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Abstract 

The year 2020 heralded the global pandemic and the uncertainty of future challenges. In 

challenging times like these, it is difficult to lead and to remain motivated. Leaders, 

however, inspire and keep us believing and expecting that we can come out of today’s 

darkness. With the COVID-19 outbreak, the health system instituted rapid changes that 

signified the efficacy of medical leaders in crisis. This study’s document analysis 

explored how medical leadership has emerged and focused on the empowerment of 

physician leadership, as well as the purpose of training through medical education. The 

review of the literature analyzed the similarities and differences between widely accepted 

medical leadership frameworks and also the leadership frameworks. Similarly, the study 

analyzed the drawbacks of the literature review and recommended changes in 

frameworks to encourage aspiring physician leaders. Findings emphasized the need for a 

holistic approach (encapsulating all the systems of medicine, including complementary 

and alternative medicine) to the leadership framework. The study, therefore, addresses 

the possibility of physician leadership and how it can be implemented through formal 

medical education. The study reflects on the competencies physician leaders should attain 

and obstacles they need to overcome with a focus on adaptive leadership. 
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CHAPTER ONE: INTRODUCTION TO THE STUDY 

This study identifies, explores, and reviews the relevance of medical leadership and 

existing medical leadership frameworks and theories; examines their emergence, 

significance, strengths, and weaknesses; and develops a new focus that is suitable for 

application in practice. More specifically, this study focuses on the concept of physician 

leadership and the widely accepted Medical Leadership Competency Framework 

(MLCF) developed by the Academy of Medical Royal Colleges and the National Health 

System (NHS) Institute of Innovation and Improvement, U.K. (Warren & Carnall, 2010). 

This project is designed to encourage physicians to empower their voices for personal 

development and career progression. It also seeks to engage doctors in the planning, 

organizing, and redesigning of healthcare systems and developing medical leaders to 

deliver high-quality health care.  

As a physician, I can relate to the importance of medical leadership. I strongly 

believe that physicians have the power to either promote or inhibit change processes 

(Sebastian et al., 2014). This is because of my experience as a physician when I had 

opportunities to initiate changes. A physician is more connected to the public and has an 

influential position to effect the changes needed in the health organization. For example, 

health awareness can either be promoted or inhibited by a doctor depending on its 

consequences. Moreover, doctors, as medical leaders, have the opportunity to innovate, 

improve, and provide morale and quality care to patients. However, “Nearly all 

physicians take on significant leadership responsibilities over the course of their career, 

but unlike other occupations where the management skills are important, physicians are 

neither taught how to lead nor are they typically rewarded for good leadership” 
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(Rotenstein et al., 2018, p. 1). Physicians leading a healthcare system can make beneficial 

changes for healthcare outcomes, more so than those with specific management interests 

who are unaware of how systems work. In addition, medical leadership enables trained 

doctors to direct the practice of medicine, education, and career and personal 

development.  

This qualitative study explores existing medical leadership frameworks using 

comparative and document analysis. By definition, document analysis is a qualitative 

research method that systematically reviews and evaluates documents to elicit meaning, 

gain understanding, and develop empirical knowledge (Bowen, 2009). The documents 

analyzed include printed and electronic-based material, advertisements, agendas, 

manuals, background papers, books, and brochures; diaries and journals; press releases; 

program proposals; radio and television program scripts; organizational or institutional 

reports; survey data; and various public records. It is important in document analysis that 

the researcher find a balance between objectivity and sensitivity in such a way that 

empirical knowledge is produced and understanding is developed, rather than conveying 

whatever ideas come up in the researcher’s mind (Bowen, 2009).  

Leadership has no solid definition, and is moulded by the context and the way one 

perceives it. Yukl (2002) states that leadership is a social influence process, and it 

emerges from one person and is exerted on other people or groups. When viewed through 

the paradigm of social constructivism, leadership is developed through social interaction 

based on people’s experiences and backgrounds (Kezar et al., 2006). Edmonstone (2014) 

states that “leadership is seen as a social influence process balancing order and change 

and conducted through the making and mending of relationships and is, therefore, a 
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collective or shared activity, rather than an individual one” (p. 288). In the context of the 

healthcare system, medical leadership is a broad topic including physicians, nurses, and 

other healthcare professionals. By definition, medical leadership consists of having fully 

trained physicians occupying leadership roles relevant to the practice of medicine (Chadi, 

2009). The role of doctors in healthcare settings provides a critical layer in medical 

leadership frameworks. The medical leadership role of physicians can be used to 

overcome traditional professional bureaucracies and bridge a connection between so-

called hospital managers and patients, which in turn offers patients a better clinical 

experience. Often connected to the efficiency of healthcare delivery, medical leadership 

has been recognized by health ministries in many countries, such as the U.K., the 

Netherlands, Australia, New Zealand, and Canada (Chadi, 2009). However, there is a 

lack of a formal medical curriculum in the leadership training provided to doctors (Chadi, 

2009). To address this gap, this project sought to review the literature, analyze the 

existing frameworks in medicine, and develop a framework that will foreground the 

importance of medical leaders and shared leadership approaches in hospital care. The 

findings from this project will offer recommendations on how this emerging framework 

can be integrated into formal medical curricula as a leadership training program to 

enhance the appropriate skills needed to be effective medical leaders that support health 

reforms.  

Background of the Problem 

The need to examine the importance of medical leadership has been stated by 

several researchers who claim that putting physicians in formal leading positions is the 

only way to transform the healthcare system (Andersson, 2015; Baker & Denis, 2011; 
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Chadi, 2009;  Dowton, 2004; Edmonstone, 2014; Snell et al., 2011; Witman et al., 2011). 

In his study, Dowton (2004) called for “capable leaders in medicine to shepherd and 

influence the continued evolution of dynamic healthcare systems” (p. 652). The study 

claimed that society needs doctors to serve the ailing healthcare system by acting as 

leaders who are professionally meaningful and systemically effective. Dowton (2004) 

conducted a study in Australia and surveyed over more than 50 articles dealing with 

leadership, to give more explicit attention to creating linkages with healthcare 

professionals and stakeholders. He also suggested that training healthcare professionals 

adequately in the area of medical leadership could eliminate hospital inefficiency. 

Chadi (2009) argued that the main cause of physician dissatisfaction in hospital 

organizations lies in the fact that “the individual orientation that doctors were trained for 

does not fit with the demands of current healthcare systems” (p. 52). He also asserted that 

doctors who have completed years of demanding medical training would be unlikely to 

accept challenges in a work setting where their competencies were not valued. The 

challenge refers to the imbalance of the medical professional and management 

competencies which occurs as a result of lack of proper training. Chadi also 

recommended that Canadian health ministries acknowledge the importance of training 

medical leaders. In addition, Edmonstone (2014) concluded that “clinical leadership” is 

an entity that is often ignored or unaddressed for the convenience of a command-and-

control model of leadership. Edmonstone (2014) describes clinical leadership and clinical 

decision-making as typically collegial in nature. He conducted comparisons of 

international and individual countrries’ differences in the development of medical 

leadership. The study found that although all countries attempted to involve doctors in 
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management, the role of physicians as leaders was still perceived from a managerial 

perspective. The study urged researchers and medical practitioners to understand the 

disengagement between physicians and healthcare managers, providing a compelling 

factor to study the importance of establishing physician leadership with real authority to 

make changes.  

However, being both a manager and a physician implies identity struggles and 

ambiguity due to external demands (Andersson, 2015). This dual role has to be balanced 

by physicians themselves in order to construct an identity that supports medical 

leadership. Similarly, in order to increase the focus on medical leadership and to bridge 

the gap between managers and physicians, it is necessary to aim at integrating physicians 

into administrative structures (Andersson, 2015; Baker & Denis, 2011; Witman et al., 

2011). Researchers such as Andersson (2015), Snell et al. (2011), and Llewellyn (2001) 

claim that physicians can inhabit the managerial world, whereas non-physicians struggle 

to fit in the medical world. Studies also show that physicians can creatively reconstruct 

managerial discourses and technologies that benefit medicine, management, and patients 

(Andersson, 2015). Finally, several studies reveal that there is a growing body of research 

on physicians as managers that shows a hybrid form of leadership combining medical and 

managerial aspects (Andersson, 2015; Baker & Denis, 2011; Bondas, 2006). This 

hybridity may be a dilemma in developing a form of medical leadership that is based on 

structural changes aimed at integrating physicians into administrative structures. In order 

to expand opportunities for effective physician leadership, the conflicts between medical 

and non-medical managers must be better understood. This project examines the 
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challenges faced by physicians and affirms the physicians’ identity while incorporating 

management skills. 

Several well-known competency frameworks for medical leadership have been 

developed across the globe to bring physicians into leading positions. In England, to 

facilitate leadership development and to provide medical training from the undergraduate 

level to continuing professional development, the Academy of Medical Royal Colleges 

(AMRC) and the National Health System Institute for Innovation and Improvement 

(NHS-III) have produced the Medical Leadership Competency Framework (MLCF; 

Young et al., 2014). Since 2006, the NHS-III has been working with the AMRC to 

develop the MLCF framework to effectively influence the planning and delivery and 

transformation of health services (Long et al., 2011; NHS-III, 2010; NHS-III & AMRC, 

2011). As a result of these medical framework innovations, there is widespread support 

for a single leadership framework that promotes clinical leadership and an opportunity to 

create a bridge between health and social care through leadership. This study attempts to 

fill the gap in research with respect to medical leadership and medical frameworks along 

with their application to professional practice for empowering physician leadership.  

Statement of the Problem Situation 

Dramatic changes in the evolution of the healthcare system require more medical 

leaders to bring changes through healthcare reforms. Studies show that physicians still 

continued as health professionals along with their managerial roles but in new positions 

such as medial directors (Andersson, 2015). Physicians assume managerial positions and 

continuously and effectively assess medical issues establishing a hybrid leadership role, 

which signals a change beyond the traditional physician identity (Llewellyn, 2001). 
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During the process of researching this topic and analyzing the data, I found that most of 

the papers and articles were written by doctors themselves, which confirms the fact that 

medical leaders and practitioners are committed to realizing their role as societal leaders. 

Researchers like Chadi (2009), Dowton (2004), McKimm and Till (2015), and 

O’Sullivan (2016) claim that the field of medical leadership has grown from almost a 

non-issue in medical research a few years ago to something that has created major 

ventures in policy and practice. Till et al. (2015) found that leadership training for doctors 

is essential for future healthcare and also there is widespread attention internationally on 

the organizational and personal levels. 

Good medical leaders should be aware of the competencies and the mechanisms 

involved in developing leadership skills. According to Grady and Hinings (2019), 

physicians remain at the centre of medical leadership, not only because they represent 

healthcare, but also because they have the greatest capacity to affect system change. They 

go on to say that, as both leaders and managers within health care, physicians are being 

called to use their leadership and administrative skills to influence and accelerate reform. 

However, it is unclear how physicians can face the challenges and overcome the 

obstacles to contribute to this change. Berghout et al. (2017) state that physicians are 

encouraged to get back into the lead and proactively change their attitudes, education, 

practices, and field to meet societal and clinical challenges. Regardless of professional 

status and specialization in the field of medicine, physicians have a role in opinion-

making and are responsible for the overall outcome of patient care. Leadership, 

collaboration, interprofessional teamwork, and management skills are required for the 

provision of better-quality healthcare. Although medical leadership is a big change and 

many medical professionals and health organizations recognize the change, there is no 
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formal curriculum to make medical students become aware of this change. Chadi (2009) 

and Dowton (2004) suggest that training healthcare professionals adequately in the area 

of medical leadership could realistically eliminate hospital inefficiency. Eliminating the 

gaps in healthcare leadership will improve the healthcare system and respond to 

emergencies and uncertain situations like the current pandemic. 

To enhance individual consciousness of medical leadership and increase the 

likelihood of engagement with the change process, many medical leadership frameworks 

have been developed (Sebastian et al., 2014). One of the earliest models was developed at 

the John Hopkins Hospital in Baltimore, where the gaps between doctors and managers 

were bridged by creating a leadership framework wherein doctors where placed in 

collaboration with administrative leaders (Baker & Denis, 2011). The conflicts between 

managers and doctors were the primary reason for focusing on doctors to take 

responsibility for delivering and organizing medical care. Andersson (2015) 

acknowledges that “hospital organizations have always been described as difficult to 

manage and control, mainly based on a conflict between professional logic and 

administrative/managerial logic” (p. 84). The rise of medical director positions thus led to 

various programs which taught the medical leaders both administrative and managerial 

skills. Later, the U.K. health system examined the same topic to underline the lack of 

medical leadership. Furthermore, the NHS took concrete measures to implement good 

medical leadership and introduced both undergraduate and postgraduate training (Chadi, 

2009). However, despite the structural changes brought through frameworks, the 

effectiveness of medical leadership varied and faced failures. For instance, the NHS 

focused on the development of individual healthcare leaders, rather than healthcare 

leadership (Edmonstone, 2014). 
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Baker and Denis (2011) observe that professional domination in the healthcare 

system has been challenged as one of the external pressures affecting the need for 

improved performance in healthcare systems. They recommended that health system 

leaders should be recognized for the need to involve doctors in the managerial side, and 

more closely in decision-making. Andersson (2015) also points out that the social 

identities of managers and physicians are a matter of professional bureaucracy. In other 

words, a manager is not a professional when it comes to educational requirements and 

licenses. He also argues that it is an obvious identity conflict between physician and 

manager, with the latter being perceived as unscientific and political. The growing 

interest in improving the quality, safety, and efficacy of healthcare has made medical 

leadership an inevitable change.With the increasing trend to more team-based practice 

and integrated care approaches, it is important for doctors to have skills that enable them 

to function efficiently and effectively in more complex healthcare organizations (Clarke 

et al., 2008).  

The emergence of medical leadership has ignited the creation of various 

frameworks for medical leadership competencies. Although the U.S. was the first to 

realize and engage doctors in leadership positions, the model was developed by the U.K. 

as per the Griffiths report 1983 (Baker & Denis, 2011). In the U.K., the National Health 

System and the Academy of Medical Royal Colleges (NHS-III & AMRC, 2010) created a 

Medical Leadership Competency Framework (MLCF) to oversee clinical leadership and 

its development. The MLCF focuses on the leadership competencies a medical leader 

should possess and the incorporation of medical leadership in undergraduate and 

postgraduate curricula. A new framework called the Clinical Leadership Competency 
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Framework (CLCF; NHS-III, 2011) emerged from MLCF which includes five skill areas, 

based around self-leadership, collaboration and leading others, change leadership, 

innovation, and service management including outcomes (Hartley, 2016).  These 

frameworks have spread to Canada, the Netherlands, and Australia, and have been 

gradually incorporated into educational and professional practices. These frameworks 

were intended to describe the leadership competencies doctors needed to acquire in order 

to become more actively engaged in the planning, delivery, and transformation of health 

services (Edmonstone, 2014). The frameworks aimed at promoting the advancement of 

medical leadership, management, and quality improvement and were intended to apply to 

all medical students and doctors throughout their training and career. All these frameworks 

can be applied to all medical students and qualified doctors; however, the frameworks do 

not acknowledge other systems of medicine such as homeopathic systems or naturopathic 

approaches, because these frameworks were developed by allopathic physicians. As a 

physician of the alternative system of medicine, I contend that even though the method of 

treatment/philosophy differs, the basic education of being a doctor is the same for all 

medical professionals and the frameworks can be applicable to all the physicians. 

Such developments suggest that the ideas around leadership continue to evolve 

based on context and need. While countries like the U.K., Canada, Australia, and the 

Netherlands have different frameworks, they are unclear about the expectations of good 

medical leadership. This creates a challenge for medical educators regarding how to 

highlight and develop the characteristics of good medical leadership in medical students. 

To explain, most frameworks fail to illustrate that physicians who are managers need to 

know about the careful balancing of these two discourses and identities, and need to 

navigate carefully to avoid losing credibility as physicians if they act too managerial 
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(Andersson, 2015). There is also a lack of clarity in helping to address this gap and 

determining the boundary between being a manager and a leader. Noordegraaf (as cited 

in Hartley, 2016) found that such frameworks are not an indication of what occurs in 

practice, arguing that the content of these frameworks focuses on teaching how to lead a 

clinical team, with little attention paid to managerial and organizational issues. 

The fundamentals of bringing change in implementing medical leadership have 

been started in Canada. For example, the Canadian Medical Association’s Physician 

Leadership Institute (CanMEDS) has created a range of leadership programs for doctors 

to complete as medical leaders. CanMEDS has established a thorough description of 

seven essential skills that should guide the practice of a physician leader, proving that 

Canada is now embracing a new movement towards better medical leadership. Hartley 

(2016) noted that, previously, CanMEDS’s  model of medical education used the term 

“manager,” but in the new version, the term has been changed to “leader,” thus making 

an accurate reflection in the scope of competencies that doctors are expected to 

demonstrate (Hartley, 2016). This shift from manager to leader offers power and 

attraction to those doctors who have been reluctant to be managers. Andersson (2015) 

claims that becoming a manager might be perceived as a threat to, or a diversion from, a 

physician’s elite identity and to some extent, that is one of the reasons physicians resist 

this change. Furthermore, it shows the complexity in healthcare systems and calls for all 

doctors to contribute to the improvement of the system. 

Purpose of the Study 

The purpose of this research study is to explore the most popular existing medical 

leadership frameworks as they relate to empowering the voice of physicians. Specifically, 

the most widely accepted MLCF (Medical Leadership Competency Framework) is 
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analyzed along with the other frameworks developed by countries like Canada, Australia, 

and India. The research questions that guide this research study are: 

1. What is the significance of recognizing doctors as medical leaders in the context 

of medical leadership frameworks? 

2. How can existing medical leadership frameworks be improved to empower the 

physicians’ leadership? 

3. How can medical leadership frameworks be infused into the formal medical 

curriculum of all variants of the medical system (allopathic/naturopathic) in ways 

that empower physicians’ leadership? 

Importance of the Study 

Increasing coverage of priority health services requires additional resources, and 

good leadership is vital to using these resources effectively to achieve measurable results 

for positive system change (Negandhi et al., 2015, p. 5). Negandhi et al. (2015) 

demonstrate that leadership development can fundamentally change the way health systems 

work, provided that the basic four principles of leadership are adhered to the following:  

1. Leadership development must form the backbone of a health system 

transformation, not merely serve as its complement;  

2.  It must follow an overarching plan; 

3.  It must strengthen who leaders are, not just what they do; and 

4. Senior system leaders must sit in the center of leadership development, 

spearheading the leadership development effort, and not sit on the sidelines. (p. 5) 

Scope and Limitations of the Study 

This project focuses on physician leadership and how can it be empowered 

through medical leadership frameworks. Since the concept of medical leadership has 
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been identified as an emerging need in healthcare systems and physicians are stepping 

forward for its development, it has the potential to motivate future research and 

improvement. Bohmer (2012) found that calls for medical leadership have increased all 

over the developed world in response to increased demand and constrained resources. 

Similarly, developing nations like India have worked on a framework using existing 

frameworks from around the globe as reference points. This would encourage a change in 

healthcare leadership for other developing countries. Grady and Hinings (2018) assert 

that physicians remain at the centre of the medical leadership, not only because they 

represent healthcare but also because they have the greatest capacity to affect system 

change. They go on to say that, as both leaders and managers within healthcare, 

physicians are being called to use leadership and administrative skills to influence and 

accelerate reform. 

As a result of my lack of experience as a researcher, this study will have 

drawbacks. This study will be my first attempt to analyze and interpret data and do 

research. The study has several limitations. Firstly, it is assumed that its scope is limited 

and the resources are fewer, as the concept of medical leadership frameworks is relatively 

new and has only been around for a decade. Secondly, different countries have different 

frameworks. Consequently, because MLCF is the most widely accepted one, it will be 

given more preference throughout the analysis. This study therefore explains MLCF and 

its development more broadly. The study will also be limited to my own personal bias as 

an individual. My personal bias includes my culture and background. As an Indian, I 

have had different healthcare system experiences when compared to other physicians 

working in developed nations. My personal experiences as a physician would definitely 

affect my viewpoints and my ethical thought process may vary due to cultural beliefs and 
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practices that are prevelent in North American and South Asian contexts. As an 

experienced physician, I have been a medical leader, and had opportunities to help 

humanity. As a result, my analytical process reflects my personal philosophy, and it may  

have had a direct or indirect impact on the framework I planned to develop with the 

project. 

Chapter Summary 

In brief, the first chapter describes the beginning of medical leadership and why it 

emerged. The chapter analyzes the background of the problem and explains it with 

evidence from researchers. The research questions are explained to frame the purpose of 

this study. To analyze the documents of medical leadership, the next section reviews the 

existing literature. The next chapter provides an overview of medical leadership and its 

evolution and an examines the most popular medical leadership frameworks used in the 

U.S., the U.K,, Canada, and India. 
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CHAPTER TWO: LITERATURE REVIEW 

This project focuses on physician leadership and how it can be empowered 

through medical leadership frameworks. Specifically, it seeks to explore the most 

commonly used medical leadership frameworks and the frameworks’ emergence impact. 

This chapter presents a critical review of the literature and examines research related to 

the importance of medical leadership frameworks and their impact on physicians’ 

professional improvement. The first section of the chapter clarifies the term leadership 

and then medical leadership and its emergence and relevance to this study. The second 

section examines the most popular existing medical leadership frameworks. The third 

section looks at the literature specifically related to MLCF and how it has been accepted 

widely. The fourth section analyzes the documents related to leadership frameworks and 

their evolution in different countries. More specifically, this section reviews the attributes 

of leadership frameworks and how they can help to develop physician leadership. The 

fifth section describes the ways in which these frameworks can be incorporated into the 

formal medical curriculum by analyzing the drawbacks of the frameworks. 

Clarification of Leadership Terms 

In this study, the term leadership means an art of leading and motivating others to 

achieve a goal or vision. Similarly, the term “medical leadership” is significant because it 

is a broad topic that involves all healthcare professionals and staffs in the medical system. 

Then the most acknowledged term “physician leadership” is described to analyze the 

differences in both the terms. However, most of the resources define medical leadership 

in relation to physicians. By definition, “medical leadership consists of having fully 

trained physicians occupying leadership roles relevant to the practice of medicine” 
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(Chadi, 2009, p. 53). Chadi (2009) states that physician leadership implements changes 

and improvements in hospital and clinical settings by including resource managing, 

decision-making, recruiting, and medical consultation. The term medical leadership has 

several synonyms in the literature: clinical leadership, physician leadership, or medical 

leader. These terms will be used interchangeably in this literature review, in accordance 

with the source used by the researchers.  

Keijser et al.’s (2019) study demonstrates that misunderstandings arise from 

unclear distinctions between medical leadership and other function-realted forms of 

leadership. This study distinguishes between clinical leadership, which implies all 

healthcare professionals and managerial medical leadership, which includes physicians in 

hybrid leadership roles. Snell et al. (2011) define physician leadership as both formal and 

informal; they state that formal physician leadership is based on the assigned position or 

role, including clinical or management positions. On the other hand, informal physician 

leadership includes the activities on the part of physicians that focus on inspiring, 

coaching, motivating, mentoring, and leading improvements to maximize the 

improvement of healthcare systems. Angood and Birk (2014) found that the physician 

leaders have been described as “interface professionals” who bridge medicine and 

management, and who act as catalysts connecting an organization’s front lines of care 

with leadership and management. Having direct experience with patient care makes 

physicians have more extensive knowledge about the core business of caring for human 

beings and that helps them to collaborate with others to deliver the right care every time 

(Angood & Birk, 2014). 
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Emerging Theme: Hybrid Manager-Professionals Identity 

Clinical managerial “hybrids” is a term used to define those doctors or healthcare 

professionals who play key managerial roles in improving healthcare systems by 

mediating between professional clinical and management practices (Nzinga et al., 2019). 

The increasing need to provide healthcare with limited resources along with professional 

modes of organizing and managing healthcare made hybrid clinical managerial roles 

more legitimate. As such, those occupying these roles have been found to blend and 

hybridize health professionalism with management (Noordegraaf, 2007; Nzinga et al., 

2019). However, hybrids enacting their roles vary in ways that include protecting their 

professional identity or challenging a managerial role. Nzinga et al. (2019) found that 

those hybrids who were interested in managing willingly took on managerial roles and 

responsibilities in ways that challenged their professional norms by blending their 

professional qualities with managerial norms. 

Medical Leadership Frameworks 

In the U.K., in early 2000, Hay Group Management was commissioned to work 

for the NHS in England, and did desk research of 23 existing leadership and management 

competency frameworks used in public and private sectors (Edmonstone, 2014). The 

information was refined to produce an overarching model to embody a template of all 

qualities required by clinical leaders in the NHS. The Leadership Qualities Framework 

(LQF) was launched by NHS England in 2002 and reviewed and amended in 2006. The 

growing recognition of the importance of medical leadership led to a joint initiative 

project between the NHS-III and the AMRC (Edmonstone, 2014). Edmonstone (2014) 

reported that the project work culminated in the Medical Leadership Competency 
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Framework (MLCF) between 2006 and 2009, which described the competencies doctors 

need to develop to become actively engaged in planning, delivering, and transforming 

health services. 

The Medical Leadership Competency Framework (MLCF) 

The Medical Leadership Competency Framework (MLCF) illustrated in Figure 1 

(NHS-III & AMRC, 2010) is built on the concept of shared leadership where there is a 

shared sense of responsibility for the service provided to patients. The MLCF design has 

five domains and this study will explain each one of them along with the expected 

outcomes (see Figure 1). The heart of the MLCF is delivering services to patients, service 

users, and the public. The design describes the word “patient” to cover patients and all 

those who receive healthcare. Similarly, the word “others” is used to describe all 

colleagues, patients, service users, and the public. The five domains are described below. 

Each domain has four elements that are are considered to be essential for doctors to be 

competent. 

1. Developing Personal Qualities: 

• Developing self awareness 

• Managing yourself 

• Continuing personal development 

• Acting with integrity 

2. Working With Others: 

• Developing networks 

• Building and maintaining relationships 

• Encouraging contribution 
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• Working within teams 

3. Managing Services: 

• Planning 

• Managing resources 

• Managing people 

• Managing performance 

4. Improving Services: 

• Ensuring patient safety 

• Critically evaluating 

• Encouraging improvement and innovation 

• Facilitating transformation 

5. Setting Direction: 

• Identifying the contexts for change 

• Applying knowledge and evidence 

• Making decisions 

• Evaluating impact 

The MLCF applies to all medical students and qualified doctors and it has been 

classified into three main career stages: 

• Stage 1: up to the end of undergraduate training; 

• Stage 2: up to the end of postgraduate training; 

• Stage 3: up to 5 years or equivalent continuing practice. 
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Figure 1 

The Medical Leadership Competency Framework 

 

Note. Adapted from NHS-III and AMRC (2010).  
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The NHS and the AMRC intend MLCF to act as an aid to enable a doctor to be a 

practitioner, partner, and leader. Edmonstone (2014) describes “MLCF as a design for 

leadership development programmes, appraisal, and recruitment and to assist doctors 

with personal development planning and career progression” (p. 282). Thus, the MLCF 

aims to promote the advancement of medical leadership, management, and quality 

improvement of the medical career (Edmonstone, 2014). Young et al. (2013) state that 

trainee doctors will benefit from a greater understanding of global health and the 

complement of leadership competencies outlined in the MLCF.  

Clark and Armit (2010) describe the MLCF as “a design of education and 

training curricula and development programmes, that enable doctors to identify 

individual strengths and development areas through self-assessment and structured 

feedback from colleagues and assist with personal development planning and career 

progression” (p. 121). Keijser et al. (2019) add that “The competency frameworks can 

help raise awareness of the meaning of leadership, by bringing a lexicon with which 

individuals, organizations, educators and others can further debate on the nature of 

physician leadership and its associated value to organizations, professions and ultimately 

to patients” (p. 3). 

Medical Leadership in Different Countries 

Bohmer (2012) found that calls for medical leadership have increased all over the 

developed world in response to increased demand and constrained resources. Countries 

around the world started realizing the importance of good medical leadership and 

initiated waves of changes inside their respective healthcare systems (Chadi, 2009). The 

MLCF is the first leadership and management competency framework that created 
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awareness and was applicable to all stages of doctors’ training and career and in their 

practitioner roles (Clark & Armit, 2010). Several other frameworks including CanMEDS 

(Canada), Dutch Medical Leadership (DML) framework, and LEADS (Australia) were 

influenced by the MLCF framework and research demonstrates similarities in the 

identified competencies. 

A new framework called the Clinical Leadership Competency Framework 

(CLCF) emerged from the MLCF that was developed by the NHS, which includes five 

skill areas based around: self-leadership, collaboration and leading others, change 

leadership, innovation, and service management including outcomes (Hartley, 2016). 

These frameworks spread to Canada, the Netherlands, and Australia, and were to 

incorporate educational and professional practices. Following this, the NHS in the U.K. 

has also broadened its leadership framework with nine different domains (NHS-III & 

AMRC, 2010).  

In Canada, the Canadian Medical Association’s Physician Leadership Institute has 

a range of leadership programs for doctors to practice as leaders. The fundamentals of 

bringing change in implementing medical leadership have been started in Canada, 

making promising initiatives. The CanMEDS established a description of seven essential 

skills that should guide the practice of a physician leader, proving that Canada is now 

embracing a new movement towards better medical leadership. Previously CanMEDS’s 

model of medical education (see Figure 2) used the term “manager” but in the new 

version it became “leader” to more accurately reflect the scope of competencies that 

doctors are expected to demonstrate (Hartley, 2016).  
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Figure 2 

CanMEDS Physicians Competency Framework    

 

Note. Source: Royal Colleges of Physicians and Surgeons of Canada (2015). 
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Dickson (2007) states that the Canadian healthcare system needs strong leadership 

to be sustainable and responsive to the health needs of Canadians in the future and it 

assumes that leadership is different from management, and that effective leadership is 

best characterized as capabilities, rather than competencies. However, in Australia, 

Health LEADS is designed for the whole health system and presents opportunities for 

doctors to address concerns and build on experiences that bring positive changes in their 

engagement as leaders (Sebastian et al., 2014).  

All the frameworks and research focus on competence at the individual level that 

contributes to leadership ability and success in health care, establishing a broad similarity 

across the models (Clark & Armit, 2010). Keijser et al. (2019) mention that although 

medical leadership frameworks have proven their value in various countries, there is no 

generic process map for their development. 

Medical Leadership in India 

India is a developing nation with a population greater than 1.2 billion and the 

seventh largest economy in the world, spending only 1.02% of its gross domestic product 

(GDP) as public expenditure on health (Gulati et al., 2018). India has a dual healthcare 

system comprising of the public sector governed by the government and the private 

sector, which is the major source of healthcare. Although the health sector is expanding, 

one of the key constraints for achieving optimal health outcomes has been the lack of 

health management and leadership capacity as well as the absence of solidly structured 

policy frameworks to develop the same (Gulati et al., 2018, p. 948). Over the years, the 

lack of and need for healthcare practitioners in India has been discussed (Negandhi et al., 

2015). However, the education system for health practitioners in India is 
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compartmentalized with strong professional boundaries among the various health 

providers (medical, nursing, and public health), and with poor coordination between these 

three academic programs (Negandhi et.al., 2015, p. 2). Based on medical education in 

India, I believe, as supported to as a part of my medical education that the current health 

professional education system in India has a limited focus on medical leadership 

programs to develop leadership competencies in young doctors as a part of their formal 

curriculum.  

To advance the agenda of interdisciplinary leadership competencies and also 

developing qualities of physician leadership, three colleges in India jointly launched a 

program called Innovation Collaborative (IC) with an aim to identify core leadership 

competencies in healthcare and developing a training model relevant to doctors, nurses, 

and public health practitioners (Negandhi et al., 2015). The IC was commissioned by the 

Institute of Medicine in Washington, DC, USA and the Indian IC was the only one 

selected from Asia with regard to the pilot model. Based on the literature review and 

various consultations, the Indian IC came up with 12 sets of leadership competencies. 

The three core interdisciplinary teams including doctors, nurses, and public health 

practitioners were reviewed according to their job responsibilities and merged into a 

common set of goals (Negandhi, et al., 2015). The competencies identified in the Indian 

IC are listed below: 

1. Be self-aware 

2. Visionary with a sense of mission 

3. Self-regulation 

4. Committed and motivated 
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5. Decisive, courageous, and honest 

6. Good communication/interpersonal skills 

7. Influence peers to innovate 

8. Strategic and tactic planning 

9. Networking, team collaboration 

10. Encourage innovation and facilitate transformation 

11. Set a direction 

12. An effective change agent and role model 

The above set of competencies represents all the three professions to reflect a 

collective leadership model. Although attempts have been made to overcome the 

challenges of healthcare services in India, there has been very little effort to assess and 

enhance the leadership competencies in physicians as well as their needs for future 

training (Gulati, et al., 2018). Furthermore, Gulati et al. (2018) demonstrate that the 

dominant role of private sector hospitals in India is important to compare the public and 

private sector leadership competency gaps in physicians.  

Development and Drawbacks of the Frameworks 

Keijsier et al’s. (2019) data analysis indicates that medical leadership emerged as 

an attempt to include medical professionals in quality and safety improvements and 

healthcare transformation. They also found that in recent years, medical leadership has 

been increasingly theorized as a part of physicians’ attempts to re-professionalize. This 

discourse may be explained as a response to maintain physicians’ elite positions (top to 

bottom approach) in an organization. Keijsier et al. (2019) also indicate that physicians’ 

skills have been transferred from individualistic clinical experts to collaborative leaders 
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in change and improvement. In addition, the rapid changes in healthcare practices 

including technological innovations, patient empowerment, and system reforms have 

ignited the need for rebalancing the shifting interprofessional arrangements between 

physicians and other field actors.  

Andersson (2015) claims that one reason why physicians persistently resist 

managerial roles is the threat of diversion from their elite identity. In health care, doctors 

are often at the top of the hierarchy and presumed to be able to lead because of their 

clinical prowess, and this presumption is a disadvantage to the doctors (Sebastian et al., 

2014). As a medical practitioner, I think the competencies existing have been based on 

professional views and were also influenced by the politics surrounding the medical 

community. The frameworks do not focus on the identity challenges physicians could 

face in those positions, the politics in administrative structures and ethical decision- 

making quality (e.g., being loyal to their colleagues), and ultimately the practical aspect 

of being in administrative structures.  

Chapter Summary 

This chapter reviewed the literature by dividing it into relevant sections which 

explain existing leadership frameworks and how they are adopted by different countries. 

The literature explains the terms related to medical leadership to avoid the confusions 

present in the literature. The widely accepted MLCF is reviewed in detail to illustrate its 

impact and acceptance. The chapter also explained the drawbacks of the frameworks 

briefly. The next chapter explains how the sources of information was collected and the 

method of analysis in detail.  
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CHAPTER THREE: METHODOLOGY 

This chapter describes the research methodology that is used in the study, which 

examines the relevance of medical leadership and some existing medical leadership 

frameworks. More specifically, the study examines how these frameworks can empower 

physicians’ voices at appropriate times. The study adopts a basic qualitative approach 

(Plano Clark & Creswell, 2015). Data encompassed medical leadership frameworks and 

documents including journals, articles, websites (government and professional), books, 

and policy documents (Bowen, 2009). Through document analysis, I conducted a 

conceptual analysis of leadership frameworks in order to understand and examine the 

core concepts of the information discovered. This chapter opens with a rationale for 

choosing a qualitative design. The chapter outlines the process of data collection and 

presents the process of analysis and recording. Finally, this chapter describes the 

reliability, credibility, and validity of this research.  

Research Design 

This study adopted a basic qualitative approach. According to Plano Clark and 

Creswell (2015), “qualitative research designs are a set of procedures for collecting, 

analyzing, and reporting text and image data to answer research questions by exploring 

views” (p. 286). In this study, I collected and analyzed the views and different 

perspectives of medical leadership frameworks and related research documents. As a part 

of document analysis, I reviewed and evaluated the documents both printed and 

electronic (internet-based) material. I also conducted a document analysis to analyze the 

articles I collected for this project. Bowen (2009) indicates that previous studies are a part 

of the research studies in document analysis which requires the researcher’s review of the 
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literature and their interpretation. This analytic procedure entails finding, selecting, 

appraising (making sense of), and synthesizing data contained in documents. Document 

analysis yields data—quotations, or entire passages—that are then organized into major 

themes, categories, and case examples specifically through content analysis. Document 

analysis is often used with other methods of qualitative research design such as 

triangulation, in which evidence is drawn from multiple sources to seek convergence and 

corroboration. Through triangulation, the researcher can reduce the impact of potential 

biases that can exist in a single study. Bowen (2009) describes the process of document 

analysis as the following: 

1. Firstly, the documents are collected from the internet (electronic-based) including 

journals, books, articles or web-based sources (government policies). These 

documents provide background information, historical roots of the specific 

context and the area in which current investigation is going on.  

2. Secondly, the information from the documents suggests the researcher asks 

questions that need to be observed as a part of the research.  

Document analysis thus helps the researcher to find the scope of the research area 

and generate new ideas. By analyzing the documents, this research will offer an 

opportunity to furnish valuable additions to the knowledge base and provide a means of 

tracking change and development in a particular field through recommendations.   

Reliability, Validity, and Establishing Credibility 

To identify and validate the documents, the data collected is reviewed 

and analyzed. The ideas are drawn from multiple sources and triangulated. Triangulation 

is the process of corroborating evidence about a finding from different types of data 
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(Plano Clark & Creswell, 2015, p. 364). Triangulation helps the researcher guard against 

the accusation that a study’s findings are simply an artifact of a single method, a single 

source, or a single investigator’s bias (Bowen, 2009). Finally, I will acknowledge my 

own bias as a homeopathic physician and my philosophical views.   

Systematic Literature Review 

For this study, I conducted a systematic literature review to learn about the 

importance of physician leadership and how well the leadership frameworks are 

acknowledged. My literature review was done through four phases, including database 

searches, government documents, bibliographic branching, and websites (see Table 1).  

In the first phase, I searched for peer reviewed journals, articles, and books that 

focussed on medical and physician leadership. During this phase I used the Brock 

University Library’s academic database tool. In the second phase, I used bibliographic 

branching and identified relevant articles from the reference lists of the literature sources 

from the first phase. In the third phase, I reviewed articles on medical leadership 

frameworks and their impact on different countries. I then compiled these data and 

analyzed the absences and similarities in them; this helped in working on a new 

framework for the future. Finally, I reviewed the government websites, World Health 

Organization (WHO), public health sites, and also the pandemic-related websites to 

collect more information on the attributes needed for a framework. The collected PDF 

files where stored in the Zotero reference management software for future reference.  

The database searches provided a general view on medical leadership articles 

(they were easy to find and most were available in PDF format). Databases were 

collected through Academic and also Google Scholar. These documents helped in 

connecting articles relevant to the topic of medical leadership. 
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Table 1  

Literature Search Phases 

 Number of sources 

Phase Retrieved Selected 

1. Database searches 64 26 

2. Government documents 15 9 

3. Websites 18 18 

4. Bibliographic branching 25 17 
 

Total sources: 122 70 
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In the beginning, the sources were large in number and I retrieved almost 64 

documents which were then reduced to 26 based on the available data and also the 

research questions I was focusing on. The government documents on the medical 

leadership frameworks were significant for analyzing the frameworks. The government 

websites included National Library of Medicine (NIH), PubMed Central, and the 

National Center for Biotechnology Information (NCBI). Fifteen of the government 

documents were analyzed to study the frameworks and their impact. Specific articles 

related to the project such as medical leadership in India was difficult to find. The articles 

were limited as it is just an emerging topic in the developing countries like India. This 

made this particular discussion narrow. As a physician from India, I also connected my 

experience as a medical leader and could connect to the resources and the competencies 

needed. It provided an opportunity to analyze myself as a physician leader. However, this 

study determined that most frameworks were influenced by the MLCF as its foundation. 

The resources on medical leadership in regard to complementary and alternative systems 

of medicine was only limited to one. Only SaudiMEDS had incorporated all systems of 

medicine as their competency. However, this information is only addressed in the 

SaudiMEDS framework and documents descrbing this were not found. This was a 

challenge as this project focused on a holistic approach as its proposed framework.  

The number of documents gathered were found to be confusing in the beginning. 

However, eventually, the likely ones were analyzed and reduced to a few important ones 

to make the study more effective. Bowen (2009) suggests that a wide array of documents 

is better, although the quality of the documents is more important than the quantity. The 

analysis strengthened the project and provided background information and tracked the 
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development on this particular topic. It also helped in pointing out research questions by 

analyzing the data and helped in understanding emerging themes. Conversely, some 

documents were inaccurate or inconsistent, which led to further searching. Necessary 

information for the research questions was sometimes invalid and with gaps. Also, there 

was difficulty in the availability or accessibility of a few documents.  

Chapter Summary 

This chapter provided a brief detail on the research methodology used in this 

study. The chapter focussed on the documents relevant to medical leadership and the 

related frameworks. Then, the process of collecting documents and analyzing the data 

were discussed by four phases. The advantages and the disadvantages of document 

analysis were highlighted with the examples. Later the challenges faced as a researcher 

were identified which helped in making the analysis more qualitative in nature. A 

conceptual analysis method using the table were explained briefly to describe the core 

concepts. The next chapter focusses on the findings of the study, most importantly the 

relevance of leadership frameworks during the pandemic. Also the findings on analyzing 

the frameworks are described to mention the gaps in the literature. Finally a comparison 

of the frameworks which then leads to the proposed framework. 
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CHAPTER FOUR: FINDINGS 

In this chapter, I present the need for physician leadership based on the analysis of 

the referenced literature. Next, I discuss the findings that emerged from the literature 

review exploring the similarities and differences of the medical leadership frameworks. 

Throughout this chapter, I idenify the gaps in the literature and also discuss the 

deficiencies in the existing medical leadership frameworks. I also discuss the impact, 

leadership frameworks have made in healthcare field and the need to inform the 

healthcare practitioners about the relevance of this change.  

The Need for Physician Leadership 

The literature review suggests that there has been a need for physician leaders in 

healthcare services since the 1980s. Hartley (2016) argues that in the beginning, 

physician leaders were within the formal organizational settings in designated roles such 

as medical directors, variously referred to as professional managers (Exworthy & 

Halford, 1999), hybrids (McGivern et al., 2015), and medical leaders. Some scholars 

describe hybrids as professionals who engage in managing professional work, 

professional colleagues, and other staff by incorporating managerial skills and 

professional practice (Fitzgerald & Ferlie, 2000; Montgomery, 2001; Noordegraaf, 2007). 

McGivern et al. (2015) claim that these hybrid roles exist across the healthcare system 

globally. For example, in the USA they are referred to as “physician executives” and are 

known as “medical or clinical directors” in Canada, the U.K., Finland, Australia, New 

Zealand, Denmark, and the Netherlands. Traditionally, planning, delivering services, 

achieving targets, and monitoring financial responsibility were incorporated into medical 

director roles as an aspect of management (Fitzgerald & Ferlie, 2000; McGivern et al., 
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2015). Mintzberg (1973) noted many years ago that doctors were being encouraged to 

develop leadership skills in championing new ideas, influencing, persuading, and making 

sense of initiatives for their colleagues. These past references from 1973 show the 

emergence of medical leadership ideas and the future needs of physicians moving into 

leadership roles.  

To improve the healthcare system performance and to address the shortage of 

population needs and to ensure adequate staffing and quality healthcare, a series of 

studies, including the Flexner report in 1910, have been conducted (Global Education 

Group. 2010). However, due to the acceleration of the flow of knowledge and inventions 

and additional demands of the healthcare system, redesigning the professional health 

system education was necessary. Frenk et al. (2010) found that professional educational 

qualifications did not match up with the competencies needed to improve healthcare 

reform, which included weak leadership and authoritative skills. This is why a group of 

20 health professionals and academic leaders (the Lancet Commission) from diverse 

countries came together to share a global outlook to make a positive effect on health 

outcomes and to build an instructional and institutional strategy in health professional 

education. The Lancet Commission (2010) found that to carry out 21st century health 

reforms, the outdated competencies should be reexamined and they proposed a round of 

rapid adaptations of new core competencies that are required to provide service to 

address population needs. However, this reform demanded leadership qualities as a core 

factor to embrace the changing perspectives. To ensure this change, professional 

education and training are crucial for physicians to address the challenges so that the 

world can become closer to achieving equitable progress in health. 
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Over the last decade, increased focus has turned to the younger generation of 

doctors to develop management and leadership skills to contribute to the organization of 

healthcare within their clinical role, to maintain their professional identity, and also to use 

their capability to change the public health reforms (Hartley, 2016). Baker and Denis 

(2011) state that any significant improvement in the healthcare system requires the 

engagement of physicians by integrating both leadership and the medical profession 

remains a challenge. For example, Berwick and Nolan (1998) claim that medical school 

education does not prepare physicians to take a leadership role concerning changes in the 

system of care. This is, in turn, explained by arguing that physicians are taught to excel in 

their profession, but being a physician and making a change in the system betterment are 

two different aspects, and involve two different skills. The concept of medical leadership 

was thus broadened in response to these challenges and also in the context of concern 

with organizational effectiveness (Baker & Denis, 2011).  

Although the concept of medical management started with a broad term “medical 

leadership”, which includes all medical workers, it has been more focused on “physician 

leadership” since it involves doctors in leading clinical teams and participating with other 

clinicians and non-clinicians in developing strategies for health reforms. Several studies 

show that redesigning the healthcare process has little chance of progress without the 

engagement of doctors and other healthcare workers (Baker & Denis, 2011; Bowns & 

McNulty, 1999; Ferlie & Shortell, 2001). Advances in technology and the growing 

interest in improving the efficiency of healthcare service care have motivated doctors to 

engage as medical leaders along with their peer support. Burns and Muller (2008) 

suggested that the development of medical leadership may make significant gains in 
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terms of physician initiatives and levels of cooperation, and can provide opportunities to 

develop new government policies and organizational designs.  

To explore the organizational needs of doctors, I summarize two case studies 

conducted by Kuhlmann et al. (2016) in Sweden. The Swedish healthcare system has 

integrated doctors in hospital management through new managerial roles to explore gaps 

and organizational weaknesses. The two cases were examined by applying the concept of 

organizational needs of doctors into two different contexts, which are analyzed below.  

The first case was focused on the concept regarding the “doctors meeting the 

organization.” In this category, semi-structured qualitative interviews were conducted 

with doctors without management positions. The interviews focused on the doctors’ 

perception of daily work and management issues. The doctors in Kuhlmann et al.’s 

(2016) study revealed that their need for management support was not efficient enough 

and avoided expressing their concerns to the administration as there was a lack of good 

rapport. The problem was explained as a lack of decision-making power about 

professional autonomy. These were discussed in terms of professional hierarchical 

constraints concerning other professional groups, especially nurses. The situation, 

however, revealed an organizational failure as there was a coordination gap between the 

management of doctors and nurses, thus creating new problems.  

The second case was on the concept of “medical managers meeting the 

organization.” The case focused on the doctors who were in the role of medical 

managers. Kuhlmann et al. (2016) found an even stronger picture of the ambiguities 

medical managers experiencewhen required to fulfil dual roles. The complexity of the 

hybrid manager role was highlighted in the study and medical managers were felt as a 
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“lonely wolf” in many organizational situations. Thus the study illustrated that medical 

managers translate the medical culture of problem-solving into management skills and 

use scientific evidence to solve problems. The case also found that medical managers 

lack support if the higher-level manager is not a doctor. On the other hand, the doctors 

who were the managers performed the hybrid role and lacked many competencies 

managers need to exercise their role efficiently.  

Upon analyzing these two case studies, Kulhmann et al. (2016) concluded that 

doctors in managerial positions do not automatically create health reforms. The gaps in 

hospital governance need more integration and coordination at all levels. Furthermore, 

the individual capability of doctors to influence the decision-making process at the 

organizational level shows that the power of medical knowledge is highly flexible and 

capable of creating change in demands of healthcare reforms (Kulhmann et al., 2016). As 

a medical professional, representative of my experiences these cases are likely to occur in 

every health context, irrespective of the countries.  

Medical Leadership During the COVID-19 Pandemic 

Strong medical leadership has been an integral part of coping with situations amid 

the global COVID-19 pandemic. The healthcare system set an example by adapting to the 

situation by being united in harmonizing efforts to share the knowledge, resources, and 

staff, thus helping to flatten the curve of the pandemic (Warraich et al., 2020). Warraich 

et al. (2020) state that uncertain times like these need mutual encouragement and adaptive 

leadership. Such emergencies create dilemmas in adapting to rapid and uncertain 

changes, therefore responding to these situations usually brings anxiety and pressure to 

physicians when they are required to use their competence and skills wisely. These trying 

times have revealed that the efforts of clinicians have been empowered from diverse 
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specializations to be leaders throughout international healthcare systems and they have 

faced the challenges with undeniable courage by managing uncertainty and delivering 

services without fail (Warraich et al., 2020). The common people and the nation locally 

and internationally look up to medical leaders in situations like this to make appropriate 

decisions and interventions. Under this pressure, medical leaders always deliver their best 

service by monitoring and assessing the transmission and severity of the disease. One 

example of this is the allocation of personal protective equipment (PPE) to prevent 

further viral transmission (Warriah et al., 2020) and also to meet the increasing demand 

for it. Being a health support worker during the COVID-19 pandemic, I have experienced 

the cooperation of all the health colleagues who took the protocols seriously and followed 

the precautions to help the community as best as they could. Certain measures including 

the training for proper handwashing techniques, the correct use of masks, and also the 

steps practised in using the PPE were made compulsory to ensure the effectiveness of 

preventive measures. As a result, these tough situations remind us that all healthcare 

workers put themselves in the frontline to do their best service by being leaders 

themselves. Consequently, the medical leaders were also aware of the need to manage the 

panic situation created among the people by having proper communication measures. 

Health communication is one important key to fighting the pandemic. Moreover, 

it is the shared responsibility of the political leaders and health leaders including the 

World Health Organization (WHO) to provide clear, valid, and accurate health 

information to the public to implement the measures and recommendations to face the 

crisis. This helps to handle uncertainty and fear, thus fostering hope in the community. 

These kinds of responses by medical leaders to pandemics must be reflected in the future 

success of medical leadership. 
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Medical Leadership Frameworks’ Similarities and Differences 

Research studies reveal that ideas constituting leadership frameworks are 

continuing to evolve (Hartley, 2016). In the 1990s, the Global Leadership and 

Organizational Behaviour Effectiveness (GLOBE) study looked across 62 countries to 

investigate how cultural values were related to organizational practices. It also examined 

how the conception of leadership differed and also the economic competencies of 

different societies (House et al., 2004). This cross-cultural study of leadership 

frameworks examined what medical leadership meant and how it was being addressed in 

a wide range of countries. Some cultures (e.g., in South Asia) view certain dimensions 

like humane oriented (supportive or compassionate) as a positive aspect, compared to 

other cultures (United Kingdom, Australia, Canada and Dutch) that had a neutral 

perceptions for the same.  

To explain, the U.K. has been one of the countries that developed a specific 

medical leadership framework, the MLCF, which seems to be the most widely accepted 

framework and the most adopted one around the world. However, some studies found 

that when compared to other countries, the U.K. had fewer doctors in senior decision-

making positions—for instance, on hospital boards. This suggests that the existence of 

the competency framework simply reflects a strong policy desire for healthcare, but the 

frameworks are not so applicable in a practical approach. On analyzing these frameworks 

using comparative research, I found that these different leadership frameworks do not 

necessarily practise what they preach as suggested in the objectives of these frameworks. 

Noordegraaf (2015) found that the competency framework of the U.K. focuses more on 

teaching methods, with the content on leading clinical teams, and it gives little attention 

to organizational and managerial issues. This has been similar to what the Netherlands 
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follows in its medical courses, which are more clinically oriented. The Canadian medical 

leadership framework LEADS, however, has a vision to create a psychologically healthy 

workplace and promotes positive culture by preventing discrimination (LEADS Canada, 

n.d.). This is the unique feature of the LEADS framework when compared to the 

objectives of other frameworks.  

Although all the existing leadership frameworks are correlated to each other in 

one way or another, the differences lie in the priority given to the competencies and the 

context it is applied to. To illustrate the basic differences and similarities, I compare four 

of the most widely accepted frameworks which are targeted to particular populations. 

Table 2 demonstrates how similar ideas of leadership frameworks are executed 

differently or placed in a different category.  

Deficiencies or Lack of Frameworks 

Healthcare leaders have to lead and engage others, adapt to change, and be able to 

perform in terms of the framework competencies, yet research studies reveal that there is 

notable room for improvement in how leaders enact these competencies (Center for 

Creative Leadership [CCL], 2016). The healthcare system keeps changing rapidly and 

has significant challenging crises like global pandemic situations which need to be 

monitored appropriately to adapt to the changes. At the same time, the healthcare sector 

has to develop leadership capacity and face a range of complex organizational needs. The 

CCL (2016) conducted a study using its benchmarks competency framework and has 

identified gaps in the frameworks by assessing six essential organizational capabilities for 

collaborative leadership. The CCL research identified the competencies as important, but 

gaining clarity in which competency matters most within the healthcare system is 

essential to set a leadership strategy for its learning and development.  
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Table 2 

Comparison of the Four Widely Accepted Leadership Frameworks  

Characteristic LF MLCF/CLCF 
CanMEDS 
(LEADS) SaudiMEDS 

Designed for: Staff working in 
healthcare systems 

Clinicians, medical 
students, and qualified 
doctors throughout 
their education, 
training, and career 

Health workers who 
want to be health 
leaders 

Specific to all Saudi 
medical graduates 
to learn basic 
competencies 

Application Clinicians in 
leadership roles as 
medical or clinical 
directors 

Practitioner role (e.g., 
hybrid roles, physician 
and manager role) 

Positional and non-
positional health 
leaders 

Preparing doctors to 
be leaders 

Description Five core domains 
(personal qualities; 
delivering, 
managing,teamwork, 
setting vision) two 
additional domains 
(creating vision; 
delivering the 
strategy) 

U.K.-wide framework 
with the same five as 
LF in the leadership 
framework 

To establish 
abilities and skills 
of medical 
professionals 

Work-life balance 
for healthy 
workplace 

Tools 360-degree feedback 
to identify strengths 
and for further 
development 

LeAD e-learning 
module and medical 
leadership curriculum 

Webinars, 
workshops, 
conferences, and 
summit series 
through a 
leadership 
development 
program 

Medical curriculum 
(see Figure 3) 

Leadership 
perspective 

Raising awareness 
about effective 
leadership 

Shared or distributed 
leadership 

Caring leadership; 
promoting 
psychologically 
safe workplace 

Collaborative or 
communicative 

Expected 
outcomes 

Enhancing existing 
appraisal systems 

Managing themselves 
with integrity 

Lead self to initiate 
changes; being a 
critical thinker 

Sufficient 
knowledge of 
complementary and 
alternative 
medicine 

Integration 
into medical 
education 

Leadership 
development 
program and 
strategic 
organizational 
development 
program 

Formal training 
curricula, personal 
development, and 
career progression 

Voluntary online 
learning series 

Medical curriculum 

Note. LF = leadership framework; CLCF/MLCF = clinical/medical leadership competency framework; 
LEADS = lead self, engage others, achieve results, develop coalitions, systems transformation. 
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Figure 3  

SaudiMEDS Framework 

 

Note: Source: Saudi Medical Education Directives Framework (2016). 
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The leadership gaps can be determined by aligning leadership skills with 

organizational priorities. Therefore, the CCL (2016) recognized this gap and tried to 

understand the effectiveness of the organizational needs by analyzing the required 

leadership strengths and weak spots. First of all, identifying the most important 

competency in leadership requires a deep understanding of the need for an organization. 

The leadership competencies indicate the effectiveness of the leadership style. The 

benchmark assessment of the CCL ranked certain skills as most important for success for 

people in healthcare organizations. These include leading employees, resourcefulness, 

composure, change management, and participative management. Elaborating on these 

skills and their accompanying factors was necessary, but CCL failed to explain why they 

included the skills in their assessment criteria. The skills ranked as the least important 

elements included confronting employee problems, compassion, putting people at ease, 

differences (opinion, position, or role) matter, and career management. The research 

studies from CCL also found that certain factors limited the leader’s effectiveness and 

long-term success. The competencies identified also called as “leadership derailment 

factors,” which are the following: 

• Interpersonal relationship problems—difficulties in developing a good rapport 

with coworkers. 

• Difficulty in team management—difficulties in building and leading a team. 

• Difficulty in adapting—resistance to change and accepting mistakes and learning 

and developing with change. 

• Failure to meet objectives—difficulty in completing the job and fulfilling the 

vision. 
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• Narrow functional orientation—limited depth in managing outside the role 

functions and initiating new changes.  

According to CCL, the above-mentioned five characteristics will break or cause an 

obstacle in a management career. After reviewing the literature and the characteristics of 

the leadership frameworks, as a physician I identify seven important competencies that 

were missing in the frameworks. These are discussed in the following sections. 

Decision-Making Challenges 

Decision-making processes are a significant factor in leadership success. I found 

that decisiveness is one of the most important qualities of a leader, and making a logical 

decision should be considered as a competency that all leaders should acquire. 

Confronting problems and making a good decision under such pressures need to be 

acknowledged to prepare leaders to take appropriate actions at the right time. Decision-

making also helps a leader to engage in flexible problem-solving behaviour. This 

competency can make a leader work effectively with higher management and in dealing 

with the complexity of the management process. So assigning importance to decision-

making as a competency helps a leader to confront problems and to lead a team. 

Perseverance 

Perseverance means the ability to focus and to face obstacles at a constant pace in 

all situations. This competency should be made as a part of strategic plan for leaders for 

their long-term success in achieving their vision. Being a leader means being a “change 

agent.” Change can be achieved when there is patience and focus in the pathway. 

Perseverance as a quality makes a leader understand the power of trying and learn from 

one’s failure. 
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Adaptive 

A leader should be well aware of the changes around them and be knowledgeable 

to bring changes to contribute to development. Especially, in the health field when 

technology and medical science studies keep progressing, leaders should update 

themselves to keep up the challenge. A medical leader, especially a physician leader, 

should be resourceful and quick enough to master new technical knowledge. Moreover, 

situations like the pandemic show how adaptive leadership helps in dealing with 

uncertain situations. 

Listening Skills 

All the frameworks suggest participative management and communication skills 

as criteria. However, being a good listener is necessary to be an effective leader and this 

adds up to being participative and helps the team to have good communication among the 

members.  

Initiative 

A leader should take initiative to overcome resistance to change. Frameworks 

mention change and leaders needing to be agents of change. To make this happen, taking 

initiative is the first step and it should be considered as an important competence in 

leadership frameworks.  

Self-Awareness 

Knowing oneself and understanding mistakes makes a leader more effecient and 

effective. Awareness of self is significant and helps to improve oneself. It should be a 

feedback strategy to understand the obstacles and changes made through their leadership 

experience. 
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Work-Life Balance 

The leader has to know how to balance work and personal life. Being a medical 

leader is quite a challenge and it should be balanced to maintain good mental and 

physical health. This is rather an important criterion to create a healthy workplace.  

The above competencies should be considered as a part of the leadership 

framework to prepare better leaders for the better system. However, these competencies 

are my perceptions based on my analysis and experience as a health professional. I 

thereby propose a framework on the basis of my analysis and review of gaps in the 

existing frameworks (see Figure 4). This framework is designed for all physicians from 

any discipline. The proposed framework is exclusively for physicians and thereby termed 

the “Physician Leadership Competency Framework.” This framework considers six main 

characteristics for being a physican leader: 

1. Professional and Administrative: The physician should be well educated about 

both their system of medicine and administrative skills. This education should be 

grounded in formal training and experience. Physicians should have a role in 

improving the access and quality for the population and promote health. 

Additional skills should include; technical skills (involves techniques or 

procedures); humane skills (empathetic and communication skills, especially 

being a listener); and analytical skills (logical decision-making processes and 

creative ability). 

2. Holistic Approach: This can be explained in two different ways. First, the 

framework should be equally accessible to any disciplines of medicine. Second, 
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the physician should support each patient as a whole, including their physical and 

mental well-being. It encourages better communication and social skills. 

3. Work-Life Balance: Is an important aspect of a healthy workplace environment. 

It helps the physicians to reduce stress and motivates them to be more productive 

and efficient.  

4. Adaptive: Physicians should be flexible and willing to learn new informations and 

acquire new skills. It is the most practical way to thrive through challenging 

environments, especially like the pandemic. Being adaptive makes the process of 

change meaningful. I personally believe adaptiveness is one of the leadership 

styles every physician should embrace. Adaptive leadership helps to constantly 

evolve. Adaptie leadership helps physicians to constantly evolve respond to their 

changing context and resolve the situations as they arise. 

5. Educator and Collaborator: A physician should be an educator to inform and 

inspire the community. Education can be used as a tool to create awareness and 

share relevant information with patients. Additionally, a physician should also be 

colloborative in nature to improve the health of the population.   

6. Initiative: A physician leader should lead action and make responsible decisions. 

This requires a proactive approach and being persistent in order to achieve 

personal and professional goals.  

Thus the proposed framework is designed so that physicians can excel both in 

their profession and their administrative skills, thereby performing their civic duty to 

the society in either ways. However, most of the existing frameworks lack a holistic 

approach and are only related to a Western system of medicine. The proposed 
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framework aims to encapsulate all the systems of medicine to help the public as much 

as possible. Having an adequate knowledge and respecting other systems will provide 

medical freedom for the society. I also think the physician should use education as the 

tool to create awareness and implement health reforms. The physician should also be 

willing to learn about themselves, which is to be reflective and adaptive in uncertain 

times of health dilemmas. The proposed framework (Figure 4) provides an outline 

which shows how physicans can be better leaders while supporting their communities. 
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Figure 4 

Proposed Physician Competency Leadership Framework 
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Impact of the Existing Frameworks 

These existing leadership frameworks have impacted the health system at both 

individual and professional levels. To explain, the individual level of the frameworks like 

LEADS (Vilches et al., 2016) and MLCF (NHS-III & AMRC, 2010) are analyzed as 

follows: 

• Provides a framework to act in accordance, to address challenges that identify the 

necessities of the organization. As a result, it prepares a physician or a medical 

leader to empower and enhance their capability.  

• Provides a common language for aspiring leaders, thus making a systems thinking 

approach that facilitates efficiency and effectiveness in leadership. 

• Offers teamwork that helps in team development and addresses specific tasks and 

goals on a specific schedule. 

• Increases communication effectiveness, thereby providing a way to address 

conflict easily. 

• Enables professional and career development and helps in succession planning.  

• Motivates and engages individuals in leadership and management. 

• Encourages collaboration and participation. 

At an organizational level, these leadership frameworks:  

• Provides opportunities for development in the system;  

• Stimulates system change; and 

• Fosters innovation. 

Gaps in the Literature 

While many features have been identified in the field of healthcare leadership 

literature, much of the leadership-based research claims there is still a gap in the 



52 

 
 

resources. Betker (2016) and the National Collaborating Centre for Determinants of 

Health (NCCDH, 2018) found that there are several sources on leadership theory and 

development. However, looking closely shows that there is very little literature on how 

these theories are applied to public health. The research studies confirm a lack of research 

specific to the public health leadership realm (Betker, 2016; Betker & NCCDH, 2018; 

Public Health Agency of Canada, 2007). These studies found that public service 

leadership lacks a comprehensive theoretical approach and is not complete. Betker (2016) 

and Simms (2017) addressed the gap in literature specifically on health equity in regards 

to public health leadership. They assessed that there is even less literature that considers 

leadership to advance health equity even though leadership is significant to achieve 

equity in public health. Public health leadership has failed to address the commitment to 

social determinants of health and society. Bekter and NCCDH (2018) state that “several 

important theories relevant to public health practice are not noticeable in the leadership 

literature, such as intersectionality and critical social theory” (p. 9).  

In the same way, Bekter and NCCDH’s (2018) review of the literature that 

categorized the gaps in three different areas. The following section discusses these gaps.  

Leaders and Followers  

A relationship between leaders and followers determines how they work together 

towards the vision and achieve the goals. As many of the leadership studies and 

frameworks like LEADS and MLCF discuss change management and participative 

management, they neglect to appeal to what motivates and drives a follower and the 

leader. Effective leadership balances “followership” within and between the health 

organization, system, and practitioners (NCCDH, 2018). Similarly, it is very important to 

enable the frameworks to acknowledge followership skills so that the skill is effective 
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among the leaders and they follow themselves and consider themselves as a part of the 

team.  

Management and Leadership 

The terms “management” and “leadership” are often used interchangeably in the 

literature. This is not clear enough in the context of medical leadership and creates 

confusion in being a manager or a leader. Management focuses on the administration of 

regular activities of an organization such as the implementation of public health programs 

and interventions. Conversely, leadership creates a vision, and initiates a change to 

achieve goals, and develop new strategies and programs (Betker, 2016). However, both 

management and leadership share common components such as agenda-setting, 

motivating, and leading the team. This explains how managers and leaders can be 

symbiotic (Schei, 2006). To sustain the change initiated for a vision, a leader should 

attain management skills. This should be considered in the literature to make leadership 

style effective for physicians.  

Roles of Leaders at Various Levels  

Baum (2007) and the NCCDH (2018) describe the “nutcracker effect” as the 

commitment of a leader within the policy, political, and decision-making hierarchy in the 

system. The structural organization of the system is never mentioned in any of the 

medical leadership articles and none of the frameworks have considered it as a part of the 

competency. The demand for action that needs to be taken by a leader depends on both 

the top and bottom structure (civil society) that creates sufficient pressure for appropriate 

actions. This, in turn, determines health inequities (NCCDH, 2018). The NCCDH (2018) 

study also found that “when a public health leader works with multiple stakeholders at the 
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system, political and local levels, it encourages meaningful participation that influences 

assessment, development and implementation of policy and interventions” (p. 5).  

Martin (2008) argues that most leadership frameworks in healthcare have a 

“heroic” approach to leadership and this individualistic focus of leadership means that 

relatively few frameworks take a system-wide view of leadership. The literature review 

thus lacks satisfaction in integrating a holistic idea on leadership and does not break the 

stereotype of leadership perspectives. Besides, women are missing in the top leadership 

roles in healthcare and there is much need for diverse leadership teams to lead a 

successful transformation in health systems (McDonagh et al., 2014). McDonagh et al. 

(2014) argue that women possess the collaborative and transformational style of 

leadership required to manage in today’s challenging times, but the research study found 

that there is a persistent gender gap in the system.   

As a homeopathic physician, I found that most of the medical leadership 

frameworks did not consider the fact that other conventional or alternative forms of 

medicine should be included in the framework. More Western or allopathic physicians 

have been discussed. However, on reviewing the data, only SaudiMEDS has considered 

this as a competency. SaudiMEDS asserts that physician leaders should have sufficient 

knowledge of complementary and alternative medicines. It indicates that this helps them to 

advise patients to adhere to proper practices. I also believe that alternative and 

complementary system physicians should also be acknowledged with leadership 

frameworks, as being a doctor is a leader itself.  

Chapter Summary 

In brief, the chapter analyzed the need for physician leadership to improve health 

systems. The impact of medical leadership during the COVID-19 pandemic was 
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highlighted  to illustratrate the interventions doctors made to manage the crisis. Later, the 

four most widely accepted frameworks were compared to analyze the similarities and 

differences, which led to finding the drawbacks in the existing frameworks. Based on this 

finding, a framework was proposed. The next chapter will discuss the findings and 

explain the research questions. Later, the chapter is concluded with the research study 

findings.  
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CHAPTER FIVE: DISCUSSION, IMPLICATIONS, AND CONCLUSION 

In this major research project, I explored how the concept of leadership in 

medicine has evolved and I explained its growth and development over the past decade. 

This project also analyzed the most commonly researched medical leadership frameworks 

around the globe and their impact on the medical curriculum and healthcare systems. 

Through the findings of this study, I try to enlighten the readers about the importance of 

physicians becoming medical leaders for better healthcare reforms and also the relevance 

of leadership frameworks to medical education. Better medical leaders help improve 

health reforms and this should be recognized among stakeholders in the health systems. I 

also present recommendations for changes in the frameworks by reviewing the 

deficiencies. Then, I argue that bringing a holistic approach and eliminating the 

weaknessess in frameworks will enhance the future implementation of health policies and 

reforms, providing more opportunities to physicians and providing better doctors for a 

better tomorrow. In this chapter, I discuss the answers to my research questions, present 

the implications of the study, and make recommendations for future research.  

Discussion 

In this section, I discuss how physician leadership has been recognized (Tim et 

al., 2015) and attained widespread attention internationally on organizational and 

personal levels. I also argue for a holistic medical leadership framework to thrive as an 

experienced medical leader. I also consider Lyons et al. (2018) who conducted a review 

in New Zealand that shows positive outcomes, effectiveness, supports, and further 

development and evaluation of leadership training at medical schools. This implies that 

good medical leadership training needs a better understanding of leadership skills, 
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competencies, and aspirations. The findings of the study suggest that even though the 

concept of medical leadership has been examined over a decade, it is not well established 

in the medical curriculum and lacks certain competencies that would provide a more 

holistic view. Bohmer (2010) states that the complexity and uncertainty of medical 

services mean that leadership requires proficiency with multiple management tools and 

leadership styles with which most doctors are unfamiliar. Such unfamiliarity with 

necessary competencies and skills needs to be eliminated to encourage more medical 

leaders for better health quality. Ensuring effective leadership by physicians requires an 

ability to align personal and professional conduct with ethical standards (Angood & Birk, 

2014) and physicians should be responsible to the community and themselves. To 

explain, Angood and Birk (2014) argue that medical leadership should also enable 

physicians to focus on reflective awareness, empower themselves by providing 

improvisations in critical situations, and demonstrate a willingness to learn from 

experience and to be adaptable. I thereby propose to inculcate physician leadership as a 

part of medical education with no differentiation to any system of medicine (alternative 

or complementary) and also to take into consideration the competencies a physician 

should possess to be aware inorder to understand the complexity of management skills.  

Research Question 1 

The first research question asked: What is the significance of recognizing doctors 

as medical leaders in the context of medical leadership frameworks? 

Cassel (2004) questions why is it so difficult to teach medical students how to be 

good doctors, while it is relatively easy to teach them the most complicated subjects like 

biotechnology. This brings to light that the roles and responsibilities of a physician are 
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broader than just medical knowledge and also include the capability to interact with 

patients and to be ethical to serve society. Schei (2006) argues that inadequate 

communication skills among modern-day physicians show a lack of practical knowledge 

concerning the aspects of health, healing, and doctoring. A physician is more than a 

technocrat and is a responsible healing agent. Therefore, to maximize the power to heal, 

physicians should thrive for the competencies of becoming a leader (Schei, 2006). 

However, clinical leadership is where doctors can use their personal qualities together 

with the scientific knowledge and technological tools of medicine. Whether the term 

clinical leadership or similar terms are used interchangeably, the most important aspect is 

to highlight that physicians have the power to change other people’s lives and for that, 

doctors must develop theoretical insights and characteristic traits of leadership to yield 

that power for the benefit of the community (Schei, 2006). Physicians play several formal 

and informal roles that help to create an environment for improved practices and also 

adaptation and performance in the utilization of healthcare resources (Denis & Gestel, 

2016). Beyond patient care, when there is an opportunity for cooperation and influence of 

medical doctors, overall hospital performance is increased.  

Medical leadership is itself defined as “the active and positive contribution of 

doctors within their normal working roles to maintaining and enhancing the performance 

of an organization which itself recognizes this commitment in supporting and 

encouraging high-quality care” (Spurgeon et al., 2008, p. 214). Doctors act as catalysts 

between the patients and healthcare organizations and, as leaders, they can also influence 

their peer groups to make decisions for the welfare of society. Even though all the other 

medical staff have a direct or indirect role in enhancing the quality of healthcare, doctors 

are more influential and have much more interaction with their patients. The percentage 
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of physicians on governing boards is low when compared to international rates. However, 

higher representation rates of doctors in leadership positions appear to be associated with 

better performance, patient satisfaction, and morbidity rates (West et al., 2015). This 

statistical study thereby implies that physicians being leaders is more acceptable and has 

more advantages. Recently, the CanMEDS framework has replaced the term manager to 

leader as physician’s new role (Keijsier et al., 2019). The CanMEDS framework defines a 

physician leader as “an engaged individual who takes an initiative to contribute in a 

collaborative way to work towards positive and sustainable change in healthcare from the 

level of an individual patient to the level of the healthcare system” (as cited in Dath et al., 

2015, p. 3). They also claim that healthcare today requires physician leaders who are 

capable and appropriate to take charge of a team in a given context. 

Medical leadership frameworks provide competencies for the doctors to attain the 

capabilities for being a good leader. As more evidence reveals that leadership skills and 

management practices positively influence both patient and healthcare organizational 

outcomes, it is clear that leadership training should be formally integrated into the medical 

curriculum and doctors should be professionally trained (Rotenstein et al., 2018). The 

healthcare system is radipdly changing and the need for physician leaders should be 

recognized and physicians should step forward to lead and contribute by serving society 

and also by practising followership (Dath et al., 2015). This means lending meaningful 

support to others when they are leading. 

Research Question 2 

The second reaserch question asked: How can existing medical leadership 

frameworks be improved to empower physician leadership? 

The concept of medical leadership itself enables physicians to engage themselves 
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in management efforts for higher quality healthcare (Keijser et al., 2019). Keijser et al. 

(2019) claim that the process of medical leadership frameworks has been changing to 

develop physicians from individualistic clinical experts or “heroic lone leaders” to 

collaborative leaders in change and improvement. Interestingly, the development and 

recognition of new frameworks by several researchers are proof of this process, and this 

says that medical leadership is here to stay and to reinforce the health system. Cultural 

differences and ideas differ in the frameworks according to their origin and local context. 

However, this study has found that the existing frameworks have ceratin deficiencies 

which need to be improved to develop skills in physicians to encourage them and to 

empower them as leaders, by enhancing their professional identity.  

Medical leadership competency frameworks formally define the profession’s 

objectives and relevant competencies of a physician’s role in leading. Such frameworks 

help convey clarity in terms, concepts, and elements and act as a “blueprint for optimal 

performance” that individuals are supposed to master to establish standards of practices 

(Keijsier et al., 2019, p. 2). Leadership frameworks in medicine are essential for outlining 

appropriate terms or specific vocabulary for the physicians to make effective behaviour 

and performance, daily practices, and career development. These frameworks will also 

help medical educators and health policymakers develop a collective understanding of 

leadership practices and also educational benefits. However, the existing frameworks do 

not clearly define the terms of healthcare leadership (Keijsier et al., 2019) terms like the 

medical, physician, clinical (all healthcare professionals), or managerial leadership 

(physicians handling hybrid roles)—and thus misunderstandings arise from lack of 

clarity. The clarity in the description of leadership terms is necessary to prepare and 

encourage individuals who need a professional identity in their new venture as a leader. 
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This is one of the factors that needs to be improved to empower the physician’s 

professional identity and increases the appetite for the concept of medical leadership 

among medical communities.  

The existing frameworks also need to be improved with the experiences, 

professional views, and the contribution of medical educators, policymakers, 

stakeholders, learners, and researchers. This is significant because the competency 

frameworks cannot be static, as the medical world and technology keep rapidly changing. 

The term competence should be considered as a progressive ingredient for example, a 

physician’s abilities develop over time depending on their environment of practice or 

learning (Frank et al., 2010). A physician becomes competent in a particular skill when 

he or she can handle it independently, which provides one of the stepping stones to 

elaborate a physician’s effective leadership behaviour. Physicians should reflect on 

themselves to the ideas of leadership personas and also be concious of the hidden 

curriculum, along with self-conceptualization and medical socialization that is inherent in 

medical leadership development (Keijsier et. al., 2019).  

Research Question 3 

The third research question asked: How can medical leadership be infused into the 

formal medical curriculum of all variants of the medical system (allopathic/naturopathic) 

in ways that empower physician’s leadership? 

Most of the existing medical leadership competency frameworks are based on the 

allopathic system of medicine. This is because all of the existing ones are developed by 

allopathic physicians. The findings of the study show that only SaudiMEDS has 

considered recognizing other systems of medicine and adds it as a competency for 
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physician leaders should be aware of the complementary and alternative systems of 

medicine. SaudiMEDS says this competency would make the leaders provide better 

advice to the patients. However, all the variants of the medical system place the welfare 

of the patient as their primary mission. Thus building awareness among the physicians of 

alternative or complementary forms of medicine should be an act of collaboration among 

physicians themselves. 

Complementary and alternative healthcare and medical practices (CAM) are 

proven safe and effective and are also associated as “mainstream” practices (Tabish, 

2008). Examples of complementary medicine include ayurveda, homeopathy, 

naturopathy, acupuncture, and ancient medicines including Chinese, Asian, and Tibetan 

practices, among others. Research studies reveal that the use of alternative medicine 

appears to be increasing. For example, in the USA the use of alternative medicine had 

risen from 33.8% in 1990 to 42.1% in 1997, and data from the U.K. also indicate an 

increased use of CAM practices (Tabish, 2008). The increasing number of colleges and 

universities teaching alternative medicines is also rising. These statistics show that it is 

being considered and the public is free to choose whatever method they want as their 

healthcare. People need to be guided on what is “quackery” (fraudulent) and what is safe. 

The public should be aware of the limitations each system of medicine can offer. To 

ensure this, the physicians of alternative and Western health systems should interact and 

exchange information. Furthermore, respecting the choice of people and by practicing 

followership, and considering a collaboration of CAM in a medical leadership framework 

is worthy and is ethical. This consideration is also a part of the equity the medical system 

can offer. This also means that it can motivate and benefit both physicians and society. 
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Being a physician, I believe integrating leadership competencies into the medical 

curriculum, irrespective of the type of system, should be the first change in developing 

the community health services.  

Implications 

In the process of this study, I examined the relevance of physician leadership and 

the existing medical leadership frameworks and the importance of inculcating these 

concepts into medical education regardless of systems of medicine. There are research 

studies on the topic of medical leadership and competency frameworks; however, there is 

a dearth of studies related to the inclusion of CAM in the process. I chose to incorporate 

this idea and made a statement on this as an alternative physician myself. I also found the 

strengths and weaknesses of the existing leadership frameworks and identified the gaps or 

deficiencies by comparing them. I adopted the concept, as noted by Denis and Gestel 

(2016), of “organized professionalism” whereby medical practice is perceived as 

embedded in an organizational context. This implies a combination of physicians’ 

professional expertise and other management skills that is the application of 

competencies to more collective problems. Recent statistics show that the number of 

physicians is growing day by day and this will subsequently pressure governments to 

engage more doctors in healthcare improvement (Denis & Gestel, 2016).  

More importantly, physicians are some of the important stakeholders in healthcare 

reforms and policies. Physicians have the social power to be confident with medical 

competence including medical knowledge, medical practice, and patient relations. Schei 

(2006) supports this by showing that patients want their physicians to participate actively 

in medical decisions. This implies that physicians influence their patients with this 
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symbolic power. On the other hand, the physicians should utilize this power ethically and 

adapt improvisations to their competencies. The findings of the study, in many ways, 

strongly indicate those leadership frameworks are guidelines for aspiring physician 

leaders. These frameworks are enabling individuals to work in a more focused way and 

have strategic objectives to achieve the visions and goals of an organization and also to 

work as a team (Vilches et al., 2016). I believe that this applies to all the existing 

frameworks and it is necessary to know that learning competencies are life-long learning. 

The skills attained need to be polished and new skills should be updated for physicians to 

be good leaders. Both doctors and other healthcare professionals should be collaborative 

team leaders who help out each other and focus on outcomes.  

Recommendations for Further Research 

This study focused on a topic that is relevant in scenarios such as the current 

global pandemic. Although it is an ongoing topic for research, it still needs to be 

highlighted. I believe further research is needed to acknowledge the gaps in the literature 

and to build awareness of the concept of medical leadership. More study is required to 

understand the effectiveness of leadership frameworks, who are being trained, and who 

could teach these competencies when included in medical education. Although most 

frameworks are based on theoretical works, practical knowledge should be considered in 

the future to make the physicians competent in facing issues at the organizational level. 

For example, doctors who faced the challenges of the global pandemic should share their 

experiences to make aspiring physician leaders know how to be prepared for emergency 

situations. However, it is equally important to know what is incorporated into the medical 

leadership curriculum for its effective incorporation. What should be or what should not 
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be there in the medical curriculum should be well articulated in the frameworks. For 

example, leadership styles should be taken into consideration. This is because each 

individual has their perception and role models, so it would be beneficial for them to have 

an idea of what their style can be and how they can learn from examples of famous leaders. 

This would allow physicians to learn from the experiences of the leaders around them.  

Future researchers can also explore feedback fom the previous medical leaders 

and examine the obstacles they have had to overcome or could not overcome. Most 

research studies do not teach the failings, and I think these are important lessons that 

students can learn to be successful in the future. Research studies can also explore gender 

gaps in medical leadership (McDonagh et al., 2014) and study the challenges that women 

and other marginal groups face in the healthcare workforce. The stereotype of leadership 

is a major problem in all the leadership industry, which should be made clear in future 

work. This is one of the elements to be considered as the basics of leadership education. 

Future researchers can also work on the plans or policies executed by medical leaders and 

can assess the performance of the organization to analyze the results. This would help 

future medical leaders to be analytical in their planning and leading process. In addition, 

existing leadership development programs should be analyzed to address these 

deficiencies in the formal medical curriculum. Analyzing these gaps in the frameworks 

are significant to implement them. How the programs are recognized, who leads or 

mentors the program, and also the outcomes should be the focus for future research.  

The leadership frameworks should also address complementary and alternative 

systems of medicine. Research can explore why (or why not) alternative systems are not 

included. Even physicians of CAM practices should be able to recognize this gap and 
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they could also research this issue and empower their voice. This should also be a change 

initiated by medical leaders to cross their barriers. Frameworks also need to be updated 

regularly to match the standards of the health system and their needs. Most importantly, 

studies can explore the actions taken by medical leaders in situations like the global 

COVID-19 pandemic, and find out the experiences across the nations and cultures. For 

example, research can study how New Zealand could do better planning in preventive 

measures when compared to other nations. This would enhance the critical thinking and 

consciousness of socially responsible medical leaders around the globe. Experiential 

learning through such global situations will make leaders more empowered. 

Conclusion 

Leadership is a product of leading and management depending on what situation 

it is related to. The concept of medical leadership has been at the forefront for the past 

decade; however, there is still a need for further additions to fill the gap in the field and to 

encourage more doctors to step forward and to make changes for a better care system. 

This can be accomplished by awareness, collaboration, and medical education with the 

use of strong and updated medical leadership frameworks. Empowering physicians’ voice 

through strong leadership skills is the key to a successful healthcare system. Crises like 

COVID-19 remind us that physicians are accidental leaders and they must lead the 

community thoughtfully and wisely. 
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