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RIGINAL REPORTS

hysician Leadership: The Competencies
f Change
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epartment of Surgery, University of Kentucky, Lexington, Kentucky
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OMPETENCY: Patient Care, Professionalism, Interpersonal
nd Communication Skills

NTRODUCTION

he U.S. health-care industry has exploded into 1 of the largest
nd fastest growing economies in the world. Currently, it is
arger than the Gross National Product of all countries except
or the United States, Germany, and Japan. Unfortunately, it is
ebatable whether the quality and the delivery of patient care
ave kept pace with the economic growth rate of this gargan-
uan entity. As the complexity and the scope of the health-care
ndustry have grown, the physician’s role as a leader in the

arketplace has been marginalized. Without formal training in
eadership skills, many physicians are not equipped to lead in
his marketplace. Leadership training in other industries is
rounded in the science of behavioral and developmental the-
ry. Currently, an effective leader in the health-care market-
lace must possess a working knowledge of this science. Leaders
hould cultivate skill sets in finance, self-assessment, behavioral
anagement, and personnel analysis, regardless of their clinical

eld of expertise. This 2-part series serves to review fundamen-
al leadership theories and skills (excluding finance) that are
ecessary for physicians to lead in the expanding health-care
ystem of the future.

Theories regarding effective leadership are crucial for under-
tanding what skills a leader must possess. These theories have
volved and are transitioning from theories that emphasize
eadership toward strategies that emphasize the necessity of un-
erstanding and of nurturing workplace culture in which indi-
iduals can both learn and develop to their fullest potential; this
ntity is often termed a “learning culture.” In other words,
hen it comes to leadership, facilitation is more effective than

harisma; in fact, although the former builds workplace culture,
he latter may destroy it. Because a similar evolution has oc-
urred in education, the educational process is an apropos
odel. Current educational strategies emphasize understand-
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ng how students learn rather than simply how teachers teach.
imilarly, leadership theory emphasizes that the leader is essen-
ially a teacher who must understand the culture he leads; lead-
rship is about instigating and instituting necessary change.
ecause change is painful for both individuals and cultures,

eadership requires a definite set of skills and attitudes to be
uccessful. The organization is at the heart of effective leader-
hip, whereas the leader is secondary. This theory is supported
y research that indicates charismatic leaders alone do not build
ustainable organizations.1 The skill sets covered in this discus-
ion reflect an important shift in leadership strategy. This 2-part
eries provides physicians with a focused perspective on the
mportance of leadership principles as they relate to the practice
f medicine that includes interaction as it relates to both patient
are and the institution.

HE SCOPE OF THE PROBLEM

 multitude of challenges currently face the delivery of health
are in the United States. For instance, health-care costs are
uickly becoming 1 of the greatest financial burdens that faces
amilies, employers, and the federal government. In 2004, pro-
ected health-care spending totaled $1.9 trillion, which repre-
ents 16% of the nation’s Gross Domestic Product.2 Although
hese figures are significantly greater than those of other indus-
rialized countries, healthcare outcomes in the United States do
ot provide a comparably higher level of medical care.3 Al-
hough staggering, costs are not the only challenges that face
ur medical system. Medical errors account for between 44,000
nd 98,000 unnecessary deaths in U.S. hospitals.4 To date, the
utside influence and direction of managed care, third-party
ayers, state/federal bureaucracy, and legislation have not ame-

iorated these financial and clinical windfalls. As physicians, for
he most part, we remain equipped only to interact in individ-
al health-care delivery situations, which represent a major lim-

tation. Therefore, physician leaders who can participate in the
dministrative and clinical decision-making process must
merge at the collective level to allow for the advances needed to
rovide optimal health care in America. In other words, physi-

ians usually work only at the microeconomic level of health
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are; to truly lead the health-care system, physicians must func-
ion on the macroeconomic level.

Today, no formal curriculum exists in medical education
hat cultivates the development of an effective organizational
nd behavioral leadership skill set. Physicians who serve in ad-
inistrative positions often assume the role with little experi-

nce or formal training.5 Physicians, health-care educators, and
ealth-care providers, heretofore, have disregarded the impor-
ance of these skills; it is our premise that the entire health-care
ystem suffers from the lack of physician contribution in orga-
izational management. Therefore, physicians at all levels of the
ealth-care system need to cultivate leadership skills to guide
ecision making and to ensure the success and viability of pri-
ate practices, hospitals, and government health-care programs.

HE PHYSICIAN’S ROLE AS A LEADER

or some physicians, becoming a “formal” leader in the health-
are community may not be a desired role. However, in reality,
ll physicians are leaders, regardless of the size of private practice
r the interest in the larger health-care economy. Astute clini-
ians objectively evaluate their own strengths and weaknesses to
ptimize their role in each patient’s care plan. Through a similar
ssessment process, physicians define an appropriate role for
hemselves in the larger health-care industry. In a small practice,
he physician leader can motivate employees, reduce turnover,
mprove patient satisfaction, and reduce costs. A physician
eader who operates within the framework of a large health-care
ystem can share ideas and concerns effectively; promote a cul-
ure of understanding and knowledge-sharing among physi-
ians, management, and other employees; and guide the devel-
pment of organizational goals and initiatives. Finally, a
hysician leader can help direct policy initiatives from within an
nter-agency team, political party, or lobbying group. However,
f formally trained leaders do not emerge, the physician com-

unity will miss the opportunity to help define the future of the
ealth-care system.6

ART 1: LEADERSHIP THEORIES

art 1 of this series will review the evolution of leadership theory
rom its autocratic beginnings to the more recent culture-based
heories. The theories discussed are outlined in Table 1.

utocratic Theory

cientific management, which is a prototype of autocratic the-
ry, focuses on improving processes and ignores worker knowl-

ABLE 1. Leadership Theories

● Autocratic theory
● Human relations theory
● Situation leadership theory
● Emotional intelligence
i● Adaptive leadership

14 Journal o
dge; workers are viewed as automatons who must be told ex-
ctly what to do and how to do it. Fredrick Taylor, who was the
ounder of scientific management theory, stated, “In almost all
he mechanic arts, the science which underlies each act of each
orkman is so great and amounts to so much that the workman
ho is best suited to actually doing the work is incapable of fully
nderstanding this science.”7 Autocratic theory eliminates the
ossibility of worker innovation and makes it easy to train and
eplace workers. At the time of its introduction, its implementa-
ion increased productivity dramatically by 300% to 400% in
anufacturing settings, as well decreasing accidents and injuries.8

Despite these results, the value of this type of management is
urrently waning, even in manufacturing settings. For instance,
he Toyota Production System, the benchmark manufacturing
ystem, which emphasizes knowledge and innovation of its em-
loyees to achieve even greater levels of quality and efficiency.
he Toyota website states, “An environment where people have

o think brings with it wisdom, and this wisdom brings with it
aizen (continuous improvement).”9 Autocratic management
as minimal application in the health-care industry because
nowledge and decision making of employees is vital. Employ-
es cannot handle each patient or procedure in exactly the same
ay. They must rely on their knowledge and understanding to
rovide appropriate care. Using the cultural approach, Toyota
ets the paradigm in this management model.

uman Relations Theory

ultural theories focus on the value of the employee or the
ollower. Examples of cultural theories include human relations
heory, situational leadership, emotional intelligence, and adap-
ive leadership. Central to each theory is the premise that when
aking important decisions, autocratic leadership is needed

nly in specific situations, and most certainly, it does not lead to
ustainable organizational change and/or productivity. Human
elations theory essentially contends that to achieve the highest
evels of productivity, a leader must fulfill the workers’ desire for
articipation, responsibility, security, and social recognition.
he role of management is to optimize workers’ capabilities by
oing so. Because workers are regarded as knowledgeable enti-
ies about their specific position, their abilities are resources that
re wasted if not used fully.10

ituational Leadership Theory

ituational leadership theory recognizes that workers need a
ertain level of autonomy and motivation. In situational lead-
rship, 4 types of leaders exist: directing leaders (S1), coaching
eaders (S2), supporting leaders (S3), and delegating leaders
S4). Directing leaders are most effective at dealing with un-
rained or low-skilled workers. They make the decisions and
ive instructions, which is a management style akin to auto-
ratic leadership. Coaching leaders are best suited for workers
ith some skill but who still cannot work alone. They not only
ake the decisions and give instructions, but also they seek
nput and suggestions. Supporting leaders provide support and

f Surgical Education • Volume 65/Number 3 • May/June 2008
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otivation to highly skilled individuals. They give control to
he worker but remain involved in decision making. Delegating
eaders are best suited to staff with high competence and com-

itment. These leaders need to delegate decisions and to par-
icipate only at the discretion of the staff. In each situation, a
ifferent leadership style is necessary. Therefore, leaders must

dentify their dominant style, which all individuals possess, and
hey must be willing to reorient themselves based on the situa-
ion.11 In reality, the distinctions between these situations and
he accompanying styles can become blurry and comingled.

motional Intelligence

uilding on the concept of situational leadership is the theory of
motional intelligence. Goleman describes emotional intelli-
ence as a set of 4 domains in which include self-awareness,
elf-management, social awareness, and relationship manage-
ent, each with associated competencies. It theorizes that most

ffective leadership is emotionally compelling, that an intelli-
ent leader is attuned to his followers’ emotions and, therefore,
an move them in a positive direction. In doing so, a leader can
reate resonance and rally people around a worthy goal. One
an cultivate emotional intelligence through the development
f competencies within the specific domains. Goleman’s de-
cription of the 4 domains is summarized in Table 2.12

It is Goleman’s premise that if a leader understands his own
motions and the emotions of those around him, then he can
ead others in the right direction while maintaining a positive
nd caring atmosphere. Obviously, physicians work in a partic-
larly demanding emotional climate. Therefore, a keen under-
tanding of emotional intelligence is necessary to lead cowork-
rs, to create resonance, and to provide the highest level of care
ith the fewest mistakes.

daptive Leadership

daptive leadership incorporates and amplifies several impor-
ant behaviors previously mentioned. Simply put, this theory
aintains that the leader’s role is to guide others through prob-

ABLE 2. Emotional Intelligence

elf-awareness “Having a deep understanding
of one’s emotions, as well as
one’s strengths and
limitations and one’s values
and motives.”

elf-management “The component of emotional
intelligence that frees us from
being a prisoner to our
feelings” “Keeps disruptive
emotions from throwing us
off track.”

ocial awareness “Empathy”—the ability to read
how someone is responding.

elationship management “Friendliness with a purpose:
moving people in the right
sdirection.”

ournal of Surgical Education • Volume 65/Number 3 • May/June 20
em solving, rather than dictating a solution. Its developer, Ro-
ald Heifetz, states, “Leadership is engaging people to make
rogress on the adaptive problems they face. It consists of cho-
eographing and directing learning processes in an organization
r community.”13 And “[a]utocratic decision making assumes
hat authorities have little to learn.”13 Leaders do not simply
rovide the answers; they help the followers solve problems
hrough empowerment and motivation. In doing so, the insti-
ated change is more likely to be sustainable as opposed to
andated solutions, which are usually transient in their effi-

acy. Heifetz, who is a psychiatrist by profession, breaks down
eadership into 5 strategic principles outlined in Table 3.13

By following these steps, a leader can guide those around him
o address adaptive problems. Simply put, a technical problem
ie, a light bulb needs to be replaced) requires a technical solu-
ion; it does not require a change in the organizational culture.
n marked contrast, an adaptive problem requires organiza-
ional change, which is always difficult, time consuming, and
engthy. In fact, most problems of significance are adaptive in
ature. In addition, most leaders attempt to implement techni-
al solutions for adaptive problems (for the most part, because
n the surface technical solutions are both easier and quicker).
owever, a technical solution for an adaptive problem only
agnifies the problem because the real issue, which is needed

ultural change, is ignored, and it amplifies the “pathology” of
he situation even more.

In sharp contrast to autocratic leadership strategies, a leader’s
ole in culture-based strategies is to use the knowledge, exper-
ise, and problem-solving abilities of his staff to tackle impor-
ant and challenging problems. This strategy is especially appli-
able in the health-care arena in which a leader cannot succeed
ith an underlying foundation of science alone. The ultimate
oal of a successful leader is sustainable cultural change. We will
ontinue this discussion in part 2 of this leadership series. In
art 2, we will discuss the skills necessary for a cultural leader to
e successful.

ART 2: LEADERSHIP SKILL SETS

art 2 of this series will identify and explore skills important to
erve as an effective leader. These skills deal with both the
anagement of organizational behavior and the more per-

onal, detail-oriented analytical skills. This discussion will
ocus on the organizational behavior-based skills because they
re the most important for culture centered leadership strate-
ies. Without understanding organizational behavior-based
kills, it would be difficult to use the ideas, passions, and goals of
ll stakeholders to tackle the most challenging problems that
ace the health-care organization. In addition, physicians are
ess likely to acquire these skills through medical education and
ractice. Doctors use analytical skills daily to formulate differential
iagnoses, to evaluate laboratory and test results, and to choose
reatment strategies. Other than the physician–patient relation-
hip, interpersonal leadership skills are rarely emphasized to the

ame degree as analytical thinking. Nevertheless, interpersonal
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eadership skills are necessary to implement desired goals or
bjectives using culture-centered approaches. For example,
ather than simply analyzing a decision quantitatively, a
eader must work with and motivate others to identify chal-
enges and to drive problem solving, efficiency, knowledge
haring, and commitment to the organization. The skill sets
re organized in Table 4.

RGANIZATIONAL BEHAVIOR SKILLS

otivation

otivational skills, which are the skills that serve to motivate
taff, are designed to get the most productivity from individu-
ls, groups, and resources. They are an invaluable resource for a
hysician leader. Within the framework of a human relations
anagement strategy, motivation is a key component of stim-

lating worker potential. Theories on motivation consist of
ontent-based and process-based theories. Content-based the-
ries focus on motivating others by fulfilling their needs.
aslow’s Hierarchy of Needs, which is a content-based theory

eveloped by Abraham Maslow, defines the 5 basic levels of
eeds as physiology, security, social, ego, and self-actualization.
hysiologic needs are the most basic and include nutrition and
urvival. Security needs include safety and shelter. Social needs
eflect a desire for interpersonal relationships, affiliation, and
elonging. Ego includes the need for recognition, praise, and
chievement. Clearly, the highest need is self-actualization or
he fulfillment of one’s potential. Maslow contends that indi-
iduals must fulfill the more basic needs before they can focus
n the higher ones. Therefore, if management can identify and
ulfill needs, it can motivate employees in order to help them
each their highest potential.14 Although no empiric evidence
xists to support Maslow’s theory, it continues to be regarded as
of the most important content-based theories.
Another content-based theory that builds on Maslow’s Hierar-

hy of Needs is McClelland’s Socially Acquired Needs Theory. It iden-
ifies 3 basic needs that humans have; over time, the influence of

ABLE 3. Strategic Leadership Principles

dentify the adaptive
challenge

Unbundle the issues and
diagnose the situation in light
of the values at stake.

eep the level of distress
tolerable

An appropriate level of distress
is necessary for adaptive
work but too much will thwart
efforts.

ocus attention on
ripening issues

Identify and focus on issues that
engage attention and not on
distractions.

ive the work back to
the people

Allow the people to solve the
problem, but at a rate they
can handle.

rotect voices of
leadership

An authority should protect
even those whom he wants to
asilence.

16 Journal o
ach need will vary. The needs are achievement, power, and affili-
tion. Achievement-motivated people gain satisfaction and moti-
ation from pursing and attaining goals. Power-motivated people
iew each situation as an opportunity to take control. Affiliation-
otivated people enjoy socializing and strive for acceptance by

thers. Therefore, management can motivate others by identi-
ying and fulfilling the needs of each worker. Scientific evidence
as supported McClelland’s theory; consequently, one can con-
lude that effective motivation depends on identifying and cul-
ivating these needs.15 Although multiple needs-based theories
xist, all theories maintain that motivating personnel requires
ddressing the essential needs of those who are lead.

Process-based theories, such as the expectancy theory, focus
n the relationship between increased effort, performance, and
utcomes. The expectancy theory relates motivation to 3 fac-
ors: expectancies, instrumentalities, and valances. Expectancies
eflect the theory that increasing effort will lead to an increase in
erformance. Instrumentalities reflect the idea that increasing
erformance will lead to a particular outcome. Valences reflect
he perceived value of an outcome. A leader can motivate others
y ensuring that increased effort leads to better performance,
ncreased performance leads to a better outcome, and that such
utcome remains valuable. This technique is performed by re-
ucing the impact of outside influences and designing systems
hat reflect the importance of expectancies, instrumentalities,
nd valances.16

ffective Communication

ffective communication is the ability to convey feelings, ideas,
oncerns, and directions to others. It requires that one can
nderstand and appreciate the ideas and the concerns of others.
chwartz and Pogge5 contend that effective communication
revolves around an individual’s ability to uncover the impor-
ant issues of other stakeholders and to tailor communication
atterns accordingly so that favorable (win-win) course of ac-
ion follows.” To participate actively in any decision-making
rocess, collaborative activity, or motivational strategy, one
ust be able to communicate. A “strategic agenda counts for

carcely a thing until it is communicated to others and becomes
perative for them.”17 Content alone is not enough. A good
essage means nothing if people do not understand and interpret

t correctly. It is therefore important to understand one’s audience

ABLE 4. Skill Sets

Organizational behavior-based skills
● Motivation of followers
● Effective communication
● Team building
● Conflict management
● Culture development

Analytical skills
● Risk analysis
● Quality control
● Financial expertise
nd communicate in a language that can be understood.17

f Surgical Education • Volume 65/Number 3 • May/June 2008
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True communicators not only verbalize thoughts and inten-
ions clearly, but also they facilitate the communication be-
ween themselves and others. A successful organization fosters a
elcome environment for knowledge sharing. A leader should

hare information actively in a thoughtful, measured manner
or the best decisions to be made; the same guideline holds true
or an organization. Knowledge sharing builds trust, coopera-
ion, an influx of new information, and ultimately, higher levels
f performance. However, both cognitive and motivational bar-
iers hinder knowledge sharing. Cognitive barriers include vary-
ng levels of expertise between parties. These barriers can be
vercome by using people with an intermediate level of knowledge
o transfer information and by encouraging 2-way communica-
ion. Motivational barriers are more complex; they include com-
etition, status hierarchies, lack of trust, and lack of incentives.
hese barriers can be overcome by encouraging people to focus on
rganizational goals, de-emphasizing status distinctions, and in-
reasing incentives.18 For instance, de-emphasizing status differ-
nces in hospitals could empower nurses to share important patient
nformation with physicians and to voice concerns about question-
ble decisions.

eam Building

eam building is the ability to organize and nurture a collective
roup of people effectively in a way that develops synergy be-
ween individual performance attributes. Effective teams facil-
tate the sharing of knowledge and criticism to develop more
efined ideas for implementation, and they set the stage to tackle
ncreasingly complex issues. Team building requires the ability
o understand the importance of team performance, to invest in
he idea of teamwork, and to participate actively in such a
eam.5 The development of effective teams is fundamental to
chieving the goals of an organization because most important
ecisions require the input of multiple parties with different

deas and perspectives. Goleman12 states that leaders who are
eam players “draw others into active, enthusiastic commitment
o the collective effort, and build spirit and identity.” This
entiment is especially true in large medical organizations in
hich physicians, management, and employees are often sepa-

ated and stratified by status, goals, and expertise. Team leaders
lay a critical role in team development not only by engaging
embers to commit to the team concept, but also by develop-

ng trust and laying the foundation of ideals by which the team
ill function.
To develop the skills necessary to build and participate in

eams, one must understand how they develop. The traditional
odel of group development formulated by Tuckman states

hat groups go through 5 stages: forming, storming, norming,
erforming, and adjourning. Forming is characterized by ori-
ntation, storming by conflict, norming by cohesion, performing
y decision-making, and adjourning by dissolution. Understand-
ng the process can help to maintain focus and commitment.19 For
nstance, if team members recognize that the conflict associated

ith storming is a normal part of group development, then they t

ournal of Surgical Education • Volume 65/Number 3 • May/June 20
an focus on team goals and move past the initial distractions.
n addition, one must understand the importance of roles and
tatus when participating in a group. Roles can be both formal
nd informal. Formal roles are often established during the
ormation of a group. Informal roles develop over time. Percep-
ions of status can also influence roles and the effectiveness of
roups. Status characteristics can include expertise, race, or gen-
er. If status is improperly linked to competence, it can negatively
ffect a group’s performance and therefore must be avoided.20

onflict Management

onflict can develop within a group, between individuals, or
ithin an organization as a whole; conflict is both inevitable

nd necessary for cultural change, adaptation, and success. It
an be divided into 2 groups: task conflict and affective (rela-
ionship) conflict. Task conflict (or creative tension) is a neces-
ary component of problem solving that drives decision making
nd change. Heifitz writes that “Conflict and heterogeneity are
esources for social learning. Although people may not come to
hare one another’s values, they may learn vital information that
ould ordinarily be lost to view without engaging the perspec-

ives of those who challenge them.”13 This type of task conflict
nsures that all aspects of a problem are explored, and no un-
oreseen consequences are ignored. It stimulates the best per-
ormance at moderate levels when enough conflict exists to
nhance problem solving but not so much that it stifles discus-
ion. Conversely, affective conflict is always negative. Affective
onflict centers on personality differences and personal attacks
ather than the task at hand. Therefore, any level of affective
onflict should be identified and resolved. Conflict resolution
trategies focus on the ability to manage task conflict and elim-
nate affective conflict, which includes focusing on the issue and
ot on the person, focusing on data and not on opinions, and
utting the goals of the group above the goals of individuals.21

However, excessive cohesion can be as detrimental as con-
ict. When everyone agrees about a particular decision, they are

ikely to overlook important details, which leads to a condition
now as “groupthink.” Irving Janis describes groupthink as “a
ode of thinking that people engage in when they are deeply

nvolved in a cohesive in-group, when the members’ strivings
or unanimity override their motivation to realistically appraise
lternative courses of action.”22 Former Israeli Foreign Minister
bba Eban once stated, “Consensus is what everyone agrees to

ay collectively . . . and, no one believes individually.” Patrick
encioni describes the desire for harmony as 1 of the 5 temp-
ations of a CEO, “Harmony is like cancer to good decision
aking.”23 Leaders must be careful to identify the signs of

roupthink and be prepared to consider unpopular alternatives.
or a physician, it can mean disagreeing with the recommen-
ation of a colleague, encouraging a patient to get a second
pinion, or empowering those with lower status to confront

heir supervisors when they may be wrong.
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ulture Development

ill and Jones24 define organizational culture as “the specific
ollection of values and norms that are shared by people and
roups in an organization and that control the way they interact
ith each other and with stakeholders outside the organiza-

ion.” Therefore, the underlying culture of an organization can
e enough to control how individuals respond to specific situ-
tions and how they interact with one another. A strong culture
ill include values such as trust, openness, and cooperation.
encioni23 explains that an effective leader must be the first one
o show vulnerability. In fact, by making vulnerability an ac-
eptable attribute, the stage is set for the development of trust.
They know that the best way to get results is to put their
eaknesses on the table and invite people to help them mini-
ize those weaknesses.”23

Developing this type of culture is vitally important for
atient care. For example, an important problem that
lagues patient care is the fact that physicians, hospitals, and
ther health-care providers fear admitting mistakes. The cul-
ure of fear prevents people from analyzing mistakes and
aking improvements. Fear of malpractice lawsuits and

ther repercussions actually encourages medical profession-
ls to hide mistakes rather than to identify them.25 There-
ore, a physician leader should understand the cultural values
hat will most benefit those he leads and those he treats.
eveloping a strong organizational culture will direct the

ctions of people positively within the organization and help
dentify areas in need of improvement.

nalytical Skills

espite the emphasis placed on organizational behavior
kills in this article, one cannot underestimate the impor-
ance of decision-based analytical skills. Although many
hysicians consider this skill set intuitive, the context of
nalytical thinking changes dramatically as the clinician be-
omes an organizational leader. Evaluating the possible out-
omes of a decision, comparing decision alternatives, evaluat-
ng risks, and allocating resources are fundamental to patient
are. It should be no surprise that this skill is fundamental to
eadership in general. Without analytical skills, one cannot

ake educated decisions about crucial policy changes, invest-
ents, or restructuring. Currently, the labor and statistical eval-

ation associated with these activities is outsourced easily and
ost often relegated to consultants, accountants, and engi-

eers. Therefore, mastery of these skills is not necessary.
evertheless, the physician leader should understand the

nalysis, interpret the information, and share the informa-
ion to direct necessary actions. Physician leaders can deliber-
tely co-apply the skills gained from clinical expertise to address not
nly diagnosis and treatment but also decision analysis, quality
ontrol, risk management, and financial expertise. We will briefly

utline several important analytical skills. q

18 Journal o
uality Control and Risk Management

uality control and risk management work in concert to ad-
ress the pendulum that swings between quality loss and system
ailure. Quality control serves to identify areas in which quality
s lost, to quantify the loss, and to make changes to improve
uality. A strong culture is necessary for quality control, as
bserved with the Toyota Production System’s concept of
aizen. Kaizen represents constant improvement through iden-
ification and correction of inefficiency and mistakes.26 Cover-
ng up problems leads to additional costs. Inefficiency and error
resent an opportunity for improvement. The tools important
or quality control include statistical analysis such as testing,
ampling, and surveying. It is important to recognize that qual-
ty control is as applicable to patient care as to an assembly line.
isk management is a way to evaluate the probability and the
echanism of system failure, to quantify the impact of such a

ailure, and to determine the most effective actions to reduce
he likelihood and severity of such a failure. Given the dramatic
mpact that medical error has on both patient well-being and
ealth-care costs coupled with American society’s ever-growing

itigious nature, risk management has become an invaluable
ool for medical leadership. As observed with the research of
lisabeth Paté-Cornell et al,27 patient injury during surgery

epresents a system failure. The impact of the failure ranges
rom injury to death and includes all associated costs, both
onetary and emotional. Simulation-based training is 1 poten-

ial preventative action that could be used to reduce the likeli-
ood of such a system failure.

inancial Expertise

bviously, with any important investment or decision, one
ust understand the financial implications. Doing so requires

nderstanding elements of accounting and finance including
nancial statements, taxes, interest rates, budgets, billing, and
rofit margins. This understanding is particularly important for
member of a team whose role lies outside of the financial

omain and who must still communicate with financial experts.
or a physician leader, it is necessary when dealing with man-
gers and administrators whose focus is on the bottom line.
hysicians must accept that this task requires learning a new

anguage, the language of finance, and realize that they cannot
irect this aspect of health care until they speak the language. As
tated by Schwartz et al,5 “Financial skills are important because
egotiating a project is facilitated if the financial realities of a
roject can be portrayed as beneficial to decision makers and
ther stakeholders.”

ONCLUSION

or health-care delivery and patient care to keep pace with the
ealth-care economy, physicians must assume leadership roles.
ll physicians, to some degree, are leaders; they do not lack the

ualities of, or the capacity to become, productive leaders. In
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act, they possess the intellect, courage, discipline, and ethical
ackground to become superb leaders. Because leadership skill
ets are not emphasized during training and practice, physi-
ians, whose education is rooted in quantitative science, tend to
ddress most problems with technical solutions. However, in
ost critical situations, adaptive leadership is necessary to guide

taff and cultures through problems and their solutions to
hich no quick answer exist. The Latin root of doctor, doc(ére),
eans to teach28; successful leaders do exactly that. Physician

eaders can acquire the skills to teach and to empower others to
onfront the challenges that face them. Although these skills are
ot innate, they can be learned and are vital components of
usiness school curriculums across the country. Physician lead-
rs must adapt analytic capabilities to negotiate through more
han just daily patient care. If physicians expect to exert influ-
nce on any aspect of health-care development in years to come,
apable leaders who understand these skills must emerge.

It is, therefore, the responsibility of academic medical cen-
ers, health-care organizations, and physicians to take the nec-
ssary steps to cultivate leadership skills. Acknowledging their
mportance is a first step. Continuing education programs, con-
erences, and seminars can provide opportunities for physicians
o become introduced to such skills. For example, the American
ollege of Physician Executives provides accredited CME courses

n physician leadership.29 However, these courses alone are not
early enough. Systematic training and ongoing use of these skills
re necessary to develop competent physician leaders. Hospital
dministrators can encourage strong physician leaders by ensuring
heir exposure to all elements of decision making, management,
nd leadership. Several institutions have implemented internal
eadership programs to achieve these goals, and the programs can
e modeled at other locations. One example is the medical leader-
hip program at Columbus Children’s Hospital. The program has
rovided participating physicians a fundamental understanding of

eadership concepts and has encouraged physicians to participate
ctively within the institution.30 Physicians must be proactive to
rocure and to use leadership skills; in such a manner, both the
hysician and the organization will progressively learn the most
ffective ways to lead.

Ultimately, medical schools and residency programs must
ecognize the importance of developing leaders and incorporate
eadership skills into the curriculum. This is beginning to hap-
en at certain medical centers. The University of Kentucky has
reated an Inter-professional Education Committee that is
orking to cultivate team-building and collaboration into med-

cal education.31 However, it is just a beginning, and such pro-
rams must continue to expand so that all students and resi-
ents are exposed to the concepts. Those who are motivated to
ursue leadership roles can move forward and cultivate more
dvanced leadership skills. Clinical leaders of tomorrow must
ossess a strong background of medical and managerial exper-
ise to develop and to shape policies in ways that ensure the
ighest level of patient care in years to come. If this does not

ccur, ultimately, physicians will become technical consultants

ournal of Surgical Education • Volume 65/Number 3 • May/June 20
n a dysfunctional health-care community that they have inad-
ertently helped to create and to sustain.
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