
Key Elements of Clinical Physician

Leadership at an Academic

Medical Center

C. Jessica Dine, MD, MSHPR

Jeremy M. Kahn, MD, MS

Benjamin S. Abella, MD

David A. Asch, MD

Judy A. Shea, PhD

Background

Leadership in medicine is characterized largely by what is

not known. There are intuitions that good leadership

advances health care, but many cannot define the essential

aspects and attributes of leadership other than claim that

they know it when they see it.1,2 Others recognize that

leadership grows with experience, but wonder whether it

can be taught or learned.1 In contrast, a considerable

literature exists in management sciences that examines

definitions of leadership and how leadership skills can be

attained.3 Much of the work is based on competing theories.

For example, both the ‘‘great man’’ and ‘‘trait leadership’’

theories focus on certain attributes or characteristics that

lead to effective leadership.4 Other theories address

variables within the environment or certain circumstances

that suggest there is not one effective leadership style but

that successful leaders adapt to their surroundings.5,6

Many leadership training programs are built upon the

latter theories by focusing on individuals learning how to lead

(behavioral leadership theory).5 Such training incorporates

team building and highlights the need to take the input of other

team members into account (participative theory).5 Other

relevant frameworks include training on motivating team

members to accomplish a task.6 No single synthesis can do

justice to this vast literature, but commonly described

characteristics of great leaders include vision, communication,

integrity, single-mindedness, and other often abstractly

defined concepts including charisma, wisdom, or inspiration.

The relevance of these elements to leadership is difficult

to dispute in concept, but their application in medical

practice is unclear. The literature on leadership in medical

settings is considerably smaller. Some studies7,8 have looked

at physician executives; a few,9 at surgical leadership.

Researchers agree that physician leadership largely is

understudied.10

Formal training in physician leadership has been shown

to improve processes1,11 and outcomes12,13 in health care.
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Abstract

Background A considerable body of literature in the
management sciences has defined leadership and how
leadership skills can be attained. There is considerably
less literature about leadership within medical settings.
Physicians-in-training are frequently placed in leadership
positions ranging from running a clinical team or
overseeing a resuscitation effort. However, physicians-in-
training rarely receive such training. The objective of this
study was to discover characteristics associated with
effective physician leadership at an academic medical
center for future development of such training.

Methods We conducted focus groups with medical
professionals (attending physicians, residents, and
nurses) at an academic medical center. The focus group
discussion script was designed to elicit participants’
perceptions of qualities necessary for physician

leadership. The lead question asked participants to
imagine a scenario in which they either acted as or
observed a physician leader. Two independent reviewers
reviewed transcripts to identify key domains of physician
leadership.

Results Although the context was not specified, the
focus group participants discussed leadership in the
context of a clinical team. They identified 4 important
themes: management of the team, establishing a vision,
communication, and personal attributes.

Conclusions Physician leadership exists in clinical
settings. This study highlights the elements essential to
that leadership. Understanding the physician attributes
and behaviors that result in effective leadership and
teamwork can lay the groundwork for more formal
leadership education for physicians-in-training.

ORIGINAL RESEARCH

Journal of Graduate Medical Education, March 2011 31



Physicians-in-training are frequently placed in leadership

positions ranging from running a clinical team to overseeing

a resuscitation effort. However, they rarely receive general

leadership training. Training that is provided focuses

predominately on the skills to succeed during specific high-

stress events.14–16 The lack of formal training in leadership

has left physicians feeling unprepared not only for specific

events17,18 but also unprepared for other, less well-defined

leadership roles. Understanding physician attributes and

behaviors that result in effective leadership can lay the

groundwork for more formal leadership education for

physicians-in-training. The first step in designing leadership

training as part of graduate medical education should

compare leadership qualities relevant for clinicians to

current models of leadership in other fields.

The objective of this study was to discover

characteristics associated with effective physician leadership

to confirm whether models from other professional fields

apply to medicine.

Methods
We conducted focus groups with medical professionals

including attending physicians, residents, and nurses to

learn what characterizes effective physician leadership and

identify central elements of physician leadership.

Participants came from a single institution and were

recruited via e-mail. We completed 5 focus groups: 2 with

internal medicine residents; and 1 each with attending

physicians from general internal medicine and pulmonary/

critical care, and critical care nurses. Each focus group

lasted 1 hour and was moderated by 1 of the principal

investigators after completing training by an experienced

focus group moderator. The University of Pennsylvania

Institutional Review Board approved the study.

We designed the focus group discussion script to elicit

participants’ perceptions of qualities necessary for physician

leadership. The framework was developed by reviewing the

literature on current leadership models3,4,7,9,19–21 and in

discussions with leadership experts from management. We

used guide questions to elicit responses and further probes

to enhance discussion. The lead question asked participants

to imagine a scenario in which they either acted as or

observed a physician leader. Relevant probes asked them to

think about what characteristics made or did not make them

a good leader. Other key questions were: ‘‘What are the 5

biggest or most important characteristics of a physician

leader?’’ and ‘‘What situations can you think of where

physicians have to act as leaders?’’

We recorded and transcribed each session. Two

independent reviewers reviewed transcripts and analyzed

the text content to identify the key domains of physician

leadership. The analysis began with the framework of

physician leadership, based on the literature review and

discussions with experts in the field. Using NVivo 8 (QSR,

Melbourne, Australia), the first reviewer added codes to the

framework after review of transcripts. The codes were

critically assessed by the entire research team before training

a second reviewer who was not involved in creating the

coding framework. The second reviewer then independently

coded each transcript. The 2 reviewers met to resolve any

differences. The final coding was reviewed by the entire

team and collapsed into broader themes of physician

leadership. The validity of the analysis was examined by

member checking and by comparing the themes to

leadership models in other industries.

Results
Seven residents, 6 interns, 6 attending physicians, and 5

nurses participated in the study. Nine of the participants

(37.5%) were women. The coding agreement between the 2

reviewers was good, with a k for the 34 coded themes

ranging from 0.50 to 1.00 and a median k of 0.84.

Although we did not give specific guidance about the

context of the discussion, most participants discussed

leadership in the context of a clinical team conducting

teaching or patient care rounds. The team encompassed

medical students, interns, and residents who were

supervised by an attending physician or, occasionally, by a

fellow who in turn was supervised by an attending

physician. Rounds often incorporated nonphysician team

members including nurses, respiratory therapists, and

pharmacists. With further probing, participants revealed

other situations in which physicians act as leaders, including

overseeing a resuscitation, departmental administration,

facilitating family meetings, acting as policy makers,

running research laboratories, and managing private

practices.

Content analysis yielded 4 predominant themes: team,

vision, communication, and personal attributes of the leader

(T A B L E ).

The Team

The most common theme mentioned was the physician

leader’s ability to manage the medical team.

They use their team … you have a team filled with really

intelligent people and you’re going to utilize them in

making the decisions … you’re drawing on the group.

When discussing this aspect of leadership, the participants

distinguished between the dynamics of the team and leader’s

interaction with his or her team.

Team Dynamics Medical teams are often randomly assigned,

with the actual make-up of the teams changing frequently.

The participants of all focus groups believed that an effective

physician leader should draw on the skills of these rapidly

changing teams and ensure that they run smoothly.

Thinking of the team. It’s what they do to the team

dynamics as a whole…. Some teams just work incredibly
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well and some teams [don’t] … there is something you

can do to create a sort of really good team.

Participants described that a good team leader creates an

environment that makes team members feel comfortable

and enjoy their work. They felt that such an environment

could be created while focusing on patient care and

accomplishing the tasks at hand.

… it doesn’t necessarily mean sort of like, the obvious like,

‘‘let’s go bowling together.’’ It’s not that, it’s more just the

way rounds are run to have those moments where

everyone’s laughing and sort of just relax for a bit and

then really focus on doing a great job …

A concept had previously been described in high-action

teams—hierarchical and dynamic leadership in trauma

teams—where roles were dynamically delegated as the

patient’s condition or team composition shifted.22 To

accomplish this, physician leaders should draw on the

abilities and elicit input of their individual team members by

creating an environment where team members feel

comfortable enough to contribute their thoughts and ideas.

These elements reflect more general views of participative

leadership theory, which suggests that the ideal style is one

that takes the input of others into account.23 Although the

participants believed that the team leader should participate

actively within the team, he or she is not simply another

member. The leader takes on a managerial role. If managed

effectively, the individual team members take ownership,

draw from one another, and work together. The team as a

whole, as well as each individual member, strives to

accomplish the tasks.

T A B L E Characteristics of a High-Quality

Clinical Physician Leader
a

The team (n 5 128, 38%)

Team dynamics (n 5 87, 26%)

The leader

N Elicits input from team members

N Is sensitive to the needs of the team

N Shows commitment to the team

N Creates an environment where team members can
contribute

N Encourages team members to take ownership

N Respects team members

N Participates actively within the team

N Ensures efficiency, organization, and productivity of the
team

N Manages resources including time available to the
team

Interaction with the team (n 5 41, 12%)

The leader

N Resolves problems for and conflicts within the team

N Delegates tasks

N Teaches the team

N Makes decisions

Vision (n 5 44, 13%)

The leader

N Has a vision for the team

N Creates a common goal

N Ensures that the goals and vision are accomplished

N Displays an enthusiasm for medicine

N Sees the whole picture

N Strives for quality

N Is patient and family centered

N Aims for the greater good

N Is not necessarily outcome oriented

Communication (n 5 39, 12%)

The leader

N Communicates an expectation of high performance

N Communicates goals

N Ensures that tasks and goals are understood

T A B L E Continued

N Has strong listening skills

N Provides feedback

N Accepts and/or elicits feedback

Personal attributes (n 5 121, 37%)

The leader

N Is supportive, nurturing, approachable, and
encouraging

N Is knowledgeable, experienced, or has technical
proficiency

N Is respectful

N Has the humility to admit he or she is still learning

N Models the way

a A total of 332 comments were coded.
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You have high expectations and you’re demanding in that

regard. It’s more that you know that people, trust that

people, are capable. You’re demonstrating that you believe

that your team members are capable of something and you

want them to achieve their potential.

Attending physicians explained the need to have high

expectations, as a responsibility to the physicians-in-

training under their supervision:

… we do have to have high expectations of them because

they’re the future doctors … at least they’re getting formal

structured evaluation, but when they’re an attending

they’re not going to get that kind of evaluation, anymore.

Both residents and attending physicians felt that having a

demanding attending physician would result in better

performance by inspiring the supervisee to ‘‘live up to

someone’s expectations.’’ At the same time, comments

suggested that not every demanding supervisor helps a

trainee reach his or her potential. It can also be interpreted

as mistreatment. A participant of 1 focus group explained

that the underlying goal must be for team members to

‘‘achieve their potential.’’ In that way, the supervisee ‘‘feels

they’re getting something in return,’’ such as ‘‘they maybe

learn more, they maybe feel like they’re getting better by

being pushed to their limits.’’

The leader manages the available resources of the team

as well. The participants believed that the 2 most important

resources in the medical setting were time and skills of the

people on the team. By being organized and efficient, the

leader ensures that each team member is continuously

engaged and challenged. Respondents noted that promoting

team members’ participation and engagement is a

particularly challenging part of physician leadership for 2

reasons. First, medical teams typically comprise

professionals at different stages of their training. Engaging

the team on everyone’s level was identified as important but

difficult. Using the members to teach and supervise one

another is one way to actively engage while teaching at a

lower level. Second, leading a clinical team must balance

patient care and teaching in a limited time period. With the

introduction of resident work-hour limitations, even the

most effective leaders may struggle to fit in both of these

roles successfully. While this was not identified as an

important issue by interns and residents, attending

physicians expressed their struggle to find the balance.

Attending physicians stated that, in order to make teaching

rounds effective and still allow for more time to teach, they

prepared ahead of time.

Interaction With the Team Another important aspect of

managing the team is the leader’s interaction with and

within the team. The most frequently mentioned concept to

ensure that the team is managed effectively—and a main

theme throughout the management and leadership

literature—was task delegation. This is to ensure that the

team’s goals are accomplished.

Everyone knows what they are doing so everyone has a role

and they feel like they are participating in a useful way.

The physician leader also interacts with the team by

teaching. Most physician participants thought this was an

especially important aspect of physician leadership in an

academic setting or any setting with trainees: teaching not

only to provide good patient care but to prepare future

physicians who will continue to focus on education.

… by not teaching that intern why it wasn’t or why it

didn’t have to be a concern right then. To me it showed a

lack of concern, a lack of importance for the development

of the next generation, and just setting a poor example

that this intern twenty, thirty years down the road might

try to follow himself.

Other roles included supervising team members and

resolving any conflicts or problems that arise within the

team.

Vision

All 5 focus groups discussed the importance of having vision

and communicating it to the team. For example, since the

care plan may change frequently during a single day of

caring for a patient, this ensures that the team can continue

to function. Similar leadership attributes have been termed

‘‘commander’s intent’’ in the military, which outlines the

basic purpose of any given operation.24 Participants also felt

that such a vision is inspiring, invigorating and brings back

the enthusiasm for medicine. Residents especially felt that a

high-quality leader would renew their love for medicine that

initially drew them to the field.

A good leader will really inspire you to push yourself a bit

further and sort of really wake you up … all of us went

into medicine because we must have had some enthusiasm

for it even though at moments you think, ‘‘Why did I do

this?’’ but then the really … good leaders remind you and

sort of create that excitement again.

Creating enthusiasm was accomplished in several different

ways including creating a safe environment that allowed

people to enjoy themselves while still working hard. A large

component, however, was role modeling, such as role

modeling an attending physician’s own satisfaction with his

or her job and making the important realization that

students, interns, and residents are in their formative

medical years.

Communication

Similar to previous literature on leadership and team

effectiveness,24 communication skills were seen as essential
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to other leadership elements: to communicate the vision to

the team and to build a healthy team dynamic and strong

team interaction. The leader strives for continuous

improvement by providing and accepting feedback. In a

similar manner, the leader is able to identify and address

problems, conflicts, and dissent that interfere with the

team’s goal.

When they go on rounds making sure that everybody on

the team [is] on the same page with the plan … just so

everyone knows what the plan is for that day, what needs

to happen.

By discussing the details of the care, interns and residents

felt they were able to make a decision when results were

received, without reconvening the team, since they

understood the bigger picture. In addition, discussing details

and explaining why they are important not only helped with

patient care in this way but also creates an environment

where:

… everyone’s opinion is valued and everyone feels it’s an

open environment that their opinion, no matter what level

of training they’re at, is encouraged and accepted.

Personal Attributes of the Leader

Most participants mentioned attributes relating to the

leader as a person. These elements fall into both trait theory

of leadership—traits the leader is born with—and

behavioral theory—traits that a leader can learn. Some of

these were a general statement about the leader’s

personality, such as a difficult to describe ‘‘leadership

quality,’’ whereas some participants were more specific.

Specific comments included being supportive,

approachable, and encouraging. The nurse participants

particularly stressed the need for a physician leader to be

respectful to other team members, the patient, and the

patient’s family.

Each focus group also mentioned that the leader’s

abilities related to the task at hand were necessary for

success. The physician had to be credible to the members of

the team by exhibiting knowledge, experience, or technical

proficiency. However, participants stated that leaders could

ask for help without jeopardizing their credibility. In fact,

the leader was even more respected if he or she had the

humility to recognize that other members have different

areas of expertise and admit that he or she is willing and

able to learn from others.

Discussion

From our focus groups, we identified 4 themes important to

physician leadership: management of the team, establishing

a vision, communication, and personal attributes. Although

we did not give specific guidance about the context of the

discussion, most participants discussed leadership in the

context of a clinical team. Participants described everyday

leadership that is needed for taking care of patients, while

teaching interns and residents, in a team composed of

interns, residents, fellows, and attending physicians. In

contrast, prior studies of physician leadership have focused

on the characteristics of physicians in an executive or

organizational role. This reflects a more narrow view of

physician leadership.7,10,20,21 In contrast, focus group

discussions centered on physician leadership in clinical

settings. Many leadership attributes we identified are

similar to those identified in physician executives. For

example, communicating a clear plan and vision for the

team (eg, by illustrating the care plan for a patient and

explaining why each test was necessary) is a common theme

in leadership models.

There are several key differences. Most types of leaders

inspire a shared vision. An executive is often credited with

vision when balancing the organization’s future with its

present. In clinical leadership, however, vision is often

about the moment—sometimes embodied by the patient at

hand. But our informants did reflect that the best leaders

conveyed an enthusiasm for medicine and its future by role

modeling one’s own satisfaction and creating a pleasant

work environment. Interviews about leadership among

physician executives sometimes emphasize the importance

of challenges to the current system.20 These themes did not

arise in our more clinical setting.

Our focus groups were performed within a single

department at 1 academic institution. This limits the

generalizability of the findings. We also focused on

leadership in general and did not attempt to elicit

differences between practicing physicians and those in

training, nor did we ask questions regarding the merits of

leadership training.

Conclusion
Focus group participants centered on physician leadership

in clinical settings and this research highlights the elements

essential to that leadership. Although prior studies of

physician leadership have focused mainly on the

characteristics of physicians in an executive or

organizational role, the focus group participants discussed

leadership in the context of a clinical team. They identified

4 themes important to physician leadership: management of

the team, establishing a vision, communication, and

personal attributes. While we do not know how well any of

these attributes can be taught or learned, understanding

clinical physician leadership is the first step before

attempting to improve it. For example, for organizations

that wish to increase physician participation in shaping their

future, understanding how a physician leads a medical team

may help to shape future leadership training. Understanding

the way a physician leads clinical teams may also be

important in optimizing the team’s function.
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In academic institutions, clinical teams form and dissolve

fairly rapidly and memberships are often selected by chance.

A physician leader must be able to quickly adapt to new

situations and new team members who may not have worked

together before. The focus group participants highlighted the

leader characteristics that would allow for robust team

dynamics, despite this fluid team construction, and could be

highlighted in formal training. Many of these characteristics

are found in other leadership models that could be modified

to equip clinicians with leadership training.

Knowledge of the characteristics of effective clinical

physician leadership also has implications for medical

education. Many experts have proposed more formal

leadership education for physicians-in-training, whether or

not they anticipate a future leadership role.20,21,25 Future

work should examine if formal training improves the

function and productivity of medical teams and patient

outcomes, as well as whether teams would more easily deal

with stressors.
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