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Even though a newly graduated surgeon may have finished
training at a very reputable institution, it is likely the
leadership training has not been part of their formal training.
As new faculty or as a rising star in a new institution or
transitioning from a staff surgeon to a leadership position,
one may soon discover that residency training has not
empowered one to be a leader. A gifted professional with
excellent skills does not automatically become a great leader.
Unfortunately, while medical training provides the means to
develop skills for treating patients, whether at the bedside or
in the procedure room, it does not routinely offer leadership
training. Physicians are supposed to learn from their suc-
cessful leaders. The military provides officers with schools
that focus on leadership skills. Executives receive leadership
skills training as business school graduates.

Leadership is defined as “the act of leading.” The act of
leading, in theend, is theability toachievethe intendedresults.
It is guiding followers to a commongoal. Successful leadership
requires application of specific skills, depending on the task at
hand and several other factors such as setting, urgency of the
task, team makeup, and level of communication.

The Changing Environment of Surgical
Practice

The historical model of training a surgeon involved learning
in an apprenticeship model from one or more surgeons
followed immediately by starting a practice. The surgeon

was the uncontested leader at the top of a pyramidal
structure of power, where feedback was scarce, hospital
management was all enabling, and changes were slow to
occur. Classic surgical teaching was a reality during the
career of some surgeons still in practice. The actual surgical
workwas hands-on,with less need for documentation, based
on personal experience, and decisions typically went uncon-
tested as long as patient outcomes were reasonable. Howev-
er, this paradigm changed with the arrival of technology,
data, and means of immediate communication.

Technology

The introduction of new medical technology relevant to
surgery led to changes in the design of clinics and operating
rooms, methods of interaction with support staff, and overall
workflow. The increased level of complexity required more
and more reliance on new personnel specialized in ancillary
services. Advances in medical technology changed surgical
practice such that procedures once performed by surgeons
were transferred to other disciplines. This has led to new
professional interactions and intensely technical interprofes-
sional collaboration.

Data

Surgerywas considered an art of healing, and not a lot of data
were available tomeasure outcomes. Less than 100 years ago,
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few surgeons were truly data-driven. Availability of comput-
ing and low-cost data storage and processing led to the
accumulation of a large amount of information. Analysis
and comparison are possible. Metrics have been established,
leading to greater surgeon accountability, sometimes with-
out surgeon input. Arbitrary decisions taken by influences
outside the surgical profession directly influence surgical
practice. Increased accountability due to more regulation
and the need for compliance burden the surgeon now more
than ever before.

Communication

Radical changes in technology in the last decade have
resulted in improved and increased communication between
peers, surgical and medical team members, and social and
academic groups. It has changed the way marketing and
advertising are done. Regulation of new communications is
lagging. Access to medical knowledge is getting easier and
immediate. Even so, the amount of knowledge gathered is
staggering and hard to digest.

Technology, data, and communication pathways are im-
proving at an accelerating pace, creating the basis for change
in the concepts of the practice of surgery.

We exist in an environment that is volatile, uncertain,
complex, and ambiguous (VUCA).While VUCAwas described
to reflect the war zone attributes in the 1990s, this combi-
nation can be used to describe business and the practice of
medicine. Leadership has become more decentralized, with
many internal and external factors influencing practice.
Leadership has become a collaboration between surgeons,
nurses, and hospital management in the setting of certain
constraints from legal issues, regulations, costs, technology
limits, electronic medical record, hospital system and insur-
ance mergers, and changes in medical insurance. New tech-
nologies enter the field at a faster pace, which requires
retraining of the surgeon and personnel. As the system
becomes more complex, costs are rising.

Howdowe train and retrain leaders to answer the current
challenges? And where do we go from here?

The Multiple Facets of a Surgeon

Before we decide on the ideal surgical leadership profile, we
need to first have a complete 360-degrees view of the typical
surgeon. The lay public think of a surgeon as someone who
spends all ormost of their time operating on patients and are
unaware of the complexity of the components of surgical
practice. The surgeon is a moving pivot between the operat-
ing room and various treatment units in the inpatient and
outpatient setting. A surgical practice is inevitably connected
with other related nonprocedural activities that are integral
to a surgeon’s performance.Most surgeonswork in a group of
peers; even someone in a solo practice must interact at
various levels with surgical peers, consultants, referring
physicians, intermediaries dealing with insurance compa-
nies, managed care, and so on. Depending on the scope of
practice, there is also mentoring, education (university or

postgraduate setting), research, professional society mem-
bership, editorial work for journals, outreach in the local
community, and marketing. The surgeon interacts with
hospital administration and may serve in various hospital
committees. Each of these facets of activity requires inter-
actions with specific professionals, who, in turn, must inter-
act with multiple physicians.

Functioning in a variety of contexts requires different
interrelational approaches specific to each setting, which is
why leadership is not a predetermined single method. We
tend to confuse soulwith “persona.”What is a persona? It is a
Latin word referred to a theater mask, and later it was
ascribed to a role. We are required to become different
“personas” in different situations.

Physicians in a Complex World

The traditional medical world is transitioning, with acceler-
ated change, to new paradigms and ways of practice. A
physician can be “trapped,” as can business leaders in similar
circumstances, in a few patterns:

• The practice environment is changing quickly with new
demands, while the physician is slow to react in their
practice placing the physician(s) in reactive mode, unable
to plan for growth or even for the next upcoming change.

• The uncertainty in the VUCA system creates fear of
making decisions that could negatively impact the prac-
tice. This eventually brings the practice to a standstill.

• The physician leader tries to manage everything (or
micromanage), resulting in an impairment of focus and
poor leadership decisions due to lack of foresight.

Any of these scenarios that cause “standstill” in a moving
world eventually results in being behind.

Qualities of a Surgical Leader

Any surgeon will be the leader of a team delivering specific
care to patients. Therefore, leadership in surgery is pretty
much unavoidable. If that is the case, what does a surgeon
need to be a leader?

It iswidely believed that a great leader should have some of
the following traits: charisma, extroversion, a big ego, a high
intelligence quotient (IQ), and physical size. Arguably, some of
the great leaders have some of these traits; even then, any one
of these traits is not sufficient in itself and sometimes canwork
against the performance of a leader. Some of the most suc-
cessful leaders do not display anyof the aforementioned traits.
This is because charisma without substance is not enough,
extroversion can be in the way of listening, a big ego might
annihilate good insight, and high emotional intelligence (EI) is
better than high IQ. Physical presence is more important than
physical size, as we know that some of the more authoritative
leaders in history were not tall.

Some of the traits necessary to be a successful leader
includevision,flexibility, selflessness,motivation,EI, empathy,
adaptability, growth, confidence, reliability, accountability,
influence, judgment, and management.
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Leadership should not be confused with management.
Management is an intrinsic part of any leadership activity.
However, a leader is typically a good manager, though the
opposite is not always true. Management used to be the act of
directing peoplewho do not thinkon their own. In the current
age ofcomplexity, this is no longer practical. Fulfilling a certain
vision requires, beyond management, advanced interaction
with followers, facilitators, and other leaders. A strong insight
is essential: knowing one’s personal goals as a leader (vision or
visions), finding the personal motivation to pursue the goals,
and so on. Confidence in one’s ability must be counteredwith
honest self-assessment,which leads toadjustments asneeded.
These skills are essential to avoid straying from your own self
and from the followers. Ideally, leaders should know their own
true static position and dynamic direction at all times. In real
life, leaders get lost even if they are diligent with self-assess-
ment in real time; theymust questionwhether they are on the
right track—by themselves and by using the skills of a mentor
ora coachwhocancandidlygive themthe “lateralview.”Weall
have blind spots in our self-assessment, whether static or
dynamic, and mentors can help by pointing them out. A
good mentee should never be offended by the opinion of a
mentor, and a good mentor should not expect the mentee to
adopt all advice. Reliability and accountability are important
traits, as followers need a beacon of reference, and a personal
example, aswehope that followerswill respond by being both
reliable and accountable themselves.

Empathy and EI are required for communicating goals and
values and receiving feedback. Organizations are becoming
more diverse, and medical institutions have been at the
forefront of diversity. How the message is passed through
both ways varies according to culture, gender, and genera-
tion,which is to say that onemessage and one reaction do not
fit all (they never did). The trap here is to wrongly assume
that someone who belongs to a certain group will behave or
react in a certain way, as the anthropologists found out.
Empathy and EI help us overcome the biases we might have
and thus avoid disasters in communication.

The Essence of Leadership

The leader should be capable to formulate a vision for the
organization to set goals according to the vision and then
lead the followers to achieve the set objectives while keeping
the team together and making sure that the team can
perform optimally while maintaining the well-being of its
members. The thoughtful leader will try to best understand
the situation at hand by creating a mental model that fits
most of the reality and is simple enough to be conveyed and
understood (including the chronology and causality of the
events), to analyze possible actions and their consequences,
and then to act suitably. Different scenarios require the use of
different types of leadership.1

Types of Leadership

Major leaders have been characterized to have certain styles or
types of leadership. This approach is good for examples and

retrospective analysis. However, in the current changing and
more complexworld ofmedicine and surgery, the leadersmust
be prepared to use different styles for different situations
without any fear of judgment. Leaders should also be able to
recognize different styles of leadership to be able to collaborate
with, and sometimes counter, other leaders in their organiza-
tion(s).

Authoritarian leadership is the type of leadershipwhere the
leader has full control over setting goals, directing all activities
and teams, and enforcing goals, withminimal or no input from
the followers. This has been the workflow for individual
surgical practices in history and some of the well-known
surgical schools. However, this type of leadership is not
sustainable in the long run. However, a surgeon has to be ready
toassumeauthoritarian leadership in situationsofurgentcrisis
(whether in the operating room, emergency room, acute care)
and in situations where there is no margin of error, such as
during risky procedures or risky parts of procedureswhere the
stakes are high. Since this type of leadership is not well
received, clarity of communication is of utmost importance,
stressing the reason why the surgeon has to switch into the
authoritarianmode. This is essential especially if the change of
style happens due to an unexpected turn in a patient’s condi-
tion that requires different focus and skillset.

Mass casualty is another scenario that requires authori-
tarian leadership until full control is gained, especially in
hospitalswheremass casualty is a rare event. The teamhas to
be briefed by the surgeon leader, who has to clearly define
the layout and themode of operation of the team and enforce
thatmodel. However, the surgeon in charge can opt to deploy
a hierarchical leadership style in this situation.

Authoritarian leadership is also necessary if the level of
skill of the followers is very low for the tasks at hand, which is
when strict guidance and supervision is needed, especially
when providing patient care where the team comprises
trainees. However, the trap for a leader is to assume that
the skillset of the followers will always be low, and the
authoritarian approach will be needed for a long term.
Authoritarian leadership leads to diminished team member
feedback and aspiration for improvement and, eventually,
high staff turnover. The incoming staff will be inexperienced,
reinforcing the belief of the authoritarian leader that staff
will never be up to par as a self-fulfilling prophesy. The
proper long-termgoal is to improve the skillset of the team to
the point where authoritarian leadership can be relin-
quished in favor of a more enabling leadership style. The
operating room is the perfect example of such a team.

Hierarchical leadership is a structure in which the power
and the decision-making in the organization belong to
specific positions in the structure. In some cultures, hierar-
chical leadership is the norm in business as well as surgical
departments. Hierarchical leadership is prevalent in highly
complex and regulated systems (such as university or health
care system administration, government agencies, regulato-
ry agencies, insurance agencies), which function according to
a strict set of rules that are enforced by specific individuals.
The surgeonmight be part of hierarchical leadership (chief of
department, hospital committees) and subject to hierarchy
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rules as a leader and follower. The surgeon will have to
interact with such structures, where proper knowledge of
these systems, their rules, or their mode of communication
must be well understood to achieve good cooperation. The
surgeonmust be ready to delegate the interactionwith some
of these entities to other professionals versed in these
structures.

Hierarchical leadership can be used at the surgical prac-
tice level, where a person is in full charge of a set of taskswith
the proper accountability. Also, hierarchical leadership is a
very efficient model in a situation of mass casualty However,
building amodel of hierarchical leadership in preparation for
a possible mass casualty event requires training of the entire
team, with proper feedback to ensure efficiency.

Transactional leadership is based on results within a
structure (such as a hospital or health care system), metrics
and performance at the individual and group level, and
conditioning rewards upon results. The most prevalent
way this is present in the current health care system is
conditioning part of the compensation of various professio-
nals on meeting the quality benchmark in patient care. As
medicine (and everything else) becomes more data-driven,
there will be more and more metrics available to be used as
incentives. Transactional leadership is useful in promoting
incremental improvement in quality and efficiency in the
system.2 The success of transactional leadership hinges upon
good choices of metrics, which best reflect the goals set in
system improvement. Metrics are not always popular with
the followers. Therefore, to effectively implement metrics,
the team needs to fully understand why they are used and
what goal they serve, and the leaders should be subject to the
same metrics as the followers, where applicable.

Transformational leadership is necessary where a major
change from within is needed in the organization. Transfor-
mational leadership is the approach where the leader indu-
ces the followers and ultimately him/herself to elevate
themselves to the next level of patient care).3 It requires
the leader to walk the talk, inspire and motivate, empathize,
challenge innovation, and be creative.

Adaptive leadership applies to a culture of readiness and
commitment4 while facing challenges from outside. This
happens when the leader and the team have to adapt to
changes in the organization, such as mergers of practice and
groups of physicians or hospitals, changes in payment and
reimbursement, new regulations that impact workflow or
patient care, newmedical technologies, and new approaches
resulting changes in the standard of patient care. The surgeon
needs to prepare for such changes, be aware of timelines for
change, and have the appropriate teams to deal with mod-
ifications in practice. The goal is to survive.

On a more daily basis, the surgeon can be involved in
adaptive leadership at the bedside. This happens when a
patient needs to make radical changes in lifestyle, habits, or
compliance. The surgeon (and the team) has to enable the
patient to understand the need for change and to facilitate
access to the appropriate tools to ensure that change will
happen, enrolling the patient’s support system and ultimate-
ly the patient him/herself.

Situational leadership is characterized by the leader’s use
and support in accord with the type of task at hand and the
skill level of the followers. Some surgeons are situational
leaders in all circumstances, whereas others have to switch
to this style in certain situations, especially emergencies. The
more common are emergencies as part of being on call, with
inherent variability depending on the day of the week, the
time, and the patient load, or emergencies superimposed on
a routine elective schedule. Less common situations include
acute personnel or material/supply shortage, natural disas-
ters, and armed conflict. In addition, any deployment of a
medical and surgical team in an area of calamity is managed
mainly by situational leadership, even if there is a hierarchi-
cal structure in place.

Servant leadership is the cornerstone of compassionate
health care. It requires empathy, awareness, persuasion,
stewardship, and the sense of community).5 However, ser-
vant leadership is also used for the needs of the organization
and the needs of the followers to enable the followers to
reach their goals.6 The goal of the leader is the success of the
followers.

Shepherd leadership is the act of leading from behind, by
enabling followers in areas where they are the strongest,
while focusing on the team and intervening swiftly where
the leader’s help is needed, without isolating themselves
from the followers. The leader must be fully engaged, and the
followers need to have the trust that the leader ultimately
assumes full responsibility when it is required.

A Combination of Leadership Styles

Once we have defined various leadership styles (and, argu-
ably, not all of them), we realize that in everyday life,
leadership does not conform strictly to one style. Certain
tasks require the fusion of two or three different styles, as
long as they do not contradict or invalidate each other. The
surgeon must show the awareness and empathy to fashion
how much of one style or another is appropriate in each
situation.7

As we move toward multidisciplinary teams, surgeons
need to collaborate with other professionals and sometimes
other surgeons. Complex surgery might require collabora-
tion of multiple surgeons from different specialties (all of
which have a slightly different subculture). Inherently, dif-
ferent leaders come inwith different levels of experience and
different leadership styles. Divergent styles can impact
patient care as they can generate confusion and miscommu-
nication. Expectations of one leader might not convergewith
those of another. Followersmight find it difficult to deal with
what seems to be divergent tasks. To achieve the best
outcome, leaders have to harmonize their approach, prefer-
ably by laying out goals, roles, and expectations before the
team goes into the execution mode. Good multidisciplinary
teams typically have protocols in place, whether written
(preferably) or oral. Good communication is essential to
avoid missing out on key parts of the patient management
or is the opposite, that is, redundant work, which is a time
drain.
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A Call for Simplicity

In a world that is becoming more complex, some call for
simplicity.

Ultimately, a leader, and for thatmatteranybodyelse, should
knowwhen to do one of three tasks, that is,when to lead,when
to follow, andwhen to facilitate, and sometimes a personneeds
to switch from one role to another during the execution of a
complex task. Agood leadermust learnhow to follow (and that,
eventually, will improve his/her leading skills). Give the fol-
lowers the lead and they will understand better how to follow.

Ultimately, themissionof surgeons is to takecareofpatients.
Students inflight schools aretaught that inanemergencywhile
airborne, they should never forget to fly the plane. No matter
what the leadership crisis might be, surgeons should continue
to treat the patient as the first priority.
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