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Abstract 

 The volatility of the healthcare system and government legislation has pushed many 

organizations to adopt the Triple Aim framework to optimize the impact of their organizations on 

multiple measures. The need for lowered per capita cost, improved patient experience, and the 

improvement of the health of populations is reliant on effective management within healthcare 

organizations. Data suggests that there is a shortage of physician leaders in managerial roles and 

that there is an insufficient amount of physician leadership development programs in existence. 

The purpose of this thesis is to create a comprehensive guideline for the creation of physician 

leadership development programs for current and future physicians based on best practices. 
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CHAPTER I 

Statement of Purpose 

The purpose of this thesis is to provide a comprehensive guideline that aids in the 

creation of an effective leadership development program for current and future physicians to 

improve healthcare management processes. Background information regarding the management 

of healthcare organizations (HCOs) will be discussed, as well as the current issues related to 

physician leaders. The significance of the problem will be highlighted to exemplify its effect on 

management within healthcare organizations and the need for improved education models. The 

recommendations provided will be pulled from both evidence-based research articles that have 

studied the efficacy of proposed educational programs and insight from experts within this field. 

A set of knowledge, skills, and abilities will be addressed with the objective of showing the value 

of incorporating certain aspects of a business education into medical education curricula.  

Methods & Key Terms 

Research for this paper was obtained centrally through the University of Arizona 

Libraries’ online database. The library database enabled a thorough search through other journal 

databases such as JSTOR, ScienceDirect, ProQuest, Ovid, NEJM Catalyst, Elsevier, and 

PubMed. Reviewed articles came from journals like the Journal of Healthcare Management, 

New England Journal of Medicine, and the Journal of the American Medical Association. 

Professional websites that contained additional, credible information include the Accreditation 

Council for Graduate Medical Education (ACGME), the National Center for Healthcare 

Leadership (NCHL), and the Liaison Committee on Medical Education (LCME). 

 Distinct terms and phrases were used to aid in finding applicable research. Examples of 

the broad phrases that started the research were “healthcare management,” “healthcare 

administration education,” “MD/MBA education.” Searches became more specific with the use 
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of terms/phrases like “curriculum,” “competencies,” “physician leadership,” “development 

programs” which helped in the retrieval of relevant articles from the pool of information. All 

articles were searched with filters to ensure they were peer-reviewed/scholarly resources and that 

were published on/after the year 2000 to maintain relevance. The refined searches allowed for 

this best practice analysis to focus on the evolution of medical education programs rather than 

graduate business programs. Research data were extracted from a multitude of sources including 

evidence-based research articles, peer-reviewed articles, websites from national leadership 

development programs and editorials. While some of the best practices provide quantitative data, 

there is a fair amount of support from qualitative data as the creation of physician leadership 

development programs is still a relatively “new” research topic. 

Historical Background of Healthcare Management 

The environment of health care organizations is hectic, complex, and rapidly changing. 

Managing these organizations requires individuals who can quickly adapt to this dynamic field 

and effectively make decisions that balance the successful outcomes of their business and 

patients (Cinaroglu, 2016). In response to the Patient Protection and Affordable Care Act 

(PPACA) of 2010 and additional legislation such as the Medicare Access and CHIP 

Reauthorization Act (MACRA), many healthcare organizations have started to shift towards 

alternative models of care that compensate clinicians for the value of their services rather than 

volume (Whittington, Nolan, Lewis, & Torres 2015; Pearl & Fogel, 2018). To effectively shift 

towards a new model of patient care, healthcare organizations have started to utilize a framework 

that is known as the “Triple Aim” to achieve their goals of improving the outcomes of their 

facilities (Berwick, Nolan, & Whittington, 2008; Whittington et al, 2015).  

The Triple Aim framework was designed by the Institute of Healthcare Improvement and 

it allows healthcare management personnel to connect their organizational goals and activities in 
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an attempt to attain the three main goals: improvement of the health of populations, improvement 

of the patient experience, and reduction of per capita cost of care for populations (Berwick, et al., 

2008). This framework has become one of the most popular tools in healthcare organization 

design because of its ability to simultaneously align the three dimensions that are associated with 

the improved quality of healthcare (Whittington et al., 2015).  Successful achievement of the 

Triple Aim would place the healthcare organization at the center of the three dimensions (see fig. 

1a) where the organization will theoretically begin to see the benefits of their new strategic 

positioning (IHI, 2019). Obtaining the coveted Triple Aim require not only a carefully designed 

organizational structure with supporting activities, but, more importantly, strong leaders who 

possess clinical and administrative knowledge. 

Healthcare managers must recognize that the decisions they make can have a lasting 

impact on both the quality of services offered to their patients and the financial performance of 

their organizations (Goldsmith, 2014). Although there are highly-varied healthcare management 

structures, there are usually two kinds of leaders: healthcare professionals and professional 

healthcare managers who are non-clinicians (Cinaroglu, 2016). For the sake of brevity and to 

avoid confusion, “administrators” will be used in place of professional healthcare managers and 

“physician leaders” will be used for healthcare professionals. The main difference between the 

two positions is that physician leaders have received a medical education from an accredited 

institution while administrators have not. At the highest level of management, organizations can 

choose to have a single leader, a dyad model of leadership, or a panel of multiple leaders that 

manage certain areas of an organization- it really is dependent on whichever has a strategic fit 

with a specific organization.  

Regardless of the leadership structure, healthcare organizations rely on the stability of 

physician-administrator relationships which means there needs to be mutual respect and trust 
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between them (Satiani, Sena, Ruberg, & Ellison, 2014). Tensions begin to arise between the two 

types of management styles (especially in models with more than one manager) because 

physicians tend to prioritize the clinical outcomes of their patients while administrators tend to 

focus on the bigger picture, which is organizational success (Cinaroglu, 2016). The specific 

attributes of physicians and administrators creates a fault line that is increasingly difficult to 

overcome when there are insufficient measures in place to achieve synergy between the two 

groups (Table 1a). While both positions are of value to healthcare organizations, being one or the 

other is simply not enough for sustained success as leaders in the future healthcare system which 

will require leaders that have extensive clinical and administrative knowledge (Cochran, Kaplan, 

& Nesse, 2014). 

Healthcare managers that have completed an MD/MBA program have the desirable traits 

to successfully guide their organization towards achieving the Triple Aim. Their combination of 

expertise is highly sought after as they are capable of communicating effectively with physicians 

and administrators. Studies have shown that more involvement by physicians in managerial roles 

can increase the scores on drivers of performance for hospitals by up to 50% (Satiani et al., 

2014). The significant change in scores can be attributed to the findings that doctors are more 

responsive to other doctors and are more likely to trust them with the decisions that are being 

made by upper-management (Perry, Mobley, & Brubaker, 2017). While an MD/MBA education 

is ideal for healthcare managers, there are not enough resources to meet the demand for these 

types of individuals as MD/MBA programs are only available in roughly half of all U.S. 

allopathic medical schools (Pearl & Fogel, 2018).  

Empirical evidence has shown an association between the utilization of physician leaders 

and an overall increase in hospital performance when a hospital was led by a physician (Goodall, 

2011).  Studies have also highlighted that effective physician leaders who maintain strong 
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leadership qualities at their organization have a positive impact on their employees with a lower 

rate of burnout and higher rates of satisfaction (Berriochoa et al., 2018). As of 2014, physicians 

made up roughly five percent of the leaders within United States hospitals, but as the nation has 

pushed towards more value-based models of care, there is an increasingly high demand for 

physicians to take on management roles (Angood & Birk, 2014). With data that suggests the 

shortage of physician leaders, many healthcare organizations have started to establish their own 

physician leadership development programs.  

Statement of the Problem 

The need for more physician leaders and the recent popularity of physician leadership 

development programs has stimulated a demand for the creation of these programs, however 

program developers are struggling to manage all the variables that must be considered when 

designing their program. 

Significance of the Problem 

Health systems have started to integrate physician leadership development (PLD) 

programs at various levels of physician training, but many program developers find it 

complicated to choose which practices will be most useful for a specific organization. 

Unfortunately, there is no “one-size-fits-all” program that can be utilized because there every 

type of healthcare organization has unique attributes that alters the efficacy of certain practices. 

An issue with the available research is that many articles tend to focus on a particular component 

of PLD programs (such as competencies or teaching methods) which can be overwhelming for a 

developer to sift through. Developers can be misguided when they pick and choose certain 

aspects of a successful PLD program and neglect the reasons as to why they were chosen for that 

program. A methodical approach towards program planning that accounts for all the variables is 

necessary if developers intend to set up their program for long-term success. 
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One of the biggest challenges that program developers encounter is timing. The main 

concern with timing is that it forces developers to address at which point in a physician’s career 

the PLD program will be most beneficial. Medical students, residents, and practicing physician’s 

all have differently structured schedules and levels of expertise which requires thoughtful review 

when formulating a PLD program’s activities. There are pros and cons to each (which will be 

discussed in later sections) but failing to account for the characteristics of program participants 

can significantly impact the efficacy of the program.  

Because PLDs are still somewhat new to the scene, many organizations have programs 

that have failed because they do not have a strategic fit within the organization. One observation 

of PLDs is that they are carelessly thrown together and mix together courses that do not align 

well with one another and discuss topics that can be considered irrelevant to the development of 

physician leaders (Satiani et al., 2014). Such programs can be a waste of time and capital 

resources for healthcare organizations and make it challenging to garner organizational buy-in 

for future program initiatives.  

Even when a PLD program is thoughtfully constructed, there can still be hesitations for 

physicians to join based on the negative views of healthcare administration being the “others” 

and the lack of support for rising leaders (Angood & Birk, 2014). PLD program developers must 

find ways for their program to genuinely empower participants and mitigate the fear that 

increased leadership would threaten their clinical responsibilities (Gunderman & Kanter, 2009).  

Tackling these issues during program design would allow program developers to be proactive in 

their approach towards dealing with resistance during implementation. These are just a few of 

the many challenges that PLD program developers must acknowledge throughout the design 

process. 
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The following chapter is a comprehensive review of literature that discusses successful 

practices for PLD programs at various healthcare organizations. The literature review provides 

support for the best practices guideline tool that was created as the central feature of this thesis. 

Chapter III then introduces the best practices through a description of each phase of the 

Physician Leadership Development Program Life Cycle which is supplemented by the Physician 

Leadership Development Program Process-Flow Diagram. The thesis is then concluded with 

Chapter IV which considers the strengths, limitations and recommendations for future research 

in this subject area. 

Summary 

Physician leaders play a vital part in the establishment of a strong leadership team that 

can position their organization for organizational success through achievement of the Triple Aim 

(Whittington et al., 2015). Creating a PLD program is no simple task, and, unfortunately, there is 

no single structure that can be used in every healthcare organization. While many recent 

publications have produced best practices for choosing competencies, assigning effective 

learning methods and highlighting successful PLD programs, there is yet to be a guideline for the 

overall creation of these programs. Developers and healthcare systems face potential failure 

when they try to adopt a program that was specifically made for a different organization. The 

best practice guideline discusses certain practices/procedures from successful PLD programs and 

incorporates them into each phase of the PLD Life Cycle. 
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CHAPTER II 

Literature Review 

Introduction 

 This review of literature contains evidence and supporting material for the creation of the 

PLD Life Cycle and associated program process flow guideline based on best-practices. 

Specifics of research findings can be found in the “Methods and Key Terms” section that is 

previously discussed. The literature that was reviewed spans from 2000-2018 to maintain 

relevance to this constantly changing field. The structure of this literature review is set-up to 

identify effective practices for certain components of existing PLD programs. The review 

addresses research on the timing, competencies, and evaluation methods of PLD programs. 

Timing of Physician Leadership Development Program 

 As previously mentioned, a concern for most program developers is deciding at which 

point in a physician’s career is it most beneficial to implement a PLD program. There are three 

significant stages in physician’s career that have potential for incorporating a PLD program 

which are: their time as a medical student, resident, or once they are a practicing physician.  

Aagaard and Abaza (2016) discussed alternative uses of rotation time during the second-

half of the fourth year of medical school. This article notes that a majority of fourth-year medical 

students is dedicated towards the application and interview process for residency spots (Aagaard 

& Abaza, 2016). With the entire process generally completed around January and Match Day 

coming to play in March, many students start to mentally check-out from their remaining 

rotations. Their data taken at the University of Colorado School of Medicine in Aurora, Colorado 

found that less than 50% of their fourth-year students took an elective after Match Day (Aagaard 

& Abaza, 2016). Despite their “extra” time after Match Day, studies have suggested that the 

incoming residency students are still not properly trained for their future position as a resident 
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(Aagaard & Abaza, 2016). These findings have influenced the authors suggestions for either the 

elimination of this year or utilizing it as a time for continued education that will more adequately 

prepare students for their residency programs (Aagaard & Abaza, 2016). The remaining few 

months of a fourth-year’s education provides ample time to begin the process of creating 

physician leaders. 

An article from the New England Journal of Medicine discusses the need for future 

physicians to have business skills and they propose a potential program during a medical 

student’s fourth year (Pearl & Fogel, 2018). The authors suggest that the program be structured 

as a four-week interdisciplinary rotation that occurs after completion of the residency application 

process (Pearl & Fogel, 2018). This rotation would be project-based and include both hands-on 

learning and didactic lectures that allow students to address real-life problems that their 

institution is facing and propose solutions as well (Pearl & Fogel, 2018). The benefit of 

incorporating a “business of medicine” rotation during the fourth-year is that it would allow 

medical students to begin thinking about their roles as healthcare managers early in their career 

and they can be more involved in their roles as future residents (Pearl & Fogel, 2018).  

After medical school, students will move on to residency programs where they are able to 

actively practice medicine under an attending physician. Training here is specific to a certain 

area of medicine and skills are often learned through real-life experiences in a healthcare setting. 

The Accreditation Council for Graduate Medical Education (ACGME) is responsible for 

establishing the common program requirements for all residency programs in the United States 

and they monitor them through evaluation of educational milestones that all residents must meet. 

A challenge with the ACGME requirements is that it can be hard to teach students some of the 

more interdisciplinary competencies due to time constraints and an assumed lack of information 

relevancy towards a resident’s duties.  
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A pilot program for residents at Tuft’s Medical Center provided a basis for future 

continued education efforts at the residency stage of a physician’s career. Researchers discovered 

that radiology residents at the Tufts Medical Center consistently had lower scores on one of the 

ACGME’s program competencies, Systems-Based Practice. More specifically, the radiology 

residents were struggling when it came to the evaluation of their knowledge on healthcare 

economics (Prober, Mehan, & Bedi, 2016). With a goal of improving these scores without 

hindering clinical activities, the Radiology Leadership Institute developed the “RLI-ACGME 

2014 HC Economics Milestones Program,” to teach radiology residents on topics in healthcare 

economics (Prober et al., 2016). The program was structured in a way that prioritized the clinical 

responsibilities of residents and it took on the form of hybrid in-class/online activities. Assigned 

readings and online material averaged roughly 3-4 hours of work and they were provided 

through the Massive Open Online Course (MOOC). Utilization of an MOOC allowed for the 

program to be tested at five different residency programs: Tufts Medical Center, Virginia-Mason 

Medical Center, Ochsner Medical Center, Massachusetts General Hospital, and Dartmouth-

Hitchcock Medical Center (Prober et al., 2016). Teaching methods included case studies, three 

in-person meetings, and teleconferences. All of the material that was taught was directly linked 

to activities that were specific to their positions as a radiologist (Prober et al., 2016). A process-

flow diagram of the program can be found in the appendix (see fig. 1b). Results taken from a 

survey of this study showed that 100% of the program moderators and participants believed they 

successfully learned all of the program competencies and understood how business topics 

directly relate to their future positions as radiologists (Prober et al., 2016). This pilot program 

might have been focused solely on radiology residents, but it indicates the potential for creating 

similar programs for other specialties/leadership development programs during residency.  
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In response to the sheer lack of leadership training programs during residency, the 

Cleveland Clinic tested a pilot PLD program for radiation oncology residents (Berriochoa et al., 

2018). The structure of this program was different from the program at Tufts Medical Center as 

it took the form of a two full-day retreat that included experiential activities that were related to 

topics outlined by faculty in this department. Participants were assigned a few readings before 

the retreat to help them prepare for the upcoming activities (Berriochoa et al., 2018). The 

program resulted in 100% of participating residents saying that they found the program to be of 

use and would recommend it to their peers (Berriochoa et al., 2018). The positive response from 

participants and faculty resulted in the permanent implementation of this program into Cleveland 

Clinic’s residency curriculum (Berriochoa et al., 2018). Although this program structure is vastly 

different (and shorter) than the one previously discussed, it shows that there are multiple ways to 

create interdisciplinary curriculum for continued education in residency programs. 

The final stage following residency (excluding fellowships/subspecialties) is when a 

physician is actively practicing medicine on their own. Many practicing physicians are required 

to satisfy continuing education requirements in order to keep practicing medicine. Having spent 

so long in school already, it can be challenging to motivate physicians to meet the bare 

minimum, let alone get them to take on a PLD program while practicing as well. 

An article in the Quality Management in Health Care journal analyzed the creation of a 

PLD program at the Massachusetts General Physicians Organization with the goal of teaching 

physician’s necessary business and leadership skills (Gagliano et al., 2010). Program developers 

settled on a two-year PLD program that had monthly sessions that ran 2-4 hours and three full-

day intensive sessions. Realizing that physicians already struggled with finding time for 

continued education, participants were able to earn continued medical education credit for 

completion of the program. Program developers selected participants by getting department 
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heads to nominate their idea of the “ideal participant” who were described as “midcareer 

physicians who have leadership potential and some degree of active leadership responsibility” 

(Gagliano et al., 2010, p. 234).   

Results from the program showed that the full-day sessions had low attendance, two-hour 

sessions were a little short for adequate coverage of topics, and that four-hour sessions were 

enough time (Gagliano et. al., 2010). This was an important finding from the pilot program as it 

gave developers a better idea of how long their program sessions should be. The pilot program 

also utilized external experts to educate participants on general business topics and internal 

experts who had valuable insight based on their experience at the institution where the PLD 

program was implemented. This mix of instructors was well-received by program participants 

because expertise that an internal instructor might lack was often compensated by that of an 

external instructor. At the time of publication, 90 physicians had already graduate from the 

program, 41 physicians were on track to graduate, and 35 physicians were already placed on a 

waitlist for the next cycle (Gagliano et al., 2010). Overall, the program found a balance between 

managing the physician’s clinical responsibilities and allowing for effective learning of new 

material which created value for those considering participating in the program. 

Competencies for Physician Leadership Development Program 

 Choosing competencies for a PLD program poses another challenge for program 

developers as it is highly variable and specific to each and every healthcare organization. 

Competency selection is an extremely important part of PLD program development because it 

can affect participant’s motivation based on the perceived relevancy of course topics. There has 

been extensive research on “must-have” competencies, but they all claim that different 

competencies are more important than another. Despite efforts to generalize core competencies 

for PLD programs into a select few, program developers must identify which competencies are 
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applicable to their organization. The research in this section offers suggestions towards 

generating competencies for a specific institution rather than stating competencies that every 

program must have.  

 An article from the Journal of Healthcare Management described a framework for 

competency generation that can identify the necessary knowledge, skills, abilities, and attitudes 

at any organization (Shewchuk, O'Connor, Fine, & Tyler, 2005). The authors remind the reader 

that although competency models have already been created, they do not necessarily have 

adequate support to determine if one is better than the other. It was for this reason that the 

authors sought to test a competency development process framework that was comprised of four 

distinct phases.  

The first stage of this process was “Generation of Critical Health Issues,” in which 12 

senior-level executives are brought together for a nominal group technique (NGT) meeting to 

identify issues the organization was facing. During phase two, Executives’ Perceptual 

Assessment of Issues, the list was sent to 750 administrators that had ties with the American 

College of Healthcare Executives (ACHE) who were tasked with card-sorting the individual 

issues into groups of similar issues based on their own criteria. Phase three, Mapping Analysis, 

utilized various analytical techniques to give insight as to the how the issues were grouped, how 

similar the issue groups were, and how close issues within a group were to one another. Results 

were used during phase four, Competencies to Address Healthcare Issue Groups where ACHE-

affiliated personnel were put into a panel and asked to list the Skills, Knowledge and Abilities 

(SKAs). Roughly 20 competencies were generated and then the panel was given 72 total votes 

that could be assigned to a competency in an effort to rank its importance at the organization 

(Shewchuk et al., 2005). The process described in this article is very thorough and the data 
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analytics are quite extensive, however, it serves to generate competencies that are expected of 

physician executives for a specific institution.  

Researchers concluded that the strengths of this framework included its meaningful 

sequence of phases that identified relevant competencies and associated KSAs and its inclusion 

of healthcare executives throughout the process which clearly featured the ties to the 

organization (Shewchuk et al., 2005). This framework addresses the issues with a “one-size-fits-

all” approach by structuring program content in a way that participants find applicable to their 

professional duties. Using this framework to generate competencies also has the potential to 

minimize resistance from staff at all levels during implementation if they are able to see a direct 

benefit from such a program. 

 Stefl (2008) examined how the Healthcare Leadership Alliance (HLA) Competency 

Model was created and also discusses the practicality of the HLA Competency Directory. The 

HLA is comprised of six of the leading healthcare associations on the forefront of innovation in 

this field: American College of Healthcare Executives (ACHE), American College of Physician 

Executives (ACPE), Healthcare Financial Management Association (HFMA), Medical Group 

Management Association (MGMA) with the American College of Medical Practice Executives 

(ACMPE), American Organization of Nurse Executives (AONE) and the Healthcare Information 

and Management Systems Society (HIMSS). After identifying competencies that overlapped 

between the other organizations, the HLA found 5 domains in which all the competencies fit into 

and created the Healthcare Leadership Alliance Competency Model (see fig. 3a). This model is 

used to help healthcare managers understand how their work requires cross-functional teamwork, 

a diverse set of skills and it establishes a standard of mutual respect for their peers (Stefl, 2008). 

 The HLA went on to generate competency statements for all of the different positions 

throughout the six associations. These competencies were specific to the various positions and 



EVOLVING THE MEDICAL EDUCATION MODEL             19 

 

they outline the expectations of the employees in each job. Compiled into an interactive Excel 

document, the HLA Competency Directory was created, and it contains over 800 competencies 

(HLA, 2010). The competency statements were further stratified in various ways to help 

organizations navigate through the directory and find statements that fit their organizations. The 

benefit of using the HLA Competency Model and the HLA Competency Directory is that they 

are generate organizations with statements that consider the KSAs of fellow employees in 

different organizations (Stefl, 2008). These two tools created by the HLA can be used to 

identify/aid in the creation of competencies that will be the basis of curriculum offered within a 

PLD program. 

Evaluation of PLD Program 

Evaluating a PLD program is vital for the long-term success of it within a healthcare 

organization. Proper evaluation gives PLD programs the ability to adapt to the ever-changing 

healthcare environment and stay updated on the best practices for physician leaders. Despite the 

general consensus among researchers that complete evaluations of PLD programs are necessary, 

they are seldom ever fully conducted (Throgmorton, Mitchell, Morley, & Snyder, 2016). Many 

PLD programs that have launched only evaluate the programs once they finish a cycle, resulting 

in learning professionals being unable to accurately track the effectiveness of their program. 

Recognizing this issue, a few researchers have found that one of the best ways to evaluate their 

programs is to utilize Kirkpatrick’s Four-Level Training Evaluation Model which is used to 

examine the learning effectiveness of training programs (Throgmorton et al., 2016) The four 

levels of this framework are: 

• Level 1- Reaction 

• Level 2- Learning 

• Level 3- Behavior 

• Level 4- Results 
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Studies conducted at the Stanford Leadership Development Program and the Physician 

Leadership Academy are great examples of how to use this framework to evaluate a training 

program (Hopkins, Fassiotto, Ku, Mammo, & Valantine, 2018; Throgmorton et al., 2016). Level 

1 (Reaction) involves having participants rate the effectiveness at the end of each session as well 

as the effectiveness of the overall program at the very end (Hopkins et al., 2018). Level 2 

(Learning) involved pre- and post-surveys that gathered information on the participants KSA’s. 

The information gathered during this level included self-assessments of leadership skills such as 

their ability to negotiate, resolve conflicts and present information (Hopkins et al., 2018). Similar 

evaluation studies have also included self-assessment analyses through the use of DiSC 

assessments, individual development plans and 360 assessments to monitor personal growth over 

the course of the program (Throgmorton et al., 2016). Level 3 (Behavior) can be investigated by 

asking participants how often they plan to use particular skills learned from the program, and 

results from Level 2 can be used to help determine changes in behavior (Hopkins et al., 2018; 

Throgmorton et al., 2016). Level 4 (Results) was analyzed at the Stanford program by having an 

external expert rate the final project of participants to see if it had a significant degree of impact 

based on the Institute of Healthcare Improvement Scale (Hopkins et al., 2018). Applying a 

slightly different approach, researchers at the Physician Leadership Academy turned to surveying 

internal stakeholders to evaluate the final project’s alignment with the strategic goals and vision 

of their healthcare organization (Throgmorton et al., 2016).  

Summary 

 This literature review discussed research on practices that have been effective at 

overcoming some of the major obstacles that PLD program developers face. The timing, 

competency selection, and evaluation of the programs require a methodological approach if 

developers intend to minimize the amount of issues related to the structure of their program. The 
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research provided in this chapter is used to support the best practices guideline in the next 

chapter. Chapter 3 introduces the PLD Life Cycle and the PLD Program Process-Flow Diagram 

which were created as tools to help PLD program developers throughout each step of the 

development process. 
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CHAPTER III 

Best Practices Guideline 

Introduction 

 This chapter offers a best practice guideline for the creation of a physician leadership 

development program for healthcare organizations which serves as the overall purpose of this 

thesis. Chapter One provided historical background on the issue and highlighted the significance 

of the issue of the shortage of physician leaders. Chapter Two was a literature review on relevant 

articles that helped to establish support for the framework that was created. Chapter Three will 

introduce the PLD Program Life Cycle framework that is accompanied by a PLD Program 

Process-Flow Diagram that outlines best practices for each stage in the life cycle.  

 The PLD Program Life Cycle was created based on the findings of multiple successful 

PLD programs that were tested at various types of healthcare organizations. The author 

recognized that most research regarding best practices for this issue either focus on a specific 

component of a program or demonstrate their efficacy at a certain type of HCO (academic 

medical center, private practice, etc.). This PLD Life Cycle was intentionally made general 

enough to be applicable to a variety of healthcare organizations that are trying to create a 

program. The more detailed PLD Process-Flow Diagram is a supplemental “quick-reference” 

tool that will help direct specific organizations towards practices that they might find easier to 

integrate at their institution. Additionally, this guideline is meant to aid developers that are trying 

to create a program at various levels of a physician’s career whether they are a medical student, 

resident, or practicing physician. This best practice guideline has the potential to create 

successful PLD programs that will empower future physician leaders and instill critical skills that 

can help them achieve the Triple Aim at their HCO and better manage the new models of care in 

the United States’ healthcare system (Gagliano, et al. 2010). 
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The Physician Leadership Development Program Life Cycle 

 The PLD Program Life Cycle is an eight-step model that helps to visualize the process of 

creating and maintaining a PLD program at a healthcare organization (see fig. 1b). Although 

seemingly straightforward, each step in this process demands careful consideration by developers 

in order to maximize potential success. An important feature of this model is that it is cyclical, 

signifying that PLD programs are continuous and each stage has an impact on the one that 

follows. Due to the time and energy required to start a PLD program, it is extremely important to 

use the pilot program as a foundation for future initiatives and to constantly make improvements 

upon completion of the program (NCHL, 2014). The PLD Program Process-Flow Diagram 

briefly explains the separate phases of the life cycle and provides several suggestions of effective 

activities used in existing PLD programs (see fig. 2b). 

 The order of the different phases of the PLD Program Life Cycle are as follows: 

1. Analyze Current Environment 

2. Identify Program Needs 

3. Design Program Structure 

4. Assess Organizational Support 

5. Re-Evaluate Program Structure 

6. Implement Program 

7. Evaluate Program 

8. Improve Program 

Thinking of the creation process of PLD programs as a life cycle with eight checkpoints will give 

program developers the ability to account for all the variables that will impact their program and 

its success. Each stage involves a thoughtful process on behalf of the program developers that 

requires them to answer fundamental questions that will help structure their program. The PLD 

Program Process-Flow Diagram contains the questions asked at each stage, it outlines activities 

that must be done, and it provides some examples of best practices for these activities. The PLD 
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Program Process-Flow Diagram is not meant to be an exhaustive checklist, rather a quick-

reference guide. The remainder of this chapter consists of a more in-depth description of each 

stage.  

Analyze Current Environment 

 Analyzing the current environment of the HCO is the first step in the PLD Program Life 

Cycle. This step allows developers to take a step back and assess the organization from a broader 

perspective before diving into more specific details of what the program will look like. Questions 

that need to be answered in this stage include: 

• What kind of HCO are we? 

• What type of management structure is in place? 

• What kind of physician leadership training is currently available? 

Developers need to address what type of HCO the program is being made for as the program 

structure will begin to diverge at this point. While there are many types of HCOs in existence, 

this guideline focuses on three broad types: teaching hospitals (American Medical Colleges), 

private practices, or an entire hospital system. Each of these HCO’s contain physicians that are at 

different stages of their career. Teaching hospitals likely have a mix of medical students, 

residents, and practicing physicians. Private practices have only practicing physicians, and 

hospital systems vary depending on if teaching hospitals are a part of their system.  

Another point of consideration for this stage of development is to assess what type of 

management structure is in place at the specific HCO. Some popular management structures 

include a singular individual at the head of the organization, a dyad-model (which is usually 

comprised of a physician leader and administrator), or a panel of leaders (Cinaroglu, 2016). 

Understanding the current management structure is necessary because some PLD programs will 

be made with the intent of producing physician leaders that will work at that institution. If the 

PLD program is being implemented at an American Medical College for medical students and/or 
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residents, the management structure might not be of high importance as those individuals might 

end up practicing at an institution with a different management hierarchy.  

HCO’s might not have a PLD program in place, but it is possible that they conduct some 

informal type of physician leadership training. If this training exists, program developers should 

consult with the instructors to get insight on educational methods that have worked. Speaking 

with the instructors will also allow developers to start thinking about program competencies as 

the informal training might have a focus on certain KSA’s. This stage might be simple, but it is 

meant to help program developers obtain a better understanding which direction to pursue by 

framing the overall setting in which the program will be implemented. 

Identify Program Needs 

 The next stage in the PLD Life Cycle is identifying the needs of the issues at the specific 

organization which will make the next stage much easier. Questions that need to be answered in 

this stage include: 

1. What do we value at our healthcare organization? 

2. What issues is management currently facing in achieving our goals? 

3. What is the goal of our program? 

4. Who is the program for? 

5. What level of specificity is needed for our program? 

6. What competencies do we need to generate for program participants? 

A thorough investigation of the program needs and overall goal of the program will ensure that 

program material is well-suited for participants and that it aligns with the strategic goals of the 

organization (Stefl, 2008). Once the goal of the program has been identified, developers need to 

figure out who the program is going to be made for: medical students, residents, or practicing 

physicians. These are the three distinct stages in a physician’s career, and each has potential to 
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incorporate a PLD program which will be in the next phase. Program participants will heavily 

affect the level of specificity for program material.  

A more practical example of the need for addressing specificity level can be seen in the 

case of practicing physicians. Developers must consider what level of leadership they are 

training participants for as the skills and related competencies will heavily fluctuate. Researchers 

at the human capital strategy company, FMG Leading, have created a leadership pipeline with 

the relative weight of each type of skill needed for the five different stages of physician leaders 

(see fig. 4a) (Perry et al., 2017). Descriptions of each of these leaders are outlined in Table 2a. 

The four skills assessed at each stage are: Clinical, Relational, Business and Strategic- all of 

which differ in significance as the type of leader changes (Perry et al., 2017). Utilizing this 

model can aid developers in deciding on relevant competencies for their program. 

Answering the questions above (in order) will help guide program developers towards 

establishing the most relevant competencies for participants to learn. There is a high degree of 

debate over competency generation for PLD programs and many researchers have offered 

suggestions as to the “must-haves” for competencies. A lot of time and effort has been put into 

determining competencies that all PLD programs should have, but the reality is that the 

differences between organizations are too variable for a single solution (Stefl, 2008). Rather than 

suggesting specific competencies to focus on, this guideline suggests utilizing the tools created 

by the Healthcare Leadership Alliance to discover which competencies need to be addressed at a 

specific organization. This is where answers to the previous questions come into play as 

developers can then locate where on the HLA Competency Model they hope participants will 

end up upon completion of the program (see fig. 3a). Developers can filter through the 300+ 

competency statements in the HLA Competency Directory to determine which ones apply to 

their program, or they can modify statements for a better fit (Perry et al., 2017). This method of 
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competency generation can be adopted by any type of PLD program and its combination of input 

from multiple professional health organizations has the potential to increase program support 

across the healthcare organization. 

Design Program Structure 

 Arguably one of the most difficult stages within the PLD Program Life Cycle is the 

actual design process for the program. Based on the information that was gathered in the 

previous steps, it would be helpful to begin examining existing PLD programs that have similar 

characteristics and then adapt it to fit the specific needs of the developing program. Important 

questions to answer during this stage are: 

• How big will our program cohort be? 

• How long is the duration of our program? 

• How long will program segments last? 

o Didactic sessions, supplemental readings & assignments, guest speakers 

• How can we incorporate our program into the already hectic healthcare environment? 

• Who will be teaching programs at our course? 

• What teaching methods will we utilize? 

There is no general standard in terms of examining the size and duration of the PLD program. 

Due to the variability between healthcare organizations, it can be difficult to suggest what might 

work best. Examples of successful models for various organizational structures will be provided 

at the end of the text in an effort to address this issue. 

 One of the major issues with PLD programs is figuring out a way to incorporate PLD 

programs into existing educational models during each stage of a physician’s career. Although 

still in the speculative state, many healthcare professionals believe there is value in creating a 

“business in healthcare” rotation towards the end of a fourth-year student’s rotational year (Pearl 
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& Fogel, 2018). The viability of this option was highlighted when researchers found that an 

overwhelming amount of fourth-years found no use in clinical rotations after Match Day 

(Aagaard & Abaza, 2016). The few months between Match Day and the beginning of residency 

provides PLD program developers with a unique opportunity to get future physicians to begin 

thinking about their role in the administrative side of healthcare.  

 The clinical responsibilities and timing constraints of both residents and physicians 

creates an increased level of difficulty in figuring out the timing and other structural components 

of the program. It is necessary for PLD programs to be adaptive and flexible to retain 

participants and support their continued education (Satiani et al., 2014). One model for PLD 

programs during residency was generated by the Radiology Leadership Institute to teach 

healthcare economic milestones (to satisfy ACGME requirements) to radiology residents. 

Clinical responsibilities of residents were placed at the forefront of the program with assurance 

towards participants that they would never have to sacrifice their quality of care for the program 

(Prober et al., 2016). This program took an online/in-person hybrid approach that included light 

reading material, interactive projects, and discussions. The program’s specific focus on 

improving ACGME curriculum requirements resulted in the content being highly transferrable to 

residency students (Prober et al., 2016). Recall the various levels of being a physician leader (see 

fig. 4a).  The success of this program hints at a viable program structure for residents and 

practicing physicians who are looking towards a future as an MD leader where the management 

of their specialty only requires a particular set of knowledge and skills. 

 Designing a PLD program requires careful selection of instructors that will be able to 

connect with students and ensure that program material is being properly transferred to their 

students. One commonly held practice across nearly all PLD programs is the utilization of both 

internal and external instructors (Hopkins et al., 2018). Internal instructors provide value through 
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their extensive knowledge about the organization. These instructors are essentially part of the 

talent management process as they are training future physician leaders to have a strategic fit 

within their organization. The utilization of external experts offers insights from leaders in 

various fields and it allows for the program material to stay updated on the latest industry 

practices for physician leadership (Bronson & Ellison, 2015). It is an absolute must for PLD 

programs to have both internal and external instructors, regardless of who the PLD program is 

being designed for. 

 Another point of contention in PLD program development is the selection of learning 

methods for the program. Developers are tasked with sifting through various models to 

determine what methods will work best for teaching their students, but some practices have 

surfaced which can be applied to all programs. PLD programs tend to opt towards “action 

learning,” where program participants are placed into either simulated or real situations and are 

tasked with using their newly acquired skills to address the issue as a physician leader (NCHL, 

2014). The NCHL has determined that there are three levels of action learning which encompass 

a variety of effective learning methods. The first level is simple “action learning” which was 

described above, the second level is “mini action learning projects” which focuses on solving an 

issue at the program’s institution (NCHL, 2014). The third level is “enterprise and capstone 

projects,” which span the entirety of the PLD program. The program participants conduct a 

thorough analysis of a particular issue at their organization and partner with executive mentors in 

an attempt to provide a workable solution that can be implemented within the organization 

(NCHL, 2014). Not only does this type of learning method help to deeply ingrain learned 

material into the participants, but the healthcare organizations will also benefit from a higher 

return on investment into their PLD program through solutions that can improve their facilities. 

Utilization of other teaching techniques such as reading case studies, hosting guest lecturers, and 
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having online/in-person didactic sessions are all useful, however, action learning is another 

“must have” within PLD programs. 

Assess Organizational Support 

 Before the PLD program is launched, developers should gauge organizational buy-in for 

the program across all levels. Questions that need to be answered during this stage include: 

• How can we effectively inform all employees about the PLD Program? 

• What methods should be used to get organizational feedback? 

• Does senior management support this program? 

• Is there an adequate level of organizational buy-in for the program? 

• How can we incentivize support for the program? 

Program developers can disperse deliverables containing all pertinent information about the 

program to potential candidates, but the information should be accessible to everyone. 

Developers should also obtain feedback through open forums, surveys, and other outlets. 

Collecting this data will help developers measure the organizational support for the program and 

make necessary changes before the implementation phase. Senior management needs to be on 

board with the program and provide adequate support prior to implementation of the program. 

Work incentive plans/re-structured payment models should be devised by executives to 

incentivize physicians to participate and show them that the program will directly allow for 

vertical integration upon graduation. Flexibility in clinical scheduling that actually incorporates 

time for the program within participants’ schedule will show that the program is a priority and 

valued at the organization. Additionally, financial investment, mentoring, and networking 

opportunities are other ways that upper-management can show their support for the launch of the 

new program (NCHL, 2014). When the PLD program is backed by senior management, 

developers can structure their program in a way that allows for succession planning for physician 

leaders- a common weakness in healthcare organizations (Satiani et al., 2014).  
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Re-Evaluate Program Structure 

 This stage of the PLD Life Cycle is meant to recognize flaws within the initial program 

structure that can result in pre-mature failure. Questions that need to be answered during this 

stage include: 

• Did the results from the data obtained in the previous stage highlight any major issues? 

• Which changes are feasible for the program? 

• Is there a significant cost associated with the changes? 

• How will the changes affect the overall program? 

• What type of resistance are we dealing with? 

• How will we manage resistance resulting from changes that cannot be made? 

Once the results from the previous stage have been collected, analysts need to carefully go 

through the data and search for any prevalent issues with the proposed program. Once these 

findings are reported, developers should carefully assess which issues they are able to fix. This 

process would mean that the developers are looking into the costs of changes and the impact the 

changes will have on the program. Developers need to also consider whether or not the issues 

identified are because the program is actually flawed or because there is resistance against the 

program.  

If the issues being addressed are due to a highly-flawed program structure, then program 

developers should restart the life cycle and utilize the feedback reports when they begin 

restructuring the program. However, if the issues are rooted in resistance against the program 

causing organizational change, then program developers will need to find a way to navigate the 

resistance. If the reasons for resistance are not clear, developers should reach out to the survey 

respondents to better understand what needs to be fixed. Research on dealing with resistance in 

the workplace notes that the first step is to diagnose what type of resistance is present (Kotter & 

Schlesinger, 2008). Once this is determined, program developers can deal with the resistance 
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through various approaches (see fig. 5a). This stage should also conclude with planning for any 

anticipated resistance to the program due to any issues that were unable to be resolved. By 

effectively managing resistance in this stage and making any applicable structural changes to the 

program, developers will be on track for greater ease of implementation.  

Implement Program 

 This stage of the PLD Life Cycle involves the activities involved with finally 

implementing the PLD program. Questions that should be addressed during this stage include: 

• Are there existing training programs to improve integration efforts? 

• How are we going to recruit and select participants for the program? 

• How are we going to assess the effectiveness of our program? 

• How can we support our employees during implementation? 

When trying to implement a PLD program at such a large scale, developers can expect to face 

resistance from a fair number of individuals at their organization. Developers should make an 

effort to partner with existing education programs at their organization to better position their 

program for seamless integration (NCHL, 2014). The Cleveland Clinic used to host a multitude 

of over 80 leadership development programs for their employees, but ultimately merged them to 

create the Cleveland Clinic Learning Academy (CCLA) (Bronson & Ellison, 2015). When they 

decided to formally design their first PLD program it was able to capitalize off of the well-

established CCLA (Bronson & Ellison, 2015). A pilot program should be initially tested on a 

smaller scale for brand new programs to avoid expending time and effort into a program that 

might fail. 

 Due to the rise in demand for PLD programs, developers have surprisingly not 

encountered a shortage of interest for their programs (NCHL, 2014). It is ideal for PLD programs 

to adopt a selection process that thoughtfully considers each of their applicants. It is common for 
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PLD programs to rely on nominations from existing leaders to identify individuals who are likely 

to prosper within the program. Snell, Eagle, and Van Aerde (2014) found that invites from senior 

leaders can have an empowering effect on potential physician leaders that increases their 

engagement and their desire to move into a leadership role. The nominators at the Stanford 

Leadership Development Program (2018) based their selections on three criteria: “(a) current 

leaders crucial to organizational priorities, (b) incoming leaders of programs and units, and (c) 

individuals with considerable leadership potential, “rising stars.”” (p. 295). By creating a 

selective invitation process, this program had a 92% completion rate over the course of four 

cohorts, with early-exit participants noting that it was due to professional/personal reasons and 

not because of the program (Hopkins et al., 2018). The criteria from this program should be 

utilized when creating PLD programs because the quality of participants is just as important as 

the actual design of the program. 

Although the evaluation step is the next stage, data needs to be collected now to be used 

as a benchmark to compare with post-program survey results. As previously mentioned in the 

literature review, a best practice of program developers is to utilize Kirkpatrick’s four-level 

framework for evaluating the teaching methods of training programs. This evaluation process 

requires obtaining information about the participants before the program unfolds. This includes 

Level 2 (Learning) activities which are pre-surveys that gather information on the participants 

KSA’s, self-assessment through the use of DiSC assessments, individual development plans, and 

360 assessments to monitor personal growth (Hopkins et al., 2018; Throgmorton et al., 2016). 

All of this information that is collected will be used as a benchmark to complete the evaluation 

process in the next phase. 

After completion of these various tasks during the implementation stage, the program can 

finally begin. Program developers and senior management can ease tensions that arise by 
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offering assistance when applicable and providing participants with coaches and mentors to help 

them tackle complex material (NCHL, 2014). There should also be efforts made to prepare other 

workers for the newly developed physician leaders by explaining the benefits of their role and 

making it clear that they are there to be a strategic partner and are not a threat to anyone’s job 

(Henson, 2016).  

Evaluate Program 

 Evaluating the PLD program to determine its overall success, its impact on program 

participants, and its impact on the organization is the next phase in the cycle. If program 

developers adopt the suggested practices in this guideline, the evaluation process of learning 

methods (using Kirkpatrick’s framework) should have already started. Questions to address 

during this stage include: 

• Are our evaluation metrics tied to organizational performance or not? 

• Which evaluation methods will provide results that can be used to improve the program? 

• Do managers/department heads notice any growth in participant’s leadership ability? 

It is upon completion of the program where the rest of the data collection can take place. Results 

from the Level 1 (Reaction) surveys on each session/overall program effectiveness can be used 

to determine which components should stay, need improvement, or should be eliminated. 

Comparing pre- and post-program self-assessment data at the Level 2 (Learning) stage will show 

the efficacy of learning methods and the evolution of a participant’s KSAs. Participant’s 

responses on their likeliness to use learned concepts and data on their actual involvement in the 

project from start to finish will highlight any changes in a participant’s behavior during the third 

level (Behavior) of Kirkpatrick’s model. Lastly, Level 4 (Results) is able to directly assess the 

impact of the program by assessing the final project, which, theoretically, should reflect their 

newly acquired KSAs (Hopkins et al., 2018; Throgmorton et al., 2016). 
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 In addition to using the Kirkpatrick framework (which has a focus on evaluating learning 

methods) developers should use other common methods of feedback to evaluate their program. 

Surveys are a powerful tool, but it is essential that the metrics being used are tied to 

organizational performance and personal growth (NCHL, 2014). Examples of metrics that can be 

used are: session value, relevance of topics, quality of instruction, member satisfaction, etc. The 

Massachusetts General Hospital’s Physician Leadership Development Certificate Program 

utilized a five-point Likert scale to score topics and speakers, and anything that fell below a 4.5 

rating was eliminated from future cycles (Gagliano et al., 2010). Other evaluation methods 

include 360-evaluations and professional reviews from the peers and managers of participants to 

identify any notable changes in participant’s and their performance (Bronson & Ellison, 2015). A 

mixed-methods approach towards evaluating PLD Programs can help program developers 

diagnose their weaknesses and strengthen the program for the next cycle. 

Improve Program 

 After the PLD program has been completely evaluated, developers should start 

brainstorming how to improve the program for the next cycle. The findings from the previous 

stage should be used to navigate any changes that will enhance the effectiveness of the program. 

Questions to address in this final stage include: 

• What did & did not work during the previous program cycle? 

• How can we improve/update our program for future cohorts? 

• Has the HCO environment changed since the program was designed? 

• How can we stay connected with program graduates? 

Unless the program was a near or complete failure, there should be no need for a complete 

overhaul of the structure. This final stage should also be used as a means for continued 

communication between the healthcare organization and program graduates. Fostering these 

relationships can be accomplished by supporting graduates in their new roles, incorporating them 
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as mentors in future program cycles, providing them with new leadership opportunities, and 

encouraging continued interactions of their interdisciplinary relationships that were formed 

during the program (NCHL, 2014). Should the HCO approve the program for another round, this 

final stage will naturally merge with the activities of Stage 1 (Analyze Current Environment), 

which is why this best practice model was structured as a repeated cycle. 

Summary 

 Chapter three discussed each component of the best practices guideline for creating a 

physician leadership development program at a healthcare organization. The Physician 

Leadership Development Program Life Cycle and the supplemental Process Flow Diagram were 

generated to help program developers create a custom-tailored model that fits their organization. 

The guideline included a combination of best practices that should be used by all PLD programs 

at any institution, and suggestions for more specific procedures based on the type of HCO 

creating a program. 
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CHAPTER IV 

Strengths, Limitations, and Recommendations for Future Research 

 The strength of this thesis is backed by an extensive analysis of literature that has been 

released on this topic. Research suggests the need for more physician leaders within the 

healthcare field and the rise in the creation of physician leadership development programs at 

various levels of a physician’s career. Although PLD programs have not been universally 

adopted at all healthcare organizations there are still certain practices that should be exercised at 

all of them. This thesis explained best practices that were pulled from a handful of PLD 

programs, but the research was not exhaustive on all existing programs. 

Research on this topic is still relatively new and brief which places limitations on best 

practices for PLD programs. The stage of a physician’s career, the type of healthcare 

organization, and the strategic goals and vision of that healthcare organization all serve as 

additional limitations for the proposed guideline. These variables make it difficult to propose a 

singular design structure that can be used by all organizations. The life cycle of these programs is 

the uniting factor between the various organizations and that is why it serves as the basis for this 

best practice guideline.  

Future research on physician leadership development programs should include a 

“reasonings” component as to why the program was structured a certain way. Doing so would 

allow developers to better evaluate their program once it is completed and it would provide 

valuable insight for developers that have similar characteristics. As research on physician 

leadership development programs becomes more robust, there is potential to create a PLD 

program database. Program developers would be able to insert characteristics of their 

organization and be matched with design ideas and examples of programs at similar institutions. 
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Summary 

 The purpose of this thesis was to provide a thorough guideline for the creation of 

physician leadership development programs at healthcare organizations. As the healthcare 

landscape continues to change, the need for organizations to be highly adaptable is at an all-time 

high and can only be accomplished under the right type of management. Physician leaders have 

been identified as valuable players that should have a place in executive roles which has resulted 

in the demand for more ways to produce effective physician leaders (Kornacki, 2017). The 

literature review provides sufficient support for the creation of a best practice guideline for 

physician leadership development programs. The PLD Life Cycle and Process-Flow Diagram is 

detailed and complemented by examples of successful practices that were discovered at pre-

existing PLD programs. Utilization of this best practices guideline has the potential to increase 

the number of effective physician leaders within the healthcare system and gives organizations 

an increased chance at achieving the Triple Aim. 
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Appendix A 
 

This appendix provides figures and tables that are supplemental to the main text but do not add 
direct value to the information being discussed. 
 
Figure 1a: The IHI triple aim 

 
Source: Institute for Healthcare Improvement (2019) 
 
 
Figure 2b- Health-care economics milestones pilot curriculum 

 
 
 
Source: Prober, Allen S. et al. (2016) Teaching the Healthcare Economics Milestones to Radiology Residents, 
Academic Radiology, Volume 23, Issue 7, p. 887 
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Figure 3a- The healthcare leadership alliance competency model 

 
Source: (2005) All Rights Reserved by Members of the HLA Competency Task Force: American College of 
Healthcare Executives. American College of Physician Executives, American Organization of Nurse Executives, 
Healthcare Financial Management Association, Healthcare Information and Management Systems Society, and the 
certification body of the Medical Group Management Association—American College of Medical Practice 
Executives. 
 
Figure 4a- The skills physician leaders need at different stages of their career 
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Figure 5a- Methods for dealing with resistance to change 

 
Source: Kotter & Schlesinger (2008) Best of HBR: Choosing strategies for change. Harvard Business Review, p. 7. 
 

Table 1a: Comparison of medical and management attributes 

Attribute Medicine  
(direct care providers) 

The 
Gap 

Management  
(organizational decision-makers) 

Responsibility Personally held  Organizational: often delegated 
Education Structured, uniform  Unspecified, highly varied 

How do they handle 
their expertise? 

Individually possess and use  Orchestrate, facilitate 

Place in hierarchy On top (clinical)  On top (CEO) 
Focus Individual patient survival  Organizational survival 

Focus of work Individual Patient  Patients in aggregate (market) 
Time horizon Short Term  Long Term 
Gratification Immediate and specific  Delayed or absent: diffuse 

Decision-making Independent, rapid  Group process, deliberate 
Strategic approach Reactive  Anticipatory 

Mgmt. approach Authoritative, act alone  Collaborative, communal 
Professionally 
accountable to 

Professional standards and peers, 
external to hospital 

 Hospital board 

Decisions impact Medical quality and resource use  Resource use and medical quality 
Job defined by Accreditation, licensure  Job description 

Healthcare changes 
caused a  

Loss of power  Gain in power 

Mgmt: Management 
Source: Waldman J.D. Cohn K.H. (2008) The Business of Healthcare ‘Chapter 2: Mending the Gap between 
Physicians and Hospital Executives’, Greenwood Publishing Group, Inc. USA, p. 40.  
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Table 2a- Responsibilities of physician leader 

Leadership 

Role 

 
Responsibilities of Physician Leader 

Individual 

Practitioner 

Practicing physicians who are part of a practice, group, or solo private practice and are 
focused primarily on patient care. Technical proficiency is valued most in this individual 

contributor role 

 

MD Leader 

Involves running a medical group, hospital program, or an academic medical center (AMC) 
division (as a medical director of a service line or group of MDs, or a leader of a clinic or 
residents/fellow program in AMC) and managing other physicians or a program. These 

leaders learn to oversee and delegate work and develop and coach others. Emotional 
intelligence is an important skill to develop at this level 

 

Market MD 

Leader 

Responsible for a business segment or region and oversees other MD leaders or a broader 
scope of clinical/MD staff (such as regional or market physician leader or chief of an AMC 
faculty division). This is where you often see dyad models emerge, as the role involves both 
clinical oversight and greater business responsibilities. The leader must learn how to manage 

financials, develop a longer-term view, and build knowledge of how to devise strategy. 
Communication and collaboration skills are paramount 

 
Group MD 

Leader 

Oversees a group of businesses, often as group president or chief medical officer for a 
corporation or chair of an AMC faculty department, with responsibility often expanded to 

include both clinical and business outcomes. Here the leader must be proficient in evaluating 
strategy, portfolio assessment, and factoring in the complexities of both internal and external 

business requirements, in addition to the skills gained in prior roles 
Individual 

Practitioner 

Top leadership role, such as CEO, is responsible for an entire enterprise, including its 
strategic direction and overall organizational results. Leaders at this level emphasize visionary 

thinking, discerning key external trends, strategic positioning, and developing mission- 
critical priorities 

Source: FMG Leading (2017) 
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Appendix B 
 

This appendix contains the Physician Leadership Development Life Cycle and the Physician 
Leadership Development Program Process-Flow Diagram. Both of these figures were created as 
visual aids and best-practices tools to be utilized by PLD program developers. 

 
Figure 1b- Physician Leadership Development Program Life Cycle 
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Figure 2b- Physician Leadership Development Program Process-Flow Diagram 

 

 


