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BACKGROUND AND OBJECTIVES: Academic health
care institutions have become interested in understand-
ing and supporting current leaders and preparing leaders
for the future.Wedesigned this exploratory study to better
understand specific perceived leadership needs of physi-
cians from the perspective of “aspiring” and “established”
leaders within our institution.

DESIGN: A qualitative, inductive, structured interview-
based design was used to examine the study questions.

PARTICIPANTS: A purposeful sample of current and
aspiring leaders was obtained, sampling across special-
ties and levels of leadership.

INTERVENTIONS: All participants were interviewed by
the same investigator (CT). Five open-ended questions
were developed as prompts. Two of the investigators
independently analyzed the transcripts, using an open
coding method to identify themes within the narratives.
Inter-observer comparisons were made and discrepan-
cies were resolved through discussion.

RESULTS: Four themes emerged from analyzing the
responses to our questions. Aspiring and established
leaders agreed that “knowledge”, “people skills” or emo-
tional intelligence, and “vision” were all characteristics of
effective leaders and critical to the success of aspiring
leaders. Established leaders in our sample added a
characteristic of “organizational orientation” that extend-
ed the description of “leaders” to include an understand-
ing of the institution as well as dedication to its success
(a trait we have called “organizational altruism”).

CONCLUSIONS: Our findings validate others’ regarding
leadership competencies while extending these findings
to the specific context of health care and physicians.
Important implications for curricular design include:
inclusion of emotional intelligence competencies and
reducing formal didactics in favor of programs that are
both interactive and problem-based.
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INTRODUCTION
Because great leadership is a critical element of organizational
success,1,2 the attributes and competencies of great leaders
have received much attention. For example, Kouzes and
Posner2 have suggested 5 leadership challenges:

▸Challenging the process,

▸Inspiring a shared vision,

▸Enabling others to act,

▸Modeling the way, and

▸Encouraging the heart.

Health care poses special leadership challenges because of
the complexity of health care institutions3,4 and because of the
characteristics and training experiences of physicians, which
may conspire against collaboration and willingness to follow or
receive direction from others.5,6 Furthermore, as pointed out by
Lobas in a study of academic chairs of Internal Medicine,7

criteria for promotion to leadership in academic institutions
often relate more to academic and clinical accomplishments
than to skill in the aforementioned leadership competencies. In
fact, the commitment needed to develop clinical and investiga-
tive talent and to achieve academic success may eclipse
physicians’ attention to learning these leadership competen-
cies, thereby potentially handicapping their leadership.

Given these emerging insights about the special needs and
challenges of leading in health care, business school faculties,8

health care institutions, and medical societies have become
interested in better understanding the specific leadership
needs of physicians and in training physician-leaders.9–12 In
this context, we undertook this study to better understand the
specific leadership needs of physicians and to inform the
curriculum of our physician leadership training program at
the Cleveland Clinic.7 Specifically, we addressed two groups of
physician-leaders: high-potential, aspiring leaders and a strat-
ified group of established leaders—to clarify two questions:

1. What knowledge, skills, and attitudes are needed by
members of the professional Staff (faculty) who aspire to
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leadership positions at the Cleveland Clinic or at other
large academic health centers?

2. What kind of experiences lead to the acquisition of
leadership skills and can these skills be learned?

QUALITATIVE APPROACH
This study was approved by the Cleveland Clinic Institutional
Review Board.

Based on Inui and Frankel’s standards for qualitative re-
search,13 we developed a qualitative, structured interview-based
design using an inductive approach to identifying themes,
including systematic sampling, inductive data collection, and
concern for reliability and validity.13 We chose a purposeful
sample to provide a broad perspective on leadership14 that was
selected to represent the views of 2 cohorts; aspiring leaders and
established leaders, a term that includes both mid-level and
senior leaders.

Aspiring leaders at the Cleveland Clinic were identified based
on their expressed interest in gaining new academic and
leadership skills, i.e., by either being nominated for and attending
the Cleveland Clinic “Leading in Health Care Course” (a 9-month
internal physician leadership training program7) or by self-
selecting to participate and complete the “Distinguished Educa-
tor Program” (an 8-month academic skills program). Both
programs were developed to build skills and support physicians’
career advancement.

Established leaders were chosen by selecting individuals
from a list of institutional leaders, stratifying for type of
specialty (surgical vs medical) and variety of roles. To assure
a representative sample, invitation letters were sent to 10
aspiring, 10 mid-level (course and clerkship directors, program
directors, department chairs), and 10 senior leaders (division
directors and academic deans) with the intent to use a
“theoretical saturation”14 approach (to indicate whether more
interviews would be helpful).

All participants were interviewed by the same investigator
(CT). Five open-ended questions were developed as prompts.
Questions were altered slightly in some cases to reflect the
participants’ leadership level; for example, an aspiring leader
was asked, “In preparing for a leadership position, what
knowledge, skills and attitudes do you think are fundamental
to being successful?”, whereas established leaders were asked,
“When you look for ‘potential leadership talent’ in those faculty
who report to you, what are the characteristics that you have
found most predictive of success?” Other questions were not
altered by leadership level, e.g., “Think about the most effective
leader that you have ever encountered and describe the
characteristics of that individual that are relevant to his/her
effectiveness as a leader?”; “Do you think leadership skills can
be acquired through classroom experience?” Interviews were
audio-taped and transcribed.

Two of the investigators independently analyzed the tran-
scripts,15 first by using an open coding method to apply
descriptive labels to idea units within the narratives. Idea
units were defined as comments focusing on one idea plus any
elaboration. The frequency of comments by theme and catego-
ry was then calculated for each participant. Inter-observer
comparisons were made and discrepancies were resolved
through discussion. Descriptive “labels” for central concepts
were then reduced into more abstract “categories.” Because

early open coding revealed that certain descriptive labels were
consistent with categories of “emotional intelligence” (EI),16, 17

the second “pass” coding used the EI nosology for classifica-
tion. Emotional intelligence has been defined as “the ability to
perceive emotion, integrate emotion to facilitate thought and to
regulate emotion to promote personal growth”.18

The categories were examined for overarching themes that
provided insight about the original research questions. To further
validate the central themes, study participants were sent a copy
of the research questions and central themes and were asked
whether theybelieved this thematic interpretationwas consistent
with their experience. All but one affirmed the themes.

RESULTS
Twenty-five faculty participated in this study: 10 aspiring and 15
established leaders (8 mid-level leaders and 7 senior leaders).
Senior leaders tended to be older than aspiring leaders (i.e.,mean
age 57.9±2.1 years [range 54–60] vs 39.8±4.9 years). Although
our original plan was to interview 10 faculty in each group, we
foundmarked redundancy in responses after the sixth interview.
Still, all scheduled interviews were conducted.

The first research question, “What knowledge, skills and
attitudes are needed by members of the professional Staff
(faculty) who aspire to leadership positions at the Cleveland
Clinic or at other large academic health centers both now and
in the future?,” was approached from 2 perspectives. The first
was to recall an admired leader and the second was to predict
what they would need to do (aspiring leaders) or what they
would advise junior faculty to do to prepare for leadership
positions (established leaders).

Four recurring themes emerged from the data as requisite
qualities and skills for leaders. Participants consistently
described leaders as demonstrating “knowledge,” “people
skills,” or emotional intelligence, and “vision.” The established
leaders group added a fourth theme—“organizational orienta-
tion.” Table 1 provides an overview of the 4 themes with the
percent of comments contributed by aspiring and established
leaders. Differences in frequency of comments are described
without statistical comparison, as we felt that the purposeful
sampling design used in this study did not support meaningful
statistical analysis. The discussion that follows describes each
theme with illustrative comments.

Knowledge
The knowledge theme was divided into 2 subcategories: 1.
knowledge about “role-related” information, such as practical
dimensions of a position, finance, budgets, technology, etc.,
and 2. knowledge in the physician’s discipline or medical
specialty. Although only a few subjects mentioned “knowledge”
as an important characteristic of their admired leader, many
more mentioned the importance of gaining knowledge to
prepare for a leadership position.

Examples of comments in each subcategory include:

Role-related Knowledge

...“Learning more about how the residency
program operates, learning more about developing
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curriculum, teaching all that will also help to
enhance my knowledge base and then potentially
as I continue to have discussions with Dr P, see how
that can eventually lead to my goal, be Associate
ProgramDirector, that’s what I’m really heading for.”

Knowledge in Field

“So, my first recommendation to them is to be a good
physician inevery senseof theword, andpayattention
to that, and be a good teacher and then to really get a
sense of the organization as it all fits together and look
for opportunities that would be attractive to them.”

Emotional Intelligence
Although “knowledge” was an important recurring theme,
“emotional intelligence” (EI) was the most often cited quality
of admired leaders (>70% of comments) as well as a “skill” seen
as important to acquire when preparing for a leadership
position (40–58% of comments, depending on group). Table 2
provides examples of the five subcategories EI by group. The
aspiring leaders often spoke of social skills that their admired
leader demonstrated, very often mentioning the leaders’ will-
ingness to listen, resolve conflicts, pay attention, and motivate
their staff through energy and positive attitude.

Some examples of aspiring leaders’ comments concerning
the EI dimensions of their most admired leaders include:

“Obviously a great leader, somebody who’s very fair
and is interested not only in promoting program-
matic development but in promoting those that are
under them to thrive in that environment...”

The very important part of leadership is that you’re
being listened to. I don’t care how busy you are, if that

person takes the time and makes you feel when you
walkaway fromthatmeeting that you’rebeing listened
to,…and I really do think that’san invaluable quality.”

Established leaders commented most often on “motivation”
and “social skills.” The concepts of “high energy,” “hard work,”
and a “passion for work” were prominent on their lists of
attributes of admired leaders and predictors of future leaders.
Some representative comments include:

“Well, I think looking at the young people, having
ambition to excel, that could be to excel in patient
care, clinical research, taking on projects of one
type or another but a desire to do, to continue to
grow and develop”.

“Well, I think it’s enthusiasm, ability to commu-
nicate that enthusiasm and it’s almost more
important than the message in some ways, I think
creating a sense of togetherness or being able to
pull people together with that enthusiasm, so it’s
sort of a charisma I suppose, and clearly the
content is important, because it’s related to the
credibility of the individual. So if they’re all
charisma and no content, but that charisma part
is important in the energy behind it”.

Table 2. Examples of Quotes Demonstrating the Belief that
Emotional Intelligence Comprises an Important Leadership Trait

Emotional Intelligence
Category

Example from Interviews

a. Self-Awareness — The ability to
recognize, understand and
realistically assess one’s own
feelings, motivation, knowledge.

a. “A leader needs to be somebody
who effectively works together
with individuals... and
understands their own
weaknesses and strengths with
their ability to deal with conflict”

b. Self-Regulation— The ability to
control one’s own behavior,
focus, suspend judgment, think
and listen before making a
decision.

b. “...but also has the willingness
to listen to other people and
admit sometime that others
might be right and the ability
to manage time and make
sure things don’t cross his
desk more than once...

c. Motivation — The inclination to
pursue goals with enthusiasm,
energy and persistence; an
intrinsic drive to achieve, a
passion for work.

c. “...having ambition to excel; that
could be excel in patient care,
clinical research, taking on
projects of one type or another,
but a desire to do, to continue
to grow and develop”.

d. Empathy — The ability to
recognize and understand the
emotional reactions of others.

d. So the third thing I would
say is that these leaders had
in common is that they had a
very clear vision for what they
saw my role was and applied my
attributes to my career,
not for their benefit, but for
my benefit.

e. Social Skills — The ability
communicate, manage
relationships, find common
ground and build rapport.

e. “..learn how to get along
with people at different levels,
how do you finesse a situation
that may be where you don’t
agree with someone, how do
you voice your opinion without
sounding, you know, making
someone else feel put off...”

Table 1. Competencies Cited by Study Participants as Being
Important to Learn and Acquire in Preparation for a Leadership

Role*

Competencies Aspiring Leaders
(N=10) Total
Comments=38
N (%)

Established
Leadership†

(N=15) Total
Comments=51
N (%)

Knowledge
Role-related knowledge 12 (32) 9 (18)
Expertise in one’s own field 1 (3) 10 (20)

Emotional Intelligence
Self-awareness 4 (11) 1 (2)
Self-regulation 2 (5) 2 (4)
Motivation 2 (5) 7 (14)
Empathy 1 (3) 1 (2)
Social skills 13 (34) 10 (20)

Vision 2 (5) 3 (5)
Organizational orientation
Knowledge 1 (3) 4 (8)
Altruism (0%) 4 (8)

*Collected from aspiring leaders’ “personal plan” and established
leaders’ “advice” questions
†Mid-level, N=8 (residency directors, course and clerkship directors,
department chairs)
Senior Leaders, N=7 (division chairs, associate and executive deans)
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Only two of the aspiring leaders commented on “enthusi-
asm” or “hard work” as a prerequisite for leadership. One
aspiring leader particularly captured the importance of energy
and of execution19 as important qualities of successful,
established leaders:

“I guess the challenge for me is to convey the
enthusiasm for what you have and so people can
pick off on that energy and do that in an effective
manner. That’s something I struggle with here, not
because it’s the Clinic, it’s just in general, if you
have enthusiasm for projects then the Clinic is a
pretty amazing place, ... and you can feel the
collective energy and everybody’s like “Yah, this is
great” and so forth, but then taking it and making
sure it goes to fruition”.

Both groups recognized “social skills as a very important
component of leadership. In fact, the concept of managing
relationships was considered by some as a hallmark of
leadership. Some representative comments include:

“The things that make her a good leader, one is
actually communication skills, number two is her
ability to address conflicts in a fashion that is fair,
and be able to communicate ideas on both sides and
have one side understand the other side’s perspec-
tive. Third is actually to be able to take a stand
despite resistance from the other side and being able
to communicate effectively the reasons behind that
and to stand their ground and be able to explain
their position clearly and to have conviction”.
“... this person was able to make everybody under
them think that any ideas for change, for where
we were going in the future, basically came from
us. So, it was the person’s idea, you know you
were young and full of vigor, we’d walk in and say
“Well I think so and so” and by the time you left
they had you on their page, but they made you
think as though it was your idea to be on that
page. That made that person a very effective
leader, because it took away a huge thing that
causes conflict, it took it out of the equation.”

Vision. The concept of having vision was (~15% of comments)
cited as an important quality of admired leaders. It is
interesting to note that gaining vision was not mentioned as
often when describing advice (for established leaders) or
describing a personal plan for aspiring leaders, e.g.,

“I think that the leaders that I think have been
effective had clear goals and were able to translate
them transparently to people that they’re working
with”.

Organizational Orientation (Knowledge/Altruism). One of the
most striking differences in the 2 cohorts’ description of
leaders and the knowledge, skills, and attitudes needed by
leaders regarded organizational orientation. Organizational

orientation was described as pursuing knowledge of the
history, structure, and function of the organization as a
whole. During the second review of this theme, it was noted that
4 of the 7 senior leaders described this characteristic differently,
emphasizing not simply knowing about organizational structure
and function, but rather as a commitment to promoting the good
of the organization, even when that good might conflict with
personal or department goals. We propose the term
“organizational altruism” to describe this phenomenon. Senior
leaders provided the clearest description of organizational
altruism. For example, in response to the question concerning
“What are the characteristics that youhave foundmost predictive
of success?,” 1 senior leader stated:

“I think the ones that are most successful have an
institutional perspective rather than a personal
perspective, to be as successful as you can be
here you’ve got to transcend your own discipline
specific goals.”

Another comment by a senior leader was:

“It’s not about them, it’s really about an organiza-
tion that makes patient care better. So having an
attitude that you know this is how I make things
better in the organization, I’m not interested in
people who work just for power, I’m interested in
people interested in making things better and that
involves changes, changes in management”.

The second research question, “What kind of experiences
lead to the acquisition of leadership skills and can these skills
be learned?,” explored the beliefs of the two cohorts concerning
how best to learn the skills and attributes associated with
effective leadership. Two themes emerged. The first concerns
the construct of leadership. For the most part, the subjects
viewed leadership as containing two components, the first
being knowledge and skills and the second being personal
attributes that may be considered innate, or at least learned
early in development (Table 3). Many of the subjects made this
distinction, but voiced some uncertainty about how to distin-
guish between innate and learnable traits. The second theme
concerned optimal ways to the acquire leadership skills. A
description of both and examples follow.

Leadership Construct
The view of the construct of leadership as containing a
knowledge and skill component and a personal attribute

Table 3. Qualities and Competencies Most Often Cited as “Innate”
Versus “Teachable”

Cited as “Innate” Cited as “Teachable”

Charisma Strategies for dealing
with groups

Vision Knowledge of finance,
budgets, regulations, etc

Energy Knowledge of
organizational priorities

Caring Networking
Empathy Planning skills
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component was mentioned by over half of the subjects.
Established leaders were more likely (63%) than the aspiring
leaders (40%) to view leadership as being at least partly innate.
For example,:

“I have my doubts, I think it’s important that there
are some native talents or skills that are hard to
learn in the classroom, and some of it has to do
with that vision thing. Or the energy or charisma,
some of those things that are so important that
you can’t learn, that doesn’t mean that there
aren’t some things that you can learn.”

Optimal Learning Experiences
When addressing the second theme, those who believed that at
least some aspects of leadership were teachable favored
interactive, experiential learning over classroom activities.
Many cited learning from mentors or role models as the ideal
way to learn leadership skills. Classroom didactics were viewed
as having very limited value, especially when a lecture format
was used.

Comments that supported the ability of individuals to learn
aspects of leadership did not discount the concept of leader-
ship being partly innate but simply focused on the teachable
aspects. For example,:

“I think if you do it in the right setting, it can be
good. I think giving people hands-on opportunities
to maybe hear about how leaders operate and
then through workshops or seminars they’re given
an opportunity to see if they encapsulated what
the leader has voiced as their own personal
experiences, that would be the way.”

DISCUSSION
In this study of leadership perspectives of aspiring and
established health care leaders, 4 themes emerged from
analyzing the responses to the question: “What knowledge,
skills and attitudes are needed by members of the professional
staff (faculty) who aspire to leadership positions?” For the most
part, aspiring and established leader groups agreed that
knowledge, people skills or emotional intelligence, and vision
were all characteristics of effective leaders that are critical
success factors for aspiring leaders. Established leaders in our
sample added a characteristic of organizational orientation
that extended the description of leaders to include an under-
standing of the institution as well as dedication to its success,
even at personal expense (a trait we have called “organizational
altruism”). In describing the path that might lead to acquiring
these skills, the participants expressed uncertainty about
whether all of the attributes could be learned and recognized
that at least some of the attributes seemed innate. However,
there was concordance that experiential activities provided the
best kind of instruction for those qualities that could be
taught. Also, the importance of mentorship as a means of
imparting leadership lessons was emphasized.

Our findings validate others’ regarding leadership compe-
tencies2 while extending these findings to the specific context
of health care and physicians. For example, the themes of

engaging others, having vision, empowering others, inspiring
others, and having integrity that were amply represented by
leaders in this study closely resemble those articulated by
Kouzes and Posner as constituting 5 key leadership chal-
lenges.2 At the same time, our findings resonate with those of
Lobas8 in his call for greater attention to leadership skills and
to emotional intelligence in particular in selecting physician
leaders.

That this issue is gaining popularity is shown by the
increasing attention being given to physician leadership
training in health care institutions.9–12 For example, a 1997
survey by Scott et al.10 of chief executive officers of leading
hospitals indicated that 31% of respondents were offering
some type of in-house physician leadership development
programming. More recently, in a 2005 survey of medical
executives, Epstein11 reported that 74% of respondents cited
inadequate leadership “depth on the bench,” that 70%
reported growth of physician leadership development activities
in their institutions, and that 71% employed training or formal
education as means to effect this development. At the Cleve-
land Clinic, awareness of the need for physician leadership
development first prompted the Practice Management course
in 199018 and later prompted its being revamped as the
Leading in Health Care course in 2001 (which is currently in
its fifth annual offering).11 The organizational impact of these
leadership development programs has been measured by the
large number of innovative ideas generated from course-
related activities and the high frequency (61%) of business
plans developed by physicians taking these courses at the
Cleveland Clinic.20

The observation that established leaders espoused organi-
zational altruism more frequently than aspiring leaders may
also reflect generational perspectives regarding the importance
of allegiance and paying dues. Work by Zemke et al.21 suggests
that members of the Veterans cohort (i.e., born before 1946)
and early Boomers (born 1946 to ~1950) attach greater priority
to the principles of institutional allegiance and service than
those born later (e.g., late Boomers and GenXers). To the
extent that established leaders in our survey were, on average,
older than aspiring leaders, we cannot assess whether advo-
cacy of organizational altruism reflects a generational perspec-
tive or one ascribed to the position as established leaders.

CURRICULUM IMPLICATIONS
As was our hope in conducting the research, our findings also
have important implications for designing the curriculum of
programs to enhance physicians’ leadership skills and candi-
dacy. Our findings suggest at least 4 major curricular design
implications. First, our finding that established leaders’ views
differ somewhat from those of aspiring leaders (e.g., regarding
the importance of organizational altruism and aspects of
emotional intelligence [Table 1]) creates the opportunity to
incorporate some of these insights into the curriculum of our
course and others. More specifically, aspiring leaders may be
advantaged in their leadership preparation by knowing the
traits that existing leaders seek in determining aspiring
leaders’ candidacy for leadership positions. To realize this
impact, our intent is to present these findings as a future part
of the Cleveland Clinic Leading in Health Care course, and we
offer this to others organizing similar courses.9–12,22 Second,
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our results also support the importance of including training
in emotional intelligence, strategic planning, and organiza-
tional awareness as part of existing curricula.8,9,20,22 Third,
as another confirmation of others’ findings, interviewees
believed that behavioral change among physicians is better
effected by participatory learning (e.g., role plays, case
discussion, etc.)22 or case-based interactions23 than by
didactic lectures. Cognitive psychologists have long suggested
that memory for new information is significantly enhanced by
elaborating on the concepts to be learned.24 Elaborations can
take many forms, but generally speaking, the learner actively
transforms the information presented from one form to
another. In a medical leadership setting, case discussions,
applying new principles to real problems or dilemmas, debate,
and role play/simulations are common examples of effective
and preferred elaborative strategies. It is not surprising that a
review of available reports of physician leadership develop-
ment courses9–12 suggests a preference for a highly interac-
tive, participatory format.

Finally, our results contribute to the perennial discussion of
whether leadership is innate or can be learned. Kouzes and
Posner2 argue strongly that all aspects of leadership can be
learned and that leaders are made, not born. While our results
do not address the issue of “learnability” of leadership traits,
they do identify those characteristics that were considered
most teachable by the group sampled, which include: strate-
gies for dealing with groups, mastery of specific bodies of
knowledge (e.g., finance, regulatory issues, etc.), networking
skills, planning skills, and knowledge of organizational prior-
ity. While by no means discounting the possibility that these
features also can be learned, participants in this study deemed
some features more likely to be innate, i.e., vision, energy,
caring, and empathy.

LIMITATIONS
Several potential shortcomings of this study warrant discus-
sion. First, the relatively small sample and the single institu-
tional nature of the sample could limit the generalizability of
our conclusions. At the same time, the fact that the current
findings confirm the leadership competencies espoused by
others in different work contexts2 supports the robustness of
our findings.

Second, the research is a qualitative analysis and lacks
statistical analysis (e.g., to assess whether the higher frequen-
cy of established leadership espousing organizational altruism
significantly exceeds the frequency of aspiring leaders’ views).
While the opportunity to perform non-parametric analysis in
our assessment of group differences was raised, we deferred
these analyses as we felt that statistical analysis was inappro-
priate in the context of our purposeful sampling approach.

Finally, because members of our sampled group differed on
age and leadership level, it is difficult to ascribe differences in
perspectives solely to leadership station or to discount the
likely influence of generational issues. At the same time, at a
practical level, the reasons for these differences may matter
less than that there are differences of which aspiring leaders
should be aware.

In summary, this research extends insights on leadership
and leadership development to an academic medical center
and, in so doing, both confirms insights from other settings

and suggests some strategies to optimize physician leadership
development. The many additional questions invited by this
small study (e.g., “Do these results generalize to other health
care institutions and settings?”; “How can we optimally train
physician leaders?”, and “What is the impact and ‘return on
investment’ of existing physician leadership programs?”)
reminds us that studying physician leadership development
remains embryonic and that there are many opportunities to
enhance current understanding in an effort to assure optimal
future leadership in health care.
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