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Abstract: To date, research has established the individual and organizational factors that impair
well-being. Thus, we are aware of the organizational “cogs and wheels” that drive well-being,
and there is a sense that we can potentially utilize effective leadership to push and pull these
in the appropriate directions. However, reviews of leadership in health care point to the lack of
academic rigor and difficulty in reaching solid conclusions. Conversely, there is an accepted
belief that the most important determinant of the development and maintenance of cultures is
current — and future — leadership. Thus, leadership is assumed to be an important element of orga-
nizational functioning without the requisite evidence base. Medicine is a unique organizational
environment in which the health of physicians may be a significant risk factor for inadequate
patient safety and suboptimal care. Globally, physicians are reporting increasing levels of job
burnout, especially among younger physicians in training. Not surprisingly, higher levels of
physician burnout are associated with suboptimal care for patients and medical error, as well as
maladaptive coping strategies among physicians that serve to exacerbate the former. This review
is a scoping analysis of the existing literature to address the central question: is there a relation-
ship between organizational leadership and physician well-being? The objectives of the review
are as follows: 1) identify the degree to which physician health is under threat; 2) evaluate the
evidence linking leadership with physician well-being; 3) identify alternative ways to approach
the problem; and 4) outline avenues for future research. Finally, enhancing progress in the field
is discussed in the contexts of theory, methodology, and impact.
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Introduction

Expecting physicians to deliver safe, efficient, and patient-centered care, while they
are getting increasingly burnt out, is not only ineffective but also costly and danger-
ous. However, despite the reported frequency of physician burnout and the associated
consequences on quality of care — and patient safety — burnout is still largely viewed
as an individual problem. Currently, all evidence with regard to causal factors associ-
ated with physician well-being points to the direction that burnout is an organizational,
rather than an individual, problem, rooted in issues related to the working environment
and organizational culture.! The style of leadership in a health care organization plays
a pivotal role in the experience of physicians. Therefore, this review delineates what
the existing literature tells us about the relationship between leadership and physician
well-being. The review is structured around answering the following key objectives:
1) identify the degree to which physician health is under threat; 2) evaluate the evidence
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linking leadership with physician well-being; 3) identify
alternative ways to approach the problem; and 4) outline
avenues for future research.

There is relatively little research on the relationship
between leadership and well-being generally, and even less
among physicians. Therefore, systematic reviews/meta-
analyses were not possible in this review. Thus, this review
is a scoping review of the existing literature. According to
Colquhoun et al,? a scoping review is a form of knowledge
synthesis that addresses an exploratory research question
aimed at mapping key concepts, types of evidence, and gaps
in research related to a defined area or field by systematically
searching, selecting, and synthesizing existing knowledge.
The overall aim of the review is to answer the question “Is
there a relationship between organizational leadership and
physician well-being?”

Leadership and well-being: an

overview
To date, research has established the individual and organiza-
tional factors that impair well-being. For example, via large
epidemiological studies, work characteristics such as job
control and support at work, as well as organizational factors
such as organizational justice and effort—reward balance, have
all been shown to predict health-related outcomes at work
(ie, sickness absence and minor psychiatric morbidity).>
However, knowing the antecedents and outcomes does not
translate easily into practical actions. We would expect that
appropriate leadership can have an important influence on the
factors that influence well-being. To put it simply, we are aware
of'the organizational “cogs and wheels” that drive well-being,
and there is a sense that we can potentially utilize effective
leadership to push and pull these in the appropriate directions.
Across the general working population, the evidence
base concerning leadership is mixed. For example, in a meta-
analysis on the subject, Kuoppala et al® found only moderate
evidence that leadership is associated with job well-being,
sick leave, and disability pension (early retirement). More-
over, the evidence was weak regarding leadership and job
satisfaction, in addition to being inconclusive regarding job
performance. Congruently, in a meta-analysis of leadership
impact research,” which specifically focused on leadership
interventions, the results were mixed. Overall, there was
evidence that interventions had a positive impact, but the
effect sizes varied significantly when moderator variables (eg,
leadership theory and type of intervention) were assessed.
Reflecting on their aggregated data, the authors noted that
leadership theories that focused more on behavioral change

(ie, participation or performance measures of behavior) may
indeed have a greater impact on behavior versus theories
focusing on emotional (ie, satisfaction) or cognitive change
(ie, level of idea generation). This may reflect the fact that
behavioral indicators are more directly linked to organiza-
tional objectives. The dependent variables assessed in the
review are predominately measured by task and satisfaction
with leader performance variables. It is hypothesized that
leadership interventions linked to well-being outcomes need
a greater focus on emotional and cognitive factors.

The aforementioned studies highlight the fact that leader-
ship research has tended to focus more on organizational and
performance-related outcomes and less on the health of the
employees per se. Medicine is a unique organizational envi-
ronment wherein the health of physicians may be a significant
risk factor for inadequate patient safety and suboptimal care.?

Leadership and medicine

In terms of medicine, both the Association of American
Medical Colleges® and the Accreditation Council for Gradu-
ate Medical Education'® emphasize the need to develop team
leadership and management skills in undergraduate and
graduate trainees. Medical schools teach students to become
medical leaders, and this fact is reflected in the increasing
movement toward including leadership programs at both the
undergraduate and postgraduate levels. Given the significant
(leadership) role that physicians play in the health care sys-
tem, we can hypothesize that their impact is greater compared
to that of the general workforce. Thus, their clinical training
prepares them to take a leading role within the health care
system, but such clinical training is not accompanied by the
appropriate development of skills needed to lead a team of
diverse professionals.

The impact of linking leadership and physician well-being
needs to be demonstrated in economic and social terms. The
economic cost of ignoring leadership as an important con-
tributor to physician well-being is highlighted by a critical
meta-analysis of the literature, which revealed that every
dollar devoted to employee wellness programs reduced costs
associated with medical leave and absenteeism by approxi-
mately $3.27 and $2.73, respectively.!! Health care profes-
sionals represent a significant proportion of the workforce
in every developed country, and the need to support them
will only increase as we go forward into the future. Indeed,
in 2008, it was estimated that 70% of the health budget in
Europe was allocated to salaries and employment-related
costs,'? while roughly 10% of the active EU workforce is
engaged in the health sector in its widest sense.'® In terms of
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the social impact of leadership on physician well-being, there
is an opportunity to assess the impact of healthier physicians
on patient behaviors in terms of preventive behaviors, adher-
ence to treatment guidelines, and readmission rates. A large
US study across seven medical schools provides an important
insight into the genesis of professional behavior, whereby
cheating/dishonest academic behaviors were rare (reported
by 10%), but unprofessional conduct related to patient care
was more acceptable (reported by up to 43%).! It is rea-
sonable to suggest that patient neglect and unprofessional
behavior is related to the health of physicians themselves,
thus demonstrating that the impact of better leadership on
patient outcomes will be a powerful argument going forward.
Before evaluating the evidence concerning the capability
of leadership to promote physician wellness, it is appropriate
to first review the extent of the problem within health care.

Physicians and their health: the

extent of the problem
Significant numbers of physicians do not take adequate care
of their own health.' Thus, it is not surprising that burnout
levels among physicians are estimated to be between 25
and 60% and can reach as high as 75%.!%!” Some studies
suggest that physicians are at a higher risk (compared to the
general population) for suicide, cardiovascular mortality, and
substance abuse. '8

Burnout affects physician performance and well-being, as
well as patient well-being. US data indicate that burnout and
depression were among the strongest factors related to report-
ing a recent major medical error among surgeons.”' Recent
research from seven south European countries, among nurses
and physicians, found that burnout was significantly positively
associated with higher fast food consumption, infrequent
exercise, higher alcohol consumption, and more frequent
painkiller use, and these associations remained significant
after the inclusion of individual differences and country of
residence.?? Not surprisingly, risky health behaviors (eg,
physical inactivity, alcohol misuse) have been implicated as
factors contributing to medical errors and inadequate patient
safety, as well as affecting medical professionals’ health pro-
motion activities directed toward patients.?2¢

It is not unreasonable to suggest that there is a symbiotic
relationship between physician health and patient outcomes
(eg, length of stay, patient satisfaction, and lifestyle changes).
Not surprisingly, patient adherence with treatment outcomes
is also negatively associated with clinician burnout.?’* Wal-
lace et al?’ make a strong case for including physician well-
ness as a quality indicator for health care systems.

To date, our discussion of well-being is dominated by a
pathogenic approach — what has gone wrong — rather than a
more holistic approach that seeks to establish what optimal
functioning in both the professional and personal domains
of physicians looks like. Inadequate work—personal life inte-
gration is a significant issue for physicians compared to the
general population,*® and the notion that younger physicians
need to sacrifice their personal/family life for their career will
exacerbate burnout and fatigue.

The evidence that leadership can

affect well-being
There is relatively little literature on the topic of leadership
and well-being. A further problem arises regarding what
actually constitutes well-being and leadership. The definition
of well-being is multidimensional and includes reference to
happiness, satisfaction, and fulfillment, to name just a few
elements.’! The evidence that will be reviewed is dominated
by an approach to well-being as represented by job burnout.
In terms of leadership, there are a myriad of problems associ-
ated with defining what it is.*? In terms of physicians, there
is a difficulty in identifying them as leaders simply based on
their location in the health care hierarchy. Moreover, there is
an important distinction to be made between the leadership of
organizations versus leadership in organizations.?* The former
relates to what many people consider strategic leadership,
while the latter is lower-level face-to-face leadership. When
reviewing the literature regarding physicians, it is difficult
to ascertain whether physicians are actively engaged in both,
and/or whether physicians are considered a leader by their
colleagues. A detailed analysis of the epistemological and
methodological problems concerning leadership is beyond
the scope of this review, but for the purposes of this review,
the definition provided by Jaques and Clement* is most
appropriate for the context of physicians. According to the
authors, leadership is that process in which one person sets
the purpose or direction for one or more other persons and
gets them to move along together with him or her and with
each other in that direction with competence and full commit-
ment. They also stress that leadership is not a free-standing
activity: it is one function, among many, that occurs in some,
but not all, roles. Both the aforementioned elements match
with the work of physicians, particularly in a hospital setting.
Shanafelt et al*® and the Mayo Clinic research team
have spearheaded research in this area. For example, a
survey of physicians/scientists at a large US health care
organization® found that leadership correlated moderately
with burnout and strongly with satisfaction (11% and 47%
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of the variation, respectively). More detailed analysis of
the data reveals interesting results, with the leader’s own
level of burnout and satisfaction being less important. The
authors conclude that the process of medical education
creates a situation in which an individual who has not been
well prepared to lead is thrust into a very challenging lead-
ership situation. Put simply, physicians are not trained to
adequately develop their leadership skills but are expected
to be leaders. Congruently, there is evidence that leadership
itself can be protective against burnout. A strong link has
been observed between career fulfillment and the amount
of time physicians are able to devote to the work aspects
that are most meaningful to them. If this time comprised
20% or more of professional endeavors, the risk of burnout
was cut in half.*® Thus, career fit appears to be a driver of
physician wellness. This insight should give clinical leaders
pause for thought if they wish to optimize the scientific,
medical, and training yield of faculty at their institutions/
health care organizations.

Not surprisingly, the evidence within medicine reflects the
more general problem of expecting the underlying factors to
translate into actions. The factors that contribute to improved
well-being and effective leadership are well established, but
knowing the antecedents does not provide a blueprint for
interventions. For example, as noted by Shanafelt et al*’ in
a review on the subject of physician wellness, “providing
physicians with increased ability to influence their work
environment, to participate in organizational decisions that
affect medical practice, and to have more control over their
schedules are likely to have a substantial positive effect
regardless of practice type”. The important part of the pre-
vious sentence is “likely”, thus we know the elements that
must be addressed, but the delivery of health care is complex.
Changing work practices and physician behavior will succeed
if there is a recognition that silos within health care organiza-
tions can lead to a focus on self-preservation rather than a
common connected vision linked to patient care.

The introduction of trainee doctors into a health care orga-
nization is a critical point in terms of changing or reinforcing
system-wide behaviors. Unfortunately, supervisor behavior, in
terms of mistreatment and/or humiliation, is associated with a
greater likelihood of burnout among trainee physicians.>** The
significant literature on the hidden curriculum suggests that the
induction period for many young physicians is characterized
by a toxic performance culture, whereby adversity is viewed as
“character building” and emotional repression is valorized.***

Younger physicians report higher levels of burnout, com-
pared to their senior colleagues, and they comprise the group

that needs appropriate support from their clinical teachers and
senior colleagues. The burnout of residents reflects the cyni-
cism they can feel as a result of the “hidden curriculum” that
pervades medical education.* The hidden curriculum refers
to the way that junior staff members observe inappropriate
behaviors against both colleagues and patients, and which
are subsequently imbued with these norms while experi-
encing feelings of detachment. However, efforts to address
burnout among residents are revealing. For example, Ripp et
al® attempted to use facilitated discussion groups to reduce
burnout among residents. The authors used a randomized
controlled trial design and the intervention involved twice-
weekly meetings with an external group facilitator. However,
the intervention was ineffective, and the reasons identified by
the authors are illuminating. The participants reported that
the intervention did not really free them from other clinical
and educational responsibilities. Indeed, it may have added to
their workload. Additionally, the discussion groups were led
by a trained external psychotherapist to allow the participants
to engage in unfettered discussions. However, the authors
wonder whether selecting internal medicine physicians as
facilitators may have led to more substantive discussions
around work-related problems.

Part of the problem in disentangling the potential of
leadership to contribute to physician well-being concerns
the way that leadership is represented by proxy variables.
For example, Wallace and Lemaire,* in a sample of Cana-
dian physicians, demonstrated the importance of coworker
support, both in terms of being directly related to physician
well-being as well as buffering the negative effects of work
demands. In the discussion section, the authors suggest that
“unnecessary stress can be diminished if leadership increases
employees’ awareness of organizational goals and involves
staff in management decisions.” However, the authors did
not actually assess any of the aforementioned variables (e,
leadership, awareness of organizational goals, and manage-
ment decisions), and thus coworker support is used as a proxy
variable for leadership and organizational culture.

Demmy et al*® examined the factors that contribute to
satisfaction among an idiosyncratic sample of recently hired
or fired US physicians. The authors examined 14 factors that
contribute to physician satisfaction, but it is not clear for the
reader how the 14 factors were initially generated. In conclu-
sion, the authors recommend targeting different leadership
practices that affect physicians’ satisfaction. Again, it is not
clear as to whether they are recommending a reactive leader-
ship approach or one that actively appraises the important
elements of satisfaction on a continuous basis.
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Sexton et al*® report on the use of leadership walkrounds
(WRs) in neonatal intensive care units (NICUs) and found
that WR feedback (ie, received feedback about actions taken
to reduce risks) was associated with better safety culture and
lower burnout. In terms of burnout, the authors suggest that
direct caregiver engagement in patient safety activities at a
pace and intensity that are manageable may validate frontline
expertise and provide meaning to daily work in a way that
reduces burnout. A detailed analysis of their study reveals
important specific feedback received by the authors. For
example, there was substantial variability between NICUs
with regard to the item “Does your clinical area use Patient
Safety Leadership WR to discuss with senior leaders any
issues that could harm patients or undermine the safe delivery
of care?”, which limits the conclusiveness of the findings.
Moreover, the authors benchmarked their study with adult
clinics, but in NICUs, there was less direct participation in
leadership WRs and less feedback about actions taken to
reduce risk. Finally, while WRs are common in the US, the
authors provide absolutely no information on the scope or
format of their WRs. This is a significant weakness of the
reported research.

Many physicians take on managerial roles in health care
organizations. Being in a formal leadership role may buffer
well-being, as one may experience feelings of autonomy
(control) as a leader, which is negatively correlated with
burnout. In a longitudinal study (10 years) of emergency
physicians, Cydulka and Korte*” found that physicians in
professional leadership roles of any kind report more satis-
faction and less burnout. The authors noted that they were
unable to determine whether more satisfied physicians seek
these roles or whether seeking leadership roles leads to
greater satisfaction. Moreover, the lack of collegial support
strongly predicted burnout.

Overall, the evidence is mixed, but there is relatively little
research to make firm conclusions in either direction. Future
research should be mindful of the conclusions of Rosenman
et al,*® who in a systematic review of training in health care
action teams, conclude that determining best practices in
leadership training is confounded by variability in leadership
definitions, absence of supporting frameworks, and paucity
of robust assessments. At the very least, we can hypothesize
that appropriate interpersonal leadership should be able to
address the core components of burnout; emotional exhaus-
tion, depersonalization, and feelings of reduced personal
accomplishment. However, as already noted, the assess-
ment of well-being needs to include positive and negative
indicators.

Approaching the topic from an

alternative route

The previous section reveals that there is relatively little
evidence to support the hypothesis that better/effective lead-
ership can improve physician well-being. Thus, we should
examine nonphysician examples to explore whether some
lessons can be “ferried” back to our physicians.

Laschinger and Fida,* in a sample of Canadian nurses,
found that the more the leaders were perceived to be authen-
tic, the less likely that nurses were to experience subsequent
work-related bullying and burnout and to want to leave
their job and profession. The results highlight the important
role of authentic leadership as a job resource in preventing
negative employee and organizational outcomes. The Job
Demands—Resources (JD-R) model is a useful framework
to understand demands and resources in the workplace. In
essence, the JD-R model proposes that high job demands
lead — via burnout — to negative outcomes (the stress pro-
cess), whereas job resources lead — via work engagement
— to positive outcomes (the motivational process).*® The
model positions leadership as an important resource; and it
represents a useful framework to understand the relationship
between leadership and well-being, given that leadership has
an impact on follower’s job strain and affective well-being.>!
The JD-R model suggests that leaders are supposed to balance
the job demands and job resources of their followers in such
a way that they remain healthy, motivated, and productive.>
Within health care, managing the allocation and the impact
of job demands and job resources on physicians can sustain
and improve well-being (particularly for young residents).

In terms of successful interventions, Jones et al,>® in
an impressive series of studies, found stress management
interventions could be beneficial to both physicians and
their patients. They showed a strong relation between a
stressful workplace and malpractice risk in both medical
departments and hospitals. Moreover, their results showed
significant reductions in medication errors and malpractice
claims after the introduction of stress management programs
in 22 hospitals; by contrast, rates for the 22 hospitals in the
control group (matched on bed numbers, frequency of claims,
and rural vs urban) remained unchanged. A deeper examina-
tion of their stress management intervention reveals that it
operated at five levels: 1) the results of preparatory research
demonstrating the link between stress and malpractice
claims was communicated to senior management in terms
of the link between stress and medication error; 2) the most
highly stressed managers worked with consultants to change
policy and procedure (ie, interdepartmental communication,
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organization, and personnel policies); 3) senior management
shared the results of the survey in small conference sessions,
with employee feedback encouraged and action plans made,
and management communicated to employees their policy
that stress needs to be continually assessed and controlled;
4) all employees were shown videos to help them recognize
and cope with stress, and employees were instructed in how
to develop better nutrition, exercise, and other health habits
(to reduce smoking, substance abuse, and caffeine intake),
as well as in how to develop relaxation routines for coping
with stresses; 5) a comprehensive employee assistance and
counseling program was implemented to allow employees
and their families to seek support for work-related and per-
sonal problems. The aforementioned study is noteworthy in
that it represents an exemplar of how reducing stress can have
practical outcomes in terms of quality of care. The exhaustive
nature of the intervention (ie, involving all stakeholders at
multiple levels) strongly suggests that leadership at all levels
of the organization needs to be involved in changing culture.

The potential for leadership to affect positively or
negatively is mediated by both the implicit and the explicit
ways in which leaders communicate the core values, which
shapes the behaviors of employees. However, a recent paper
by Nielsen and Daniels®* presents important data on the
impact of transformational leadership. The authors examined
transformational leadership among Danish postal workers
over 3 years, and their findings suggest that transformational
leaders exert their effects in complex social and temporal pro-
cesses and may increase sickness absenteeism levels among
healthy employees over time. Moreover, their results suggest
that some employees in groups with transformational leaders
may have increased sickness absence rates if they have high
levels of presenteeism, meaning that tranformational leaders
motivate employees to come to work even when ill and this
short-term gain (attendance at work) results in a long-term
undesirable organizational outcome (sickness absenteeism).
The results concerning presenteeism are particularly relevant
for physicians. More generally, the work by Nielsen and Dan-
iels> questions the assumption that transformational leader-
ship is associated with positive organizational outcomes.
The aforementioned result fits with the existing literature
within medicine concerning the hidden curriculum and the
way that young physicians learn that certain dysfunctional
behaviors are valorized (eg, working long hours without
appropriate breaks as an indicator of “commitment”).>* The
aforementioned research should make us wary of simply
wanting all physician leaders to be armed with an “MBA
box of tools” concerning strategy and vision. Alternatively,

they should prompt us to appreciate the historical elements
and values of medicine that can contribute to a meaningful
and authentic leadership approach, namely, medicine as a
vocation and the Hippocratic Oath. Attempts at improving
health systems should incorporate existing successful ele-
ments, as we want to avoid “throwing the baby out with the
bathwater”. For example, electronic health records are an
obvious improvement for a health system, but they should
not result in poorer history taking from patients.> Physicians
and nurses are incredibly adept at improvising in restricted
environments. Anthropological research, whereby physicians
are shadowed over a specified time period, reveals a picture of
individuals who “work around” problems to find solutions.>’
While “work around” strategies that involve short-term
fixes to problems are not optimal in the long term, the more
important point is that leaders need to tap into this existing
creativity and commitment.

Concluding remarks

Paradoxically, on the one hand, reviews of leadership in
health care point to the lack of methodologically rigorous
studies and the difficulty in reaching solid conclusions.™®
Conversely, it has been suggested that the most important
determinant of the development and maintenance of proactive
organizational culture is current and future leadership.” Thus,
the need for better leadership is desirable in spite of a lack
of an evidence base to guide researchers and practitioners.
A related issue concerns the organizational-professional
conflict within health care organizations. Physicians who
become managers can occupy a hybrid role between manager
and clinician, which blurs the boundaries between the two
and results in conflict as the two roles are often experienced
as oppositional.®¢!

Recently, West et al®* at the UK Kings Fund, in a critical
report on leadership and leadership development in health
care, conclude that health care needs to prioritize overall
patient care rather than the success of individual components;
build a cooperative, integrative leadership culture; enhancing
leaders’ learning from experience should be a priority; and
evidence-based approaches to leadership development in
health care are needed to ensure a return on the huge invest-
ments made. Fundamentally, they put forward the argument
that the UK health service needs a collective leadership
approach. According to West et al,*? collective leadership
is characterized by shared leadership, where there is still
a formal hierarchy, but power is more dependent on who
has the expertise at each moment. Thus, collective leader-
ship involves leaders working together to nurture a shared
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culture, adopting leadership styles that are consistent across
the organization, and cooperating and supporting each other
across boundaries within the organization to deliver continu-
ally improving, high-quality, and compassionate patient care.
The authors argue that collective leadership has the potential
to positively influence overall organizational performance,
but it is obvious to see the potential application of collective
leadership to staff well-being, in the way that it focuses on
better staff support and increased autonomy. The idea of a
collective leadership approach is a promising one and builds
upon the increasing examples of research that demonstrate
the potential for increasing participation among staff and
patients.

Physicians are under increasing pressure to continu-
ously improve the quality of care in environments that are
not naturally designed to contribute positively to either the
health of their employees or the recipients of care. Physi-
cians are educated to be clinicians first, and their role as a
leader, team member, or manager is secondary. Thus, the
majority of physicians have a tendency to view the purpose
of a hospital as primarily to support their clinical work. For
example, a survey of American Medical Association mem-
bers indicated that the majority of physicians do not feel
responsible for reducing health care costs.®* Congruently,
there is evidence that a majority of US surgeons attribute
medical mistakes to individual-level factors rather than sys-
tem issues,?! 70% vs 15%, respectively. Ironically, a strong
belief that individuals, not systems, are primarily respon-
sible for errors calls into question the ability of medical
leaders to positively influence the well-being of physicians.
A mythology of self-reliance and absolute responsibility is
anathema to an interdependent collaborative perspective of
health care delivery.

Not surprisingly, this disconnect between physicians’
training/expectations — with its emphasis on individual
performance — and the realities of the need to work with
coworkers and patients who have different visions of how
the organization (hospital) should operate means that job
burnout is inevitable.® It is not unreasonable to suggest that
the current organization of health care, in terms of increasing
demands and reduced resources, is directly contributing to
the deterioration of physician well-being. The aging popula-
tion consists of an increased number of patients with chronic
diseases, who require complex care provided by several health
care professionals, meaning that physicians need to be able to
manage/work within multidisciplinary teams, which is crucial
for the continuity of care and continuous quality improve-
ment.* Thus, medical leaders need to focus on a combination

of organizational and individual strategies, as well as eschew
narrow individual approaches that reinforce physicians with
the mantra that they are personally responsible to build their
own resilience against the prevailing conditions.

Going forward
To ensure progress in the field, researchers need to address
the following issues: better theory, diverse methodological
approaches, and bringing evidence from outside medicine.
In terms of theory development, our scientific approach
to the issue should heed the recommendations of Rosenman
et al*® that we need to develop, test, and adopt leadership
frameworks and behavioral taxonomies that can support the
rigorous development and assessment of team leadership
training. In practical terms, we need integrated solutions,
not one-off training days, that identify the specific behaviors
that leaders need to shape and reinforce. There is a plethora
of leadership theories but not enough consideration of how
concepts reverberate with the idiosyncratic nature of health
care. We may need to look outside of medicine initially. For
example, Schaufeli*? has developed an engaging leadership
scale that is rooted in the Self-Determination Theory (SDT).%
SDT is an established theory that proposes that optimal and
healthy functioning is dependent on three elements, namely,
competence (feeling effective), autonomy (feeling in con-
trol), and relatedness (feeling loved and cared for). These
three elements are particularly relevant for physicians and
link directly to physician behaviors in terms of practice and
training. Developing leaders who enable new physicians to
feel effective, in control, and cared for is a good place to start.
Our methodological approaches need to go beyond
correlational studies that rely predominately on self-report
measures. A mixed-method approach that uses shadowing,
diaries, and within-subject designs has the potential to reveal
a richer picture of how leadership can affect well-being.
Job burnout is a symptom of organizational functioning, so
interventions need to address the chronic conditions that are
systematically and incrementally contributing to feelings of
burnout among staff in a health care organization. In terms of
benchmarking organizational issues prior to an intervention,
the six areas of worklife spelt out by Leiter and Maslach® is a
good place to start. According to this approach, organizations
can benchmark six key domains: workload, control, reward,
community, fairness, and values. These domains, which
are evidence based, can direct organizational interventions
toward the key factors influencing individual well-being.
Finally, we can import ideas from outside of the
health care arena to inform our approach to leadership.
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Increasingly, in modern health care, physicians work in
environments in which multidisciplinary teams work in
concert. The need for multidisciplinary teams is rooted in
the increased specialization within health care professions,
which makes it almost impossible for one professional to
be able to provide a holistic care approach, and the fact
that multidisciplinary teamwork is considered crucial for
the continuity of care and continuous quality improve-
ment.% Across diverse occupations outside of medicine,
the factor that has been most strongly associated with
effective teamwork is psychological safety.’” Most recently,
Duhigg, in an article in The New York Times, wrote about
how Google investigated what makes its own teams effec-
tive via its Project Aristotle.®® The results of the investi-
gation suggested that “psychological safety” — whereby
team members have a shared belief that it is safe to take
risks and share a range of ideas without the fear of being
humiliated — emerged as crucial. The considerable literature
on the hidden curriculum in medicine highlights how a
performance-focused culture can damage feelings of safety
and promote a defensive approach to learning and career
development.”’ Building a culture of psychological safety
in health care teams has the potential to benefit physicians,
their colleagues, and patients.

This review is a snapshot of the key issues concerning
leadership and physician well-being. The heterogeneous
nature of the literature precluded a systematic review.
However, the review has identified the key challenges to be
addressed in order for the field to progress.
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