin and Yang of leadership where, fundamentally, leaders can 
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look in in the mirror and look out the window. The looking out of the window, in my 

perspective, is attunement toward others, and the introspective value of looking in the 

mirror is attunement toward self. 

 

Anything that an organization sets as its goal will be meaningless unless the leader 

sees them as important and is aware of what he or she needs to be attuned to. The 

attuned leader will model a behavior that creates intentional experiences on the basis 

of the activation of shared neural systems underpinning what the others do and feel 

and what the leader does and feels (Gallese, 2006). The problem is that attunement 

can be taken for granted in the theoretical and practical dimensions (Davis, 1971), 

most likely because it is such a basic idea. It is, however, measurable and can be used 

to influence outcomes or organizational goals. 

 

Trust is something that an attuned leader needs to understand as another fundamental 

value to be attuned to. A leader will have to learn the importance of being more 

reflexive and aesthetically attuned to the issue of trust amongst followers to ensure 

that he or she has their following (Mack, 2015). All of the above characteristics 

contribute to trust. 
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Factors That Constitute Attunement 

There are building blocks in the development and evolution of the concept of 

attunement. The next few paragraphs will discuss the potential contributions of this 

research and demonstrate a value-added contribution to the concept (Whetten 1989). 

 

What 

Attunement contributes to leadership and leaders in the most basic act of being able to 

observe and act. The leader who understands what objectives he or she needs to be 

attuned to and how he or she can influence these goals is dependent upon the ability 

to sense potentially subtle changes in the environment. 

 

In my observation, a leader’s behavior toward what they are going to be attuned to 

dictates what they can assess and observe. What one typically knows is what one 

observes. Recall a time before or after you purchased a vehicle, and you may have 

noticed the same car on the road. Another example is from an article by Hoskins 

(1999) about cultural attunement. She wrote that “there are several ways to think 

about the issue of multiculturalism and cultural sensitivity” (Hoskins, 1999, p. 76). In 

this example, someone in a leadership role should try to learn about what the other 

culture expects from its leader. Leaders are exposed to diversity in organizations as 

well as diversity in culture, thought, and experiences. When leaders are attuned to 

these differences, they are more successful in understanding what it takes to engage 

employees. 
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While the leader may not be able to know everything, the leader will have to be open 

to be humble enough to accept that he or she does not know everything and comes in 

with the expectation that learning will occur from the encounter or what he or she is 

attuned to; one way is to learn as much as possible about the unique customs, rules, 

rituals, and/or norms for particular ethnic groups (Hoskins, 1999). In the case of 

healthcare, the leader who has already been through medical school and advanced 

training in neonatology will have to learn the practice’s culture and be able to learn 

what he or she needs to be attuned to so he or she can implement changes in how the 

group practices medicine. 

  

In most healthcare organizations, financial sustainability is one of the goals outside of 

clinical outcomes. Economic obligations are tempered by ethical responsibilities or 

social expectations and norms not yet codified into law. These legal and ethical 

restraints on corporate activity constitute social control of business (Friedman, 1970). 

The controls that physician leaders employ should ensure they do not push 

profitability at the forefront of care and focus on ensuring delivery of quality care. A 

leader who is attuned to financial outcomes will be mindful of next steps, the 

requirements of regulations, and ensuring the accomplishment of clinical quality and 

financial outcome goals. 
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There are multiple factors that can be included in this theory around attunement and 

its influence over quality and financial outcomes, such as how leaders observe, learn, 

are mindful, have focus, and have humility to sense factors that can affect outcomes 

in the organization. The concept of the attuned leader can be expanded to whatever 

else needs to be observed and monitored by the leader. A concrete example of what a 

leader needs to be attuned to is mortality rate for each practice from this research. The 

leader needs to be attuned to what is important for the survivability of the patients 

they take care of in the neonatal intensive care unit. The leader needs to understand 

what to observe in relation to the levers that affect and influence mortality rates in the 

neonatal intensive care unit. Research conducted by Bernstein et al. (2000), for 

example, sought to determine the associations between intrauterine growth restriction 

and neonatal morbidity and mortality. The physician leader will have to understand 

what the underlying reasons are that cause mortality or morbidity. In an extreme 

instance where the leader may not understand the levers and reasons for mortality and 

morbidity, it will be disastrous for that neonatal intensive care unit and the patients 

therein. 

 

The “what” in attunement may vary depending on the industry and the nature of the 

environment the organization is in. In a market where trends are favorable to the 

organization, the leader may be attuned to something very different when the market 

is against the organization. The example above is around clinical care, and the 

organization (or the practice) will be different from an organization that produces 
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widgets in another industry, but the underlying attunement behavior of the leader will 

be the same. The leader will need to have content knowledge about the organization 

to be attuned to its needs and act upon them.  

 

How 

The leader’s ability to observe, learn, be mindful and humble to learn from what he or 

she is attuned to is important so the leader can apply or influence appropriate changes 

to the organization’s or individual’s behavior. When the leader sets a direction for the 

change, according to Kotter (2011), this is the fundamental role of the leader.  

 

It is important for the leader to understand how to be attuned to his or her 

environment. Through the process of observation, mindfulness, focus and humility, 

the leader can formulate how to be more attuned in order to implement actions that 

can influence the organization’s goals. 

 

In the field of neonatology, the physician leader will have to understand how to 

observe the behavior of his or her fellow physicians, be mindful and focus on their 

skills, and have the humility to learn what he or she needs to know to develop 

appropriate measures and institute changes, if necessary. 

 

One way to demonstrate the value of attunement is to list what contributes to 

attunement in multiple factors. Subsequent to this section of the research paper, the 
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goal is to identify how attunement affects the accepted relationships between the 

variables identified in the research and use them as the independent variables 

(Whetten 1989). 

 

When 

It is important for the leader, when he or she is attuned to a potential need, to improve 

or be ready to act. As an example, in research, when a driver applies brakes at the last 

second based on visual cues, this shows that timing is very important. When the 

leader is constantly attuned, he or she can, in effect, influence and jump into action 

when the need arises. The research about perceptual attunement in an emergency 

braking task demonstrate that perceptual attunement plays a significant but often 

overlooked role in the visual guidance of action (Fajen & Devaney, 2006). The 

research looks at when the subject perceived to place pressure on the brakes, when 

the subject perceive the need to start braking based on when the subject was attuned. 

In relation to the attuned leader, the leader’s attunement to when he or she needs to 

intervene or implement policies or guidelines can influence a goal. While the research 

discussed visual cues, attunement can occur from how the leader feels, hears, and 

uses all other senses that can influence and inform how to manage a decision. 

 

Why 

Most corporate social performance models emphasize responsibility as a normative 

restraint of responsiveness, which is perhaps an unintended artifact (Carroll, 1979)—
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responses to what the leaders were attuned to because they are the corporate goals 

they want to achieve. An attunement approach has demonstrated the potential for a 

normative-descriptive union (Swanson, 1999), and this research is intended to expand 

this understanding and support the theory surrounding leadership and organizational 

outcomes. Attunement and an attuned leader should be able to build upon what is 

observed and use what was observed to develop the mission, vision, and values of the 

organization to influence goals. When a leader is attuned to the environment, reacting 

with the assumption, he or she can adapt and change strategy based on what is 

observed (Mintzberg & Waters, 1982). 

 

The study of attunement and the attuned leader is interesting because of the 

incommensurability of the phenomenon (Kuhn, 1982). The difference across all types 

of organizations and the differences among the hierarchy within the organizations, the 

leaders that reside in them, demonstrate the difficulty of how one measures 

attunement. My attempt to measure outcomes in this research is faced with the 

organization’s (or industry’s) difficulty in developing a common measure to compare 

one attuned leader to the next. However, I believe that the methods used in this 

research may inform the organization if it has attuned leaders based on attunement 

measures, using employee surveys. 
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Who  

Expectancy theory implies that the interaction between expectancy and valence will 

yield the best predictions of behavior (Hackman & Porter, 1968). The research 

investigates if a leader’s attunement to the employees will result in positive clinical 

and quality outcomes. Whoever interprets the idea of attunement will have variations 

from one person to the next. This is due to how one person is grounded versus the 

next; the individual leader typically may think that he or she is successful or attuned 

enough but in reality have a flawed view of self (D. Dunning, Heath, & Suls, 2004). 

One of my desired outcomes will be for leaders to become attuned to their 

environment without being prescriptive to their style of leadership. 

 

The Attuned Leader and Caring Leadership 

There is little consensus on the definition of caring in leadership (Keeler & Kroth, 

2012). I addressed caring leadership as part of this review because caring is the next 

step in ensuring that what the leaders are attuned to will result in a positive outcome 

or if they care enough to do something about what they observed. If any of the items 

in the attunement framework will result in the leader not acting, nothing will 

happen—or worse, will result in a negative outcome. Caring leadership is where the 

leader intervenes (Heidegger, 1962) on what he or she was able to observe with what 

he or she was attuned to. Recent literature in leadership has suggested that caring may 

indeed be an important element in the study of effective leadership (Barling, Christie, 

& Turner, 2008; Keeler & Kroth, 2012; Tomkins & Simpson, 2015). The attuned 
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leader needs to understand caring leadership, as a caring climate is a predictor of a 

number of important organizational outcomes like job satisfaction, organizational 

commitment, and job performance (Fu & Deshpande, 2014). 

 

The Attuned Leader and Strategy 

The focus on a more fundamental value and behavior attunement is a development 

from my observations as a leader and follower. My search for further understanding 

of strategic leadership continues in this research, but the focus will be on how 

attunement can affect outcomes that bring value to organizations. Plato articulated 

caring as an ethic that stresses connection over separateness (Slote, 2002), and so, 

attunement is to bring into harmony. This concept is fundamental to the idea of 

attunement because it determines how the leader, in this research, can interact and 

work with colleagues to affect organizational goals and directives. 

 

Watchful attention is one definition of caring. This definition is very important, as 

developing strategies should be based on how attuned leaders are in their 

organization. The importance of understanding subtle signals from the leader’s 

watchful attention can improve the organization’s performance. The resulting new 

science of subtle signals may lead not only to more profit, but also to a richer 

understanding of the practice of management and the way the organizations work 

(Buchanan, 2007). While Buchanan’s study discusses using devices to monitor 
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employee actions, these subtle signals and patterns can be observed by attuned 

leaders. This shows how strategies are developed and executed by organizations. 

 

The attuned leader contributes to strategy through the idea of attunement 

(Heiddegger, 1962); there can also be no leadership when the leaders do not care 

(Tomkins & Simpson, 2015). Attunement is important to the discussion of strategy 

because a leader cannot drive action without first understanding underlying causation 

and caring enough for an event/people/process or be attuned to the correct inputs. 

Attunement brings responsibility and responsiveness together so that integration is 

possible. The leader’s abilities to select, retain, and enact (Swanson, 1999) are 

essential to make sure that the organization’s goal is achieved. 

 

Leaders who truly care for their followers expose them to the painful reality of their 

condition and demand that they fashion a response (Heifetz & Laurie, 2001). Whether 

a behavior is expressed positively or not, an attuned leader should influence the 

organization’s goals. I wanted to utilize the values-driven leadership framework in 

explaining how attuned leaders can affect organizational goals and targets.  

 

In Beyond Selfishness, the authors talk about two styles of management: heroic 

management and engaging management (Mintzberg, Simons, & Basu, 2002). Both 

types of management require the manager to be attuned to the needs of the 

organization and followers. Real leadership is often more quiet than heroic; it is 
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connected, involved, and engaged (Mintzberg et al., 2002), which I think revolves 

around attunement and the attuned leader. 

 

Attunement matters in organizations because, as leaders progress in their personal 

leadership development, they should be able to adjust their leadership style to manage 

how their followers react. Argyris (1974) explained that “Formal organizations, alas, 

are unintentionally designed to discourage the autonomous and involved worker” (p. 

10) , requiring the attuned leader to adjust his or her leadership methods. 

 

The Attuned Leader and Employee Engagement 

Attunement could encourage managers to factor a broad range of community interests 

into their decision making so that social control of business is not so necessary 

(Swanson, 1999). The attunement approach has demonstrated the potential for a 

normative-descriptive union and theory-building advantages (Swanson, 1999). The 

value of attunement for the organization and the leader is how attunement informs the 

leader about what is happening in the field and the importance of his or her response 

to cues. 

 

In this research, I will be testing attunement to specific questions or markers in the 

engagement survey and how they correlated. Data will be the only final arbiter for the 

validation of which programs and key elements of neuro-leadership really work in a 

cost-effective manner (Gordon, 2008). The idea of employee engagement may be 
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able to shift from a soft metric to something with data behind it (Rock & Tang, 2009). 

If intentional attunement does indeed play a crucial role in inter-subjectivity, one 

should expect its deficit to cause problems at various levels in social cognition 

(Gallese, 2006). This research and future research that focuses on attunement toward 

a certain goal will show that it does affect outcomes that organizations and leaders 

want to achieve. The attuned leader contributes to employee engagement through his 

or her ability to address critical issues that contribute to engagement. 

 

The 14 items selected from the engagement survey point to the leader’s attunement in 

this research; it can reasonably be expected to relate to the dependent variables of this 

research. Bivariate correlations will be computed between all dependent variables and 

financial metrics.  All variables that show correlations with any dependent variable 

will be included as covariates in the primary analyses. Employee engagement holds a 

strong correlation with employees’ commitment to their organization (Fu & 

Deshpande, 2014), including its impact on their motivation, identity, and sense of 

meaning and purpose (Mirvis, 2012).  

 

Employee engagement showed generalizability across companies in their correlation 

with customer satisfaction—loyalty, profitability, productivity, employee turnover, 

and safety outcomes (Harter, 2002). In research by Gruman and Saks (2011), 

achieving the distal outcome of enhanced performance through the performance 
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management process may be best achieved by targeting the more proximal outcome 

of employee engagement. 

 

The Attuned Leader Framework 

The construct and framework revolves around development of self, caring for others, 

and society. The attuned leader explored in this research will be reviewed around the 

values-driven framework of attunement to self, attunement to others, and attunement 

to society. The values-driven leadership framework is intended to give the concept of 

an attuned leader a construct to better understand it and develop a parameter for the 

idea and concept. To the extent attuned leaders influence clinical and financial 

outcomes, this section tries to answer what values can affect the individual leader, 

others, and society. 

 

The attuned leader framework 

To better understand how attunement can be applied, I wanted to use a framework as 

a paradigm to understand the focus of the attuned leader. The purpose of the portion 

of this literature review will attempt to make sense of how attunement can be applied 

to a leader’s development and those around him.  

 

Leadership, attunement, and strategy are inseparable (Montgomery, 2012), as one 

cannot be a leader without strategy and one cannot be a leader without being attuned. 

In this research, Heidegger’s concept of caring leadership (Tomkins & Simpson, 
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2015) means attunement to the environment and the ability to step into the 

environment and step out to let followers succeed. 

 

Attuned to self 

Values-driven Leadership starts with the self. The ability to be self-aware and self-

manage, as described by Goleman (2011) in Emotional Intelligence 2.0, can generate 

leaders who can pulse themselves and can take care of themselves, effectively giving 

themselves the ability, energy, and fortitude to move things along in a helpful way. 

According to Bradberry and Greaves (2011), “Whether you are excited or concerned 

for them, you will show that you are sensitive and care about what they are going 

through”; this is an important aspect of caring leaders (p. 203).  

 

George (2004) described servant leadership in the following way: 

Authentic leaders genuinely desire to serve others through their 

leadership. They are more interested in empowering the people they 

lead to make a difference than they are in power, money, or prestige 

for themselves. They are as guided by qualities of the heart, by passion 

and compassion, as they are by qualities of the mind. (p. 12) 

 

Authenticity may not be achieved without being attuned, as one of the factors is that 

attunement informs the leader when he or she is authentic to self. The importance of 

authenticity of leaders and their understanding of themselves is to ensure that they are 

aware of any bias that they have to effectively lead, because views people hold of 

themselves are often flawed (D. Dunning et al., 2004). Attuned leaders are high self-
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monitors and are able to adapt to the demands of the situation based on what they 

observe or are aware of in their environment (Ibarra, 2015). 

 

According to Goleman (2011), “Some people experience their feelings quite 

intensely, some people quite shallowly. Those who have stronger feelings may be 

better able to authentically communicate them more powerfully – to move people” 

(Kindle locations 365-367). While not fully agreeing to Goleman’s comments, I see 

this as a self-directed ability to be attuned to other people’s feelings and communicate 

back, either expressed strongly or not. If the communication is understood both ways, 

it is an effective value for a leader to have.  

 

George (2004) spoke about his experience at Medtronic and how he had to learn a 

more functional detail of the business to be successful: “When I joined Medtronic, I 

knew a lot about high-technology businesses but virtually nothing about medicine. 

My predecessor encouraged me to get into the field with physicians to observe 

implant procedures and let them teach me the business” (p. 83). He demonstrated that 

he was attuned to the business and worked with the experts in the field to acquire 

content knowledge about the industry. This ability to be attuned deeply about the 

organization’s competitive advantage and its customers is key for attuned leaders to 

succeed in their roles. If George (2004) merely tried to work on marketing the 

product without the details he learned from the physicians who use it, he would most 

likely not gain the respect and trust of the rest of his customers and employees. 
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George (2004) offered the following insight:  

Too many companies wait until they need something from the 

community to build relationships rather than doing it consistently over 

time. Medtronic’s philosophy has been to support all communities 

where we have operations and encourage our employees to volunteer 

in local service projects. (p. 161)  

 

Building the relationship before needing someone’s assistance is an attunement 

attribute, as that relationship may never be used in the future. In other words, nothing 

is expected out of a relationship: one is attuned to the other person even when one 

does not expect anything from it. In healthcare, when faced with a tough relationship, 

leaders may think it boils down to the cost of a service, when it really boils down to 

the relationship you have built with other people. 

 

Goleman (2011) talks about the social brain, saying essentially that we are constantly 

impacting the brain states in other people. In Goleman’s emotional intelligence (EI) 

model, managing relationships means, at this level, that we‘re responsible for how 

we shape the feelings of those we interact with, for better or for worse. In this sense, 

relationship skills must do with managing brain states in other people. This is an 

impact attuned leaders bring to the table in effective organizations. Another point of 

view in terms of the relationship executives build and “the key to effective boards lies 

less in the structure and more in the relationship between the CEO and the leader of 

the independent directors” (George, 2004, p. 173).  
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According to George (2004), “The purpose of any company boils down to one thing: 

serving its customers” (p. 87). With multiple contexts surrounding who the customers 

are (patients, employees, partners, etc.), this research identifies the physicians and 

associates within the practice as the customers of the physician leader, giving result to 

attunement measures as identified in the engagement survey. 

Attuned to others 

Attuned to the needs and concerns of employees, being able to resolve conflicts, and 

assuring group cohesion are attributes of good leaders (D. Dunning, Meyerowitz, J. 

A., & Holzberg, A. D., 1989).  A necessary corrective is for the leader to be attuned 

to the needs of followers, their perceptions, and their expectancies (Hollander, 1995). 

When attuned to how others feel, a leader can say and do what is appropriate, calm 

fears, assuage anger, or join in good spirits (Goleman, Boyatzis, & McKee, 

2002).  Leaders who stress complementarity nevertheless distinguish and differentiate 

the in-group from the out-group and seem attuned to the status differences between 

the premerger groups (Jetten, 2002). Katzenbach and Smith (1993) further describe 

attunement to others:  

Common understanding and purpose cannot arise without effective 

communication and constructive conflict that, in turn, depend on 

interpersonal skills. These include risk taking, helpful criticism, 

objectivity, active listening, giving the benefit of the doubt, support, 

and recognizing the interests and achievements of others. (p. 48)  
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In The Wisdom of Teams, Katzenbach and Smith (1993) mentioned the above 

statement in the context of complementary skills, but when one investigates further, 

this statement is more about developing a shared “commitment in teams[, which] 

encourages a healthy fear of failure as opposed to debilitating insecurity among those 

challenged to learn” (p. 48). Katzenbach and Smith (1993) also stated that “Each 

team member’s sense of individual accountability to the team promotes learning” (p. 

48), developing a sense of commitment and attunement for every individual’s ability 

to buy into the objectives of the practice. Participants, on the whole, required some 

recognition of their efforts to maintain a high level of engagement (Snell, Briscoe, & 

Dickson, 2011). 

 

In my research, I looked for each physician in the practice to be attuned to his or her 

practice’s mortality numbers and other clinical outcomes that the practice aims to 

accomplish. Furthermore, this can be extended to financial outcomes of the practice 

to improve or maintain the practice’s profitability and growth. The attunement 

demonstrated in practices with high attunement scores result in better teams, and 

“better teams often treat their purpose like an offspring in need of constant nurturing 

and care” (Katzenbach and Smith, 1993, p. 52). 

 

The research characterizes the attunement in the following employee perception 

contexts: fairness, participation in decision making, feeling listened to, feeling 

respect, having clarity of directions, feeling consistency in actions and words, and 
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focusing on quality. Qualities of physician leaders include encouraging their teams to 

collaborate, being approachable, giving feedback, having capabilities to do the job, 

and caring about quality. I selected questions that pertain to the above contexts and 

developed an attunement score that shows the 14 items that are mentioned in Table 1. 

I also tested the correlation between attunement score and engagement scores from 

the survey completed in 2015. This is attributed to other drivers of engagement that 

are not directly attributed to attuned leaders. 

Fairness 

Fairness is a very important value that should resonate with every person. As Treviño 

and Nelson (2010) explained, “Most of us agree that honesty, fairness, and respect for 

others are important values” (p. 30). This value is important for leaders to have so 

that the employees believe they are getting a just decision from the leader. (Franke, 

Keinz, & Klausberger, 2013) measured a single independent variable—“the general 

perception of fairness individuals attribute to their supervisor based on past 

experience” (p. 1510). They stated that “the relationship-oriented judgment appears to 

be a significant predictor” (p. 1510) and that employees will trust their leaders to 

provide a just and consistent decision. According to Ariño & Ring (2010), fairness in 

“assessments of proposed governance structure of an alliance revolve around the 

partners’ property rights and control rights logics and these assessments, in turn, 

shape negotiating positions of the parties related to property rights and decision 

making rights” (p. 1074). Fairness will develop the alliances needed by the leaders to 

achieve goals. 



46 

 

 

Wilkins (1989) introduced the concept of corporate “character (culture)”; he saw it as 

a component of culture consisting of “Shared Vision,” “Motivational Faith” that 

things would be fair and that abilities would be used, and “Distinctive Skills” (p. 3). 

This speaks to the importance of fairness in any situation and how the leader is 

attuned to the individuals or the outcome of a situation. A question asked in the 

survey revolved around employee scheduling and is probably one of the hardest 

subjects to ensure that all providers/employees are content and think that the schedule 

is fair, thus taking away the anxiety and worry of a work environment and focusing 

on the task at hand. The importance of the leader being attuned to fairness within his 

or her team is paramount in situations like these. Potential partners have the 

opportunity to assess the extent to which their leader behaves fairly during any 

interaction, and this shapes their relational quality, which shapes future contributions 

by the leader’s subordinates (Ariño & Ring, 2010). It is essential for the attuned 

leader to be attuned to how fair he or she is to employees and the environment in 

order to ensure that he or she develops trust and is respected.  

 

Participation in decision making 

We all want to be involved in decision making, especially when it involves something 

we need to be attuned to, such as in the case of the survey of our work environment. 

The surveyed physicians are experts in the field of neonatology, and there are 
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variations on how each practice can provide care to patients and ultimately be attuned 

to the clinical outcomes that result in improvements in patient mortality. 

 

Cunningham  and Adwan (1991) underscore the importance of stakeholder 

participation in decision making: “Consensus decision-making, incorporating 

stakeholders into a process steered by the political leader, can set national goals 

which generate a hierarchy of investment needs to be addressed according to the 

availability of resources and implications for long-term national benefit” (p. 518). 

When the aforementioned physicians decide how care is provided as a collective and 

have transparency in the decision-making process, the outcomes typically are better 

than a decision made in a silo. One key observation I have made when working with 

these physicians is that practices with good leadership lean toward consensus when 

making decisions. True participation in decisions affects how work is performed, and 

principles of sociotechnical systems design contribute to positive outcomes. Anything 

that contradicts this will result in less-than-optimal team performance, and the leader 

will have to be attuned to understand that participation is important to the team and 

the overall performance of that team (Pasmore & Mlot, 1994).  

 

There is evidence that both the cognitive and behavioral components of the team 

members’ participation in decision making can be an important aspect for enacting 

radical changes in how individuals perceive and carry out their work, resulting in 

improved outcomes as each member of the team feels they are part of a practice to 
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recognize their contribution (Kreiner, Hollensbe, & Sheep, 2006). Informal 

interaction shared by members of a work group (Roy, 1959) is one key source of job 

satisfaction and the ability to work as a team. 

 

A qualitative research result suggests that leader inclusiveness—words and deeds by 

leaders that invite and appreciate others’ contributions—can take nature off its course, 

helping to overcome status’s inhibiting effects on psychological safety (Nembhard, 

2006). An unpublished paper being developed by Lam and Sheth (2016) shows that 

“voice research consistently indicates a relationship between employee voice and 

positive organizational outcomes without examining a voice ‘ceiling’ where 

employee voice does not lead to optimized outcomes for the firm” (p. 5). The authors 

say that in theory, there are positive outcomes to giving employees voice, or in this 

instance, allowing them to participate in decisions that can optimize their work 

environment. 

 

Feel listened to 

Nicole Adams Kraus’s recommendation to “listen to the signals and make sense of 

them as a team” (as cited in Bankston, 2014) is important; furthermore, to act/respond 

on those “signals” is essential in this case. Employee perceptions are going to be 

important, and the leader needs to ensure that he or she can communicate or show that 

their employees are being listened to. Listening and fully understanding what the 

employee is truly saying is important to the attuned leader. Gagnon and Collinson 
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(2014) formalized a framework in their research about global leadership development 

and the attuned leader, including the following characteristics in their construct: “A 

sense of urgency and speed; anticipation, decisiveness and risk-taking; passion for 

getting the most difficult things done; confidence, humility, integrity; listening, 

learning, sharing, teaching” (p. 653).  

 

The importance of being listened to and listening contributes to how leaders are 

perceived and developed into good team players; this results in improved 

performance according to the “New Science of Building Great Teams” (Pentland, 

Nesheva, & Hayling Price, 2012), a research study showing that listening is integral 

to the value of attunement. The Chinese character for the verb “to listen” has included 

four distinct elements: ear, eyes, undivided attention, and heart (MacLeod, 2016). 

These elements in the Chinese verb are consistent to the value of attunement. 

Apparently, much of what is now being learned is also a validation of some fairly 

basic, time-tested wisdom (MacLeod, 2016). The optimal level of employee voice is 

where organizations can best maximize their profits given the cost of enabling and 

facilitating voice (Lam & Sheth, 2016).  

 

Respected 

Another aspect that employees can attest to, and will probably need, is an implicit 

understanding from leaders that they respect employees in a personal and professional 

sense. In Defining Respectful Leadership, Quaquebeke and Eckloff (2010) asserted 
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that “[a] person who respects another person perceives a reason in the other person 

that justifies this respect in itself” (p. 314). Coming from the physician leader, there is 

a reason why fellow physicians will respect the leader either through his or her status 

as a leader, skillset, or knowledge, among a multitude of things leaders are faced 

with.   

 

There is strong support that the amount of time employees spend working in 

physically isolated contexts has implications for both their perceived respect and their 

organizational identification (Bartel, Wrzesniewski, & Wiesenfeld, 2012); this 

requires that attuned leaders understand that their presence is needed for employees to 

feel respected, either virtually or physically. 

 

Group life is inherently paradoxical. We argue that it is impossible to have a group 

without certain types of conflict and that the wish to have those conflicts “resolved” 

stems from an imperfect understanding of the meaning that conflict has in the life of 

the group (Smith & Berg, 1987). The attunement dimensions, based on the 2015 

engagement survey, completed voluntarily, speaks to the reduction of conflict through 

fairness, the ability to contribute to decisions, feeling listened to, feeling respected, 

and having clear direction, consistency, and a focus on quality. The balance of 

belonging to a group and remaining an individual is part of how the practice develops 

to become a successful team. 
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Given clear directions 

The ability to understand what is expected from someone is important—but only 

when one is given clear directions. Bass and Steidlmeier (1999) emphasized, 

“Direction from higher authority is also needed and it does not have to be arbitrary 

and without reason and explanation” (p. 25). Thomas, Schermerhorn Jr., and Dienhart 

(2004) advance this notion further: “Executives have great power to shift the ethics 

mindfulness of organizational members in positive as well as negative directions” (p. 

56), reinforcing the need for leaders to give clear positive direction. The attuned 

leader who has content knowledge and the ability to understand the needs of 

followers should be able to articulate clearly the direction of his or her team or 

organization. 

 

Consistency in actions 

When employees can predict, and see the same actions to a situation or the ability of 

the leader to do what he or she says, employees tend to trust that they are doing what 

is best for the organization. Treviño and Nelson (2010) said, “The essential question 

is whether consistency exists between what the organization says and what it actually 

measures, rewards, and punishes” (p. 175). This provides guidance to the individuals 

within the practice or organization about what is expected to happen when one 

performs a certain behavior. If there is inconsistency in how one employee is treated 

over others, the inconsistency creates instability in how the organization’s personnel 

act in the environment. The questions surrounding consistency in action 
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are “conditions of trust” representing demonstrated aspects of mangers’ behaviors 

such as openness, fairness, loyalty, consistency, and honesty (Butler, 1991). The 

attuned leader needs to develop consistency in his or her actions and be consistent 

with what he or she articulated was going to happen.  

 

Focus on quality 

In strategy, and business overall, a goal is set and focus is placed on a certain target; it 

is clearly defined that this target is aspired toward. Those in leadership care about 

quality and develop guidelines to achieve it. Continuous improvements in the delivery 

of care are very important in healthcare. Healthcare’s goal, at the elemental level, is 

for the betterment of patients. This is the link and driver for clinical quality 

performance for the practice. Having the ability to attune to the needs of the 

organization and having “commonality of values across the team continuum would 

appear to represent a key building block for organizational success” (Longenecker, 

2013, p. 433). The leader’s ability responds to the needs of the organization, in this 

instance focusing on quality, and has a common value that can positively affect 

clinical outcomes. When the physician leader is focused on quality and attuned to 

developing guidelines or best practices, this can improve the clinical care that the 

practice delivers. 

 

The leader’s attunement to multiple aspects of healthcare and financial goals by 

implementing best practices or guidelines is essential, but attunement in the context 
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of leader behavior influences improvement in how the team works together, 

understanding how to lead physicians, and making them part of the decision-making 

process, trusting the process, and focusing on quality. These are essential toward 

improving behavior that each of these practices aims to achieve. 

 

Attuned to society 

Healthcare and medicine have been good at sharing ideas and best practices to 

improve the quality of care. The context of attunement for society will revolve around 

caring about society and being attuned to societal needs. It is worth remembering that 

corporations remain remarkably attuned to public perceptions of their images and 

reputation (Frederick, 2006), hence the need for the leader to be attuned to societal 

perceptions. 

 

Laszlo et al. (2012) explained, “Many believe that profit opportunities are 

paradoxically most likely to be realized by business leaders who are authentically 

motivated to contribute to a flourishing world rather than only in achieving 

competitive advantage for their own organizations” (p. 39). Laszlo et al. (2012) 

further explained, “Emerging insights from the new sciences such as quantum 

mechanics and evolutionary biology suggest that the fabric of the physical universe is 

an interconnected field rather than particles separated by empty space” (p. 39). This 

fundamental idea about the interconnectivity of all aspects of the natural world 
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reasserts that being attuned to society, which is composed of individuals, results in 

sustainable and flourishing organizations. 

 

Expressions and Perceptions of Attunement 

Attunement can be observed in multiple aspects of how the leaders interact with their 

employees. There has been a trend toward positive leadership, and many articles talk 

about how leaders can bring more out of employees. This research explores 

attunement as observed in both positive or other ways. I looked at attunement 

observed in a positive, negative, or any other manner. 

 

Leaders who understand how attunement is perceived or expressed will be more 

attuned. People attend to and learn more about events that match their emotional state 

if they somehow reinstate during recall the original emotion they experienced during 

learning (Bower, 1981). Bower wrote about the associative network of memory and 

emotion and how memories are retrieved when a person experiences them in a certain 

state of mind. 

Positivity 

Losada and Heaphy (2004) focused on positivity and its effects on employee 

outcomes. Their research reinforces that positivity improves results and that there is 

an ideal ratio when these are delivered. Leaders who are rated by their subordinates as 

engaging in behaviors that signal empathic emotion are perceived as better 
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performers (Sadri, Weber, & Gentry, 2011). Relationships with resonant leaders are 

characterized by mutual positive emotions (Boyatzis et al., 2012). 

 

Indifference or neglect 

Common knowledge states laissez-faire management is the least effective way of 

management. In the context of attunement, this means the leader may not be aware 

the he or she is communicating at all with colleagues and subordinates. Swanson 

would call this “value neglect” based on the myopia executives may have for a 

situation (Swanson, 1999). Leaders who demonstrate laissez-faire management styles 

or characteristics do not exhibit initiative and just do what they can do accomplish the 

next step (Wissema, van der Pol, & Messer, 1980).  

 

Negativity 

Negativity may not be the ideal expression or response to attunement, but it is more 

effective than indifference. Managers can express caring in a negative light and still 

get results. Losada and Heaphy (2004) investigated this and concluded that results 

were better when there was positivity in the conversation.  

 

There are differences in how individuals perceive positivity and negativity. When a 

task-oriented individual works with a relationship-based person, the task-oriented 

person may think the relationship-based person is wasting time. When a relationship-
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based person works with a task-oriented person, the relationship-based individual 

may think that the task-oriented individual is too abrupt. 

 

Organizations have different ways of addressing conflict and have conflict cultures 

that are either collaborative, dominating, or avoiding (Gelfand, Keller, Leslie, & de 

Dreu, 2012), which means that conflict may be seen as a negative expression of 

attunement. Negativity and fear extend to other organizational behaviors and 

outcomes (Kish-Gephart, Detert, Treviño, & Edmondson, 2009). Attuned leaders 

should be able to understand the use of positivity, indifference, and negative 

perceptions of attunement to influence organizational outcomes. 

 

The Attuned Leaders and Outcomes 

Investigating the link between the attuned leader and his or her effect on quality and 

financial outcomes are the key objectives of this research. The engagement survey 

used to develop the attunement scores had a few questions, and specifically two 

questions, that link attunement to the leader’s commitment to quality and giving clear 

goals to quality improvement. The primary role of a physician executive is to help 

physicians understand a new way of thinking about patient care (Shannon, 2007). 

These leaders face the same issues on a day-to-day basis, just as any leader in any 

other organization. The goals still revolve around the service that they provide in 

terms of quality and ensuring the financial sustainability of their organization.  
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Attuned leaders affect employee job satisfaction by giving the employee the ability to 

succeed through the various discussion points mentioned above. Job satisfaction 

results from the perception that one’s job fulfills or allows the fulfillment of one’s 

important job values to the degree that those values are congruent with one’s needs 

(Locke, 1976). 

 

The Attuned Leader in the Healthcare Setting 

The fundamental function of a healthcare professional is caring for patients. In order 

to care, the physician or clinical provider needs to be attuned to the needs of the 

patients. This dissertation is considering the effects of attunement and attuned leaders, 

as measured from the employee engagement survey, and their effect on clinical and 

financial outcomes. The study will consider physician practices in multiple hospitals 

across multiple states concerning high-risk pre-term neonates in neonatal intensive 

care units (NICUs). Figure 2. Attuned Leaders and Attunement’s Influence on 

Outcomes) illustrates the potential effects of attuned leaders on the goals of the 

organization. The quantitative portion of this research study will aim to determine if 

these underlying values of attunement will have influence on the quality of care 

physicians deliver in neonatal intensive care units and the financial impact of these 

practices. 

 

In Crossing the Quality Chasm, Richardson et al. (2001) stated that there are four key 

aspects that explain quality problems: “the growing complexity of science and 
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technology, the increase in chronic conditions, a poorly organized delivery system, 

and the constraints on exploiting the revolution in information technology” (p. 25). 

This research will not address these key aspects but the list is relevant to the 

improvement of the quality of care delivered. The list’s relevance revolves around the 

physician leader and physician’s attunement to implement best medical practices. 

Attunement, in the context of this study, is a result of the attuned leader’s ability to 

create a working environment that make the employees feel they are involved in the 

decisions and that they feel listened to, are respected, are given clear directions, are 

able to find consistency in the actions of the leaders, and are focused on quality. 

 

Human behavior and organizational behavior is very complex. Healthcare is also very 

complex, and because we do not know everything there is to know about the human 

body and behavior, we do not know if we are ultimately doing everything correctly. 

We do have best practices that our physicians can point to and research, giving us 

resources to utilize in order to ensure we deliver quality care. Healthcare and 

medicine are evolving and each iteration may be better than the last. The difficult part 

of this research is to prove if the attuned leader influences clinical quality and 

financial outcomes. Correlation is, after all, not causation.  

 

The setting for most of this research is in high acuity neonatal intensive care units in 

which the physicians (neonatologists), nurse practitioners, registered nurses, and other 

resources are already attuned to the high level of caring needed for these neonates. It 
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will be assumed that the environment these babies are in is already conducive to the 

survival of these individual neonates. 

 

There are multiple factors that affect the neonatal intensive care units. These factors 

include complementary services to ensure a specific subspecialty is available when 

the neonates need care, when the mother had prenatal and perinatal care if there are 

associated co-morbid conditions, and the ability to transport neonates to a higher level 

of NICU care so they can get the heightened clinical care that they need. In writing 

this research, I found very minute differences amongst the practices, clinical 

outcomes, and financial outcomes. We are able to measure minute differences 

between the leaders within each of these practices and quality metrics where they lead 

the clinicians. 

 

Improvements in quality within each of these hospitals and practices where attuned 

leaders and their physicians care to implement multifaceted quality improvement 

programs that incorporate organizational change theory and technology application 

are driven by the physician leader, physicians, and other staff members who care to 

make changes. First, useful change tends to be associated with a multistep process 

that creates power and motivation sufficient to overwhelm all the sources of inertia 

(Ellsbury et al., 2016). The attuned leader needs to be sensitive to these quality 

programs and how to implement them in his or her neonatal intensive care unit. 

Second, this process is never employed effectively unless it is driven by high-quality 
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leadership, not just excellent management—an important distinction that will come 

up repeatedly as we talk about instituting significant organizational change (Kotter, 

1996). If the activities create the mutual understanding, respect, and caring associated 

with trust, then you are on the right road (Kotter, 1996). The leadership that Kotter 

talks about is demonstrated by leaders who have content knowledge and are able to 

influence outcomes effectively because they are in tune with the needs of their 

organization. Fundamentally, the leader needs to be attuned to the quality needs in the 

environment. 

 

 

Adapted from Ellsbury et al., 2016. 

 Figure 3. Driver Diagram of the 100,000 Babies Campaign, Identifying the 

Aims, Outcomes, Key Drivers, and Process Changes Targeted in the Program 
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Any healthcare environment, like other organizations, should have targets and 

goals that support the company’s core purpose. In the neonatal intensive care 

unit, that goal should be continuous improvement to “facilitate a culture of 

improvement and to provide peer support” (Ellsbury et al., 2016, p. e3). In a 

qualitative research study conducted in an intensive care unit, senior physician 

leaders demonstrated that “effective team leadership is essential for ensuring 

team performance and patient safety” (Reader, Flin, & Cuthbertson, 2011, p. 

16).  

Adapted from Ellsbury et al., 2016. 

 Figure 3. Driver Diagram of the 100,000 Babies Campaign, Identifying the Aims, 

Outcomes, Key Drivers, and Process Changes Targeted in the Programclearly 

reinforces that a consistent methodology and culture of improvement will move the 

needle in improving the quality of care that these practices provide. The physicians in 

these practices came from different training programs and may have different ways of 

treating patients. There are best practices based on experience and research that they 

can reference to improve care; the physician leader is attuned to their needs and cares 

about their thoughts on how to improve care to develop a consensus within the 

practice in their quality initiatives. An example of that quality initiative was the 

recently published article by Ellsbury et al. (2016) and the use of different processes 

to improve the care of patients. 

 

Summary 

The attuned leader can be viewed in multiple facets and dimensions. The literature 

review above is intended to help readers and scholar-practitioners understand the 

framework where the attuned leader resides in the scholarly work completed by 

experts in the field of leadership. That attunement is a fundamental behavior that the 
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attuned leader exhibits and, if applied and observed accordingly by the leader, can 

inform him or her of what the organization needs to improve any outcome that it may 

need to advance. 

 

By concisely separating out and explaining the characteristics of attunement; 

outlining the factors that constitute attunement, attunement’s relationship to caring 

leadership, attunement’s relationship to strategy, and attunement’s relationship to 

employee engagement; and explaining the framework it resides in, how attunement is 

expressed, its relationship to outcomes, and how it is applied in the healthcare setting, 

I hope to build the underlying rationale to support the importance of becoming an 

attuned leader. 

 

Hypothesis 

This research was developed to look at how attuned leaders influence the 

organization’s clinical and financial goals. The hypotheses in the following 

paragraphs were chosen because of the reliable data that I can collect, with 

permission from the research site organization, with consistency across all of the 

physician practices in this research. 

 

Hypothesis 1a: Attuned leaders and mortality outcomes 

Attuned leaders will have a positive relationship with infant mortality rates. 

 



63 

 

Mortality is a well-defined marker of quality for the delivery of care at neonatal 

intensive care units and other healthcare settings. The main difference between 

mortality in the community and the adult population is that adult patients have a 

choice and the ability to follow directions or not. These patients are fully dependent 

on specialized neonatologists, neonatal nurse practitioners, and neonatal intensive 

care unit (NICU) nurses and support staff for their care, given authorization from the 

neonate’s family or sponsors. The care is delivered in a highly controlled 

environment. 

 

The hypothesis is around how attuned leaders develop teams, policies, procedures, 

and skills that support higher levels of care in neonatal intensive care units.  The 

research will use, with permission, data from the clinical data warehouse that reflect 

the number of patients who did not survive after being admitted to the neonatal 

intensive care unit (NICU) in 2015. 

 

There are confounding factors that result in higher or lower than normal mortality 

rates. I have identified the covariates to be the number of hospitals where the practice 

provides care, level of care, patient census, gestation age, major anomalies, birth 

weight, and average length of stay. These covariates represent unpredictable 

endogeneity in the test results. One may observe that neonates at 23 weeks old 

survive less often than 34-week-old babies with or without co-morbid conditions, but 

when they are transferred from a lower level of care (level II) neonatal intensive care 
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unit to a higher level of care (level IV), the mortality score at the level II neonatal 

intensive care unit could be zero mortality. These confounding factors are addressed 

during statistical analysis and will be explained in the methods sections of the 

research. 

 

This is a difficult hypothesis to prove because of the confounding factors mentioned 

above but will be addressed through statistical analysis. I wanted to ensure that most 

of the endogeneity issues are addressed and eliminate practices that did not have 

engagement scores. 

 

Hypothesis 1b: Attuned leaders and breastfeeding at discharge  

Attuned leaders will have a positive relationship with breastfeeding at discharge. 

 

Breast milk has been shown to be the preferred nourishment for infants. Increasing 

the use of breast milk should be an ongoing improvement project. Best demonstrated 

process efforts have been undertaken to share ways to increase the use of breast milk, 

especially in very low birth-weight infants. The findings and recommendations of the 

Pediatrix Medical Group multi-neonatal unit effort (Ellsbury et al., 2016) show that 

breast milk is best for neonates and infants. Nutrition either through breastfeeding or 

formula is a determinant in improving the survivability of a neonate as well as a 

contributing factor to improvements in quality of life. Breastfeeding or the use of 
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human milk during and after discharge is a big contributor to improvements in 

breastfeeding (Arthur I. Eidelman, 2012). 

 

The hypothesis is that leaders who are attuned to the needs of their patients should be 

able to influence improvement in the quality measure around breastfeeding at 

discharge, resulting in a larger number of babies who are discharged on breast milk. 

This is influenced by educating the parents and the socio-economic situation of 

patients and their families. 

 

The report utilized in this research will indicate the percentage of infants receiving 

breast milk at discharge. The report includes all neonates with no birth-weight 

restrictions. Patients who did not survive are excluded in how the quality outcome 

was measured. The report represents the percentage of infants that were receiving 

breast milk at discharge. 

 

Hypothesis 1c: Attuned leaders and antibiotic stewardship 

Attuned leaders will have a positive relationship with antibiotic stewardship. 

 

Stopping antibiotics when there is no proof of infection may contribute to the 

reduction of antibiotic-resistant infections and may also contribute to a decrease in the 

length of hospital stays. 
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The hypothesis is that physician leaders, or corporate medical directors, who are 

attuned to implementing policies and procedures will improve antibiotic stewardship. 

I have included this because of the nature of the increase in super bugs as a 

contributing factor in increased mortality if infections are not addressed properly. The 

result may not be indicative of the outcomes and also be pulled back because of the 

possibility of a patient from line sepsis, an infection caused that can result in 

mortality. 

 

Hypothesis 2a: Attuned leaders and cost per treatment 

Attuned leaders will have a positive relationship with average cost per treatment of 

the medical practices. 

 

This is always a difficult question to ask in this type of setting, as it places a certain 

dollar value on the quality of care being delivered and the monetary resources that 

will be spent to save the life of a relative. The nature of healthcare in the United 

States is that costs are escalating and our ability pay for care as a society may be at 

risk with the increase in complexity of care, increasing the cost of care. This portion 

of the research is included to impress upon the audience that high quality care may 

not be costly and can be improved when we have attuned leaders or physician 

executives. 
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Hypothesis 2b: Attuned leaders and practice growth 

Attuned leaders will have a positive relationship with medical practice economic 

growth. 

 

There is a lot of research indicating that mergers and acquisitions result in the loss of 

intrinsic value of the acquired organization or both organizations. I intended to 

understand if practice growth improves compared to budget.  

 

The nature of healthcare is that physicians apply what they think is best for the 

patients. While there are perhaps many variations in how care is delivered, the 

outcomes they aim for are the same. Likewise, how a patient reacts to care delivered 

by physicians or a procedure is dependent on a multitude of things, resulting in 

variability in the data. It may be interesting to see how close one practice’s results 

are, compared to the next, based on improvements in best practice sharing and 

research publications to further improve the quality of care delivered in the neonatal 

intensive care settings. 

 

The research is not a response to the crisis of our understanding of attunement, nor 

will it result in a revolutionary way of thinking in healthcare. Thought leaders have 

attributed leadership as a guiding light to improving an organization. The contribution 

of this research is in how the value of attunement, in multiple contexts, can result in 

how we can influence personnel—in this instance physicians, nurse practitioners ,and 
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other essential staff members—to improve the quality of care we deliver in these 

settings. 

 

I am also looking at this from a quantitative approach rather than a qualitative 

approach. The value of this research will be based on how attunement is able to move 

quantitative metrics in the leader’s environment to affect what he or she and the 

organization intend to achieve. The environment where these practices are (in the 

hospitals where they provide services) is a controlled environment in which we can 

set “standards” that are based on the clinical data warehouse and profit and loss 

statements. 

 

The environment and dataset also provide the identification of covariates that affect 

outcomes and my ability to include any measure that can affect the dependent 

variables (clinical and financial outcomes) being reviewed. The research method will 

further define what the covariates are and the triggers that generate positive outcomes 

because of a practice with an attuned leader.
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Chapter 3: Research Method 

Overview of Research Questions, Design and Procedures 

This chapter presents an overview of the methodology to explore the relationship 

between leadership attunement and clinical and financial outcomes in neonatal 

intensive care units. In the clinical outcomes space, the objective was to determine if 

the leader’s attunement had influence over clinical outcomes of mortality, 

breastfeeding at discharge, and antibiotic stewardship. For financial outcomes, I 

looked at how the leader’s attunement influenced the cost of services and practice 

growth. 

 

The research was initiated by the author and was not originated by the organization. It 

was conducted at a national medical group providing physician services focusing on 

neonatal intensive care units, located in 34 states and Puerto Rico. The organization, 

with the company’s permission, provided the data for this study drawn from their 

2015 employee engagement survey (leader attunement), clinical data (mortality, 

breastfeeding at discharge, and antibiotic stewardship), and financial outcomes (cost 

per treatment and practice growth). All data were collected at the medical 

site/practice level and de-identified to assure anonymity and confidentiality. The 

quantitative research design was chosen because it allowed for the assessment of the 

relationship between the independent and dependent variables (Creswell, 2008). The 

research design allowed me to look at how attunement (the independent variable) 
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influenced the dependent variables (clinical and financial outcomes). Findings were 

correlational in nature. Data were collected using cross-sectional surveys of specific 

neonatal critical care units. Thus, analyses were conducted at the site on the 

organizational level rather than the individual level. The relationships between 

attuned leaders and the outcome variables were examined after the effects of 

significant covariates had been removed. This extends knowledge about the attuned 

leader influence on organizational goals.  

 

Generally, the hypotheses expressed the expectation that medical practices with 

higher levels of leadership attunement would be more successful, both clinically and 

financially, than practices with lower levels of leadership attunement. The hypotheses 

predicted a positive relationship between the attuned leadership at each medical site 

from which data was collected and the indicators of organizational performance. 

Specifically, it was expected that sites with higher levels of leader attunement would 

have lower mortality rates, higher breastfeeding at discharge rates, and higher levels 

of antibiotic stewardship than sites with lower levels of leadership attunement. It was 

also expected that sites with higher levels of leadership attunement would have better 

cost per treatment and show better growth than sites with lower levels of leader 

attunement. Detailed hypotheses were as follows: 

 

• H1a: Attuned leaders will have a positive relationship with mortality rates.   
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• H1b: Attuned leaders will have a positive relationship with breastfeeding at 

discharge. 

• H1c: Attuned leaders will have a positive relationship with antibiotic stewardship. 

• H2a: Attuned leaders will have a positive relationship with average cost per 

treatment of the medical practices. 

• H2b: Attuned leaders will have a positive relationship with medical practice 

economic growth. 

 

Research Sample 

There were 55,468 patients in the study across 148 hospitals in 24 states and a total of 

sixty-three 63 practices. The breakdown of the sample size is discussed below. 

 

Level of analysis 

The unit of research was based on one neonatology practice, and the level of analysis 

used was at the practice level. One practice may oversee patients in one or multiple 

neonatal intensive care units (NICU). Each practice had one physician executive who 

oversaw the physicians who provided care for patients in the neonatal intensive care 

unit(s). 

 

To understand the level of analysis and research sample, it is necessary to discuss the 

organization’s structure. At the time of the study, the organization had approximately 
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12,000 employees in 489 departments, practices, or sites. Out of the 489, there were 

212 neonatal intensive care units. 

 

Development of Sample Size 

Employee engagement survey 

This research used a medical group’s 2015 employee engagement survey results to 

operationalize leader attunement. A total of over 6,277 respondents participated in the 

survey across 489 practices, departments, and offices. For the purposes of the study, I 

selected practices that had five or more survey respondents for a practice, department 

or site; practices with fewer than five respondents were not included in the study 

because they did not have an engagement score for each of the 14 questions. One 

hundred sixty-seven of the 489 practices and departments had fewer than five 

respondents and could not be included. Out of the 322 practices and departments with 

five or more respondents, there were 212 neonatal intensive care units.  

 

Neonatal intensive care unit sample size 

Clinical data warehouse 

The clinical database sample came from neonatal intensive care units managed by the 

organization. The group provides neonatal intensive care services for 20% of the 

newborns in the United States. These clinicians practice in diverse settings, from 

small community hospitals to large children’s hospitals (Ellsbury et al., 2016). 

Clinicians who provide direct care to infants in these neonatal intensive care units 



73 

 

(NICUs) generate data on a daily basis for the purposes of creating progress notes, 

medical billing, and other potential uses. Daily notes are stored in an electronic 

database along with administered medications and diagnoses. Data are extracted, de-

identified (in compliance with the Health Insurance Portability and Accountability 

Act of 1996), and consolidated into the Pediatrix BabySteps® Clinical Data 

Warehouse (CDW) (Trembath, 2013). 

 

Only practices using BabySteps® and having data in the Clinical Data Warehouse 

were included in the study. Using the BabySteps® quality metrics ensured the use of 

high quality reliable clinical outcomes data. This selection process decreased the 

number of practices included for this study. Out of the 212 neonatal intensive care 

units, only 189 practices used BabySteps®. 

 

Furthermore, I was only able to use data from 148 sites in 23 states for a total of 62 

practices. A total of 53 sites (36%) were in Texas, 13 (9%) were in Florida, and 11 

(7%) in Tennessee. The other 21 states with sites had eight sites or fewer. The table 

below (Table 1. NICU Site Locations) displays the complete geographic locations for 

study sites ranked in order by frequency. Hence, the sample used in this study was 

based on these 62 practices. 
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Table 1. NICU Site Locations 

 

 

State 

Number of 

Sites 

Percentage of 

Sample 

Texas 53 35.81% 

Florida 13 8.78% 

Tennessee 11 7.43% 

Washington 8 5.41% 

Nevada 7 4.73% 

Oklahoma 7 4.73% 

Colorado 6 4.05% 

California 5 3.38% 

Georgia 5 3.38% 

South Carolina 5 3.38% 

Maryland 4 2.70% 

Arizona 3 2.03% 

Idaho 3 2.03% 

Missouri 3 2.03% 

Ohio 3 2.03% 

Arkansas 2 1.35% 

New Jersey 2 1.35% 

Pennsylvania 2 1.35% 

Virginia 2 1.35% 

Kansas 1 0.68% 

Kentucky 1 0.68% 

New Mexico 1 0.68% 

North Carolina 1 0.68% 
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Employee sample size 

There were 936 survey respondents from 148 neonatal intensive care units that this 

research sampled. 

 

Patient population size per site and sample characteristics 

Sites varied greatly in the number of patients seen in 2015 (a one-year period) from 

which data was collected. There was a total of 55,468 patients in these neonatal 

intensive care units. The mean number of cases per practice group was 894 (range 31-

3704; SD = 714.4).  The total site caseload included both infants born at the facility 

and those transferred in because of the need for advanced care. 

 

Research setting 

The setting for the research was in hospitals across 23 states and 148 neonatal 

intensive care units. The neonatal intensive care units were sites for premature babies 

and newborns who needed neonatal critical care to survive and were delivered via 

normal vaginal delivery or cesarean section. The units were mainly staffed by 

neonatologists (pediatricians with additional training and fellowships in neonatology), 

registered nurses trained to take care of neonates, respiratory technicians with 

neonatal training, and other auxiliary staff. These sites were also occasionally staffed 

with neonatal nurse practitioners (physician extenders), especially in high volume 

neonatal critical care units. In 2004, there were a total of 880 NICUs across the 

United States, of which 120 were level II and 760 were level III by survey definition 
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by Vermont Oxford Network (VON) (Stark, 2004). The levels of care designation 

identify the degree of capability a patient in a neonatal intensive care unit can receive, 

from the lowest acuity of level I to highest acuity of level IV, where patients may 

receive complex procedures to sustain life. 

 

Other data considerations 

I removed results of consolidated departments, non-clinical departments, practices 

outside of neonatology, practices who do not use BabySteps®, pediatric surgery 

practices, pediatric cardiology, anesthesia, maternal-fetal-medicine, Hearing Screen, 

MedData, Surgical Directions, and pediatric intensive care units (PICU). The data 

were collected from the organization’s clinical data warehouse (CDW). 

 

Final sample size* 

As a summary, there were 55,468 patients in the study across 148 hospitals across 23 

states in a total of 62 practices. The final sample size was 62 (N=62) neonatal 

intensive care practices and physician executive leaders. 

 

Measurement of Employee Engagement Survey 

I selected 14 questions from the engagement survey that pointed to the leader or 

physician executive’s attunement. The nature of how the questions were asked 

directed toward the leader’s performance as measured by his or her employees’ 
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responses to the 2015 employee engagement survey. The survey response format 

ranged from one (1) to five (5). The table below ( 

 

Table 2. Selected Questions from the Engagement Survey) presents the questions that 

were included in the attunement measure. 

 

Table 2. Selected Questions from the Engagement Survey 

 

4) Assignments of working hours are made fairly. 

11) I get clear instructions from my supervisor. 

30) I have an opportunity to participate in decisions made by my supervisor that 

affect my work environment. 

31) My supervisor encourages my work group to work as a team. 

34) My supervisor is approachable. 

48) My supervisor regularly gives me feedback on my work performance. 

49) I feel free to express new ideas and work methods which I feel will help this 

organization. 

50) My supervisor lets employees know when they have done a good job. 

56) My supervisor treats me with respect. 

60) I am satisfied with the job performance of my supervisor. 

74) My supervisor’s actions are consistent with what he/she communicates. 

82) My supervisor supports employee suggestions that are meant to correct existing 

problems. 

83) My supervisor is committed to quality. 

85) I am given clear goals regarding quality improvement 
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The questions selected above should not be taken as the full definition of attunement, 

nor should they be misconstrued as the boundaries of attunement. The research was a 

retrospective look at the attuned leader using an existing dataset. If an organization or 

future researcher would like to review the attuned leader in the future, questions 

should be asked specific to what the leader should be attuned to. The above questions 

do show multiple facets of attunement, and through further analysis (factor analysis), 

I will try to identify fit and find components of attunement. 

 

Research Variables and Operationalization 

The independent variable studied in this research was leadership attunement that 

defines the attuned leader. The dependent variables were clinic outcomes measures 

(mortality rates, antibiotic stewardship, and breastfeeding at discharge) and financial 

measures (cost per treatment and practice growth). 

 

Independent variable 

The attuned leader 

The concept of attunement and the attuned leader, for the purposes of this research, 

was identified in the interactions between the physician leaders and their clinical 

physician staff members. As a definition, attunement is the art of scanning the 

environment and quickly deploying any action to capitalize on what is found 

(Goodman, 2011). 
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The 14 questions used to operationalize leader attunement ( 

 

Table 2. Selected Questions from the Engagement Survey) were used develop 

dimensions of the attuned leader. 

 

The survey results were aggregated to show responses for each practice with five or 

more responses – practices with fewer than five responses did not receive employee 

engagement scores for the individual questions and were therefore not included in the 

study. Individual responses were averaged within sites producing an attunement score 

for each practice. I wanted to determine if there were components within the 14 

questions and conducted a factor analysis. With over 50% of employees responding 

to the engagement survey, the dataset offered reliable data to use as an independent 

variable. To further support the validity of the dataset with similar types of 

professionals, in a research project conducted by the American Academy of Pediatrics 

Research, the number of response rates did not influence response bias in a survey of 

pediatricians and did not show correlation between the survey response rate and the 

amount of response bias (p = .21) in 50 surveys (Cull, 2005).  

 

The 14 items from the engagement survey mentioned above can reasonably be 

expected to influence the dependent variables of this research. Linear regressions 

were conducted between all dependent variables while taking into account the seven 



80 

 

identified covariates. Variables may show correlations with any dependent variable 

when covariates are included in the primary analyses. 

 

Employee engagement, the type of survey used in this research, has shown a strong 

correlation with employees’ commitment to their organization and should inform me 

if the leaders studied showed attunement (Mirvis, 2012). Employee engagement 

showed generalizability across companies in its correlation with customer 

satisfaction—loyalty, profitability, productivity, employee turnover, and safety 

outcomes (Harter, 2002). In a study by Gruman and Saks (2011), achieving the distal 

outcome of enhanced performance through the performance management process 

may be best achieved by targeting the more proximal outcome of employee 

engagement. This finding shows how important domain knowledge is for a leader, 

and attunement may be the center of that space; the use of the employee engagement 

survey questions pointed to quality, teamwork, and other questions that pointed to 

potential components of the attuned leader.  

 

The survey questions utilized in this research were validated and administered by a 

third-party vendor. The vendor’s validation approach stems from the work of Messick 

(1995) on validity as a unified concept focused on the meaning of scores produced by 

an instrument—not just validity as a property of an instrument itself (Sweet 16 Survey 

Design, 2014). Statistical methodologies were used to gather results in support of the 

survey instrument (Messick, 1995). 
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Factor analysis 

An exploratory factor analysis was conducted to help clarify the nature of attunement 

as operationalized in this study. The data from the 14 items representing attunement 

from the neonatology practices (N = 62) were analyzed via a principal components 

analysis to see if there were relatively independent factors within the items measure. 

Table 3. Factors Analysis and Principal Components for Attunement Score) displays 

the factor loadings produced by this procedure. The test suggests three factors 

accounting for a total of 82.67% of the variance in the scores. 

The principal components and factor analysis component is a way of identifying 

patterns in data and expressing the data in such a way as to highlight similarities and 

differences. Since patterns in data can be hard to find in data of high dimension, 

where the luxury of graphical representation is not available, principal component 

analysis is a powerful tool for analyzing data (Smith, 2002). 

 

The results of the factor analysis show multiple components of attunement for this 

research, based on the 14 questions. The research is limited to the questions asked. 

Table 3. Factors Analysis and Principal Components for Attunement Score) shows 

the results of the factor analysis that I conducted. 
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Table 3. Factors Analysis and Principal Components for Attunement Score 

 

  Component 

 1 2 3 

My supervisor is approachable 0.860 0.243 0.201 

My supervisor treats me with respect 0.835 0.374 0.176 

I am satisfied with the job performance of 

my supervisor 0.821 0.381 0.222 

My supervisor’s actions are consistent with 

what he/she communicates 0.814 0.308 0.206 

I get clear instructions from my supervisor 0.668 0.473 0.358 

My supervisor is committed to quality 0.627 0.573 0.201 

My supervisor encourages my work group 

to work as a team 0.591 0.572 0.241 

I am given clear goals regarding quality 

improvement 0.321 0.822 0.138 

My supervisor regularly gives me feedback 

on my work performance 0.375 0.781 0.251 

My supervisor lets employees know when 

they have done a good job 0.569 0.721 0.216 

My supervisor supports employee 

suggestions that are meant to correct 

existing problems 0.539 0.623 0.413 

I have an opportunity to participate in 

decisions made by my supervisor that affect 

my work environment 0.399 0.617 0.518 

Assignments of working hours are made 

fairly 0.219 0.153 0.914 

I feel free to express new ideas and work 

methods which I feel will help this 

organization 0.228 0.613 0.643 

Eigenvalue 9.832 1.055 0.466 

Total Variance 70.228 7.533 4.916 
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The above factor analysis (Table 3. Factors Analysis and Principal Components for 

Attunement Score) demonstrates how the attunement scores were separated into three 

components. This approach identified three underlying components of attunement 

(from the 14 questions), and these were used as the three independent variables for 

this research. The rotated component matrix (Table 23. Survey Question 

(Attunement) Rotated Component Matrixa) displays the three components, and the 

scree plot (Figure 18. Survey Question (Attunement) Scree Plot) shows the inflection 

point where components will not add to any other differentiating variance. The three 

components accounted for a cumulative 82.67% variance across the 14 questions. 

 

Approachability 

The first component was the approachability factor consisting of seven individual 

items. The questions reflected a component that demonstrated that the attunement 

measure, in this study, was supported by how “my supervisor is approachable,” “my 

supervisor treats me with respect,” “I am satisfied with the job performance of my 

supervisor,” “my supervisor’s actions are consistent with what he/she 

communicates,” “I get clear instructions from my supervisor,” “my supervisor is 

committed to quality,” and “my supervisor encourages my work group to work as a 

team.” This component contributed to 70.23% of the attunement measure described in 

this research. Leaders who demonstrate approachability also demonstrate effective 

communication skills, which are needed for strategic leadership (Abraham & Grant, 
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2008). The seven individual questions pointed to the leader’s approachability. 

Approachability and attunement go together because the leader needs to be attuned to 

verbal and non-verbal cues to build a relationship pathway (Cramer & Prentice-Dunn, 

2007). The large variation of this component showed the survey questions’ biases 

toward the leader’s approachability in the operationalization of attunement in this 

research. 

 

Feedback 

The second factor, feedback, consisted of five items focused on feedback: “I am given 

clear goals regarding quality improvement,” “my supervisor regularly gives me 

feedback on my work performance,” “my supervisor lets employees know when they 

have done a good job,” “my supervisor supports employee suggestions that are meant 

to correct existing problems,” and “I have an opportunity to participate in decisions 

made by my supervisor that affect my work environment.” The feedback component 

was 7.53% in this attunement measure and was tested individually against dependent 

variables. This component gauged how clinical outcomes demonstrated how the 

leader influenced outcomes. 

 

Assignments 

Finally, the third factor, assignments, consisted of two items: “Assignments of 

working hours are made fairly” and “I feel free to express new ideas and work 

methods which I feel will help this organization.” The assignment component was 
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4.92% in this attunement measure and was tested individually against dependent 

variables. 

 

Independent variable measurement reliability testing 

Reliability analyses were conducted on all three of the attunement variables. All three 

displayed very good internal consistency. The analysis on the approachability 

variable, consisting of seven items, produced a Cronbach’s alpha of .95. The alpha for 

the feedback variable, consisting of five items, was .94. Finally, the alpha for the 

assignment variable was .77. 

 

Independent statistics summary and reporting 

As a summary, factor one revolved around approachability, respect, and actions 

consistent with communication attributed and accounted for 70.23% of the variance. 

Factor two revolved around feedback and accounted for 7.53% of the variance.  

Factor three revolved around assignments and accounted for 4.92% of the variance. 

The components that summarized attunement are illustrated in Table 3. Factors 

Analysis and Principal Components for Attunement Score). I’ve highlighted how 

each of the questions loads on a specific factor. 

 



86 

 

Dependent variables 

The dependent variables in this research were reviewed according to quality and 

financial outcomes. These were selected for my interest in the selected quality 

outcomes and financial outcomes. 

 

Quality outcomes 

I identified neonatology practices that used BabySteps® in the hospitals they serve. 

Data reliability is an essential part of research, and the clinical data warehouse 

(CDW) is a source of data for medical research within the practice of neonatology. 

The consistency of its development and usage in neonatal intensive care units, where 

the medical practice serves, has been a staple for all the research that originates in the 

field of neonatology and pediatrics. The CDW is an important database for neonatal 

quality of care. A recent publication by the organization is titled, “A Multifaceted 

Approach to Improving Outcomes in the NICU: The Pediatrix 100,000 Babies 

Campaign” and was written by Ellsbury et al. (2016). 

 

Mortality 

In this study, mortality was the measure of the number of patients who do not survive 

during treatment in the neonatal intensive care unit (NICU). The measure was 

influenced by multiple covariates.  
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Identifying endogeneity and confounding effects of the above factors was essential to 

make sure that mortality bias was factored in the research 

 

Mortality has a lot of variability that will result in endogeneity issues in the research 

calculation. I identified multiple causes where mortality is increased or decreased 

based on these covariates. There was a standardized mortality ratio (SMR) calculation 

per hospital, which was a standardized calculation but eliminated most of the 

hospitals and decreased the number of hospitals in the study (van den Bosch, 

Spreeuwenberg, & Wagner, 2012), hence calculating an average mortality rate in the 

most straightforward approach for the purposes of this research.  

 

There were seven covariates identified that may contribute to and influence mortality 

rates. The seven covariates are reviewed in a subsequent section of the research. Each 

practice had one average mortality score. The covariates were taken into account in 

the first step of the two-step regression analysis. 

 

Breastfeeding at discharge 

This was a measure of the number of neonates and patients transferred to another unit 

who received breast milk at discharge.  

 

The American Academy of Pediatrics (AAP) policy statement reinforced the 

conclusion that breastfeeding and the use of human milk confer unique nutritional and 
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non-nutritional benefits to the infant and the mother and, in turn, optimize infant, 

child, and adult health as well as child growth and development (Eidelman, 2012). 

Breastfeeding contributes to a world that is healthier, better educated, more equitable, 

and more environmentally sustainable (Rollins et al., 2016). 

 

Studies have shown that breastfeeding is best for babies, but some factors that 

decrease use of breast milk surface especially in lower socio-economic populations, 

such as the inability of parents to produce milk, etc. Clinically significant 

sociodemographic and cultural differences were evident in breastfeeding at discharge 

scores. For example, among low-income mothers, the breastfeeding initiation rate 

was 67.5%, whereas it was 84.6% in higher income households (Gartner, 2005). This 

indicator has continuously been part of the quality presentations, with significant 

growth and improvement in the premature infant and better probability of 

successfully graduating from the neonatal intensive care unit. There are multiple 

documented short- and long-term medical and neurodevelopmental advantages of 

breastfeeding (Gartner, 2005). Breastfeeding results in improved infant and maternal 

health outcomes in both the industrialized and developing world (Eidelman, 2012). 

 

For practices with multiple sites, I developed a combined measure that showed 

average breastfeeding at discharge rate. Covariates were factored in during the two-

step regression analysis. 
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Antibiotic stewardship 

Antibiotic stewardship included a measure of the number of patients receiving 

antibiotics with negative culture and proportion treated for more than three days. 

Antibiotic usage was on the rise, with superbugs coming about due to resistance to 

antibiotics, and there have been efforts to decrease antibiotic use and improve 

mindfulness in the use of antibiotics. Antibiotic stewardship has important 

ramifications for public health and disease prevention (Ellsbury et al., 2016).  

 

I developed a combined measure that showed average antibiotic stewardship rate per 

practice. Covariates were factored in during two-step regression analysis. 

 

Financial outcomes 

The medical practice was a publicly traded organization with confidential financial 

information. The results on this part of the research were masked using z-scores to 

ensure confidentiality. 

 

The research looked at cost per treatment as calculated as total physician costs 

compared to the number of patients and patient days per day. A z-score was applied to 

maintain confidentiality as requested and required by the organization for this 

research. A z-score, also known as standard score, indicates the number of standard 

deviations below or above the population mean (“Z-Score: Definition, Formula and 

Calculation,” 2017). It was calculated using the formula  

z = (X - μ) / σ 
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where z is the z-score, X is the value of the element, μ is the population mean, and σ is 

the standard deviation. 

 

Cost-per-treatment (z-score) 

I utilized the organization’s operational summary to develop a cost-per-treatment z-

score measure considering the number of sites/hospitals, average daily census, and 

total admissions. The formula took into account total cost per treatment in the 

neonatal intensive care units and newborn nursery that were included the financial 

summary and clinical data warehouse. The formula was total labor cost divided by the 

number of neonatal intensive care admissions multiplied by each patient’s length of 

stay (this calculation will not be available publicly): 

𝑆𝑎𝑙𝑎𝑟𝑦 𝐶𝑃𝑇 =
𝑇𝑜𝑡𝑎𝑙 𝐿𝑎𝑏𝑜𝑟 𝐶𝑜𝑠𝑡

(𝑁𝐼a𝑥𝑁𝐼𝐴) + (𝑁𝐵a𝑥𝑁𝐵A)
 

NI = neonatal intensive care unit, a = admits, A = average length of stay and NB = 

newborn nursery. 

 

I then used a statistical measure of the score (salary cost per treatment per day) in 

relation to the mean in a group of scores (cost per treatment) or a z-score. The z-score 

will be the only number reported in the research/dissertation due to the sensitivity of 

information:  

z = (X – μ) / σ 
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Z (lowercase) is the score, X is the cost per treatment, μ is the practice mean, and σ is 

the standard deviation for all practices measured in the study. These scores are the 

ones reported in this research study to mask sensitive information. 

 

Growth (z-score) 

I utilized the organization’s operational summary to gather growth z-score numbers 

for each of the practice. The growth calculation was developed using the practice’s 

operational summary by comparing prior year volumes compared to full year 2015 

volumes, using the percentage growth or decline as a measure. The growth 

calculation was then converted to z-scores to keep this information masked. Only z-

scores will be reported in the research/dissertation: 

z = (X – μ) / σ 

Z (lowercase) is the score, X is growth number, μ is the practice mean, and σ is the 

standard deviation for all practices measured in the study. 

 

Covariates 

There were multiple covariates that needed to be accounted for in this research, 

resulting in increased complexity and potential endogeneity affecting the regression 

testing. Individual covariates that could contribute to and/or affect results of the 

research were outlined. I identified seven covariates that could potentially influence 

the dependent variables: number of hospitals, level of care, patient census, gestation 
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age, birth weight, major anomalies, and length of stay. The following sections explain 

why they are a relevant part of the analysis. 

 

Number of hospitals 

Some of the practices in this research oversaw one or more hospitals and had multiple 

clinical outcomes reports for each of hospitals they managed. It could be that the 

hospitals were designated levels II, III, or IV and the outcomes varied according to 

each of the hospitals. This could also mean that a hospital that is designated level II 

may transfer patients to hospitals that are designated with higher acuity care (level III 

and above) if the patients require higher-level care. Each practice, however, received 

one profit and loss statement, thus having confounding effects on how the patient care 

costs were affected when a practice has one neonatal intensive care unit or more. This 

was calculated as a weighted average (using patient census) per practice for the 

purposes of this research. 

 

Levels of care 

There are different levels of care that each neonatal intensive care unit (NICU) 

follows based on the hospital’s certification. Without going into too much detail 

about the levels of care, the levels of care are classified according to the Vermont 

Oxford Network (VON), a non-profit voluntary collaboration of healthcare 

professionals. The levels consist of basic care (level I), specialty care (level II), and 

subspecialty intensive care (level III). Subspecialty care was divided further into four 
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categories (IIIA–IIID), based on whether the use of mechanical ventilation was 

restricted and based on the availability of major surgery, cardiovascular surgery, or 

extracorporeal membrane oxygenation (ECMO) (Stark, 2004). Some other NICUs 

designate themselves as level IV. 

 

Each of the NICUs in this study were classified as level II or level III, with the 

increased level indicating the higher risk the patients will be in in those units. This 

means that mortality may have been higher at sites designated as level III and above. 

A total of 880 NICUs were identified, of which 120 were level II and 760 were level 

III by survey definition.  

 

The practice’s level of care designation was calculated as a weighted average per 

practice for the purposes of this research. 

 

Patient census 

The size of a neonatal intensive care unit varied across all the hospitals that the 

medical practice oversaw. There were units with an average daily census of one to 

those that had close to a 100-plus. I have had conversations with physicians who 

observe that smaller-size NICUs may yield better mortality outcomes but cannot 

point to an actual study that supports that notion. In smaller-size NICUs, the number 

of patients exposed to antibiotic use over 72-hour post-negative cultures is 

supposedly higher, and breastfeeding at discharge for smaller units was lower than at 
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larger clinics. These can be tested using my current dataset to get an understanding of 

their effect based on the size of the unit. 

 

An observation was made by a neonatologist who believed smaller units had a higher 

percentage of NICU patients receiving antibiotics post 72-hour negative culture. 

There are multiple reasons behind this, namely physician preference and resource 

constraints that may result in slower response times, etc., amongst many others 

factors, but these were not a focus of this study. 

 

The organization did not cover all the hospitals in a specific community. Transports 

(patients being moved to higher acuity hospitals) can cause a shift in mortality rates. 

Individual hospitals also do not fully control the types of deliveries they receive 

although these hospitals do serve communities. Patient census was calculated as a 

sum of all of the admitted patients to the neonatal intensive care unit per practice. 

 

Gestation age 

The neonates who ended up in these neonatal intensive care units ranged from <24 

weeks up to 38 weeks or older. There is a wide gap in mortality when neonates are 

delivered earlier in their gestation age versus when they are born later in the 

pregnancy cycle. Mortality and morbidity are highest in infants of the lowest birth 

weights and gestational ages (Stark, 2004). Table 5. Mortality Rates per Gestation 
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Age) shows the sample from the dataset used for this research and clearly shows that 

the earlier the infant was delivered, the less likely they were to survive. 

 

Gestation age was calculated at a weighted average per neonatal intensive care unit 

that the practice provided services for. 

 

Birth weight 

Neonates in the neonatal intensive care units ranged in weight from <500 grams 

to over 2,500 grams. The lighter the neonates, the higher risk they had for 

mortality, as disorders relating to short gestation and low birth weight continue 

to contribute significantly to infant deaths in the United States (Fanaroff, 2007). 

In  

Table 6. Mortality Rates per Birth Weight), the sample from this research shows that 

mortality rates were higher when the neonates weighed less than 500 grams. 

 

Gestation age was calculated at a weighted average per neonatal intensive care unit 

that practice provided services for. 

 

Major anomalies 

Another covariate that affecting mortality rates in the neonatal intensive care unit 

patients was a major anomaly (or anomalies) present when the neonates were 

born.  Congenital anomalies are the leading cause of infant mortality among US 

whites and the third leading cause among US blacks (Li et al., 1996). 
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This was calculated as a sum of all the anomalies observed in all of the neonatal 

intensive care units that the practice provided patient care for. 

 

Length of stay 

Another covariate was the length of stays in neonatal intensive care units. One 

example was breastfeeding at discharge: There was a decrease in percentage of 

mothers who can effectively breastfeed their infants due to their inability to produce 

breast milk after a period of time when they are not breastfeeding. I tested the 

percentage of mothers discharged from the NICU who were breastfeeding their 

infants. 

 

Average length of stay was used based on practice information. 

Data Analysis 

Initial analyses of the data were designed to display descriptive statistics and display 

covariates. The primary tests of hypotheses were accomplished through multiple 

regression procedures and analysis of variance. I included all of the seven covariates 

against the dependent variables on clinical and financial outcomes in a step-wise 

regression analysis. 

 

Tests of hypotheses 

Primary tests of hypotheses were accomplished through a hierarchical step-wise 

regression procedure. For all five hypotheses, all covariates were entered on the first 
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step of the regression, while the independent variable being tested was entered on the 

second step. The tests of the hypotheses were represented by the change in R2 from 

the initial step to the second step. Part of the data collection completed for this 

research, the validated employee survey (Sweet 16 Survey Design, 2014), was for the 

development of the independent variable. Creswell’s (2008) recommendations were 

followed for the analysis and interpretation of data in this research with a few 

additional variations due to the complexity of the research data utilized and the 

subject matter; the presentation of the data and analysis, however, were guided by 

Creswell’s methods. 

 

Independent variable and its components 

I conducted a factor analysis of the 14 questions utilized from the results of 62 

practices’ 2015 engagement survey results. This was to classify all the tests in a 

battery in terms of relatively few underlying (or latent) dimensions or factors (Gray, 

2012). I was able to determine three dimensions or components from the factor 

analysis, creating three identifiable components that had internal fit. These 

components comprised the independent variables of this research. 

 

Dependent variables 

The five dependent variables were selected based on my interest in them and because 

they are key markers for clinical quality and financial outcomes in healthcare and the 

field of medicine in the neonatal intensive care unit. Stratification was used to fix the 
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level of these variables to ensure that the dependent variables did not vary across the 

practices (Pourhoseingholi, Baghestani, & Vahedi, 2012). 

 

Confounding variables 

There was a lot more consideration in the selection of confounding variables because 

of the amount of data needed to be collected and the relevance for each of the 

dependent variables. There was also stratification to fix the level of these 

confounding variables to ensure that the confounding variables did not vary across the 

practices and to create consistency across the confounding variables (Pourhoseingholi 

et al., 2012).  

 

In this research, where I am looking at multiple confounding variables, I needed to 

ensure that I had one summarized confounding number per practice so I could 

compare the confounding factors to each of the dependent variables. In this research, 

where the practice oversaw multiple hospitals (one practice could see from one to 

eight hospitals), the stratification developed was a weighted average number of 

hospitals per practice. The rest of the confounding factors were stratified in the 

following manner: a weighted average level of care was calculated for each practice, 

the sum of neonates admitted to the neonatal intensive care unit was used for patient 

census, a weighted average gestation age was developed for each practice, a weighted 

average birth weight was developed for each practice, the sum of all major anomalies 

was used as a confounding factor for each practice, and a weighted average length of 
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stay was used for length of stay. The above stratification of each confounding 

variable was conducted to ensure that data from all of the sites where the practice 

provide neonatal intensive care services were captured. 

 

The above confounding factors were used in this research because they were ones that 

could possibly affect each of the dependent variables in different ways. In the case of 

mortality, the number of hospitals, levels of care, patient census, gestation age of 

neonates, birth weight of neonates, major anomalies, and length of stay may have 

contributed to mortality in the hospitals where the neonatologists practiced. 

 

Descriptive statistics 

I included descriptive analysis from the sample of sixty-two (N=62) neonatal 

intensive care practices. The descriptive statistics included the means. Standard 

deviation, minimums, and maximums for each of the 15 variables were included 

in the research. I added a few statistical facts around some of the confounding 

variables and how they affect mortality for the purposes of establishing facts and 

how the confounding factors influenced a dependent variable. Table 5. Mortality 

Rates per Gestation Age) and  

Table 6. Mortality Rates per Birth Weight) were the two I included in this research. 

 

I also included an inter-correlation matrix against all 15 variables. This testing 

showed how each of the variables inter-related to other variables. I also looked at how 

individual questions correlated to the dependent variables. 
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Hypothesis testing procedure 

To eliminate or decrease confounding effects in this statistical analysis, I used various 

multivariate models to measure the effects of the independent variable on the 

dependent variables. A two-step regression was conducted. The first step of the 

regression was to introduce one of the dependent variables and test it using linear 

regression against the seven confounding variables. In step two of the test, the 

dependent variable was again tested with the confounding factors with the application 

of the independent variables, using the three components from the factor analysis I 

conducted. 

 

The results of the above test included the confounding variables, R square, and 

significance of F change for the first test between the dependent variable (mortality or 

one of the other four variables) and the seven confounding variables. The second step 

of the linear regression resulted in the test of the confounding and independent 

variables, R-squared of the independent variable, the change in R-square, and the 

significance of the F change. This result showed if the introduction of each 

attunement component revealed change in the R square and if it was a significant 

change. 

 

Thus, the test of the hypotheses was accomplished through the examination of the 

change in R2 from the first block to the second. Examination of the individual beta 

coefficients in the final equation provided insight into which variables, if any, 

accounted for a significant amount of variance in the dependent variable. 
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I also completed an analysis of variance (ANOVA) to test the confounding variables. 

The combination of statistical linear model and analysis of variance (ANOVA) to 

determine if the inclusion of independent variables affected outcome variables 

(dependent variables) after including or excluding variance for the quantitative 

covariates (confounding variables) helped determine if the independent variables 

influenced the dependent variable(s) (Pourhoseingholi et al., 2012). 
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Chapter 4: Results 
The purpose of the research is to understand the effects of attuned leaders and their 

influence on clinical and financial outcomes. The hypotheses that these results will 

answer are as follows: 

• H1a: Attuned leaders will have a positive relationship with infant mortality 

rates.   

• H1b: Attuned leaders will have a positive relationship with breastfeeding at 

discharge. 

• H1c: Attuned leaders will have a positive relationship with antibiotic 

stewardship. 

• H2a: Attuned leaders will have a positive relationship with average cost per 

treatment of the medical practices. 

• H2b: Attuned leaders will have a positive relationship with medical practice 

economic growth. 

 

This chapter will start reviewing the results of the study with sections dedicated to 

descriptive statistics, or dependent and independent variables, a review of the inter-

correlations across study variables, primary tests of the hypotheses, and the results of 

the two-step regression tests. 
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Research Statistics 

The descriptive statistics section will describe the independent variable statistics and 

dependent variables. The independent variable section will describe means and 

standard deviations for patient population/volume, practice size, number of hospitals 

per physician administrator, and clinical quality outcomes. 

 

Clinical Data Warehouse statistics 

There were 55,468 patients in the study across 148 hospitals across 23 states in a total 

of 62 practices.  

 

Descriptive statistics 

Table 3 (Factors Analysis and Principal Components for Attunement Score), below, 

displays the range, mean, and standard deviations of all study variables. It is worth 

noting that the mean score for all three independent variables are all above 3.0 on a 5-

point scale. This suggests that all the supervisors in the study were relatively high in 

attunement. This is informative but also suggests that analyses may be affected by 

restriction in range in the independent variables. 

 

Independent variable 

The data in Table 4. Descriptive Statistics for Independent Variable, Covariates, and 

Dependent Variables) suggest that the leaders involved in this study are relatively 

high in attunement and its components. The mean score for approachability (4.20) is 
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above the scale midpoint. The range of scores for the leaders is entirely above the 

midpoint of the scale with the lowest for feedback (3.93). The three attunement 

components show variations in response rate, and testing them compared to the five 

quality and financial measures should demonstrate how attunement influences each of 

the quality and financial measures. 
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Table 4. Descriptive Statistics for Independent Variable, Covariates, and 

Dependent Variables 

 

 N Min Max Mean Standard 

Deviation 

 

Independent Variable    

(Attunement 

Components) 

     

Approachability 62 3.49 4.91 4.20 0.29 

Feedback 62 3.24 4.80 3.93 0.33 

Assignment 62 2.86 4.80 4.02 0.35 

 

Dependent Variables 

     

Mortality 62 0.00 0.03 0.01 0.01 

Breastfeeding at 

Discharge 

62 0.00 0.95 0.66 0.18 

Antibiotic Stewardship 62 0.00 0.65 0.17 0.13 

Cost-per-Treatment z-

score 

62 -1.90 3.73 0.01 1.00 

Growth z-score 62 -1.77 3.22 -0.02 1.00 

 

Covariates 

     

Number of Hospitals 62 1.00 8.00 2.39 1.92 

Level of Care 62 2.00 4.00 2.88 0.41 

Patient Census 62 31.00 3704.00 894.65 714.39 

Gestation Age 

(weighted) 

62 23.11 36.36 34.29 1.78 

Major Anomalies 62 1987.81 2882.08 2258.09 128.13 

Birth Weight 

(weighted) 

62 17.00 1177.00 209.29 231.96 

Average Length of 

Stay 

62 10.14 27.75 18.10 3.76 
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Dependent variable 

Mortality score 

Mortality scores for each of these practices were very low with a mean of 0.01. 

Refinements and improvements in care delivered in these units result in lower 

mortality rates in the neonatal intensive care units. This may be because these 

physicians are highly attuned in the field of neonatology. A standard deviation of 0.01 

shows how narrow the difference is between neonatal intensive care units. This may 

demonstrate a difficulty in how the independent variables, attuned leader, and 

attunement components influence this dependent variable. 

 

Additional mortality score statistics 

Mortality score was taken from average mortality rates across the 148 hospitals 

combined into 62 practices. The variability in the mortality scores shows how 

gestational age and birth weight affect mortality scores. In the tables below, patients 

in varying gestational age show the variability and how the mortality rate is higher in 

earlier gestation ages. The mortality rate for neonates delivered at fewer than 23 

weeks is very high—close to 20%. Mortality is also higher when the neonates are 

lighter, as noted in Table 7, where neonates weighing less than 500 grams have a 35% 

mortality rate. 
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Table 5. Mortality Rates per Gestation Age 

 

Gestational 

Age 
< 23 23 24 25 26 27 28 29 30 31 32 33 34-36 37> 

Mortality 

Rate 
67.57% 35.96% 24.48% 13.94% 10.47% 5.88% 4.31% 2.71% 2.30% 0.97% 1.14% 0.66% 0.61% 0.55% 

 

Table 6. Mortality Rates per Birth Weight 

 

Birth Weight <500 501-705 
751-

1000 

1001-

1250 

1251-

1500 

1501-

2000 

2001-

2500 
2500> 

Mortality Rate 33.33% 21.64% 6.60% 2.89% 1.94% 1.05% 0.76% 0.48% 

 

Breastfeeding at discharge 

The breastfeeding score was calculated as a simple percentage of infants who were 

breastfed at time of discharge. The highest score was at 95% and the lowest score was 

0%, with a standard deviation of 18%. There are additional factors (cultural, 

educational background, and others) that affect this quality measure but are not 

included in this research because the data were not readily available; these would be 

randomly distributed across the sample because of the number of patients in the 

study. 

 

Antibiotic stewardship 

At 13.48%, antibiotic stewardship or antibiotic use after 72 hours also has a little 

more deviation than the other two quality measures. The maximum number of 64.6% 

shows the percentage of neonatal intensive care units who may not be following 
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guidelines against the use of antibiotics post 72-hours of negative culture. This can 

also be viewed as the physicians ensuring that the course of antibiotics is completed 

to ensure that enough of the medication is given to overwhelm the bacteria. Bacteria 

will gain a defense against an antibiotic by taking up resistance genes from other 

bacterial cells in the vicinity, especially if too little of a drug is given to overwhelm 

the cells that are present (Levy, 1998). 

 

Cost per treatment (z-score) 

Cost per treatment (z-score) was calculated for each of the practices. This was to 

mask sensitive information proprietary to the organization. The mean was 0.00 with a 

maximum score of 3.73 and low score of -1.90. The standard deviation was 1.0. The 

range shows that there are some practices that may be spending a little bit more when 

taking care of patients. 

 

Growth (z-score) 

Practice growth was calculated by comparing prior year length-of-stay to 2015 

actuals and then assigned a z-score. This gave me a percentage of growth from 2014. 

The mean was 0 with the high number of 3.22 and a low of -1.77. The standard 

deviation was 1.0.  
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Covariate statistics 

The following covariates were selected because of the way they influence the 

dependent variables mentioned prior to this section. For example, for the number of 

hospitals covariate, a neonatology practice may not cover all of the hospitals in a 

certain geographic area and may get all of the higher risk patients or send higher risk 

patients to other hospitals. The outcome of the covariate may increase or decrease 

mortality rates in the NICU they serve; this may increase or decrease the number of 

neonates receiving breast milk and may also increase or decrease the antibiotic 

stewardship quality metric. On financial outcome, the increased cost of staffing more, 

smaller hospitals may decrease the practice’s efficiency. This covariate should 

influence the growth measure as the practice adds or subtracts hospitals. 

 

Number of hospitals 

The number of hospitals that each practice oversaw was from one to eight hospitals 

with an average of 2.39 hospitals per practice. This is important to note because 

practices with fewer numbers of hospitals may have a smaller number of patients that 

may influence each of the independent variables in different ways, e.g., a mortality in 

a smaller unit will give a higher percentage of mortality versus a larger practice with 

many more hospitals. 
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Level of care 

The level of care that each practice oversaw is important to know because the level of 

care (LOC) at each hospital will influence the type of oversight needed. This can 

influence the five dependent variables in multiple different ways. Levels of care range 

from 2 to 4 with a mean of 2.88. 

 

Patient census 

Each site had an average of 894 patients who were cared for in the neonatal intensive 

care units. The total number of patients reported in 2015 that was included in the 

clinical data warehouse was 93,038. The study includes 59.62% of the total patients 

seen by all the practices within the organization using BabySteps® and had data in 

the clinical data warehouse, which was included in the research. 

 

Gestation age (weighted) 

Gestational age of neonates admitted to the neonatal intensive care units had a mean 

of 34.29 weeks old with the youngest average age of 23.11 weeks and the oldest 

average of 36.36 weeks. Table 5. Mortality Rates per Gestation Age) shows how 

gestational age influenced the mortality outcome and the significance of the covariate. 

 

Birth weight (weighted) 

The average weight of the neonates in the neonatal intensive care units was 

2,256.3 grams with a low birth weight of 1,987.81 grams and high of 2,882.08.  

These are low birth-weight infants admitted to neonatal intensive care units.  



111 

 

Table 6. Mortality Rates per Birth Weight) shows how this covariate influenced 

mortality and the significance of the covariate. This covariate highly influences the 

mortality dependent, as well as the rest of the dependent variables, as it dictates a 

neonate’s ability to thrive through independent oral feeding (Lau, Fucile, & Schanler, 

2015). 

 

Major anomalies 

The mean number of anomalies reported in the neonatal intensive care units was 

206.54 anomalies per practice. This may be higher in larger units or in higher levels 

of care. The greatest number of anomalies reported was 1177 anomalies and the 

lowest was 17 anomalies with a standard deviation of 231.96. 

 

Length of stay 

The patients had a mean length of stay of 18.10 days. The samples herein have much 

lower (better) outcomes than what was observed in Mazurek and others 

(Melnyk, 2006) with a mean of 31.86. The neonatal intensive care units represented 

in this research show better quality in this statistic compared to that study. The 

highest length of stay was 27.75 days with a low of 10.14 days. 

 

Inter-correlation among study variables 

The table below (Table 7. Inter-correlation of Independent Variables, Dependent 

Variables, and Covariates (N=62)]) displays the correlations between the independent 
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variable (attunement), the five dependent variables, and the covariates.  Results 

suggest that attunement has no significant bivariate relationship with any of the other 

variables. 
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Table 7. Inter-correlation of Independent Variables, Dependent Variables, and Covariates (N=62) 

 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12.  13. 14. 

Independent Variables 

(Attunement 

Components) 

              

1. Approach. -00              

2. Feedback .865** -             

3. Assignments .622** .722** -            

Dependent Variables               

4. Mortality -.053 .071 .053 -           

5. Breastfeeding -.082 -.136 -.252* -.153 -          

6. Antibiotic .214 .152 .042 .110 .006 -         

7. CPT z-score -.168 -.195 -.048 -.236 .238 -.363** -        

8. Growth Score .037 -.082 -.136 .021 -.143 -.189 .006 -       

Covariates               

9.  No. of Hospitals -.097 -.079 -.025 .201* -.266* -.185 .408** -.134 -      

10. Level of Care -.115 -.117 -.073 -.256* -.078 .043 -.251* .119 -.199 -     

11. Pat. Census -.050 -.053 -.012 .056 .176 -.084 .164 -.082 .778** .022 -    

12. Gest. Age .020 -.017 -.086 -.082 -.140 .186 -.160 -.160 -.036 -.221 .033 -   

13. Birth Weight  -.016 -.099 -.323* -.280* .047 .100 -.017 .105 -.113 -.105 -.241 .330** -  

14. Major Anomalies  -.049 -.045 -.021 .137 .159 -.113 .115 -.094 .753** -.036 .869** .089 -.133 - 

15. ALOS .028 .053 -.034 .343** -.176 .179 -.462** .185 -.202 .381** .014 -.157 -.167 .047 

*p < .05 one-tailed and ** p < .01 two-tailed 
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Since the preliminary bivariate correlations indicated no relationship between the 

composite attunement variables and any other variables of interest, the correlations 

were examined between the individual items within the attunement measure and the 

dependent variables of interest. Table 8. Correlations of Questionnaire Items within 

Attunement Measure and Dependent Variables (N=62)]) shows these correlations. 

 

Table 8. Correlations of Questionnaire Items within Attunement Measure and 

Dependent Variables (N=62) 

 

 Mortality Breastfeeding Antibiotic CPT Growth 

Work assignments are fair .113 -.203 .031 -.008 -.073 

I get clear instructions -.050 -.144 .231 -.138 -.008 

Participate in decisions -.004 -.058 .008 -.239 -.031 

Work as a team .014 -.071 .191 -

.256* 

.023 

Approachable -.047 .073 .162 -.124 .115 

Given feedback -.067 -.136 .214 -.212 -.069 

Express new ideas -.019 -.243 .040 -.101 -.166 

Tells employees good 

work 

-.067 -.094 .265* -.196 -.002 

Treats with respect .024 .039 .186 -.080 .060 

Satisfied with supervisor -.080 -.094 .209 -.179 -.007 

Actions consistent 

w/communication 

.028 -.104 .271* -.225 .072 

Supports suggestions -.072 -.243 .031 -.164 -.011 

Committed to quality -.173 -.129 .028 -.046 .044 

Given clear goals -.043 -.024 .148 -.090 -.168 

*p < .05 
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Results suggest that some elements of attunement may be related to breastfeeding at 

discharge, antibiotic stewardship, and cost per treatment variables. They provide little 

support for the notion that attunement is related to the mortality outcomes or growth. 

This test, correlation of items within attunement measure and dependent variables, 

further supports that attunement has multiple components. The quality metrics may be 

very hard to find because of the minute differences between each of the variables. 

This test, correlation of items within attunement measure, and dependent variables 

further support that attunement has multiple components. 

 

Primary Hypotheses Results 

Attunement and mortality outcomes 

H1a: Attuned leaders will have a positive relationship with infant mortality rates. 

 

The first hypothesis predicted a relationship between leader attunement and mortality 

outcomes such that the more attuned the leader, the lower the mortality rate. Error! 

Reference source not found. below displays the results of the multiple regression 

directly testing this hypothesis. 

 

The changes in R2 after the inclusion of all the attunement variables were significant 

with the final equation (F (10,51) = 2.847, p <.05). See Error! Reference source not 

found.) and Table 34. Mortality Score Two-Step Regression ANOVAa). 
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Examination of the individual coefficients in the final equation indicate the number of 

hospitals (-0.003*) that had a significant (p <.006) negative relationship with 

mortality. Major anomalies (2.230*) had a significant (p <.011) relationship with 

mortality. Major anomalies are a cause for mortality (Macintosh, 2006) and increased 

risk of neonatal death due to poor intrauterine growth caused by major anomalies like 

necrotizing enterocolitis and respiratory distress syndrome (Bernstein, 2000). 

 

The beta for attunement component that focused around feedback (-0.007) was 

negatively correlated; approachability (0.002) and teamwork (0.004) showed positive 

correlation. I expected the attuned leader component of feedback to be negatively 

correlated to mortality, as it focuses on quality and teamwork to achieve a common 

goal in improving care. 

 

Since the addition of the variables representing attunement accounted for a small 

amount of variance (.024) but was not significant (p ≥.05), Hypothesis 1a is not 

supported. 
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Table 9. Regression of Attunement Variables on Mortality 

 

 Step 1 Step 2 

 Beta R2 Δ R2 Beta R2 Δ R2 

 

Covariates 

      

Number of Hospitals -.003*   -.003*   

Level of Care .002   .001   

Patient Census -1.113   -1.010   

Gestational Age -.000   .000   

Birth Weight -1.605   -1.447   

Major Anomalies 2.310*   2.304*   

Average Length of Stay .000 .334* .334* .000   

 

Independent Variables 

      

Approachability    .002   

Feedback    -.007   

Assignment    .004 .358 .024 

* p < .05 

a. Dependent variable: Mortality 

 

Attunement and breastfeeding at discharge 

H1b: Attuned leaders will have a positive relationship with breastfeeding at 

discharge. 

 

The second hypothesis predicted a positive association between leaders’ level of 

attunement and breastfeeding after discharge. The table below (Table 10. Regression 
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of Attunement Variables on Breastfeeding at Discharge).displays the regression 

results constituting the initial test of this hypothesis  

 

The changes in R2 after the inclusion of all the attunement variables were not 

significant, with the final equation (F (10,51) = 1.302, p >.05) (see  

Table 43. Breastfeeding at Discharge Two-Step Regression ANOVAa). 

 

An examination of the individual coefficients in the final equation indicates that all of 

the covariates had a low relationship with breastfeeding at discharge. The addition of 

the variables representing attunement did not account for a significant amount of 

variance (.081). Thus, Hypothesis 1b is not supported when compared to attunement 

components. 
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Table 10. Regression of Attunement Variables on Breastfeeding at Discharge 

 

 Step 1 Step 2 

 Beta R2 Δ R2 Beta R2 Δ R2 

 

Covariates 

      

Number of Hospitals .017   .018   

Level of Care -.009   -.009   

Patient Census 1.948   3.435   

Gestational Age -.020   -.020   

Birth Weight .000   -2.158   

Major Anomalies -4.780   1.998   

Average Length of Stay -.007 .123 .123 -.009   

 

Independent Variables 

      

Approachability    .109   

Feedback    .009   

Assignment    -.202 .203 .081 

*p < .05 

a. Dependent variable: Breastfeeding at discharge 

 

Attunement and antibiotic stewardship  

H1c: Attuned leaders will have a positive relationship with antibiotic stewardship. 

 

The results of the primary test of the third hypothesis are displayed in Table 11. 

Regression of Attunement Variables on Antibiotic Stewardship). 
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The changes in R2 after the inclusion of all the attunement variables were not 

significant, with the final equation (F (10,51) =.920, p >.05) (see  

Table 53. Antibiotic Stewardship Two-Step Regression ANOVAa). Examination of 

the individual coefficients in the final equation indicates that all of the covariates had 

a very low relationship with breastfeeding at discharge. The additional variables 

representing attunement did not account for a significant amount of variance (.040). 

Thus, Hypothesis 1c is not supported when compared to attunement scores. 

Table 11. Regression of Attunement Variables on Antibiotic Stewardship 

 

 Step 1 Step 2 

 Beta R2 Δ R2 Beta R2 Δ R2 

 

Covariates 

      

Number of Hospitals -.010   -.007   

Level of Care -.009   .003   

Patient Census 4.357   3.620   

Gestational Age .015   .015   

Birth Weight 8.182   6.005   

Major Anomalies .000   .000   

Average Length of Stay .008 .113 .113 .007   

 

Independent Variables 

      

Approachability    .130   

Feedback    -.026   

Assignment    -.019 .153 .040 

*p < .05  

a. Dependent variable: Antibiotic stewardship 
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Attunement and cost per treatment 

H2a: Attuned leaders will have a positive relationship with average cost per 

treatment of the medical practices. 

 

The last two hypotheses focused on financial aspects of the medical practices. Table 

12. Regression of Attunement Variables on Cost-per-Treatment Z-Score) below 

display the results for the regression, testing the predicted association between the 

attunement variables and the cost-per-treatment z-scores. 

 

Results did not support the hypothesis.  They show a significant positive association 

between the number of hospitals and cost per treatment and a significant negative 

association between average length of stay and gestational age with cost per 

treatment. The F (10, 51) for the final equation was 3.621 (p < 05) (see Table 63. 

Cost-per-Treatment Z-Score Two-Step Regression ANOVAa). With the addition of 

the attunement variables, hypothesis 1a is not supported. 
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Table 12. Regression of Attunement Variables on Cost-per-Treatment Z-Score 

 

 Step 1 Step 2 

 Beta R2 Δ R2 Beta R2 Δ R2 

 

Covariates 

      

Number of Hospitals .253*   .241*   

Level of Care -.162   -.246   

Patient Census -5.842   -4.951   

Gestational Age -.111   -.113   

Birth Weight 9.591   5.416   

Major Anomalies -.001   -.001   

Average Length of Stay -.096* .385* .385* -.090*   

 

Independent Variables 

      

Approachability    .151   

Feedback    -.822   

Assignment    .271 .415 .031 

*p < .05 

a. Dependent variable: Cost-per-treatment z-score 

 

Attunement and medical practice growth 

H2b: Attuned leaders will have a positive relationship with medical practice 

economic growth. 

 

The final hypothesis predicted a positive association between level of attunement and 

medical practice growth. Table 13. Regression of Attunement Variables on Practice 

Growth Z-Score) displays the results for the regression, testing this hypothesis.  
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Results did not support the hypothesis. The final equation for this test was not 

significant, and the addition of the attunement variable did not explain any significant 

amount of variance. 

Table 13. Regression of Attunement Variables on Practice Growth Z-Score 

 

 Step 1 Step 2 

 Beta R2 Δ R2 Beta R2 Δ R2 

 

Covariates 

      

Number of Hospitals -.078   -.063   

Level of Care -.005   -.014   

Patient Census .000   .000   

Gestational Age -.118   -.117   

Birth Weight .002   .001   

Major Anomalies .000   .000   

Average Length of Stay .042 .100 .100 .043   

 

Independent Variables 

      

Approachability    1.434   

Feedback    -1.172   

Assignment    -.240 .150 .051 

*p < .05 

a. Dependent variable: Practice growth z-score 
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Chapter 5: Conclusions 
The purpose of this chapter is to discuss the findings of this quantitative research. The 

study attempts to bridge theory and normative approaches of attuned leaders. The 

attunement score was developed from an engagement survey conducted in 2015, 

which became the independent variable for this research. The dependent variables 

were collected from two sources, a clinical data warehouse for clinical outcomes 

measured against the independent variable and financial data z-score measured 

against the independent variable for cost per treatment and practice growth. 

 

Research Results 

Overall, the direct relationships put forward between the attuned leader components 

and clinical quality and financial outcomes were not supported by the results. 

However, these results do provide some insight into the nature of attunement and its 

relationship with some organizational outcomes. 

 

The factor analysis of the attunement items revealed underlying components with 

factors centered on approachability, feedback on quality and teamwork, and 

assignments. These individual measures exhibited good internal reliabilities. This 

provided some foundation for further refinement of the concept of the attuned leader. 
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Basic descriptive statistics suggest that the tests of hypotheses may have been 

hampered by restriction of range in the independent and dependent variables. That is, 

all the average scores for the leaders in the practices contributing data were very close 

to the maximum score on the indexes, and the variability between practices was very 

small. 

 

None of the attunement components showed a strong relationship with mortality, 

breastfeeding at discharge, cost per treatment, or practice growth. However, both 

mortality and cost-per-treatment dependent variables showed partial support for the 

mortality hypothesis and the cost-per-treatment hypothesis. 

 

Primary Hypotheses Conclusions 

The research was a retrospective study looking at and using existing questions that 

point toward the physician leader’s attunement. In this study, attunement revolves 

around employees’ perceptions of how the leaders are attuned to employee feedback. 

The research produced and resulted inconclusive results on how attunement scores 

influenced quality and financial metrics. 

 

Mortality 

H1a: Attuned leaders will have a positive relationship with infant mortality rates. 
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Mortality variable—step-wise regression 

The regressions conducted for attuned leaders and attunement’s influence over 

mortality did not support the primary hypothesis (see   
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Table 9. Regression of Attunement Variables on Mortality). This could be because of 

the minute differences between mortality scores across 62 practices in the study. The 

attunement component score variations were also very small, with standard deviation 

ranges from 0.29 to 0.35 in individual components. All of the attunement component 

scores were above the median range, further limiting the range with a low mean of 

3.93, a high mean of 4.20, and a spread of 0.27 (see Table 4. Descriptive Statistics for 

Independent Variable, Covariates, and Dependent Variables). 

 

There was a decrease in the beta when the dependent and independent variables were 

combined into a standardized variable on the mortality dependent variable (.006). The 

decrease shows a statistically significant improvement in quality around the major 

anomalies covariate, which may be directly or indirectly influenced by the 

independent variables. Betas are most common in modeling univariate distributions 

for a variety of phenomena and as a conjugate for proportions in Bayesian models 

(Smithson, 2006). Further testing outside the scope of this research needs to be 

explored from this change. 

 

Another observation around attunement and its influence over a certain metric is 

cumulative in its influence over a goal. For example, in mortality, (see   



128 

 

Table 9. Regression of Attunement Variables on Mortality), the two-step linear 

regression of attunement variable on mortality revealed the R2 delta of 0.024, with an 

R2 of 0.358 and a delta R2 of 0.024. 

 

Mortality variable—ANOVA 

With the analysis of variance (ANOVA) showing the independent variable’s 

influence over the dependent variables, and taking into account confounding factors, 

the results were statistically significant (p < .05); even when attunement components 

were added to the second step of ANOVA, it showed significance with a p-value (p < 

.05). The changes in R2, however, did not show significance and the hypothesis is not 

supported. 

 

Mortality additional analysis 

The leader’s approachability allowed the physicians to communicated better with one 

another, potentially improving the outcome; an example on this was from a Harvard 

Business Review article that compared two physician leaders, but one leader had a 

more socially intelligent leadership style (Goleman & Boyatzis, 2008). This also 

shows that leader inclusiveness describes behavior that, through direct invitation, 

should create psychological safety for speaking up (Nembhard, 2006). The change in 

beta during the quantitative tests above may not show significance, but the probability 

that the change is from chance is very low at a p-value of (.012). This also leads to 

employees effectively exchanging information and resources as well as actively 
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collaborating with and responding to other team members’ needs and requests in an 

appropriate manner (Farh, Seo, & Tesluk, 2012). 

 

Feedback is another component of attunement in this research that should have 

influenced the clinical outcomes of the research. Adverse events and nosocomial 

infections declined following the introduction of a changed system of care in the 

intensive care unit (ICU), which included at least four components: multidisciplinary 

teams, use of bundles, use of flow meetings, and change in culture (Jain, 2006); this 

was a positive result on another study conducted in an intensive care unit.  

 

The last component of this measure of attunement is work assignments; this 

component’s effectiveness is achieved. In this instance, the combination of the 

components of attunement results in the positive outcome of a quality measure. 

 

The goals in quality, however, and the attunement questions do not line up to a 

specific target. Mortality was never mentioned in the survey questions nor were the 

rest of the goals in the study. 

 

Breastfeeding at discharge 

H1b: Attuned leaders will have a positive relationship with breastfeeding at 

discharge. 
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The linear regressions and ANOVA testing conducted for attuned leaders and their 

influence over breastfeeding at discharge did not support the primary hypothesis. 

There are increased risk factors when the neonate is receiving suboptimal 

breastfeeding. One of the factors that affects poor breastfeeding is the mother’s 

inability to lactate and produce breast milk, which produces suboptimal infant 

breastfeeding behavior (SIBB). This is significantly associated with first time 

mothers, those who deliver via cesarean section, those with flat or inverted nipples, 

infant status at birth (for example neonates in the NICU), use of non-breast milk 

fluids in the first 48 hours, pacifier use, stage II labor >1 hour, maternal body mass 

index >27 kg/m2, and birth weight <3600 g. (Dewey, Nommsen-Rivers, Heinig, & 

Cohen, 2003). Medical Directors or physician executives who oversee these neonatal 

intensive care units may implement guidelines, but because of the factors mentioned 

above, may not be able to lactate and produce breast milk resulting in the hypothesis 

not being supported. 

 

Antibiotic stewardship 

H1c: Attuned leaders will have a positive relationship with antibiotic stewardship. 

 

The linear regressions and ANOVA testing conducted for attuned leaders and their 

influence over antibiotic use after 72 hours did not support the primary hypothesis. 

According to a research by Kaki et al. (2011), the current state of evidence for 

antimicrobial stewardship in critical care patients is mostly limited to uncontrolled 
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before-and-after studies conducted in single intensive care units (ICUs). Antibiotic 

stewardship is an outcome, according to Kaki et al., that needs active intervention 

rather than passive restriction to get desired outcomes. The authors looked at 38 

studies on antimicrobial (antibiotic) stewardship research and found that the majority 

of the research had poor quality (Kaki et al., 2011). The research conducted by Kaki 

et al. shows the multiple ways in which antibiotic stewardship can be managed but 

also demonstrates the difficulty in ensuring consistency in processes to make it 

predictable. 

 

Cost per treatment 

H2a: Attuned leaders will have a positive relationship with average cost per 

treatment of the medical practices. 

 

Cost per treatment—step-wise regression 

The independent variable slightly influenced cost per treatment and resulted in a 

positive relationship. This result supports research and studies that resulted in 

reduction in costs and length of stay (Jain, 2006). The correlation of attunement 

components is expected to have an inverse relationship. The combined attunement 

components resulted in R2 of 0.415 and delta R2 of 0.031 but was not significant.  

 

The approachability component of the attuned leader in this research involved 

teamwork and should have a significant indirect effect on team performance via the 
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mediating role of interpersonal processes (Fisher, 2013). The leader’s attunement 

toward teamwork should support team learning that can be structured to have 

important implications for team members’ abilities to not only to learn from their own 

experience but also synthesize those insights with those gleaned by others in 

completely different contexts (Vashdi, Bamberger, & Erez, 2013). This learning 

translates to improvement in care, resulting in the physicians developing best 

practices that resolve clinical issues faster and in a shorter time. 

 

One result worth noting is the beta of -0.882 for the feedback component of the 

attuned leader, with a p-value of .272. While this may not be statistically significant, 

the component points to a few items that are important to achieving a goal. One of 

them is the employee’s ability to participate in decisions (Jackson, 1983) where the 

ability to participate should improve their work environment. 

 

Another observation was the decrease in beta when comparing the number of 

hospitals and average length of stay when the attuned leader components were 

applied, with a decrease of 0.012 for number of hospitals and 0.006 for average 

length of stay. This makes sense, as one would expect a decrease in cost once there is 

an increase in patient volume when the neonatology practices see more patients in 

multiple hospitals and increase patients remaining in the NICU. 
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Cost per treatment—ANOVA 

The results of the analysis of variance showing the independent variable’s influence 

over the dependent variable (cost per treatment), taking into account the confounding 

factors, were statistically significant (p < .05), but because the two-step regression 

showed no significance, the hypothesis was not supported. 

 

In an example set in an article to improve the amount of work done by a physician in 

the emergency room, Moore (2008) thought the following: 

I [Moore] need to set that arm, stabilize the blood pressure, stop the 

bleeding in the chest, keep the airway clear, ensure the patient is on a 

good nutrition program, takes a daily multi-vitamin, gets started on a 

smoking cessation program, and enrolls in anger management 

counseling. (p. 3)  

 

Having the ability to work in a team and improving workflow through others is 

needed to improve quality but with an after effect of improving cost by not requiring 

additional resources to achieve the same number of tasks. The first two components 

certainly contribute to the above statements.  

 

Growth 

H2b: Attuned leaders will have a positive relationship with medical practice 

economic growth. 

 

The regressions conducted for attuned leaders and their influence over practice 

growth at discharge did not support the primary hypothesis. The data collected for 
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this research was limited to the prior year compared to current year (2015) actuals. 

The data in itself is very limited and therefore may have limited my ability to test for 

actual practice growth. 

 

Limitations of Research 

The research did not look at longitudinal improvements of the attuned leader and their 

effects on clinical and financial outcomes. Future research should look at leaders’ 

abilities to improve clinical outcomes and financial performance over time as leaders 

develop themselves or as they acquire new leadership knowledge to improve quality 

and financial outcomes. 

 

The research also did not look at qualitative research that influence quality and 

financial outcomes. Qualitative research is exploratory, and researchers use it to 

explore a topic when the variables and theory base are unknown (Creswell, 2008). 

The concept of attunement is far deeper than the 14 questions that were used to 

develop this concept and research. Therefore, future research should dive in deeper 

and review other potential avenues that inform the leader about what needs to be 

attuned.  

 

The research, retrospective in nature, also was limited to the questions used in the 

engagement survey. This means that the components being measured and outcomes 

against attunement were not specific to affect the quality and financial outcome 
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individually. As an example, from this research, the questions around quality were 

not specific enough toward the three quality measures being asked. A specific 

research questionnaire needs to be developed to ascertain the leader’s attunement. 

 

Methodological Considerations 

This study was intended to understand the underlying value that gives the leader the 

ability to address issues presented to him to develop strategic direction for the 

organization. The preliminary research around attunement and the attuned leader, 

whether qualitative or quantitative, and common knowledge would suggest that 

attunement will have effects on quality or financial metrics. The independent 

variables did not show influence on quality outcomes; there were influences that 

attuned leaders have over mortality and for cost-per-treatment z-score. There were 

multiple methodological issues with the data used in this research. These are 

discussed below. 

 

The discussion around attunement and attuned leaders and influence over the quality 

and financial metrics will need further refinement to get more specific questions 

surrounding what the leader needs to be attuned. I observed from the research that 

attunement needs to be very specific and asked in a manner consistent to what the 

leader wants influenced due to multiple factors, including how the covariates are 

developed for each measure—e.g., when questions are asked of the employees 

regarding quality, the questions should directly influence the specific quality or 
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financial measure. The limitation of the research is because the questions were too 

broad to directly influence or speak to the results that were measured in the research. 

As an example, the questions did not directly ask how the individual measures were 

influenced by the leaders. Add in covariates, and the correlation moves further out. 

 

Qualitative research will also be needed to dissect attunement components and their 

influence over these quality and financial metrics. We may continue to call 

attunement an “intangible” value that helps leaders lead. The research, however, is a 

good start to look at how attuned leaders can influence their organization in multiple 

ways. Executives who are receptive to the value and skill of attunement can direct 

their organizations to respond affirmatively to a variety of stakeholder concerns, 

demonstrating that attunement is relevant to theory and practice (Orlitzky & 

Swanson, 2002). 

 

One thought that I wanted to reintroduce is that attunement defined in this research 

was only limited to what was asked in the engagement survey. A researcher or a 

scholar-practitioner can expand the concept of the attuned leader to include other 

measurable behaviors that the organization or the researcher wants to further 

understand. 
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Quantitative methods 

My research focused on quantitative methodology was shortsighted and, while it 

created a lot of work and rigor in this research, it did not yield the outcome I wanted 

to see. Quantitative research informed me that the rigor of quantitative methods is not 

enough for this research because of the complexity in the topic discussed. The attuned 

leader concept, while very basic to leadership, is still a very complex phenomenon 

that can inform the leader on what he or she needs to be focused on and influence. My 

focus was on the ability to measure the study through quantitative measures, but the 

current quantitative research methods may have produce an incommensurability of 

how the phenomenon of the attuned leader is measured (Kuhn, 1982) or additional 

investigation needs to be reviewed to determine sample size adequacy (MacCallum, 

Browne, & Sugawara, 1996).  

 

Validity of independent variables survey questions 

The independent variables utilized for this research were pulled from the 

organization’s 2015 employee engagement survey. The survey questions were not 

focused enough to inform me that the leader is attuned to a specific measure. The 

survey questions did not inform or directly influence the quality and financial 

outcomes because none of them were focused enough toward a specific measure. The 

independent variable components also did not measure anything specific for each of 

the individual outcome measures tested for this research. 
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Time was a major constraint for developing a survey design (Liamputtong, 2007); 

this prevented me from developing an independent and valid survey questionnaire 

that ensure more focus toward the phenomenon of the attuned leader. A major flaw in 

this research is reflected in the results of the testing. Further investigation and 

evolution of the methods used to ascertain the value and phenomenon of the attuned 

leader are needed. 

 

Sample size of dependent variables 

A simple survey of published manuscripts reveals numerous errors and questionable 

approaches to sample-size selection and serves as proof that improvement is needed 

(Barlett, Kotrlik, & Higgins, 2001). Further investigation is needed to understand if 

the sample size of 62 was adequate for this research, especially with a lot of 

covariates that influence the outcome of the research. The rigor and care in ensuring 

consistency in the data used for this research during the stratification phase of data 

collection and aggregation, while making sure that endogeneity was considered, may 

have required a higher sample size than was available in this study.  

 

A potential solution could be of value in this study by providing researchers a 

mechanism for determining the necessary N for model testing, thereby avoiding waste 

and low-power investigations (MacCallum et al., 1996). This should be considered 

for future research and can be utilized if I look at cost per treatment, as it will 

potentially increase the total sample size. 
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Number of covariates 

I stratified the covariates in a simple way and then fit a standard model, using the 

modified covariates to have a simplified covariate for use in this research (Tian, 

Alizadeh, Gentles, & Tibshirani, 2014); I then factored in the dependent variables and 

tested against the independent variables during the step-wise regression analysis.  

 

The number of covariates in this research was significant, with seven covariates that I 

determined to influence the five clinical and financial outcomes. The covariates in 

this research developed a significant smoothing of the outcome that may have 

resulted in loss of significance in the testing. Some of these covariates can also be 

removed, as some of them were not statistically significant when tested using linear 

regression analysis against the independent and dependent variables. It may be no 

surprise because, as noted in a section above, the independent variables were really 

not focused or specific enough toward the dependent variables. 

 

Restriction of sample range 

The range of the variables used in the research had very narrow variances. This 

limited the variability between independent, dependent, and covariate results. 

 

The independent variable results showed a range with each component’s results very 

narrow; the attunement components were very high with the lowest mean above the 
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median range of 3.93 for the feedback component and a very narrow standard 

deviation range of 0.29 to 0.35. 

 

The dependent variables showed additional narrow range with mortality range of .01 

to .03 and a narrow standard deviation of 0.01. The mortality range is also 

significantly better than readily accessible mortality rate data published by the 

National Institute of Health. The other quality feedback around breastfeeding at 

discharge and antibiotic stewardship also showed narrow standard deviation ranges of 

0.13 and 0.18 respectively. 

 

The covariates, on the other hand, showed significant range but when tested against 

the dependent and independent variables, some did not show significance. These 

covariates may influence each of the quality or financial outcomes, but the 

independent variables, because of the way the survey questions were collected from 

an existing employee engagement survey, did not yield the results anticipated because 

they were not specific enough to address individual outcomes used in the research. 

 

Qualitative methods 

The need to explain theory and introduce a concept or a phenomenon in scholarly 

articles requires qualitative research for the researcher to fully communicate the 

phenomenon. My limitation in time spent for the research produced a study that 

required qualitative methodology or a mixed-method approach and resulted in a study 
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that seems like it is missing something. Expanding this research by exploring 

qualitative methods as a component of this research will enhance it. 

 

How some people recognize qualitative research is actually very problematic (Cassell 

& Symon, 2004) because of the way it is described and sometimes quantified. The 

delineation between the quantitative approaches in the methods section of this 

research will be very different from how I would conduct the qualitative section if I 

had thought of using qualitative methodology. 

 

When designing qualitative research interview questions, a researcher should look at 

the benefit or the goal of the qualitative research (DeRoche & Lahman, 2008). The 

benefit of this research would have been the rich information from the physician 

executives if interviewed from each of the sixty-two practices.  

 

The qualitative procedure should have ended with a narrative around the attuned 

leader that emerged from the data analysis. The rich information gathered from the 

physician executives would have resulted in numerous narratives that may exist from 

their attunement behavior and could have been used as examples for scholar-

practitioners to illustrate the phenomenon (Creswell, 2008). 
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Summary of Conclusions 

The research was an attempt to bridge the gap between normative approach and 

theory and to determine if the attuned leader can influence clinical quality and 

financial outcomes. The results of the study, as written earlier in this chapter, did not 

support the hypotheses. The results of the research were dependent on information 

and questions from readily available employee engagement surveys and limited the 

independent variable components specific to what was asked in the survey. Using the 

14 employee engagement survey questions limited the definition of the attuned leader 

and was not focused enough to inform the dependent variables, therefore limiting the 

research. The methodological considerations section further explained the faults and 

limitations of the research. 

 

The literature review and common knowledge tell us that attunement can inform the 

leader so he or she can develop a sustainable strategy for the organization. Qualitative 

research will need to be completed to explore the concept and phenomenon of the 

attuned leader. Developing a survey tool specific to the industry or setting that can be 

used to understand the concept better is needed. 

 

The attuned leader and strategy 

Strategy needs the leader to be attuned to individuals, the organization, and society. 

The leader’s ability to be attuned creates the narrative to develop the organization’s 

strategic vision, mission, and values. The literature review and common knowledge 
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suggest that the attuned leader is a fundamental value and attunement is a skill that 

leaders need to have so they can develop effective strategies; therefore, attunement is 

a prerequisite for the leader’s repertoire of skill sets that can influence his or her 

ability to succeed a be a strategic leader.
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Appendix A: Post Hoc Analysis 
 

My interest in the topic has led me to look at the results of this attunement study and 

the need for the research question to tie into a more specific question related to the 

specific goal. Attunement seems to require more specific questions toward the goal to 

get the appropriate outcome. 

 

Attunement and Standard Mortality Ratio (SMR) 

I considered attunement component scores, as defined in this research, and their 

components based on the factor analysis conducted earlier in the research. I 

conducted multiple two-step linear regressions and ANOVA testing and noted that 

there are multiple variations to the results that point to the need to be more specific 

when developing the questions for the research. A few graphical observations noted 

when questions are more focused include the R2 slope, which is more acute. 

 

I wanted to look at standard mortality ratio (SMR) calculated for each of these sites. 

The standardized mortality ratio (SMR) is usually defined as the ratio 𝑆𝑀𝑅 =  
𝑁𝑆

𝑁𝑅
, 

where NS is the number of deaths in a study population and NR is the expected 

number of deaths in the study population, assuming the mortality rate of a reference 

population (Tang, Gan, & Zhang, 2015). Standard mortality ratios (SMR) compare 

the mortality rate of a study population with that of a reference population (Tang et 
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al., 2015). Each of the 148 hospitals in the study will have an individual SMR; this is 

different from mortality rate calculations in this research as described. I validated my 

calculated mortality score to SMR by including a regression analysis between the two 

measures.  

 

Figure 4. Mortality Score vs. Standard Mortality Ratio  

 

Attunement Components and Mortality Score 

Attunement components and mortality score analysis 

The interesting observation for me is that when the questions become more focused 

and/or when specific attunement components are used to compare their influence over 

the outcomes, Figure 5. Approachability Component and Mortality Score), the 

statistical measure increased at R2 = 0.0028. When the questions are less focused 

and/or compared to the components unrelated to quality, the R2 was graphically 

inverse to what should be observed as a positive result (Figure 7. Assignments 

Component and Mortality Score). The techniques for investigating the relationship 
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between two quantitative variables are correlation and linear regression (Bewick, 

2003). 

 

While there are very good scientific advantages to using analytic criteria over 

subjective (graphical) rotational procedure (Kaiser, 1958), reviewing graphical 

representations of a study can possibly give explanations to minute changes and 

influences of the independent variable—in this instance attunement components. The 

next three figures and illustrations demonstrate the statement above about graphical 

observations. 

 

 

Figure 5. Approachability Component and Mortality Score 

 

 

y = -0.0015x + 0.0175
R² = 0.0028

 -

 0.00500

 0.01000

 0.01500

 0.02000

 0.02500

 0.03000

 0.03500

 0.04000

3.00 3.20 3.40 3.60 3.80 4.00 4.20 4.40 4.60 4.80 5.00

Approachability and Mortality



147 

 

 

Figure 6. Feedback Component and Mortality Score 

 

 

Figure 7. Assignments Component and Mortality Score 

 

Attunement components and stratified mortality scores 

I developed a stratified mortality score to take into account the covariates identified 

during the research process. The formula was to add all covariates and then multiply 

the sum of covariates by the mortality score as follows: 
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𝑆𝑀 = (𝐶𝑣𝐻 + 𝐶𝑣𝑙𝑜𝑐 + 𝐶𝑣𝑝𝑡𝑐 + 𝐶𝑣𝐺𝐴 + 𝐶𝑣𝐵𝑊 + 𝐶𝑣𝑀𝐴 + 𝐶𝑣𝑙𝑜𝑠) ∗ 𝑀𝑠𝑐𝑜𝑟𝑒 

 

When covariates were taken into account, I observed the variations in attunement 

components. 

 

 

Figure 8. Approachability Component and Stratified Mortality Score 
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Figure 9. Feedback Component and Stratified Mortality Score 

 

 

Figure 10. Assignment Component and Stratified Mortality Score 
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Figure 11. Quality Only and Stratified Mortality Score 

 

Attunement and Cost-per-Treatment Z-Score 

Attunement and cost-per-treatment z-score 

An interesting observation was that the correlation of attunement’s feedback 

component against cost per treatment yielded a steep R2 of 0.037 compared to the 

work assignment R2 of 0.0023. 
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Figure 12. Approachability Component and CPT Z-Score 

 

 

Figure 13. Feedback Component and CPT Z-Score 
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Figure 14. Assignment Component and CPT Z-Score 
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Attunement and stratified cost-per-treatment z-score 

 

 

Figure 15. Approachability Component and Stratified Cost-per-Treatment Z-

Score 
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Figure 16. Feedback Component and Stratified Cost-per-Treatment Z-Score 

 

 

 

Figure 17. Assignments Component and Stratified Cost-per-Treatment Z-Score 
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Post Hoc Observation Results 

This emphasizes the need for a more specific question of what the leader needs to be 

attuned to so that he or she can measure and influence organizational goals. The 

results mentioned above show that the more specific the questions (from the 

attunement components) are to what is needed for quality or financial measures, the 

correlations show a positive relationship. 
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Appendix B: Variable Correlations 

Table 14. Variable Descriptive Statistics 
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Appendix C: Factor Analysis 
 

Table 15. Survey Question (Attunement) Descriptive Statistics 
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Table 16. Survey Question (Attunement) Correlation Matrixa 
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Table 17. Survey Question (Attunement) Inverse Correlation Matrix 

 

 

Table 18. Survey Question (Attunement) KMO and Bartlett’s Test 
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Table 19. Survey Question (Attunement) Anti-Image Matrices 
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Table 20. Survey Question (Attunement) Communalities 
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Table 21. Survey Question (Attunement Components) Total Variance Explained 
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Figure 18. Survey Question (Attunement) Scree Plot 
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Table 22. Survey Question (Attunement) Reproduced Correlations 
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Table 23. Survey Question (Attunement) Rotated Component Matrixa 

 

 

Table 24. Survey Question (Attunement) Component Transformation Matrix 
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Figure 19. Survey Question (Attunement) Component Plot in Rotated Space 
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Appendix D: Factor Analysis Inter-correlations 

Table 25. Factor Analysis Inter-Correlations

 



168 
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Table 26. Detailed Variable Descriptive Statistics 
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Appendix E: Reliability Testing 

Table 27. Attunement Component: Approachability Component Reliability 

Testing 

 

 

Table 28. Attunement Component: Feedback Component Reliability Testing 

 

 

Table 29. Attunement Component: Assignment Component Reliability Testing 
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Appendix F: Two-Step Regressions 
 

Mortality Score Two-Step Regressions 

 

Table 30. Mortality Score Two-Step Regression Descriptive Statistics 
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Table 31. Mortality Score Two-Step Regression Correlations 
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Table 32. Mortality Score Two-Step Regression Variables Entered/Removeda 
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Table 33. Mortality Score Two-Step Regression Model Summaryc 

 

 

Table 34. Mortality Score Two-Step Regression ANOVAa 
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Table 35. Mortality Score Two-Step Regression Coefficientsa 
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Table 36. Mortality Score Two-Step Regression Excluded Variablesa 

 

 

Table 37. Mortality Score Two-Step Regression Collinearity Diagnosticsa 
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Table 38. Mortality Score Two-Step Regression Residual Statisticsa 
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Breastfeeding at Discharge Two-Step Regression 

 

Table 39. Breastfeeding at Discharge Two-Step Regression Descriptive Statistics 
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Table 40. Breastfeeding at Discharge Two-Step Regression Correlations 
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Table 41. Breastfeeding at Discharge Two-Step Regression Variables Entered/Removeda 
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Table 42. Breastfeeding at Discharge Two-Step Regression Model Summaryc 
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Table 43. Breastfeeding at Discharge Two-Step Regression ANOVAa 
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Table 44. Breastfeeding at Discharge Two-Step Regression Coefficientsa 
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Table 45. Breastfeeding at Discharge Two-Step Regression Excluded Variablesa 
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Table 46. Breastfeeding at Discharge Two-Step Regression Collinearity Diagnosticsa 
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Table 47. Breastfeeding at Discharge Two-Step Regression Casewise Diagnosticsa 

 

 

Table 48. Breastfeeding at Discharge Two-Step Regression Residual Statisticsa 
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Antibiotic Stewardship Two-Step Regression 

 

Table 49. Antibiotic Stewardship Two-Step Regression Descriptive Statistics 
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Table 50. Antibiotic Stewardship Two-Step Regression Correlations 
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Table 51. Antibiotic Stewardship Two-Step Regression Variables Entered/Removeda 

 

 

Table 52. Antibiotic Stewardship Two-Step Regression Model Summaryc 
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Table 53. Antibiotic Stewardship Two-Step Regression ANOVAa 
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Table 54. Antibiotic Stewardship Two-Step Regression Coefficientsa 

 

 

  



192 

 

 

Table 55. Antibiotic Stewardship Two-Step Regression Excluded Variablesa 
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Table 56. Antibiotic Stewardship Two-Step Regression Collinearity Diagnostics 
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Table 57. Antibiotic Stewardship Two-Step Regression Casewise Diagnosticsa 

 

 

Table 58. Antibiotic Stewardship Two-Step Regression Residual Statisticsa 
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Cost-per-Treatment Z-Score Two-Step Regression 

 

Table 59. Cost-per-Treatment Z-Score Two-Step Regression Descriptive 

Statistics 

 

 



196 

 

 

 

Table 60. Cost-per-Treatment Z-Score Two-Step Regression Correlations 
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Table 61. Cost-per-Treatment Z-Score Two-Step Regression Variables Entered/Removeda 
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Table 62. Cost-per-treatment Z-Score Two-Step Regression Model Summaryc 

 

 

Table 63. Cost-per-Treatment Z-Score Two-Step Regression ANOVAa 
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Table 64. Cost-per-Treatment Z-Score Two-Step Regression Coefficientsa 
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Table 65. Cost-per-treatment Z-Score Two-Step Regression Excluded Variablesa 

 

 

Table 66. Cost-per-treatment Z-Score Two-Step Regression Collinearity Diagnosticsa 
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Table 67. Cost-per-treatment Z-Score Two-Step Regression Casewise Diagnosticsa 

 

 

Table 68. Cost-per-treatment Z-Score Two-Step Regression Residual Statisticsa 
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Growth Z-Score Two-Step Regression 

 

Table 69. Growth Z-Score Two-Step Regression Descriptive Statistics 
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Table 70. Growth Z-Score Two-Step Regression Correlations 
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Table 71. Growth Z-Score Two-Step Regression Variables Entered/Removeda 

 

 

Table 72. Growth Z-Score Two-Step Regression Model Summaryc 
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Table 73. Growth Z-Score Two-Step Regression ANOVAa 
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Table 74. Growth Z-Score Two-Step Regression Coefficientsa 
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Table 75. Growth Z-Score Excluded Variablesa 
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Table 76. Growth Z-Score Collinearity Diagnosticsa 

 

 

Table 77. Growth Z-Score Two-Step Regression Residual Statisticsa 
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