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Abstract

This inquiry explored the following key research question: How might embracing love-led
leadership inspire positive change in the healthcare system in Peterborough and county? The
organizational sponsor of this research was the Kawartha Sexual Assault Centre (KSAC). This
research inquiry was grounded in action research engagement methodology and married well
with KSAC’s dedication to supporting individual and community empowerment. Thirteen
patient advocates of 18 years of age or older were recruited to participate in the art-based
research method of Photovoice. Fifteen frontline healthcare leaders participated in the groupbased method of world café. Key findings of this research inquiry include identification of the
existence of love-led leadership, how love-led leadership is expressed by healthcare providers, as
well as limitations in manifesting love-led leadership in healthcare practice. This thesis adheres
to Royal Roads University’s (2011) Research Ethics Policy.
Keywords: positive change, love-led leadership, inspiring change, burnout, healthcare,
trauma-informed, love, leadership, relationship-centred care, moral distress, moral courage,
action research engagement, Photovoice, world café
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Chapter One: Focus and Framing

The Kawartha Sexual Assault Centre (KSAC) in Peterborough, Ontario, sponsored this
research inquiry. KSAC provides counselling and support to people who have experienced
gender-based violence and provides community education. Of concern for KSAC is the
Peterborough and county healthcare system, which “lacks compassion and traumatizes people
who have experienced gender based violence” (L. Clarke, personal communication, January 15,
2018).1 Improvements in frontline healthcare leadership have the potential to inspire positive
change in the Peterborough and county healthcare system and may come from embracing loveled leadership, a newly developed lens of leadership and the focus of this inquiry.
While analyzing leadership theories during my course work in the Royal Roads
University Master of Arts in Leadership program, I noted that leadership theorists marginally
addressed love in leadership. Embracing love as the key component of my leadership in
healthcare was a critical moment for me. The dearth of academic discourse surrounding love in
leadership drove me to research and develop a definition and characteristics of love-led
leadership. This inquiry used the following definition of love-led leadership to guide the
research: a philosophy of engaging in leadership practices guided by feelings of concern for
others that promote strong affection between people and give rise to a dedication to others’ wellbeing and the maintenance of their dignity. The characteristics of love-led leadership that guided
the research are vulnerability, authenticity, accountability, humility, empathy and passion. The

1

All personal communications in this report are used with permission.
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definition and characteristics of love-led leadership are more fully examined in Chapter 2 of this
thesis.
After the development of the definition and characteristics of love-led leadership, I
wondered if other frontline healthcare leaders embraced love in their leadership, might it inspire
positive change in the healthcare system in Peterborough and county and make the healthcare
system more compassionate for patients.
As an inquirer with KSAC, my role was to work respectfully and ethically with
stakeholders to answer the following inquiry question: How might embracing love-led leadership
inspire positive change in the healthcare system in Peterborough and county? Responses and data
collected from the following subquestions illuminated the answer to the inquiry question:
1. How do patient advocates describe the patient experience of love-led leadership in the
healthcare system in Peterborough and county?
2. How can healthcare leaders in Peterborough and county manifest love-led leadership
in their practice?
3. What may limit Peterborough and county healthcare leaders in manifesting love-led
leadership in their practice?
Significance of the Inquiry
KSAC strives to be client-led and to empower providers in the communities it serves to
feel confident in administering care that maintains the dignity, connection, and well-being of all
people (L. Clarke, personal communication, January 15, 2018), a model of love-led leadership.
Engaging in research is an empowering aspect of self-determination and KSAC’s role in this
inquiry was to provide an opportunity for people to use their voice, which are often unheard in
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the provider-centric healthcare system. This inquiry had the potential to demonstrate that loveled leadership could inspire positive change in how the healthcare system functions and was of
importance and benefit to KSAC, as it had the potential to discover information that would
support their challenge to the systems and institutions that incite oppression and inequities in
service delivery such as the healthcare system in Peterborough and county. Benefits of this
inquiry to KSAC included meeting targets for funding requirements, community building, and
solidarity between healthcare practitioners and community service providers (L. Clarke, personal
communication, January 15, 2018). Another significant benefit to KSAC related to its role as a
change leader in the healthcare systems, as the inquiry provided an opportunity for the
organization to demonstrate how empowering people to share their voices and engage in love-led
leadership can be a force for positive change.
With support from KSAC leadership, I identified key stakeholders, whom I divided into
two groups: first, patient advocates who provide support, guidance, and leadership for subsets of
patients who currently or have received healthcare within Peterborough and county, and, second,
frontline healthcare leaders working with people who experience multiple vulnerabilities and
intersectionality.
I further divided the groups of stakeholders for this inquiry into internal and external
stakeholders. Stringer (2014) argued stakeholders are people who are “affected by or have an
effect on the problem or issue of interest” (p. 77). Internal stakeholders are identified by their
employment or volunteering role within the system. In this inquiry, the internal stakeholders
included patients’ advocates in and the frontline healthcare leaders and providers of the
healthcare system in Peterborough and county. Benefits of the inquiry for this group included
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participating in research in which they were empowered through dialogue with others and having
their voices represented to a wider audience capable of enacting positive change. External
stakeholders encompassed those affected by the performance or services of the internal
stakeholders, including patients, the Ontario Ministry of Health and Long-Term Care, and the
Central East Local Health Integration Network. For this group, benefits of the inquiry included
the potential for improved patient experience and for enhanced understanding of the positive
potential of new leadership lens on the healthcare system. Further potential consequences of the
inquiry not being undertaken are unheard patient and provider voices as well as limiting KSAC’s
ability to challenge the inequities in the healthcare system at a higher level.
Organizational Context
KSAC was founded in Peterborough, Ontario, in 1977. Originally, the centre was solely
staffed by volunteers until 1985, when KSAC incorporated and acquired its first paid staff
member (KSAC, n.d.). Since 1977, KSAC has sought to “be a centre that contributes to the
building of a safe and healing community” (KSAC, 2017, p. 7), and its mission is “to support
those affected by sexual violence and to influence social change within our community” (p. 7).
Today, KSAC staff provide counselling to people who have experienced gender-based violence
and empowers and educates populations within its catchment area through community
development and specialized training to raise awareness of the societal attitudes and systemic
barriers that sustain the cycle of violence (KSAC, 2017).
KSAC is a small, publically funded community organization that belongs to the Ontario
Collation of Rape Crisis Centres. As a decentralized organization, KSAC has an Executive
Director who is responsible for its day-to-day operations alongside coordinators of different
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portfolios who are responsible for the decisions in their specific prevue. Key stakeholders to this
inquiry included the Executive Director and the Community Engagement Coordinator, each of
whom have the ability and influence to take the recommendations of this inquiry forward to the
community. In addition, KSAC has a nonprofit board of directors to guide its governance and
ensure the organization has the financial resources to advance the centre’s mission.
The work KSAC staff do is inherently political, as the oppression in gender-based
violence impacts all members of Canadian society. L. Clarke (personal communication, January
15, 2018) indicated, “KSAC supports and encourages community dialogues and events that will
allow for diverse people to have conversations and develop solutions to the oppression that
plague our community.” KSAC provides a valuable service to all people within its catchment
area and, despite offering counselling and education services that arguably fall within healthcare
delivery, KSAC operates outside of the mainstream healthcare system. Operating outside of the
traditional healthcare system allows KSAC to critically appraise the system and provide an
alternative, relational, and person-centred approach to service provision. While this has created
mistrust between some healthcare providers, system leaders, KSAC leadership, and staff in
Peterborough and county (personal communication, L. Clarke, January 15, 2018), it has also led
to community and healthcare organization dialogues. These dialogues have generated an
understanding of the importance of person-centred care in service provision to people who have
experienced gender-based violence and to more marginalized populations. The groundwork that
has been laid by KSAC through these dialogues has created an ideal opportunity for this inquiry
to inspire positive change in the healthcare system in Peterborough and county. I ensured this
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inquiry included research methods that allowed for these types of solution-focused dialogues to
occur between various stakeholders who may not have had the opportunity to engage before.
The core values of KSAC are grounded in feminism and in the belief for equality of all
people (L. Clarke, personal communication, January 15, 2018). The centre strives to “embrace
the opportunity to combine talents, skills and knowledge to provide compassionate,
antioppressive, and responsive services to the community” (KSAC, 2017, p. 8). To align with the
centre’s values, I grounded the inquiry’s research methods in feminist theory, empowerment
education for critical consciousness, and generative dialogue (Brown & Isaacs, 2005;
Gunnlaugson, 2006; Sutton-Brown, 2014). Feminist theory focuses on analyzing gender
inequality, which is one of the greatest roles that KSAC has in the community that it serves. The
centre accomplishes this through its education and community development initiatives created to
inspire participants to question the nature of their historical and social situations. KSAC’s
education and community development role aligns with the importance of generative dialogue,
seeking to bring differing opinions to the table to generate new actions that have been created
collectively (Gunnlaugson, 2006). These methods of research aligned with KSAC’s (2017) core
values, allowing the findings and recommendations that come from this inquiry to be easily
endorsed by centre staff and board of directors and used as guideposts for future community
conversations with stakeholders in healthcare.
It was the latter part of KSAC’s mission, to influence social change, that inspired me to
approach KSAC to be the sponsor for this inquiry. This inquiry asked participants to engage in
research that required frontline healthcare leaders to consider what a change in the social order of

LOVE-LED LEADERSHIP

17

healthcare leadership may inspire. It is my hope that the outcomes of this inquiry will help
KSAC accomplish its mission to spark a social change.
Systems Analysis of the Inquiry
The global societal condition that KSAC resides in is one of increasing awareness of
gender-based sexual violence. In response to this heightened awareness, the Government of
Canada gave the first reading of Bill C-65 (2017) in the House of Commons; this bill aims to
“strengthen the existing framework for the prevention of harassment and violence, including
sexual harassment and sexual violence, in the work place” (Summary section, para. 1). Locally,
this has translated into more interest from the healthcare community on how to best care for
survivors of gender-based trauma, and KSAC has responded with increasing their community
education programs to include community-wide dialogues on addressing oppression (L. Clarke,
personal communication, January 15, 2018). In tandem with this global increase in awareness of
gender-based violence, the professional healthcare colleges in Canada continue to make the
public aware of their antiharassment and abuse policies that govern the healthcare professionals.
Indeed, the College of Nurses of Ontario (2016) added sexual abuse to its list of topics of
importance for the public. It is within this larger societal context that the system for this inquiry
resides.
A systems analysis of an issue or opportunity requires a systems thinking approach.
Systems are dynamic structures of interactions and synergies in which the whole system
becomes greater than the sum of its parts. Systems thinking “works to reveal the underlying
characteristics and relationships of systems” (de Savigny & Adam, 2009, p. 23), allowing for the
possibility of overcoming the inertia of the status quo. Senge (2006) suggested that the essence

LOVE-LED LEADERSHIP

18

of systems thinking could be found in seeing interrelationships and processes of change. A
systems thinking approach concentrates on how internal and external stakeholders’ behaviour is
created as a result of working within the system; this approach is supported by Senge (2006) and
Wheatley’s (2006) system concept of feedback loops in which by actions in one part of a system
can reinforce or balance actions in another.
The healthcare system must be examined, as it is the system context in which this
research inquiry resides. The local, provincial, national, and global healthcare systems are rooted
in a hierarchical and patriarchal model of care and organization (Jansen, 2008) and have created
a status quo culture of depersonalization and emotional exhaustion (West, Dyrbye, & Shanafelt,
2018). This makes centres like KSAC necessary, as they critically appraise and analyze these
systems through a feminist lens and provide caring alternatives to the current patriarchal system.
Examining love-led leadership as a balancing loop (Wheatley, 2006) to the effects of such
existing health systems may allow for high-level healthcare leadership to amplify the need to
change to a more relational and person-centred model of care (Beach & Inui, 2006). Love-led
leadership may address the limitations of the current healthcare system through utilization of its
egalitarian and relational methods.
The way in which the current hierarchical and patriarchal healthcare system is
operationalized affects both patient and providers alike and reinforces a structure in which the
system itself causes the behaviour (Senge, 2006) and actions of healthcare providers. In other
words, the current system generates a negative feedback loop. Griscti, Aston, Warner, MartinMisener, and McLeod (2017) discovered that patients’ input was disavowed because the health
system privileged the healthcare provider’s advice over that of the patient’s wishes, and the
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hierarchical structure of hospital supported these dynamics by validating healthcare providers as
gatekeepers of service, excluding the patient’s input in clinical notes, and through healthcare
providers’ workplace self‐regulation. The current health system encourages doctors to prioritize
patients for specialist services (e.g., orthopaedic services) and has led to notoriously long wait
times. These wait times disproportionally reduce health outcomes and impacts what is done to or
for a patient, particularly for women (Barua, 2017), people living in poverty, and racialized
minorities (Carrière & Sanmartin, 2010). Barua (2017) found that every extra week patients wait,
there is an increase in the mortality rate of three female deaths per 100,000 people, and, in total,
wait times may have contributed to 2.5% of all female deaths in Canada. Lindemann (2012)
argued that, while this is suggestive of male physicians listening to male voices more than
women’s, it is also a systemic problem of healthcare and is “the result of social practices and
institutions that work together quite impersonally to favour the interests of men over women”
(p. 40). Further, increased wait times for specialist services and doctor appointments have been
associated with low household outcome and immigrant statues (Carrière & Sanmartin, 2010).
Regarding overall patient experience, Hartney (2018) argued that patients feel fearful and
humiliated from being cared for in a healthcare system that is overcrowded and dehumanizing.
This historically hierarchical and paternalistic healthcare delivery does not go far enough in
improving the patient’s experience and safety and has done little to improve the wellbeing of
healthcare providers. Healthcare providers experience a decrease in their own health as a result
of working within the hierarchal and patriarchal healthcare system. For example, Johnson et al.
(2018) found staff working in mental healthcare report poorer well‐being and higher rates of
burnout than their counterparts in other healthcare sectors; they also noted poorer quality and
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safety of patient care, higher absenteeism, and higher turnover rates in mental healthcare
organizations. Given that the current hierarchical and patriarchal healthcare system supports a
culture in which both the healthcare provider and the most marginalized of patients suffer the
poorest health outcomes, there is great potential for love-led leadership to offer a more
humanized approach to care. Thus, this inquiry was perfectly timed to become a leverage point
for positive change.
An important aspect within the healthcare system is the intimate nature of a therapeutic
patient–provider relationship (Soklaridis, Ravitz, Adler Nevo, & Lieff, 2016) and the
interpersonal nature of a leader–follower relationship, both which have been examined in the
literature (Jackson & Parry, 2011). What has not been examined is the impact that leading with
love can have, and how it may act as a positive feedback loop through which healthcare leaders
can share its potential benefits and amplify it into a message that can signal a need for system
change (Wheatley, 2006). As mentioned above, L. Clarke (personal communication, January 15,
2018) suggested,
If we don’t start speaking about our work in this way, we will continue to stay distant
from why we do our work. We need to look at the ways vulnerability and accountability
benefits leaders and benefits our clients and patients.
This inquiry had the potential for people to become discomforted when discussing love in
the context of compassionate healthcare. Healthcare professional regulatory body guidelines
discourage some expressions of compassion that, in society, have been identified with empathy
of compassionate love (e.g., hugging a patient or holding their hand to comfort them). The
College of Nurses of Ontario’s (2006) Practice Standard: Therapeutic Nurse-Client Relationship
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outlined empathy as maintaining “appropriate emotional distance from the client to ensure
objectivity and an appropriate professional response” (p. 4). This practice standard is an example
of one that could be interpreted by healthcare providers or policymakers to mean that some
expressions of compassion, even if they may be therapeutic, should be avoided. This avoidance
may occur due to fear healthcare providers will be perceived as violating the standard.
Regulatory guidelines are in place for good reason, to protect patients from abuses of power from
healthcare professionals. However, these guidelines do little to shed light on the appropriate
expressions of compassionate love and leave providers unsure how to express their
compassionate love for fear of persecution. As such, these guidelines encourage the maintenance
of a professional distance or emotional avoidance. The unintended consequence of this distance
is far more concerning, as patients and providers experience a disconnection in the patient–
provider relationship, which has been shown to decrease treatment adherence (Berghoff et al.,
2018). Looking toward the future, the ultimate goal of this inquiry is to provide an opportunity
for love-led leadership to inject a balancing loop to the current healthcare system such that it may
encourage a shift in high-level healthcare system leaders to actively encourage providers and
frontline healthcare leaders to engage in relational and person-centred care and leadership.
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Figure 1. Diagram outlining the relationship of the key stakeholders in the healthcare system in
Peterborough and county.
Figure 1 presents a diagram to help to elucidate the relationship of key stakeholders in the
healthcare system hierarchy who were related to the inquiry. The system analyzed in this inquiry
is the hierarchical nature of the healthcare system itself. This allows for the recommendations of
this inquiry to focus on and leverage all aspects of the system, particularly at the higher levels of
the hierarchy, which provide executive leadership to other aspects of the system.
Thesis Overview
The remainder of this thesis is organized into a literature review, methodology, inquiry
project findings and conclusions, and the implications of the inquiry. The literature review in
Chapter 2 examines the definition and characteristics of love-led leadership, origins of healthcare
worker burnout, and person-centred care. Chapter 3 explores the methodology of the inquiry and
outlines the overarching research methodology, criteria for project participant selection, data
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collection methods, inquiry conduct, the process for analyzing the data for the inquiry, and
addresses ethical issues related to the inquiry. Chapter 4 illustrates the inquiry’s findings,
conclusions, as well as the scope and limitations. Chapter 5, “Inquiry Implications,” details the
inquiry’s recommendations, organizational implications, and implications for future inquiry and
presents the thesis summary.
The current chapter provided a focus and framework for the inquiry, which explored how
love-led leadership might inspire positive change in the healthcare system in Peterborough and
county. Grounding the inquiry by comparing and contrasting scholarly and professional literature
related to the concepts discovered is important to understanding the relationship to the inquiry
question and is the focus of the next chapter.
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Chapter Two: Literature Review

My intent in completing this literature review was to synthesize, compare, contrast, and
critique scholarly and professional literature relevant to the inquiry question: How might
embracing love-led leadership inspire positive change in the healthcare system in Peterborough
and county? I reviewed and analyzed the literature related to the key topics of this inquiry:
defining love-led leadership, healthcare provider burnout, and relationship-centred care. This
accomplished the task of having a comprehensive understanding of the key issues related to the
inquiry and are discussed below.
Defining Love-Led Leadership
The word love can conjure images of romance and sexuality. However, there is another
aspect of love, a nonsexual or nonromantic love, that is more appropriate to a leader–follower
relationship. Love is defined by the Merriam-Webster Online Dictionary as “a strong affection
for another arising out of kinship or personal ties; affection based on benevolence (disposition to
do good); and/or unselfish devotion to and benevolent concerns for the good of another”
(“Love,” n.d., para. 1). Chinn (2013) indicated that, at its core, the ability to love someone is to
feel and to act from a place of genuine respect for them. Ricciardi (2014) embraced the definition
of love as intimacy, passion, and commitment and further defined intimacy as the degree of
closeness that two people achieve, noting that is demonstrated in the feelings that promote
connectedness such as “affections, positive regard, self-disclosure and supportiveness” (p. 12).
Ricciardi outlined passion in leadership as a follower’s need for self-esteem, affiliation,
nurturance, and self-actualization. He divided the definition of commitment into short term, a
resolve to maintain a close relationship, and long term, a dedication to a person’s success and
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well-being (Ricciardi, 2014). Critical to defining love-led leadership is agape love. The origins
of its definition were found in early Greek language and early Christianity, and its first use is
suggested to be in Homer’s, The Odyssey (Wivestad, 2008). Homer’s The Odyssey, written
sometime in the 8th century, presents one of the first descriptions of agape. In Section 15:60 of
that work, the son of Atreus, Menelaos, responds to Telemachus, the son of Odysseus, who
requests to be allowed to go home. Menelaos then outlines the importance of self-giving and
unconditional love and respect of the autonomy of another human. The quote that follows is an
English translation of Homer’s original work in ancient Greek:
Telemachos, I will not hold you for long if you want to go home. I would scorn any man
who received guests and love too much, even as one who hated too much. Measure is
best in all things. It is equally evil to send a guest-friend on his way who wishes to stay,
and to hold back someone who wants to go. It is right that you love a guest-friend when
he is with you, and when he wants to go – send him on his way. (Homer, trans., 2014, p.
282)
Agape love is universally understood as a generalized, self-giving love for others, and
can be contrasted to the ancient Greek poet Hesiod’s description of eros love, a romantic, sexual
love (Wivestad, 2008). Agape love is present in multiple worldviews and philosophical and
religious contexts (Templeton, 1999) and has informed discourse surrounding humanistic and
altruist values (Watson & Smith, 2002). Bryant (2009) described agape love between leader and
follower as “an unselfish love of one person for another; a moral love that encourages humility
and altruism by doing the right thing at the right time and for the right reason” (p. 156). Being
led by another through love is demonstrated by “behaviours that are focused on caring, concern,
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tenderness, and an orientation toward supporting, healing and understanding the other” (Sprecher
& Fehr, 2005, p. 130). Thus, to be led by love in leadership means to ground one’s decisions and
actions in love of another.
For this literature review, I chose to use Merriam-Webster’s most basic definition of
leadership: the act of “providing guidance or direction” (“Leading,” n.d., para. 3). I selected this
definition to begin building my theory of love-led leadership, as it permeates all established
theories of leadership I have reviewed. Based on my review, I put forward the following
definition of love-led leadership: A philosophy of engaging in leadership practices guided by
feelings of concern for others that promote strong affection between people and give rise to a
dedication to others’ well-being and the maintenance of their dignity.
Expressing love-led leadership requires trust that a healthcare organization and system
will support activities associated with operationalizing the characteristics of love-led leadership,
which I describe in the next section. Unfortunately, engaging in love-led leadership places the
leader at personal and professional risk, as the current hierarchal, compliance-based healthcare
system and health profession regulatory bodies cultivate distrust and fear (Khatri, Brown, &
Hicks, 2009; Pattison & Kline, 2015). The intention of professional regulatory bodies is to
protect the public from abuses of power by practitioners. Interpretations of the regulations have
encouraged healthcare professionals to engage in impersonal professional and therapeutic
relationships, which counter the impetus to care. This misalignment can create confusion and
fear when providers express love-led leadership. While this confusion and fear regarding
interpretation of regulations has not been fully studied, the impacts of a culture of distrust and
fear have been. There is a risk in admitting that one practices love-led leadership in healthcare.
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Admitting to making a medical error is also risky. While the risks of expressing love-led
leadership have not been studied, reasons for not admitting medical errors has been. The impacts
of not taking risks are outlined further here. Distrust, fear, and shame (Jarvis, 2016) dissuade
healthcare professionals from admitting mistakes, which reduces patient safety (Pattison &
Kline, 2015). This kind of organizational culture can lead to staff blaming one another to avoid
being reprimanded or disgraced, resulting in an unwillingness to take risks, no new idea
generation, and a lack of personal leadership for fear of punitive actions, criticism, or being
chastised by management (Khatri et al., 2009; Pattison & Kline, 2015). Similar to admitting
medical errors, practising love-led leadership is a risk that requires a leader to rise above the
current culture of distrust, blame, and shame that permeates the healthcare system and its
organizations. While engaging in love-led leadership requires risk to the healthcare professional,
its characteristics have been associated with positive outcomes, which I outline in the next
section.
Defining the characteristics of love-led leadership. A review of relevant literature
revealed characteristics that can be associated with love-led leadership. Bryant (2009) and
Cochlan (2007) both wrote books entitled Love Leadership. Bryant (2009) indicated that love
leadership includes vulnerability, caring, service, and stewardship. Cochlan (2007) stated that
love leadership requires a leader to demonstrate authenticity, vulnerability, principles, courage,
fearlessness, benevolence, abundance, and mentorship. Ricciardi (2014) posited that love is
expressed in leadership through intimacy, passion, and commitment. Similarly, Watson (2010)
described love in the context of a caring professional’s leadership as a moral commitment to
protect and enhance human dignity and to honour people’s needs, wishes, routines, and rituals.
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Of the literature reviewed, the aforementioned authors, among others, have figured heavily in the
choice of possible characteristics encompassing love-led leadership. The characteristics are
vulnerability, authenticity, humility, empathy, accountability, and passion. Differing from the
descriptions of love leadership outlined previously, love-led leadership is a distinctly actionoriented leadership theory that encourages leaders to be overt in their use of love as the
motivation through which their actions are channelled. I outline each proposed characteristic of
love-led leadership in the following paragraphs.
Love is powerful. Wheatley (2006) declared, “Power is the capacity generated by our
relationships and . . . love is the most potent source of that power” (p. 40). Given that love is
powerful, how then do love-led leaders demonstrate this power in the relationships with the
people and organizations they lead and serve? Brown (2012) suggested leaders must allow
themselves to be vulnerable, to be seen and known, and then a connection—a relationship—will
be forged. Vulnerability, the first characteristic of love-led leadership, can increase the leader’s
effective power (Greenleaf, 2002). Vulnerability can be loosely described as individuals giving
themselves permission to be who they are (Cochlan, 2007), and it is demonstrated when an
individual shares personal insights into his or her behaviour by revealing personal stories or
anecdotes appropriate to the conversation. While not without potential personal cost and risk to a
love-led leader (Nienaber, Hofeditz, & Romeike, 2015), engaging with others in a vulnerable
way enables people to open up and share in return (Spaulding, 2015). Healthcare professionals
are humans, and humans have complex feelings and make decisions based on that complexity.
Brown (2006) found that, while engaging in vulnerability fosters shame resilience, it
often can leave a person open to an emotional or verbal attack by others. Despite this, engaging
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in vulnerability can support a safe, intimate environment in which people understand that
mistakes are opportunities for individuals and organizations to change and grow. The role of
vulnerability in love-led leadership is in encouraging leaders to risk sharing emotions or
experiences as a way to create an empathetic connection, which may allow a more engaged
relationship to occur.
Closely linked to vulnerability are authenticity and humility, Characteristics 2 and 3 of
love-led leadership. Authenticity is the ability of a person to engage in self-awareness and be
able to know his or her own abilities. An authentic person strives to do the right thing in all
situations regardless of what others think (Spaulding, 2015). In order to accurately judge their
contributions to an organization or relationship, authentic people encourage feedback for others
and themselves (Cochlan, 2007) and are open to learning from their mistakes. Ultimately, an
authentic expression of self comes from mindful awareness of one’s thoughts and actions. This
awareness does not preclude one from harming others; however, it is a critical element of loveled leadership in that authenticity has the potential to inspire positive and interactive relationship
with others. Relatedly, humility requires that a leader sometimes suspend self-interest as well as
have the “ability to put her or his own interests, talents, and achievements into the right
perspective” (van Dierendonck & Patterson, 2015, p. 124). Humility also encourages an
acknowledgment of the contributions and strengths of others. Spaulding (2015) suggested
humility demonstrates a dedication to others’ well being, not through self-erasure of one’s
accomplishments or mistakes, but through celebration or reflection of the collective processes
used to get there. Authenticity and humility without the reality of the risk of emotional
denudation for the love-led leader is untenable. Expressions of authenticity and humility can
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come at a personal cost to the love-led leader, especially for women. Traynor and Evans (2014)
argued nurses engaging in authenticity and humility were seen as “martyrs” (p. 192) and “slaves”
(p. 192) in the healthcare system, words used to suggest the inferiority of women. While
historically, healthcare professionals, specifically women, were expected to provide care and to
be humbly obedient to a higher authority, usually a man (McGraw, 2005). This was substantiated
by a report on women in healthcare that indicated 80% of all paid healthcare workers are women,
and women hold only 10% of healthcare leadership roles (Women and Health Care Reform,
2009). This invites consideration for the spread of love-led leadership in the hierarchical and
patriarchal healthcare system given that the relational characteristics of love-led leadership, have
been used by women to navigate barriers unique to them (Sims & Morris, 2018). This could
mean that love-led leadership may be discounted and misconstrued as inferior, as its relational
characteristics have been traditionally assigned to women, an example of hierarchy and
patriarchy at play within the healthcare system.
The fourth characteristic of love-led leadership is empathy: the ability to step outside
oneself and attempt to gain a deeper understanding of the feelings, actions, ideas, and emotions
of others. Autry (2001) described empathy as the “art of acceptance” (p. 17), whereby the leader
accepts all ideas as valid and focuses on the content, not on the person who delivered them.
Empathy is a willingness to engage with others, accept the imperfections in the human condition,
and encourage others to “step up to their own responsibility to help shape their future and the
future of the organization” (Greenleaf, 2002, p. 356), and Mortier, Vlerick, and Clays (2016)
found that empathy expressed by nurse managers increased vitality in their staff nurses and
contributed to a great sense of involvement in the workplace. Conversely, Holt and Marques
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(2012) found that business students believed empathy was inappropriate in a business setting.
Respondents suggested empathy was inappropriate because it interfered with (rational and

ethical) decision making, it may be perceived as a sign of weakness, respondents had too
little life–work experience to recognize empathy as a powerful leadership tool in action, and
respondents tended to disassociate business from the human component, misunderstanding
the meaning of empathy for “pity” (Holt & Marques, 2012, p. 100), which is dehumanizing.
One criticism levelled at the healthcare system relates to policies being used to support the
business aspects of the system, rather than supporting healthcare professionals to care for
patients (Kieft, de Brouwer, Francke, & Delnoij, 2014). Thus, love-led leadership and its
associated characteristic of empathy may be difficult to practice within a healthcare setting.
Accountability, the fifth characteristic of love-led leadership, is important, as it creates
boundaries that allow others to understand what they are responsible for. If a leader neglects to
share with followers what is expected of them, they never fully understand if they are meeting
organizational goals. Simply put, they are always operating at a loss, which breeds fear. When
leading with love, leaders “abandon winners and losers” (Autry, 2001, p. 11) and create a shared
accountability whereby it is “not okay to stay down, one must live up to the expectations of
themselves and their peers” (Cochlan, 2007, p. 6). Accountability to others demands selfdiscipline and a commitment to maintaining their dignity. In organizational practice, this can be
seen in setting performance standards so that people understand clearly what is expected and in
ensuring the organization focuses on employees first, then on the talents of employees, and
finally on how this benefits the organization (van Dierendonck & Patterson, 2015).
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Encouraging and ensuring accountability exposes a love-led leader to professional risk.
This is best seen in the context of the “hidden curriculum” (Liao, Thomas, & Bell, 2014, p. 169)
of healthcare, a set of influences or implicit messages about values and practice that employees
are exposed to within a healthcare institution and at an organizational cultural level through daily
interactions. Holding oneself and colleagues accountable can be risky. In a hidden curriculum,
team culture in a healthcare institution can be disrespectful toward the employee attempting to
engage in accountability, and staff can assimilate in order to protect themselves from criticism
(Barzegar, Paryad, Jafroudi, Leyli, & Khanghah, 2018; Liao et al., 2014). Accountability in loveled leadership is about character—expecting the right things of oneself and others, while not
without risk, is essential to love-led leadership.
The sixth characteristic of love-led leadership is passion. Passion has been described
within a sexual and nonsexual context. For the purposes of this literature review, passion is
viewed in a nonsexual frame and defined as the intense enthusiasm or conviction for something
(“Passion,” n.d.). Underwood (2008) suggested that passion in love is seen when someone is
emotionally engaged with another by expressing an attitude of openness and receptivity. Bryant
(2009) noted passion is demonstrated by thinking of others more than thinking about oneself and
by having a drive for being grounded in a larger purpose of caring for others and doing good.
Passion is the tireless effort to do the right thing, for the right reason, at the right time. In public
service, this kind of passion “elicits higher levels of altruistic behaviours that characterizes
public service motivation, which in turn increase job performance” (Schwarz, Newman, Cooper,
& Eva, 2016, p. 1025). Love-led leaders are passionate about people, their colleagues, their team,
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and the organization’s mission and culture; this passion has the potential to inspire commitment
from followers to be passionate about others.
Comparing and contrasting love-led leadership with other leadership theories. The
definition and characteristics of love-led leadership are also shared with other leadership
philosophies. The strongest comparison is to servant leadership. Greenleaf (2002), who first
identified servant leadership, noted, “Any human service is the one in which those who are
served should be loved” (p. 52). At its core, servant leadership believes that leadership requires
love—a moral love that is bound in a commitment to trust, service, and empowerment and a
vision for the future (Ricciardi, 2014). This core belief is shared with love-led leadership.
Ricciardi (2014) demonstrated “a leader’s perceived leadership is positively related to the degree
of love he or she is perceived as displaying” (p. 71). Ricciardi (2014) also outlined that intimacy
explained the majority of the relationship with love and leadership. With this in mind, one can
see the link between the creation of intimacy and community building, which is a major tenet of
servant leadership. One cannot have community without intimacy and vice versa. The
characteristics of love-led leadership are similar to that of servant leadership, as there is a desire
for empowerment of others and interpersonal acceptance (Schwarz et al., 2016) in their
expressions and encouragement of authenticity, vulnerability, and accountability. Servant
leadership relies on interpersonal communication to understand the abilities, desires, goals, and
potential of others (van Dierendonck & Patterson, 2015); this is similar to love-led leadership,
which promotes strong affection between people. Both philosophies share the belief that
relationship building is integral to leadership. The differences between them lie in the ability of
love-led leaders to embrace love as the place from which they lead, whereas servant leadership
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does not go far enough in embracing love a key component of its philosophy. The clarity of
embracing love allows for a fulsome understanding of one’s leadership philosophy, which in turn
inspires a greater dedication to the decisions and actions one takes. This clarity may also lead to
a more honest expression of love, thereby making explicit the connection between love,
leadership, and the maintenance of human dignity.
There are also similarities and differences between love-led leadership and
transformational leadership. Both philosophies focus on people and relationships as the means in
which visions are brought to reality. This is where the similarities end. Those engaging in loveled leadership may use empathy in order to understand people’s desires first, and then use their
passion to determine how engaging their desires will support the organization. In contrast,
transformational leadership focuses on employees to the extent that “it is beneficial to turn the
articulated, compelling vision into reality” (Schwarz et al., 2016, p. 1029), viewing employees as
a means to an end. Similar to servant leadership, love-led leadership encourages stakeholder
engagement and empathy for the effect decisions will have on them, whereas this behaviour is
not explicitly a component of transformational leadership (Schwarz et al., 2016). Both leadership
lenses are focused on the importance of embracing and creating change. However, the method
through which each achieves this is grounded in very different assumptions related to the
engagement of people.
The starkest comparisons to love-led leadership are those of charismatic and fear-based
leadership. Charismatic and love-led leadership share a love for others as the motivation behind
their actions and practices. However, charismatic leadership utilizes a paternal kind of love,
using power, domination, control, rank, and status as a means to demonstrate love to ensure
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protection, support, and fidelity from a follower (Parry & Kempster, 2014). From the perspective
of the follower, charismatic leadership utilizes love to maintain patriarchal influence in
organizations in order to cultivate a “blind-love” (Parry & Kempster, 2014, p. 33), which serves
to engender a sense of powerlessness leading to dependence on the charismatic leader. In direct
opposition to this, a love-led leader utilizes love of others and a deep concern for their well-being
and acts with deference to their autonomy and unique preferences in order to protect their
dignity. Spaulding (2015) suggested that love encourages “leaders to act from a place of
understanding, generosity, compassion and empathy for those you lead” (p. 57). Charismatic
leadership forces respect with the threat of the removal of love to achieve results, whereas loveled leadership utilizes love to foster trusting relationships to empower others to achieve results.
Kahane (2010) suggested that the opposing force to love is power. Kahane described
power as the desire to achieve one’s purpose and love as the urge to unite with others. Kahane’s
description of love can be seen in love-led leadership. Love-led leadership’s definition includes
promoting strong affection between people and being dedicated to their well-being, both of
which can provided encouragement for people to unite. Kahane described power as the
application of force with love to achieve a desired state or change. This description points to the
importance of accountability and passion, two characteristics of love-led leadership. When these
characteristics are absent, the fear of potential of conflict that power can inspire may lead to
becoming a victim of inaction and promote a decreased ability to achieve gains in a situation.
Love-led leadership seeks to transcend the damaging effects of fear as a leadership
practice. Certain personality traits can utilize aspects of fear as their leadership style. Nigro
(2018) suggested these are called shadow traits and argued leaders who have elevated shadow
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traits are “self interested individuals with limited empathy and social conscience who regularly
utilize deception and tactical manipulation which have a negative impact on people and health
systems across many domains” (p. 100). She asserted that there are damaging effects when
healthcare leaders act from their shadow traits and these effects “spread to others in the form of
increased inter-personal aggression, as well as attrition of those who experience moral distress”
(Nigro, 2018, p. 99). Literature revealed that fear is used as a tool by leaders to force others into
submission. Daft (2002) suggested fear is manifested in leadership as arrogance, selfishness,
deception, unfairness, and disrespect. Fear-based leadership produces organizations in which
people feel powerless and lose confidence, commitment, enthusiasm, imagination, and
motivation (van Dierendonck & Patterson, 2015). Conversely, utilizing love in leadership
generates dignity, respect, and honour in an organization and between others (Daft, 2002). Love
leads to serving the best interest of others over time whereas fear-based leadership wins with
respect to short-term material gains (Bryant, 2009). Love-led leadership succeeds in the longterm commitment to others, which fosters agility and innovation in order to make an
organization successful (Hashemi, 2013). In essence, love prevails.
Love-led leadership aligns with values-based leadership philosophies and seeks to offer a
contrast to those leadership philosophies promoting the utilization of a leader’s more divisive
and disrespectful traits. Engaging in practices that align with the values of love-led leadership
allow for respectful interactions between others to occur. When healthcare professionals are
unable to operationalize these values they risk burnout, which is the topic of the next section.
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Healthcare Provider Burnout
The provision of quality healthcare rests squarely on the shoulders of healthcare
professionals at all levels. Responsibility for patient safety as well as continually coping with
moral quandaries and difficult workplace conditions exerts enormous pressure on healthcare
providers and leaders alike. The pressure that healthcare providers feel creates situations in
which acting with integrity to maintain a patient’s dignity or safety can be compromised and
leads to burnout (Portoghese, Galletta, Coppola, Finco, & Campagna, 2014). In this section, I
examine the definition and risks of burnout, explore moral distress as a prequel to burnout, and
discuss the role of leadership behaviour as a catalyst for burnout. Burnout has profound personal,
patient care, and organizational implications (Lachman, Murray, Iseminger, & Ganske, 2012).
Patient reports of their lived experiences of healthcare providers’ burnout are one of the key
identifiers in recognizing this issue (Ratanawongsa et al., 2008), which made this discussion
important for my inquiry.
Definition of burnout and associated risks. Burnout is a psychological response to
chronic job stressors. Maslach and Jackson (1984) coined the term and described burnout as a
syndrome that is characterized by any or all of the following three symptoms: emotional
exhaustion, depersonalization, and a decreased sense of personal accomplishment. While
concurring with the original definition, Spence Laschinger and Fida (2014) also argued that
cynicism should be considered a core element of burnout.
Goodman and Schorling (2012) described as emotional exhaustion as “being less able to
experience emotion related to work” (p. 120) and referred to feeling emotionally overextended
and depleted of personal emotional resources. Depersonalization involves “negative, cynical and

LOVE-LED LEADERSHIP

38

overly detached and impersonal attitudes and feelings towards other people” (Kanste, 2008,
p. 1). Patients have reported experiencing depersonalization when providers distance themselves
from seeing or diminish what makes the patients and/or their healthcare needs unique (Goodman
& Schorling, 2012). Personal accomplishment is the feeling of achievement related to working
with people. It is experienced in burnout as “a reduction in the feelings of competence and
successful achievements in one’s work with people” (Okpozo, Gong, Campbell Ennis, &
Adenuga, 2017, p. 1128). The risk factors for burnout have been linked to job stress, personal
characteristics, and organizational factors (Maslach, Schaufeli, & Leiter, 2001), and researchers
are increasingly recognizing the work environment as the leading factor in burnout (Glisson &
Green, 2011). Suboptimal workplace leadership has a role in creating burnout (Spence
Laschinger & Fida, 2014). In the work environment, high levels of burnout have been correlated
with high workload, perceived low levels of empowerment and efficacy, and poor
communication among team members (Galletta et al., 2016). Emotional exhaustion,
depersonalization, a decreased sense of personal accomplishment along with a poorly led work
environment can create stress-related responses and experiences with potential for poor
healthcare experiences and outcomes for patients and serious health risks for healthcare
providers. Burnout also has the potential to diminish the capacity for leaders to engage in loveled leadership, as it can create a perfect storm of personal and professional dissociation that
limits the expression of its relational characteristics.
The risks of burnout to both patients and providers are varied. Perhaps the most serious to
patients is the increased risk of making medical errors (Fahrenkopf et al., 2008; Shanafelt, 2009).
Healthcare provider burnout represents a threat to the quality of care that patients receive as well
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as to organizational performance (Spence Laschinger, Wong, & Grau, 2013). Burnout
experienced by nurses has led to depression and poor physical health (Peterson et al., 2008) as
well as a high cost to replace nurses who leave their positions as a result (Spence Laschinger et
al., 2013). Relatedly, physician burnout has been shown to influence patient adherence to
recommended therapy and patients’ satisfaction with their care (Shanafelt, 2009) and comes with
a significant personal cost such as substance abuse and suicide (Dyrbye et al., 2008). Arguably,
burnout significantly impacts the health and safety of patients, healthcare providers, and leaders
as well as the long-term sustainability and viability of healthcare organizations.
Moral distress. Moral distress is linked to burnout. Given the high responsibility and low
power inherent within the nursing profession, moral distress has been examined within nursing
science literature. Jameton (1984) has been credited with first identifying the concept of moral
distress; he outlined it as feelings that are painful and experienced as a psychological imbalance
occurring when nurses find themselves in situations in which they feel unable to do the right
thing. Schluter, Winch, Holzhauser, and Henderson (2008) offered a current definition of moral
distress as “an emotion that is expressed when the moral complexity of a situation is not leading
to a resolution, thereby having the potential to cause harm to the individual nurse” (p. 306).
Relatedly, Weber (2016) suggested the current and historical definitions of moral distress are
limited to the types of situations that create moral distress and argued that moral distress should
be defined as being intrinsically harmful to the person who experiences it. Further, Weber (2016)
and Cohen and Erickson (2006) contended institutional constraints, legal requirements, and
social influences are obstacles that prevent healthcare practitioners from doing what they believe
to be morally right. These obstacles cause poor-quality and futile care, unsuccessful advocacy,
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and the raising of unrealistic hope (Schluter et al., 2008) and have been linked to decrease in job
satisfaction, retention, patient safety, and quality of healthcare amongst nurses in Taiwan (Ko,
Chin, & Hsu, 2018). Moral distress is a contributing factor to burnout in healthcare practitioners
and leaders and an important concept to consider in this inquiry given its potential for profound
affects at the micro and macro levels of healthcare. Leadership behaviour has been given
consideration as a catalyst of burnout amongst healthcare professionals and is discussed in the
following section.
Leadership behaviour and burnout. Leaders set the tone for workplace environments
that can be nourishing or unhealthy. Given that healthcare workers’ well-being and professional
satisfaction have a significant effect on the quality of care that patients receive (Okpozo et al.,
2017), leadership behaviours become an important risk factor of burnout amongst healthcare
providers.
Omar et al. (2015) found that healthcare practitioners’ experience of burnout in an
intensive care unit was ameliorated by positive leadership actions that inspired empowerment in
practitioners. Similarly, in their study on physician burnout and satisfaction, Shanafelt et al.
(2015) concluded that leadership qualities of physician supervisors have a direct effect on the
well-being of the physicians they lead. Leadership burnout also affects healthcare leaders;
Cañadas-De la Fuente et al. (2015) found that overall empowerment, well-being, and satisfaction
for nurses in the work environment was positively linked to burnout in nursing administration
and management. Comparably, Eliacin et al. (2018) found when leaders supported social capital
in an organization, it became a protective factor against burnout for mental healthcare workers.
Taken together, these studies point to the possibility for love-led leadership to have an
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ameliorating effect on burnout. The relationship to the inquiry is evident; leaders have the ability
to prevent burnout and to limit its negative effects on healthcare providers, organizations, and
systems.
In this section, I attempted to reveal the profound impact burnout and moral distress have
on the abilities of healthcare providers to lead frontline patient care, healthcare organizations,
and systems. To buffer these impacts, love-led leadership can offer a means to balance the
reinforcing loop burnout and moral distress cause in healthcare providers. In the next section, I
examine relationship-centred care and moral courage, two interrelated concepts through which
love-led leadership could be operationalized.
Relationship-Centred Care
Historically, the biomedical model of care bound healthcare professionals’ practice to
expressions of detached engagement in their relationships with patients. Relationships between
healthcare providers and patients are continually hindered by the paternalistic traditions within
healthcare systems (Alharbi, Carlström, Ekman, Jarneborn, & Olsson, 2014), such as the role of
patient as a passive recipient of healthcare. The irony of this tradition lies in the protective
factors of relationships; a decrease in interpersonal and interprofessional relationships creates the
conditions for an increase in burnout and risk to patient safety (Eliacin et al., 2018; Goodman &
Schorling, 2012; Okpozo et al., 2017). Expressed simply, placing importance on relationships
and relational interactions in healthcare benefits both the patient and the healthcare provider.
Rathert, Williams, McCaughey, and Ishqaidef (2012) found that focusing on improving the
relationship between patients and providers may lower distress levels in patients, which in turn
could facilitate healing. Focusing on making relationships explicit and improving relationships in
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healthcare is known as relationship-centred care (RCC; Soklaridis et al., 2016). The RCC
approach focuses on the importance of improving four distinct relationships in healthcare
practice as both framework for conceptualizing healthcare and a practical way to influence the
process and outcomes of healthcare (Soklaridis et al., 2016). This section includes a discussion
of the framework of RCC and moral courage as an example of RCC. Implicit in love-led
leadership is a requirement for healthcare providers to be in a humane relationship with patients.
Figure 2 illustrates where the practice of love-led leadership may be located within the context of
RCC. Application of RCC and moral courage praxis can be considered the explicit practices of
love-led leadership and, as such, were relevant to the inquiry topic.
Love-led Leadership

Relationship-Centred Care

Person-Centred Care

Figure 2. The possible location of love-led leadership practices within the context of
relationship-centred care.
Discussion of relationship-centred care. Of importance in healthcare is the relationship
between healthcare provider and patient. The first attempts to acknowledge its importance were
found in the discourse relating to patient-centred care, as originally described by Balint (1969).
This kind of care implied the therapeutic relationship between healthcare providers and patients

LOVE-LED LEADERSHIP

43

focused on a medical condition and its associated symptoms (Fix et al., 2018). More recently,
attempts have been made to humanize healthcare through a person-centred care approach, which
implies more focus on including a person’s preference, well-being, and social and cultural
background (Naldemirci et al., 2018). From the discourse surrounding person-centred care
sprung RCC, a move beyond those models to concentrating on the roles of all relationships
involved in the delivery and outcomes of healthcare. The Pew-Fetzer Task Force introduced the
term RCC to focus on the importance of relationships as a way to improve the process of health
(Tresolini et al., 2000) and identified four important types of relationships in heath care: patient–
provider, provider–provider, provider–community, and provider–self (Tresolini et al., 2000).
Similarly, Beach and Inui (2006) outlined RCC as focusing on those four relationships and also
introduced the importance of examining the implication of hierarchy on relationships in
healthcare. Beach and Inui expanded on the original Pew-Fetzer Task Force definition of RCC
and suggested the following four principles of RCC: (a) relationships in healthcare should
include the personhood of all participants, (b) affect and emotion are important components of
relationships in healthcare, (c) all healthcare relationships occur within a context of reciprocal
influence, and (d) all healthcare relationships have a moral foundation (Tresolini et al., 2000).
These principles currently guide the contemporary practice of RCC, which is based on
partnership and shared decision making (Suchman & Williamson, 2010). Implementation of
RCC has been credited in the success of population health management and transformation of
primary care practice (Nundy & Oswald, 2014) and is illustrated in Suchman and Williamson’s
(2010) four-step model of implementing RCC. The authors ground the model in the following
concepts, with each building on the last: (a) presentness, (b) facilitating advocacy and inquiry,
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(c) valuing and harnessing difference and diversity, and, finally, (d) letting go of control and
trusting the process. Such a model makes real the practice of RCC and provides guidance to
healthcare providers in implementation of RCC principles. A practical example of RCC in action
is moral courage and is discussed in the following section. Love-led leadership places
importance on maintaining the dignity of others, and the actions stimulated by moral courage can
be considered a living example of love-led leadership.
Moral courage. Scholars have noted that moral courage has fostered profoundly positive
personal and professional development and empowerment (Numminen, Repo, & Leino-Kilpi,
2017). Moral courage is an example of RCC in action and could be considered, in the context of
love-led leadership, as love made visible. The discourse surrounding moral courage has been
primarily within nursing literature. For the purposes of this inquiry, the ability to experience
moral courage is assumed to be available to all humans, and thus to all healthcare providers. True
presence is the most dominant of the of the seven core attributes of moral courage (Numminen et
al., 2017). True presence is defined as it relates to moral courage in nursing, as “the willingness
and daring to enter into a humanely intimate, interpersonal relationship with a patient” (pp. 883–
884) juxtaposed to indifference and superficiality in patient interactions, which are symptoms of
burn out (Lachman, 2010).
Moral courage is a means to being victorious over fear with practical action (Murray,
2010). Given the interdisciplinary nature of healthcare practice, conflict is unavoidable. Moral
courage can be seen in behaviours of RCC such as recognizing and working to resolve
interprofessional conflicts and continuous examination whether values are reflected in day-today work (Beach & Inui, 2006). Moral courage helps healthcare providers address ethical issues
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when values are challenged and helps them to take action when doing the right thing is not easy
and includes some element of personal risk be it perceived or actual (Lachman et al., 2012). It is
the element of personal risk, which makes moral courage an example of RCC. To express moral
courage, a healthcare provider struggles with barriers such as organizational cultures that eschew
interdisciplinary dialogue (Lachman, 2010). This willingness to labour despite personal risk
highlights the importance of the relationships in healthcare; risk takers are willing to work for the
relationships they are in. In consideration of the inquiry topic, expressions of love-led leadership
could be considered risk-taking behaviours.
This section reviewed the framework of RCC and moral courage as an example of RCC
and aimed to demonstrate how the application of RCC and moral courage praxis could be
considered the explicit practices of love-led leadership and therefore relevant to the inquiry.
Chapter Summary
In this section, I focused on synthesizing, comparing, contrasting, and critiquing
scholarly and professional literature relevant to the inquiry question: How might embracing loveled leadership inspire positive change in the healthcare system in Peterborough and county? The
literature review topics of this inquiry included outlining the new leadership philosophy of loveled leadership and examined healthcare provider burnout and relationship-centred care as
possible contexts in which love-led leadership might inspire positive change.

LOVE-LED LEADERSHIP

46
Chapter Three: Methodology

In conducting this thesis, I explored the following inquiry question: How might
embracing love-led leadership inspire positive change in the healthcare system in Peterborough
and county? I also utilized the following subquestions in this inquiry:
1. How do patient advocates describe the patient experience of love-led leadership in the
healthcare system in Peterborough and county?
2. How can healthcare leaders in Peterborough and county manifest love-led leadership
in their practice?
3. What may limit Peterborough and county healthcare leaders in manifesting love-led
leadership in their practice?
In this chapter I describe the research methodology, the research participants, data
collection methods, research inquiry conduct, and how the data were analyzed and validated. I
close with a discussion of the ethical issues pertinent to the inquiry.
Methodology
To answer the research question and subquestions outlined above, I employed action
research engagement (ARE) as the research methodology. Glesne (2016) indicated that action
research, which grew from the work of Kurt Lewin, suggests that the research is separate from
the participants and should utilize methods that lead to discovery, intervention, and evaluation.
Glesne postulated that action research has enjoyed resurgence in popularity as a qualitative
method involving stakeholders collaboratively in the entire research process and has been
described as participatory action research. Building on participatory action research
methodology, Rowe, Graf, Agger-Gupta, Piggot-Irvine, and Harris (2013) created the ARE
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model (see Appendix A), which “describes principles and implementation steps of an initiative
that helps organizational stakeholders increase their engagement and ‘readiness’ for the change
phase of action research” (p. 6). In this inquiry, ARE married well with KSAC’s focus on
community engagement and empowerment, as the ARE model encourages shifting potentially
entrenched ideologies and perspectives, much like mission and vision of KSAC (2017). Rowe
and colleagues’ ARE model outlined an iterative process of the readiness for change cycle,
which includes the following stages of action: focus and framing, stakeholder engagement,
reflection on action, evaluation of action, and engage forward and recontextualize and
reconstruct for organizational change (p. 22). Focusing and framing enables researchers to
engage in a situational analysis to identify an opportunity of inquiry for an organization (Rowe et
al., 2013). Stakeholder engagement includes research methodologies that generate data and
dialogue for a more fulsome understanding of the issues and provides opportunities for
exploratory option generation (Rowe et al., 2013). Reflection on action is the stage in which
analysis and contemplation of the data and processes are completed by the researchers (Rowe et
al., 2013). Evaluation of action and engage forward is the stage in which stakeholders are
brought together in dialogue to work through outcomes of the inquiry and suggest strategies for
future actions (Rowe et al., 2013). The final state of action, while not a part of the change cycle,
involves recontextualizing and reconstructing for organizational change (Rowe et al., 2013). This
occurs during the transition zone, in which the researcher transfers leadership of implementing
recommendations to organizational leadership along with creating future actions and beginning
steps for implementation (Rowe et al., 2013). The desired outcome of the stages of action is
embedded in the ARE model’s aim: “To clarify how organizational members view and analyse
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the issues associated with change, and how they entertain and support the implementation of
solutions or strategies for improvement” (Rowe et al., 2013, p. 8). This implementation is then
carried out by the organization itself in a change action cycle and can be recontextualized and
reconstructed as the change process evolves (Rowe et al., 2013). This research inquiry followed
one complete readiness for change cycle (Rowe et al., 2013), as outlined above, and, as the
researcher, I will work with inquiry sponsor and KSAC’s organizational leadership through the
transitional zone that follows this inquiry process.
To answer the research inquiry question and subquestions, I utilized a multimethod
approach. I chose this approach to provide diversity in data collection in order to utilize the
strengths of each individual method as well as to compensate for the limitations inherent in each
method. For this inquiry project, I chose the participatory and qualitative methods of Photovoice
and world café. My inquiry team and I completed the Photovoice method first and the world café
second. I present each method separately in the “Data Collection Methods” and “Study Conduct”
sections below.
Project Participants
The intended participants of this inquiry project included leaders of five patient support
and advocacy groups and frontline healthcare leaders from diverse occupations. Inclusion
criterion encompassed any potential participants who were willing to engage in the inquiry
project research, and the exclusion criterion was any potential participants who did not wish to
participate in the inquiry project research. For the Photovoice method, the selection criteria for
participants included any person who at the time of this research advocated, supported, or
represented people who had received healthcare services in Peterborough and county. The world
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café participant selection criterion included any frontline healthcare leader who at the time of this
research provided healthcare in a healthcare organization in Peterborough and county.
The selection strategy for qualitative researchers must be purposeful (Glesne, 2016).
Purposeful sampling strategies are selected based on what researchers believe they would like to
understand and allow for learning different things about the inquiry topic (Glesne, 2016). For this
inquiry, I utilized homogenous sampling for the selection of participants for the Photovoice
method. This allowed data to describe the experiences of patients as seen through the eyes of
patient leaders and advocates in Peterborough and county. I purposefully chose to employ
homogeneous sampling to engage in a more in-depth understanding and description of this
population and to ensure that patients’ experiences were represented, while not exposing them
directly to potential risks inherent in the research process. I estimated that, at the time of this
research, approximately 50–60 people fit the selection criteria, and I intended to select eight to
10 individuals from this population.
The intended population of participants for the world café method was frontline
healthcare leaders. I utilized maximum variation sampling to select participants for the world
café method. I chose this method for its ability to select participants from a broad population
(Glesne, 2016) of healthcare leaders from various specialities in Peterborough and county. I
estimated that at the time of this research over 100 people fit the selection criteria for this
method, and for the purposes for this inquiry I only needed to recruit 12–15 individuals. I chose
to invite a larger number of participants to participate in each method to allow for those who
chose not to take part.
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In the context of this inquiry, the organizational sponsor and frontline healthcare leaders
are the stakeholders who have the authority to implement the recommendations of this research
inquiry and the next steps of the change action cycle (Rowe et al., 2013). I selected the research
inquiry team members based on my lived experience of the members both personally and
professionally, and I discuss their selection criteria here. Shelly Hale is a Royal Roads University
Master of Arts in Leadership (Health Specialization) 2016 cohort member; I chose Shelly for her
honest and careful academic reflection and primarily utilized her as an academic reviewer of the
Photovoice and world café question creation process. Gord Langill is the Director of Programs
and Services at the Peterborough branch of the Canadian Mental Health Association. I selected
Gord for his expressed interest in the topic and experience as a researcher and preceptor. Gord
acted as third-party facilitator and recruiter of participants. Kim English is a tenured professor in
the School of Nursing at Trent University whose speciality is in nursing leadership. I selected
Kim based on her experience with mentoring students in the academic rigours of action research
as well as her knowledge of academic and applied leadership theories. Kim adopted the roles of
third-party facilitator, data analyzer, and editor. The fourth inquiry team member, Judy Stanley,
is a public health nurse working at Peterborough Public Health. I chose Judy for her interest in
the topic, lived experience of love-led leadership, and her community connections. Judy accepted
the roles of participant recruiter and third-party facilitator. Appendix B presents the inquiry team
member confidentiality agreement, which all members signed prior to assisting in this research.
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Data Collection Methods
This section highlights the literature surrounding the two data collection methods of this
research inquiry, Photovoice and world café. I review each method separately in the subsections
that follow.
Photovoice. I chose Photovoice as the method of data collection for selected participants
from the six group leaders who advocate, support, or represent people who have received
healthcare services in Peterborough and county. I chose to use Photovoice for its participatory
nature as well as its ability to increase individual empowerment and promote critical dialogue
and knowledge creation. In this method, a question is asked of the participants and they are
instructed to take photographs that represent their answer to the question (Sutton Brown, 2014).
The question asked in this research inquiry can be found in Appendix C. The participants present
their photographs to all attendees in a group setting, and group members analyze all images with
the intent of facilitating community discussion, accessing rich qualitative data about personal
experience, promoting critical reflection, recording community strengths and concerns, and
empowering communities of people to communicate with potential change makers (Carlson,
Engebretson, & Chamberlain, 2006; Clements, 2012; Wang & Burris, 1997). I found this method
to be perfectly suited to Rowe et al.’s (2013) ARE approach, as Photovoice calls for participant
engagement and requires reflection from participants before interpretation of the data is relayed,
and both are utilized in the cyclical nature of ARE. Limitations of this method include a potential
for lengthy time commitment from participants, time for data analyses is long, photos can be
considered invasive, and participants may feel vulnerable (Clements, 2012). For this inquiry
project, I used the data from this method to allow group leaders to communicate with frontline
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healthcare leaders. I accomplished this by displaying the pictures and by utilizing the Photovoice
data to inform the questions asked during the second method, the world café.
World café. The world café, which is also a group method, is used “to bring stakeholders
together for an engaging set of conversations — and is part data-gathering, part meaningmaking, part validation and extension of earlier findings in an inquiry; part relationship building
across an organization; and part strategic and action planning” (Agger-Gupta, 2015, p. 1). In the
context of this inquiry, I chose the world café method to gather data from the frontline
community healthcare leaders, many of whom had not worked together before. As Agger-Gupta
(2015) outlined, I used the world café as an extension of earlier findings of this inquiry. The
questions asked of the research participants in this inquiry can be found in Appendices C and D.
The advantages of using this method include allowing for each participant to share in
contributing to the collective wisdom and creativity of a group and enabling group members to
cocreate recommendations and change processes (Brown & Isaacs, 2005). Limitations of this
method include the impact of the technique not being well studied, large amount of data to
analyze, audio recording may be difficult for some participants, and the number of participants
can be overwhelming to some (Brown & Isaacs, 2005).
Study Conduct
In this section I describe how I planned, organized, and conducted the research inquiry
from the time I received ethics approval from Royal Roads University through to completed data
collection. Upon ethical approval, three inquiry team members, the inquiry sponsor, and I
recruited participants for each method. I used homogeneous sampling to recruit participants for
the Photovoice method and maximum variation sampling for the world café method. I arranged
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for a member of my inquiry team to issue invitations electronically; these invitations directed
participants to send their responses directly to me. I chose to use this method for its expediency
and for its ease of follow up. The information letter for Photovoice and world café is located in
Appendix E and invitation letters are in Appendices F and G. Ultimately, 13 individuals attended
the Photovoice session and 15 people took part in the world café event. I ensured participants in
each method received a consent form electronically to review and then given a hard copy of the
consent form, which was signed before each of the methods commenced. The consent forms can
be found in Appendices H and I.
I developed the procedure used for both research methods for this inquiry. I pilot tested
the procedures with my inquiry team. This supported my learning regarding the research process
and observational techniques and allowed me to remain open to changes for the best possible
connections to result. The pilot test included a review of the lay summary for participants, the
questions being asked to the participants in each method, and the design of the methods.
Once participants were selected for the Photovoice method, I invited them to an initial
group meeting at which I presented a summary of the Photovoice method and love-led
leadership, reviewed consent forms, and ensured participants signed the forms and confirmed
they had their own digital cameras to use. I instructed participants to use the oft-cited
“SHOWeD” (Wang, 1999, p. 188), a narrative writing prompt that is an acronym of the
following questions:
•

What do you See here?

•

What is really Happening here?

•

How does this relate to Our lives?
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Why does this situations, concern, or strength exist?

•

What can we Do about it? (Wang, 1999, p. 188)
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The participants were instructed to write narratives using SHOWeD to accompany each
photograph. Participants engaged in a high-level review of picture taking as well as a discussion
regarding ethics and safety of taking pictures. Participants took three photographs over a 7-day
time period and sent them electronically to me along with a narrative describing their
photographs. I printed all photos and attached the narrative the participant created for each
photograph to the photo for use during the large-group discussion. The participants returned for a
large-group discussion a week later to reflect on the photographs and narratives, and they
determined the overarching themes from the narratives and photographs and chose collectively to
use all photos taken by the participants to represent the generated themes to the frontline
healthcare leaders at the world café. I then used these photos as visual aids to spark dialogue and
discussion between the participants of the world café. After I had analyzed the Photovoice data, I
selected participants for the world café, which ran for 2 hours. I provided world café participants
with a lay summary of the research method and love-led leadership and ensured all attendees
reviewed and signed the consent forms. The participants self-selected into three tables, each with
a host who remained at his or her assigned table. Table host instructions can be found in
Appendix J. I assigned each table a question based on a theme that emerged from the data
collected from the Photovoice method and theme’s associated photographs. I invited world café
participants to look at the pictures and answer questions based on themes that emerged from the
data collected during the Photovoice data analysis. The participants took part in five rounds of
questions, with each round lasting approximately 15 minutes. Participants divided and moved to
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separate tables for three rounds in order to take part in a dialogue on each theme. Table hosts
reported out their summary of the table discussions during the final round. The questions from
the rounds are presented in Appendix D. I used the data gathered from the world café to inform
the study recommendations outlined in Chapter 5. I reviewed these recommendations with the
organizational sponsor during a report-out meeting, which I had arranged in order to review
recommendation implementation strategies prior to finalizing this report.
Data Analysis and Validity
The data analysis phase of this research inquiry was grounded in ARE methodology,
particularly in the reflection on action stage of Rowe et al.’s (2013) ARE model. Rowe et al.
described this as “the stage in which researchers engage in analysis and reflection on the inquiry
process and data generated. Issues are reframed, deriving deeper meaning, and evaluation of the
strength of options for further action occurs” (p. 21). In grounding this research inquiry in the
ARE methodology, reflection on action allowed the analysis of the data to be considered
trustworthy. Despite the academic rigour applied in data analysis of this research inquiry,
researcher bias remained a risk. Coghlan and Brannick (2010) asserted it is difficult for
researchers to separate themselves from the data, and this can take the form of confirmation bias
in which researchers forms a hypothesis or belief and use participant responses to confirm that
belief (Glesne, 2016); the results, therefore, can be seen as untrustworthy or lacking in validity.
Nevertheless, researchers make meaning through data analysis and interpretation, and grounding
this research inquiry in the reflection on action stage of Rowe et al.’s ARE methodology allowed
the analysis of the data to be considered trustworthy. I used Glesne’s (2016) definition of
trustworthiness to guide this inquiry: “It is about alertness to the quality and rigor of a study,
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about what sorts of criteria can be used to assess how well the research was carried out” (p. 53). I
describe the process of data analysis for this research inquiry in the paragraphs that follow.
I ensured trustworthiness of the data collected by engaging in triangulation, defined by
Glesne (2016) as “using multiple data collection methods, multiple sources” (p. 53). In this
research inquiry, I utilized two data collection methods along side multiple sources of data, the
participants themselves. As much as possible, I applied the verbatim principle (Stringer, 2014),
using concepts and terms outlined by the participants (p. 140), and I arranged for each data
collection method to be audio recorded and professionally transcribed verbatim and for the
transcripts to be returned to me within 1 week. The Photovoice transcript consisted of the group
dialogue, which I analyzed. I first read the Photovoice transcript line by line without coding to
check for spelling errors or omissions of the audio recording to verify the verbatim transcription;
I did not note any errors or omissions. Given that the participants themselves generated the
overall themes of the Photovoice data, I completed the second line-by-line review of the
Photovoice transcript using taxonomic and in vivo coding to check the themes generated and to
investigate for other potential themes. I maintained trustworthiness through member checking,
inviting all participants, electronically, to provide feedback on the participants generated themes
against the researcher-coded themes to validate data analysis. Five participants engaged in this
process. I maintained validity of the data through peer review and debriefing with inquiry team
members. Inquiry committee members audited by peer review 10 pages of the Photovoice
transcripts by completing a line-by-line taxonomic and in vivo coding review, which they used to
validate the data analysis.
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I used the validated themes from the Photovoice session to inform the world café method.
Data from the world café consisted of transcription of the final two rounds of the method and the
table hosts’ written notes in notebooks from preceding rounds. I first read the world cafe
transcript line by line, without coding, to check for spelling errors or omissions of the audio
recording as a means to verify the verbatim transcription; I noted no errors or omissions. I also
read the world café notebooks line by line without coding that information. I then read through
the transcripts and notebooks a second time using a line-by-line coding process for data analysis
and applying the same approach outlined above for the Photovoice analysis. As in the
Photovoice process, five world café participants member checked the themes generated from the
world café, and peer review from the table hosts ensured trustworthiness and validity of the data
analyses for this method.
Personal biases may impact data analysis, as they are the lenses through which we see the
world and have the potential to frame interpretations of the data. Charmaz (2107) argued the
importance of examining ourselves as researchers and co-constructors of research findings in
qualitative research. Charmaz (2002) suggested that there are a myriad of ways to conduct the
research, which can be objectivist or constructivist. For this inquiry, I engaged in research
methods that were co-constructive. Charmaz argued that constructivism has two processes
involved: the participants construct meanings and actions and therefore data analyses are not
inherently objective and the meaning created from the data also reflects the researchers own
thinking. In examining myself as a researcher, I noted that I am deeply committed to viewing the
world through a feminist and antioppressive lens. I sought to add to this perspective by selecting
inquiry team members whose worldviews, while open-minded in focus, were different from my
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own. This allowed for a more objective analysis of the data. While this added some objectivity,
my committee members are all self-identified feminists committed to promoting social justice
through their work. In addition, the organization, and participants chosen for this inquiry also
closely aligned with my worldview. The perception of bias in my choice of organization,
participants, inquiry team, thesis supervisor and committee members has the potential to
negatively impact the way the findings are interpreted by parts of the healthcare community who
do not share these values, and thereby may impact its reception. While this may have resulted in
a data set, interpretation, conclusions and recommendations, which could be perceived as biased
by opponents of the feminist/social justice perspective, this does not diminish their importance or
relevance.
Ethical Issues
Ethics are of particular importance to ARE researchers as action research is guided by the
principles of “democracy, justice, freedom and participation” (Coghlan & Brannick, 2010,
p. 132). Stringer (2014) suggested that researchers have a “duty of care” (p. 89) pertaining to all
people who voluntarily engage research. In this regard, it is imperative that any inquiry ensures
that participants are protected as much as possible from harm as a result of participating in the
methods selected for this research. Participants’ right to privacy is also an important ethical issue
to consider, and ARE researchers must demonstrate how they will protect and preserve
participants’ confidence and anonymity throughout all stages of the inquiry process (Glesne,
2016). Consideration must also be given to vulnerability as an ethical issue in a research inquiry.
This refers to marginalized populations who may participate in research methods who may be
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considered vulnerable and thus unable to understand informed consent or feel coerced or
obligated to consent.
This discussion is reflected in three core principles of the Tri-Council Policy Statement
(Canadian Institutes of Health Research [CIHR], Natural Sciences and Engineering Research
Council of Canada, & Social Sciences and Humanities Research Council of Canada, 2014)
ethical guidelines, which are respect for persons, concern for welfare, and justice (p. 6). Respect
for persons “incorporates the dual moral obligations to respect autonomy and to protect those
with developing, impaired or diminished autonomy” (CIHR et al., 2014, p. 6). To ensure respect
for persons, I engaged participants of both methods in an informed consent process, in which I
clearly articulated their freedom to decline or desist participation at any time. Further, potential
participants who were not over 19 were excluded from the Photovoice method because of the
potential risk of vulnerability of the method and from the world café method, as generally people
who are under 19 are not frontline healthcare workers. As people with disabilities were included
in the overall population of healthcare advocates, potential issues included low literacy levels,
reading disabilities, and sight impairment. Resolution to these issues included reading the
consent form verbally to all participants before each method began and concluding each session
with time for questions.
Concern for welfare is outlined as the protection and promotion of the participants’
welfare regarding any foreseeable risks resulting in participation in the research (CIHR et al.,
2014). I addressed concern for welfare in this research inquiry in the informed consent process so
the participants could assess the risks for themselves. I informed the participants of their right to
withdraw from the inquiry when they received the invitation and reminded them of their right to
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withdraw before the Photovoice and world café sessions began. I also assured participants that
their choice to withdraw would not affect their relationship with me, as the researcher, or their
future access to services. I provided participants with a list of resources for support should the
research questions trigger an emotional or traumatic-type response, and I arranged for a member
of the inquiry team who is trained in crisis response to be available to participants during each
method.
The Tri-Council Policy Statement (CIHR et al., 2014) referred to justice as “the
obligation to treat people fairly and equitably” (p. 7). This core principle is particularly
concerned with vulnerable populations. In this research inquiry, I chose participants based on the
inclusion criteria justified by the research question (CIHR et al., 2014, p. 7); I included patient
leaders who advocate or support patients’ who have accessed healthcare in Peterborough and
county. There was a potential for the patient advocates who agreed to participate in the
Photovoice project to have received healthcare services from me. For the purposes of this
research inquiry, I asked participants to self-identify to me as a former patient electronically. Had
one or more of the participants been a patient of mine, I would have agreed to not facilitate the
Photovoice method; however, no participant self-identified. The world café method sampled
participants from frontline healthcare leaders all of whom are expected by our respective
professional bodies to work as an interprofessional team. I outlined at the beginning of the world
café that if any participants had a preexisting employer or supervisor relationship within the
session, they should not participate at the same table. No participants acknowledged such a
relationship.
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Further, I ensured all descriptive or identifying data were removed during data collection
and transcripts and photos have been stored on a separate, password-protected, portable hard
drive located in my personal, password-protected safe. For the Photovoice method, I reminded
participants that the photographs taken must not include images other people, including any
identifiable features of others.
Chapter Summary
In this chapter I provided descriptions of the research methodology and participants, data
collection methods, research inquiry conduct, and an outline of how the data of this inquiry
analyzed and validated. I concluded the chapter with a discussion of the ethical issues pertinent
to the inquiry.
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Chapter Four: Inquiry Project Findings and Conclusions
In this chapter I outline the key findings, conclusions, and limitations of the research
inquiry. I describe and illustrate key findings using data gleaned from the research inquiry
methods. I then summarize and compare and contrast the study conclusions to the literature
reviewed in Chapter 2. I conclude the chapter with a discussion about delimitations and
limitations of the research inquiry. This research inquiry was grounded in the following inquiry
question: How might embracing love-led leadership inspire positive change in the healthcare
system in Peterborough and county? The subquestions for this research inquiry were:
1. How do patient advocates describe the patient experience of love-led leadership in the
healthcare system in Peterborough and county?
2. How can healthcare leaders in Peterborough and county manifest love-led leadership
in their practice?
3. What may limit Peterborough and county healthcare leaders in manifesting love-led
leadership in their practice?
Study Findings
The study findings that I present in this section surfaced from the research inquiry
methods. The Photovoice participants generated the following four study findings from their
group analysis of the photos and narratives and validated as an expression of love-led leadership
by frontline healthcare leaders in the world café method.
1. Love-led leadership is expressed in risk-taking behaviours by healthcare providers.
2. Love-led leadership is expressed when healthcare providers go on a metaphorical
journey with patients.
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3. Love-led leadership is expressed when healthcare providers engaged in interpersonal
relationships with patients.
4. Expression of love-led leadership is limited by depersonalized professional guidelines
and regulations.
5. Love-led leadership is manifested in a trauma-informed approach to healthcare
delivery.
6. Isolation between healthcare providers limits their ability to manifest love-led
leadership in their practice.
To maintain privacy and confidentiality of the research participants, I used the participant
codes V1 through to V13 to denote personal quotes from the Photovoice method and WC is used
to denote excerpts from the world café method.
Finding 1: Love-led leadership is expressed in risk-taking behaviours by healthcare
providers. Photovoice research participants overwhelmingly outlined the theme of risk-taking
behaviours as a manifestation of love-led leadership. World café participants validated this
theme. Photovoice participants described physical acts and outward emotional displays of
compassion, authenticity, humility, and kindness as risk-taking behaviours that make love-led
leadership explicit and visible. A participant highlighted her photo of graffiti art that had been
added to over decades and suggested, “Love-led leadership is old and unafraid to speak out in
advocacy, speaking the truth and breaking the rules if necessary” (V7). Photovoice participants
described that the patients they worked with felt cared for and respected when risk-taking
behaviours occurred and identified physical touch as a risk-taking behaviour. In narrating a photo
of a hug, a participant stated,
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I just find that when healthcare professionals are willing to offer that kind of compassion
and empathy it goes a really long way . . . I think that healthcare professionals think that
being professional sometimes doesn’t include things like touch. . . . They should just call
it what it is. It’s love as opposed to some kind of image that they think it is. (V5)
Photovoice participants also described risk-taking behaviour on the part of healthcare providers
as humility and vulnerability by trying different approaches with different types of patients. One
participant described this in his picture of birdfeeders:
I think it [love-led leadership] is seen here in that we have this unconditional thing where
we don’t discriminate which bird like the people that comes to use this. You know this is
sort of open and it’s free and it’s available and also it’s not fully informed, but we are
trying our best. (V10)
Conversely, Photovoice participants also described intuiting when healthcare providers
were unable to provide love-led leadership in their care and described that healthcare would have
been improved, safer, and accountable had risk-taking behaviours occurred. One participant
described her photo of a bag she discovered at a community centre with an intravenous pump,
medications and an intravenous line with crusted blood on it. She commented,
This is not uncommon that someone would be released to homelessness with open lines
in their body. This tells me that people are not doing real assessments. You are not asking
the right questions and you are not assessing people responsibly. This is because they are
too afraid to slow down the pace of discharge because they have to get to the next person.
(V12)
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Photovoice participants suggested that love-led leadership could have been manifested in
advocating taking more time with patients to determine their abilities to care for themselves.
Participants described risk-taking behaviours that expressed love-led leadership as those
that demonstrated emotionally vulnerable acts from healthcare providers. One Photovoice
participant described this while narrating her photo of a bagel with a packet of jam:
This young person returned to the shelter after having been to the hospital and said her
experience was so much better. . . . “I think the nurse actually cared about me. . . . She
asked me what I liked and didn’t like, and I told her about how my mom used to make me
jam when I was little” and the next morning the nurse had brought her jam packets with
her bagel. . . . I think this is a reminder that they are not just a tool in just one avenue in
their life. Your impact is far more wide reaching. . . . You are a lot more than just that to
the person in that moment. (V11)
This photo and its associated narrative generated similar responses from world café participants
who were moved by them: “This shows the ability to take risks to do what’s right, not what’s
expected” (WC). Another participant stated, “I’ve done my best work when I was out on a limb”
(WC). Some world café participants expressed surprise that patient advocates would suggest that
love-led leadership is seen in risk-taking behaviours. One participant suggested, “Taking risks
for patients conveys concern for someone’s life” (WC). In contrast, other leaders acknowledged
that while they know emotional vulnerability and physical acts can be seen as love-led
leadership, expressing them is seen as “secret stuff” (WC) and such expressions are hampered by
boundaries or rules that require distancing oneself from caring. This distancing was attributed by
some participants as leading to moral distress by “staying within a historically patriarchal
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medical model instead of doing what you were taught to do, to care, and do what’s best for the
system not the patient in front of you” (WC). World café participants overwhelmingly described
risk taking in love-led leadership as “not haphazard, or random or impulsive; it is thoughtful and
an educated risk after seeing what you can do within a given system or organization” (WC). One
participant described risk taking as
the response that many of us have to all the bureaucracy in the system. The normalization
of that kind of system creates a need for risk, to keep expressions of love-led leadership
sneaky. Just caring is risk taking in its essence in this kind of system. (WC)
Collectively, participants from both methods validated that risk-taking behaviours expressed
love-led leadership.
Finding 2: Love-led leadership is expressed when healthcare providers go on a
metaphorical journey with patients. Photovoice participants described love-led leadership
being expressed when healthcare providers journey with patients as they navigate their health. In
narrating her photograph of a banner demonstrating support for pregnancy and baby loss by
healthcare providers, one participant described abiding with patients on a journey:
Amongst the names are also healthcare professional who said they are running for their
patients . . . L&D [labour and delivery] is mentioned, which is a generic term in the
hospital, midwives on there and nurses and staff, . . . so that’s super, super powerful. It
lets the people that participate in the run know that those people realize that once their
treatment is done and they have been discharge, they know their pain isn’t over. (V3)
In describing love-led leadership as a journey with patients, participants discussed being
present with patients during stressful events. One participant shared the importance of being
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present on a journey with her photo of empty seats in a theatre: “In some case, a healthcare
provider might be the only person who has the opportunity to interact with them closely enough
and to be able to tell when something is wrong” (V8). In the dialogue that followed, one
participant indicated, “They don’t even know who is sitting in those seats if they don’t sit with
them” (V11). World café participants readily agreed with journeying as an expression of love-led
leadership. Participants described healthcare organizations and regulatory bodies as being
“entrenched in rules and boxes so that you can’t go on the journey with patients” (WC) and as
“those rigid boundaries make us feel like we need to disengage from their journeys” (WC).
Another participant asserted, “The healthcare system here focuses on fiscal outcomes but not on
being with the patient” (WC). Photovoice participants described this divestment from journeying
with the patient as a decrease of time spent with patients and disallowing family members to
participate in care. In narrating his photo of a white sheet, one participant stated,
It is supposed to represent a barrier. . . . All too many times there is a barrier between the
patient and their family. . . . It doesn’t matter what a family looks like and listening to
your patient and what they are asking for and what they need. (V9)
World café participants outlined the journey with patients as an expression of love-led
leadership. They noted the importance of taking time with patients, despite external pressures to
keep moving on to the next person. When examining this photo of the white sheet, a participant
summed journeying with the patient in this way: “I will try to meet you somewhere. But maybe I
don’t have all the information and we are in this together and we are going to move forward
together and you are not alone” (WC). When taken together, data extracted from both methods
suggested love-led leadership is expressed when healthcare providers journey with a patient.
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Finding 3: Love-led leadership is expressed when healthcare providers engaged in
interpersonal relationships with patients. Photovoice participants concluded that engaging in
interpersonal relationships with patients demonstrated love-led leadership. A participant in
describing his picture of a lock on a door illustrated this interpersonal relationship: “You can
open the door together. . . . It doesn’t have to be about just that person or about you. That you are
kind of doing this together, working together, so yeah” (V2). Another participant corroborated
that love-led leadership expression includes continuing to reach out to patients to establish a
relationship between the provider and the person receiving healthcare. Her photo was of a
telephone and she shared,
So reaching out is what I see making the right connection, and doing it over and again it
seems to be the connection with people that makes the difference and . . . relating to
people one to one and not just a name on a sheet. (V6)
In the subsequent dialogue, a participant described her photograph of a surgical scar. She
outlined patients experiencing their scars for the first time and healthcare providers’ emotional
fatigue: “Even though it is routine to the care providers, . . . realizing for that person it is not
routine, and taking the times in that extra moment of gentleness and compassion” (V8).
Photovoice participants described that when healthcare providers are unable to express or share
emotional engagement with patients, interpersonal relationships cannot develop and patient care
can suffer. One participant observed,
So everyone talks about it negatively with their friends . . . and they go in to see their
healthcare professional and are defensive and avoidant and don’t tell them what is really
going on because they are not going to take care of me anyway. (V7)
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In describing how healthcare professionals are educated to engage in interpersonal relationships,
one participant showed a picture of two people holding hands as an expression of love-led
leadership: “It shows the importance of demonstrating connecting with your emotions, building
meaningful relationships with patients, and how they will know how to support and empower
and advocate for their patients” (V8). Data gathered from world café participants substantiated
this finding. The participants suggested that establishing interpersonal relationships with patients,
for example disclosing personal information, allowed them to support patients’ health more
effectively. In summarizing the dialogue, a table host outlined,
The most love-led leadership that people could exercise was in defiance of the idea that
you don’t disclose, or you don’t be real or you don’t be fully human. It was more like the
best work we do is when we are fully human and we all don’t buy the nondisclosure idea,
and it takes a lot of courage to do that and so we are the choir. (WC)
Participants also suggested that establishing interpersonal relationships with patients
allowed them to slow down, and this was important in order to share vulnerability, authenticity,
and empathy with patients: “Love-led leadership takes more time with patients. It is process,
over product in some ways” (WC). The data gathered from the Photovoice session clearly
outlined that love-led leadership was expressed when healthcare providers engage in
interpersonal relationship with patients. Data gathered from the world café endorsed this finding
and expanded on it to include engaging in interpersonal relationships allowed healthcare
professionals to provide better patient care.
Finding 4: Expression of love-led leadership is limited by depersonalized
professional guidelines and regulations. This finding was extracted from evaluating the data
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that described what prevented expressions of love-led leadership. Photovoice participants readily
implicated health and professional policies as preventing healthcare professionals from
expressing love-led leadership. In a general discussion about all of the Photovoice photographs,
one participant expressed, “These photos show the structural thing about policies. That the
policies are policies without people in them” (V10). Another participant proclaimed, “A policy at
the hospital as to what is the quickest discharge time, and you make those decisions at ivory
towers, you know, and you do not have to deal with how it affects people” (V7). Participants
suggested that healthcare provision involves caring for people who experience some type of
trauma and policies and procedures create depersonalized care for patients. In summarizing the
dialogue, one participant suggested,
It’s not just going down a checklist and . . . [saying], “Okay, you are done.” . . . [The]
problems come when that list makes you think you know everything about a person; . . .
those lists cut off growth for yourself and for that person. (V3)
World café participants described feeling limited in expressions of love-led leadership by
regulations and rules that encouraged divestment of humanity in their care and supported
personal distance between patient and provider. Participants offered,
We often know lots of information about the person we are working with, and they often
know next to nothing about us. So we can’t really have authentic relationship if that’s the
case. The focus of the system that we work in tends to be on fiscal outcomes that really
don’t demonstrate the connections we might have with the people we are working with.
(WC)
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One participant struggled with rules around healthcare access: “We are encouraged to tell
patients what to do, and then when they won’t do it or we won’t force them to, they get kicked
off the island and so do we” (WC). In discussing professionalism and patient safety, one
participant outlined, “The regulation colleges will often tell us or have rules about we have to
separate personal from professional, and yet that doesn’t really support our love-led leadership”
(WC). When the data from both methods were paired they endorsed the finding that expressions
of love-led leadership are limited by depersonalized professional boundaries.
Finding 5: Love-led leadership is manifested in a trauma-informed approach to
healthcare delivery. Photovoice participants strongly asserted this finding. Conversely, the data
gathered from world café participants did not explicitly confirm this finding. Photovoice
participants repeatedly stressed throughout the data gathering that a trauma-informed approach to
healthcare delivery was an important manifestation of love-led leadership. Thus, as patient
advocates are a critical voice in this research inquiry, including it in the findings section
superseded the lack of validation for this finding in the data from the world café participants. A
Photovoice participant outlined, “It’s a whole institutional approach that really needs to consider
that trauma-informed approach, because they don’t know who is sitting in those chairs” (V11).
Another participant argued, “When healthcare providers aren’t acting with love-led leadership
they can do something that can obviously retraumatize people and um that is pretty violent, I
would say” (V12). Some Photovoice participants agreed that engaging in a trauma-informed
approach encouraged maintenance of a person’s dignity; as one participant who works with
transgendered people argued,
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If people aren’t supported through their experiences, they will avoid seeking help . . . and
you go in to see your healthcare professional, you are defensive or avoidant and don’t
answer their questions. Don’t engage. Don’t tell them what is really going on because
they are not going to take care of me anyways, . . . the people I work with if they have
had a bad experience, they don’t go back unless they are in a state that if they don’t go
back they might die. (V2)
Another participant, who works with mothers who have experienced baby loss shared,
“We talk a lot about this in our support group. It is just like layers, like one bad experience with a
medical person and you will be popping back in and reliving parts of the trauma, right?” (V3). In
summarizing the dialogue around trauma-informed approach maintaining a patient’s dignity, one
participant asserted, “A lot of the trauma-informed care is just being aware that people have a lot
more going on that what they present with and then may have said or can express” (V7). Despite
the lack of data from the world café to readily validate this finding, it is important to
acknowledge that Photovoice participants collectively endorsed the importance of traumainformed approach to care as a manifestation of love-led leadership.
Finding 6: Isolation between healthcare providers limits their ability to manifest
love-led leadership in their practice. This finding was primarily gleaned from analysis of the
world café data. Participants highlighted that they felt isolated from the knowledge that love-led
leadership existed and also from knowing that there are others who engage in love-led leadership
practices. World café participants suggested this nescience dissuaded them from manifesting
love-led leadership in their practices. In describing what drew them to this research inquiry,
world café participants stated the following:
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“There are a lack of leadership theories that fit for me and how I practice, it seems to
fit.”

•

“I’m isolated in the system because I practice with love . . . it’s lonely and makes my
practice seem risky.”

•

“Love-led leadership seems to be the art of nursing and working outside the norms and
that’s really hard for me.”

•

“Being in this room with people who believe in love in healthcare, to me, affirms the
need for this inquiry.”
Making love-led leadership visible in a research inquiry was important to the

participants’ sense of understanding that it existed. One participant validated this finding
regarding her participation in the world café:
This has sort of been a generative experience, and now I feel a sense of recognition that I
can bring out in to the community, right? And that is huge. I bet there is a lot of people
who would recognize this [love-led leadership] and be bolstered by it. (WC)
Another participant outlined the struggles to express love-led leadership at work: “If you are
talking about true leadership love-led leadership fits very well . . . people who are wired as
managers who want to control things, keep thing they way they have always been done . . . won’t
let you show it” (WC). Regarding isolation from other healthcare leaders, a world café
participant suggested,
If we are talking about taking risks and we are talking about being vulnerable, we have to
have support systems not just within our teams, but within our own professions and
interdisciplinary profession, so days like this are so important because we are creating
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that support around us that will protect us from all the things that are a challenge to this
kind of leadership. (WC)
While isolation of healthcare providers was not specifically mentioned, Photovoice
participants highlighted the importance of educating healthcare professionals about love-led
leadership and its characteristics. One Photovoice participant suggested, “I think if the training or
the grounding of healthcare was in love-led leadership there would be more instances of more
time being taken, more preparation being done, more checking in emotionally with colleagues”
(V7). Another participant shared the following when describing her photo of shaking hands with
a professor:
She is a humble individual who encourages her students to connect with their emotions
and to build very meaningful relationships with patients and each other. . . . This person
consistently demonstrates love-led leadership through her teaching but also through their
research and involvement in the community and by doing that they are contributing to
creating love-led leaders in their classroom, by the way she interacts with students. (V8)
World café participants identified the importance of isolation between healthcare
providers as a limitation to manifesting love-led leadership; Photovoice participants marginally
corroborated this and suggested reducing ignorance of love-led leadership through education
would be important for healthcare providers.
Study Conclusions
I established the research conclusions from the thematic analysis of the data and the study
findings in relation to the inquiry question and subquestions. The three conclusions are
delineated below.
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1. Research participants highlighted that embracing love-led leadership may inspire
positive change in the healthcare system by decreasing the potential for burn out in
healthcare providers.
2. Participants outlined that love-led leadership is expressed when healthcare providers
engage in risk-taking behaviours, journey with a patient, and engage in interpersonal
relationships with patients.
3. Research participants suggested that depersonalized policies, procedures, and
organizational culture may limit healthcare leaders in manifesting love-led leadership
in some contexts in their practice.
Conclusion 1: Research participants highlighted that embracing love-led leadership
may inspire positive change in the healthcare system by decreasing the potential for burn
out in healthcare providers. The hallmarks of burnout were identified in Chapter 2 as
emotional exhaustion, depersonalization, and a decrease in personal accomplishment (Kanste,
2008; Okpozo et al., 2017; Spence Laschinger & Fida, 2014). Burnout in healthcare providers
has been linked to poor workplace leadership (Galletta et al., 2016) and increases risks to
patients, providers, and healthcare organizations (Spence Laschinger et al., 2013; Shanafelt,
2009). Literature reviewed in Chapter 2 outlined that decreasing the potential for burn out
required positive leadership actions to empower healthcare professionals to engage in care that
reduced their moral distress (Omar et al., 2015). Participants in the Photovoice method of this
research inquiry indicated that patient care could be improved, safer, and more accountable if
healthcare providers would be more willing to engage in humility and vulnerability,
characteristics that are difficult to inculcate when healthcare providers are experiencing burn out.
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World café participants corroborated this suggestion and proffered that healthcare leaders do
their best work when they are emotionally vulnerable and humble as well as accountable to their
patients. Participants identified love-led leadership as including the following characteristics:
vulnerability, authenticity, humility, empathy, accountability, and passion. The practice of these
characteristics defines a love-led leader and, as reviewed in Chapter 2, can be considered positive
characteristics of leadership, those which have been shown to ameliorate the experience of burn
out by healthcare practitioners (Omar et al., 2015). World café participants confirmed that
engaging in love-led leadership practices “would be helpful to our workers, to our patients,” and
one participant submitted, “Love-led leadership validates my experience. [It] is my philosophy
and my belief in what we should be doing for patients” (WC). Photovoice participants indicated
healthcare providers engaging in love-led leadership practices would demonstrate to patients that
providers can “keep loving, keep caring, and keep trying” (V4), which would provide patients a
sense of empowerment over their own health. One participant stated, “Love-led leadership would
allow people to be more passionate about their work and have better outputs and you all that
synergy would just then pop” (V3). Embracing love-led leadership could arguably decrease the
potential for burn out amongst healthcare providers through empowering both healthcare
providers and patients through positive, collegial patient–provider interactions. Burnout causes
significant risk to the healthcare system, patients, and providers. Reducing burnout using loveleadership can inspire positive change by ensuring that burn out risk is minimized, resulting in a
better functioning system overall.
Conclusion 2: Participants outlined that love-led leadership is expressed when
healthcare providers engage in risk-taking behaviours, journey with a patient, and engage
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in interpersonal relationships with patients. The six characteristics of love-led leadership were
outlined in Chapter 2 as vulnerability, authenticity, accountability, humility, empathy, and
passion. Researchers noted that a power struggle can encourage a reduction in a person’s ability
to manifest these characteristics, particularly accountability and passion, and may decrease the
ability of people to achieve gains in a situation (Kahane, 2010). In Chapter 2, I highlighted
vulnerability and authenticity as an important aspects of love-led leadership, whereby one
person, particularly a person in a position of power, allows herself or himself to be seen and
known in order to establish the basis for a trust in a relationship. The Photovoice participants
argued that these characteristics of love-led leadership are seen when healthcare providers
engage in risk-taking behaviours. Photovoice participants outlined that displays of empathy and
humility from healthcare providers demonstrate that they are willing to go on a journey with
patients and abiding with patients on their respective journeys encourages patients to be more
forthcoming with potentially pertinent information to their healthcare while also enabling them
to trust the provider more readily. One Photovoice participant outlined, “I think primarily it is
okay that they [healthcare providers] don’t necessarily know things but by being open to
understanding people you can learn with them and grow with that person, you can open the door
with them” (V2). World café participants overwhelmingly agreed that love-led leadership is
expressed in risk taking and journeying with patients. One participant stated simply, “Caring is
risk taking in its essence” (WC). World café participants indicated that risk taking by healthcare
leaders requires displaying actions that push back against organizational cultures that have
created a regenerative loop reinforcing depersonalization of care. World café participants
suggested that journeying with patients requires the extra step of engaging in love-led leadership,
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which was outlined as a challenging the status quo of providing healthcare. One world café
participant stated, “When I work outside the norms I am always glad I took the risk” (WC).
World café participants concurred with the Photovoice participants’ suggestion that love-led
leadership is also expressed when healthcare providers engage in interpersonal relationships with
patients. Arguably, healthcare can only exist if there is a patient–provider relationship and, as
discussed in Chapter 2, it is important to nurture that relationship in order to improve the quality
of care (Beach & Inui, 2006). Participants from both methods suggested that disclosure of
personal information and feelings by healthcare providers, which are appropriate to the
situations, allow for mutual authenticity, vulnerability, and empathy, characteristics of love-led
leadership, and decrease the hierarchical nature implicit in patient–provider relationship. In turn,
this investment in interpersonal relationships encourages a partnership and shared decision
making (Suchman & Williamson, 2014) between patient and provider, which, as discussed in
Chapter 2, has been shown to improve outcomes for patients.
Conclusion 3: Research participants suggested that personalized policies,
procedures, and organizational culture may limit healthcare leaders in manifesting love-led
leadership in some contexts in their practice. As noted in the literature review, love-led
leadership makes explicit the importance of healthcare providers being in humane relationships
with patients. Indeed, included in the working definition of love-led leadership is the importance
of affection between people, which encourages maintenance of human dignity. Being unable to
maintain the dignity of people was noted in the literature review as creating situations for burn
out and moral distress to occur (Cohen & Erickson, 2006; Weber, 2016). To buffer these
impacts, love-led leadership could bring balance to the reinforcing loop burnout and moral
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distress cause in healthcare providers. However, the research inquiry participants submitted that
it is the depersonalized policies and procedures of healthcare organizations and professional
regulatory bodies policies and procedures that limit love-led leadership expression. One world
café participant suggested, “Look at where organized healthcare professions have come from,
often from military or from religious orders where there are rules and there is this reinforced
distance between us and them.” A Photovoice participant suggested, “Healthcare leaders need to
be persistent, passionate and present. . . . It’s like those places [healthcare organizations] create
unloving policies” (V6). Another participant shared,
I did have a discussion with the decision makers and. . . they were apologetic that
services weren’t provided so that she could die at home. So the only reason that service
were denied was the procedure of rationing of services and the people going into her
home were not able to rally human resources. (V5)
World café participants suggested that the red tape or bureaucracy runs against love-led
leadership expression, which requires the support of higher levels of management so that the
expressions are validated and approved. Participants viewed this approval as a way to reduce the
fear of expressing love-led leadership in healthcare practice. One world café participant noted,
We love people we work with and it is not spoken of. In my work with a couple of
individuals, I loved them. I actually loved them back to health. My supervisor was aware
and it was okay, but expressing love was risky. (WC)
Participants outlined that the professional regulatory bodies or colleges guidelines and policies
encourage separation between personal and professional boundaries. Both Photovoice and world
café participants suggested that socialization and unspoken organizational cultural norms deter
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expressions of love-led leadership. As one participant remarked, “[They] get in the way of
supporting out ability to demonstrate love-led approaches with out patients or clients” (WC).
Scope and Limitations of the Inquiry
This research inquiry set out to determine how love-led leadership might inspire positive
change in the healthcare system in Peterborough and county. To aid in the trustworthiness of the
data in this inquiry, it is prudent to address the limitation and delimitations, or scope, of the
inquiry (Glesne, 2016). I begin this section with an outline of this research inquiry’s scope and
finish with a discussion of its limitations.
At the onset of this research, I set the scope of this research inquiry to establish a working
definition, determine the attributes of love-led leadership, and consider where and how love-led
leadership may support healthcare providers to make a positive change. In conducting this
inquiry, I did not provide a literature review of how various faith traditions interpret or express
love, as such a review was beyond the scope of this inquiry. Rather, I set out to highlight relevant
and similar academic understandings of the expression or interpretation of love in nonromantic
leadership relationship. I had initially considered studying a singular group of clients from
KSAC for the Photovoice method. In reviewing this consideration, the sponsor and I concluded it
would be better to aim for a more diverse population set from a variety of organizations in
Peterborough and county in order to uncover more generalizable recommendations despite a
potential limitation to the applicability of the findings to the populations that KSAC serves. This
research inquiry also did not collect data directly from patients; rather, I gathered data from
patient advocates as a way to understand patients’ experiences of love-led leadership while
limiting the potential risk to patients in participating in research. Limitations to this include
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interpretations of patient’s experience by a third party and influence of patient advocates’ own
personal biases in their summary of experiences as well as potential gaps in patient advocates’
memories.
Limitations of this research inquiry can be found in the almost singular female gender of
the participants in the world café and the predominantly single female gender of the Photovoice
participants and the research inquiry recruitment. In conducting this inquiry I did not aim to
collect data from only women; however, despite invitations to participate being sent to a diverse
population, all but one of the participants in the world café were women and all but three of the
Photovoice participants were women. While many interpretations could be made of this
outcome, it is important to acknowledge that the overarching social-cultural context relating to
the construct of love is one of gender bias; women and men have been immersed in an
established societal norm that women are the natural providers and communicators of love. The
overall lesson learned from this event is that a second and potentially third round of invitations
could have been sent out in order to attempt to secure a more gender-diverse population of
participants. Further, more time allotted for recruitment could have allowed for individualized
follow up to invitations sent to participants.
I also noted an irregularity in the research inquiry recruitment. After a member of my
inquiry team had sent the first round of email invitations for the Photovoice method, many
potential participants sought clarification of the definition of love-led leadership and asked for
information regarding who identified love-led leadership. After consulting with the inquiry team
and sponsor, I decided to resend email invitations and include the working definition and the
attributes of love-led leadership from the literature review outlined in Chapter 2 along with a
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synopsis of how love-led leadership became my personal leadership philosophy. Along with
potential biasing the data, the impact this may have had on the research inquiry is twofold. First,
potential participants could have been unduly swayed to participate given the personal nature of
the email explanation. Second, the personal disclosure may have influenced what images
participants chose to photograph or answers they chose to give. In reflecting on this irregularity,
a key lesson learned is ensuring definitions of potentially new concepts are outlined clearly
during the recruitment process to avoid inadvertent influence on participants’ thought processes.
In this case, sharing the working definition of love-led leadership may have a sufficient
explanation, and, thus, the answer to the queries regarding who identified love-led leadership
could have been left to the end of both data gathering session.
The limitation of greatest significance is my own sociocultural lens. I am a grassroots
feminist with a social justice orientation whose actions and beliefs are guided by an
antioppressive framework. This political and sociocultural composition influenced my choice of
research methods, participant selection, and data analysis. I believe that the voices of people who
are underrepresented in healthcare be given primary importance in being heard and their
experiences given importance over those with positional authority. I specifically chose to collect
qualitative data from patient advocates and frontline healthcare leaders and excluded higher level
healthcare leaders and people from healthcare professional regulatory bodies or associations in
the participant selection. This exclusion has the potential to limit the spread and efficacy of the
research findings, conclusions, and recommendations.
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Chapter Summary
In this chapter I examined the data gleaned from the Photovoice and world café methods
to help answer the research inquiry question and subquestions. I described and illustrated the key
findings using the data analysis of the research inquiry methods. I then delineated the study
conclusions and compared each to the literature reviewed. I concluded this chapter with a
discussion about delimitations and limitations of the research inquiry. The following and final
chapter outlines the study recommendations, organizational implications, implications for future
inquiry, and concludes with a thesis summary.
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Chapter Five: Inquiry Implications

In this chapter, I present the research inquiry recommendations, discuss organizational
implications, suggest implications for future inquiry, and provide a thesis summary. This
research inquiry attempted to answer the following inquiry question: How might embracing loveled leadership inspire positive change in the healthcare system in Peterborough and county? I
used three subquestions to enhance and elucidate a more fulsome understanding of the answer to
the inquiry question:
1. How do patient advocates describe the patient experience of love-led leadership in the
healthcare system in Peterborough and county?
2. How can healthcare leaders in Peterborough and county manifest love-led leadership
in their practice?
3. What may limit Peterborough and county healthcare leaders in manifesting love-led
leadership in their practice?
Study Recommendations
I have derived the recommendations from the findings and conclusions of the research
inquiry. Recommendations 1 through 3 are future orientated and actionable, grounded in
supporting literature and presented in priority sequence as determined by the organizational
sponsor of this inquiry. Recommendations 4 and 5 are systems focused and are outside the
determined viability list for KSAC. Given the potential positive impact of love-led leadership on
the healthcare system in Peterborough and county, they are included here as they relate to
systems change on a broader level.
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1. Host a presentation for KSAC board members and key community healthcare
stakeholders to share the research inquiry findings, conclusions, and
recommendations.
2. Establish and facilitate an interdisciplinary community of practice for community
service and healthcare providers working in Peterborough and county to discuss the
role of love-led leadership in their practice.
3. Present the inquiry findings to the local university’s School of Nursing leadership
team to review potential inclusion of love-led leadership in nursing leadership course
curriculum as a possible way to reduce burnout and for partnership in further research
opportunities regarding love-led leadership.
4. Disseminate findings to Health Quality Ontario’s Quorum.
5. Engage in the upcoming review of Registered Nurses’ Association of Ontario’s
person- and family-centred care best practice guidelines.
As outlined in Chapter 1, the Interim Executive Director’s desire was for the research
inquiry recommendations to help support KSAC’s mission to spark a social change through its
antioppression education goals. The recommendations to create that spark are discussed below.
Recommendation 1: Host a presentation for KSAC board members and key
community healthcare stakeholders to share the research inquiry findings, conclusions,
and recommendations. Researchers have used the transtheoretical model of change, which
includes precontemplation, contemplation, preparation, action, and maintenance, to inform the
individual change process (Clark, 2013). Theorists of organizational change have suggested a
three-stage model of organizational change. For example, Kezar and Elrod (2012), proposed the
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first stage as mobilization, combining the precontemplation, contemplation, and preparation
stages of the transtheoretical model of change in which the organization prepares for change by
recognizing a need for change, mobilizing support, and enlisting leadership. In order for
mobilization stage to be effective, the conditions must be conducive to change within the
organization. Soparnot (2011) described this as the three dimensions of change capacity and
includes the context, process, and learning dimensions. This recommendation falls within the
mobilization stage and is concerned with the context dimension, which highlights resources that
facilitate the change. In this recommendation, the resources that can facilitate change are the
board members of KSAC and key community healthcare stakeholders. Delivering a formal
presentation to these groups creates opportunity for mutual engagement and dialogue that can
help to facilitate favourable change conditions. In Chapter 1, I highlighted the benefits of this
research inquiry. This presentation and the expected dialogue it has generated can support
community building between Peterborough and county’s local healthcare and community care
service providers and leadership. From a systems lens, the Central East Local Health Integration
Network (CELHIN) is responsible to the Ontario Ministry of Health and Long-Term Care for
funding supplied to local healthcare organizations. It is the responsibility of the CELHIN to
ensure community sector engagement to develop and support innovative, collaborative solutions
to ensure that people living in Peterborough and county have access to effective healthcare that
provides improved healthcare results and patient experience (CELHIN, 2014). A presentation
can support the CELHIN in is responsibility for community sector engagement, and the
presentation should be grounded in this context to highlight the importance of collaboration
between sectors. Indeed, one of the key stakeholders invited to the presentation should be the
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Peterborough and county CELHIN Lead. The dialogue between KSAC’s board of directors and
healthcare stakeholders will attempt to create the context for change and encourage movement
toward the implementation stage of organizational change (Kezar & Elrod, 2012; Kezar &
Lester, 2009), the goal of the next recommendation.
Recommendation 2: Establish and facilitate an interdisciplinary community for
practice of community service and healthcare providers working in Peterborough and
county to discuss the role of love-led leadership in their practice. The implementation stage
of organization change is similar to the action stage in the transtheoretical model of change in
that, the change is introduced (Kezar & Elrod, 2012; Kezar & Lester, 2009). A well‐designed and
adequately funded community of practice can facilitate interdisciplinary and cross‐sectoral
relationships and knowledge exchange, which can provide the opportunity for change across a
system (Watkins, Zavaleta, Wilson, & Francisco, 2018). Communities of practice often focus on
sharing best practices and creating new knowledge to advance a domain of professional practice
such as leadership. Wenger, McDermott, and Snyder (2002) outlined numerous benefits to
community of practice members such as access to expertise, meaningful work, personal
development, and networking. Wegner also identified some of the advantages for organizations
such as synergies across sectors, reuse of resources, strategic capabilities, and innovation.
Interdisciplinary collaboration has become an important way for community and healthcare
professionals to leverage expertise and resources to solve complex community and social issues.
Group counsellors are particularly well suited to a community of practice (Lockhart, 2017),
making KSAC staff a logical choice as facilitators for an interdisciplinary community of
practice. Implementation of the change requires expanding or shrinking resources and altering or
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adding work responsibilities for organizational members. This recommendation could feasibly be
operationalized by KSAC through utilizing employed staff members who are skilled in group
facilitation and keeping costs to a minimum by using KSAC’s current group meeting space. To
generate interest in the community of practice, I recommend issuing an email to KSAC’s
community and healthcare contacts, many of whom are aware of this research inquiry already,
outlining its purpose and scope along with a link to a short survey to indicate expressions of
interest.
A community of practice is a workplace empowerment structure (Spence Laschinger et
al., 2013). An interdisciplinary community of practice would connect community service and
healthcare providers working in Peterborough and county who might not otherwise have the
opportunity to interact. The diversity and range of expertise of the members would enable a rich
dialogue to explore love-led leadership in their practice. The interdisciplinary community of
practice would serve as a way to support vulnerable and authentic communication, group
mentoring and coaching, and self-reflection in love-led leadership. Bringing members together
frequently could help them to troubleshoot and identify solutions to operationalizing love-led
leadership in their practices, which they can then implement and evaluate collectively, generating
new knowledge and confidence. This new knowledge and confidence could then support the
members to spread their new understandings and practices of love-led leadership to their
respective, broader community service and healthcare colleagues, allowing for the possibility of
system change through the spread of love-led leadership. It is positive change in healthcare
system in Peterborough and county that I was concerned with when conducting this research, and
change within the system is limited when healthcare providers are experiencing burn out. Burn
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out prevention in healthcare providers is extremely important to the vitality and flexibility of the
healthcare system and is the focus on the next recommendation.
Recommendation 3: Present the inquiry findings to the local university’s School of
Nursing leadership team to review potential inclusion of love-led leadership in nursing
leadership course curriculum as a possible way to reduce burnout and for partnership in
further research opportunities regarding love-led leadership. For this recommendation to be
effective, more research must be conducted to understand how love-led leadership may impact
burnout along with higher-level system stakeholders’ advocacy for love-led leadership. A
research-based relationship currently exists between community organizations, of which KSAC
is one, and the local School of Nursing is exploring the healthcare experiences of a marginalized
population. To capitalize on this relationship, engagement with the School of Nursing through a
presentation of the research findings may foster a potential research partnership with KSAC to
explore love-led leadership more fully.
In Chapter 2, I discussed love-led leadership as engaging in leadership practices that
promote strong affections between people and give rise to a dedication to others’ well-being and
the maintenance of their dignity. In other words, the love-led leadership practices are positive
leadership strategies. Researchers who reviewed the effects of positive leadership behaviours and
strategies on burn out discussed positive leadership strategies have been shown to reduce burn
out in nursing professionals (Kanste, Kyngäs, & Nikkilä, 2007; Spence Laschinger & Fida,
2014). Curiously, despite the serious impacts to patient safety that have been attributed to
healthcare provider burn out (Wong & Cummings, 2009), burn out continues to manifest in a
myriad of healthcare professionals such as nurses, doctors, physiotherapists, and counsellors
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(Sorenson, Bolick, Wright, & Hamilton, 2016). Research on burnout in students in variety of
healthcare education programs, such as nursing, has demonstrated that while students cognitively
appreciate that burnout can occur, this awareness does little to stem the tide of its occurrence
(Dyrbye et al., 2008; Michalec, Diefenbeck, & Mahoney, 2013; Shanafelt, 2009). This suggests a
lack of knowledge mobilization, an inability to put knowledge into action for personal or societal
benefit, and is seen in the transtheoretical model of change when one moves from preparation
into action. People with multiple vulnerabilities, such as the clients KSAC serves, risk
experiencing exponentially more negative effects of healthcare provider burn out given the risk
inherent in living with vulnerabilities. KSAC is perfectly suited to empower healthcare
professionals to move into action in order to prevent burnout and thus attempt to decrease the
potentially exacerbated negative effects on vulnerable patients. KSAC already engages in
specialized training and community development to reduce systemic barriers to care and is
recognized in Peterborough and county as a leader in practical and empowering education. This
recommendation would utilize KSAC’s existing relationship with the local university’s School
of Nursing and potentially, the medical resident professors from a provincial university who
support medical residents who consolidate their education locally. Operationalization of this
recommendation has the potential to inject positive change in the provider–patient relationship.
Sustainability of the heath care system requires a radical change in healthcare leadership.
Sharing the findings of this research may inspire this shift and the high-level recommendations
outlined below have been suggested to begin the process of inspiring positive change.
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Recommendation 4: Disseminate findings to Health Quality Ontario. Health Quality
Ontario (HQO) is a provincial Ministry of Health and Long-Term Care advisor on healthcare
quality. The Minister of Health and Long-Term Care set the following mandates for HQO:
•

Monitor and report on how the health system is performing

•

Provide guidance on important quality issues

•

Assess evidence to determine what constitutes optimal care

•

Partner with patients and give them a voice in shaping a quality health system

•

Promote continuous quality improvement aimed at substantial and sustainable
positive change in health care. (HQO, n.d.-a, Our Mandate section, para. 2–6)

This direct advisory relationship to the ministry means that HQO plays a vital role in shaping
healthcare system improvements as well as forming healthcare policy and professional
regulatory guidelines and, thus, provides an influential dissemination point for this research.
HQO staff accomplish their mandate through “measuring and publicly reporting on how
Ontario’s health system is performing, and on health outcomes for people living in Ontario”
(HQO, n.d.-c, System Performance, para. 1). To understand and support quality improvement in
the system, HQO looks for research and evidence generated by healthcare professionals in
Ontario who have the potential to improve system performance. To that end, individual
healthcare practitioners, teams, or organizations are encouraged to submit ideas, projects, and
research at HQO’s Quorum, an online community web-based platform (HQO, n.d.-b). Inclusion
in the Quorum community allows HQO leadership and the online community to collectively
review and support initiatives and research through collaboration. These online collaborations
and shared ideas function to create a collection of practices that have the potential to inform
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recommendations, guidelines, and policy for health system improvements and change that HQO
recommends to the ministry. Joining Quorum and disseminating the research on this web-based
platform offers online community members a rare opportunity to influence system improvement
initiatives and engage a wide-reaching audience. This inquiry recommendation may allow the
research to gain provincial attention and inspire system leaders to consider how the findings
might be utilized to inspire positive change in the healthcare system. Along with systemic
change, regulatory bodies must be engaged to create or support guidelines outlining person- or
relationship-centred practices such as love-led leadership, which is the focus of the next
recommendation.
Recommendation 5: Engage in the upcoming review of Registered Nurses’
Association of Ontario’s person- and family-centred care best practice guidelines. The
Registered Nurses’ Association of Ontario (RNAO) is a national and global leader in the
research, creation, and dissemination of evidence-informed best practice guidelines (BPGs) for
healthcare professionals through its International Affairs and Best Practice Guideline program.
National health ministries, global governments, and healthcare organizations utilize BPGs as a
way to improve care for patients in the realms of frontline care and health leadership. BPGs offer
recommendations in three areas: practice, education and system, organization and policy
(RNAO, 2015). For this inquiry recommendation, it is important to note that the system
recommendations of BPGs are aimed at health professional regulatory bodies, administrators,
and government bodies, making BPGs a perfect dissemination point for the findings of this
inquiry.
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Figure 2 (see the “Relationship-Centre Care” section found in Chapter 2) outlined that
relationship between person- and relationship-centred care and the location of love-led
leadership, which makes the RNAO’s (2015) Person-and Family-Centred Care BPG of
particular relevance to this inquiry as a potential dissemination point. This BPG offers a template
for guiding best practices associated with enhancing person- and family-centred care and the
partnerships between healthcare providers, the patient and his or her family within the context of
the therapeutic relationship to manage health (RNAO, 2015). Each BPG is reviewed every 5
years (RNAO, n.d.), and the RNAO’s (2015) Person-and Family-Centred Care BPG is up for
review in 2019. As a member of RNAO, I can be solicited or request to have input into the
review and update of these guidelines through guideline panel membership or stakeholder review
(RNAO, 2015). I shall apply to be considered as a panel member or stakeholder. I will also put
this research forward to the panel members and RNAO guideline creators for consideration,
discussion, and inclusion in this BPG review. Exposure of this research to high-level policy
makers, regulatory body administrators, and systems stakeholders as well as potential inclusion
in an update to this BPG offers a unique opportunity to affect positive change at a systems level.
Organizational Implications
To strengthen the probability of adoption of the recommendations for KSAC, I engaged
the organizational sponsor and the inquiry team when drafting the findings, conclusions, and
recommendations for this inquiry. This engagement happened during four face-to-face meetings
with organizational sponsor and with the inquiry team via email. The inquiry team members
were an important part of this process, as three of the four members are frontline healthcare
leaders in Peterborough and county and, as stakeholder informants, offered key insights
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regarding the resonance of the conclusions and feasibility of the recommendations. Meetings
with the organizational sponsor provided me with an opportunity to engage in reflective and
generative dialogue regarding potential options for action to operationalize the research inquiry
recommendations such that at the fourth meeting plans for implementing the first
recommendation began. The following actions are underway to begin the implementation of the
recommendations:
•

A meeting between Clarke (the KSAC Interim Executive Director), the KSAC
Community Engagement Coordinator, and me are underway.

•

Clarke has invited me to create and deliver a presentation to KSAC’s board of
directors in fall 2018, as per Recommendation 1.

•

I have also received an invitation to do an academic presentation to offer an overview
of love-led leadership and the research inquiry outcomes at the Inviting Resiliency
Conference in the spring of 2019.

•

When available for publication, a website link to the thesis along with an abstract will
be posted to HQO’s (n.d.-b) Quorum and shared with the RNAO BPG team to begin
the dissemination of the research findings.

In the context of Rowe et al.’s (2013) ARE model, implementation of the research
inquiry recommendations require a recontextualization and reconstruction of how KSAC
structures its engagement with the broader healthcare community. KSAC’s engagement with the
local healthcare community has traditionally been in an effort to provide practical, frontline
leadership strategies to support survivors of gender-based violence using an antioppressive
framework and within professional regulatory boundaries (L. Clarke, personal communication,
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January 15, 2018). This research inquiry discovered that, in fact, love-led leadership is expressed
in actively engaging in interpersonal relationships with patients, and this encourages a move
away from the hierarchical patient–provider relationship. This new knowledge will call upon
KSAC’s Community Engagement Coordinator to reexamine current engagement techniques to
reflect the findings and conclusions of this research inquiry. Clarke suggested that this new
knowledge could also support KSAC’s most recent work with local community programs and
providers to develop and deliver trauma-informed community-based programs that promote
resilience and life skills in young people living in Peterborough and county (L. Clarke, personal
communication, July 23, 2018). Clarke expressed that the link between provider burnout and
resiliency was significant (L. Clarke, personal communication, July 23, 2018) and would like to
utilize the conclusions drawn from the research inquiry to engage healthcare providers of all
disciplines to understand the importance of resiliency across the patient’s life span. While
beyond the scope of the recommendations for this research inquiry, it is important to note that,
ultimately, KSAC’s sharing of these findings and conclusions when engaging the local
healthcare community during educational sessions and outreach will require healthcare providers
to be open to new learning. Sharing of new knowledge cannot forcibly create change in another,
although repeated exposure to new information can spark change by encouraging individuals to
move from precontemplation to contemplation to action, as outlined previously in this chapter. In
healthcare, this can potentially manifest changes in frontline leadership actions and procedural
and/or policy changes.
Through discussions with L. Clarke (personal communication, July 23, 2018), I
determined the process required to implement Recommendation 1 is straightforward, and I aim
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to complete this work in the fall 2018. To do so, I must issue an invitation to present and obtain
approval to add the presentation to a meeting agenda from KSAC’s board of directors. Clarke
suggested that the process for implementing Recommendations 2 and 3 would likely necessitate
educational instruction to KSAC staff about love-led leadership as well as the research inquiry
findings and conclusions and require a team meeting about how best to potentially incorporate
the findings and conclusions into preexisting community education initiatives (L. Clarke,
personal communication, July 23, 2018). Administrative work by KSAC staff will also be
needed to investigate and generate interest from healthcare providers for the implementation of
Recommendation 2. There are leadership implications of implementing the recommendations.
These recommendations address both internal and systemic change, and both of these kinds of
change will require leadership that is flexible. Further, love-led leadership should permeate the
processes of leading the recommendation implementation otherwise the leaders risk invalidating
the purpose of recommendations. This will require the providers of Recommendations 2 and 3 to
be well versed in love-led leadership characteristics and engage in critical dialogue with others
about their leadership style.
Implications of not implementing the recommendations are threefold. First, KSAC could
risk losing the interest and momentum generated in the local frontline healthcare leadership
community from this research inquiry. Second, not implementing the recommendations
decreases the potential of reducing burn out in healthcare providers and the chance to improve
patient experience, particularly in those with multiple vulnerabilities such as those KSAC serves.
Third, given that love-led leadership deeply resonated with both patient advocates and frontline
healthcare leaders in this research inquiry, not implementing the recommendations risks keeping
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love-led leadership and its potential for creating positive change hidden, and thus unable to
permeate the system.
The systemic impacts on the healthcare system from the implementation of the research
inquiry are wide reaching. As discussed in the literature review in Chapter 2, leadership practices
can either increase or decrease burnout in healthcare providers across all disciplines. Engaging in
positive leadership practices that manifest love-led leadership may reduce burnout in healthcare
providers, which in turn may increase work engagement and reduce risk to the patient from both
provider and the system. Reason and McArdle (2004) suggested that an action research project
such as this inquiry uses data taken from stories to place a spotlight on a possible future for a
system. This possible future is central to third-person research, which seeks to disseminate
findings to a wider audience in order to influence broader policy or for professional or societal
benefit. From this research inquiry emerged the theory that love-led leadership exists in the
practice of healthcare, and engaging in love-led leadership practices can inspire positive change
in the healthcare system. This research inquiry has contributed to the scholarly research and
literature on emerging leadership theories and has potential use in academic material within
schools of leadership studies and leadership courses taught in healthcare. Through disseminating
this research to a broader audience in a published thesis, this inquiry has contributed to the
strength of the ARE model (Rowe et al., 2013) as well as arts- and group-based qualitative
methodologies and has taken the courageous step of illuminating an emerging leadership theory
that some may still consider too risky to be named.
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Implications for Future Inquiry
The results of this research inquiry have a complementary focus and connection to
fostering resilience in professionals across all areas of healthcare. Resilience is indispensible as a
protective factor to burn out, and researchers have noted that fostering resilience is crucial to
healthcare professionals’ ability to cope with adversity, an inevitable part working in a complex
and challenging environment (Matheson, Robertson, Elliot, Iverson, & Murchie, 2016). There is
an opportunity to review love-led leadership practices in the context of promoting and retaining
resiliency in healthcare professionals given the research inquiry findings regarding love-led
leadership and burn out prevention. To begin, future research is needed to establish whether
love-led leadership does support resilience and reduce burnout. Future inquiry projects could
explore love-led leadership engagement in frontline healthcare practitioners and leaders and how
love-led leadership could foster personal resiliency. One step in this direction is to assess the
resonance of love-led leadership with academics studying resiliency during the resiliency
conference in the spring of 2019, as discussed previously.
Further study is needed to confirm the findings from this inquiry on the potential
protective effects of love-led leadership on healthcare provider burnout. Kanste et al. (2007)
argued the success of leadership practices play a key role in the quality of healthcare delivery
and patient satisfaction. Similarly, Shanafelt et al. (2015) discovered that leadership qualities of
physician supervisors have a direct effect on the team they lead. To accomplish this, data should
be gathered directly from healthcare providers to determine if love-led leadership has a positive
effect on work engagement as well as confirmation of the proposed characteristics of love-led
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leadership for a more broad application in leadership practices along with what the professional
boundaries of love-led leadership may be in order to keep patients and providers safe.
This research inquiry collected data from patient advocates who spoke about how they
and the people they work with see love-led leadership expressed. If future studies occur
regarding love-led leadership, it would be prudent to gather data directly from patients
experiencing multiple vulnerabilities to discover what the potential positive health impacts loveled leadership practices have on society’s most marginalized populations and the potential
system benefits this may provide.
As outlined in Chapter 2, the current hierarchical and patriarchal healthcare system
supports a culture in which healthcare providers and the most marginalized of patients struggle
with its effects on their health. There is great potential for love-led leadership to offer a more
humanized approach to care and the small and large actions taken to operationalize the
recommendations may function well enough together to inspire not only a positive change in
Peterborough and county’s healthcare system, but throughout the entire Canadian healthcare
system.
Thesis Summary
Above all, this inquiry was about exploration and discovery. As I sought to explore and
put into words my own leadership philosophy, I discovered love-led leadership had been within
me all along. It was not brought into the light of my conscious because I did not have the words
to describe it and I worked within a system that disavowed the importance of its existence.
Naming it, claiming it, and experiencing the positive benefits of using it as my leadership lens
for my practice encouraged me to further explore the existence of love-led leadership, discover if
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other healthcare leaders manifested it in their practices, and determine if it could inspire positive
change in my local healthcare system. KSAC was also on a complementary journey of
exploration and discovery into how leadership and staff influenced social change within the local
community. This mutual desire for broad systems change through practical action made for an
excellent opportunity to engage in action research regarding the potentiality of love-led
leadership. This research inquiry sought to answer the following inquiry question: How might
embracing love-led leadership inspire positive change in the healthcare system in Peterborough
and county? The following subquestions supported the answer inquiry question:
1. How do patient advocates describe the patient experience of love-led leadership in the
healthcare system in Peterborough and county?
2. How can healthcare leaders in Peterborough and county manifest love-led leadership
in their practice?
3. What may limit Peterborough and country healthcare leaders in manifesting love-led
leadership in their practice?
Chapters 1 and 2 of this research inquiry outlined the organizational and system context
for the research inquiry and provided a high-level literature review, which compared, contrasted,
and interrelated literature and academic perspectives that defined and conceptualized key
concepts framing this research inquiry. The key concepts discussed included defining love-led
leadership, healthcare provider burnout, and RCC. Chapter 3 outlined the theoretical framing for
the methodology, reviewed the research methods used and how the research inquiry was
operationalized, and included a review of ethical consideration. Highlighted in Chapter 4 are the
research inquiry findings and conclusions, which I compared and contrasted with what the
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literature indicated about the key concepts of this inquiry. Six research findings surfaced from
the data gathered:
1. Love-led leadership is expressed in risk-taking behaviours by healthcare providers.
2. Love-led leadership is expressed when healthcare providers go on a metaphorical
journey with patients.
3. Love-led leadership is expressed when healthcare providers engage in interpersonal
relationships with patients.
4. Expression of love-led leadership is limited by depersonalized professional guidelines
and regulations.
5. Love-led leadership is manifested in a trauma-informed approach to healthcare
delivery.
6. Isolation between healthcare providers limits their ability to manifest love-led
leadership in their practice.
Based on the study findings and the literature reviewed, I derived the following study
conclusions:
1. Research participants highlighted that embracing love-led leadership may inspire
positive change in the healthcare system by decreasing the potential for burn out in
healthcare providers.
2. Participants outlined that love-led leadership is expressed when healthcare providers
engage in risk-taking behaviours, journey with a patient, and engage in interpersonal
relationships with patients.
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3. Research participants suggested that depersonalized policies, procedures, and
organizational culture may limit healthcare leaders in manifesting love-led leadership
in some contexts in their practice.
In this, the final chapter, I presented the research inquiry recommendations, which I
outlined in priority sequence as determined by the organizational sponsor, with literature
supporting each of the three recommendations. I reviewed organizational implications as they
relate to sponsor engagement, implementation processes, leadership implications, and the system
impacts of the changes. I discussed love-led leadership in regard to its potential for inspiring
positive change in the healthcare system as a hidden, but existing, emerging leadership theory. I
also presented the next steps for organizational change and opportunities and considered my
future role in the recommendation implementation. I proposed implications for future inquiry,
which I grounded in a systems lens.
My leadership style and multiple minority intersectionalities have routinely been
subjected to criticism and persecution. The exposure to these judgements left me with a
perception that my differences were best concealed if I was going to pursue a leadership position
in healthcare, that somehow these differences were a liability to me rather than unique assets.
Rather than minimize my differences, I utilized this perpetual state of alterity by seeking out
situations in which I could utilize my uniqueness to bring creativity, collaboration, and
connection to my work environment. This led me down the path to wholeheartedly embracing
love-led leadership as my personal leadership philosophy, despite a dearth of literature to
legitimize its use. The discovery of this research inquiry that love-led leadership exists and may
inspire both protective and inspiratory states in Peterborough and county’s healthcare system
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provides the groundwork for other love-led leaders to actively embrace it and use it to inspire the
positive change they wish to see in the healthcare system. In sum, love will out.
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Appendix A: Action Research Engagement Model

Ac-on Research Engagement (ARE)

Engagement Readiness Cycle
2. Engaged Ac*on

Engage key stakeholders in
ac-ons of inquiry and
dialogue that generate new
data, understanding and
possibili-es about the issues.

5. Re-contextualize & Reconstruct
for Organiza*onal Change
Broader organiza-on engages to
formulates the change interven-on or
ac-on plan and ini-ates steps to
implement the plan as the next step in
the ac-on research process

3.
Reﬂec*on

4. Engage Forward

Engage stakeholders collec-vely in
dialogue on outcomes of the ac-on
inquiry and recommends strategies
for moving forward
.

1. Focus and Framing

Carry out a situa-onal analysis to
understand the organiza-onal
context and the driving forces
impac-ng on the organiza-on, the
key issues and focus of the inquiry,
and the research ques-ons.

AR Team Facilita-on

Change Ac-on Cycle
9. Re-contextualize/
& Reconstruct

8. Evaluate
Ac*on

Engage in analysis
and reﬂec-on on the
meaning of the
inquiry process and
data generated,
reframe issues and
evaluate op-ons for
further ac-on

6. Sponsor
Plans Ac*on

7. Take
Ac*on

Transi'on Zone
leadership
transfers to
organiza-on

Organiza-onal Ownership

Rowe, W. E. A., Graf, M., Agger-Gupta, N., Piggot-Irvine, E., & Harris, B. (2013). Ac-on Research Engagement: Crea-ng the Founda-ons for
Note. ARFrom:
= Action
Research.
Organiza-onal
Change.
ALARA Monograph Series (Ac-on Learning Ac-on Learning Associa-on), (Monograph No. 5). p. 20.

From Action research engagement: Creating the foundations for organizational change
(ALARA Monograph No. 5; p. 20), by W. E. A. Rowe, M. Graf, N. Agger-Gupta, E. PiggotIrvine, & B. Harris, 2013. Retrieved from https://www.researchgate.net/publication/259932785
Action_Research_Engagement_Creating_the_Foundations_for_Organizational_Change.
Reprinted with permission.
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Appendix B: Inquiry Team Member Letter of Agreement
In partial fulfillment of the requirement for a Master of Arts in Leadership Degree at Royal
Roads University, Sheena Howard (the Student) will be conducting an inquiry research study at
the Kawartha Sexual Assault Centre to discover how love led leadership may positively impact
the health care system. The Student’s credentials with Royal Roads University can be established
by calling Dr. Catherine Etmanski, Director, School of Leadership, at [telephone number] or
email [email address].
Inquiry Team Member Role Description
As a volunteer Inquiry Team Member assisting the Student with this project, your role may
include one or more of the following: providing advice on the relevance and wording of
questions and letters of invitation, supporting the logistics of the data-gathering methods,
including observing, assisting, or facilitating an interview or focus group, taking notes,
transcribing, or reviewing analysis of data, to assist the Student and the Kawartha Sexual Assault
Centre’s community change process. In the course of this activity, you may be privy to
confidential inquiry data.
Confidentiality of Inquiry Data
In compliance with the Royal Roads University Research Ethics Policy, under which this inquiry
project is being conducted, all personal identifiers and any other confidential information
generated or accessed by the inquiry team advisor will only be used in the performance of the
functions of this project, and must not be disclosed to anyone other than persons authorized to
receive it, both during the inquiry period and beyond it. Recorded information in all formats is
covered by this agreement. Personal identifiers include participant names, contact information,
personally identifying turns of phrase or comments, and any other personally identifying
information.
Bridging Student’s Potential or Actual Ethical Conflict
In situations where potential participants in a work setting report directly to the Student, you, as a
neutral third party with no supervisory relationship with either the Student or potential
participants, may be asked to work closely with the Student to bridge this potential or actual
conflict of interest in this study. Such requests may include asking the Inquiry Team Advisor to:
send out the letter of invitation to potential participants, receive letters/emails of interest in
participation from potential participants, independently make a selection of received participant
requests based on criteria you and the Student will have worked out previously, formalize the
logistics for the data-gathering method, including contacting the participants about the time and
location of the interview or focus group, conduct the interviews (usually 3-5 maximum) or focus
group (usually no more than one) with the selected participants (without the Student’s presence
or knowledge of which participants were chosen) using the protocol and questions worked out
previously with the Student, and producing written transcripts of the interviews or focus groups
with all personal identifiers removed before the transcripts are brought back to the Student for
the data analysis phase of the study.
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This strategy means that potential participants with a direct reporting relationship will be assured
they can confidentially turn down the participation request from their supervisor (the Student), as
this process conceals from the Student which potential participants chose not to participate or
simply were not selected by you, the third party, because they were out of the selection criteria
range (they might have been a participant request coming after the number of participants
sought, for example, interview request number 6 when only 5 participants are sought, or focus
group request number 10 when up to 9 participants would be selected for a focus group). Inquiry
Team members asked to take on such 3rd party duties in this study will be under the direction of
the Student and will be fully briefed by the Student as to how this process will work, including
specific expectations, and the methods to be employed in conducting the elements of the inquiry
with the Student’s direct reports, and will be given every support possible by the Student, except
where such support would reveal the identities of the actual participants.
Personal information will be collected, recorded, corrected, accessed, altered, used, disclosed,
retained, secured and destroyed as directed by the Student, under direction of the Royal Roads
Academic Supervisor.
Inquiry Team Members who are uncertain whether any information they may wish to share about
the project they are working on is personal or confidential will verify this with Sheena Howard,
the Student.
Statement of Informed Consent:
I have read and understand this agreement.

________________________
Name (Please Print)

_________________________
Signature

_____________
Date
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Appendix C: Photovoice Questions

What has been your experience of love-led leadership in the healthcare system?
How might love-led leadership change the patients’ experience of healthcare?
What may limit expression of love-led leadership in healthcare?
Where might love-led leadership be seen in the healthcare system?
Where is love-led leadership not seen in the healthcare system?
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Appendix D: World Café Questions

How might embracing love-led leadership change your frontline leadership practice?
How may your leadership change as a result of the Photovoice data?
What may limit manifesting love-led leadership in your practice?
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Appendix E: Information Letter for Photovoice and World Café
Study Title: Love-Led Leadership in Health Care
My name is Sheena Howard, and this research project is part of the requirement for a Master of
Arts – Leadership (Health Specialization) at Royal Roads University. My credentials with Royal
Roads University can be established by contacting Dr. Catherine Etmanski, Director, School of
Leadership Studies: [email address] or [telephone number].
Purpose of the study and sponsoring organization
The purpose of my research project is to examine how might embracing love-led leadership
inspire positive change in the health care system. I will be examining the following questions:
How do patients experience love-led leadership in the healthcare system? How can health care
leaders manifest love-led leadership in their practice? What may limit health care leaders in
manifesting love-led leadership in their practice?
This research will be conducted with the Kawartha Sexual Assault Organization (KSAC). KSAC
is a community organization whose mandate is to support those affected by sexual violence and
to influence social change within our community. As part of their work, they foster and sponsor
community discussions and dialogue related to equity and equality in receiving health care. This
research will is part of larger community discussion regarding this topic.
Your participation and how information will be collected
The research will consist of two methods of qualitative research. The first will be a Photovoice in
which participants will take photos to answer questions related to the research inquiry. The data
from that method will be used to inform the questions for the participants in the second method,
the World Care. The Photovoice method will last for two weeks, beginning and ending with a
group discussion and participants taking pictures in between. The World Café is estimated to last
for approximately two hours. The anticipated questions include
Draft Photovoice questions
What has been your experience of love-led leadership in the healthcare system?
How might love-led leadership change the patients’ experience of healthcare?
What may limit expression of love-led leadership in healthcare?
Where might love-led leadership be seen in the healthcare system?
Where is love-led leadership not seen in the healthcare system?
Draft World Café questions
How might embracing love-led leadership change your frontline leadership practice?
How may your leadership change as a result of the Photovoice data?
What may limit manifesting love-led leadership in your practice?
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Benefits and risks to participation
There are minimal risks associated with participating in this research. Some participants may feel
uncomfortable with the topic or have an emotional response to the pictures taken for the
Photovoice method. Trained health care professionals will provide support during and after the
research method if participants feel that they require support. They are also able to withdraw
from the method at any point.
Some of the benefits to the individual participants include: participating in a relatively new
method of research, positive feelings from group participation and providing input into new
leadership theories. Some of the organizational benefits for KSAC may include a greater
awareness of the organization amongst health care providers and participating in generating new
information in leadership academia. Societal benefits may include greater understanding of the
application of love-led leadership in health care organizations.
Inquiry team
The inquiry team includes Shelly Hale, Gord Langill, Kim English and Judy Stanley. The inquiry
team may be participating in the methods as facilitators, and will be reviewing and interpreting
the data gathered from the Photovoice and world café methods
Real or Perceived Conflict of Interest
There is no known real or perceived conflict of interest.
Confidentiality, security of data, and retention period
I will work to protect your privacy throughout this study. All information I collect will be
maintained in confidence with hard copies (e.g., consent forms) stored in a password protected
safe in my home office. Electronic data (such as transcripts, audio files or pictures) will be stored
on a password-protected hard drive separated from my home computer. Information will be
recorded in hand-written format or audio recorded and, where appropriate, summarized, in
anonymous format, in the body of the final report. At no time will any specific comments be
attributed to any individual unless specific agreement has been obtained beforehand. All
documentation will be kept strictly confidential. The raw data will retained for a period of one
year after completion of the project and them destroyed. The data/information will not be
retained pertaining to an identifiable individual who has withdrawn at any time.
Photovoice and world café are both group methods and due to the nature of the group method, it
is not possible to keep identities of t participants anonymous from the researcher, facilitator, or
other participants. I ask participants to respect the confidential nature of the research by not
sharing names or identifying comments outside of the group.
Sharing results
In addition to submitting my final report to Royal Roads University in partial fulfillment for a
Master of Arts – Leadership (Health Specialization), I will also be sharing my research findings
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with KSAC. The data may be shared in journal articles, books, or conference presentations. My
thesis will be disseminated within KSAC and the global research community via online
academic search engines. A copy of my thesis will be will be given to a participant upon request.
Procedure for withdrawing from the study
To withdraw from the study at any time, please contact myself. Given the nature of group
methods, if you withdraw, it may not be possible to identify individuals’ comments in order to
remove them. If you withdraw before the group discussions, it may be possible to remove your
data and then that data will be destroyed.
You are not required to participate in this research project. By replying directly to the e-mail
request for participation you indicated that you have read and understand the information above
and give your free and informed consent to participate in this project.
Please keep a copy of this information letter for your records.
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Appendix F: Invitation Letter for Photovoice
Dear [Prospective Participant],
I would like to invite you to be part of a research project that I am conducting. This project is
part of the requirement for my Master’s Degree in Leadership (Health Specialization), at Royal
Roads University. The Kawartha Sexual Assault Centre has approved this project, and I have
been given permission to contact potential participants for this purpose.
The purpose of my research project is to examine how might embracing love-led leadership
inspire positive change in the health care system. I will be examining the following questions:
How do patients experience love-led leadership in the healthcare system? How can health care
leaders manifest love-led leadership in their practice? What may limit health care leaders in
manifesting love-led leadership in their practice?
This research will be conducted with the Kawartha Sexual Assault Organization (KSAC). KSAC
is a community organization whose mandate is to support those affected by sexual violence and
to influence social change within our community. As part of their work, they foster and sponsor
community discussions and dialogue related to equity and equality in receiving health care. This
research will is part of larger community discussion regarding this topic.
Your name was chosen as a prospective participant because you are person who leads a group
that advocates, support or represent persons who have received health care services in
Peterborough and county.
This phase of my research project will consist of Photovoice research and is estimated to last one
week; one 60 minute group meeting explaining the Photovoice method, the research questions
and confidentiality and safety regarding picture documentation, 5 days to take pictures and one 2
hour group session for participants to select pictures that will be used in the second phase of the
research. The attached document, the researcher information letter, contains further information
about the study conduct and will enable you to make a fully informed decision on whether or not
you wish to participate. Please review this information before responding.
You are not required to participate in this research project. If you do choose to participate, you
are free to withdraw at any time without prejudice. I realize that due to our collegial relationship,
you may feel compelled to participate in this research project. Please be aware that you are not
required to participate and, should you choose to participate, your participation would be entirely
voluntary. If you do choose to participate, you are free to withdraw from this research project
without prejudice. If you do not wish to participate, simply do not reply to this request. Your
decision to not participate will also be maintained in confidence. Your choice will not affect our
relationship or your employment status in any way.
Please feel free to contact me at any time should you have additional questions regarding the
project and its outcomes.
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If you would like to participate in my research project, please contact me at:
Name: Sheena Howard
Email: [Email address]
Telephone: [Telephone number]
Sincerely,
Sheena Howard
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Appendix G: Invitation Letter for World Café
Dear [Prospective Participant],
I would like to invite you to be part of a research project that I am conducting. This project is
part of the requirement for my Master’s Degree in Leadership (Health Specialization), at Royal
Roads University. The Kawartha Sexual Assault Centre has approved this project, and I have
been given permission to contact potential participants for this purpose.
The purpose of my research project is to examine how might embracing love-led leadership
inspire positive change in the health care system. I will be examining the following questions:
How do patients experience love-led leadership in the healthcare system? How can health care
leaders manifest love-led leadership in their practice? What may limit health care leaders in
manifesting love-led leadership in their practice?
This research will be conducted with the Kawartha Sexual Assault Organization (KSAC). KSAC
is a community organization whose mandate is to support those affected by sexual violence and
to influence social change within our community. As part of their work, they foster and sponsor
community discussions and dialogue related to equity and equality in receiving health care. This
research will is part of larger community discussion regarding this topic.
Your name was chosen as a prospective participant because you are person who is a frontline
health care leader in Peterborough and county.
This phase of my research project will consist of a World Café and is estimated to last two hours.
The attached document, the researcher information letter, contains further information about the
study conduct and will enable you to make a fully informed decision on whether or not you wish
to participate. Please review this information before responding.
You are not required to participate in this research project. If you do choose to participate, you
are free to withdraw at any time without prejudice. I realize that due to our collegial relationship,
you may feel compelled to participate in this research project. Please be aware that you are not
required to participate and, should you choose to participate, your participation would be entirely
voluntary. If you do choose to participate, you are free to withdraw from this research project
without prejudice. If you do not wish to participate, simply do not reply to this request. Your
decision to not participate will also be maintained in confidence. Your choice will not affect our
relationship or your employment status in any way.
Please feel free to contact me at any time should you have additional questions regarding the
project and its outcomes.
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If you would like to participate in my research project, please contact me at:
Name: Sheena Howard
Email: [Email address]
Telephone: [Telephone number]
Sincerely,
Sheena Howard
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Appendix H: Letter of Consent for Photovoice
By signing this form, you agree that you are over the age of 19 and have read the information
letter for this study. Your signature states that you are giving your voluntary and informed
consent to participate in this project and have data I contribute used in the final report and any
other knowledge outputs (articles, conference presentations, newsletters, etc.).
I consent to quotations and excerpts expressed by me through the Photovoice be included
in this study, provided that my identity is not disclosed
I consent to the material I have contributed to and/or generated [e.g., flipchart notes or
pictures] thorough my participation in Photovoice be used in this study
I commit to respect the confidential nature of the Photovoice group by not sharing
identifying information about the other participants

Name: (Please Print): __________________________________________________

Signed: _____________________________________________________________

Date: ______________________________________________

LOVE-LED LEADERSHIP

134

Appendix I: Letter of Consent for World Café
By signing this form, you agree that you are over the age of 19 and have read the information
letter for this study. Your signature states that you are giving your voluntary and informed
consent to participate in this project and have data I contribute used in the final report and any
other knowledge outputs (articles, conference presentations, newsletters, etc.).
I consent to the audio recording of the final debriefing of the World Cafe
I consent to quotations and excerpts expressed by me through the World Cafe be included
in this study, provided that my identity is not disclosed
I consent to the material I have contributed to and/or generated [e.g., flipchart notes or
visuals from the World Cafe method] thorough my participation in the World Cafe be
used in this study
I commit to respect the confidential nature of the World Cafe by not sharing identifying
information about the other participants

Name: (Please Print): __________________________________________________

Signed: _____________________________________________________________

Date: ______________________________________________
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Appendix J: Table Host Instructions

•

Host invites people into a creative space – a space of not knowing and is the steward of
the conversation and asks members to enter the conversation with the goal of learning
from each person at the table.

•

Table hosts take notes during discussion and encourage people to doodle and draw.

•

Table hosts encourage linking and building on shared ideas rather than allowing the
conversation to go off in random directions of personal tangents.

•

Table hosts remain at the table for each round and share the essence of the previous
conversation for guests who arrive for the next round.

•

Table hosts will have ~ 5 min to “report out” the collective wisdom or essence of all the
conversations at the table at the end of all 3 rounds.

