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Abstract
Academic medicine is in an era of
unprecedented and constant change due
to fluctuating economies, globalization,
emerging technologies, research, and
professional and educational mandates.
Consequently, academic health science
centers (AHSCs) are facing new levels of
complexity, constraint, and uncertainty.
Currently, AHSC leaders work with
competing academic and health
service demands and are required to
work with and are accountable to a
diversity of stakeholders. Given the new
challenges and emerging needs, the
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cademic medicine is in an era of
unprecedented and constant change due
to fluctuating economies, globalization,
emerging technologies, research, and
professional and educational mandates.
Since the beginning of the 21st century,
we have witnessed worldwide economic
changes and pressures to integrate
technological advances and new research
areas such as big data and genomics. In
addition, there has been an increasing
focus on public health and patientcentered activities, health care system
transformation, global health, and
medical education reform issues to
address.1–6 These changes have ushered
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authors believe the leadership methods
and approaches AHSCs have used in
the past that led to successes will be
insufficient. In this Article, the authors
propose that AHSCs will require a unique
combination of old and new leadership
approaches specifically oriented to the
unique complexity of the AHSC context.
They initially describe the designer
(or hierarchical) and heroic (military
and transformational) approaches to
leadership and how they have been
applied in AHSCs. While these wellresearched and traditional approaches

have their strengths in certain contexts,
the leadership field has recognized
that they can also limit leaders’ abilities
to enable their organizations to be
engaged, adaptable, and responsive.
Consequently, some new approaches
have emerged that are taking hold in
academic work and professional practice.
The authors highlight and explore some
of these new approaches—the authentic,
self, shared, and network approaches
to leadership—with attention to their
application in and utility for the AHSC
context.

in a new level of complexity, constraint,
and uncertainty for academic medicine.
It has been suggested that academic
health science centers (AHSCs)—which
are university-affiliated institutions
whose mandate includes advancing the
academic missions of research, education,
and clinical care, such as medical schools,
health science faculties, academic medical
centers, research institutes, etc.—need
to radically change to become more
innovative, adaptable, and collaborative
to ensure survival.7 In particular,
each part of the tripartite mission of
research, education, and clinical care
must expand to include contributions
to health, innovation, community, and
policy.8 This expansion could involve
addressing anything from contributions
to the local economy, to developing and
implementing health human resource
policy, to regionalizing research, to
creating innovative approaches to care.
Given these new challenges and emerging
needs, we believe the leadership methods
and approaches AHSCs have used
that led to successes in the past will be
insufficient.

stimulate innovation. They are required
to work with and are accountable to
a diversity of stakeholders, including
patients, deans, hospital boards, chief
executive officers, professional societies,
lay groups, payers, foundations, and
learners. The AHSC setting is a unique
and highly stressful environment which
is populated by bright and talented
academic scientists and professionals who
require a diversity of skills to meet both
the academic and clinical missions. These
faculty members may or may not be
employees of the university. Regardless,
they must balance and integrate their
difficult and intimate clinically related
work with the multiple scholarly,
educational, and service agendas of
the university, public, and community.
Leadership in this environment must
be able to generate trust and respect, as
well as build the collective motivation
and capacities of faculty members to
work together creatively to address the
new and complex challenges which face
academic medicine. Given that context
is central to the emergence of particular
leadership models and processes, the
increasing complexity created by the
competing demands in AHSCs requires
its own unique combination of leadership
approaches and practices.9

Current AHSC leaders, including deans,
chairs, directors, researchers, or teachers,
are often presented with competing
academic and health service demands,
including demands to reduce budgets,
raise revenue, work strategically, and

In this Article, we review the most
researched leadership paradigms in the
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field of leadership studies10 and their
relevance to and application in AHSCs.
While these paradigms have value, the
most recent leadership literature has
identified newer leadership paradigms
that are taking hold in academia and
professional practice.11,12 We subsequently
describe how these new and emerging
paradigms can be applied to both formal
(those with official positions or titles
with authority) and informal (those
without official positions or titles with
authority) AHSC leadership. Our premise
is that AHSC leaders must embrace this

paradigm shift in the leadership field to
dynamically use both current and new
approaches (as the situation or context
demands) to be successful and effective
(see Table 1).
Traditionally, the leadership research field
has primarily used cross-sectional, static,
and quantitative approaches (e.g., surveys,
quasi-experiments, network analyses)
to look at outcomes. More recently,
however, because of a recognition that
contexts, temporal dynamics, groups,
and social systems shift over time and

create the variability that characterizes
leadership behavior, the field is evolving
to focus on how leadership occurs within
continually changing social systems.9
Methods to study such rapidly changing
and complex contexts have included
enhanced qualitative methods, advanced
computational models, true experiments,
and agent-based simulations. Of note,
however, is the paucity of specific
leadership research in the AHSC setting.
Therefore, in service of supporting AHSC
leaders to enable their current work and
enhance their effectiveness and success, we

Table 1
Current and New Academic Leadership Paradigms
Current paradigms
Component
Focus of
practice
Leader’s rolea

New paradigms

Hero

Designer (or
hierarchical)

Military

Transformational Authentic

Self

Shared

Network

Individual

Individual

Individual

Individual

Individual

Collective

Collective

Formal

Formal (usually)

Formal

Formal or
informal

Formal or
informal

Formal or
informal

Formal or
informal

Be self-aware,
self-reflect,
exercise selfcontrol, and
self-manage

Be a facilitator,
empowering
others whenever
possible

Perceive,
use, enable,
and manage
formal and
informal
networks

Leader’s
function is
to …

• Design work
Command and
structures and
control
processes
• Divide and
coordinate responsibilities and
accountabilities

• Inspire
• Get buy-in
• Support and
encourage

• Demonstrate
behaviors that
generate trust
and respect
• Demonstrate
a values-based
approach

Faculty
members’
role is to …

Be a human
resource (e.g., a
cog in a machine)

Follow

Buy into the vision

Provide
Provide feedback Assume some
perspectives and
leadership
feedback
responsibilities

Build and
leverage
network
relationships

Goal

Deliver specific,
desired outputs

Win or survive

Effect a desired,
specific change

Generate trust,
commitment,
and productivity

Enhanced
leadership
behaviors and
performance

Address
shared and
emergent
issues

Utility

• Stable
environments
• Simple or
repetitive work

Urgent or crisis
situations

Required or
compelling change

Stressful or
uncertain
environments

•  Enhanced
• Broad
interactions
ownership of
initiatives
• Role modeling
• Enhancing
leadership
capacity

Limitations

• Not easily
adaptable to
new demands
• Faculty do not
want to be
treated like
resources
• Leader may be
experienced as
a taskmaster

• Fosters passivity and
dependence
in faculty and
competition
among colleagues
• Idealization of
leader is not
sustainable
• Promotes
self-protective
culture

• Faculty do not
want to be sold a
vision
• Does not engage
faculty to
contribute

• Can be used
• Self-assessas an excuse
ment and
for not
feedback can
managing
be inaccurate
qualities that
• Must be
lead to bad
used as a
behavior
foundation
• Ineffective if
for other
leader’s values
leadership
are not shared
approaches
by others in
the context

• Empower
others to lead
when possible
• Leverage
diverse
capabilities

• Takes more
time to make
decisions and
changes
• There can
be conflict
between the
single leader
and team
structures

Big,
complex,
and novel
problems
that require
creative
solutions
Not available
(this field
is still in its
infancy)

Formal (official position or title with authority) versus informal (no official position or title with authority).

a
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have gone beyond the limited literature in
this context to share what is current in the
broader field of academic leadership.
Current Paradigms of Academic
Leadership in AHSCs

AHSC leaders often rely on the
nonmutually exclusive hierarchical
notions of leadership that were
popularized in the 18th and 19th
centuries.13–15
Leader as designer (or the
hierarchical approach)
The metaphor of the leader as designer
emerges from the perception of an
organization as a machine or a factory.16,17
The machine organization’s purpose
is to deliver specific, desired outputs
such as health professionals or scientific
discoveries. Individuals within the
organization are seen as components
(e.g., cogs in a machine) who work
according to specific procedures or
rules.18 Control is achieved by dividing
the organization into functional units,
which have precisely defined and
standardized skills or work.19 Hospitals
presume that every health professional
has such a standardization of skills.
Checklists and policies (e.g., standard
operating procedures or SOPs) ensure
further reliability. Thus, the leaders’
function is to design the work structures
and processes, and divide and coordinate
responsibilities and accountabilities. They
are directive, distant, and uninvolved
with the people who do the work. For
example, new chairs would likely initially
use the designer paradigm. They would
define new priority outputs for the
department, such as genetics research
or an interdisciplinary fellowship, and
create new leadership or administrative
roles to achieve those goals.20 Evidence of
this mechanistic metaphor is often seen
with terms such as structure, process,
deliverables, or benchmarks. However,
its prominence in academic medicine
overemphasizes its utility (see below)
given the rapidly changing and complex
environment.
When aspects of the environment are
stable and certain or elements of the work
are simple or repetitive, this paradigm can
be useful and can sustain the organization.
However, when environmental demands or
priorities change such that responsiveness
and adaptability are required, this
approach will falter if there is rigid
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adherence to these predefined structures,
processes, and outcomes. For example,
if a donor approached a chair about
substantially investing in stem cell research,
rigid adherence to previous priorities
could prevent the chair from creating a
new program or reallocating resources.
Additionally, faculty members will most
likely not want to be treated as a resource
and may experience their chair as a
taskmaster who is impersonal and distant.
Leader as hero
Our culture admires heroes, and AHSCs
are no different. The leader-as-hero
metaphor is intended to evoke the image
of a single, charismatic, and courageous
leader who is visionary and knowing.
Informed in part by the military,
“heroic” leaders usually have formal
positions and influence organizational
members to exert exceptional effort and
engender the virtue of self-sacrifice in an
environment that is perceived to be like a
battleground.21,22 These leaders articulate
an appealing vision, communicate
high expectations, and model desired
behaviors. They perceive their people as
followers who need to be commanded,
controlled, and even discarded in pursuit
of winning or survival. Their followers
follow because they believe in the leader
and in their own ability to contribute to
the overall mission and mandate of the
unit.23 However, such leaders inevitably
fail as idealized expectations of them are
impossible to sustain. This leadership
approach can also, unfortunately, foster
passivity and dependence in followers,
as well as competition among colleagues.
Additionally, this leadership paradigm
promotes a culture of “rounding up the
troops” to defend or compete against
“outsiders.” Promoting such a selfprotective culture has the potential to
undermine current academic agendas of
fostering interdisciplinary, interfaculty,
and interuniversity collaborations. In the
AHSC, terms such as strategy, mission,
battles, deputy, and director often
illuminate the presence of the military
metaphor.
However, the military orientation does
have value in urgent or crisis situations.
In such circumstances, these leaders
must set clear directions and roles,
focus on the bottom line, and hold
people accountable. If a postgraduate
program fails its accreditation, for
example, such urgency would be created.
Faculty members might afford the

postgraduate program director a “take
charge” approach to ensure the program’s
survival. Although faculty might
ordinarily find being “commanded”
offensive, they would be more inclined to
obey or go above and beyond to support
successful accreditation.
The heroic leader also embodies elements
of transformational leadership.24
Transformational leaders enhance
followers’ awareness of task outcome
importance, induce them to prioritize
organizational interest, and stimulate
higher-order aspirations, all with a
sense of urgency. Such leaders advocate
compelling reasons for change by
increasing awareness of problems and
create an inspiring vision, while providing
support and encouragement. Kotter25
popularized transformational leadership
with his change framework, which
includes such notions as “communicating
vision for buy-in.” Increasingly, however,
knowledge workers such as AHSC faculty
do not want to be sold a vision that they
had no part in crafting.23 The myth that
any leader alone can determine what is
important for an academic unit must
also be challenged in today’s complex,
dynamic, and multifaceted contexts.
Within AHSCs, transformational
leadership approaches have been effectively
used when fiscal or curricular imperatives
have presented compelling reasons for a
specific change.26,27 In the current research
climate of constrained funds and pressure
for interdisciplinary work, some deans
might try a transformational approach, and
it may or may not be successful depending
on the other players involved. Deans, for
example, would attempt to passionately
persuade department chairs of the need to
change the current research infrastructure
to advance interdisciplinary research as
a top priority. Their unique vision for
interdisciplinary work would be framed
as embracing an opportunity, solving an
issue, and achieving an aspirational good
for health care’s future. Success would be
contingent on the chairs’ trust and belief in
their dean and their willingness to buy in
to the dean’s vision.
New and Emerging Paradigms for
Academic Leadership in AHSCs

Given changing environmental demands
and the complexity of organizational
work, leadership scholarship has moved
beyond the designer (or hierarchical)
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and heroic leaders. The importance
of individual authenticity and selfleadership, as well as leadership that is
conceptualized as a changing, social,
collective process involving many
(in the shared and network leadership
approaches), is now recognized.11 These
paradigms are not mutually exclusive;
they have elements that overlap or
that can be combined, and they are
increasingly described in the most
current leadership literature as the
leadership approaches for success and
effectiveness in the 21st century.12
Individual leadership paradigms
Authentic leadership. Worldwide,
there is a growing crisis of confidence
in leaders’ capability and integrity.28
The authentic leadership paradigm
emphasizes positive role models who
demonstrate honesty, integrity, and
high ethical standards.29 Nowhere is
this more important than in the AHSC,
where research or education leaders may
have little formal authority over faculty
members. Authentic leaders consistently
demonstrate behaviors that generate trust
and respect, and a values-based approach
that includes relational transparency; an
internalized moral perspective; unbiased
and balanced processing of issues; and
self-awareness of how they make meaning
of the world, their impact on others, and
their strengths and weaknesses.30 They are
transparent by openly communicating
information and sharing aspects of
themselves, including thoughts or
feelings. They solicit disparate views
and make hard decisions in a fair and
balanced way. And, perhaps most
important, their decisions and behaviors
are clearly guided by expressed internal
moral and ethical standards and values
informed by their life experiences.31 They
appreciate that these experiences give
meaning to their identities, work, and
core purpose.32 They also seek honest
feedback in service of personal leadership
development and setting learning goals.
The AHSC is also struggling with a lack of
confidence in leadership, with demands
for change.33 In health care, leaders who
have high authenticity ratings have been
positively associated with employee trust,
job performance, and voice (i.e., speakingup behaviors).34 A national study of AHSC
deans identified that the authenticity
characteristics of enacting espoused shared
values and relational transparency were
the most important enablers of systemic
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leadership and addressing complex
problems.35 In business, leader authenticity
has also been associated with high
employee organizational commitment and
team productivity.36,37 The trust generated
can sustain employees’ continued
engagement at times of stress, adversity,
or uncertainty. Imagine that a dean was
perceived by his/her department chairs to
“walk the talk,” have integrity, demonstrate
fair and balanced consideration of the
issues, and articulate how decisions
are guided by a clear purpose and
values. What if he/she shared aspects of
himself/herself, showed vulnerability,
and appreciated his/her strengths and
limitations? Prior studies34,36,37 suggest that
the chairs would be more likely to trust the
dean and share their ideas with him/her, as
well as perform better and even continue
their commitment in times of stress and
uncertainty.
Authentic leadership is not always
appropriate, however. If a leader’s core
values are not shared by others in the
context, faculty members will be reluctant
to support or promote those values, and
organizational success will be limited.38
Additionally, being committed to being
yourself can be inappropriately used as an
excuse for not managing “bad” qualities
that lead to bad behavior.
Self-leadership. Self-leadership is “a
process through which individuals
control their own behavior, influencing
and leading themselves through the
use of specific sets of behavioral and
cognitive strategies.”39 Self-leadership
involves deliberate, continuous reflection
on one’s motivation and typical ways of
thinking, feeling, and behaving. Selfleaders commit to employing strategies
that increase their self-awareness,
self-reflection, self-control, and selfmanagement to enhance their leadership
behaviors and performance.40,41 They
endeavor to encourage behaviors that
will lead to successful outcomes while
suppressing undesirable behaviors. Selfdirected learning strategies may include
self-observation, goal setting, practice,
self-correcting feedback, self-rewards, and
creating external environmental cues that
encourage constructive behaviors. These
leaders see feedback seeking, both formal
and informal, as a priority.
Managing thought patterns is an equally
important capability for self-leadership.
All individuals have unique mental

models that they apply to their work;
however, there is often incomplete
awareness of what those models are,
and what alternative models there are.
Effective self-leaders first develop insight
into their current mental model, which
may include assumptions or beliefs that
are triggered by troubling situations
(see below). The leader’s goal is then to
employ specific cognitive strategies that
will replace those models with thought
patterns and thinking habits that can
positively impact his/her performance.
Such strategies may include mental
imagery, positive self-talk, or task
reframing for optimal performance and
enhanced motivation. Doing so allows
the leader to enhance the effectiveness
of his/her interactions and role model
such behaviors for his/her peers and
employees.
For example, if a faculty member requests
a discussion because of a reduction in
his/her curriculum time, the curriculum
director may pessimistically anticipate
that the meeting will be hostile or
complaining. To shift perceptions, the
director would first recognize these
assumptions and then deliberately try
to shift his/her thoughts to consider
becoming less certain about the faculty
member’s agenda. In doing so, the leader’s
attitude would then shift to one of inquiry
and learning at the meeting rather than of
judgment and defensiveness. Perhaps the
faculty member has novel or innovative
ideas for this curriculum change. If the
director has shifted his/her thoughts,
then he/she would be more likely to
have a more positive and productive
interaction with the faculty member,
as well as demonstrate effective role
modeling. AHSC leaders must also be able
to manage their thinking via the skilled
employment of a diversity of complex
problem-solving strategies.41
Consistent with self-leadership, Souba33
advises that transforming health care
begins with AHSC leaders transforming
themselves through self-awareness and
self-management. In particular, Souba
states that effectiveness is critically linked
to AHSC leaders’ ability to affect a “shift in
the way in which we see (experience) life—
the world, others, and ourselves” so that
“we will deal with and interact with the
world, others, and ourselves differently.”33
As self-leaders, academic faculty members
must devote time to anticipating and
reflecting on their interactions, soliciting
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feedback from, and creating strategies to
trigger effective behaviors with colleagues,
not just patients. Observing other leaders,
reading literature, or participating in
formal development can also enrich selfleadership capability, thereby fostering
self-efficacy, resilience, and better
leadership in others.42,43 Self-leadership
is a necessary component of, but on its
own is insufficient for, effective leadership
because leadership is a social process
which is embedded in relationships
with others. It is a foundation for other
leadership approaches.44 Additionally,
if the leader’s self-assessment and the
feedback he/she receives are inaccurate,
the leader may be misdirected in his/
her efforts at self-regulation and selfmanagement.
Collective leadership paradigms
Individual leadership capabilities,
while essential, are insufficient for
organizational success. No one leader can
know or anticipate everything because
of the complexity of job demands,
changing environmental dynamics, and
the involvement of multiple internal
and external stakeholders. Increasingly,
leadership scholars are emphasizing
collective notions of leadership that
encourage the engagement of a diversity
of individuals in an ongoing conversation
about their organization’s direction.12
Two of these 21st-century collective
paradigms involve sharing leadership and
using networks to stimulate motivation,
creativity, and a shared sense of
ownership of the organization’s mission.
Shared leadership. The philosophy of
shared leadership is that almost everyone
is capable of sharing some of the burden
and responsibility of leading in nearly
all circumstances.45 Shared leadership is
“a dynamic, interactive influence process
among individuals where the objective is
to lead one another to the achievement of
collective goals.”46 Shared leadership can
promote greater expediency, accuracy,
creativity, and innovation. Given
employees’ desires to participate and
have a meaningful impact, there is an
increasing demand for shared leadership
in a variety of complex and dynamic
situations. A shared approach enables
broad ownership of initiatives and
enhanced leadership capacity.
Shared leadership builds on the authentic
and self-leadership paradigms to engage
informal and formal leaders as facilitators
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who empower others whenever possible.
Four forms of shared leadership have
been described in the literature. First,
leadership can be deliberately rotated so
that influence passes from one person
to another. For example, within a
committee, the leadership of meetings
might rotate every month or year.
A second shared approach involves the
creation of a team whose membership
possesses differing perspectives and
complementary expertise, capabilities,
experience, and strengths, such that
all areas are covered. The group must
appreciate and respect the value of
members’ differing strengths and
viewpoints for their collective work. In
this integrated form, the team works
together, mutually influencing each other
toward a shared vision or solution, or
assigns responsibilities to those who are
best equipped or able to take them on at
any given moment. For example, division
heads might select an executive team
whose membership represents expertise
in research, education, and clinical
programs, as well as other divisional
priorities such as diversity or finance. The
selection of the team by the division head
would attend to individuals’ perspectives,
styles, and self-leadership strengths to
ensure collective capacity to address
complex issues through respectful
dialogue and debate. To fully leverage this
capacity, discussions and decisions would
be consensus based, thereby empowering
everyone to meaningfully contribute. At
times, the team may defer to a particular
member’s advice, such as addressing a
research issue to the research director,
given his/her expertise and connections.
The third form of shared leadership
(distributed) emphasizes dispersing and
empowering leadership roles widely in an
organization and encouraging motivation
based on people discovering their gifts
and using their expertise. Within a broad
structure of well-defined values, vision,
and mission, groups are encouraged to
self-organize and collaborate in service
of particular goals. These groups can
span geographic settings, or be virtual
(non-colocated), and operate outside
formal authority structures. The role of
formal leadership is to provide external
empowerment and support, enable
resource acquisition, remove barriers,
and create an appreciative climate for
all inputs. Within a department, for
example, chairs would invite faculty

members to bring their interests to them.
In alignment with departmental goals,
they would facilitate linking those with
shared interests and support their work.
This approach allows autonomy and
empowers interested groups to construct
shared academic initiatives through
grassroots innovation, as well as learning
across boundaries.
The fourth form is comprehensive
shared leadership and is about creating
a culture where initiative is valued from
any source within a well-defined scope
of goals and values that are defined
by the organization. Everyone feels
a sense of ownership of the agenda
and a responsibility to engage or lead
when circumstances call for it. For this
approach to succeed, there must be a
strong enabling culture that discourages
top-down leadership. The Indiana
University School of Medicine applied
this approach, using appreciative
inquiry, which spawned multiple
creative initiatives to create a culture of
professionalism, and ultimately resulted
in a core values and guiding principles
document being signed by every faculty
member, graduate, resident, and medical
student.47
Shared leadership does not eliminate the
need for formal leadership roles; rather,
they are intimately and dynamically
linked.48 Formal leaders help design the
teams and empower them by asking for
solutions, encouraging initiative, setting
goals or problem-solving expectations,
providing feedback and modeling
leadership-sharing behaviors, and being a
willing recipient of the ideas and opinions
of others. Additionally, formal leaders
consistently monitor the organization
to ensure that it stays aligned with its
direction and values. AHSC leaders would
involve faculty members in problem
solving and ownership of solutions. As
groups self-organize, the formal leader
would shift to supporting and ensuring
alignment with organizational goals and
values.
Shared leadership presents a tremendous
opportunity for AHSC leaders to leverage
the collective capacity of talented faculty.
However, faculty must have skill at
listening and bidirectional influence
(an openness to being influenced by the
ideas of others as well as a willingness
to try and persuade others of the merits
of their own ideas), which requires
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respect, clear communication, and a
capacity to keep egos in check. At an
organizational level, faculty creation of
a common vision, purpose, and values
for which they are accountable and
can be recognized is essential. Shared
leadership can be challenging, however,
in circumstances where there is cultural
resistance to change from a singular
model or conflict between the singular
leader and team structures.49 Additionally,
decision making and changes take more
time in a shared model because it uses
consensus-based approaches.
Network leadership. All organizations
are social systems comprising
relationships among both individuals
and groups. Network leadership scholars
assert that “leadership can be understood
as social capital that collects around
certain individuals and groups … based
on the acuity of their social perceptions
and the structure of their social ties.”50
Social capital is the collective value of all
social networks (or who people know)
and the inclinations that arise from these
networks to do things for each other
(reciprocity norms).51
Network leaders accurately perceive,
use, enable, and manage these network
relations, both locally and beyond as well
as formally and informally, to infer the
influence that individuals or groups may
have.52 They deliberately engage different
groups or individuals to facilitate their
unit’s goals or determine how goals are
being undermined. Because of the lack of
constraint of formal structures, a network
approach enables leaders to responsively
address shared and emergent issues as
they arise. For example, by developing
relationships with other deans and
department chairs, a dean of medicine
may discover that the obstruction of
an interdisciplinary drug development
program can be attributed to a group
of faculty members within particular
medicine and pharmacy departments.
Leadership in this approach involves
investing in the development and
nurturing of relationships to accumulate
social capital. The extent to which
leaders play a role in their individual,
organizational, and interorganizational
networks (formal and informal)
influences their effectiveness.53 If the
previously mentioned medicine dean
had cultivated relationships with the
pharmacy dean and some relevant
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pharmacy and medicine chairs and was
relatively central in this network, he/she
would be in a good position to deal with
the obstructing faculty issue. He/she
could solicit those leaders to identify who
to communicate with or gain support
from to facilitate the engagement of
the obstructing groups or to bridge
relationships between the supporting and
opposing faculty.
At an organizational level, AHSC leaders
link with others for operational, personal,
or strategic purposes. A study of medical
education leaders noted that strategic
networking connected them to a set of
sources that could provide support, help
them achieve organizational goals, work
through coalitions, and keep track of
what is going on.54 Faculty of medicine
chairs identified that such networks serve
a critical role in achieving department
goals.43 At best, these relationships
transform into mutually respectful
and influencing ones. Networks are
particularly useful when the problem or
opportunity is big, complex, and novel
and the solution requires new ideas.55
For AHSC leaders, this means enabling
the conditions for diverse thinkers from
different contexts to self-organize for
creative problem solving and learning.56
For example, a pharmacology research
leader may be approached by a donor
who wishes to invest in multiuniversity
drug or technology projects that meet
population needs. The donor insists
that industry be involved to ensure that
these discoveries are implemented. To
take advantage of this opportunity, the
researcher will need to build a network
of interested and diverse scholars and
practitioners from different disciplines
and contexts (e.g., community health,
pharmacology, pharmacy, industry,
bioengineering) to begin a conversation
about possibilities. The membership
will be fluid, and people may enter and
leave depending on the needs or projects
that emerge. To start, this leader will
likely examine his/her own networks
to identify whom to speak with to help
identify individuals who could contribute
to the conversation and help steer this
opportunity. The leader would then need
to figure out how to connect with these
individuals, depending on the degree of
familiarity they share.
As a routine, a department chair might
pursue relationships with chairs from
other health science faculties locally or

internationally, to identify collaborative
opportunities, pool resources,
fundraise, or identify shared issues for
interdisciplinary research. Chairs would
weave together networks within and
beyond their department by identifying
individuals’ interests and challenges,
connecting people strategically, and
serving as catalysts. Network awareness
would also inform their connecting
of faculty for career development and
advancement.
The study of networks and leadership
is a field still very much in its infancy.
As such, the question of under what
circumstance is it or is it not effective for
leadership to be distributed in a network
remains to be answered.57
Conclusion

Given the AHSC system’s complexity with
multiple stakeholders, accountabilities,
and changing demands, as well as the
constraint and uncertainty they face,
faculty leaders need to build on their
current leadership approaches to include
new and emerging paradigms into
their repertoire. The AHSC, like any
organization, requires its own unique
combination of leadership approaches.
Investing in authentic, self, shared, and
network leadership capabilities can yield
trust in and respect for the leadership,
and facilitate personal development,
relationship building, and the creative
problem solving necessary to address
the new and complex challenges facing
academic medicine. Additionally, the
application of the collective approaches
of shared and network leadership
throughout an organization encourages
faculty motivation, builds creative
capacity, and forges broad engagement
with the academic mission.
It behooves national and local health
science organizations to encourage,
value, and support these capabilities
in their current and emerging leaders.
Leadership selection processes should
go beyond identifying academic
expertise to attend to the leadership
capabilities of applicants. In particular,
behavioral interviews can illuminate
prospective candidates’ favored leadership
approaches. Recognizing that most
academics have little if any training in
leadership, AHSCs must also invest in
leadership development.58 Development
can take the form of local or off-site
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courses, executive coaching, or distance
learning depending on the participants’
needs and preferred learning methods.
By selectively and flexibly applying the
leadership approaches we have outlined,
AHSC leaders will be able to leverage
the unique and creative capacities of
their faculty members and garner shared
ownership of the future of academic
medicine.
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