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Abstract
These are challenging times for
physicians. Extensive changes in the
practice environment have altered the
nature of physicians’ interactions with
patients and their role in the health
care delivery system. Many physicians
feel as if they are “cogs in the wheel”
of austere corporations that care more
about productivity and finances than
compassion or quality. They often do not
see how the strategy and plan of their
organization align with the values of the
profession. Despite their expertise, they
frequently do not feel they have a voice or
input in the operational plan of their work
unit, department, or organization. At
their core, the authors believe all of these

These are challenging times for

physicians. Numerous, complex factors
have contributed to extensive changes
in the practice environment that
have altered the nature of physicians’
interactions with patients and their role
in the health care delivery system. 1,2
Physicians are increasingly employed
by large health care organizations, a
fundamental shift from the solo or smallgroup practice model of the past. 3 The
structure of these organizations is also
more complex than in years past, often

factors represent leadership issues. Many
models of leadership have been proposed,
and there are a number of effective
philosophies and approaches. Here,
the authors propose a new integrative
model of Wellness-Centered Leadership
(WCL). WCL includes core skills and
qualities from the foremost leadership
philosophies along with evidence on
the relationship between leadership and
physician well-being and distills them into
a single framework designed to cultivate
leadership behaviors that promote
engagement and professional fulfillment.
The 3 elements of WCL are: care about
people always, cultivate individual and
team relationships, and inspire change.

A summary of the mindset, behaviors,
and outcomes of the elements of the
WCL model is presented, and the
application of the elements for physician
leaders is discussed. The authors believe
that learning and developing the skills
that advance these elements should be
the aspiration of all health care leaders
and a foundational focus of leadership
development programs. If cultivated, the
authors believe that WCL will empower
individual and team performance to
address the current problems faced by
health care organizations as well as the
iterative innovation needed to address
challenges that may arise in the decades
to come.

involving large integrated systems with a
matrix structure.

burden, 9,12,13 the implementation of
suboptimal electronic health records
used to enforce oversight mandates, 14,15
and other factors that can erode meaning
and purpose in work. 16–18 Physicians
have readily identified these and
other problems in the clinical practice
environment but often feel disempowered
to improve the system. 9,19,20 Their
suggestions often fall on deaf ears
with operational leaders focusing on
rigid standardization for predictable
homogeneity rather than improving
quality or service. 1,21–23 All of these factors
contribute to high levels of burnout and a
decline in professional fulfillment among
physicians. 24–26
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This evolution has attenuated physicians’
sense of autonomy and control over their
work. 4–6 While most physicians derive
great meaning and purpose from their
work, many also feel as if they are “cogs
in the wheel” of austere corporations that
care more about productivity and finances
than compassion or quality. 1,2,7–9 Physician
performance is now assessed by an array
of metrics (e.g., measures of cost, patient
satisfaction scores, how quickly they sign
notes or answer electronic health record
inbox messages) that can overshadow the
appreciation and respect of patients and
colleagues that has traditionally served as
physicians’ main source of feedback. 1,2,10
Disturbingly, some organizations attempt
to motivate change by relying on tactics
that may shame physicians (e.g., posting a
public hierarchical “leader” board of these
metrics). Such tactics can leave physicians
feeling disrespected and micromanaged
by a bureaucracy that fails to recognize
the nature of their work. 11
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The problem is compounded by extensive
regulatory oversight, administrative
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At their core, we believe all of these
factors represent leadership issues. 27–32
Physician leaders who ignore these
challenges perpetuate misalignment
between organizational strategy and
physicians’ deeply held professional
values, even though these professional
values are ones that these leaders
themselves typically hold. 1,6,9,11 Despite
their expertise, physicians often do not
feel that they have a voice or input in
the operational plan of their work unit,
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department, or organization. 9,23 They
are not often afforded the flexibility
or control commensurate with their
expertise and professional status. 31 In
many instances, physicians are also not
being optimally developed or deployed
and their expertise, which is needed
to address and improve the health
care system, is not being appropriately
harnessed. 1,11,33 Fundamentally, many
leaders are mismanaging some of the
most talented professionals in their health
care delivery systems and organizations. 31
How Did Health Care
Organizations Get Here?

In many respects, this void of physician
leadership in medicine should not be
surprising. First, developing physician
leaders was a low priority in the era
of solo and small-group practice or
in large academic practice models
of the past where physicians were
managed with benign neglect that
allowed unfettered independence. 34,35
Over the last 1–2 decades, although
some health care organizations have
invested in the development of senior
physician leaders, 36–39 they rarely invest
in developing the leaders that have the
greatest impact on physicians’ well-being
and professional fulfillment—that is, the
leaders most proximal to care delivery
(or those closest to the physicians caring
for patients). 27 These first-line leaders
are typically appointed based on their
clinical excellence, expertise, seniority,
research and academic achievements, or
willingness to lead. 34 They often have not
been prepared for this role and may have
had limited past leadership experience.
Second, physicians’ natural tendencies
and professional training can be an
Achilles’ heel to being an effective
leader.34,40 For example, physicians
tend to be attentive to detail, and, in
leadership positions, this tendency can
lead some to be micromanagers.41,42 Their
reliance on evidence for clinical decision
making can often lead them down
“evidence rabbit holes” when considering
leadership decisions and can cause them
to be overreliant on data, as opposed to
consensus building, in leadership decision
making. Additionally, because of their
problem-solving role in clinical contexts,
physician leaders often assume it is their
responsibility to come up with the answers
and to drive change through authority
rather than influence. This can lead to
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the mindset that the leader is a great
individual surrounded by a supporting
cast.40 When combined with a lack of
leadership development and an absence
of feedback on their leadership behaviors,
it is no wonder that first-line physician
leaders often struggle in this role.
Finally, leading physicians can be quite
challenging. Leaders of physicians must
help oversee and direct a group of experts
who are trained to think critically, be
problem solvers, have opinions, and
demand evidence for decision making.
Effective leadership of such a group
requires skills that are counter to many
of the natural tendencies and training
experiences of physicians.
Where Do Health Care
Organizations Go From Here?

Many models of leadership have been
proposed, and there is a reason why there
is no single model of effective leadership
or leadership development. 43 There
are a number of effective philosophies
and approaches. The major schools of
leadership philosophy over the last 70
years are summarized in Table 1. We have
attempted to harness the key components
and contributions of each of these schools
along with evidence on the relationship
between leadership and physician wellbeing to construct a new integrative
model of Wellness-Centered Leadership
(WCL).
Leadership requires a broad set of skills,
and some leadership styles may work
better in some situations than others.
Thankfully, the skills that physician
leaders must master to effectively
promote the engagement and professional
fulfillment of physicians and other highly
trained professionals are a limited set
that are not predicated on charisma or
a certain personality. Some of the key
skills and qualities of WCL include
inclusion, keeping people informed,
humble inquiry, developing individuals,
empowering individuals and teams, and
focusing on intrinsic motivators rather
than extrinsic rewards or punishment. 27
These skills can be learned, strengthened,
and developed. The most essential
element is empowering, relational
leadership that produces outcomes
consistent with the altruistic values of
the profession. This involves identifying
and enabling implementation of
improvements that advance the ability

of physicians to provide high-quality
compassionate care to patients in an
equitable and just practice environment.
Foundations of WCL

Our model for WCL is inclusive of the
core skills and qualities ascertained from
the foremost leadership philosophies
(see Table 1) along with evidence on
the relationship between leadership
and physician well-being and distills
them into a single framework designed
to cultivate leadership behaviors that
promote engagement and professional
fulfillment. The 3 elements of WCL
are: care about people always, cultivate
individual and team relationships,
and inspire change (Figure 1). A more
detailed summary of the 3 elements
of the WCL model is presented in
Table 2. Each element is broken down
into mindset, behaviors, and outcomes.
Mindset focuses on the attitude and
intention of the leader, and as Carol
Dweck noted, “how they perceive their
abilities.” 44 Leaders who show up with
curiosity and humility, open to opinions
and opportunities, are far more effective
at promoting wellness than “experts who
think they know best.” 44,45 Behaviors
focus on the leadership actions that bring
about desired outcomes. Outcomes are
interim measures of effectiveness that,
when taken together, can lead to cultures
of wellness for individuals, teams, and
organizations. Specific examples of what
the 3 elements of the WCL model may
look like in practice are presented in
Table 3.
Element 1: Care about people always
At its foundation, and underpinning
the success of the subsequent elements,
WCL requires that leaders care about
people always. This starts with leaders
recognizing the pivotal role their
behaviors play in the professional
fulfillment, vitality, and wellness of their
team members. 27,46 Caring about people
always is the only reliable foundation
on which to build relational leadership
skills that inspire individual and team
performance.
Leaders must emphasize integrity,
servanthood, and seeking the best for
people. Caring leaders demonstrate
respect, empathy, and curiosity, and they
continually seek to understand and validate
the complex needs and contributions of
individuals and teams.30,39,47–51
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Table 1
Major Scholarly Approaches to Leadership Over the Last 70 Years and Their
Implications for the Wellness-Centered Leadership Model
Scholarly leadership approach

Implications for Wellness-Centered Leadership

Interpersonal power in leadership
There are several sources of power that leaders can tap into, including:
- Expert power: Based on followers’ perceived competence or skill
- Legitimate power: Associated with having status or formal job
authority
- Reward power: Capacity to provide rewards in exchange for
employee action
- Coercive power: Capacity to penalize or punish

- Physicians are trained to act in an expert power role in clinical settings
- Physician leaders should be thoughtful in how they use reward power,
taking great care to determine what actions should be rewarded and
the types of rewards that should be used (avoid reliance on rewards
that appeal to extrinsic rather than intrinsic motivators)
- Physician leaders should avoid coercive power or nonrational uses of
legitimate power

Skills approach for leadership43,69,70
Knowledge and abilities derived from 3 areas are required for effective
leadership:
- Technical: Work-related proficiency
- Human: Relationships proficiency
- Conceptual: Ability to work with ideas and concepts

- Physicians are trained to master technical skills in clinical settings
- Physician leaders should focus on human and conceptual skills
- Physicians should be empowered to lead using conceptual skills, such as
values and organizational vision
- Physician leaders should learn to translate some of their technical skills
and expertise to others, rather than stepping in when others lack these
skills or expertise

Style approach for leadership43,71
The leader should blend 2 types of behaviors:
- Task behaviors: What the leader does to pursue goals
- Relationship behaviors: What the leader does in pursuit of individual
and group comfort

- Physician leaders are most effective when working with teams
- Physician leaders should blend task and relationship behaviors to
achieve optimal outcomes 43

Situational leadership43,72
The leader must modify their behavior based on the competence and
commitment of the follower:
- Directing is called for when a follower is an enthusiastic beginner
- Coaching is required when a follower is a disillusioned learner
- Supporting is called for when the follower is a capable and cautious
contributor
- Delegating is required for a self-reliant achiever

- Physician leaders should diagnose and then prescribe their style based
on the competence and commitment of followers
- Physician leaders should avoid misdiagnosing a situation (e.g.,
mistaking low competence/low commitment for high competence/low
commitment) 43

Transformational leadership43,73
Identify, build, and leverage the inspired commitment of followers:
- Identify a needed change
- Create a vision to guide the change through inspiration
- Enact the change, working with committed teammates

- Physician leaders should build inspired coalitions of support rather than
direct efforts as experts
- Physician leaders should lead, and be led by, the change that others
want to see happen

Norms and values approach for leadership43,74
Effective leadership focuses on:
- Identifying the core values of the community and the institution
- Aligning norms of behaviors with core values
- Creating cultures that embed aligned norms into behaviors, so that
groups self-regulate in pursuing core values

- Physician leaders should identify the core values of the people they
work with and of their institutions
- Physician leaders should model the core values
- Physician leaders should empower all team members to identify and
correct values–norms misalignments 1

Phase models of leadership43,75
Leaders, groups, and organizations mature through predictable phases,
much as an infant becomes an adult. While each phase model is
different, they are consistent in that:
- A phase of relative stability is interrupted by a period of change
- The period of change yields to another period of relative stability
- A phase needs to be completed before moving onto the next or else
“derailment” occurs

- Physician leaders should “meet people where they are” (whether in a
stable or change period of time, within a group or organization)
- Physician leaders should be aware of various phase development
models to, with respect and humility, lead the organization and its
members to higher levels of engagement, culture, and performance

43,68

Care about people always begins with
caring for self. Leaders who wish to
cultivate well-being, professional
fulfillment, and vitality in their team and
team members must also recognize the
importance of nurturing these qualities
for themselves. This begins with the
fundamental premise that caring for
self is integral to performance. 52 Indeed,
recent research from Stanford University
demonstrates that a leader’s personal
level of burnout, professional fulfillment,
and self-valuation predicts their
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independently rated leadership behavior
scores, as assessed by the members of
their team. 53 In turn, those leadership
behavior scores have been shown to be
one of the largest drivers of professional
fulfillment among members of the work
unit. 27 Thus, leaders’ personal wellness
impacts their performance as leaders.
Caring for self must encompass attention
to exercise, nutrition, health, and
rest (e.g., breaks, time off, vacation).
Mounting evidence also demonstrates

the critical role sleep plays in leadership
effectiveness. 54–56 Studies indicate that
sleep deprivation in leaders damages their
relationships with their subordinates
and also increases the likelihood that
subordinates will engage in unethical
practices. 54 Leaders’ devaluation of sleep
(e.g., bragging about how little they sleep)
also appears to adversely impact their
team members’ sleep behaviors. 56
It should be emphasized that caring for
self is foundationally necessary but, on
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Figure 1 Diagram showing the 3 elements of the Wellness-Centered Leadership model.

its own, grossly insufficient to achieve
the first element of WCL. Leaders must
also nurture the leadership behaviors
that demonstrate they are committed to
the professional development and wellbeing of individuals and have empathy
for team members. Empathy for others
promotes leadership effectiveness more
than cognitive task proficiency—the
historical yardstick for entry into
medical school. 57 Empathetic concern
and capacity for perspective taking drive
relational leadership behaviors that
inspire change and achievements that go
beyond expectations. 58
Element 2: Cultivate individual and
team relationships
WCL also requires that leaders engage
in behaviors that cultivate individual
and team relationships (i.e., that
they nurture relationships with the
individuals they lead as well as the
interrelationships of the team as a
whole). Health care is emotionally
demanding work, and health care
professionals are dependent on the
support of their leaders and colleagues.
Physicians work most effectively when
they are part of a team that supports
respectful relationships and provides
meaning and purpose.
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WCL demands a deep respect for
individuals, recognizing that people are
both good and capable now (rather than
broken and in need of being fixed) and
immensely able to grow and improve.
Leaders must embrace that the primary
function of a leader is to unleash the
talent of those they lead and harness
that talent to accomplish the mission of
the group. 46 To achieve this, they must
recognize people as individuals, gain
insight into their values, and nurture
professional development. 27,30
WCL requires that leaders treat each
team member as an individual with
unique needs, interests, challenges, and
ambitions. 30 Leaders should view their
charge as investing in and developing
that person, nurturing their talents, and
directing that talent and passion to serve
the needs of the team. Doing so requires
an understanding of what motivates each
individual, the aspects of their work that
bring them the greatest meaning, and
their professional ambitions.
Physician leaders have at least one
distinct advantage: physicians typically
derive tremendous meaning from their
work. 17,59–61 They approach their work
with a sense of calling, which leads to

high levels of dedication, commitment,
and discretionary effort. 59,61 This allows
leaders the opportunity to harness
the inspirational power of why people
became physicians in the first place.
Indeed, studies indicate that physicians
who approach their work with a sense of
calling may be at less risk for professional
burnout. 62
Evidence also indicates that individuals
who spend at least 20% of their
professional effort dedicated to the
activity they find the most meaningful
are at markedly lower risk for burnout. 17
Thus, a critical leadership opportunity
is helping harness each individual’s
passion and talents in ways that serve
the needs of the team. There are specific
organizational needs that must be met
and tasks that must be completed.
Leaders do, however, have the ability
to deploy their team, identify new
opportunities, help people develop new
skills, and look for ways to optimize fit
over time. Even small increases in the
amount of time an individual dedicates
to activities they find meaningful build
alignment and strengthen intrinsic
motivation. 59 Such efforts by leaders to
optimize career fit also typically make
individuals more willing to take on other
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Table 2
Summary of the 3 Wellness-Centered Leadership Elementsa
Element

Mindset

Behaviors

Outcomes

Care about
people always

• Recognition of the role leaders
play in the well-being, professional
fulfillment, and vitality of team
members and the team as a whole
• Curious and respectful
• Empathetic and understanding

• R
 ecognize and appreciate individual
contributions and talents
• Give credit
• Discover individual needs and gifts through
dialogue
• Demonstrate gratitude
• Discuss and model self-care and selfvaluation
• Lead conversations about work–life
integration
• Adapt communication based on need
(including people in distress)
• Provide resources, support, and education on
well-being
• Recognize signs of distress
• Role model concern for sleep, rest, vacations,
and personal relationships through
vulnerable and authentic self-disclosure
• Listen for what is important to others and
ask open-ended questions
• Demonstrate humble inquiry
• Practice “agenda-less” listening

• T eam members feel valued and
appreciated as individuals
• Psychological safety for individuals
• Improved health for individuals and
the community
• Team members believe self-care is
valued and is demonstrated through
support of reasonable working hours,
scheduling, vacation, and time off
• People proactively discuss their wellbeing needs without being prompted
• Team members help cross cover each
other and support one another’s
wellness

Cultivate
individual
and team
relationships

• D
 eep respect for the individual,
recognizing people are both (1)
good and capable now (rather than
broken and in need of being fixed)
and (2) immensely able to grow and
improve
• Each person has a unique career,
personal and professional goals, and
a path of development that may be
different from their leader’s or their
peers’
• Humble
• Health care is emotionally
demanding work, and health care
professionals are dependent on the
support of their colleagues
• People work more effectively
in respectful and supportive
relationships with coworkers
• Being part of a supportive team
provides meaning and purpose
• A leader plays an important role in
the cultivation, success, and failures
of a team
• A leader plays an important role in
keeping the community informed of
organizational goals and needs

• D
 emonstrate respect for the choices others
have made
• Focus colleagues on what they are
passionate about (the 20% principle 17,66)
• Help people manage their reputation
through respectfully giving feedback and
advice
• Help others develop in the way they want
(by asking): enrichment (in current role),
moving into leadership, making lateral
moves, or (when appropriate) transitioning
to another profession
• Help others derive meaning from their work
(reconnecting them to purpose)
• Listen for a sense of calling and aspects of
work that bring the greatest meaning
• Give options rather than directions
• Guide others to coach rather than direct
• Allow others to contribute to the leader’s
own development
• Identify people’s values (and other sources of
intrinsic motivation) by asking open-ended
questions
• Help team members recognize their
interdependence and the importance of
providing support to colleagues
• Develop a collective vision and shared sense
of purpose using alignment methodology
• Lead by consensus and empowerment
• Tell stories to create shared meaning
• Ensure everyone has a voice and is respected
• Build alignment between people who
disagree
• Align values and norms
• Advocate for the needs of the community
• Connect individuals to each other on the
basis of shared core values and interests
• Keep community informed of organizational
goals at appropriate intervals and shape
communications to align with professional
values
• Promote formal and informal events that
allow the community to connect, recognize
shared experiences, and support one another

• G
 reater retention and engagement
• Recruitment is more effective
• Each team member’s goals are
understood, and the leader is
invested in supporting them and
supports professional development
opportunities
• Leader has formal and informal
conversations with team members
regularly to listen and provide support
and guidance
• Values are aligned between team
members
• There is a culture of teamwork
• Psychological safety within the team
• Sense of community at work
• Higher levels of engagement from
team members
• People feel empowered to engage
in collective problem solving without
being prompted
• Improved collaboration across the care
continuum
• Strong working relationships and
collegiality throughout the community

(Table continues)
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Table 2
(Continued)
Element

Mindset

Behaviors

Outcomes

Inspire change

• A
 critical job of leadership is
to motivate teams to achieve
meaningful results
• Team members have the best
insights on how to improve the
work environment
• The leader’s role is to build
consensus regarding priorities for
improvement
• Providing team members with
the ability to shape and help
lead change builds a sense of
community, meaning, and purpose
• Recognize the complexity and
interdependence of health care
• Diversity (in all respects) and healthy
debate lead to better decisions and
outcomes
• Recognition that leaders are change
agents, embracing and leading
teams through change
• Recognition of others’ capacity for
inspiring growth and performance
• “Show me” (i.e., modeling the
desired change) is more convincing
than “tell me”

• C
 onsistently model desired change
• Guide team to identify priorities for change
• Empower team to lead change in prioritized
domains
• Establish mutual respect
• Influence others and build consensus
• Delegate tasks that others are capable of
performing and interested in doing
• Follow up in a way that is empowering
• Believe and respond to feedback from others
• Evaluate performance from a growth
mindset
• Align goals with intrinsic motivation and
extrinsic rewards
• Build alignment on priorities
• Communicate the value leaders place
on personal relationships and work–life
integration
• Deliver quick wins that demonstrate
commitment to values and vision and
recognize/celebrate the wins of individuals,
the community, and the organization
• Seek advice and input

• S ense of co-ownership of the work
unit among team members (we/us not
they/them)
• Belief that change is possible
• Increased satisfaction with work–life
integration
• People know leaders see in them the
capacity for growth and performance
• Improved results (e.g., quality, safety,
productivity) and patient confidence
in physicians
• Acceptance of (or ideally buy-in on)
decisions
• Inspiring performance that goes
beyond expectations

See main text for more information on mindset, behaviors, and outcomes.

a

tasks for the good of the team since
their personal needs have been overtly
recognized and respected.
WCL, however, goes far beyond
individual development. Leaders must
help develop and articulate the vision
and mission for the team and guide the
process of achieving it. 39,63 Even if the
goals have been prescribed from above,
it is important for leaders to seek input
from their team in developing the plan
for how to accomplish those goals. 31
Further, leaders play an important
role in keeping the team informed of
organizational goals and needs. This
requires judgment to discern what
information should be transparently
shared with the team and what to shield
them from or share only intermittently to
avoid undermining their sense of purpose
and shared values (e.g., avoiding monthly
updates on productivity [e.g., number
of visits, relative value units, payor mix]
relative to the financial plan).
At the team level, leadership that
cultivates well-being and professional
fulfillment requires attending to the
interrelationships among team members
to create a shared sense of alignment
toward the team’s mission and goals. 23,46,64
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This includes both relationships
between physicians as well as between
physicians and other members of the
interdisciplinary team. Teams develop
their own subcultures. The current
culture of many health care teams is
characterized by cynicism, commitment
to the work but not the organization, and
low levels of trust in the organization. 1,2,7–9
The role of the leader is to diagnose the
relational health of the team as well as
the degree of alignment of the team
toward a common mission and goals.
Once relational health and degree of
alignment are determined, specific tactics
can be deployed to cultivate relationships,
teamwork, alignment, and a shared sense
of purpose. 65

and their actions and behaviors must be
congruent with those values. 46 Consistent
with these principles, senior leaders must
consistently communicate—with their
words and actions—the message that
the primary purpose of leadership is to
develop the talent of their team members,
build alignment, and empower the
team so the organization can achieve its
mission. 31 Although many organizations
claim (with words) to have this view,
their methods for evaluating leader
performance often reveal (with actions)
that they actually view leaders’ primary
responsibility as enforcing top-down
edicts, increasing standardization,
and ensuring physicians deliver on
productivity targets.

At the system level, organizations
committed to WCL must integrate
attention to productivity with concern
for people, resulting in efficiencyfocused cultures that encourage strong
working relationships and make it
easy for physicians to provide the care
their patients need. Such organizations
believe part of their purpose is to provide
meaningful work and professional
development for their people. 31 The
organization’s core values must align with
the values of health care professionals,

Element 3: Inspire change
The final component of WCL requires
that leaders inspire change by encouraging
teams to think beyond the status quo,
empowering them to drive change, and
helping them achieve meaningful results.
Teams and individual team members
should be provided the greatest possible
flexibility and control over how they
accomplish group and organizational
aims. 1,33,66,67 This does not mean that these
individuals have unfettered autonomy to
deliver care however they want, practice
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Table 3
Examples of What the 3 Wellness-Centered Leadership Elements May Look Like in Practicea
Context

Care about people always

Cultivate individual and team relationships

Inspire change

Academic
context

Dr. Mary Garcia had been the chair of a busy
academic division of internal medicine for 3 years.
During a time of increasing financial pressure
coupled with shrinking federal grant funding,
she noticed several of her faculty were putting in
increasingly long hours to write more grants, hoping
to keep their labs intact. One of her associate
professors, Dr. Glen Whitman, was still at his desk
when Mary was leaving at 6:30 pm. She remembered
that Glen had been at his desk when she arrived at
6:00 am.

The next morning, Mary met with Glen to strategize
further. She asked Glen which of the remaining 2 grants
he felt most passionate about and then asked what he
felt the cost would be of deferring the other grant to
the future, rather than continuing his current work pace.
Glen looked surprised and mildly relieved at this line of
questioning from his leader.

Based on consistent feedback from her faculty regarding the
growing pressure due to greater clinical productivity expectations
and simultaneously shrinking federal research budgets, Mary
convened several listening sessions. The sessions allowed faculty to
share their experiences in these domains as well as their personal
and professional impact.

Curious, she stopped and knocked at Glen’s open
door. Glen looked exhausted, with an open bag of
chips and an energy drink on his desk. She asked
what he was working on. He explained that he had
3 large grant proposals on his list for submission and
was aiming to meet a federal deadline for all 3 in
15 days. He had one grant completed after working
extremely long hours on 4 hours of sleep per night
for the last week.
Mary acknowledged Glen’s incredible dedication
to his work. She briefly shared her own experience
with burning the candle at both ends and the
increased creativity and well-being she experienced
after prioritizing sleep. She asked whether he
felt working on all 3 grants simultaneously was
impacting the creativity and quality of each grant?
Glen seemed interested and said that what she had
described resonated with him, so Mary continued
the conversation, asking how his family was doing.
He commented that his daughter would leave for
college in 2 weeks, as his face expressed the weight
of the trade-off he was making.
Mary asked Glen if he might benefit from heading
home for the day and offered a 30-minute
appointment the next day to further think through
things together and talk about contingent
professional development planning.

He shared that his concern was having to lay off members
of his research team if he did not get at least one grant
funded this cycle and that he wanted to maximize his
chances. Mary expressed gratitude for his commitment to
the welfare of his teammates. She then shared that, in her
experience, focusing on submitting 2 finely polished grants
may provide a better chance of achieving his goal than
submitting 3 grants that had not been optimally refined.

Based on a prioritization of needs by her faculty, Mary launched 2
taskforces. The first focused on strengthening institutional support of
the grant writing process and improving the efficiency of submission.
The second focused on the evaluation of milestones and timelines
for academic promotion in light of increased clinical productivity
expectations, which had shifted dramatically over the last decade.

(Table continues)
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The first taskforce, composed of members of the division,
developed a best practice guide for grant submission for junior
faculty. The guide provided specific milestones for 9, 6, 3, and 1
month(s) before submission. It also involved the assignment of
After further discussion, she said that his comments from
the evening before suggested that he felt the next 2 weeks senior faculty not involved in the grant to review and provide input
at each of those time points to help strengthen the quality of the
were also an important time of family transition with his
grant. The taskforce further recommended divisional support to
daughter heading off to college. “When you reflect back
fund review by a professional grant writer for faculty who had not
on this window of time 5 years from now, what do you
previously received a federal award.
think will stick out to you as the most important things
for you to have focused on?,” she asked. Glen replied
To launch the second taskforce, Mary helped build a coalition
that, when considered from that perspective, he wanted
of leaders across multiple departments who shared concerns
to make sure he maximized the time he had with his
daughter and to ensure her successful transition to college. about how increased clinical expectations had made some
He also indicated that one of the grant concepts was a bit academic milestones unrealistic without profound harm to
premature but that he had been rushing it to try and keep work–life integration and personal relationships. The coalition
the lab funded. After some further discussion, he mapped helped draw attention to the fact that these changes had a
out a plan to focus on submitting 2 finely tuned grants and disproportionate effect on women and junior faculty—an issue
that resonated with the dean and other senior school leaders.
be home in time to spend quality time with his daughter.
The taskforce successfully framed the issues and proposed some
modifications to the timelines and milestones so that they both
During her scheduled weekly reflection time that week,
Mary noted that a number of her faculty were spread thin recognized scholarly aspects of clinical contributions (i.e., quality
improvement, development of best practice treatment protocols,
(like Glen) and that the members of the division seemed
and leadership) and adjusted some parameters (i.e., number of
less connected to each other. She recalled the mounting
publications and presentations) to account for the 50% increase in
evidence on the importance of community and the
time devoted to clinical duties over the last decade.
evidence that regular relationship building habits—even
if seemingly stilted at first—can help people cultivate
The faculty were energized by the outcomes of these taskforces.
friendships at work.
They felt that their concerns had been heard and their greatest
Over the next month, she directed the clinic coordinators needs prioritized for action. More importantly, they felt they had
been empowered to identify and develop practical solutions under
to keep the Friday noon hour clear (no patient
the division’s sphere of control. In addition, they were amazed by
appointments) and invited all of her team members to
attend lunch together, with food provided. Each week the Mary’s efforts to convene a broad coalition of senior leaders from
team would either share their perspectives on a reflective multiple departments to advance an issue of importance to them.
They felt inspired to be part of an organization that adapted to the
question related to their professional experience or
identify something they were grateful for that a colleague times and grateful to have a leader who recognized and took their
needs seriously.
at work had done that week.

(Continued)
Context

Care about people always

Nonacademic Dr. Jamal Hanson is the chief executive officer (CEO)
context
of a small Federally Qualified Health Center (FQHC).
Before becoming CEO a year ago, he had served as
chief medical officer for almost 10 years.
In his new role, he spent one morning a month in
the waiting room of 1 of the 10 clinic locations,
observing the patients, interactions with front
office staff, and patient flow. He also spent time in
the clinicians’ work areas. Although he was doing
his own clinical work, he was also listening. He
noticed many comments about the intensity of the
workload and how patients’ needs far outstripped
the teams’ ability to deliver complete care.
Jamal’s attention was specifically drawn to Dr. Laura
Lambert, the medical director of one of the clinic
locations. Laura spent a lot of time in her office,
calling local food banks and other community
services to help the FQHC deal with patients’ food
insecurity and other social determinants of health.
In a private conversation with Laura, she told Jamal,
“I can’t let our patients down, but my family gets
shortchanged, and I don’t know what to do.” Jamal
indicated that those comments resonated with
him and stated he had faced a similar dilemma. He
shared how he takes vacations and has learned to
say “no.” Jamal then asked who supported Laura
and the answer was, “Just me, sometimes a medical
assistant.”

Cultivate individual and team relationships

Inspire change

When Jamal was interviewed for the CEO job, he
emphasized the need to build a strong sense of
community and shared purpose around the center’s
mission. An organizational Gallup survey assessing
indicators of supportive collegial relationships showed
that the organization was still above the national average
but had been declining for 3 years in a row.

Since becoming CEO, Jamal had led onboarding sessions for
new employees and observed that many new employees did not
have insight into the organization’s values. He was also struck by
the extent to which discussing values at the offsite session had
energized people.

When the board of directors offered Jamal the CEO job,
it highlighted his commitment to strengthening the sense
of community for the team as a major reason for his
selection. One of his first actions in his new role was to
organize an offsite session for all of the clinicians across
all 10 locations. To prepare for the offsite session, he
asked each participant to come with answers to 3 items:
(1) why they chose to practice at the FQHC, (2) what was
the state of team community and connection in the clinic
location where they worked, and (3) an idea on how the
team could work together differently to better support
each other.
In the offsite session, 55 clinicians participated. Jamal
began by introducing the idea of psychological safety.
Using small groups and online polling, participants
identified shared values and a sense of purpose. They
subsequently identified new ways they could work
together to both build connection and better serve their
community.

Academic Medicine, Vol. 96, No. 5 / May 2021

One of the specific ideas that came from Dr. Laura
Lambert’s group involved a rotating, monthly process in
which 3 members from each clinic would visit the local
In a meeting with the medical directors from the
food banks and other community services to improve
other 9 locations, Jamal asked how the team could coordination and explore how to bring some of these
support Laura. Four directors volunteered to help.
services on-site to the clinic locations. Multiple other
When she learned that she had help, Laura sent an groups commented that this idea would help address
email to Jamal requesting time off to take her family a challenge that currently clinicians had to deal with
away for a week. Within a month, 6 of the other 9 individually.
medical directors had also requested time off.
Over the next 2 months, the group fleshed out the idea
and reached out to some of their community partners to
gauge their interest. They received an overwhelmingly
positive response. Within 3 months, they began pilot
testing the monthly collaborative sessions. These
sessions were energizing for both the FQHC and their
community partners and helped them explore new ways
to collaborate to better serve the community. Several
medical directors, including Laura, shared with Jamal that
the initiative enabled her to more efficiently address social
determinants of health for her patients.
The individuals and situations in these examples are fictional.

a

To get some data, he asked the organizational effectiveness team
to send all employees (not just clinicians) a survey about people’s
relationships to the FQHC’s values. The results revealed that only
half the employees felt a strong sense of alignment between
personal and organizational values and only 31% of all employees
(and 29% of physicians) reported that they considered values in
making decisions.
To address the gap between values and decision making, Jamal
asked the organizational development team to set (or reset) their
core values and introduce the values into day-to-day practice. With
the help of a hired consulting firm specializing in FQHCs, the team
led a process to identify shared core values of the FQHC. They
subsequently led an initiative that involved identifying people’s
best days at work, what made those moments so satisfying, and
how they aligned with organizational values. Also, people were
asked about the low points at work and what values were missing
or threatened in those moments. The process was widely regarded
as successful with 72% of all employees (and 68% of physicians)
reporting that values played a role in how they made decisions
after the process was complete.
Three months after this process was initiated, Jamal ran a manager
meeting. The facilities manager reported an incident that most
agreed was typical. The FQHC was trying to decide whether
to open a new clinic location or to upgrade facilities in 3 of its
established locations. Someone asked, “What do the values say
we should do?” Another responded, “meet people where they
are,” quoting a poster on the wall. Facilities recommended,
and Jamal and the board agreed, to focus on opening the new
location, as many migrant workers and homeless people were
within a mile of the proposed new facility. That facility opened a
year later.
When Jamal visited the individual clinic locations each month,
employees frequently came up and thanked him for restoring the
“heart of the organization” and shared how proud they were to
work at the FQHC.
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in a manner that is inconsistent with the
needs of patients or other team members,
or fail to do their share of the collective
work required of the group. Best practices
must be followed, adequate access to care
provided, equity ensured, and collegiality
valued. However, the concept that all
variability is waste, that standardization
should be pursued simply to facilitate
easy scheduling and staffing, or that
most aspects of clinical care can be
homogeneous and reduced to algorithmic
recipes must be rejected. 9 These beliefs
are antithetical to the expertise and
professionalism of physicians, the
complexity of modern medicine, the
coexistent health conditions and unique
preferences of individual patients, and
the different personal life demands
and responsibilities of individual
physicians. 1,31
Organizations that cultivate WCL
primarily rely on intrinsic motivators
to drive results rather than primarily
focusing on aligning incentives
using a carrot-and-stick model (e.g.,
rewarding physicians for relative
value unit generation and high
patient throughput). 2,7,9,17,59–61 Intrinsic
motivators include meaning, purpose,
values, voice, input, control, and
professional development. Extrinsic
motivators include financial incentives,
titles, and awards. Which approach an
organization relies on can be determined
by their compensation plan, incentives,
communication, and what they recognize
people for. Unfortunately, many health
care organizations have overrelied on
extrinsic rewards to increase productivity
and enhance performance in spite of
compelling evidence that this approach
has limited effectiveness. 31 Over time,
relying on extrinsic motivators lowers
motivation and can transform selfmotivated individuals who pursue
their work with a sense of calling into
disengaged workers who view their work
through a transactional lens (e.g., they
work to earn a paycheck). 31
The format and structure of team
discussions to identify opportunities for
improvement are also critical. Leaders
should begin by identifying a list of
possible areas in which improvement
may be pursued and allowing the group
to determine which of those areas are
the most important place to start. Once
the team has identified an area for
improvement, the primary focus should
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be on improvement in that area at the
work unit level. 33,66,67 Although it is often
helpful to give the group a few moments
to identify some of the factors that may
contribute to this challenge that are
outside of the work unit’s control, dwelling
on such factors often leads to a sense of
victimization. Focusing on work unit
opportunities to drive improvement in a
specified time frame helps team members
feel empowered and leads to identification
of actionable improvement targets. 33,66
Focusing on factors that are under local
control that can be altered to improve the
work life of team members within the next
3 to 6 months can result in meaningful
progress that builds momentum that can
then help to tackle more challenging and
longer-term objectives.
The Call to Action

Many of the skills and qualities essential
for WCL have not traditionally been part
of the selection criteria for physician
leaders. In addition, evaluation of
performance and opportunities for
building skills and expertise in these
domains has not been the focus of most
leadership development programs for
health care leaders. To advance WCL,
organizations will need to consider the
mindset and skills pertinent to WCL
as part of the leader selection process.
They will also need to consider how
they will assess leader performance in
these domains and determine which of
the elements of WCL may need further
development. Training programs and
opportunities to build skills in the
elements of WCL need to be incorporated
into leadership development programs,
and studies evaluating the most effective
ways to develop these skills are needed.
Further research evaluating the impact
of WCL on individual, team, and
organizational performance would be
enlightening.
Conclusions

Here, we propose the new integrative
model of WCL. Leadership is a complex
set of skills that are required to motivate
individuals and teams to help an
organization accomplish its mission.
We believe the elements of WCL have
broad relevance for leaders in many
fields but have applied the model here
to physician leaders with the aim of
addressing the epidemic of occupational
distress in physicians. 24,25 We believe that

the elements of WCL must be central
to how organizations select, develop,
and assess health care leaders. Only by
attending to these elements can the health
care delivery system achieve optimal
outcomes for patients, communities,
physicians, and health care workers.
Thus, learning and developing the skills
that advance these elements should be
the aspiration of all health care leaders
and a foundational focus of leadership
development programs. If cultivated, we
believe that WCL will empower individual
and team performance to address the
current problems faced by health care
organizations as well as the iterative
innovation needed to address challenges
that may arise in the decades to come.
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