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Al¡s tract

Faculty members in universities have challenging roles.

In medicine, the academic medical centres collsiscing of a

medical school, teaching hospital, and semiautonomous

institutes, further complicate these roles. The purpose of

this study was 1) to determine if seff-perception of two of

these roles, leadership and teaching¡ were associated, and 2)

to identify other factors associated with self-perception of

effective leadership. A survey was mailed to l99 academic

family physicians across Canada and resulted in a 59.32

participation rate. Approximately B0? of academic family

physicians in the study were moderately effective feaders but

fewer than 13? of these physicians had served ín higher

university positions outside of their academic departments.

Although an association between the self-perceptions of

teaching and of leadership was not supported, an association

v,raS supported. l¡etween moderately effective leadership and

perceived. social support from family, friends or colleagues -

University affitiation also was a factor associated with

effective lead-ership, whereas demographic, educational,

personal aLtributes, and prior administratì ve experíence were

not. Based on these results, several recommendations are made

for further research, changes in the practíces of selectíon

committees,applicants for leadership posirions, and faculty

development programs.
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InLroduct,ion

Faculty members ín universities and colleges have

challenging roles v¡ith respect to their academic duties. The

three elements of these academic duties are teaching,

research, and- community service. As stated by Milton and

Shoben (1968) "College teaching is probably the only

profession in the world for which r1o specific training is

required. The profession of scholarship ís rich in

prerequisites for entry, but not that of ínstruction"

(p.xvii). More recently, Bland, Schmitz, Stritter, Henry, and

Aluise (1990) , in the preface of their book Successful- Facul-ty

in Academic Medicine, wrote ". .surprisingly l-ittl-e has been

written about the essential sl<ilIs required to accomplish the

d.istinct tasks of this profession Iacademicians in higher

educationl . " (p.xv) . In the l-ast 15 years the development

and evaluation of facuJ-ty roles have grown consíderably in

universities and colleges, and. have resufted in an increasing

body of literature and research on the subject.

In medicíne, academj-c medical centres complicate an

understanding of the roles served by medical faculty. Academic

medical centres are organizational complexes consisting of a

medical school, one or more teaching hospitals, and

semiautonomous institutes or centres providing formal

education to physicians. These complex orgar\Lzational

relationships with multiple constituents, such aS accrediting
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bodies, demand high levefs of teaching and leadership skills

from their facul-ty members, in order to span the multiple

boundaries. These complex relationships hawe no comparable

counterpart in other sociotechnical systems (WiIson &

Mclaughlin, l9B4) and make academic programs in the health

professions distinct from other educational programs (Holcomb,

Thomson, Evans, Bucl<ner, & Ponder, 1987; Tortolani, Risucci,

& Rosati, 1990). Furthermore, the majority of other academic

disciplines do not perform as large a part in the direct

delivery of services to the public during their teaching roles

(Wilson & Mclaughlin, L9B4). In spite of al-l- these

complexities, the majoríty of academic medical faculty

contj-nue to be autonomous, self -employed professionals withj-n

the university environment .

Medical faculty usually begin their teaching careers as

clinicians and subsequently assume academic positions

(Doughty, WiIl-iams, & Seashore , L99L; MagitI, McClure, &

Commerford, 1986) . Similarly, administrators and lea-ders are

chosen on their clinical, research, and teaching skills

without further training for their rol-es in administration a-nd

leadership (Cooper, I9B4; Doughty et âf., 1991). Bl-and et

al. (1990) recognized that the process sJ<iIls, or non-clinicaI

skills, of academe are also critical for medical faculty. Some

of these non-clinical skitls enable physicians to J:e effective

teachers, admini-strators, and leaders. Academic faculty are

assumed to possess these non-ctinical skilIs; yet the best
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academic Students are conditioned to avoid Ieadership

responsibilj-ties, by a single-minded determination to be first

class Scholars, researchers, oT professionals (Simon, 1985).

Their academic programs often overloolc the development of

broad interests necessary for producing leadershíp within

society. Leadership skil-l-s in clinical teaching require

creative strategies aimed at the development of leadership,

institutional policies and procedures, and faculty development

( rrny , L9B6) . The need for creative leadership to solve the

problems encountered in today's academic medical centres is

critical (Burg, McMichaeI, & Stemmler , 19B6 ¡ Cooper , L9B4;

Swartz & Gottheil, a99a) Directly affecting academic meclícai

centres are dramatically changing health care environments

(Atchison, 1990) . Seizing these opportunities to transform

wisions into the realities of a rapidly changing global

communj-ty is one of the roles of academic medical leaders

(Cooper, 1-984; PheIan, Kirklan.d, & Freed, L99L)

Both teaching and leadership are thought by some people

to be traits which are inherent at birth or are deweloped

naturally. Other authors (Claus & Zullo, 1-98'7; Grow, L99I;

Hersey & Blanchard, 19BB; Lawrence & IJawrence, L9B4; Swartz &

Gottheil-, L991-; World Heafth Organization Expert Committee,

L9B4) hold the belief that teaching and leadership can be

learned. Unfortunately, few people in academic medicine are

taught these roles. Consequently, f acul ty membei:s may be v¡ell

trained as physicians but essentialÌy untrained in their rol-es
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aS teachers, researchers, Schol-arl-y writers, or administrators

(Bland et ä1., 1990; Doughty, Willíams, & Seashore, I99L;

Magill, McClure, & Commerford, L986; Pristach, Donaghue,

Sarlrín, Wargula, Doerr, Opila, Stern, & Single , L99L; Rous,

Bamford, Gromisch, Rich, Rubin, & SaII , L972; Stritter, Hain,

& Grimes, A975; Swartz & Gottheil, f991).

Research in these academic areas has not entirely

provided the answers. Lorsch & Mathias (L9Bl ) stressed the

slmilari-ties bet.ween managrng interact ions within

organizations and managing interactions with clients, both of

which are und.ertaken but not welt recognized by a variety oi

professional-s (National Association of Elementary School

Principals, 1991) . If this assumption is true, is the::e any

evidence which associates academic duties with each other?

Neither research (Centra, 1981) rior publication (Dressef,

a976) have been associated with teaching excef lence. AlthorigÏt

Roueche (1990) has stated that excelÌent teaching parallels

excellent Ieadership and that leadership is a process simila::

to teaching, little research has been done to Study whether

good teaching does result j-n effective leadership; however, a

consensus prevails in the education literature that effective

leadership of school principals is vital for effective

teaching in schools (Martin, 1990) .

Leadership is confused frequently with management but

each of them is a distinct domain and requires entireJ-y

separate skifls (Covey, L9B9;Detmer & Finney, t993; Hersey &
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Blanchard, 19BB) . Leadership is a broader domain. Leaders

influence individuals' or groups' behaviours in given

situations regardless whether the situatíons are at worl<,

school , or home. The individuals or groups may attain their

own or others goals. In management the attainment of

organizational goats is foremost (Hersey & Blanchard, 19BB).

The Report of the Commissíon of Inquj-ry on Canadian

Universitv Educalj-Qn (Smitfr, 1991) recommended more extensÍve

evaluation procedures for faculty members and better

preparatíon for teaching in universities, but sadly avoided

any recommendations about academic training for leadership

within these same institutions. Leadership roles for

university committee work generally requrre greater

recognítion within academic institutions rather than

minimization or elimination, as suggested by the Report of the

University Educatj-on Review Committee (Roblin, Gordon,

Kavanaugh & Richardson, A993), Post-Secondary Education in

Manitoba: Doinq Things Differently. The lack of training for

Iead.ership skitts is not unique to medicine but applies to the

university as a whol-e. Indeed, professionals, in general, face

this dilemma (Davis, L992; Lawrence & Lawrence, 1-984,' Lorsch

& Mathias, 1987; World Heal-th Organization Expert Committee,

19B4; Zimpher, 1988) .
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Statement of purpose

The purpose of this study v/as to determine whether an

association exists between effective teaching and effective

leadership as measured by academic family physicians' self-

perceptions of theír own teaching and leadershì-p. A second

purpose was to determine the factors associated with

perceptions of effectj-ve leadership by academic famrly

medicine teachers.

Educational Sígnif icance

Frequently, educators assume leadership roles without

receiving the necessary training. No research studies have

examined an association between Leaching and leadership. The

research and publication role has been studied with respect to

the teaching role and was shovün to have no association

(Centra, Ig81-; Dressel, a976). Evidence suggests, however,

that both the rotes of teaching and leadership can be learned

(Hersey & Blanchard, 19BB) . If no association is found in the

seff-perceptions of physicians' effectiveness in Ieadership

and teaching, the reasons may be that 1) good clinical

physicians have not identified explicitly the skitls they

currently possess with patient care and carried these skiIIs

into other settings or 2) good clinical physicians do not

poSSeSS concurrently these sl<ills. If this is the case, then

faculty development could be organized to r:emedy either

situation.



Límitations

The limitations in this study are the following:

1) the results will apply only to teachers of Family

Iviedicine,

2) the study is limited to the perceptions of the

study subj ects and will not measure actual- teaching or

leadership performance, and

3) the results will be limj-ted to the study subjects

and wil-l not be generalizable beyond this population.

Àssumptions

The assumptions of this study are that:

1) faculty members will ewaluate themselves

honestly,

2) faculty members will possess the ability to

complete the seff -evaluation instruments,

3) teachers of Famify Medicine are similar to other

clinical teachers who have been evaluated using the

i-nstruments,

4) the maj ority of Family Medicine Leachers an

Canada are members of the Section of Teachers, College of

Family Physicians of Canada I a national, voluntary

organization of family physicians (p. Rainsberry, personal

communj-catron, June, L992) , and

5 ) the instruments chosen are the best methods

currently availabl-e to measure teaching and leadership.



Definit ions

The definitions for the study follow, in alphabetícal

order:

Academic family medicine is tl-re body of lcnowledge which

is taught by the Departments of Faml}y Medicine in each of the

sixteen Canadian medical schoofs (College of Family Physicians

of Canada, L992)

Academic familv medicine teachers are individuals who

have appointments in the Departments of Family Medicine and

are charged with the responsibility for training students in

the discipline at both the undergraduate and postgraduate

l-evel-s. Their academic duties can include t.eaching, research,

scholarly activities, institutional servj-ce and community

servíce whife they maíntain direct responsibility of care for

their patients. Academic family medicine teachers also may

include other heal-th professionals, such as nutritionists,

nurses, and social- workers .

Academic medical centres are organizational complexes

consisting of a medical school, one or more teaching

hospitals, and semiautonomous ínstitutes or centres providing

formal education to physicians (Wilson & Mclaughlin, L9B4)

Leader effectiveness is the ability of individuals to

assess situations and use the appropriate leader:ship style

which wilt result in better actlon. The Lead-SeIf instrument

deveJ-oped by Hersey and Blanchard (1988) measures these

abilities.
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Other health professional-s are individuals whose primary

training and education was in a discipline other than famil-y

medicine, such as social work, nursj-ng, or human ecology.

Primarv care is the medical care available directly to an

individual and does not require a referral to another health

care professional.

Teacher effectiveness is the ability of individuals to

ewafuate their teaching performance and initiate actions which

wilI correct any performance deficiencies. The Self-

assessment fnventory for Cl-inical Teaching in Medicine by Irby

(1978a) includes these criteria which have been used to

evaluate teaching performance in formative ewaluations.

The Colleqe of Family Physicians of Canada is a national

voluntary organj-zation of physi-cians who are committed to

mandatory continuing medical education and high quality

medical care to Canadians. The College of Family Physicians of

Canada is the accrediting body for family medicine training

progirams in Canada and establishes national program standarcls

for academic departments.



Literature Review

Faculty perform various roles in universities: teaching,

research, scholarship, and college service (Gaff , L975;

Seldin, L9B4; Bland et âf., L990; Donald & Saroyan, a99L) A

popular misconception is that "teachers are born, not made"

(Bland et âl ., 1990, p.46) This adage appears to apply for

leaders also (Hersey & Blanchard, 1988,' Lawrence & Lawrence,

L9B4; World HeaIth Organization Expert Committee, 1-984) .

Certain skill-s of teaching and leadership are required

beyond content expertise. Stritter's (1983) definition of a

teacher includes engaging in interactive behaviour with

students for the purpose of effecting change in those students

(Stritter, 1983; Rippey, 1981) . Some leaders share with

teachers this opinion that interaction, cooperation and

networking with others is integral to their effectiveness

(Kouzes & Posner, I99O; Lawrence & Lawrence, 1-984¡ March &

Crisci, L99L; National Association for Elementary Schoof

Principals, 1-99L) . Like teachers, Ieaders are learning

constantly and looking for ways to improve themselves and

their organizations (Kouzes & Posner, L990; Roueche, 1990).

Faculty members want to be effective as clinica] teachers and

Ieaders in uniwersities and academic medical centres.

Research in medical education is stil-l consídered a

relativety ne\,v area of study and the literature in research

for the eval-uation of clinical teaching faculty has been

10
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sparse since the early L970's. Research ín medical leadership

is much more recent, appearing in the literature only in the

mid-1980's, but is done infrequently and competes for medical

funding with cIinical care studies. In this chapter the

concepts of effectiveness, teaching, leadership and issues in

measurement will be reviewed.

E f fect ivenes s

Success and ef fectiveness of terr are used interchangeabl'¡r.

Consequently, these words frequently are misused. Hersey and

Blanchard (1988) helped to distinguish between success and

effectiveness in educational- and business settings. The

distinction is important because the literature on teaching

and leadershíp bridges busj-ness and educational settings.

Success is related to how the indiwiduaf or group

behaves, whereas effectiveness is refated to an internal

attitudinal state of the individual or group. Furthermore/

performance, human resource conditions, short-term goa1s, and

Iong-range g;oals, are considered functions of effectiveness

which are dependent on personal power and control-. These

functions of ef f ectiveness are realized thror-rgh a process -

Processes are defined as actions of persons and

organizations which bring actuaf situations closer to those

which are desired. According to Heller (1982) , individuals

derive these actions from internalized rules rnzhich, when made

explicit, produce more effective actions Two l<inds of
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probl-ems appear to interfere with effective actions: the

problems which make change necessary and the problems which

are created by the actions to change the situation. Effective

principles of problem-solving can result in effective actions.

These actions, in turn, can reinforce the skil1s required

by individuals to identify and solve problems by themseÌves

(HeIler, 1982) Subsequently, the processes are expected to

produce self-reflective professionals who indiwidually are

responsible for r:eading the environment, determining what is

needed, and then performing in an appropriate manner (Schol-I,

1-987 ; Rippey, 19 B 1) .

Both effective teaching and effective leadership have

been referred to as processes. Stritter et al. (L975)

supported this approach when they recommended the development

of a process to improve their students' l-earning by assisting

cl-inical teachers to anal-yze their ov/n teaching behaviours,

"Processrr, as applied to academic administration, was proposed

by Walker (a919) . Both Bland et al. (1990) and Fogel (1989)

support feadership as a process over which individual members

have some direct control.

In summary, effective teaching and leadership can be

considered processes cf interaction among individual-s, based

on Ínternal rul-es. These internal rules result in effective

actions which are developed over time from individuals' own

problem-solving sl<íIIs. The indiwiduals' evaluations and

perceptions of themselves affect the development of these
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problem-solving skills which can be demonstrated in leadership

and teaching.

Teachinq

Faculty members in uniwersities have chalfenging roles in

fulfilling their academic duties of teaching, research, and

community service. Among the duties, teaching has remained

the most important factor for assessing faculty performance

(Donald and Saroyãfr, t99L; Seldin, 1984) , although research,

publication, public service, activity in professionaÌ

societies, and campus committee work continue to increase in

importance (Se1din, L9B4) . If teaching is the most important

criterion for measuring faculty performance, âr understanding

of teaching ís required. Arreola (1984) defined teaching as

encompassing the following three areas: content expertise,

instructional design, and instrucLional deliwery. Content

expertise includes those specific skills, competencíes, and

Jcnowledge obtained through advanced training and eclucation.

Tnstructional design skills are the competencies needed to

present properly sequenced experiences. These properJ-y

sequenced experiences should induce learning which

subsequently can be measured and confirmed in the student.

f nstructional delivery sl<j-lls are the f acil-itative skills that

create a learning environment through human interaction. Botl-l

of these latter two areas are the two most importairt faccors

for defining good teaching, according to a Canadian survey
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ofconducted by Donald and Saroyan (1991) for the Commissron

Inquiry on Canadian Unj-wersity Teaching.

When they are evaluated, teachers have both strong alrd

weal< points in these three teaching areas. Teachers are able

to identífy their strengths and weaknesses in these areas, but

some teachers have difficulty using the information received

during evaluations of their performance to ímprove their

teaching (Seldin, 1984; Sheets & Henry, I9B4) The reason for

this difficulty is not clear but may be due to a deficiency in

their training which resufts in their ínability to correct

identified weaknesses. Some professors may argue that the

ability to identify tenets of good teaching is not possible;

however, Sel-din (I984) and Donafd and Saroyan (1991) are not

among them. Donafd and Saroyan (1991) identified the four

areas for teaching scholarJ-y activities, instructional

qualities, interaction with students, and management sl<ilfs

from their survey of sixty-one university representatiwes at

Canadian institutions. The dímensions for assessing quality of

Leaching were shared by Se1din (1984) who included being well

prepared f or cl-ass, possessing comprehensive subj ecl-

knowledge, motivating students, being fair and reasonable in

managj-ng the details of learning, and being interested in the

subject matter and in teaching itself. The dimensions of

clinical teaching, however, are more extensive.
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Clinical teachinq. Cl-inical teaching in the health

professions is instruction which is not confined to the large

classroom setting, but occurs in individuaf or small-group

settings, such as at patients' bedsídes (Stritter et âI-,

1975) , and more recently in the communíty and the ambulatory

settíng (Woolliscroft & Schwenk, 1989) . In spite of the

drwersity of settings, a clinicaf teacher ín the health

professions applies many principles of teachíng found in

educational classroom settings (Bland et âf. , L99l; Irby,

I97Bb; Rabada-Rice & Scott, L9B6¡ Schare, 19B4; Winter &

Kestner, 1990) . fn addition, the clinical teacher serves the

three rofes of rofe model, clinical supervisor, and

instructional leader (Irby, 1986) , which are similar to

teaching roles in general (Arreola, 1-984) .

As with other academic disciplines, most medicaf clinical

f aculty have l-ittl-e preparation f or these multíple

professional- roles (Pristach et âl. , L99t; Stritter et âl. ,

!915) . Most of theír Jcnowledge about teaching comes from

observing their own teachers. The non-cIinical skilrs of

academe, such as the ability to explain, demonstrate, listen,

assess, and give feedback are crítical for medícal faculty who

teach (Btand et al ., 1990) . These sl<ills contribute to a worl<

pattern distinctly different from other academic disciplines

(Clark, L987)

The division of worl< by faculty in the health professrons

may be more complex than some other academic disciplines
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because they render an additionaf role, service to patients

during their teaching (Irby, 1986). This difference may

surface in contradictory findings when the ewafuation of

clinical teaching ís compared with classroom teaching.

Different evaluators may choose different criteria for rating

individuals in various settJ-ngs or may not be abl-e Lo

differentiate between the mul-tiple professional rol-es served

by the cfinical teacher. For example, in a study of surgical

residents, the residents tended to rate educators equally hrgh.

on the three areas of patient care, teaching, and research.

The residents may not be able to separate characteristics

which result in quality patient care from characteristics

which are required for effective medical teaching (Tortolani

et âl . , 1990 ) . Clinj-ca1 teaching dif f ers f rom cl-assroom

teachíng because of the multiple educational settings, the

muftiple roles served by clinical teachers, and the lacl< of

specific training for teaching in these varied sit.es.

The need to possess academíc non-clinical skill-s is even

greater for primary care medical faculty who spend almost

thirty per cent of their time in clinical- teaching and

consider it the most important aspect of their jobs (Bland et

âf., 1990). Primary care or family medicine medical faculty

v/ere not hired until 1968, the year resj-dency post-graduate

training programs were establ-ished in Canada (Hennen, T993) .

By L9l4 all medicat schools in Canada had residency post-

graduate training programs which required teachers (Hennen,
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r993 ) ; but not until a9l7 did alf medical schools have

established Departments of Family Medicine. Certífication in

FamiIy Medicine is granted for an examination written eirher

after completion of these two year famíIy medicine trainirrg

programs or after establishing a medical- practice if

eligibiJ-ity criteria have been met. The majority of teachers

in Family Medicine received Certification in Family Medicine

during these early years by the practice-eligib1e route; that

is, they sat the clinical specialty examinations after they

\^rere estabf ished in practice. Certification in Family

Medicine acknowledges an achiewed level- of competence in the

discipJ-ine and is now a requirement for full-time teaching in

Departments of Family Medicine. This accomplishment attests

to the commitment of early faculty who were striving for

academic credibility among other well established departments

within Faculties of Medicine (Hennen, 1-993)

Assessment of teacÌrinq. The dif f erences rn cl j-nical

teaching can be assessed from three forms of faculty

performance ratings which have been identified to assess or

ewaluate teaching, 1) perceptions, 2) processes, and 3)

products (McGuire , 1-97 4) Each of these f orms of f aculry

performance evaluation has limitations. When perceptions are

used for evaluations, they often are influenced by the "eyes

of the behofders" who bring their ouTn r¡alues of teaching to

the evaluation. Processes are influenced by currently popular
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methods which tend to create change without improving results.

Products often are related to concurrence rather than cause

and tend to assume that relationships exist when they do not

necessarily. Despite these limitations, the assessrnent or

evaluation of the facutty member's performance consists of the

cotlection and interpretation of information from these forms

(Stritter, 1983; Irby, L986)

Teachi-ng judgments currently are based on multiple

sources, which include deans, chairs, students, colÌeagues,

committees, and oneself . Deans and chairs have neither

increased nor decreased in importance as sources of

evaluations over the years because personnel decisions always

have been required. In comparison, self-evaluation anci

student ratings have increased appreciably in significance an

the last fifteen years (Seldin, l9B4; Donald & Saroyan, 1991) .

Ratings by self, peers, and students have become the most

common sources of teaching performance evafuations.

Self-evaluation of teaching performance is a process by

which individuats evaluate themselves against pre-determined

criteria and identify the strengths and weaknesses in their

teaching. Although self-ratings may not correlate with the

evaluations of others, when they are used in conjunction with

other Sources of eval-uation, they have stimulated improvement

in clinical- teaching for physicians (Irby, 197B; Donald &

Saroyan, 199I; GiI, Heins, & Jones, 1984; Rippey, 19Bl;
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Seldin, L9B4) and for dentists (Milgrom, Chapko, Milgrom, &

Weinstein, 1985) .

Self-evafuation is considered by some authors as the only

effective way for individuals to improve (Strltter, 1983).

Methodological problems, such as Iow reliability, have been

used by others to critícize the use of self-ewaluation. These

problems can be overcome by selecting the most observable

behaviours and by training the evaluators (Rippey, 1981).

Self-eval-uation is deemed a credible method, if the objective

of the evaluation is intention to change behaviour (Rippey,

1981) .

A second source of teaching performance ewal-uatíon is

peers. Al-though peer eval-uations are commonly employed, their

validity and reliability are weak (Stritter, 1983; Rippey,

1981) and sometimes are undermined by professíonal- courtesy,

or, in other words, the need to make professionals appear

lretter than they actually might be (Fogel , L989; Rabada-Rice

& Scott, 1986). Peer eval-uation has been criticízed for

ignoring sampJ-e bias, lacking operational definitionsr being

influenced by politics and emotions, measuring a simple halo

effect, and permitting observer-teacher interactions (Rippey,

1981) . Some of t.hese criticisms coul-d be adwantages if

qualitative measures, rather than quantitative measures, vüere

used. As an example, qualitative methods coul-d identify

emotions whj-ch influence ewaluations and, subsequently,
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discussions with faculty about these emotions might reduce

their effects on the peer evaluations.

The third source of teacher eval-uation is students.

Student ratings, in comparison to self and peer ratings, are

valid and reliable but not generalizabfe depending upon the

context (Rippey, 1981) . Another limitation which restricts
the use of student ratings ís the dependence of the ratíngs on

the teaching criteria being evaluated. Students are quite able

to evaluate the criteria of curiosity and interest in the

subject stimulated by the teacher, but are poor judges for

evaluating the teacher's mastery of the subject, currency of

course materials, and course objectives. These criteria are

best eval-uated quantitatively by the f acuJ-ty members' peers

(Seldin, a984) Lastly, some research has suggested that

teaching improwement is more likely to occur if the poor

rating comes from the student rather than oneseff (Centra,

l9l3); while studíes in the heal-th professions have produced

conflicting results showing the opposite effect (Rous et al. ,

I9l2; Stritter, 1983).

Al-f three evaluation sources improve teaching behavrours

r^/hen faculty members interpret the eva]uation results with

other sources (Cohen, 1-99I; Irby, 19B6; Ríppey, 1981; Skeff,

1983; Stritter, 1983). Downing, English, and Dean (1983) were

encouraging when they concluded from their study of surgeons

that the least effectíve facuJ-ty teachers improved the most

from eva]uative feedbacl<.
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Outcome measures of teacher evaluation, such as student

achievement, grade distribution, Iong term follow-up of

students, teacher competency testing, teacher interviews,

classroom observation, and al-umní opinions for information of

faculty performance, are rarely employed (Dubravcic, Chinean,

& Pratzrrer, a9B6; Nelson, McCaffrey, Nobrega, Schultz,

Campíon, Naessens, & Palumbo, 1990). Some of these outcome

methods have been used in the public schools to studlz an

association with instructional- l-eadership by school principals

(March & Crisci, L99L) , but they have been used rarely as

evaluation methods of teachers in medical schools (Ànderson,

Harris, Allen, Sataran, Bland, & Dawis-Fíckert, 1991).

In cl-inícaf teaching, outcome measures showing the effect

of teaching on programs are difficult to assess (Andersor-1, et

â1. , 1991) , if not impossible to design, because of the

compJ-exity and diversity of academic medical centres (Doughty

et â1. , I99L) . If these measures are impossible to design,

what dimensions or items necessary for clinical- teaching have

been identified by authors? Processes and perceptions would

appear to be assessed more easily since they have been studied

and reported more frequently in the fiterature.

Dimensions and items for cl-inical teachinq. A

chronological compar-ison of dj-mensions for clinicaf teaching

(Table 1) by f ive authors (Bland et âI . , 1990; Irblz , 1-986;

Rippey, L9BL; Rous et â1., L972; Stritter et â1., L975)
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Table I

Chronological comparison of clinical teachinq dimensions

Rous
l:jL o-) -

(1912)
cL al 1

/lCl?L:ì
et al.
(198:r )

Irblz
(i986)

lll and
tJL (ì l

(r 990)

Sti: j tter Ripney

Organi-zati on,,
lJÌa r:i t-12

i)lganizat ì.on/ llli.lrJr-a'.,
a. rri.ilz r)1.;.:l:.r:',,

Inscructional Àctive studenl- Pedagog:.c C,t.intcal. instructiotta-l
metlrocis parl-icipatton/ skill supervision design,/

,tpplied Cl j,ni.c¿,r
probfem-soi..ri-nq sul.>e.r'.'i:,.,t:

Teacl'ring Pi:eceptor Ef fort i -fnthusiasm/
âL'uiLucie attrcucle Se::i-ousness -eì'-i,nr-il âi, l ír¡

'úor'¿ards Judgmenc
teach inç

L'{oi-ir¡ation Ilumanistic Empathy F.o.Le modell.inq
orientat-ì on

Teaching Sludent. cent::ed Charisma/ .,rou¡t fnstruc':,.ona l

ap1:roach instructional Stimulation/ j ns'cructional skill i^.'rth
sLr:aLegy Populari'.y/ si:il1 clj_fferent

Civilitl, siz-e groufis

Emphasis on Sub3 ecc rirst.rucccr
resear:ch and expertise irnor,,rledge
re J- erence s

Cirnical lfi,ai.ua--,,c.
compe'r.ence sk j l.t s
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displays similarities in seweral dimensions. Irby's listing

of seven dimensions appears to be the most comprehensive for

clinical teaching and encompasses the dimensions categorized

by the other four authors. To arrive at his seven dimensions,

Irby reviewed sixteen factor analysis studies of instructor

ratings. The specific items l-isted for these dimensions

(Table 2) are not remarkably dífferent from those identified

for clinical teaching in dentistry (Winter & Kestner, 1984) or

nursing (Bel1, Miller, & BeIl, 1984) Apart from the

specific items and dimensíons idenrified for clinical

teaching, demographic factors, personal attributes, and

professional traÍts also have influenced teaching

effectiveness. Age and gender are two demographic factors

which have been shown to affect teaching. Younger faculty,

rather than older faculty, initially react more positiwely to

change within different kinds of institutions (Heller, 1-982)

The reasons for this difference are not known entirely. One

reason may be that younger faculty have higher energy levels

to adapt to the changes. McKeachie & Lin (L97a, cited in

Rippey, 1981) have reported an association between faculty
gender and effectíve teaching. fn their study, female

students of male teachers, who displayed components of

enLpathy, achieved higher academic standings compared v¿ith both

female and male students of female instructors, who displayed

similar empathic characteristics. The gender of the teacher

influelrced the outcomes when similar personality attributes
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Table 2

Summarv of items for .seven clinicaf teachinq dimensions

f. Role modell inq
Acce¡:ts ¡lt:L-,1.r:l:strtna-l .resltc,itl.tlr.¡,,:,¡ I..ll-r',. (.: '1 ,'!i¡:)

À.ccepts se,l-í, criL jcism lrì)y (.1_! lSa)

Is honest- aborui- oi,,rn limjtai:-jon:.: ].-rltr¿ (:!',)ija)
ls self -co¡li-:-de:ri, Dorìtìei\' ,. Ik,., i:-, '.,: i. i.r !;iì9)

rr:ì:¡z (:l-9 I8a )

Demonstrates skiffs, attitudes, and Bfand et aI. (f990)
values Lo be acq.ii-::ed b1, s¡n6"nas ir-by (l9'i3a)

i,iaç¡i. 1l ei. al. (t9t6,

fL Clinical competence

Object.ively idenrif ies and anaii,':¿r-:-: .r : lti¡ ( L!.;rì ;tr
petient p::oblems

Performs procedures \^¡€lf l3l-a]]cì et al. (l99il)
rrby ( 1978a )

Estabfishes patient rapport lrblr (19?Ba)

itTorks ef f ectivelv rn'ich others Bland et. al-. (1990)

Irby (19'7Ba)

-'I. e Irnf cal slrÐervrsron

Is accessibfe

Observes, c-va j':,,L =s, end q: ,',;,:'
feedback to sl-r-rdent-s

Guides sLudents

P¡:orzi-des pl:actice opport--unì. i- res:

Pro:notes p::oiri-ern-sciui,nq sl.:it.,
de r¡e.l ol:¡neni-

'i:t,,-.1-: Cõ:1.- S1.. .: i - :i.:ì:.l-::

Of f ers ¡rl:oí-es;s rc¡la1 sLrppo.::l aircì

encoul:agcriìi:Ìl i-

TrÌ¡r¡ /1O'f a-\tLpJ \ r, / (ru /

I'lagrrlJ ei- ai. (ltB6)

ij-.¿ncì c:' ¿, ..:):);
Don:rel-y & V'7c¡..1..1.i.s:c-:::oí Ì: (l989 )

Irby ( 19'l 8a )

Bl.and el-. aL . (l 990 )

I::by (,Ì 9'7Ela)

B].anci et ¿;i . ( j 990 )

1.rby (:l.97sa)

illano r:l- al . lii:jrl)
l ::l¡'r¡ ( r !j '' iì i.: )

irl¿tilcl i:i .il '::l:ì,j,
l-.i--. /Ir."::.

.ì.i:by (1:ìi¡¿ì)
Ì'.1¿:.. c.i :. ,1. ,1 L , , ;. I i -i. !r ¡l a. )
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Table 2 (cont'd)

Summarv of items for seven clinical teachinq dimensions

f V. _Q¡ogp__lnstruct j onal sl..-rll s

l-ìci¿ri-t':.; io¡ei i Lc.r si--lrileni-s ili¡;r¡c] r :., iiro.i..l,i sc::of i- ( ì9891

I i:l¡'r, ( l l) i iìa )

Stj.:nlr.l ¿il-es ¿icLir¡e jnvc-¡lvernenL'. il lllanci et ¿:l . (1990)

le-l:::i:,q I-':bi; (.1 9'iÊa)

CreaLes relareo at-mos¡:here LrÌl\/ (t9l8a)

I'fakes learning enjoyable I::]:y (l 97Ba)

Drrcou:-agcs rnclir¡iduaJ.ity or',4 i:.b1, ( "'l¡ìa )

crea i- i\¡a t'y

V. Tnstructor l<nowledqe

Discusses cur:rell'ù developments il^: i-::b1r ( .ì 9'l 8a )

che f iel-d l.{agrl-i et- a1 . (1986 )

Direcis sbudents to l-he appropi:iate Bfand et ai. (1990)

literature Irby (1978a)

Disciisses alternate poinLs of vi er¿ T::by ( 19'7 8a )

oti-ier than own

v t . .Ejnrnu s f asmlÞ_tr_l-_!q!l_rêl_]._Q]-ì

Enjo';zs teachinE- IrbY (i.978a)

Vf f . Oroan-rz-uion/Claritv
*I* 

-tn.' 
rrby ( 197 Ba )

States objectives Bfand et al. (1990)

Ir:by (.1.978a)

Sunira::izes major pciint.-s lr:1:-rz (1978a)

P::esei-irs :lateri af in or:ganì,zecl nanne:,' ]lÌand et ai. (1990)

Irb-r; (1978a)

Ì¡-¡-¡i;j di's c;nphasis i::'l,ri' ( l !r;'ga)
i'!aq'i..I et- al,. (:l9ti5)

. .-. ...:.;ra :iÌri:ri ,l-. 1: . r (- t-'-l;
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were measured. A gender dif f erence also has been showr-t

between students' ratings and sixteen percej-ved injustices

dispensed by teachers, for example, ridj-culing students.

Female students rated the injustices more severely than did

mafe students (Wolpert & Mikesell, L978).

Personal attributes, on the other handr appear to be of

less importance. Examples of positive personal attributes

describing teachers are : cheerf ul-, s)Ænpathetíc, moralllr

virtuous, dynamic, pragmatic, intellectually competent,

posítive, introverted, and effective. OnIy abrasiwe beharriours

were identified as a negative attribute. Spady ( 1973 )

considered trust as the most critical aspect in determining

teacher effectiveness. Rippey (1981) found that empathy,

defined as the awareness of and the ability to respond to

student needs and feelings, could override charisma and

expertise for mature students. Although charismatic leaders

may possess the other characteristics, such as popularity and

civility, the converse is not always true. Populariclz soorl

diminishes in importance to subject expertíse for stndents

over time (Ríppey, 1981) .

Professional traits also have influenced teacher ratings.

The number of years of teaching by faculty persons does appear

to infl-uence student ratings, with the lowest ratings to

teachers in the f irst year (Cal-kins, Arno1d, Willoughbv, &

Hamburger, 1986), followed by teachers with one to two years

or more than twelve years' experience, and with the highest
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ratings achieved by those teachers with three to twelwe years'

teachíng experience (Centra , L979) . Although Tortolani et al.

(1990) studied residents' ratings rather than faculty ratings,

they too found. a difference rel-ated to the number of years of

training. The more experienced teachers' self-evaluations

agree with peers' evaluations of their teaching (Stie:r,

r9B2) .

Academic rank and the teaching methods of the faculty

member are two additional- professional traits which could

influence teacher ratings but do not (Calkins et â1. , L9B6;

Centra , L979; Donnelly & Woolliscroft , L989; Irby, l..9B'7)

Surprisingly, teaching methods do not appear to affect how

much is learned by students as much as they appear to affect

how well students like learning (Rippey, 1981).

Research studies comparíng academic roles. Research

productivity (Arreola , 1-984 ¡ Friedrich & Michalak, 1983;

Sel-din, T9B4) and publication (Dressel , 1976) often are used

by adminisLrators as a measure of teaching performance and an

indicator of content competence. Neither has been related to

good classroom teaching; and the rel-ationship to IeadershJ-p

has not been studied.

Leadership is a new academíc role responsibifity expected

to be undertaken by health profession faculty, which can be

particularly critical- for fulfi11íng both community and
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institutional service (Seldin, L9B4) Currently, no studies

appear to have been conducted on the association between

teaching and leadership in the academic setting.

Summary. Definitions for both ceaching and cl-inical

teaching have been developed. The various methods to evaluate

teaching were reviewed and the dimensions and specific items

which descríbe clinical teaching t^/ere listed No studies

appear to hawe shown an association between teaching and

leadership. Leadership will now be reviewed.

Leadership

Leadership has been defined as " . . the process of

influencing the activities of an individual- or a group in

efforts toward goal achievement in a given situation " (Hersey

& Blanchard, 1988, p.B6) . Infl-uence and leadership may be used

interchangeably. Leadership occurs when individ_uals attempt to

influence the behavíour of another person, regardl-ess of

whether the reason is for their own or another's goals (Hersey

& Blanchard, 19BB). Management, unlike leadershíp, places

paramount the accomplj-shment of organizational goals (Hersey

& Blanchard, 19BB) . Organizational and management

development, as fiel-ds for study, began with the productivity

studies cf the L920's and 1930's (Hersey & Blanchard, 19BB)

and have since spread to the study of professional-

organizations.
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leadership frequently develop for

prof essionals in organì-zations. Profes s íonal 1y- dominated

organizations are unique bureaucracies whích rely on the

sl<ills and Jcnowledge of their practising professj-onals to
provide either their products or services (Fogel, 1989). The

organlzation and the professionals' skill-s are interconnected

in the synbiotic relationships associated with the

professionals' intellectuaÌ capabiJ-ities and interpersonal

effectiveness with clients (Lorsch & Mathias, l-987) When

these persons are removed from their professional- work

situations and placed in management and leadership roles, they

often find themselves in conflict with their professional

val-ues which are shared with other colleagues. Their needs

for autonomy, decreased bureaucracy, people skiIls, and rapid

and measurable results mal<e these independent peopl-e who are

highly valued in leadership roles (Worl-d Health Organization

Expert Committee, L984) , but the organization forfeits some of

its best professionals to administrative positions.

When these persons are neither hired, trained, nor

rewarded primarily for these tasks, professional organizations

are challenged to find persons to lead and manage them. Hi.gh

achievers in the profession are sometimes ineffectiwe as

Ieaders because they do things their way, fail- to delegate or

be influenced, and do not develop a strong sense of commitment

from their subordinates (Kouzes & Posner, L990). Nevertheless,

these same qualities could be used to describe good cl-j-nicjans
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who build their identities around their work, similar to other

professionals (Lorsch & Mathías, L9B1).

Good teachers or clinicians may or may not be good

leaders. Leadership for professionals, lil<e teachíng, neeCs

time and guidance to develop if the professional has not been

specifically trained for this role (Lorsch & Mathias, L9B7).

fn addition, professionals are increasingly called upon to

serve as Ieaders today. Physicians, âs professionals, are

sought to be leaders in a multitude of groups in which they

are members: departments, committees, specialty groups, and

community groups. Multiple constituents seel< their leadership,

j-ncluding other heal-th care worl<ers, hospital administrators,

and patients (Cal-kins et âl . , 1986; Doughty et âf . , 1991) .

The acquisition of leadership skill-s is not restricted to

senior professionals j-n academic medical centres alone but

academic medical- centres presume that aIl faculty rnembers

possess them (Bl-and et al ., 1990) . Therefore, most physicians

who teach in academic medical centres find themselves in the

rol-e of potential Ieaders.

Medical l-eadership. The concept of academic medicaÌ

teachers functíoning as managers and leaders v¿as described as

early as l-972 (Stritter & Bowles, L912) For the sake of

healthy acadentic organi-zations, academic professíonals in

medicine need to acquire improved skilIs in leadership,

col-l-aborative planning, conflict resolution, and consensus
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Although all

departments within faculties may gain from some leadership

training, the newest disciplines, such as family medicine, may

have the most to gain since organizational structure for the

discipline is relatively recent (Bfand et â1. , 1990) . These

sl<il-l-s may be learned in different ways. The majority of

successfuf leaders in organizations ranked the ways they

learned about Ieadership in the following order: trial-and-

error, people, and education (Zenke, cited in Kouzes & Posner,

1990) . fn organizations outside of heal-th care, executive

l-eaders often attend workshops to learn Ieadership sl<ills by

the third method, education. Similar training for medical

leaders is almost non-existent (Doughty et al ., L99L) . Untj-I

the late 7-9J0' s, work on academic medicaf centre

organizational modefs (Weisbord, Lawrence, & Charns, L91B) vras

sparse. Professional leadership studies in medicine did not

appear until the 1980's, when Wil-son & Mclaughlin (L9B+l

published Leadership and Manaqement in Academi-c Medicine. The

need for increased Ieadership in medical schools and healch

serwices still persists (Smitir, Anderson, & Boumbufian, L99L;

Pulido , L9B9; Vevier, 1985) . This sentiment was echoed by the

World HeaIth Organization Expert Committee (1984) which

believed strongly that managerial skills in educati-on are

essential and should be reinforced h,ith the devel-opment of

leadership skilIs for irealth science teachers and managers in

primary health care.
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When physicians work together within an organization,

they are part of a professional bureaucracy and managed by

bureaucratic concepts (FogeI, 1989). Managers of a

professional medical bureaucracy are most successful when they

are physicians, but only if they are seen as serving the

physicíans in the organization. According to Brown and McCool

(L987 ) and Fogel (1989 ) , this f inding ís counter to t.he

current trend of placing more power in the hands of non-

medical administrators in health care settings.

The commitment of physician-managers to the profession of

medici-ne, unliJce that of non-medical administrators to the

institutional organization, occasionally supersedes their

bureaucratic commitment to the organization, consequently

placing the organization's authority into conflict (WiIson &

Mclaughlin, 1984) . Moreover, physicians have neither viewed

management as a desirable path for career advancement, nor

been suitably trained for these rol-es (Wifson & Mclaughlin,

1984). These physicians may hawe learned leadership

adaptabíIity ski1ls from caring for and negotiating with

patients (Eisenthal, Emery, Lazare, & Udin, I979; Szaz &

Hollender, 1955; McWhinney, 1989) because few of them have

educationaf baclcgrounds ín either management or leadership.

Unfortunately, the best and most productiwe worl<ers in

professíons are chosen for leadership roles and are eíther

asked to serve both functions, admj-nistrative and

professional, or to relinquish various aspects of their
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professional rol-es. Lorsch & Mathias (1-987 ) have quest.ioned

whether this approach is desirable. Persons in leadership

roles may or may not have characteristics or dimensions

associated with leadership in the next section.

Dimensions and items of leadership. Although some

authors, such as Martin (l-990), emphasized a lack of agreement

on performance-based definitions of leadership effecLiveness,

other authors (Hersey & Blanchard, 19BB; Kouzes & Posner,

1990; Lorsch & Mathias , I9B7) delineated several dimensions

rel-ated to leadership (Table 3) . Whereas all the dimensions

recorded in a chronofogical comparison of the dimensions of

leadership (Tabl-e 3) are simíl-ar, Kouzes and Posner (1990)

appear to have developed the most comprehensive Ìist of

dimensions integral to leadership. The specific items for

dimensions of Ieadership are list.ed under six categories

(Table 4). The at.tributes associaLed with leadership ín

medical settings are comparable to leadership in general and

some of them, such as tolerating dissonance, are comparable to

the attributes which are identif ied f or cl-inical- teaching

(McWhinney, 1989).

Several attributes fatal to leadershÍp advancement have

been identifíed by Kouzes and Posner (1990) . These qualities

âr€: power motivation, aloofness, insensitivity to others,

arrogance, betrayal of trust, overmanaging, work-ing

independently of others, highf lr critical of others,
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Table 3

Chronoloqical comÌlarison of the dimensions of leadership

Loi:sch & Mat-hias Hersey & Bl ancharcl i(ouzes ù l?r¡s.;trel
(L981) (1988) (1990)

Dr splays i,nt.egr:i ty, Co:r,mun j-caLes in a l.ioclel.:: i-ile i,.r¿i.,,

dependabiriLy, and rvav t,hat is
i-rust rinderstood and

accepted by people

Understands ol-her Un.dersLands Lhe Encourages i-Ì¡c:

prof essionals' si-t-ua1.'lor-r Lhat is "hearL" anci qì i'i::.
needs and means to beì r-ig -i-nf I uenced r..,,,'.'¿¡i1;
meet them

Uses v;isdom and
experlence co
enhance other
professionals'
decision-making

Has vision and
direction for
t-he orgianizatlon

-A,clepts t-he behar¡rou..- i:¡:ab.l-t:. r,,i,lri-'r:: r-,

and resources
to meet the
contingencies of
the situation

Inspires a shareci
..¡ision

Chal. Ier-rges r-ìre
pl:ocess and ralies
risks
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Table 4

Summarv of items for dimensions of leadershir¡

Demograph-ic
;!ç;e

Gender:'

G::aduate degree (s )

..'.ovarrced dcgrec. j.n l.ianagierir<.ni-

Years in Graduate Training
Academic discipline
;\ppointments (posi.tions held)
Iirnd of insi-itut,j.ons empl,o\¡eci

Model the Wav

Has sufficiel-rt energy
Is enthusiasl-rc
Is in good physical condition
lufodels val ues

Displays courage
Is deci-siwe
Shows trust & integrity
Is intrinsically self-satisfied

j.l¡':rir::r

aj: r I (

r..r- ISOIì

r,lì ,Ì solr

iJ¡oi¿¡t

i,,Ìi I sorr

t¡,li I Son

i,;r -i- son

l.r ISon

8:,¡
Ì'ic,:.,¿rrrr-lir.:. j ¡¡ ( .i 9'i:,4')

.1.:.,, ;r::,. ,:- , l:,':-1,

I'1cC'..:¡,rl (j 9tj'i )

l'íci,ausir.l-ì.n ( i984 )

I'lcLaughl in (L984)

Ì'ícì,¿iuç¡irì j n ( :i 984 )

l'lci,¿irgJ.r,,.i.n ( 198¿- )

¿Y

¿;

&

&

&

rI

fII. Enable others to act
Has intemaf locus of control
Ts onen l-n oi ìrr--rq' nnininrrq

Ts toÌeran'c of di-ssonance

Creates sociaL supporL networks
Uses the word "r,ve" inst.ead of "f "

Is a coope::ative problem-solwe::

IV. Challenqes the process
lìsks "i.,rhat- i í: " crrlesi-i ons
-¡s coníi clenl-

Dl âv,rs i-t ot-n l)â.si- (::-',ipêr't.êûccÌS

lieeps o¡rti ons open

.'.o::i:, il::r ..ìli .::an¡cs sLöi..:.'
cri:1,',,.:: i-':,r'Si- ;-r.i¡C Vea::s

ll:, oi..'n ,i i1c,. r.¡ i ( .- :i I I )

lr'ri,-Lson & I'fci,auçJh.ì-in (19B4)

B::o-n'n & ltlcCool (i987 )

I(ouzes & Posner (1990 )

Br-o\^r-r & l'1ccoo1 (1987)

l,,ril-son & IlcLaugìrì-in (1984 )

i¡'Talker (f919 \

Iiouzes & Posnei: (1990)

Phefan et ai . ( 1991 )

B::oum 6: ltlcCool ( I987 )

E¡ov,¡¡r & i.lcCoo-L (l 9B'7 )

Iiouzes & Posner (1990)

liouzes & Posrrer (i984)
Kouzes & ?osner ( 1990 )

i,::. lson & iÍci,arLgh.Ì i.r-r (198/))

li.:-oitll &

Ii '!i1t ô

... . r SOII

lì.:: i.¡,,.,¡¡-l ii

l:l: c¡wll r

l:: : ¡-¡ r..¡i l it

r.r('(. . , 1

r lii',..:i;c¡)

',a]l ,

1\!(it (r I I

I'jr-. i-.', ,,., I

(r9¡l?)
(.198;')

rr i l't:ì.. i

íi!rÉÌ4)
( i9B? )

i r !liì l )
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Table 4 (cont'c1)

Summarv of items for dimensions of leadership

V. 'l-nspi,i:es shai:ed visi-on
.ì :-: :l.t r,.,:.-:i oi, orl.entateci

Cloì'ì(ì!=lltual i zes i,rel..l.

ÌÌal:s 3 - 5 i¡ear-s j.n co tl-re f uL-.ure

-.,'-L:acLr oi-ì:cr-s Lc, cotnmon
pr.trpo s e s

VI . ilncouraqes the heart and rewards
¡:c: s account-ab1y

Rer.¡a::ds good per:formance

ll::¡ri.,':: L

ì,orscl'r

lllti.Vll i{

Iiou:z e s

i'(ou:z e s

lr:( ,,( , r 'i , ì

i ¡i¿ìi.llr.-s f.r çil

ì'icCooi (l 9Él l )

å, irosner (19!i0

¡. Posner. ( .i !'i I (;

B::ov,¡:-l [, .licCoo..

Kouzes & iJosner

(19t-i '¡

(i994)



unwiflingness to share control, poor

interpersonaf skitls (Kouzes & Posner,

their writing is, however, Kouzes and

modef of Ieadership.
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team player, and poor

1990) . As extensive as

Posner did not posit a

Leadership models Various situatíonal approaches to

Ieadership and models have been developed, including the

Tannenbaum-Schmidt Continuum of Leader Behaviour, Fiedler's

Leadership Contingency Model, House-Mitchel-l Path-Goal Theory,

and Vroom-Yetten Contingency Model- (Hersey & Blanchard, 1990) .

The current modeJ-, situational leadership, focuses on observed

behavíour (Hersey & Blanchard, 19BB). The Tri-Dimensional

Leader Effectiveness Model (Hersey and Blanchard, 1988) is

based on the degree of guidance and direction given by a

leader, the socio-emotional support provided by the leader

and, lastly, the f ollowers' readiness to do a taslc.

Situational- leadership, according to the authors, consists of

four leadership styles which are commonly labelIed:

"telling", "selling", "participating", and "delegating" . A

"tel-ling" l-eadership style provides specif ic instructions by

the leader who closely supervises the foll-ower's performance.

A " sell ing" style is chosen by a leader who explains t*he

decisions but provides the follower with the opportunity for

clarification. In the third style, "participating", ideas and

decision-mal<ing are shared and encouraged by the leader.

Lastly, the leader for the "delegatíng" style hands over the
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responsillility for the decision and its ímplementation to the

f ol-l-ower. To d.etermine appropriate leadership style act j-ons,

fead.ers must decide whom they want to influence, determine the

readiness level of their followers, and then choose the most

appropriate style.

This mod,el has been used in a varíety of settings,

incl-uding parenting, research and development, business, and

education (GiIl, L984; Hersey & Blanchard, 19BB). In the

educational setting, the model has been utilized for l:oth

student-teacher rel-ationships and administrator-faculty

relationships. Other educational refationships, such as

associations between leadership and other academic roles, have

been discussed by some auLhors.

Association of leadership with other academic roles. In

the schoof system, instructional leadership by principals has

been associated with teacher effectiveness (Pino, 19BB; Short

& Spencer, 1990) but no studies supported effective teaching

related to qualities of leadership. The concept of teachers as

leaders is relatiwely rare in the educational Iiterature and

is restricted to the leadershíp exercised by principals

(Zimpher, LgBB). The majority of leadership studies in the

health professions appears in the nursing Iiterature (Hern-

Und.erwood & Kenner, 1-99L; Johnson & D'Argenio, L99I; Lawrence

& Lawrence, L9B4; McDaniel & Wotf , 199L; Reed, L99I; Zur-l índer

& Bongard, L99L) but few studies have been colducted for
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medicine (Green, Murata, Lynch, & Puffer, T99L; Wharton,

L9B7) . Statements have been made which assume that excelfent

teaching parallels excelfent leadership (World Health

OrganizaLion Expert Committee, L9B4) and which report that

both processes are similar (Roueche, L990) , but no research

has been conducted to support them.

Other factors associated wíLh leadership. Several other

factors may affect leadership. These other factors are

sociodemographic variables, educational- background,

administrative or l-eadership experience, social supports, and

personal attributes related to locus of controf and

psychological hardiness .

Sociodemographíc factors are known by heal-th care

professionals to affect many diseases and medical outcomes

(Evans, Barer & Marmor, 1994) These factors, âg€ and gender,

also have an impact upon medical leadership. Meskin (1991)

reported a disproportion of leadership activity in femafe

dentists under the age of 39, compared with female dentists 39

years and over, and Ferrier & Woodward (I982) reported

different abilities, personalities, and attítudes in male and

female medicaÌ graduates in similar rol-es.

Wj-Ison & Mcl,aughlin (1984) described deans' experiences

in major appointments prior to assuming their deanships. Most

of these data are deriwed from descriptive surveys which

provide the percentage of deans who previously served in



40

various positíons, such as a department chair. Apart from

this descriptive survey, the association of various aspects of

previous work and educational experience with leadership has

not been studied, âIthough curricula vitae which list prior

worl< and educational experience are highly valued b1Z search

committees during interviews with potential leadership

candidates.

The association of social support with hea]th and well-

being has been extensively studied in medicine (Kaplan, L985;

Kouzes & Posner, A9B7) but not in leadership. The precise

meaning of social Support varies depending on social línl<s,

social environment, and cultura] val-ues (Corin, L994) ; that

is, the cul-tural Context in which a person l-ives and works.

Depending on the context, indíviduals and groups determíne the

types of people whom they rely on for support, their

"preferred supporters" (Corin, 1-994) People seek different

preferred supporters depending on the kínd of support desired;

that iS, problem oriented support seekers search for friends

who help solve problems by offering suggestions, whereas

emotional support seekers search for friends who distract them

from their problems or reduce their anxiety (Heller & Lal<ey,

1985) Perceived support from d.ifferent types of people, for

example family, friend.s, and colleagues, can affect the

interactional behaviour such aS task tall<, but not the content

of the interaction. Therefore, effective leaders may seelc

d,ífferent support from family and cotteagues depending.on the
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context and the problem. For example, a l-eader may seek

family support as a distraction from work stress, yet search

out a colleague at work for help in sofving the same problem.

Indeed, the perception of social support is more

important than the actual support a person may receive (Cohen,

Mermelstein, Kamarck & Hoberman, 1985; Heller & Lakey, L9B5;

Wethrington & Kessler, L986) . Currently, this perception of

social support is understood as a sense of acceptance within

social- rel-ationships (Sarason, Pierce & Sarason, 19 9 0 ) .

Sarason & Sarason (1985) suggested that persons in supportive

social relationships may develop skiIIs to improwe their
relationships or may possess skilIs to build these better

support networlcs. Personal efficacy, defined as the

confidence to explore the enviornment, is related to a

continuing sense of acceptance and, therefore, may influence

the self-perception of effectíve leadership (Sarason, Pierce

& Sarason, 1990). Thus, social supports may be the factors

which assist leaders to become more effectiwe, by reducing the

stresses of a demanding and sometimes hectic position (Kouzes

& Posner, L9B7; Sarason & Sarason, 1985). These stresses are

compounded when índividual-s are remowed from their
professional work situations and are placed in leadership

roles within the universitlz environment. Hel-ler & Lal<ey

(1985) were unsure if people who serve as leaders choose their

friends to meet speclfic support needs or, converseiy, if
people choose specific interaction behaviours to support the
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needs of fri-ends who are leaders. Because leaders influence

the behaviours of others to meet gioals, the latter explanation

would be the more reasonable.

In addition to social support¡ a psychological hardiness

factor has been proposed as a means to survive change and

handle stress in demanding executive roles (Kouzes & Posner,

1991). Psychological hardiness is the commitment, sense of

control, and positive challenge that people experience in
their lives (Kobasa, Maddi, & Kahn, f9B2) The stresses of

medical teachers who integrate their multiple roles of

teaching, research, community service, and patient care ínto

their daily work may be compared more to executives in
industry and other people who tend to differentiate these

roles and f unction in only one rol-e at a time (Wilson &

Mcl,aughlin, f9B4) .

Summary. Leadership has been defined, dilemmas in
Ieadership hawe been raised and those dilemmas specific to

medical leadership were discussed. Various leadership models

were reviewed and dimensions and ítems which describe

Ieadership were listed. Few studies hawe been conducted in

medicine examining the assoclation of leadership and other

factors within academic roles. Issues surrounding the

measurement of leadershi-p and teaching are reviewed next
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Issues in Measurement

Issues arise when Iead.ership and teaching are measured.

The choice of instruments to measure these two variabfes is

reviewed. The use of self-report for measuring these variables

in medicine is discussed.

Instruments for Measurinq Effective Teachinq. Varíous

research methodologies are available to measure effective

teaching. As an example, ethnographic Studies (Pugh, 19BB)

have been employed as methods f or studying t-.eacher

effectiveness. They can provide dimensions unattainable by

quantitative method.s alone, but are al-So labour intensive and

expensive. More general quantitative methods, Such as global

rating instruments, are avail-able for evafuation of teaching

and are rated highly (Bleys et â1. , 1986; Donald & Saroyan,

1991) . These global instruments are not as specific as mol:e

extensive instruments and permit a greater efement of personal

bias to surface, âs a result of the smafler number of items.

Therefore quantitative method.s for rating with specifíc items

may be more appropriate for this investigation.

Sel-f -evaluations remain one of the most frequentJ-y used

indicators for aSSeSsing teaching. Various instruments

available for measuríng teaching effectiveness by self-

eval-uation are usually designed to measure clasSroom

instruction in schools and colleges (Grosz, 1986; Sel-din,

IgB4; Speer & Zoell-icl<, Lgl4; Vocational- Instructor Teaching
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Skif ls Proj ect, L984,' Washton, 1988 ) rather than one-on-one

teaching, i.ê., one teacher and one student, which occurs most

commonly in academic family medicine (Woolliscroft & Schwenk,

1989 ) .

The Peer and Self-Evaluation Checl<Iíst (PSEC) is a sixty

item instrument developed for measuring six teaching

competencies including professional skill-s (Stier, 1982) .

Because the instrument had not appeared previously in studies,

it might be considered less vaf id. Other checl<l-iscs f or

faculty self-evaluation, specifically for the basic and alfied

health professions, have been designed (Jones, Preusz, &

Gilmore, 1987; Romberg, 1984; Washton, 1985) and might wel-l

seem ideal, but the instruments again measure aspects of

classroom teaching and grading alone.

Two self-eval-uation instruments, one by Seldin (L984) and

the other by Irby (L97Ba), are applicable to clinical one-on-

one teaching. Both instruments also have been cíted

extensívely in the fiterature (Edwards, KissIing, Plauche, &

Marier, L9B6)

Other factors reported to j-nfluence ratings include

professional roles, such as student, seIf, or peer; faculty

members' department, such as family medicine or surgery; and

teaching method, such as l-ecture, clinical supervision, or

seminar (Irby, 1984b) . Different teaching sites or university

centres also coul-d result in variable ratings from the

ewafuators (Anderson et â1. , 1991) . fn the sixteen Canadian
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medical schools, the potential for wide discrepancies across

university family medicine departments should be dimínished by

cheir having met accreditatíon standards set by the Assessment

and Evafuation Committee of the College of Family Physicians

of Canada. Teaching methods are more uniform in family

medicine (CoIlege of Family Physicians of Canada, L992) . SmaII

group teaching is taught in faculty workshops, both locally

and nationally. These last three factors, role, department,

and teaching methods, can be standardized in the design of a

study if the subjects are chosen from only one department and

discipline, such as family physicians.

fnstruments for Measurinq Effective Leadership. As with

effective teaching, several instruments have been developed

for measuring leadership in educationaf settings. The

maj ority of these instruments apply only to the evaluation of

l-eadership by public school principals (National Association

of Elementary School Príncipals, 1991). Five instruments viere

found to be appropriate for measuring leadership One

instrument, developed by Kouzes & Posner (1990), was a lj.st of

open-ended questions which the Ieader answered. Although

instruments using qualitative methods can be as wafid and

reliable as instruments using quantitatiwe methods (Kirk &

I'liller, a9B6) , the comparison of resul-ts and use of multiple

interviews by these methods timit their practical value in

this study. Another instrument, The Leadershrp Performance
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Assessment Inventory (LPAI) (Land, L989) measures competence

in gieneric Ieadership skitls but utilizes information from

various SourceS, SuCIl as observation and questionnaires, for

each indicator of leadership. The use of multiple sources

makes the d-ata cof lection process unwieldlz. The t.hird

instrument, The Leadership Behavior Opinionnaire, measures

teadership behaviour by groups ( Mil-l-ar , 1-986) rather than by

individ-uals and thus is not acceptable. Another instrument,

by McCombs (1980), contains I49 items for measuring

leadershíp, which might be too long for completion by the busy

subjects in thiS Study. Therefore, none of these instruments

woul-d be appropriate f or the current study.

In comparison, the LEAD-Self questionnaire (Appendix B)

by Hersey and Blanchard (1988) has been used by practising

managers, teachers, parents, and administrators for over

twenty years (Gifl , 1986; Hersey & Blanchard, 1988) . Tire LEAD-

Setf instrument measures the individuals' perceptions of their

leadership styles based on a choice of actíon in twelve

situations. The instrument does not appear to contribute to

learning a response pattern and, in addition, provídes a

method for calculating a score of leader effectiveness Jrased

on the chosen actions. Governance of universities (Birnbaum,

19BB) and academic medical centres depend on adapting to each

of four leadership styles (Wilson & Mclaughlin, 1984) . Tire

LEAD-Sel-f instrument would appear to l¡e an appropriate



47

\^iithinstrument for measuring

academic family physicians

leadershíp ef fect ivene s s

Use of SeIf Report for Measurinq Effective Teachinq. The

reJ-iability and validity of instruments on evaluation of

teaching ís stíll being developed and tested (Bleys,

Gerrtisma, & Netjes, 1986; Donald & Saroyan, 1991) . Students,

coJ-Ieagues, and the teachers themsefves aII have key roles in

ascertaining effective teacher performance (Stritter, 1983) .

Student ratings of teachers are highly consistent and refiable

(McKeachie, L919, cited in Rippey, 1981; Stritter, 1983;

Seldin, a9B4) and few other factors, such as student/ course/

class, and instructor characteristics, have affected these

measurements. Neverthel-ess, the ratings are limited if they

are produced by less than 75? of the class over one semester.

are the only source of information, or are not standardized

wlren admínistered (Sel-din , L9B4)

Peers are best suited to judge certain criteria of

teaching, such as the mastery of the subj ect, the

instructional- obj ectives, or the currency of teaching

materials (Gould, L99I; Sefdin, L9B4) One majo:: advantage of

peers' evaluations is the opportunity to give informal

feedback to improve other faculty members' performance

(Stritter, 1983). The confidentiality affordecl by the student

ratings does not permit this direct feedbacl{ to occur.

Nonetheless, colleague ratings often are met by faculty
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resistance which may be interpreted as chal-lenging theÍr

competence (Seldin, L9B4; Fogel, 1989).

On the other hand, formative self-evaluation also has

been reported useful as a tool to improve teaching (Cohen,

L99A; Drake, L984; Gould, L991-; Scholl, I9B7; Skeff, 1983; Van

Ort, f983); and, because few or no repercussíons result, the

eva,Iuation is liJ<ely to be honest (Sel-din, I9B4) The major

problem associated with self-evaluation is not the inability

on the part of some people to evaluate themselwes (Howser,

1989), but their inabitity to use the information to become

actually more effective teachers (Ríppey, l98t; Stritter,

1983; Seldin, L984) .

Although student and colleague ratíngs are reliable and

measure d,ifferent aspects of teaching, they require

eval-uations from a number of students and colleagues for each

faculty member (Irby, L9B6; Lancaster et â1., L979), and

preferably over several teaching semesters. Rippey (1981)

cautioned against combining evaluatíons from multiple sources,

because each source often has a different perspective. In

contrast, Stier (L982) and Irby (1983) supported faculty

evaluatíon based on multiple sources. These processes make

dal-a collection by these methods impractical for the proposed

study. In addition, to be truly val-uable to the individual,

they require assistance from another source, such as

colleagues to aid in the interpretation (Cohen, L99I; Skeff,

l-983 ; Stritter, 1983 ) .
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fn comparison, self-evaluations hawe some advantages over

the former two methods. SeIf-evaluations rely on the facultlr
members' perceptions al-one and aflow for more valid
comparisons with the self-perceptions of their leadership

(Martin, 1990) . Faculty sel-f-evaluations more conslstently

report actuaf teaching practices than do eval-uations from

other sources (HeIler, 1982) Al-l- three roles outl-ined by

Arreola (1984) content expertise, instructional delivery, and

instructional design, can be evaluated by the self-evaluation
process, whereas neither student nor peer evafuation can do so

(Gould, a99A) In addition, self-evaluation can measure other

unique perspectives, such as intended learning outcomes and

the teacher's own lnterpretation of students' ratings (Goufd,

I99L; Menges, L9B4) . According to Rippey (1981) , self-
evaluation is likely to be honest because it j-s derived from

the person who is seeking to improve. Thus, self-report would

appear to be a satisfactory method for measuring teachers'

effectiveness.

Use of Self-report for Measurinq Effective Leadership.

Teachers' perceptions have been used to measure Ieadership

(March & Crisci, L99I; Short & Spencer, 1,990) but not without

some criticisms (National Association of Elernentary school

Principals, 1991). Indiwiduals' perceptions of themselves are

the strongest motivators for change and commitment to change

in their sel-f-image and autonomy (Hersey & Blanchard, 19BB).
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Another Ínstrument for measuring Ieadership effectíveness

is the LEAD-Other instrument (Hersey & Blanchard, 19BB) which

measures the actual perceptions of followers of the

ind.ividuaf's leadership. This instrument is not economically

practicaf for this study because it requires responses from a

number of each individual's followers. Moreover, this study is

measuring the self-perceptions of individual-s' teaching and

Ieadershíp, rather than the perceptions of otl-lers, and

consequently supports the selection of the LEA¡-Self

instrument.

Use of Self-report in Medicine. One might- question

whether family medicine teachers can complete self-report

instruments accurately. Medicine is a profession which

demands recognition of strengths and límitations in the

individual and requires the professional to be a lifelong

learner (Houle, 1980) . The self-evaluators in this study

eval-uate family meoícine residents daily and should bring the

same rigours to this ewaluation without additional training in

the evaluation process. fn addition, faculty who are former

residents may have been trained to self-evafuate themselves

more realistically through the socialization and maturation

process of becoming a physician (Bleys et âf. , 1986) - In a

stud,y of primary care residents (Wool-Iiscrof C, Palchik,

Diel-man, & Stross, 1985), seff-assessment of professional

abil-ities was emphasi zed and accepted, âs evidenced by high
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completion rates of the assessments over a four year period,

With increasing clinical maturity, the residents in the study

showed more critical assessment of their own personal-

abilities. fn another study, video-taping, used considerably

in family medicine, has increased the abitity for people to

rate themselves more accurateÌy as a tool for self-directed

Iearning (Hays, 1989). Moreover, the use of the Total Design

Method for mail surveys by Dillman (1981 ) has resulted in high

rates of completed questionnai res by physicj-ans (Hoddinott &

Bass, t.986) Thus, the use of self-assessments appears well

supported in the profession of medicine.

Summary. Several instruments are availabl-e for measuríng

effective teaching and leadershlp but those instruments which

require individual-s to evaluate themsel-ves appear to be the

most suitable for the present study. The use of self-report
for measuring teaching and Ieadership skilts appears well,

supported general-ly, and particularly for family medicine.

Conclusion

Academic medical faculty play many roles in their

professional capacity. Research and publication roles have

been studied with respect to teaching roles. In the early

l9B0's, leadership roles were being examineo in medicine. The

literature provides definitions and specific critería for

evaluatíng both teacher and leader performance,' however, the
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literature reveals no studies comparing teaching sl<ifls with

J-eadership sl<i1l-s . Theref ore, the f ollowing research

questions will guide this study.

DoeS an association exist in academic family medicir-re

between:

1) teachíng and leaderstrip as measured by academic

family physicians' self -percept j-ons of their ov¿n teaching and

leadership?

2) age and effectiwe leadership?

3 ) gender and effective Ieadership?

4) years of training and effective leadership?

5) graduate degrees, apart from a Doctor of

Medicine, and effective leadership?

6) kinds of administrative appointments and

effectiwe leadership?

1) the number of years in administrative

appointments and effective leadership?

B) personal attributes of psychologÍcal hardiness

and effectiwe leadershiP?

9) social supports and effective leadership?



Methodology

The instruments used to measure clinical teaching and

Ieadership in the study are discussed in the first two

sections of the methodology. In the procedures section, the

sefection of subj ects, col-lection of data, choice of

statistics for analysis, and the ethics for the study are

delineated.

Instrument for Effective Teaching

Many checkl-ists for faculty self-evaluation (Stier,

t9B2) , including some checl<lists specifically designed for the

basic and al-l-ied health professions (Jones, Preusz, & Gilmore,

L987; Romberg, 1984,' Washton, 1985) might hawe appeared ideal

for this study; but a}l of these instruments measured aspects

of classroom teaching and grading aIone.

Two sel-f -ewal-uation instruments, one by Seldin (I984) and

the other by Irby (1978a), were applicable to clinical one-on-

one teaching which occurs frequently in the heal-th

professions, including family medicine. Both instruments have

been cited extensively in the literature (Edwards, Kissling,

Plauche, & Marier, 1986) . The instrument by Irby (1978a)

(Appendix A) was more appropriate for this study than the

instrument by Seldin because it was designed specificallv for

self-evaluation of clinical teaching in medlcine. Moreover,

53
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it was more easity adapted to cal-culating an overall score of

teacher effectiveness .

A number of instruments for measuring clinical teaching

have employed a seven-point scale to rate the frequency of

each teaching characteristic (DonnelIy & Woolliscroft , 1'989 ¡

Irby, l978b; Vocational Instructor Teaching Skills Project,

I9B4) while other j-nstruments have included a simpler fiwe-

point scale (Bteys et â1 . , 1986; Cohen , L99a; Downing,

English, & Dean, a9B3; Lancaster, Mendelson, & Ross , L979;

Rous et âl ., 1-972) or a larger nine-point scale (Arnold,

Willoughby, & Calkins, 1985). The majoríty of instruments

favoured a seven-point scafe but scored it by various methods.

In some studies (Arnold et al., 1985; Donnely & Woolliscroft,

1989; Edwards et âf. , 1986) , a mean rat].ng score was

calculated across the items to reflect overall ewa'l uations.

In other studies, authors used a cumul-ative score of the items

(Vocational Instructor Teachíng Skills Project, 1-984). In a

study by Tortolani et al-. (1990), each variabl-e was

dichotomized at a point on the frequency hístogram where

visual inspection suggested that two subgroups could be

distinguished. The instrument proposed for this study was the

Self-assessment Inwentory for CIinical Teaching in Medj-cine by

Irby, using a seven-point scale.
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Instrument for Effective Leadership

The LEAD-Sel-f questionnaire (Appendix B) by Hersey and

Blanchard (1988), used by practising managers, teachers,

parents, and administrators for over twenty years (Gitf , 19B6;

Hersey & Bfanchard, 19BB), was the instrument proposed for

measuring effective leadership. The LEAD-Self instrument

measured the individuals' perceptions of their teadership

styles, based on a choice of action in twel-ve situations. The

instrument has not appeared to lend itself to the learning of

a response pattern and, in addition, has prowided a method for

calculating a score of l-eader effectiweness based on the

chosen actions. Governance of universities (Birnbaum, 19BB)

and academic medical centres have depended on adapting to each

of the four leadershíp styles (Wilson & Mclaughlin, L9B4) .

Although the reliability of the instrument has not been

reported in any of the articles which were reviewed, the

coristruct validity of Hersey and Blanchard's theory of

leadership effect-iveness was confirmed by Hambleton and

Gumpert (1982).

Validity and Reliability of the Self-Report Measure

Self-report measures have certain Iimitations with

respect to validity (Stier, L9B2) . They were overcome in this

study by- choosing an instrument found to have acceptable

content r¡afidity and which has been used previously in a

variety of medical settings. Although the validity of self-
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assessment techniques has not been establíshed fully (BIeys et

âf. , 1986) , both of the chosen instruments hawe been used

extensively in a wide variety of settings (Edwards et af. ,

1986; GilI, L984; Hersey & Blanchard, 19BB; Irby, L97B) and

have been reported to have good face valídity in the settings

in which they were used. Adequate content walidity for The

Self-assessment Inventory for Cl-inical Teachíng by lrby (r918)

was provided by Table 2. Content validity determíned whether

the domain being measured v/as sufficiently addressed by the

questionnaire (Del- Greco, Walop, & McCarthy, L9B1) The LEAD-

SeIf instrument prowided content validity by using the four

leadership stytes which were requíred in a variety of

leadership positions. A study conducted by Sheets & Henry

(I984) provided some criterion validity to self-reports for

family med.icine teachers, the subj ects of the present study.

The medical topics giwen the lowest self-reported ratings by

a small sample of family physicians being prepared for

teaching positions were also those topics on whj-ch the family

physicians ranked poorly on testing. The notion of theory-in-

use, i.e., theory which is operationalized, compared with

espoused theory, i.e. , theory which is not realized in

practice, also would support this opinion (Argyris & Schon,

ag|4) . No other instruments were shown to be more applicable

for this study than these two instruments.

Because the Same person waS completing eaci]. form, the

perceptions compared were those of only olfe person and might
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have provided more vafid comparisons than if they were chosen

from different sources. Nonetheless, objectivity was enhanced

and social desirability bias Iessened by ensuring the

confidentiality of the responses (Vocational- Instructor

Teaching Skil-ls Project, L984) .

Thus, although self-ewaluations may be consídered a less

valid methodr research has not shown their inval-idity (BIeys

et â1., 1986; Carrol, L990, cited in Gould, L997; Hanson &

Rogers, 1-984) Whereas literature supporting the relíability

of evafuation instruments was limited, the face, content, and

construct validity of the self-report instruments hTere

supported.

Factors Associated with Effective Leadership

Several variables, which the literature has identifíed as

potential factors influencing effective leadership, were

incl-uded in the questionnaire and measured by responses to

questions or scenarios (Appendix C) . These variables were

âgê, gender, years of training, other graduate degrees, )cinds

of administrative appointments, number of years in

administrative positions, personal attributes related to

psychotogical hardiness, and social supports.

Statistical Analysis

A probability level of .05, by convention, was considered

significant. The data were analyzed by SAS System for
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Elementarv Statistical AnalvsjË (Schotzhauer & LitteI, L987)

The two maj or variables, effective teaching and effective

Ieadership, were analyzed by both a chi-square test and

regression analysis. For each subsequent question, a chi-

square test v/as used to analyze each independent variable

listed with the dependent variable, because no natural

variation was commonly shown. Using a probability l-evel of

.05 increased Type I error, but using a level fess than .05

did not appreciably alter the significant results for the

study.

A sample size of L76 was required to detect a I5>"

increase ín leadership effectiveness for effeccive teachers,

using a base teacher effectiveness rate of B0? with an Alpha

equal to 0.05 and Beta equal to 0.20. (Dean, Dean, Burton, &

Dicker, 1990) .

Procedures

Three procedures are outlined in this section. The

selection of subjects is described; the method for data

collection is summarized; and the procedure for obtaining

consent for the studY is outlined.

Selectioir of Subj ects Subj ects for the studY were

selected by a random sample from the family physician members

of the Section of Teachers, College of Family Physicians of

Canada. The CoJ-lege Of Fami]-y Physicians is a voluntary
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organization which is committed to mandatory continuing

medical education and high standards of patient care. The

College of Family Physicians of Canada is also the accrediting

body for Family Medicine programs across Canada and ensures

that comparable standards are met and practised in each

teaching program. The Section of Teachers is a voluntar:y

section within the College, which is committed to improving

teaching. The majority of Family Medicine teachers in fu]J--

time teaching are members. These members incl-ude physicians

and other health care workers, such as nutritionísts and

social workers, who also may assume academic leadership

positions wíthin Family Medj-cine. OnIy f amiJ-y physicíans were

surveyed, in order to eliminate the effect of other

disciplines on the results.

Data Cofl-ection. A random sel-ection of family physician

menúrers of the Sectíon Of Teachers, College of Famíly

Physicians of Canada was chosen to receive the mai led

questionnaire in this cross-sectional study design. The mall-

survey was conducted according to the Total Design Method by

Dillman (1987 ) . This method \A/as designed to increase tìre

return rate f or mail- surveys. The questionnaire v/as maif ecì

with a cover letter. This mailing was followed one weelc later

by a postcard reminder which served either as a thank you for

returning the questionnaire or as a reminder to return the

questionnaire Three weeks after the original mailing, a
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second postcard was sent to the non-respondents with a shorter

cover letter that informed the non-respondents that the

questionnaire was not received Dif lman's seven r¡eel<

certified final mailing was not used because of cost.

The study was introduced to the family medicine academic

community as a Free-standing paper at the Section Of Teachers

Meeting heÌd in October, a992 in Quebec City. Subjects not

choosing to complete the questionnaire were asked to retur:n a

card confirmíng their non-participation. The questionnaire was

pilot-tested with other health professionals who are members

of the Section of Teachers, CoJ-Iege of Family Physj-cians of

Canada. Letters were sent to the owners of the instruments

seei<j-ng their permission to use them. Replies were received,

granting permission to use the instruments (Appendix D) . The

questionnaire, including Appendices A, B, and C, with

accompanying instructions for completing the questionnaire

(Appendix E) , toolc approximately 20 mínutes to complete.

Ethics. Ethj-cs approval v,¡as ol¡tained f rom the Universi.ty

of Manitoba, Faculty of Education, Ethics Committee. Alt

subj ects received informatíon about the study j-n a coverinq

fetter (Appendix F) and consented by choosing to complete and

mail- the questionnaire to the researcher.



Results

In the first section, the participatlon rate and the

characteristics of the family physicians who enroled in the

study are presented. The participant characteristics in this

section are descriptive statistics. In the second section

statistical differences for the purposes of hypotheses testing

are presented as are the results of the major research

hypothesis and the eight minor hypotheses. Data vrere analyzed

using t-test, chi-square, and Pearson correlation tests. The

alpha value was set at .05 and the beta value at .08.

Although the alpha could have been Set lower, for example at

p < .03, to reduce Type I errors with a large number of chi-

square tests, the resufts woul-d not have been dramatically

al-tered. Therefore, the p-value was maintained at .05.

Participants

This section has two parts. In the first part ís a

description of the particípation rate and participants. In the

second part, characteristics of the participants, including

previous educational and work background, are presented and

the teaching behaviours and Ieadershíp scores of participants

are described.

6a
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Participation Rate. One hundred and ninety-nine surveys

were mailedr' one hundred and twenty-three were returned. Two

of the returned surveys were excluded from analysis because

one person \,vas not a family physician and the other person

returned the questionnaire 10 months after the first mailing

and five months after the analysis was completed. Four

surveys were returned not completed; one person declined to
participate; one person was retired; and two were ol1

sabl¡atical in Austrafia. An attempt was made to contact the

latter two but mailings were misdirected. Thus, II7 surveys

from family physicians v¿ere available, resufting in a 59.32

participation rate for the study. Of the 1-L7 participants,

one person did not attempt the teaching behaviour instrument

and 10 other persons either did not complete or return the

Lead-self instrument. No differences were detected in the

participants who did not attempt the Lead-Self instrument from

those participants who did attempt it, except for one

variable, the perception of family support, x2 (2, N = L04)

4.03, p..05. Eighty-three percent (n = 79) of the

participants who completed the instrument, compared to 55.5?

(n = 5) of participant.s who had not completed the instrument,

were likely to perceive their family as supportive of their
acaclemic position.
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participant CharaclerisÉç-s. The study participants, as

shown in Table 5, were primarily males (75.22) with two years

of postgraduate training (56.0?) and with a mean age of 42.9

years. Besid.es a medical degree , 44.4? had a bachelor degree

and 20.5? had a Master's degree as shown in Table 6. The most

common Master,s degrees (N = 26) were medicat (38.4?, Il = 10)

or science related (23.L2, L = 6) ' Master's degrees in Family

Medicine and Education/Adminístration were simil-ar aL L5.4% (n

= 4) followed by degrees in Arts (7 .7\, n = 2) One hundred

and eight participants (92.3?) had received Certification ín

Family Medicine.

Ninety 06.92) family physicians were currently serwing

in administrative or leadership posítions. This percentage of

service increased to 96.0% if past service was included. The

most common administrative and leadership positions held by

partícipants in the past were: chair of a depart-mental

committee (35. O?) , hospital department head (30. B?) , president

or vice-president of a professional organization (28.22) , and

chair of a professional organization committee (23.L2) . Table

7 shows the types and numbers of physicians ín past

administratíve and leadership positions. A similar

distribution existed with current administrative and

leadership positions, aS shown ín Tabl-e B. The majority of 90

family physicians (65.52, n =59) had served three or fewer
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Table 5

Characteristics of familv phvsician participants

Cha::actei:is tlc ilarì, i,cì.pan''--,s (N..i .1'l )

Age

rnean age

Gender

male

female

4.t: . -a

88 (.15.2ti;)

29 (24 . BZ)

Years of postgraduate training"
a ^-- I ^^,r ur ress 24 (20.1z)

2 6s (56.0%)

3 or molre 2'l (23.3%)

" one 1:articipant díd not stace years of craining
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Ta]:le 6

Other deqrees held Ìlv participants

Degree i?a::cic ì penrs (l,J- I I '7 
)

Bachel or

Mascer

Diploma

yes

no

Doctor of Phiiosophy

JçU

no

no

iìos1:,i raÌ ac-ùnj ni si-:-ar-i.ci,

\;,:Q

no

yes

no

yes

no

52 (1+4.42)

6s (ss.6%)

24 (20.s2)

93 (79.5?)

L9 (16.2%)

eB (83.8%)

2 (L.'7ea)

11s (98.3%)

6 (s.1?)

lT1 (9L L)e.\

4 (3.4,%)

I lr 19L Â9r\

Physician Management Institute
(Canacrian Medical Association Leadership Series)
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Table 1

Tvpes and nurù:ers of phvsicians in past

adminis trative / leadership pos i tions

Type of position Nunber oí, nÌr.¡si-cians'

Chaii: of departmenual commicLee

I{ospital department head

President /vice-president of
prof essional organízation

Chair of professional
organization commiLtee

Chair of faculty committee

Uniwersity department head

Associate/Assistant Dean

Other positions

Clinical- director
chrief of medical staf f
prog'ram director
board meml:er
other

4I

JD

))))

(35.ilri)

(30. te¡)

/ a {l ì O- \
\ .4 c .,'o ,i

(23.1e¡)

I l:' !i: \

(2 .6?,)

(1.;r5¡

(31.6%)

(14.5%)
(8 . 5s¿ )

(6.c%)
(1.7%)
(0 . 9% )

21

15

-)
J

2

31

L1
10

1

2

1

' total is greater than 1l-7 because one indiviC.uai could hc¡lcl
more than one position
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Table B

Twtes and numl¡er of phvsicians currentl-v in an administratir¡g
or feadershíp position

T14:e oí positj on Njirrrrber of ohysi-ci ¿,rns;

Chair of cÌepartmenta.l- committee

Hos¡:rt-a} department head

Chair of professional
or:gani zation committee

Presidenc/vice-president of
prof essional orgiani zation

Chair of faculty commitcee

University department head

Associate/Assistant Dean

Other positions

prog'ram director
chaír unit
chief of medical staff
clinicaf uníL di::ector

24

2A

(20.5ç¡)

(71 . Le¿)

(10.3%)

(e.s%)

(6.gce)

lE 10-\
\J.-L-ol

(L.1%)

(26 .5>")

(B.s%)
(B.s%)
ta ao-\
\¿.O'o)
(2 .62)

I2

11

a

6

2

31

10
10

J

3

total is less than 117 because not all persons Lleld a posici-on
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years in the current administrative or leadership posiCions

with 16 (a7.8%) having served 6 or more years. rn comparison,

when the total number of years served by the 96 persons ín

administration or leadership positions was studied, 43 persons

(44.82) had served a total of six or more years in similar

positions, with 2L.42 of them serving greater than 10 vears.

Thirty-one (32.32) had served 3 or fewer years in total.

The majority (7I.42) of particípants perceived that their

colleagues were very or extremely supportive of them in their

administrative or leadership positions, as presented in TabIe

9. Furthermore, Table 9 shows that 80.7? of the family

physicians perceived that their families were very or

extremely supportive of them in their academic positions.

The percentage of family physician teachers who were very

or extremely confident in their teaching skil-l-s, as shown in

Table 10, was 63.52. In comparison, the percentage of those

family physicians who were very or extremely confident ín

their J-eadership skills was only 53.5?. While 73.02 (n = 84)

of participants (N = 115) never or only sometimes kept a list

of their professional development needs, slightly over a

quarter (21.02, n = 31) of them often or always kept a list of

them.

Psychological hardiness was a measure of a person's

ability to cope r.r'ith stress in the job by transforming this

stress into a desirabfe outcome. The mai ority of the

participants (69 .6%) , like KelJ-y in the scenarro
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Table 9

Social supports for current administratrve/leadershj-p i¡ositions

Colleague sullpol:r

Not supifol:rrve

S'l ight l1 sul)pol--ui vo

Vei:y supportive

Ext¡:eme I r- sullpoi:t- i.r¡e

.) -)
,a -)

:;Û

jr-

i _ì r¡, I
ii.--,.1

(25. -:i.)

(54 . 9j!¡ )

(i6.5e.)

tramíl1r support Ð:.'^¡i¡ir-r:n-- r^ì- 
^4t.ì:LtuIUd;: : {:\- u+

Not supportrve

S1ight11' supportive

Very supportirre

E>rtremely support j-ve

i9

5E

26

(1.ie¡)

(rB 3%)

(ss. i%)

(2s c%)

pa::ricipants in' cotal is less than I1'1 because no¿ a-Li
posr rr ons answered survey
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Table 10

Confidence in ceachinq and leadership skil-ls

Conf idence i n t,eachì nq Pa::ticipant--s (N=115 )

i\ot confrdenc

Someu¡hat confrdent-

Very confrdenr

trrtremely corll'ident

1

47

63

10

(0.9e.:)

/ a - aa \
lJl.o-ó/

(54 . Bq¿ I

(8.7%)

Confidence in leadership Participants (N=114 ) '-

Not confident

Somev¿hat confident

Very confident

trxtremel)¡ confj dent

6

A1

55

6

(s.3u)

(4L.2e")

(48.2>")

(s.3%)

¡-^!^ì I ^ ì ^^tOtAI TS ICSS
ansv¿ered survey

than LIl because not all participants
quescion
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(Appendix C, Question 15), beliewed that they v/ere able to

manage stressful job sj-tuations in this manner. Few of them

(8.12) believed. they were l-ike Leslie in the same scenario,

unable to cope in these types of situations, and 2r .1%

bel-ieved that they were between the two types of behaviour.

The highest response chosen by the participant for eaclr

of the items of the SeIf-assessment Inventory for Clinica]

Teaching in Medicine by Irby (Lglïa) was added to yield an

ind.ividual's total score for the instrument. The individual

total scores ranged from L20 to 366. The mean of the total

individual scores was 28L.5 with one incomplete inventory

recording a score of 25. Then the median percentíIe total

score from all participants' total scores was calculated. The

med.ian was calculated to be 295.5. The total score of the

Self-assessment Inventory for Clinical Teaching in Medicine

above the median was chosen, by convention, to define seif-

perception of effective teaching. This measure of self-

perceived effectiveness for teaching was used for further

hypothesis tescing.

Tabl-e 11 presents the range of scores for participants

completing the LEAÐ-Self instrument (N = 107) The score

represents the person's abiJ-ity to change and choose

appropriate leadership styles f or each of t1'le twelwe

situations presented. LEAD-Self scores ranged from lB to 3i

with a mean of 25.4 and a mode of 25. Scores in the 30 to 36

rang'e j-ndicate a leader with a high degree of adaptabii itY,
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m^l^f ^ a 1
1 dJJI C -L -L

Participants and t¡,,Tres of effectiveness leadership score

Less effective
cr a.^ rõ

Parcic j llants (Ill=l 07 )

IB
''1 Cl
LJ

20

2I
22

23

1

IJ

1

1J

4

B

/ a\ Oo, \

(3.7%)

(0.e%)

(2 .8',2)

(3.1e")

ta f o-\
\ i J-ol

Moderacely Effectir¡e
Score

.A

25

26

21

îoL <)

29

r_3 (L2.22)

20 (18.7%)

14 (13.1%)

16 (1s.0%)

1 s (r4 .01z)

5 (4."7>")

Highllr effect-ive
SCOTC

30

ll
JI

(1.9%)

( .9%)

lhall L)'l s::lce r:oc at ila,':rrc ,l)ânts reLJ:t^(,:

2

)-

- total is less
lnS tl:-Lìmel-lL-,
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while scores between 24 and, 30 reflect a moderate degree of

adaptability (Hersey, 1989) . A score of 24 or higher was

chosen as the measure of effective leadership ' A score below

24 was a measure of less effective leaadership. This measure

was used for further analyses in the fotlowíng Section about

hypothesis testing-

Hypotheses

A maj or and. eight minor hypotheses were tested - Fj-ve

addj-tional- analyses vrere conducted.

Major Hypothesis. The major hypothesis that family

physicians, sel-f-perception of effective teaching is

associated with their self-perception of effective leadership

was not Supported, x' (1, N = 116) = 3.57, p - .06. A Pearson

Correlation between these two variables aISo was not shown, r

(LL4, N=116) .02, p= B4

Minor Hypotheses. Eight minor hypotheses were tested for

associations between effective leadership in academic family

medicine and age, gender, years of training, graduate degrees,

l<inds of ad.ministrative appointments, number of years ín Lhese

appointments, personal attributes of psychological hardiness,

and, finally, social supports. Neither of the first two minor

hypotheses, the association of effective l-eadership with age

or gender, as shown in Table a2, was supported-
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Table 12

The association of sociodemoqraphic variables and effectir¡e
leadership

Effective l,ess,; effect-r-ve
leadershipa ieader:shì-pì)

7:rra /r¡¿:r_c \ C\yçqrr/

29 ro 40

41, to 45

46 or more

Gendero

! ElttatE

Male

13

6

L2

35

L6

34

24

o ./,

5

26

â nu¡nber of participants with Lead-Self score > 24

b number of participants with Lead-Self score < 24
c N=116 l:ecause one of the participants did not state ag,e

x2=0.A2 df -2 p-.99
d N=117

x" = 1.70 df * 1 p - .L9
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The next two minor hypotheses tested relate to

educational training and background for academic teaching and

l-eadership roles. An association between effectiwe leadership

with the number of years in traíníng or eíther bachel-or or

master graduate degrees, âs presented in Tabl-e 13, was not

supported. Although diplomas were held by 19 (L6.22) of the

famíIy physicíans, they were all medical diplomas related to

the practising of clinical medicine rather than the practising

of teaching or l-eadership and, therefore, were not analyzed

further. Family physicíans held other degrees, including

Doctor of Philosophy, Physician Management Institute

Certificates, and hospital administration, which also were

not analyzed further because their numbers were Loo small.

The association between kinds of administrative

appointments and ef f ective leadership in academj-c f arnily

medicine was studied next. The relationship between having

seweral current and past administratiwe appointments, and

effective leadership, was tested. The past and current

administrative appointments were arranged in the following

categories: 1) major academic administratiwe/teadership

positions, that is, university department head, hospital

department head, or assocíate dean; 2) major professional

organízation administrative/teadership positions, that is,

president or vice-president; 3) minor

administrative,/leadership positions, that is, chair of
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Table 13

The association of educational backqround and effective
leadership

Ei-fective Less effectrr¡e
Leadership¿: I eadel shr¡:b

Yea::s in tr:ainingc
1 or Less I1

246
3 or more 22

,]

I9
I\

L ./,

'r9

5

26

L9

b/

Bachelor deg'reed

Yes

No

Ifaster' s degreee

Voq

No

4A

46

e number of participants with Leaci-Self score > 24

l' number of participants rn¡ith Lead-Self score < 211

c N=116 because one of the parcicrpancs dio no¿ si-at-e l/eal-s irr
training
x'=L.2L df -2 p-.55

d N=l-17
x'=.56 df -1 p-.33

e l{=11-7

x'=- .50 df * I tl - .48
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departmental, faculty, or professional organiza:lon committee.

Table 14 presents the association of effective leadership witir

past major academic administrative/leadership positions, past

major professional organization administrative/leadershr¡r

positions, and past minor administrative/leadership positions ;

none of these hypotheses was supported. An association with

effective leadership and persons in these current maj or

academic admini s t rat ive / l- eadership positions, mal or

professional administrative/leadership positions, and minor

administratiwe/leadership positions afso was not supported, as

shown in Table 15. The number of years served in these

positions either currently or in the past, âs presented in
Tabl-e 16, was not significantly associated with leadership.

Other import ant pas t or current important

administrative/Ieadership positions identified by the

participants were: program directors, Chiefs of medical staff,

clinic directors, and board members. Although persons in

these current other positions were significantly different, x'

(1, N =LL7) = 4.00, p = .05, from persons not in these

positions currently, not al-1 persons were equally able ro

identify themsel-ves as being in these positions because tile

questionnaire design for this question was open-ended.

Therefore, an association r^/as shown when one might not exist,

if all persons had been given an equal opportuni-t1¿ to respond.
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Table L4

The association of tlast academic and orofessional
administrative/leadership r¡ositions and effective leadership

Ef f ecti r¡e ¡.=si ef f ecl-. l.r¡e
leadership¿i leaclershi¡:i'

Major academic
admini strative/
l-eadership positionc

Yes

No

Itfa j o:: prof essional
adminiscrative/
leadership positiond

Yes 28

No 58

Minor administrative/
leadership positione

32

54

), tJ

1',1

Yes

No

4I

45

q

26

o

22

a number of participants v¿ith Lead-Se1f sccre ?- 2rt

b number of participants with Lead-Self score < 24

c N=117
x'' = .60 df - 1 p - .44

i N=117
.:" = 3.04 df - I p = .08

- N= i..1 i

):-:' ,-- 3 .24 df - I ll = .0'l
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Table 15

The association of current academic and professional
administrativeileadership positions and effective leadership

l:,ii€Ct-rV€ l,eSS eIreCtIVe
ieadershipa leadershipl)

Ì'{aj or academic
adminis trat ive i I eadership
positionc

Yes 21

No 59

lifajor professional
admini s trat i-ve / I eadershr¡r

.tposltron"
Yes

No

Minor
admini s trat íve / I eadershi¡r
pos frlon-

Yes

No

a numl¡er of participants with Lead-SeÌf scor:e > 24

b number of ¡:articipants v,rii-h Leacl-Self score < 24

c N=117
x?' = .86 dÍ - T l? = .35

d iv=117
x'=.43dfIp--,51

e l{=l-17
Xt = .36 ,ji = 

.l t-):: .--ll-r

1

24

2

29

9

17

7

)t

21

59
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Table 16

The association of number of vears in current and l¡ast
positions and effective leadership

Effecri-,¡e i¡ess effectrve
leader:shipa J-eadershipl'

itiumJ:e:r: of Vears
::,ir crri:renr posj-tionc

3 or less
4 or more

IiTumber of years
i-n past posiLionsd

5 o:: less
6 or more

45

af

42

31

.1 .i

"t2

14

o(i

e numl¡er of participants with Lead-Self score > 24

b nunù:er of partiç'ipants with Lead-Self score < 24

'- N=90 because not all participants stated years in current
positíon
x' = .05 df = 1 p = .83

" N=96 because not all participants stated years l n past position
xn - .6'1 df = 1 p = .4I
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Psychological hardiness was a measure of the ability to

confront potentially taxing work situations in an effective

manner. Famil-y physicians' feadership effectiveness was not

associated with the psychologicat l¡.ardiness measure, xt'(2, ìi

=IIJ) = -76, p=.68.

Finatlyr an associatj-on between dif ferent i<inds of socía1

supports and effective leadership is shown in Table r7 . A

significant association was revealed between those persons who

perceived themsefves as effectlve leaders and who felt they

had colleagues who were supportive of them in their current

academic positions. Effective l-eadership also was associaced

with people who fel-t that family members or significant others

were supportive of them in their current academic positions.

Additional Analyses. After the data were collected and

reviewed, several- additional analyses were conducted on the

major and rninor hypotheses originaily proposed. These

variabl-es coul-d be associ-ated with effective leadership in

academic family physicians. As índicated in Table 18, an

association was shown to exist only between effectrve

Ieadershíp ancì. one other variable, the uuiversity site in

which the academic family physician held an appointment.

Effective leaders were more lil<ely to hold an appointment at

universities in the Prairie Provinces, British Columbia, and

Ontario.
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Table 11

The association of social support and effectrr¡e leadership

lif f ecì..i ve I:i:ri-a .'Í Íec;i-l,i¡e
I eadershiÞ¿' i-e¿,iershi Ltl-'

Colleagiue su¡:portc

\-el-\/ srtpÐor ï. i..'e

I ess supporci-ve

tramily supportd

ve:Y suPPorL i r;c=

Iess supportive

4'1

1B

6B

I6

24

'2

.t i

9

a numl¡er of participancs \trith Leaci-Self score ,' 21

b number of participancs i'¿ith Lead-Self score < 24

'' N=91 l¡ecause not all participants stated support from
colleagues
x2=4.33 df -'l p=.04

,' N=104 because not all participants stated support from familir
x2 =5.96 df =1 p-.02
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Table 18

The association of universitv affiliation and efleclive

leaclershipa

i.ln lr.¡eIS..l- tv
Af f i 1.aciårt

Ef f ectir¡e
_-.1^Ieadershrp"

Less ef f ect i.,¡c:

leadershrpc)

---i r-; ^l^1]l i r-l:Il

Prairie
Ontario

Quebec

Ar-lantíc

Co-luml¡ia

p:rovinces

provinces

10

-LÕ

¿ó

26

2

2

2

B

1lLJ

L

.A

24

b

C

\l=113 because not all parcicipants lrsted cheir unive::sli-\;
x" = 9.80 df = 4 p = .04

number of participants with Lead-Self score >

number of participants with Lead-Self score
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The remaining analyses did not show significant

associations. Effectiwe leadership was not associated with the

number of positíons that a person had held x' (1, N = LL7) =

1.08, or Jceeping a professional development list x' (1, N

TLl ) = . 19 . Nor \^¡as f amily physicians' self -perceived

effective leadership associated with their confidence in

either their skills as a teacher x2 (1, N = LL'l) = 2.3a, or

their skills as a l-eader x2 (1, N = II7) = .18.

Summary

The typical participant was male, 42 years old, with Lwo

years of postgraduate training. The majority (76.92) of

participants held administrative/leadership positions ancl had

serwed three or fewer years in their current positions.

Approximatety eighty percent were self-classj-fied as

moderately effectiwely leaders.

The major hypothesis that an association existed between

self-perceptions of effective teaching and the self-

perceptions of effective Ieadership for academic family

physicians, was noL supported. Two of the minor hypotheses

had signif icant f indings. Ef f ective l-eadership was associat-ecl

with both colleagues' support and family's support within the

current academic position. In additional analyses, effective

leadership vras associated with university af f iliation. Thc:

importance and meaning of these findings are drscussed in the

next chapter.



Discussion

The discussion is composed of six Sections. First, the

reasons are explained for any differences between the

participants ivho compl-eted the LEAD-Self and those physicians

who either did not complete or return the LEAD-Sel-f

instrument. Second, the characteristics of the physlcian

participants associated with leadership are explained. The

third section is a discussion of effective leadership with

effective teaching, followed by the fourth section, the

aSsociation of effective leadership with social sulfports.

Participants Completing and Not Compfetinq LEAD-Seff

fnstrument

The participants who completed the LEAD-Sel-f instrument

are significantly more likely to perceive their famillr as

supportive of their academic position than those who did not

complete the instrument. Otherwíse they are simí]ar in all

other variables, for exampfe, â9e, gender, years in training,

and prior administrative or leadership appointments.

Supportive families may permit participants to bring academic

work home which could account for a higher completion rate of

the instrument on the part of that group, âs cornpared to

participants coming from families which are perceived as iess

supportive. In addition, the total numl¡er of participants not

completing the instrument is small-, 8.5? (n = 10) of the total

otr



partícíPants (N =

B6

YLl) ; and of these 5 Perceived their

families as not suPPortive. Although this dif f erence l-s

statisticalty significant, the actual difference (iV = 5)

between these two types of participants on one variable is

less impressive. Therefore, the generalízaLion of the results

to the total participants involved in the Study is acceptabl-e.

Effective leadership and Characteristics of Participants

An association between effective leadership and either

age or gender was not supported by this study, as compared to

the worl< by Meskin (1991) and Ferrier & Woodward ,1982) - The

resufts of this study suggest that the opportunity for

effective leadership in family medicine is not based on these

demographic traits. Although the interest levels and

opportunities for seeking leadership for different genders and

ages of family physicians are not known, future academic

leaders should not be influenced by sociodemographic

characteristics which are not amenable to change.

Three participant characteristics related to educational

background and preparation for leadership are worthy of not-e:

residency training, degrees other than Doctor of Medicine, and

prior experience in administratiwe/lead.ership positions.

Trventy-four of LI6 (20.72) of tlre participants have one or

fewer years of postgraduate medical training, or residency, a

situation which implies that many received their Certification

in Family Mecì.icine , a clinical speciatty desígnation



B7

requirement for teaching in family medicine, l¡y the practlce

eligible route. With a mean age of 42.9 years, these

participants did not have the opportunity to enter residency

programs prior to 1968, but rather obtained t.his latter

requirement.

Academj-c family physicians, apart from Certification in

FamiIy Medícine, do not require degrees other than their

Doctor of Medicine to become family medicine teachers.

However, 44.42 of them had an undergraduate degree, only

recently a requirement for entry into medical- school-; and

20.52 of them had a Master's degree which was most common-Ly

medical or science related. Although important for

credibility with the uniwersity, accrediting bodies and

licensing authoritiesr years in training and other graduate

degrees are not associated with effectiwe leadership for

family physicians. Nevertheless, this finding attests to the

commitment of family medicine facuJ-ty who are stríving for

academic credibility among other well established departments

within Faculties of Medicine (Hennen, 1993).

The majority of participants (96?) have prior experíence

serving in administrative or l-eadership positions, and 44.47.

of them have six or more years experience in some of these

roles. This f inding is expected because canÌpus coülmrttee

worl<, public service, and activity in professional socieries

are part of faculty persons' acadernic duties (Seloin, i9B+).

Prj-or appointments, number of appointments, and yealrs of
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experience in either these past or current positions are

considered important prerequisites for assuming major academic

positions, but none of these variables is associated with

effective lead.ership in this study. The descriptive survey by

Witson & Mclaughlin (1984), which delineated previous worl<

experience by deans, also is not supported by these findings.

Nevertheless, the majority 07.52) of participants

reflect moderate degrees of adaptability in self-perceived

Ieadership, with less than 3? of them reflecting high degrees

of adaptability in their leadership styles, despite their Iack

of educational backgrounds in either management or leadership.

This resuft supports the opinion of Lorsch & Mathias (198-l) ,

who stressed the simil-arities between managing interactions

within organízations and managing interactions with patients,

wíth the first reflecting adaptabitity sl<il-Is which may have

been learned from caring for and negotíating with patierrts

(Eisenthal, Emery, Lazare, & Udin, L979; Szaz & Hoflender,

1955; McWhinney, 1989)

Few family medicine faculty have assumed administrative

or leadership positions outside of their Departments of Family

Med.icine. Only a smal-J- percentage of family medicine faculty

members have assumed leadership or administrative positions

within higher university positions, such as a chair of a

faculty committee (L2.BZ) , a university department head

(2.62), or an associate or assistant dean (I .1%), in spite of

their considerable experience in leadership ::oles
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Approximately 452 of them have served 6 or more years in some

leadership positions. fn comparison, larger proportions of

participants have served. in family medicine related

departmental positions, for example, a hospital department

head (30.8?), a chair of a departmental committee (35?)/ or a

presid.ent /více-president of a professional organízation

(28.22) . This apparent under-utilizatíon of familv medicine

expertise within the university environment may refl-ect an

equitable distribution of university administrative/leadership

positions among departments and total faculty members aS a

whole. Thus, although family medicine teachers have a high

number of moderately effective Ieaders, they may be no greater

than the number of moderatel-y ef f ectiwe teachers in otl-ler

departments. Alternately, their numbers may be SurpasSed by

highly effective l-ead.ers from other departments within the

university. Stud.ies comparing family medicine to other

departments in Facultíes of Medicine are required.

Thus, the need to acquire improwed sl<ills in leadership,

collaborative ptanning, conflict resolution, and collsensus

decision-making, as delineated by Bland et al. (1990) , is

supported by this study. Family physj-cian teachers need to

improwe from moderatety adaptabte leaders co highly adaptable

leaders if they want to increase their leadership profiles

outside and within their owr-ì departments 'Iheref ore,

effective leadership training is an important topic Io be

encompassed and addressed by faculty development programs for
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academic family physicians. Additional hypotheses which

compare J-ead-ership with academic behaviours, Such as the

hypothesis discussed next, are needed.

nffective Leadership and Effective Teachinq

The maj or hypothesis of this study, âD association

between effective teaching and effective Ieadership, as

measured by academic family physicians' self-perceptions of

their ov/n teaching and leadership, was not Supported. Al-thouqh

Roueche (1990) stated that excel-1ent teaching parallels

excellent leadership and that feadership is a process símilar

to teaching, the resufts from this study do not support his

opinion, ât l-east not for moderately effective leaders -

Confidence in teaching, confidence in leadership, or keeping

a professional dewelopment 1ist, factors conceptually símilar

to seff-perception of effective teaching, were also not

associated with effective leadership. Therefore, the

leadership selection process from the ranks of cl-inicians aird

teachers, as reported by some authors (Cooper, L9B4; Doughty,

Williams, & Seashore, :-997-; MagilI, McClure, & Commerford,

1986), is not warranted. fn fact, Simon (1985) has stated

that the best academic students are taught to avoid Ieadership

responsibilities if they want to become first class scholars,

researchers, and professÍonals.

Atthough similarities between managing organizations and

managing patients have been posited for medical leaders
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(Lorsch & Mathías, 1987) , this association has not been

studied. Furthermore, good leadership is frequently confused

with good management but each of them requires entirely

separate skills (Covey, I9B9; Detmer & Finney, 1993, Hersey &

Blanchard, 19BB) . Thus, leaders must be assessed, t-rained,

and chosen on their leadership quatities rather than on their

publication, research, teaching, or management qualities.

Academic medical centres cannot assume that persons who are

highly effective in these other roles are effectiwe also in

leadership roles.

Moreover, withín these academic medical centres,

physicians work together as part of a professional bureaucracy

g-overned by bureaucratic concepts (Fogel, L989) . The managers

in professional- bureaucracies are most successful when they

are physicians, but only if they are seen as serwing the

physicians in the organization. Certain university

environments may foster this success. The association of

university affil-iatíon with effective leadershíp, shown il

this study by additional analysis, would tend to support thís

viewpoint that l-eaders in medicine should come from the ranks

of their own kínd. The current trend of providing more power

to non-medicaf administrators in health care settings,

hou¡ever, is contrary to this concept (Brown & McCool, a987;

Fogel, 1989). If this former rtiewpoint is true, and if

effeccive leadership is not associ ated with effective

teaching, then uniwersities need to reexamine seriousllz some



92

of the recommendations in the Commj-ssion of Inquiry on

Canadian University Education Report (Smittr, 199L) In this

report the commission recommended that faculty members decide

with their superiors whether their academic performance will

be evaluated on their teaching or their research. Neither

this commission nor the Report of the Uniwersity Education

Review Commission (Roblin, Gordon, Kavanaugh & Richardson,

L993), entitled Post-Secondary Education in Manitoba: Doinq

Things Dífferently, supported the increasing time and the

importance placed in leadership or administrative roles by

faculty members (Sel-din, L984) University authorities need

to recogníze the s]<ills required in these positions and the

subsequent benefits attained by the university when effective

leaders serve in these positions. During these times,

creative and wel-I-trained leaders are required to solve the

problems encountered ín academic medical centres and to

transform future visions into realities (Burg, McMichael, &

Stemml-er , 1986; Cooper , L984,' Swartz & Gottheil, 1991) -

In summary, leadership continues to be an evasive and

nebulous subject to study. Research supports the need to

change our current criteria for selecting Ieaders. Curricula

vitae, which outline demographic data, previous academic

training and educational background, and prior experience in

various situations, rây be necessary but are not sufficient

for selecting furure leaoers. Unj-wersities and departments

wil-l- continue to use them untif more reliable criteria are
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Personal interviews with randomly selected

subordinates or completion of leadership instruments, such as

those developed by Kouzes & Posner (1-991) or Hersey &

Blanchard (1988) , might be more effeccive for choosing our

leaders in academic settinqs.

Effective Leadership, Socíaf Supports, and Affil-íations

Both the perception of colleague support and the

perception of family support in current academic positions

being associated with effectiwe leadership, two minor

hypotlreses, were supported. As stated by Corj-n (L994) ,

indiwiduals and groups determine the types of people which

they rely on for support, their preferred supporters.

These preferred supporters díffer in warious contexts.

In thís study, a greater proportion of participants affillated

with universities in the western provínces were more effective

l-eaders. University envíronments provide these various

contexts and may explain the assocíation of effective leaders

with the various university affiliations in this study. rn

partlcular, the lrÌestern provinces may provide an environment

for developing or attracting preferred supporters. The

aspects of the environment which foster this support require

study.

As suggested by Heller & Lakey (1985), effective Ìeaders

may seel< different support from family members than from

colleagues, depending on the context and the problem. For
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example, a leader may seek family support as a distract.ion

from work stress, yet search out a colleague at work for help

in solwing the same problem.

An association between psychological hardíness and

effective Ieadership, as proposed by Kouzes & Posner (1991),

is not supported. Thus, this study distinguishes between

social supports and psychological hardiness; that is, a need

for acceptance of oneself compared to the need for control

over situations.

Socíaf supports may be the factors which assist l-eaders

to become more effectiwe, by reducing the stresses of a

demanding and sometimes hectic position (Kouzes & Posner,

I9B7; Sarason & Sarason, 1985). If people choose specific

interaction behawiours to support the needs of their friends,

as suggested by Heller & Lakey (1985), then faculty

development programs can assist leaders and faculty arr

recognizing and developing these behaviours to increase the

feadership sì<i1ls of academic family physicians and to foster

sr.lpportive uniwersity environments . From our knowledge of

effecti-we leaders who influence the behaviours of others to

meet goals, these behaviours should be teachable. Several,

conclusions can be reached and recommendations made, based on

this study -
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Concfusíons

Some find-ings would bear further analysis: the current

practice of using curricula vitae and íntervíews for sefecting

academlc leaders, the poor representation of family physicians

in leadership roles outside of their own departments, and the

association of effective feaders with social supports and

university affiliation. The major hypothesis of an association

between effective teaching and effective leadership was not

supported and also warrants further analysis. Topics for

further research arose from the results and also are listed.

Methods in addition to curricul-a vitae and personal

interviews, such as dírect observation, Ìeadership

j-nstruments, or j-nterviews with subordinates, should be

utilized by search committees when selecting people for

leadership positions. Effective leaders could not be

identified in the study simply by demographic factors,

educational- background, past work experiences, or personal

attributes . Many of these factors, included in curricula

vitae, are used as the main criteria to select leaders in

academic departments. None of these factors, however, serves

adequately to identify leaders. Leaders should be chosen by

search commíttees primarily for their leadership qualities,

rather than for their publication, research, teaching, or

management er-perience. The finding that effective teachíng

and effective lead,ership were not associated also supports the
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argument that less emphasis should be placed on teaching

experience when selecting leaders.

Teaching of Ieadership skills in faculty development

programs for family physicians is critical if moderately

effective Ieaders wish to l¡ecome highty effective leaders and

compete for more important leadershíp positions outside of

Departments of Family Medicine. Leadership, âS a domain

separate from administration, has only recently become a topic

for faculty dewelopment (Bland et al. ,1990) . FamiJ-y

physicians are not represented well in leadership roles

outsj-de of their own departments. An explanation may be the

greater number of highly effective Ieaders in other

departments who are chosen for these roles. By increasing the

number of highly effectiwe leaders in Departments of Family

Med.icine, thíS Shortcoming could be overcome, with a benefit

to Faculties of Medicine, which coul-d then choose from a

Ìarger number of highly effective Ieaders.

Leaders have needs, identified as family and colleague

supports, which must be futfilled for effective functioning.

Uníversity affiliation, alSo associated with effective

Ieadership, may encourage these supports in some environments

more than in others. Uniwersities in the western provinces

appear to Serve this function better than the eastern

universities. Nevertheless, the specific factors in the

environment at the university or the specific behaviours of

family members, friends, and colleagues which are associated
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with effectiwe leaders are not ident.ified. In addition, the

resufts do not determine whether these social supports develop

effective leaders or whether the reverse is true and effective

Ieaders develop supportive relationships and networks. Past

studies about leadershíp usually discuss only how the leader's

role influences behaviours of others to meet certain goals

(Hersey & Blanchard, 19BB) rather than what role others play

in supporting leaders in academic positions. The needs of

leaders, other than social Supports and university

affilíation, the specific behaviours of supportiwe

individuafs, and the aspects of university environments which

foster effective leadership, are not known and require further

research.

Further research

Further research in leadership is required in many areas

and, based on this study, the following specific research is

sr.rggested:

a) Assess the proportion of highly effectiwe leaders

in other departments in the Faculties of Medicine. Few of the

participating famity physicians who were moderately effective

Ìeaders were serving in higher leadership positions within the

university and Faculty of Medicine. Other departments may

have a higher proportiotl of highly effective leaders who ane

chosen to serve in these leadership positions -
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b) Determine whether effective leaders possess the

skilts to develop supportive relationships and networks, Or

whether supportiwe environmerits are more likely to develop

effective leaders . The relationship of these two factors, that

is, cause or effect, is unknown.

c) Measure actual leadership performance of subjects

or their subordinates' perception of their abilities. A study

using actual lead.ership performance rather than self-perceived

performance could produce different findings.

d) fdentify other factors, in addition to social

supports and uniwersity affiliation, required by leaders to

function effectively.

e) Repticate this study with a larger study sample.

Whil-e the sample size is small (w = I1-7) and represents a

partícipation rate of 59.32, the number of chi-square tests

cou1dhaveincreasedthenumberofType1errorSwhenap<

.05 was used.



Recommendations

Based on the resul-ts of

recommended that:

this study, ir l_s

1. Selection committees decide upon successful- candidates for

leadership positions based on methods other than a curricufum

vitae and personal interview alone, such aS the use of

Ieadership instruments and interviews with subordinates.

2. Applicants for teadership positions in Departments of

Family Medicine all-ow selection committees to evaluate their

leadership sjcil]s by such methods as t.he use of leadership

instruments and interviews with subordínates, in addition to

the curriculum vítae and personal interviews.

3. Faculty d.evelopment programs for Departments of Family

Medicine conduct Ieadership workshops to increase their

proportion of highty effective Ieaders across Canada.

4. Universities fund and conduct research to identify: a) the

specific factors in their environments and b) the specific

behaviours of family members, friends, and colleagues which

are associated wíth the greater propo::tíon of effective

leaders in the western pllovinces.
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gathering
{6. Objectively defines patient

problems
17. Synthesizes patient problems

capidly
-{8. lnterprets laborâto¡,v data

skilfully

123,{567

t234s67

123.1 567

L23,f567

1234567

()

()

(l

()

()

H. Professional Characteristics
,49. Takes resporsibility for own

actiorrsandpcocedures L 2 I J 5 6 i t)
50. Recognizesownlimitatiors I 2 3 { 5 6 , (,
51. Seemstohaveself-confidence l' 2 J J 5 6 7 (i
52. Isself-criticel I 1 J J 5 6 7 r)
i3. [s open-mindcd end non-

judgenrerrtel I .lì -l 5 ó ; t'
5J. f)ocsrtr.rt:¡ppcrrtrlbcrrrogant I I ] I 5 õ 'l rj
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The Instrument for Self-perception of Leadership Effectiveness
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Your name

5ffid_r
Lea dersh ip Sr/e/ Perceptton of Self
Developed by Pa ul Hersey and Kenneth H. Bla nch¿rd

PURPOSE INSTRUCTIONS
The purpose of this instrument is to evaluate your perception
of your leadership style in terms of "tellingi ' "sellingi' "par-
ticipatingi ' oi "delegating," and to indicate whether the style
is appropriate in various situations.

ffieader ffitrrectiven ess A Æaaptability ffiescription

Assume ),ou are involwd in each ol the following twelve situa-
tions. Each situatíon has four alternative actions you might in-
itiate. Read each ítem carefully. Think about what you would
do in each circumstance. Then, circle rhe letter of the alter-
native action choice whích you think would most closely
describe your behavior in the situation presented. Circle only
one choice.

After you haw circled one choice for each situation. use
the "LEAD Directions for Self-Scoring and Analysis" lo score
and array the data.
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r" SITUATION

Your followers are not responcJing

corìversation and obvious concern
performance is declining rapidly.

æ. SITUATION

Tlle observal;le ¡rerftrr rrartce ol
You have beerr rrrakirrg sure th¿t

of tlreir resyrorrsrbilitics and

¡rc r io rnr a rt cc.

lately to your friendly
for their welfare. Their

ALTERNATIVE ACTIONS

You would. . .

A. Emphasize the use of unifornr procedures ¡nci the
necessity for task accomplisl-rnrenl.

B. Make yourself available for dìscussion but not J)uslì ),our
involvement.

C. Talk with followers and then set go¡ls.
D. lntentionally not intervene.

3" SITUATION

N4cnrbers of your Broul) arc

You have normally lt:ft thenr

,lrrd intcrpcrsonal rr:lations

your 8,ro[Jp ¡s rncreasrnS.

all nlenlbers were awaTe

cx¡rectecl standards of

ALTERNATIVE ACTIONS

You tryoulcl ...
A. Engage in friendly interactio¡1, bul continue to nrakc:LLrr:

that all members are aware of tlreir respurrsibilrtic:, .rrrrl

expected standards of periorrrrance.

13. Take no definite action.
C. Do what you can to nlake thi: grou¡r lccl inr¡rrrrt,rrrl ,rrrrl

i nvo I ved.

D. Êmphasìze the inrportancc of rjcarllines ¡nci r¿sk:.

unal¡le to solve a problem.
alone. Croup performance

have been good.

ALTERN]ATIVE ACTIONS

You woulcl ...
A. Work with the group and togctlrcr engaSc ìn ¡rrob-

lem solving.
B. Let the g,roup work it out.
C. Act quickly and firmly to correct ¿ncj redirect
D. Encourage the group to work on tlìe problenr arrrj be

supportive of their efíorts.
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4." SITUATION

Yr¡u are considering a charrge. Your [ollowers lrave a ii¡le
record of accomplishment. Tlrev respect the need for

c h ange.

5" SITUATION

The perfornrance oi ;'our group has beerr dropping dur-

ing the last few months. Members have been uncon-
cerned with meet¡n8, objectives. Redefining roles and

responsibilities has irelped in the past. They have con-

tinually needed rerlindirrg to have their tasks done on

I i nre.

ALTERNATIVE ACTIONS

You would. . .

A. Allow group irtvolvetìrent ¡n develtrg;ing the clr.rrr¡c, but

not be too directive.
B. Announce changes and then irtrltlenrerrl rvith t.lost'

su peñisipn.
C. Allow the group to lorrnulate its orvtr dircct¡orr
D. lncorporate group recommendatrons, but 1'ou clire<.1 lhe

ch a ng,e.

6 SITUATION

You stepped inl<l ¿rr e[iicienlly run organizatiorr'

¡rrcvious adr¡inistr¿tor tightly controlled the situation.

war'ìt to nlaìntaìn a ¡lrocluctivc'sìtuation, [¡ut would
tr; Ilegirr lrurrratrizinrl llle etlvitonnltltlt.

Copyrrghl O 1971. l9Bg by Lerdcrsnrp Studrc's. lnc. All rights reserved

ALTERNATIVE ACTIONS

You would. . .

A. Allow the group to formulate ils own ciirection.

B. lncorporate Broup recomtrendations, but sec' lhal ol)-
jectives are met.

C. Redefine roles and responsiltilitres attrl sul)ervtstì
carefu I I y.

D. Allow gror,t¡t trtvolvenrent irt <lt'tcrtrrirrirrg lole'.uttl
responsibilities, but not be too clireclivt:.

The

You

I ike

ALTERNATIVE ACTIONS

You n,ould. . .

A. Do what you (:an lo tììake tlte grt.ru¡r lccl irììl)(irl.rlìl ,)rì(j

involve'd.

ll. Enr¡rlrasize tlìc inllx)¡"tanc<: of ricadlirres ¡rtri l,rsks.

(.. lntt:ntionally rrot irrtcrverrc.

D. Cet llre group involved itr dccisitrt nrakirrg,. lrtrl :ct tlt.rl

obiectives are r¡et.
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3" SITUATION

You are cons¡derinB changing to a structure that will be

new to your group. Members of the Broup have made su8-
gest¡ons about needed change. The group has been pro-

c.luctive and clemonstrated flexibility in its operations.

E" SITUATION

Cìrou¡r ¡terforrnance ancJ interpersr.rrral rclations are good.
You leel sonlc.what insecure a[)out vour lack of clirection
tli the group.

ALTERNATIVE ACTIONS

You would. . .

A. Define the change and supervise carefully.
B. Participate with the group in developing the change, l-lur

allow members to or8anize thc im¡rlernentation.
C. Be willirrg to make chang,es as recomrlendecl, bul nr¿in-

tain control of implementaticln.
D. Avoid corrfrontation; leave tlrings alorte.

q. SITUATION

Your boss has ap¡rclinted you to lread a task force that ¡s

far overdue in making requested recommendations for

clrange. The group is nol clear on its goals. Attendance

at sess¡ons iras been ¡roor. Their nìeetings have turned into

socìal Batherings. Poientially, they have the talent

necessary to help.

ALTERNATIVE ACTIONS

You r+'ould...
A. Leave tlre group alone.
B. Discuss the situation with tllt: r¡rorr¡r,r¡tl tlri:r'l urrlr.rtt

necessary changes.

C. Take stel)s to direct followers [r.rrr,,rrl rvorkirtg írr .r rvell-
defined manner.

D. Be supportive in discussing the silrJ¿tiorl r.r,ith llre grouJr,

but not too directive.

ALTERNATIVE ACTIONS

You would. . .

A. Let the group work out its p¡-oblcnrs.

B. lncorporate group recomnrencJ¿t¡ons, bLrl sce llì¡l ob
jectives are met.

C. Redefine goals and supervise careiully.

D, Allow Broup involvement in settinB goals, but not push
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r@" SITUATION

Your [ollowers, usually able to lake responsibility, are not
responding to your recent redefìrìing, of standards.

îî. SITUATION

You have been promoted to a new position. The previous

supervisor was uninvolved ín the affairs of the group. The
group has adequately handled its tasks and direction.
Croup interrelations are good.

ALTERNATIVE ACTIONS

You would. . -

A. Allow group involvement in redelirrin¡3 standards, but

rìot tâke control.
B. Redefine standards and su¡;cn,rst: carcfully.
C. Avoid confrontation by nol applying pressurÉì; leave llre

situation alone.
D. lr-rcorporate Broup reconrnlenrl¿tions, but scc tlrat ne\v

standards are met.

îA. SITUATION

f{t:cerrt inforrn¿tiorr indicates s()rne irrternal difliculties
,rrrrc-rng lollowers, 'lllc grou¡-r lr;rs a rcr¡rtarkable record of
;rcconrpl i sh ment. N4(ìrn[)ers h¿vc ellectively mai ntained
lr.rrrg-rangc goals. Tlrcy havc r,rorkt:cl irr harnrorry for the

l),ì:,t )/c¡r. All ¡rc rvr.'ll t¡ualilirrrl íor thc task.

ALTERNATIVE ACTIONS

\bu would. , .

A. Take step5 to clirect followers t()r\'¡r(i rvorkirrg in ¿ rvell-

defined manner,

B. lnvolve followers in decisìon nraking arrd reirríor<.r, ¡¡ooc1

contributions.
C. Discuss past performance r,r,ith tlre grrrul; and thcn ex-

amine the need for new praclic(,5.

D, Continue to leave tlre group alone.

ALTERNATIVE ACTIONS

You woultl ...
A. Try out your soluliort witll l.ollorvcr: ,ul(.1 cr.rlrlc llrc

neecl for new praclices.
B. Allow group nternllers lo \\,()rk rl OUt llrcrlrsr:lr,r.':.
(-. Act c¡trickly and firnrly lr) r ort,r i ¡¡rrl rt-'dirc:t t.

D. Partici¡rate in ¡rroblenr discrsrrorr rvlrilc ¡rroviding:u¡r-
llort for followers.
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Appendix C

Addicional Variabl-es
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I

2.

ÀPPENDIX C

ADDITIONÀL VARIÀBLES

OUESTIONN.\TRE

In what year were you born'? l9_

What is your gender? lv{ale_ Fernalc-

a) Ar which University do you hold an acadernic appointtnent irì Lilù

Department of Family Medicine?

_British Columbia 
-Toronto_Calgary _McMaster

_Edmonton _Sherbrook
_Saskatchewan 

-Laval_Manitoba _Monrreal
_Western Ontario _McGill
_Ottawa _Dalhousie
_Queen's _Memoriai

b) How many years in total have you held academic appointmenr?

_less than one year

_one to three yea-rs

_four to five years

_six to ten years

_ten to twenty years

_more than twenty years

In rvhat year did you graduate with an M.D. degree? i9-

Are you a Cerrif,rcant of rhe College ol Family Physician's o1'Canada tCìCFP)'l

_yes

).

6. How nrany years ol
family medicine and

postgraduate (residencv) training did vou o'ut¡irl (including botl'

other specialities)?

_ 0 vears

_ i-2 vez.irs

_ 3-5 ¡'cars

__ ).'-i .¡clils
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1 what otlier degrccs tio yotr lloltl'Ì (Plcasc cllcck as In¿ìlìy ciltcqorres lts arc nccessary )

-tSachclor 

( Please sPccilY--- 

-)

Diplrtrna rn (Plcase specrt\

-ivllster 
(Pie:rse spccrl\ ,-.'''.-.--'.'---'--)

__Pf'l D {plclse soccrt\ 
--)

,-Orher (p iease sllce il r 

-_----=_-=_--\
8.a)Whatkindsoladministrative/leadershippositionshaveyouserl'ed'orarecurrently

sewing? (please check as many as are appropriate)

-University 
Department Head

Hospital DePartment Head

Associa¡e or Assistant Dearl

Chair of DePartmenal Comrnitte¿

Chair oi FacultY Cornmittee

Chair of Professional Organization

_other (please sPecifY)

b) how many years have you served in your current position?

-less 
than one Year

-one 
lo three years

-four 
to fìve Years

---six to ten Years

-more 
than ten years

gHor'r,manyyearshaveyousen,edintheatbrementiolledpositionsintonl?

less than one Yeer
l -4 vea¡s

-5- 
[0 Years

I i-i5 Years
l6-20 vears

20 olno,a t t"'
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l0 I-f Ow suppOrtive <Jo you iecl your collcagucs ltrc/rvcrc to Votl llì your prese Iìt

acjnlinisrrarive/lcadership position. (Please circlc the ittìswer wlticll is closcst to how You

t-ce I )

rìot slrglrtlv verv crtrcrtrel¡'

sLrpporrivc supportlVe srrpportlvc stlpporli\Ù

ti Florv supporrive do you feel your iamily and/or irierrds are lo vou itl vour current

acadenlic position? (please circle rhe answer whicil cornes closest to how vou ieel)

not slighrlY verv e rtrentelY

supportive supportive supportive supportivc

Please complete the following sentences. (Circle the word in parenthesis which would

come closest to completing the sentence lor you')

t2 [am (nor, somewhar. very. extremely) confìdent in mv skills as a teacher.

13. Iam (not, somewhat, ver)/, extremely) confident in mY skills as a leader'

i4. I (never, somerimes, olten, always) keep track of my protèssional developmentãl needs'

15. Please read the following story and choose who you are most like.

Borh Kelly and Læstie think ir is important to rake ca¡e oi academic committee work'

Kelly always makes a ma-ximum effort cheerfully, sees life as strenuous but exciting' and

anricipares change as a useful stimulus to development. By contrast, Leslie hangs back

from involveme-nt in msks, often appears Uxed and sees the possibility of, change as

disruprive ro comforr and security. (Please check ( /) rvho you feel you are most like

from the iollowing choices).

Do you feel:

-exactlY 
like KeiiY

somewhat tike KellY

halfway between both Kellv arld Leslie

somewhat tike Leslie

exactlY like Leslie
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Appendix D

Letters of Permission



Dr. D. IrbY
Medicaf EducaLion
SC4 5
Uniwersity of Washington
SeattIe, Washington 98195

Dear Dr. IrbY:

I am writing co seek your written permission to use all
or part of " Ti:e SeIf-aèsessmenE Inventory for CIinical
iã."Ïi"g in Medicine" developea !V You' r wish to use Ehe

insErumen. as ghe independenC variable to study the research
question " fs =áÏi-þ.r..pt.i_o_n of effecLive Eeaching associated
wit.h seì-f -percãpCiãn of- effeccive leadership alno.ng Canadian
acad.emic famiiy- þhysicians: I have chosen chis research
question tor mf UasËer of Education thesis aE the Facul-ty of
Education, Univer"iey of Manitoba, winnípegl Manitoba in which
i-n".r. pursued sEud-iäs in che program entiele¿ Administration
an¿ Governance in posE-secondåry InsEítutions. I conpleted
all my course work for Ehe ¡,lascdr degree during my sabbatica-l-
Iast year.

Your instrument was Ehe best suited for measuring
clinical c.-.niãt.- Ouring the Iiterature search I was unable
rã-Fi"O any inioilnacion oá ics reliabilicy and validicy' If
vã"-ñá.ru a-ny fureher information abouc these aspects of che

instrumencrwoutabegraEefulifyoucoulrlforwardthemwit.h
thepermissionlecterwhichlrequirefortheethi-csand
ifr."i= CommicEees at the Universily of lulanítoba '

I am currently an associate prof es-s.or. wich the Department
of Family uu¿lli"t., racult'y åt Mtdt-t-i11' University of
Manitobaandgreatlyapprecrateyourconsid.erationofthis
recmesr. r wiíi gfaåfy ?-ft"re che iesults of my study wich, you

when the resulc" áru aïailable. I may be reached at the above

clinical add.ress and phone number or by fax at
for further information '

135

November 21, L992

Yours sincerelY,

Frank J. Marcrn, M'D
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l-rom:{Javid M- lrby

Nor,¿mber 27, 1992

To:Dr. Frank Marrin 11n7F? st21i35:2O

Dr Frank lvf¡r1rn
Depannrent ol- lì¡rnl r l-r' \ f cci icrnc
I-Ìniv¿rsitv of \,f anitobrr
S¿ver.r Claks G¿ner¡I liosl-.ìtaI
23CrO ñfcPhil ips Srreet
\\'innipeg, Vfanitoba R2\/ 3\.'f3

Dear Dr. Martinr

I a¡l delighted to hear of 1,our rvork on an advanced degee in education \Ve irre creùtrns doct¡r¡l Drosr:anl

optionsinmedical educationasanareaolconcent¡ationintheCollegeoiEducatic.nPhÐpri-rgranr. Iamalso
pleasedtoieamofl'owinterestinusingmyself-assessmentinventory. Youhatemvpemrissir.ntousèthÈ
inventory. for 1'our research or to adapt it as you see lit I have not done an_r'reiiill-.lliri stuclles .r;-r the selll
assèssmenttbrm. But,theshorterversionoftheformthatisusedforstudentratrns.shashighreliabiiitr'lsee
IrbyD. andRakestrarvP.: EvaluatingClinical Teachingin\'fedicine J. Nfed. Educ 56.l¡^l-1S6. l95l)

\fy, latest research on clinical teaching has moved at'ay lrom descriptions oiteach¿r charact¿ri,*tics ic.ri'ard

iilu¡rinationofteacherknorvledge,reasoninganciaction. Thei-rrstins¡alimentol':jr>rcsearchisintherecent
issue oiAcademic \{edicine (see Irby D. Horv Attending Ph1'sicians lvfake l¡sti-uciLonal Decrsions ilhen
Conducting Teaching Rounds. Academic Nledicine 67:1t-1. 630-63S, 199:)

Let nle knori, ii l can L.e ot't'Lrrthe¡ assistancè to vou Besi rtishes tor successluÌ coiriirleir¡n ¡l'i trur research.

S incerely,

David M. Irb1,

Pro fessor
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Ijovembe r 2 l

Ms. S. Moskal
Pfieffer & Company Incernational Publishers
4190 Fairwiew Street
BurIingEon, Ontario L7L 4YB

Dear Ms. Moskal:

f am writing co seek your permission and any antic:-paied
costs for using the LEAD-SeIf/Code 019APS instrumerit developed
b1r Hersey and Blanchard for my Master of Education thesrs ac
the FaculE.y of Education, University of Manicoba, wrnnipeg,
Manitoba. My thesis eopic is enEitled "Is effecrive teaching
associated wich effective Ieadership in academic family
medicine?" The LEÄD-Se1f instrument will be used as the
dependent variable for this research quesEion. I wi]1 require
approximate1y 200 instrumenLs, or at the most 400 ins¿ruments
if a second mailing is required for non-respondents, to
compJ-ete the sEudy.

fn the Spring of chis year I contacted the Centre for
Creative Leadership in La Hoya, California and calked wich a

representative of your company in San Diego who advised me

that there was a reduced cost of the instrument if used for
research purposes A letter from my thesis advisor, ¡-f
requireo¿ can be forwarded to you. I would be gratefuì- if ycu
could also forward any information documenting Lhe reiiabilit¡2"
and validity of Che instrument for research because f have nol
Come acrosS such information in my review of Ehe l-j-¡eraCur:e.

I greacly appreciace your consideration of
I can be reached at Ehe above address and onone
fax for anY further infor-ma¿ion
requrrei.

my requesL.
number oi: b.''
r.'hi ch mai' be

1,1 air i:
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FA\{¿ròl l3l.5o/5

f NTERNAIIONAL PUBLISHERS

(-\!J Un,verr,ry rssoc,rre ,
,O,l -1'f.¡o . lùrail¡o . ÁmÍcr¿om Tc¡rcv

t 1 )q o1

Frank J Martin tf.D.
Family Practice
Residency Program
Seven oaks General HospiEaI
23oO McPhilIips Sr
winnipeg MB R2vlMj

Dear Frank:

Thank you for your recent letter concerning the Lead SeIfinstrument by paul Hersey/Ken Branchard. yóu nay purchase thisinstrument at a r:educed cost of 52.50 ea for yoür'thesis. you
did not mention how you were going to score this instrumentr. r{ehave.two scoring instruments.. llLEÀD Directions for Scoring.providing infornation and perceptions, 2l LEÀD MatrixDirections for Scoring providing feedlack.

The LEÀD summary does not provide reriability or varidation. Mysuggestion would be to contact the authors. I,m sure
they would have the information you require.
When ordering. please refer to this letter for pricing. f.Jewill- be. able to provide you with prod.uct within ì busiñess daysof receipt of your order.

thanks for selecting Pfeiffer & Company for your needs. I
forward to speaking with you in the future.

Goorl LLrc t- I

Best Regards,

Suzanne Moskal
Manager Canadian operations

Many
look
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Fel:ruary B, 1995

N4r Frank J Martin
Seven Oaks General Hospital

Family Practice Res Program
2300 Mc Phillips Street

Wimipeg, Manitoba R2V 3M3

Canada

Dear M¡ Martin,

Thank you for your interest in Situati'onal Leadership@

You may use a copy of the LEAD Self instrunrent providing you pnnt

on the copy in large block ietters "COP\aRIGFITED N4ATEzuAL DO

NOT REPRODUCE, Escondido, California: The Center for

Leadership Studies All Rights resen'ed "

The Center for Leadership Studies i:; the sole copyright holder fbr the

Situational Leadership@ model This is a one time use pennissiot't otrh'

Sincerely,

$/o Groom
Penlissi orrs Depari nlent

?Jû\/ ii-jtRDAVtNUi tSCOl"JDlDC aALIíCßN¡¡illr-ll-:':iiô[ Õ1q|]4i (¡r*r:;
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Appendix E

The Teaching and Leadership Ouestionnaire
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When completed please return in the setf-addressed ertvelopc to:

Dr. Frank Martin
Department of FamilY Medicine

158-770 BannatYne Avetrue
WinniPeg, Manitoba

R3E O!V3
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Y0rr rrill lrc tlsl<crl to cortrplctc tltrcc scctiorrS irt tlris qtrcstiorlrritir'c:

I Questioru about Yott

f t -l'cr'rchirrg ßeltaviours

t tl I-c:rdcrstriP [Jclr:rvioum

[æt's go on to the first section âbout you. PleaSe check ( /) or cornplete cach qtrestioll

irutructed.

SECTION I - OTIESTIONS ABOUT YOU

ln rvhat year were You born? 19-

\1¡hat is your gender?
1) 

- 
Male

2) _ Female

At rvhich university do you hold an academic appointment in the Departrnent of

F¡mily Medicine,
3.

1) _British Columbia
2) _Calgary
3) _Edmonton
4) _Saskatchewan
5) _Manitoba
6) _Western Ontario

Ð 
-Ottawa8) _Queen's

In rvhat year did you graduate rvith an M'D' degree? 19-

r\re you a Certiticant of the college of Family Physicians of canlda (ccFP)'l

l) _yes
2) _no

9) _Toronto
10) _McMaster
11) 

-SherbrookL2) _Laval
l3) _Montreal
14) _McGill
15) _Dalhousie
tO N{emorial

4.

a
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6. I Iorv rrrany ycarìs of postgrrduatc
(irrcludirrg both lamily nredicinc

z

irrtcrrrshi p arrd/or residcrtcy
and other spccialitics)?

tr':tinirtg did -you ol¡tailr

(Please check as nìarly câtegories as are

have -you served i¡r the Past?

r)
)l
r)
¿t)

s)

_ I - Il months

_ I year

_ 2 ,vears

_3-5ycars
> 5 years

'7. What other degrees do you hold?
necessary.)

8.

_Bachelor (please specify)

_Diploma (pleasespeciîy)

_Master (please specify)

_PH.D. (please specify)

Physician Management tnstitute Certificant
(please specify t evel)

Other (please specify)

tVhat kinds of administrative/leadership positions
(please check as mâny âs are appropriate)

_University Department Head

_Hospital Department Head

_Associate or Assistant Dean

_Chair of Departmental Com¡nittee
Chair of Faculty Committee

_Chair of Professional Organization
President andior Vice-President of

_other (please specifY)

Committee
Prolessional Organization
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9. a) Wlr¡t frinds of adrninistrativc/lc¡dcrship ¡rositiorrs âr'c _you crrrrcrrtl,y scrving?

_Univcrsity Depârtmcnt I-lcad

_l{ospital Department Head

_r\ssociate or Assistant Dcan

_Chair of Departmental Conunittce

_Chair oI Faculty Comnrittee

_Chair oI Professional Organization Committee

_President and/or Vice-Presi dent of Pro fession al O rgî nizàti o rl

_other (please specify)

b) Horv many years have you served in your current position?

_ less than I year

_1-3years
_4 - 5 years

_6-l0years
_ more than l0 years

t0. How nrany years have you served in the aflorenrentioned positions in total?

_ less than I year

_1-3years
_4 - 5 years

_6 - 10 years

_ more than l0 years

1L l{ow supportive do you leel your colleagues are to yor.r in your present

adrninistrative/leadership position? (PIease check the answer rvhich is closest to horv

you feel)

_ rìot supportive
_ stightly supportive
_ vcr_Y supportive

- 
erlrernely supportivc
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12. florv srrpporlive do yorr fecl your f¿rrnil_y or significlnt otllcrs ltt'e to you itt vottt
cut're¡t âcâdcnìic position? (plcase check thc arì.s\ver rvltich cortrcs closc-st to llorv,Ì'r)tr

feel)

- 
not strP[)ortive

- 
slighttY supportive

- 
very supportive
eKtremelY suPPortive

Norv, pleasecompletethefotlorvingsentences.(Circletlrcrvordinparenthesesrvtrichrvor¡lrl
come closest to completing the sentence for you.)

13- [ am (not, somewhat, very, eKtremely) confident in niy skills as a teacher.

14. I am (not, somervhat, very, extremely) ccrnfìderrt in Ir-r1' skills as a leader.

15. [ (never, sometimes, often, alrvays) keep a list ol my professional developrnental

need-s.

16. Please read the following story and choose rvho you âre most like'

Both Ketty and tæstie think it is important to take care of academic committec

rvork. Kelly always makes a maximum effort cheerfully, sees life ¡s strenuous but

exciting, and ânticipates change as a useful stimulus to development. By contrâst,

tæslie hangs back from involvement in tasks, often appears taxed and sees the

possibility of change as disruptive to comfort and security. fPlease check ( i) rvhc

you leel you are ¡nost like from the follorving choices).

Do You feel:

-exactlY 
tike KetlY

-somewhat 

Like KellY

-halfway 
between both Ketly and [.eslie

-somervhat 

like Leslie
exactly like Leslic

YOU I{¿\VE COMPI-IìTED SECTTON T. PLE.I.SE PROCEED 1'O SL]C]'ION II ON'fI{I'
NEXT PAGE \VI{ICI{ ASI(S ÀBOUT YOUR PERCEP'I'IONS OF YOUIì 'I'E'\CI{INC

lìlìll,\VIOURS.
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Direcliotts: I¡r this irrvcrrtory tlìcrc arc st:t(c¡ncrtt-s x,lriclr r.cflcct sornc of tllc \vlt-Ys clinical it¡strtlctors c:ì¡t

llc tlcscrilrccl. lìor eaclt stiìtc¡tìerìt, circlc the nuln[)cr on ttìe scale \vlticlt inclicatqs ltov descriptive thc

ltc¡aviotrr is of yorrr tcâclìing. 'I'he scale ranges frorn I for not ât âll dcscri¡rtive to 7 for very dcscriptive.

Chccl< ( /)if tlre ltch¡viour is rrot applicatrlc to tlrc type of teachirtg yotr do.

lrr ratirrg yoril.tctclring, rcspond to eaclt itenl clr-c{'rrll_v lrrd thotrghtfr¡ll-v. '\void lcttirtg -yo(ll'rcsllollsc
to sonlc itenrs influcrrcc your rcspo¡rscs to ottìcrs'

'lE¡\CHER BEII,\VIOURS NOT Â1'

Â Lt-
D E.SC Iì f r'1'rVl

\.Iì R \
DESC R II'Ii\] I1

NOT

,\ PP Lf C,\ ll LE

A. O rganization/cla ritv

t.
2.

4.

5.

Su¡rmarizes major Points
Explairx clearly
Communicates Ìvhât 'ts

expected to be learned
Presents material in an

orgânized mânner
Emphasizes what is imPortant

()
o

t234561
1234561

123-f-i67
12,i4-561

1234567
r234561
r234561

) ()

()
()

B, Enthusiasm/stim ul atio n

Stimulates student's/resident's
interest in the subject
Is enthusiastic about the subject
Seems to enjoy teachi-ng
Is a dynamic and energetic
person
Has an interesting style
of presentation

C. [¡rslrrrctor know ledge

12.

Reveals broad reading in his/

her medical specialty
D i rects students/residents
to uselul literature in the field
Discusses current develoPrnents
in his/her specialty
Demonstrates a breadth of
hnorvledge in medicine generzrll-v

6.

7.
8.
q

[0.

o
o
()

()

()

il

t3.

14.
)

-l

(ì

()

()

()
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1'Iì,\CIIER BEf'IA, VIOURS NOT AT

ALL
DE-SCR ITTIVE

VER Y

DËSCRII'TIVtÌ

NO-f

APPLICÁIII,E

t5. Discusses points of view other
tllan hi-s/hcr orvn

Ilapport
16. Provides professionâl supporl

rrrd encouragement to
st udents/residents
Establishes rapport with
others
Encourages a climate of mutual
respect
Listens attentively
Shorvs a personal interest
in students/residents
Corrects studests'/residents'
mistakes without belittling them
Demonstrates sensitivity to
the needs of others
Willingly remai¡s âccessible to

students/residents

.l 4 ()

()

()

()
()

()

()

()

o

()

()

()

()

()

o
()

()

()

r).

17.

18.

r9.
20.

2t.

22.

23.

27.

28.

29.

30.

ll.

Jl.

t23456

t23456

t23456
t2345ó

123456

123456

123456

t23456

7

'7

7

7

7

7

E. lnstructional Skill
24. Encourages active participation

in discussion
25. Utilizes audiovisual resources

effectively
26. Gives studentsiresidents positive

reinforcement
for good contributions,
observations, or performance I

Cears instruction to students/
residents level of readiness I

Quickly grâsps what students/
residents are asking or telling I

Arrsrvers carefuUy and preciselY

qrrestions raised by students I

Q uest ions students/residents
to elicit underlying reasoning I

I{ el ps students/residents
organize their thoughts
:rtlorrt patient problems I

l)crììo n-strates clin ical proced tr r-cs

:rrrd techniques being tatrght I

23456

23456

234

234

234

234

234

56

5ó

Jô

56

s6
7

1

2345

2345
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'rE^CI IER IIEII¡\ VIOURS NOT ,\-I
ALL
DESCRIPTIVIi

VI'RY

DESCRIrI'IVD

NOT
,\PPLICABLE

F. Clinical Sr¡oervision
33. Comnrunicates roleexpectations

to students/residents
34. Guidesstudent's/resident's

development of clinical skitls
35. Providcs specific practice

opportunities
36. Preparesstudents/residentslor

difficult ctinical situations
37. Offers special help when

difficulties arise
38. Observesstudents'/residenls'

performance frequentlY
39. Identifiesstudents'/residents'

strengtbs and limitations
objectively

40. Provides frequent feedback on
students'/residents' performance

41. Makes specific suggestions for
improvement

42. $ssms well prepared for
teaching contacts
with students/residents

43. Questions students/residents in a

non-ttrreatening manner

Clinical Competence
44. Demonstrates ctinical skil.l and

judgement
45. Demonstrates skill at data

gathering
46. Objectively defines Patient

Problems
47. Synthesizes Patient Problems

rapidly
48. lnterprets laboratorY data

skilfully

Professional Characteristics
49. Takes responsibilitY for otvn

actior¡s and procedures
Recognizes own Iimitations
See¡rs to have self-confìdence
Is self-critical
Is open-mindcd :rnd non-
judgemental
Does not appeâr to be arrogant

z

)

)

)

!

'l

5

5

-l o

34 56

56

5ó31

J4

3.1 f0

3456

23,1 ¡

J

4

I
{

6

6

6

6

6

ó

7

1

1
'i

7

1

()

()

()

()

o

o

o

o

o

o
()

()

o
()

i)

()
()
()
()

()
()

'l

G.

)

)

)

')

H.

5

-t

i
i

2_ì
2-l
z3
2-l

a)L_1

1-7
l
{
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yo. ¡avc corrr¡;[ctcri ¡rort: tlriln trvo-tlrirrls ()f- tlrc (lur'.sti(lrrrr:rirc rrrtl rvill ltc 0r'occctling to tllc I-8,\[)-Sclf'

Qrrcstionttlirc, tlrc thircl irncl l:t'st scctiotl, rvhich i's erìclosc(l'

Do rlot resporrrl to thc itcrns ls if thcy \vcIc piil1 ol:ì test ot itt tct'ttt-s ol rvltltf vtltr tltirlk a leadcr or

nìarager ought to cìo. Rcsporrcl to the iterrrs in ternrs of tltc w:r.y -Yor¡ tltinli yotr ltavc l¡eltavcd in the past

,vhc,r-you rvcre f:rced rvith sitrrltions to tllose described or irr tcrrlls oI tlìc \v:ìys Yott rvotlld treltave if'yotr

rvcre facecj rvitll each ol thc situations describcd. In rcading each situation, irrtcrpret ke-Y corìcepts irì

terrtrs of thc environnlent or situation in rvhictr you ntost olten think of yorrrself iu a-ssurtling a leadership

r0lc. AS a teâchcr, think about your SttrdenLS :rS Subordinates' Do not changc 'votrr Situatiorral lramc of'

rcference frorn oltc itenl to irnother.

When you have conrpleted the LEAD-Setf questionnaire, please enclose all three sections of the

questionnaireinthestampe.lself-addressedreturnenvelope.Ifyouwishacopyoltheresultswhentlrey
âre cgmpiled, please call l and leave a me5sâge rvith your narne atrd addresS or nlail it in

a separate enveloPe to:

Dr. Frank Martin
Department of FamilY Medicine
158-770 BannatYne Avetlue
Winnipeg, Manitoba
R3E OW3

Now proceed to the inçtrlunent aod read the irstructions carefully. Do not pr'rt your nalne oll page I of

the questiorutaire and the LEAD-Self irutrument' You rvill not be scoring the irrstrument'
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Appendix F

Letter of Consent



151

APPE¡.IDIK F

LETTER OF INFORMATION
Dear CoIIeague:

.1ou are being asked Lo participaCe il-r a scudy to examine che
eífeccs of teaching on Leadership qualicies oI ceachers in FamiIv
irledic ine . The s cudy proposal was presenLed as a Free - S tandi-ng
papen aC che SecUion of Teachers Meering held at Quebec Cicy in
lggZ and the section mem-bers who attended we::e very intr:-gued by
the study -

The questionnaire wiII require appro-x:-maceiy 20 minutes- of
!,our: ¡ime and can be complered at your leisur:e You are asked to
ðomplece two Standardized questionnaires ancÌ provide some
informaCion about yoursel-f. UnfortunaCel-y, the questionnaire
proCecCed by copy.ignC has no French Eranslation anci all the
iuescionnaiies are *iitcen in EngJ-ish. I realize tha¡ an English
guescionaire may be a problem for you. However, I sincerely hope
Énuc despiCe cfris shoiCcoming you wiIl decide to participate an

this study.
ÀII the results and informaLion will be held in stricEest

confidence and your anonymit.y is ensured if the results are
presented in any form. Your responses wiII nor be shown to your
superior

YoumayrefusetoparLlcr-paEe,toansweranyofcheques!ions,
or Co compiefe t.he quesCionnaire any t.ime wiChouL any adwerse
consequences to you.

i am conducËing the s¿udy as a graduate student in the Facu1Ly
of EducaEion, Univeisit.y of MàniUoba, alChough I am known beEter in
Ãy "ssoci-ation 

wicfr t¡rd Depar¡menç of FamiIy Medicine, Unil"'crcirv
ci *anicoba. If you have any questions I may be reached at

where a message may be Ieft and I rvill contact you as soon as
possible trhereafter.

I woul-d be prepared to share the results of the study with you
ar a later daeei If you so desire a copy of Che results, please
contact me at ¿he abóve address either by phone or mail, Leawirlg
your name and address. To ensure your co_nf ident.ialicy, do not
return your name or add.ress with your completed survey. when the
resulcs are compiled, I will send them to you'

Thank you for your coope¡ation and cime in helping with this
scudv. Pl-ease take some Lime now to complete the enclosed
q.'..re=tio¡naire and return it in the self-addressed envelope'

Yours truÌy,

Frank J . ñ1a:¡ in ivl - D
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Chcr(e) collòguc

J aimerais, par la présente, vous det¡ander de parriciper à unc étudc qtri .i pout but

d'examiner les effets de ['enseignement sur les quaiités de direction des enseigltants en

ivfédecine de Famille. Le projet d'étude a été présenté comme comnlurtication inclépendantc

à la section des enseignanrs à ta réunion qui a eu tieu à Québec en i991. L-e:; nrenlbres cie

cette section ont dit qu'ils s'intéressaient beaucoup à cette étude.

Il vous faudra environ vingt minutes de vot¡e temps libre pour compléter ce questionnaire.

Je vous demande de bien vouloir compléter les deux questionnaires standardisés et de me

fournir des renseignements à votre sujet. Malheureusement, ce questionnaire, protégé par les

droits d'auteur, n'a pas été traduit en français et n'est disponible qu'en anglais. Je me rends

compte qu'un questionnaire en angiais p€ut vous causer quelques inconvénients- Ce pendant,

j'espère que, malgré cette cå-rence, vous decidercz de participer à cette étude.

Toutes les inflormations et tous les résultats seront strictement contidentiels ¿t votre arìonymai

reste assuré peu importe la forme de la présentation des résultats. Vos réoonses ne seront

pas communiquees àa voUe direcleur.

Vous pouvez refuser de participer, de répondre à n'importe laquelle des questions ou de

compléter le questionnaire sans peus des conséquences négaúves.

Je mène cette enquête comme étudiant de troisieme cycie à ta Faculté d'Ecjucation à

t'Université du Ma¡itoba quoique je sois mieux connu pour mon association avec le

département de Medecine de Famille à la même universiteé. Si vous avez des qeustions à

me poser. n'hesitez pas de me joindre au

Je vr'us rappelìcrar aussitôt que possible.

où vous poussez laisser un message

Je serai prêt à partâger aveÆ vous les résultats de cette étude lorsqu'elle sera t]nie. Pour

obtenir une copie de ces résultats, vous pouvez me laisser votre nom et v(rtre addresse aur

coordonnées ci-dessus. Pour assurer I'aspect conhdentiel de ['étude, n'envoYez pas \/otre

adresse avec Ie sondage complété. I-orsque les résultats seront compilés..ic vous les

enverrai.

Je vous remercie d'ava¡ce de votre concours et de votre aide avec cette çlude. J'apprécierais

si vous preniez Le temps de compléter le questionnarrc ci-joint ct Votr.s nìL'ìe ÍerlVLrviez dans

I'enveloppe prévue à cet eiret.

.-\vec i'erores.sion de Iìtes sentiments les meilieurs.

i:r:r;t:i i. \frrtirt. \f l)
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I'lrt:ultr t;l' l,'.rlrcati9.
ti'l'l I [(.'s,'\ I)l)lì()\i,\ L. tìotì]vI

ío lrc trttn¡tlr:ír;¡l lri tir,

ìlllc,ri iìtrtli

ilrc .:;ir), i.ii.r\|
lc¿dcrsl¡Líl'1.' .ìr rrid rL ¡:

N¡mc oI Prrncrprl in,,,csrigatorls; (plczrc p.io()

I cancls Joìln l'farc rir

Name olThcsis/Disscrt¿rron A-dvisor or Course lnsrrucior (rl l)rrncipal Invcsrì[ar¡_t¡ rs ¡

A. Sralker /' 
^ 

i r,rôôr

iruúc:ì : I ( plürsc pcil]t):

L1Vc, the undersigncd, agre4 to abidc by thc Uruvcrsity oi,!fanitoba s cthicål srand¡rds Jnd Lu:ieitjlcs lor rcsesrch
involving human subjccs, and agree to carryout thcstudy nanred above¿s desclibcd in ri¡c Erhics IìerìervAppiiç¡¡i6¡.

S i gn a t u re o I Th cs is/D lssc r¡ Lio n ..\r| r-< u. : .- r Co u rsc L.s ruoo ¡

(il- rc4uÍrcd)

Signature(s) of Principal Invcsrig¿¡6,1r¡

Si.g na ( u rc c t-Rçrsr/clr âûd Fthlcs
(l{) iìtrìl i i tc. tl:: lì r¡crso rr


