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ABSTRACT

Objectives To clarify competencies for inclusion in

our curriculum that focuses on developing leaders in
community medicine.

Design Qualitative interview study.

Setting All six regions of Japan, including urban and rural
areas.

Participants Nineteen doctors (male: 18, female: 1) who
play an important leadership role in their communities
participated in semistructured interviews (mean age 48.3
years, range 34-59; mean years of clinical experience
23.1 years, range 9-31).

Method Semistructured interviews were held and
transcripts were independently analysed and coded

by the first two authors. The third and fourth authors
discussed and agreed or disagreed with the results to
give a consensus agreement. Doctors were recruited by
maximum variation sampling until thematic saturation was
achieved.

Results Six themes emerged: (1)‘Medical ability’: includes
psychological issues and difficult cases in addition to basic
medical problems. High medical ability gives confidence
to other medical professionals. (2)'Long term perspective’:
the ability to develop a long-term, comprehensive vision
and to continuously work to achieve the vision. Cultivation
of future generations of doctors is included. (3) ‘Team
building’:the ability to drive forward programmes that
include residents and local government workers, to
elucidate a vision, to communicate and to accept other
medical professionals. (4)‘Ability to negotiate’: the ability
to negotiate with others to ensure that programmes and
visions progress smoothly (5) ‘Management ability’: the
ability to run a clinic, medical unit or medical association.
(6) ‘Enjoying oneself’: doctors need to feel an attraction

to community medicine, that it be fun and challenging for
them.

Conclusions We found six competencies that are needed
by leaders in the field of community medicine. The results
of this study will contribute to designing a curriculum that
develops such leaders.

INTRODUCTION

The Alma-Ata Declaration on Primary
Health Care in 1978 suggested that the
concept of primary healthcare was the
key strategy to achieving good health for

Strengths and limitations of this study

» This study qualitatively explores competencies
through the perceptions of real leaders of commu-
nity medicine.

» Individual interviews contribute to capturing the
perceptions of the individual regarding the compe-
tencies needed by a leader in the field of community
medicine.

» Limitations include that the interviewer belongs to
the general medicine department. Thus, there is po-
tential bias in his perception of community medicine.

all'; thus, the development of primary
healthcare plays an important role in health
promotion around the world. In addition,
the 34th WHO Assembly in 1981 suggested
the adaptation of a global strategy for reori-
entation of national health systems based
on primary healthcare.* Community health
centres are facing a shortage of primary care
physicians at a time when government plans
have called for an expansion of community
health centre programmes. To succeed with
this expansion, community health centres
require additional well-trained physician
leadership.” Furthermore, it acknowledged
the need for appropriate training of health-
care professional so that they are prepared
for the tasks they will have to perform.
Influenced by this trend, education in
community medicine, which we define as a
branch of medicine that is concerned with
the health of the members of a community,
municipality or region has become popular
throughout the world* and is now incor-
porated in the model core curriculum in
]apan.5 In addition, because the collapse
of community medicine has been a serious
problem in Japan, training in community
medicine is currently emphasised in medical
undergraduate education.’
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It is also problematic that little research has been done
in Japan into the competencies necessary for leaders in
community medicine.

The purpose of training in community medicine is to
communicate the current status of community medicine
and to develop the abilities necessary to a successful career
in this field, which we hope will help motivate medical
students to make a substantial contribution to commu-
nity medicine. It is accepted that leadership is a critical
factor in organisations as it has a great effect on goals,
visions, strategy, social environment and work motivation
among employees.” High-quality healthcare increasingly
relies on teams, collaboration and interdisciplinary work,
making physician leadership essential for optimising
health system performance.*'" In general, Schwartz
and Pogge reported that (1) strategic and tactical plan-
ning, (2) persuasive communication, (3) negotiation,
(4) financial decision-making, (5) team building, (6)
conflict resolution and(7) interviewing are essential skills
in physician leadership."" Another paper on leadership
by Kouzeu and Posner reported the following attributes:
(1) challenge the process, (2) inspire a shared vision, (3)
enable others to act, (4) model the way and (5) encourage
the heart.'” Further, it is reported that the key elements
of clinical leadership at an academic medical centre fall
into four important themes: (1) management of the
team, (2) establishing a vision, (3) communication and
(4) personal attributes.” The ‘five-star doctor’ concept
was proposed by the WHO as an ideal profile of a doctor
possessing a mix of aptitudes necessary to carrying out
the range of services that a health setting must deliver
to meet the requirement of relevance, quality, cost-effec-
tiveness and equity in health."* A “five-star doctor’ can be
summarised as a care provider, decision-maker, commu-
nicator, community leader and manager. In this paper,
a community leader is defined as a doctor who meets
the needs and problems of the whole community in a
suburban or rural setting. According to the WHO, under-
standing the determinants of health inherent in the
physical and social environment and by appreciating the
breadth of each problem or health risk, ‘five-star doctors’
do not simply treat individuals who seek help but will also
take a positive interest in community health activities,
which will benefit a large number of people. However,
the competencies that are required of community leaders
are vague in this WHO definition. Moreover, there have
as yet been no competencies established in Japan for
educational curriculums to develop such leaders. Compe-
tency-based medical education (CBME) has become a
core strategy in the USA and internationally as a means
to educate and assess the next generation of physicians.
Models of CBME are driven by the expansion of scientific
knowledge and changes in medical practice.””™"” Compe-
tency-based frameworks offer structural, contentment
and process based benefits.

At present, training in community medicine is being
done in all medical universities, medical students do
clinical clerkships, and they study the importance of

interprofessional relations, which creates a mindset for
community medicine.

In the future, to contribute to the development of
community medicine, it will be necessary for medical
students to start to gain a comprehensive ability to solve
a wide variety of problems, including in family and
community settings in both rural and urban area, and
the ability to be a leader in groups of people of various
professional orientations, including hospital and clinic
cooperation. To gain such ability, students must have clin-
ical skill and the motivation to become a leader in the
community setting. Curricula to teach leadership in the
clinical setting are being provided all over the world.'®!
However, it has been reported that the abilities needed by
leaders in a focused community setting are different from
those in the general clinical setting.”” There have as yet
been no competencies established for educational curric-
ulums to develop such leaders. This exploratory study was
done to clarify the competencies important to such an
educational curriculum.

MATERIALS AND METHODS

Design

The study design was descriptive qualitative research
using in-depth interviews.

Setting
All six regions of Japan, including urban and rural areas.

Sampling

Maximum variation sampling was conducted. The
administrative director and vice president of the Japan
Primary Care Association (JPCA) were asked in 2014
to recommend candidates who are active as leaders of
community medicine. Three academic organisations,
the Japanese Medical Society of Primary Care, the
Japanese Academy of Family Medicine and the Japa-
nese Society of General Medicine merged into JPCA
on 1 April 2010. The organisation’s aims include the
promotion of accessible, continuing, comprehensive
healthcare and related scientific activities that help citi-
zens lead a healthy life. The administrative director and
vice president of the JPCA recommended 25 candidates.

Box 1 Interview guide

1. What competencies do you feel are necessary to becoming a leader
in community medicine?

2. Why do you think they are necessary?

3. Please tell me an episode that illustrates why the competency is
necessary?

4. How did you learn this competency?

5. Please tell me how you think a person can acquire it?

6. What advice can you give us for developing an educational pro-
gramme for training future leaders in the field of community
medicine?

7. 1 will summarise what | heard. Is my understanding correct?
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The research coordinator and the coauthors of this
paper discussed the interview guide and appropriate-
ness of the recommended doctors, with a balance of
doctors from rural and urban areas. E-mails in which the
objectives of the study were described were sent to the
candidates. Fortunately, all of the candidates agreed to
be interviewed. The study protocol was approved by the
Kyushu University Hospital Ethics Committee (26-217).
Written informed consent was obtained from all partici-
pants prior to the interview. The study was conducted in
accordance with the principles of the Helsinki Declara-
tion of 1975, as revised in 2000.

Interview

The first author conducted all of the semistructured
interviews using the interview guide shown in box 1. He
belonged to the Department of General Medicine of
Kyushu University Hospital for byears and now manages
the clinical training centre for community medicine in the
undergraduate school. He is a specialist of herbal medi-
cine (Kampo) and community medicine. He had not met
the participants previous to the interview. He was trained
by the second author, who is an expert in qualitative
research. All doctors gave consent to publish the results
of their interview. The face-to-face interviews took place
at the physician’s place of practice between November
2014 and July 2015. Each interview lasted for 1 to 2hours.
There was no one else present besides the participant and
the interviewer. The questions included in the interview
guide did not change over time and served as a checklist
of points for discussion. However, interviews were flexible
and allowed the participants to take the discussion in any
direction they wished.

Data analysis

The semistructured interviews of the selected partici-
pants were digitally recorded and transcribed verbatim
and double checked by our well-trained technicians.
The transcriptions were saved as a Microsoft Word
document, deidentified and then read. Transcripts were
independently analysed and coded by the four authors
to extract the competencies proposed by the inter-
viewees.In the first stage, data were analysed openly.
However, each author used the constant comparative
method, which involves constant and repeated checking
of the interpretation of the data.*> After data collec-
tion and individual analysis, the authors discussed the
data to build a consensus. The first and second authors
checked the interpretation of the themes derived from
the data to confirm that the data were interpreted
deductively. The third and fourth authors discussed and
agreed or disagreed with the results to give a consensus
agreement.

Data collection

Twenty doctors (male: 19, female: 1) participated in the
semistructured interviews. The analysis reached saturation
after the interviews of all participants and no new theme

had emerged. The data of one doctor were eliminated from
the analysis because his answers were vague and could not
be summarised. Mean age of the interviewees was 48.3 years
(range 34-59), and the mean years of clinical experience
was 23.1 years (range 9-31). The areas in which the doctors
interviewed practice are as follows: Hokkaido-Tohoku four,
Kanto four, Hokuriku three, Kansai two, Chugoku-shikoku
four and Kyushu-Okinawa two. Quotations were selected
that illustrate the themes and convey these physicians’
experiences.

RESULTS
Six themes emerged from analysis of the responses
(figure 1).

Medical ability

In addition to routine general medicine, the doctors
interviewed identified psychological issues and difficult
cases as being important to community medicine. They
also felt it is important that confidence be developed
through interaction with other medical professionals.
Of note, the doctors thought that all Japanese doctors
can do standard treatment and management, and thus
specialised medical ability is not necessary.

If I do not have clinical ability and the ability to solve
problems, no one will trust me. (P4)

In dealing with difficult problems that I cannot solve
by myself, involving other members of the commu-
nity through continuing contact will lead to solving
the problem. (P11)

Long-term perspective

‘Long-term perspective’ refers to developing a compre-
hensive, long-term vision, then practising continuously
to achieve the vision. The leader needs the capacity to
develop a strategic vision to improve the health of the
community over the long term and to be able to see
the ‘big picture’ to keep sight of the direction in which
community medicine is moving. It is also important to
work in the same community for long enough to gain
the respect of the residents. Cultivation of future gener-
ations of doctors and other medical staff members is
an important aspect of this vision. Cultivating medical
staff members includes delegation of responsibility to
other medical staff members to reduce the workload
of the leader. Further, cultivating future generations
of doctors and other medical staff members requires
patience and persistence needs. A sense of balance
and flexibility in meeting situations encountered were
also included in the theme. To solve the problems of
the community and to cultivate productive members
require a long-term perspective, patience and a capacity
for endurance.

I think they should have a sense of the needs of the
community and think strategically about many things.
(P3)
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Categories

Subcategories

Medical Ability

The ability to do standard treatment and
management of general medicine

The ability to interview identified psychological
issues and difficult cases

The capacity to develop a strategic vision

Working in the same community for long enough to
gain the respect of the residents.

Long term perspective

Cultivation of future generations of doctors and
other medical staff members

Delegation of responsibility to other medical staff
members

Long-term perspective, patience, and a capacity for

endurance.

The ability to drive forward community programs
that include residents and members of the local
government

The ability to communicate one’s vision to others

Team building

Showing a willingness to compromise with the
residents of the community

The capacity to communicate, which includes active
listening

Having good relations with other members of the
staff by maintaining a barrier-free, compromising,
respectful atmosphere

_l Having key persons to deal with

_l Binding the roots of the community

Ability to negotiate

Collecting information such as the social climate,
culture, and history of the community

Management capability |

Creating and maintaining good relations with local
government and community leaders

—l Having management knowledge

The ability to run a clinic, medical unit, or medical
association

Enjoy oneself

Feeling an attraction to community medicine; that it
is fun and challenging

Having the mindset to enjoy everything, whenever

Figure 1 Twenty competency subcategories divided into six themes.

I think that it will be difficult to become a leader in
the field of community medicine if you can not ob-
serve things comprehensively. (P4)

I think it is necessary to have a view of at least five to
sixyears. (P7)

I think that the task that is most important and

most difficult for leaders is to cultivate and keep a
successor. (P13)

Team building
‘Team building” means the ability to drive forward
community programmes that include residents and
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members of the local government to communicate and
bring about a vision and to gain the acceptance of other
medical professionals. Moreover, the leader needs to
show a willingness to compromise with the residents of
his community, have good relations with other members
of the staff by maintaining a barrier-free, compromising,
respectful atmosphere that takes into account the view-
points of each other. For this process to be successful, the
leader must have a vision, the ability to communicate the
vision to others, must not whimsically change the vision
and must take on the role of conduit so that community
members will be able to communicate the vision of the
leader to their staff. Further, the capacity to communi-
cate, which includes active listening, effective word usage
and the capacity to make decisions fitting to the times are
also important. It is important to remember that private
opinions should not be communicated to other members.

The ability to understand resources and the occupa-
tional ability of other medical professionals and to
organise professionals is important. (P8)

To become a person who is easy to consult. This
means to be easy to talk to. (P1)

There are things that I must go ahead with even if
they are opposed by other members. I think that the
strength to show your vision is necessary. (P15)

If a doctor does not go out into the community in a
positive manner, many things will not go well. (P2)

Ability to negotiate

The ability to negotiate with others to ensure that
programmes and visions progress smoothly. In the objec-
tives, local government was also included. A leader must
create and maintain good relations with local govern-
ment and community leaders, and it is important to have
key persons to deal with. A leader makes the first step to
go to the community to collect information such as the
social climate, culture and history of the community so
that he can understand the needs of the community.
When collecting the information, the leader should also
listen to the needs of minority groups. To succeed in the
negotiation, participants thought that developing close
relations in the community was also important.

Most of the work of a leader involves dealing with oth-
er persons, so it is necessary to negotiate with them
well. (P7)

The ability to negotiate in a way I can get important
information. This means I can not be disliked,
etc. (P18)

Management capability
The ability to run a clinic, medical unit or medical asso-
ciation is thought to be important. Simply having good
medical skills will not make a doctor a leader in the
community.

The leader must have management knowledge and the
capacity to think from a management viewpoint. They

must also be able to raise money for community projects
and activities.

The ability to think about finances. (P6)

In the future, if a leader is not good at management
nothing will be possible. (P9)

Enjoy oneself

The doctors interviewed felt an attraction to community
medicine; that it is fun and challenging for them. Leaders
do not always feel happy, but it is important to have the
mindset that they will enjoy everything and value the
events that they feel are enjoyable when shared with other
members of the community.

I am rooted in the community and enjoy its
activities. (P16)

My mindset is that I will enjoy everything. (P19)

DISCUSSION

To the best of our knowledge, this is the first report to
demonstrate the competencies that are necessary to
leaders in the field of community medicine. We identi-
fied six competencies that are necessary to leadership in
the Japanese medical setting. ‘Developing a long-term
perspective’, ‘team building that includes residents and
local government officials’ and ‘enjoying oneself’ are
examples of specific competencies that would be useful
for educational curricula designed to develop leaders in
the field of community medicine.

In previous reports,'' " team building and manage-
ment of the team, establishing a vision, inspiring a
shared vision and communication were reported to
be common attributes of general medical leadership.
From another perspective, according to Dr Sarah
Elaine Eaton in Literacy, Languages and Leadership, “A
community leader’s job is not to take on all the prob-
lems of the world themselves and fix everything, but
rather to work together with everyone in the commu-
nity, to mobilize and guide others, to facilitate solutions
and things about the long-term health of the commu-
nity and its people”.** This is related to our compe-
tency finding indicating the need for medical ability
to manage difficult cases. She also reported 10 char-
acteristics that are particular to excellent community
leaders: (1) maximise individuals’strengths, (2) balance
the needs of your leadership group, (3) work as a team,
(4) mobilise others, (5) pitch in, (6) practice steward-
ship, (7) be accountable to the community, (8) think
forward, (9) recruit and mentor new leaders and (10)
walk beside, do not lead from above. Furthermore, nine
factors for community leadership competencies in the
northeast of USA were reported by Gerald A Strand: (1)
problem solving ability, (2) demeanour, (3) budgeting
and supervisory competencies, (4) needs assessment
competencies, (5) promoting feelings of importance
in community members, (6) group organisation and
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communication competencies, (7) organisation leader-
ship competencies, (8) leadership attitude/principles
and (9) management of change competencies.” From
these reports and the outcomes of our study, the compe-
tencies required of physician leaders were almost same
as those of community leaders. Although in previous
reports team building was one of the competencies of
leaders, residents and members of the local govern-
ment were not included in the team. We think that
residents are the centre of a community and that the
local government should play an important role, thus
including residents and local government officials in
the team is of utmost importance.

Notably, personal attitude was included in the compe-
tencies; for example, model the way, encourage the
heart. We additionally found that our participants iden-
tified enjoyment as a key factor. They felt that commu-
nity leaders enjoyed their work and found it challenging.

Mohd-Shamsudin and Chuttipattana reported that the
success of any organised health programme depends on
effective management,” but that health systems world-
wide face a lack of competent management at all levels.
He identified six clinical managerial competencies within
the context of the rural primary care sector: visionary lead-
ership; assessment, planning and evaluation; promotion
of health and prevention of disease; information manage-
ment; partnership and collaboration and communica-
tion. Our data also demonstrated that management ability
is an important competency. Of his proposed competen-
cies, promotion of health and prevention of disease were
lacking in our study. However, we think that in addition
to treatment, prevention of disease is an important work
for a community leader.

Hana and Rudebeck explored the personal experiences
of and conceptions regarding leadership in rural primary
care in Northern Norway.”” They identified three main
categories: demands and challenge, personal quantifica-
tion and exercising leadership. In exercising leadership,
they described a vision of a style of coaching and coor-
dination leadership and the display of communication
skills, decision-making ability, result focusing and ad hoc
solutions. These are all included in our competencies.
In the Hana and Rudebeck paper, the participants felt
that they were not prepared for leadership and not taking
enough leadership training. One of our competencies is
having a long-term perspective, which includes cultiva-
tion of future generations of doctors and other medical
staff members. Furthermore, in demands and challenges,
they found that a lack of doctors resulted in less time for
leadership. Hence, we believe that cultivation of future
generations of doctors is an important competency for
community leaders.

A limitation of this study is that we could interview only
in a Japanese setting, so we cannot say if the six compe-
tencies that emerged can be applied in other areas of the
world. Further, the interviewer belongs to the General
Medicine Department. Thus, there is potential bias in his
perception of community medicine.

CONCLUSIONS

We demonstrated six competencies that are needed by
leaders in the field of community medicine. The results
of this study will contribute to designing a curriculum
that will help develop such leaders.
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