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Background: Understanding how healthcare professionals conceptualize leadership is vital for developing effective leadership 
development programs in medical universities. However, little is known about Implicit Leadership Theories (ILTs) within the unique 
context of Iranian medical universities, where education and healthcare service provision intersect.
Aim: This study explored implicit leadership expectations among faculty and staff in a medical university setting, emphasizing the 
novelty of examining ILTs in Iran’s academic health system and its potential relevance for similar institutions globally.
Methods: A qualitative phenomenological approach was employed to investigate ILTs among faculty and managers at Khomein 
University of Medical Sciences, a regional institution integrating healthcare services with clinical education. Fifteen participants were 
purposively sampled and interviewed using a semi-structured guide, drawn from twenty invited individuals. Data were analyzed using 
Colaizzi’s method with support from MAXQDA. Ethical approval was obtained, and informed consent was secured from all 
participants.
Results: Four domains of ILTs were identified: (1) ethical and personal traits such as honesty, justice, and humility; (2) managerial and 
organizational competencies and capabilities, including planning, decision-making, and accountability; (3) communication and 
relational behaviors emphasizing respect, empathy, and participation; and (4) structural and cultural conditions shaping leader 
effectiveness.
Conclusion: Findings highlight the need to align leadership behaviors with follower expectations to foster trust, strengthen leadership 
development, and enhance institutional performance. Situating ILTs in a non-Western academic health setting expands the global 
literature on leadership and followership, offering insights for medical universities in Iran and comparable systems internationally.
Keywords: implicit leadership theories, medical university, qualitative research, healthcare leadership

Introduction
Effective leadership is critical for the performance, resilience, and ethical functioning of academic health institutions, 
which must simultaneously deliver clinical services, educate future health professionals, and respond to evolving public 
health demands.1,2 While abundant research has examined formal leadership models and competencies, less is known 
about followers’ unconscious expectations, so-called Implicit Leadership Theories (ILTs), that shape how leaders are 
perceived and accepted in practice.3 In contexts such as medical universities, where clinical priorities, academic norms, 
and socio-political influences intersect, misalignment between leader behavior and follower expectations can undermine 
trust, hamper collaboration, and reduce institutional effectiveness.

ILTs are shaped by cultural, organizational, and professional norms, and studies show that expectations of leadership differ 
across societies. For example, research in Western contexts highlights autonomy, vision, and transformational qualities as central 
to ILTs,4–6 while Asian and Middle Eastern studies emphasize relational trust, ethical integrity, and collectivist values.7–9 Cross- 
cultural evidence suggests that while certain prototypes such as honesty and competence are widely recognized, the weight and 
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expression of leadership expectations vary by context.10,11 This underscores the need to study ILTs in diverse healthcare and 
educational systems to clarify both universal and context-specific features.

Within healthcare organizations, ILTs have been linked to critical outcomes including teamwork, staff morale, patient 
safety, and the acceptance of clinical leaders.2,12,13 Epitropaki and Martin showed that congruence between leader 
behaviors and follower ILTs predicts higher satisfaction and effectiveness; similar findings in healthcare highlight that 
ethical credibility and effective communication strengthen trust and commitment.4 However, reviews also note that most 
ILT research in healthcare has been conducted in hospitals or corporate health settings, with limited focus on the 
academic medical environment where education and service provision intersect.14,15

Although ILTs have been studied in multiple organizational settings internationally,3–5 and a few Iranian studies have 
examined ILTs or followership prototypes in industrial or corporate contexts,16–18 there is a notable lack of empirical 
research exploring ILTs in the academic medical environment in Iran. Existing local studies have not specifically 
investigated how ILTs operate at the intersection of healthcare delivery and higher education, nor have they integrated 
individual ethical traits, managerial competencies, and structural/cultural conditions into a single, context-sensitive 
framework for medical universities. This absence of targeted investigation is significant because academic health 
institutions combine hierarchical clinical cultures, academic autonomy, and public sector governance—conditions that 
likely shape distinct ILTs and leadership expectations.

Filling this gap provides value on multiple levels. Theoretically, it extends ILT research into a complex institutional domain 
where leader legitimacy is not determined solely by managerial skill but also by ethical credibility, clinical understanding, and 
cultural fit. Practically, understanding ILTs can guide recruitment, selection, and leadership development tailored to academic 
health organizations, helping institutions design programs and appointment processes that align leader behaviors with follower 
expectations. Explicit attention to ILTs can also strengthen organizational trust, reduce the risks of disengagement or 
resistance, and ultimately improve institutional performance in medical universities. Addressing this gap additionally offers 
policy-relevant guidance for promoting meritocratic appointments and limiting adverse external influences that erode leader
ship legitimacy.

Accordingly, this study aims to:

1. Explore the implicit leadership expectations (ILTs) held by faculty, clinical staff, and managers within a medical 
university;

2. Identify the personal traits, managerial competencies, and relational behaviors that followers associate with 
effective leadership in this context; and

3. Develop an integrated, context-sensitive leadership framework that links ILTs to organizational conditions and 
practical recommendations for leadership selection, development, and policy.

By empirically investigating ILTs in a medical university and proposing an integrated leadership framework for medical 
universities, this paper advances ILT scholarship into a novel institutional domain and offers actionable insights for 
leadership practice.

Materials and Methods
Research Procedure and Sample
This qualitative study was conducted in 2024 at Khomein University of Medical Universities in Iran, which is a regional 
Iranian institution offering healthcare services and clinical education. The research population consisted of middle and 
senior managers across clinical, educational, and administrative units. Participants were selected using purposive 
sampling, which was appropriate for exploring ILTs by engaging individuals with relevant managerial experience and 
direct involvement in leadership interactions.

To enhance diversity and representativeness, participants were drawn from different organizational domains (education, 
research, treatment, and administration), professional backgrounds (clinical and non-clinical), and hierarchical levels. This 
approach was intended to capture a wide range of perspectives reflective of the larger medical university context.
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Inclusion criteria were: (i) at least three years of managerial or supervisory experience within the medical university 
system, (ii) willingness to participate voluntarily, and (iii) the ability to articulate experiences related to leadership 
expectations. Exclusion criteria included temporary or short-term administrative positions and individuals unwilling to 
provide informed consent.

A total of 12 individuals were invited, of whom 15 consented. From these, twelve were ultimately interviewed. The 
first twelve participants were selected to maximize variation across managerial domains, gender, and professional 
background. Data saturation was reached during the twelfth interview, at which point no new themes or codes emerged. 
The three additional volunteers were respectfully informed that their participation was not required once saturation had 
been confirmed. They were thanked for their willingness, and the decision was communicated clearly to avoid any 
perception of exclusion or devaluation of their consent. While purposive sampling does not allow for strict statistical 
generalization, the deliberate diversification of participants strengthens the transferability of findings to similar academic 
health institutions in Iran and comparable contexts internationally.

Research Instruments and Data Collection
Data were collected through semi-structured, in-depth interviews guided by an interview protocol developed from the 
literature on ILTs and leadership in healthcare. The guide included open-ended questions exploring participants’ expectations 
of effective leadership, perceived legitimacy of leaders, and experiences of alignment or misalignment between leader 
behaviors and institutional needs. Probing questions further examined ethical traits, managerial competencies, and contextual 
influences. All interviews were conducted by two members of the research team (SAP and MP) who were trained in qualitative 
interviewing and familiar with phenomenological methods. The interview guide was developed based on prior ILT 
literature4,6,15 and phenomenological research principles.19–21 To refine clarity and flow, the guide was pilot tested with two 
participants from a neighboring institution; no substantial modifications were required.

Interviews were conducted either face-to-face in participants’ offices or via secure online platforms (Microsoft Teams or 
Skype for Business), depending on participant preference and scheduling feasibility. Both platforms provided password- 
protected access and end-to-end encryption, ensuring confidentiality and data security during virtual interviews. Each session 
lasted between 45 and 75 minutes. Prior to data collection, informed consent was obtained, and confidentiality was assured. 
Recruitment was facilitated through formal invitations distributed by the university administration, followed by individual 
contacts. To ensure participants understood that their involvement was completely voluntary and that there would be no 
negative consequences for non-participation, the invitation emphasized the voluntary nature of the study. Participants were 
explicitly informed that declining or withdrawing from the study at any stage would not affect their professional standing or 
relationship with the institution. Additionally, verbal and written consent forms reinforced this, and participants were 
encouraged to ask any questions regarding the study before making their decision.

The interview guide was initially drafted in English and then translated into Persian (Farsi) for participant use. 
A forward–backward translation process was applied: two bilingual experts independently translated the guide into 
Persian, and an independent bilingual reviewer back-translated it into English. Any discrepancies were resolved through 
discussion within the research team, ensuring both semantic accuracy and cultural appropriateness.

All interviews were audio-recorded with participant permission and transcribed verbatim in Persian. Transcripts were 
anonymized and imported into MAXQDA 2022 for coding and thematic analysis using Colaizzi’s phenomenological 
method. The Colaizzi’s seven-step method is widely used in phenomenological health research to ensure systematic 
theme extraction.19,22 For clarity we used the following operational definitions: skills = discrete learned abilities; 
competencies = observable combinations of knowledge, skills and attitudes applied to tasks and measurable by 
performance; capabilities = broader adaptive capacity to integrate and deploy competencies in complex or novel contexts.

To enhance the rigor of the analysis, two members of the research team independently coded all transcripts. Initial 
codes were compared and discussed until consensus was achieved, ensuring inter-coder reliability and consistency of 
interpretation. Discrepancies were resolved through iterative discussion with the full research team, and the coding 
framework was refined accordingly. In addition, researcher reflexivity was addressed by maintaining reflective journals 
and analytic memos throughout the study, which allowed the team to document assumptions, monitor potential biases, 
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and ensure that interpretations were grounded in participants’ accounts rather than researchers’ preconceptions. These 
strategies contributed to the credibility, dependability and trustworthiness of the findings.

Results
Participant Demographics
A total of 12 university managers were interviewed, including faculty members, clinical managers, and administrative 
leaders. The sample included both male and female participants, with an age range of 36–58 years and managerial 
experience ranging from three to over 20 years. Participants were drawn from diverse organizational domains— 
educational, clinical, and administrative units, ensuring a broad perspective on implicit leadership expectations in the 
medical university (Table 1).

Emergent Themes
Data were analyzed using Colaizzi’s seven-step phenomenological method, which involved: (1) reading all transcripts to 
acquire a sense of the whole, (2) extracting significant statements, (3) formulating meanings, (4) clustering meanings into 
themes, (5) developing an exhaustive description, (6) producing the fundamental structure, and (7) validating findings 
with participants (member checking). Analysis of interviews revealed a rich array of perspectives regarding effective and 
ineffective leadership in a medical academic context. Data were organized into four major thematic domains: 
(1) Personal and Ethical Leadership Traits, (2) Managerial and Organizational Competencies, (3) Communication and 
Relationship-Oriented Behaviors and (4) Structural and Cultural Conditions. These domains were derived using 
Colaizzi’s phenomenological method, ensuring that recurring themes across the data were systematically categorized. 
The domains reflect the key patterns identified from participants’ responses, which were cross-checked and validated by 
multiple team members to ensure consistency and representativeness of the findings. Each domain encompassed multiple 
subcategories derived from repeated patterns in the data (Table 2).

Personal and Ethical Leadership Traits
Participants overwhelmingly emphasized that effective leadership begins with strong personal and ethical foundations. 
Traits such as honesty, transparency, fairness, respect, humility, and organizational commitment were repeatedly cited as 
essential to building trust and sustaining ethical behavior within the institution. These qualities were seen not only as 
moral imperatives but also as practical tools for building cohesive teams and reducing organizational conflict.

Honesty and transparency were considered the cornerstone of leadership credibility. Leaders who openly commu
nicated decisions—especially difficult ones—were more likely to gain long-term trust. Fairness and respectful treatment 
were described as indicators of emotional maturity, with several participants emphasizing the impact of perceived 
injustice on morale.
One participant noted:

Even when our supervisor had to make difficult decisions, their honesty made us trust the process. Transparency and fairness 
really set the tone for the whole department. 

Table 1 Demographic Characteristics of University Managers Participating in the Study (N = 15)

Variable Category n (%)

Gender Male / Female 9 (60%) / 6 (40%)

Age (years) <40 / 40–49 / +50 3 (20%) / 7 (47%) / 5 (33%)

Professional background Clinical / Educational / Administrative 5 (33%) / 6 (40%) / 4 (27%)

Managerial level Middle / Senior 8 (53%) / 7 (47%)

Years of experience 3–5 / 6–10 / +11 4 (27%) / 5 (33%) / 6 (40%)
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Another added:

Listening with empathy and giving everyone a chance to speak made us feel valued, even when the outcome didn’t go our way. 

The concept of organizational commitment also emerged as a vital trait, with leaders described as role models who work 
beyond formal obligations and embody a strong sense of institutional loyalty. Participants valued leaders who “put the 
organization first” in both routine matters and during crises.
A manager explained:

I saw our dean staying late many times to solve staff issues—he didn’t have to do it, but he cared. It made us care more too. 

Another reflected:

He never made us feel small. Whether you were a janitor or a professor, he treated you with the same respect—and that respect 
motivated everyone to work harder. 

These narratives demonstrate that personal and ethical leadership traits are not just idealized values but active, daily 
behaviors that shape workplace culture. Participants made clear that leaders who embody ethical principles through 
consistent action generate loyalty, emotional commitment, and psychological security within the organization.

Managerial and Organizational Competencies
Beyond personal integrity, participants emphasized the need for leaders to demonstrate high-level managerial compe
tencies and strategic organizational capabilities. These included the ability to make timely and effective decisions, 
manage crises, plan strategically, delegate appropriately, and guide teams through complex institutional challenges.

A strong emphasis was placed on decisiveness—leaders were expected to make informed decisions confidently, 
without hesitation or favoritism, particularly in resource-limited or politically sensitive environments. Participants also 
described the value of systems thinking and macro-level planning, noting that leaders must not only solve immediate 
problems but also align actions with broader institutional goals. In addition, the transfer of knowledge and experience 

Table 2 Key Domains and Subcategories of Implicit Leadership Theories in Medical 
Universities

Domain Sub Categories

1. Personal and Ethical Traits - Honesty and transparency 

- Empathy and active listening 

- Fairness and respect 
- Ethical integrity and accountability 

- Humility and trustworthiness

2. Managerial and organizational Competencies - Decisiveness and consistency 

- Strategic planning 

- Problem-solving 
- Delegation and empowerment 

- Motivation and inspiration

3. Communication & Relationships - Clear, open communication 

- Team building and trust 
- Cross-hierarchy dialogue 

- Conflict resolution

4. Structural & Cultural Enablers - Merit-based appointments 

- Organizational transparency 

- Participatory decision-making 
- Healthy organizational culture 

- Resistance to political interference
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was described as a critical function of effective leadership. Leaders were seen as mentors who should coach their 
subordinates, build internal capacity, and develop future leaders. Understanding personality types, managing interperso
nal dynamics, and customizing communication styles were also valued as signs of a mature and competent leader.
One participant shared:

A capable leader doesn’t just tell people what to do—they show them how, pass on experience, and grow others around them. 
That’s what builds sustainable leadership. 

Another remarked:

You could see the difference in his crisis management. He stayed calm, assessed the situation, and quickly involved the right 
people. That’s when you realize who’s fit to lead. 

Participants stressed that problem-solving is a core expectation, particularly in the healthcare and academic setting, where 
operational obstacles are frequent. Leaders who could analyze complex problems, propose feasible solutions, and adapt 
quickly to changing circumstances were perceived as highly effective.
As one manager put it:

Our former director always had a plan B. If something failed, he didn’t blame people—he pivoted fast. That flexibility saved us 
many times. 

Another explained:

Strategic vision isn’t just about long documents; it’s about daily decisions that align with long-term goals. A good leader keeps 
that vision alive in every meeting. 

Taken together, these perspectives illustrate that in addition to moral character, a successful academic leader must possess 
practical competencies that support execution, resilience, and team empowerment. Participants viewed leadership as both 
a human and technical competency set, one that must balance emotional intelligence with tactical ability.

Communication and Relationship-Oriented Behaviors
A distinct and recurrent theme in participants’ narratives was the importance of communication and relational compe
tence in leadership. Effective leaders were described as those who engage in transparent, respectful, and inclusive 
communication with all levels of staff. This includes the ability to listen actively, provide constructive feedback, manage 
interpersonal dynamics, and build trust-based relationships across the organization.

Participants emphasized that strong communication was not merely a soft skill but a core competency and strategic 
asset, central to fostering collaboration, reducing misunderstandings, and promoting a positive workplace climate. 
Several participants linked poor leadership communication to organizational disengagement and inefficiency.
One manager described:

When I spoke to him, it felt like I was the only person that mattered. He gave his full attention and listened without interrupting 
—it really encouraged me to be more engaged in my work. 

Another noted:

A good leader communicates not only with superiors but also with the team on the ground. They don’t just give orders—they 
explain, involve, and respond. That’s how you build trust. 

A third participant explained: 

Our department only started functioning properly when the new head came in and opened up communication channels— 
suddenly people felt heard and valued. It made a real difference. 
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These statements reflect a strong consensus that relational leadership fosters psychological safety and promotes mutual 
respect. Leaders who prioritize listening, approachability, and interpersonal awareness are seen as catalysts for team 
cohesion and professional growth.

Structural and Cultural Conditions
Participants highlighted that effective leadership is not solely a function of individual traits or competencies, but is also 
significantly influenced by the structural and cultural environment in which leadership occurs. Leaders operate within 
systems shaped by policies, institutional traditions, and socio-political dynamics, factors that can either support or hinder 
their effectiveness. A transparent and merit-based selection process was repeatedly emphasized as a foundational 
condition for cultivating trust and legitimacy. Participants expressed concern that political appointments, favoritism, 
and informal power networks undermine the credibility of leadership and diminish staff morale.
One participant explained:

When leaders are appointed based on connections rather than competence, everyone notices. It demotivates those who’ve 
worked hard, and people lose faith in the system. 

A healthy organizational culture, characterized by fairness, teamwork, and openness, was considered essential. 
Participants noted that leaders have the power to shape culture through their behaviors and decisions. In contrast, 
a toxic culture, marked by rivalry, backbiting, or secrecy, was seen as a major barrier to collaboration and performance.
Another participant shared:

You can have a capable leader, but if the environment encourages division and distrust, even the best efforts will fail. Leadership 
and culture have to work together. 

Cultural alignment emerged as a recurring issue:

We need leaders who understand the organizational culture—what motivates staff, what creates conflict, and how to build a fair, 
unified environment. 

Additionally, delegation of authority and participatory management were viewed as structural supports that enhance 
leadership impact. Participants expressed that when leaders encourage staff input, create space for dialogue, and 
distribute responsibilities appropriately, employees feel more invested and productive. This inclusivity not only improves 
performance but also strengthens the social fabric of the institution.

Moreover, resistance to political interference and clear boundaries between leadership and external power structures 
were considered critical for safeguarding institutional integrity. Participants suggested that even competent leaders often 
struggle under pressure from political actors, especially in public institutions. These views reinforce the idea that 
leadership in academic medical settings must be supported by systemic fairness, cultural coherence, and organizational 
transparency. Without these enabling conditions, even well-intentioned leaders may find their efforts constrained or 
derailed.

Impact of Leadership Traits on Organizational Outcomes
In addition to identifying essential leadership traits and competencies, participants consistently linked these character
istics to tangible organizational outcomes. These effects were discussed in relation to employee morale, operational 
efficiency, institutional credibility, and long-term success.

For instance, ethical integrity—including honesty, fairness, and transparency—was closely associated with trust- 
building, team cohesion, and a sense of psychological safety. Participants described how ethical leaders reduce internal 
conflict and set a cultural tone that promotes accountability. Similarly, strategic and operational competencies, such as 
decision-making, crisis management, and systems thinking, were viewed as crucial to ensuring goal alignment, resource 
optimization, and organizational resilience. Leaders who could manage uncertainty while maintaining long-term vision 
were seen as catalysts for progress and adaptability.
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Empathy and active listening were often connected with higher levels of employee engagement, loyalty, and reduced 
burnout. Participants emphasized that leaders who genuinely listened to concerns and responded thoughtfully created 
environments where staff felt valued and motivated to contribute. Furthermore, transparency in communication and 
decision-making was linked to a greater perception of organizational justice. This reduced ambiguity and speculation, 
and in turn fostered higher morale and trust in leadership.
One participant noted:

When our leader was open about challenges and decisions, it felt like we were all in it together. It made us more committed— 
not just to the leader, but to the whole institution. 

Another added:

Respectful leadership isn’t just nice to have—it’s productive. People don’t waste energy dealing with politics or fear. They focus 
on their work. 

The findings also highlight the critical role of institutional structure, including merit-based appointments and participa
tory practices, in reinforcing leadership legitimacy. Leaders seen as fair and competent—particularly those chosen 
transparently—garnered stronger organizational support and fostered long-term engagement among staff. These linkages 
are summarized in Table 2, which maps key leadership traits to their perceived organizational effects, based on 
participant narratives (Table 3).

Discussion
This study explored ILTs among managers in a medical sciences university, identifying four overarching categories: personal 
and ethical characteristics, managerial competencies, communication and relationship-building skills, and structural–cultural 
conditions. The findings emphasize that leadership in this context is perceived as an integrative phenomenon shaped not only 
by individual attributes but also by organizational culture and external expectations. These results are consistent with previous 
studies highlighting the significance of ethics, integrity, and trust in leadership.6,23,24 At the same time, they extend the 
literature by showing how context-specific cultural norms, such as favoritism or hierarchical decision-making, influence 
perceptions of leadership effectiveness.25,26 Compared with prior research, the present study underlines the role of structural 
and cultural conditions in shaping ILTs, which are often underexplored in existing models. While leadership theories 
developed in Western contexts emphasize individual competence and vision,2,8 our findings suggest that in medical 
universities, relational trust, organizational justice, and context-based ethics play equally critical roles.10,19,27 These insights 
support the view that leadership is socially constructed and contingent upon cultural and institutional settings.

Theoretical Implications
The study contributes to ILTs theory by integrating both individual and contextual dimensions of leadership. Specifically, it 
highlights how ethical orientation, humility, and fairness—elements deeply rooted in cultural values, shape implicit expecta
tions of effective leaders. This extends prior models that have largely centered on cognitive schemas of individual traits.7,28

Table 3 Impact of Leadership Traits on Organizational Outcomes

Leadership Trait or Competency Perceived Outcome

Ethical integrity Trust, cultural cohesion, and psychological safety

Strategic decision-making Goal alignment, improved team efficiency

Empathy and active listening Employee motivation, reduced turnover

Transparency and fairness Organizational justice, reduced conflict

Vision and empowerment Innovation, collaboration, sense of purpose

Structural fairness (merit-based hiring) Enhanced credibility, reduced cynicism, long-term engagement
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The findings also contribute to the broader healthcare leadership literature by situating ILTs within the organizational 
and cultural realities of medical universities. While earlier frameworks emphasize transformational or transactional 
leadership styles,12,29 our data reveal that managers implicitly value leaders who balance ethical responsibility with 
managerial competencies, such as resource allocation and policy compliance. This suggests that leadership in health 
education systems requires both moral legitimacy and administrative expertise. Moreover, the proposed integrated 
leadership framework advances theoretical understanding by showing that leadership effectiveness cannot be understood 
solely through personal traits but must account for systemic factors such as organizational justice, favoritism, and 
participatory culture. These insights refine existing ILT perspectives and contribute to a deeper understanding of 
leadership in non-Western and healthcare-specific contexts.

Proposed Conceptual Model: The Integrated Leadership Framework for Medical 
Universities
Based on the thematic synthesis of participant insights, this study proposes a contextually grounded, three-tiered 
leadership model tailored to the complexities of academic health institutions (Figure 1). The Integrated Leadership 
Framework for Medical Universities is designed to bridge individual, organizational, and systemic levels of leadership, 
reflecting the dynamic interplay between personal values, strategic action, and institutional culture.

Core Leadership Identity (Individual Level)
At the foundation of the model lies the personal and ethical identity of the leader. Participants consistently described 
effective leaders as those who embody integrity, emotional intelligence, humility, and authenticity. These traits are not 
just character attributes—they serve as the ethical compass that guides behavior, decision-making, and interpersonal 
relationships. In healthcare academia, where leaders operate within high-stakes, emotionally charged environments, 
personal credibility and trustworthiness are indispensable. Leaders who possess a strong moral core foster respect, inspire 
loyalty, and model ethical conduct for others to emulate.

Strategic and Operational Capacities (Organizational Level)
The second tier of the framework emphasizes the managerial and strategic competencies necessary for effective leader
ship in complex, resource-constrained academic environments. These include the ability to plan and prioritize, delegate 
responsibilities, manage crises, build high-functioning teams, and lead organizational change. Participants emphasized 
that leaders must move beyond day-to-day administrative duties and instead think systemically—aligning immediate 
actions with long-term institutional goals. Importantly, effective leaders must not only possess these competencies but 
also be able to transfer them to others, building organizational capabilities and resilience through mentorship and 
empowerment.

Contextual and Cultural Alignment (Institutional Level)
At the highest level, leadership must be attuned to the organizational structure, socio-cultural norms, and political 
realities of the academic institution. Participants underscored that leadership effectiveness is deeply influenced by 
external and internal contexts—including institutional history, cultural expectations, and political interference. Leaders 
who navigate these challenges with wisdom, uphold meritocratic principles, and actively resist favoritism or unethical 
influence contribute to a healthy organizational culture. They build legitimacy not by asserting power but by aligning 
leadership behavior with collective values and institutional needs.

This tripartite framework moves beyond generic leadership models by explicitly addressing the interdependencies 
between personal ethics, operational skill, and contextual intelligence. It recognizes that academic medical leaders must 
be both morally grounded and strategically agile, while also culturally responsive and politically aware. Leaders who 
integrate these three domains are more likely to earn the trust of their teams, maintain organizational coherence, and 
sustain long-term institutional progress. In summary, the Integrated Leadership Framework for Medical Universities 
offers a roadmap for identifying, developing, and evaluating leaders who are equipped to meet the demands of today’s 
academic healthcare landscape. It encourages institutions to view leadership not as a static role but as a dynamic, multi- 
level function that must be cultivated across individual, operational, and systemic domains.
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Figure 1 Integrated Leadership Framework for Medical Universities.
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Clarifying Terms: Skills, Competencies, and Capabilities
To avoid conceptual ambiguity, we explicitly distinguish three commonly conflated terms because our participants used 
related language that we initially reported interchangeably. Skills are the discrete, teachable abilities or proficiencies an 
individual possesses (for example: active listening, minute-taking, conflict-mediation). Competencies are observable, 
measurable combinations of knowledge, skills, and attitudes (KSAs) applied to achieve specific professional tasks or 
outcomes (for example: “strategic decision-making competency” combines knowledge of systems, analytical skills, and 
relevant judgment). Capabilities refer to broader adaptive capacity: the ability of an individual (or organization) to 
integrate and deploy multiple competencies under changing, complex, or novel conditions (for example: the capacity to 
lead through political pressure, resource scarcity, or crisis). This distinction, skills = building blocks; competencies = 
KSAs applied to tasks and measurable performance; capabilities = adaptive, integrative capacity, aligns with recent 
syntheses of leadership and management literature and competency frameworks in health contexts.30–33

Implication for Interpreting Our Findings
When participants emphasized honesty, transparency, and humility they were primarily referring to personal traits that 
underpin competency in ethical leadership (ie, the set of KSAs that generate ethical decision-making and fair practices). 
When they emphasized decision-making, planning, and crisis management they were describing leadership competencies 
(measurable combinations of KSAs). References to flexibility, systems-level thinking, and navigating political pressures 
point to capability, the leader’s adaptive capacity to integrate competencies across novel institutional constraints. 
Interpreting our themes with this terminology increases conceptual precision and helps translate qualitative insights 
into concrete selection, training, and evaluation strategies (eg, measurable competency assessments versus capability- 
building exercises).

Why These Distinctions Matter in a Medical-University Setting
Medical universities combine two interdependent missions—education and clinical service—creating work demands that 
differ from single-mission organizations. In such hybrid settings, a candidate may demonstrate required skills (eg, 
teaching or a particular clinical technique) yet lack the competencies to align departmental goals with institutional 
strategy, or the capabilities to adapt when clinical service demands shift rapidly (for example, during service surges or 
regulatory change). Our data show that followers do not evaluate leaders on skills alone: they assess whether leaders 
demonstrate integrated competencies (fair resource allocation, evidence-based decision processes) and, crucially, whether 
those competencies cohere into capability when the system is stressed (eg, political interference, sanctions, or resource 
constraints). This explains why ethical credibility and contextual savvy emerged as central expectations alongside 
technical managerial skills.

Transferability & Implications for Other Iranian and International Medical Universities
Although our study is single-site, the dual-mission character of medical universities is common across Iran and some 
other countries; similar features (hierarchical clinical cultures, public governance, and competing academic and service 
priorities) have been documented in recent studies of academic medicine and medical education leadership.33,34 

Therefore:

● Selection and appointment: Selection processes should assess not only discrete skills or credentials but validated 
competencies (measurable KSAs) and indicators of capability (past performance in complex or politically con
strained environments). This suggests use of multi-source assessments (behavioral interviews, situational judgment 
tests, and portfolio review) rather than only CV review.

● Leadership development: Training curricula should be twofold, (1) competency-based modules that teach and 
measure task-specific KSAs (eg, strategic planning, financial stewardship), and (2) capability-building experiences 
(action learning, cross-unit rotations, crisis simulations, mentoring) that foster adaptability, systems thinking, and 
political navigation.
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● Organizational design and policy: Institutional safeguards (transparent appointment procedures, merit-based pro
motion, and protected decision-making spaces) are important system-level enablers that allow competencies to 
translate into capability. Our participants’ concerns about favoritism and political appointment indicate that system 
design mediates whether an otherwise competent leader can exercise capability effectively; thus, policy reforms that 
strengthen meritocracy and participatory governance are likely to improve leader legitimacy across similar 
institutions.

Practical Relevance for International Medical Universities
For institutions outside Iran the distinction remains relevant: in resource-rich settings capability may look different (eg, 
digital transformation leadership), but the three-tier logic is portable — teach skills, measure competencies, and design 
experiences that build capability. Recent global leadership frameworks emphasize the same multilevel approach to 
leadership preparation (competency taxonomies combined with adaptive, practice-based development).33,34 Thus our 
model (ethical identity → managerial competencies → contextual capability) can guide tailored interventions in diverse 
academic health systems while encouraging local adaptation to cultural and governance contexts.

Practical Implications
The findings carry important implications for leadership development and policy in medical universities. First, leadership 
training programs should emphasize ethical leadership, fairness, and trust-building, as these were consistently identified 
as core expectations by participants. Embedding ethics and integrity into leadership curricula can strengthen legitimacy 
and organizational cohesion.

Second, recruitment and promotion systems should prioritize managerial competencies aligned with the ILTs 
identified in this study. For example, selection processes can include assessments of strategic planning, problem- 
solving, and communication competencies, alongside evaluations of ethical commitment and fairness. This approach 
can reduce the risk of favoritism and increase transparency in leadership appointments.

Third, the results underscore the importance of cultivating a participatory and supportive organizational culture. 
Policies that encourage open communication, teamwork, and reduced hierarchical barriers may enhance leadership 
effectiveness and employee engagement.14,35 Concrete initiatives such as structured mentoring, peer feedback mechan
isms, and ethics-based performance reviews can operationalize these recommendations in practice.

The final domain, structural and cultural conditions, represents a unique extension of ILT frameworks. While ILTs are 
typically conceptualized as cognitive schemas residing within followers,3,4 our findings suggest that contextual conditions, 
such as bureaucratic structures, external political influences, and cultural expectations, shape which prototypes become salient 
in practice. This emphasizes the dynamic interaction between individual schemas and institutional environments.

Importantly, while our study interviewed managers, their views should not be interpreted solely as leaders’ self- 
perceptions. Rather, these managers articulated the leadership qualities they expect and value in others, which indirectly 
reflects their own followership prototypes. This distinction highlights the interconnectedness of implicit leadership and 
implicit followership theories, reinforcing the argument that leadership perceptions are co-constructed through leader– 
follower interactions.5

A further contribution of this study lies in extending ILTs research into a non-Western academic health context. Most ILTs 
literature originates from Western, corporate, or hospital settings.3–5,12 By focusing on an Iranian medical university, this 
research provides insights from a system that combines higher education, clinical care, and public governance, illustrating how 
ILTs are shaped in environments marked by different cultural and institutional logics. Such contributions expand the global 
relevance of ILT scholarship by demonstrating both universal prototypes and context-specific expectations.

At the same time, the generalizability of these findings must be considered with caution. Iran’s academic health 
system operates under conditions shaped by international sanctions, resource constraints, and unique socio-political 
dynamics. These conditions may amplify expectations of ethical integrity, justice, and accountability in leaders, while 
also constraining opportunities for leadership development. Although these features limit direct transferability, they also 
offer valuable lessons for other low- and middle-income countries facing structural challenges in academic health 
leadership.
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Another contextual consideration is the organizational form of medical education. In countries such as Iran, Turkey, 
and China, medical universities are established as standalone institutions directly managing both academic and healthcare 
services. In contrast, in many Western countries, medical schools are embedded within comprehensive universities, 
where governance and leadership structures differ. This global distinction underscores why ILTs in Iranian medical 
universities may emphasize competencies related to dual missions of clinical service delivery and academic training more 
strongly than in embedded medical schools.

Limitations and Future Research Recommendations
This study is not without limitations. The qualitative design and focus on a single medical university limit the general
izability of findings. While rich insights were obtained, the results may not fully represent other institutions or cultural 
settings. Future studies should apply the framework to multiple universities and cross-cultural contexts to enhance 
transferability. Additionally, the reliance on participants’ narratives means that the findings reflect perceived rather than 
directly observed leadership behaviors. Future research could adopt mixed-methods approaches, combining qualitative 
insights with surveys or longitudinal assessments to validate and expand upon the present results. Finally, while this 
study highlighted faculty managers’ perspectives, future investigations could include other stakeholders such as students, 
clinical staff, and policymakers. This broader lens would provide a more comprehensive understanding of ILTs in 
healthcare education.

In summary, this study contributes to ILT scholarship by integrating ethical, managerial, relational, and con
textual dimensions into an Integrated Leadership Framework for Medical Universities. By situating the analysis in 
Iran, it adds to the growing body of non-Western ILT literature and demonstrates the importance of cultural and 
structural conditions in shaping leadership expectations. Future research could compare ILTs across different 
medical universities globally, exploring how institutional forms and cultural settings moderate the salience of 
leadership prototypes.

Conclusion
This study revealed that effective leadership in academic medical institutions is perceived through a combination of 
ethical integrity, strategic competency, and contextual alignment. Managers value traits such as honesty, fairness, 
decisiveness, and cultural sensitivity, which shape implicit expectations of ideal leadership. The proposed Integrated 
Leadership Framework highlights three essential domains—individual character, operational capacity, and institutional 
alignment—offering a practical model for leadership development in medical universities. Institutions aiming to enhance 
leadership effectiveness should prioritize merit-based appointments, ethical conduct, and culturally responsive practices. 
Aligning leadership behavior with these implicit expectations can strengthen organizational trust, improve performance, 
and foster a more cohesive institutional culture. Further research across diverse academic health settings is recommended 
to validate and refine the model.
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