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Abstract 

Background Leadership has been recognized as an important competency in medicine. Nevertheless, leadership 
curricula for Canadian medical students lacks standardization and may not be informed by medical students’ perspec-
tives of physician leadership. The purpose of this study was to elicit these perspectives on physician leadership.

Methods The present study utilized semi-structured interviews to ascertain the views of medical student partici-
pants, including students in their first, second and third years of medical school, on physician leadership. Interview 
questions were based on ‘the 3-C model’ of physician leadership, which includes three aspects of leadership, namely 
character, competence and commitment. The interviews were audio-recorded, transcribed and then coded using 
thematic analysis.

Results The medical students of this study provided rich examples of resident and staff physicians demonstrating 
effective and ineffective leadership. The participants identified the importance of character to effective physician 
leadership, but some participants also described a feeling of disconnect with the relevance of character at their stage 
of training. When discussing physician competence, medical students described the importance of both medical 
expertise and transferable skills. Lastly, the leadership aspect of commitment was identified as being relevant, but 
medical students cautioned against the potential for physician burnout. The medical student participants’ suggestions 
for improved leadership development included increased experiences with examples of physician leadership, oppor-
tunities to engage in leadership and participation in reflection exercises.

Conclusions Overall, the study participants demonstrated an appreciation for three aspects of leadership; character, 
competence and commitment. Furthermore, they also provided recommendations for the future design of medical 
leadership curricula.
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Background
Leadership is an essential competency for physicians 
engaged in clinical practice, and it manifests in leading 
clinical teams effectively, educating junior trainees, inter-
acting with patients and family members, and participat-
ing in quality improvement initiatives [1–3]. The Royal 
College of Physicians and Surgeons of Canada reinforced 
the importance of physician leadership by replacing the 
CanMEDS’ ‘manager role’ with the new ‘leader role’ in 
2015 [4]. In light of this need for physicians to demon-
strate leadership, it is imperative that leadership be simi-
larly emphasized in medical education. Unfortunately, 
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leadership has not always been prioritized in medical 
curricula. Reasons for this disconnect include medical 
students not being provided with adequate support to 
exercise leadership in hospital settings, a lack of funds to 
implement leadership curricula, and time constraints in 
the medical school curriculum [5–7]. Other key barriers 
include a lack of awareness by medical students of leader-
ship as a competency and the perception that there are 
multiple competing competencies to be learned [5].

Despite these challenges, it is encouraging that sev-
eral medical schools have introduced leadership curric-
ula [6, 8, 9]. Despite these early efforts, two important 
considerations remain relatively unaddressed. First, 
there is a lack of standardization of leadership curricula 
between Canadian medical schools. Second, incorpo-
rating the perspectives of medical students is likely to 
produce more effective curricula [10]. Medical student 
curriculum representatives have been shown to be 
able to minimize content overlap between courses and 
to aggregate the opinions and criticisms of their class-
mates [11]. Nevertheless, to date, there are few qualita-
tive studies that specifically address medical students’ 
perspectives on medical leadership.

The current medical education leadership literature 
lacks a robust understanding of medical students’ per-
spectives on leadership. In addition, there is often a lack 
of grounding leadership development curricula in estab-
lished leadership frameworks [12]. One such framework 
is the 3-C leadership model, a popularized model of 
leadership development used both inside and outside of 
medicine, yet there is no available literature on the per-
spectives of medical students on this framework. We 
aimed to address this gap through our research question: 
what are the perceptions of medical students on physi-
cian leadership, through the prism of the 3-C framework 
of leadership? This study will provide important insights 
for educators and administrators to help optimize the 
design and implementation of leadership education tar-
geting medical students and to recognize how the 3-C 
framework resonates with medical students. This study 
will provide insights into the transferability of a pre-
existing model of leadership to undergraduate medical 
education and can help inform standardized approaches 
to leadership education and training in undergraduate 
medical education.

Methods
The purpose of this study was to explore the percep-
tions, attitudes, and ideas of medical students towards 
physician leadership. A descriptive qualitative study 
design was chosen to elicit medical students’ perceptions 
on physician leadership [13]. This process was facili-
tated by introducing study participants to a framework 

of leadership used in the field of business. The busi-
ness field was deemed an appropriate reference point as 
many physicians have enhanced their leadership skills 
through training in business programs such as the Mas-
ter of Business Administration (MBA) [14, 15]. The spe-
cific framework introduced to medical students in this 
study was ‘the 3-C model,’ named after three fundamen-
tal components of leadership: Character, Competence 
and Commitment [16]. Prior to being asked about their 
perspectives on these aspects of leadership, partici-
pants were provided with the study definitions of each 
of the three components of the 3-C model. Character 
was defined as, “Internal traits, virtues and values of an 
individual such as integrity, courage, justice, compassion 
and humility. This aspect of leadership manifests itself 
when these personal values of an individual are consist-
ently applied in different environments and situational 
pressures.” Competence was defined as, “necessary 
knowledge/skills, social skills, strategic skills, etc.” Com-
mitment was defined as, “the hard work and motivation 
for developing leadership, which may involve positively 
engaging one’s team or making sacrifices for the greater 
good.” The 3-C framework of leadership is taught to MBA 
students in a primarily theoretical setting rather than the 
real world. This approximates the setting of most medical 
students in pre-clerkship, i.e., the first two years of their 
medical training. Specifically, the character element of 
leadership has been taught to business students through 
an MBA elective course which features learning modali-
ties such as mentorship, journaling, and workshops 
designed by participants [17]. The character component 
of leadership has been further subdivided into eleven 
dimensions, namely: transcendence, drive, collabora-
tion, humanity, humility, integrity, temperance, justice, 
accountability, courage, and judgement [18]. In addition, 
in this study, a distinction was made between two forms 
of leadership, i.e., positional, and dispositional leadership 
[19]. While positional leadership focusses on the titles 
and status of an individual as a leader, dispositional lead-
ership emphasizes the traits and characteristics a leader 
demonstrates. The study was primarily designed to focus 
on the dispositional model of leadership.

Recruitment
Medical students in their first three years of training were 
recruited from the Schulich School of Medicine & Den-
tistry to participate in the study. Purposeful sampling was 
used to recruit both pre-clerks (first 2 years of training) 
and clerks (third year of training), who would be able to 
provide unique perspectives on physician leadership as 
a result of being at different levels of training. First and 
second year medical students were recruited via email. 
A single email invitation requesting participation in the 
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study was sent to all first- and second-year students. 
Every student who responded to the email was offered 
an interview. Participant recruitment took place over two 
years. Third year clerks who had completed or were in 
the process of completing their internal medicine rota-
tions were also contacted via email. In addition, clerks 
who had completed their surgical rotations were con-
tacted. Recruitment focused on these specific medical 
rotations as the researchers wanted to elicit medical stu-
dents’ perceptions of physician leadership in team-based 
clinical settings. A.V. also performed in-person recruit-
ment of 3rd year medical students on the clinical teach-
ing unit (CTU) of Internal Medicine.

Data collection
Participants were invited to take part in an hour long 
semi-structured interview. The interviews were one-
on-one sessions between the interviewer and a single 
participant. All interviews were audio-recorded. Partici-
pants signed a consent form agreeing to participate in 
the study and have their interview audio-recorded, with 
their understanding that their de-identified quotes may 
be included in publications arising from this work. These 
interviews included questions on effective and ineffec-
tive leadership as well as the 3Cs of leadership; character, 
competence and commitment [16]. The study interview 
guide was designed by N.S. based on recent literature 
from the field of leadership. This interview guide has also 
been used in a previous study [20]. To adapt the guide to 
the present study, it was pilot tested with a medical stu-
dent researcher at the Centre for Education Research and 
Innovation. Interviews were conducted until the point of 
theoretical sufficiency [21].

The interviews were facilitated by A.V., who at the 
time of data collection was a first-year medical student. 
A.V. was attending the same medical school as the par-
ticipants of this study. This interviewer was selected as 
he had a period of prolonged engagement with the par-
ticipants of the study [22]. The majority of interviews 
took place in the office space of the Centre for Education 
Research & Innovation at Western University. For the 
convenience of certain participants, interviews were also 
conducted either virtually or at University Hospital, Lon-
don Health Sciences Centre.

Data analysis
The audio recordings of the interviews were sent to a 
professional transcription agency. Transcribed inter-
views were then analyzed by A.V. through the process of 
thematic analysis [23]. This process included coding the 
transcripts within separate Microsoft Word documents. 
The codes were used to form a code book to ensure con-
sistent coding [24]. The study themes were then derived 

from these codes. Key participant quotations, which 
were representative of each theme, were included in this 
study. Analysis was both inductive and deductive, being 
informed by the 3-C model of leadership [25]. The aim 
of our analysis was to capture the general perceptions 
of medical students on leadership and to assess to what 
extent these perceptions aligned with the 3-C model of 
leadership. Analysis meetings and debriefing sessions 
were held during the data analysis process between A.V., 
J.T. and N.S. to discuss key codes and themes. During 
these meetings, the researchers discussed ways to clarify 
and consolidate codes. Revisions to codes and themes 
were agreed upon by all researchers before proceeding.

Results
Twenty-four medical students participated in individ-
ual interviews, of whom thirteen were female, thirteen 
were first-year medical students, four in second year and 
seven in third year. As the participants of this study com-
prised students in their pre-clerkship and clerkship years, 
their perceptions of physician leadership varied accord-
ingly. One reason for this variance was that clerks often 
directly interacted with physicians in a clinical environ-
ment, whereas pre-clerks predominantly interacted with 
physicians in other settings such as lectures, small group 
sessions, research projects and observerships, i.e., short-
term clinical shadowing opportunities. Accordingly, 
medical students who worked more closely with physi-
cians were able to provide more detailed examples of 
effective and ineffective physician leadership.

Overall, the medical students in this study believed that 
character, competence and commitment were important 
aspects of physician leadership. Participants provided 
examples of behaviours demonstrated by physicians who 
were proficient in these areas of leadership as well as by 
physicians who were lacking in these areas. The partici-
pants also elaborated on how key stakeholders such as 
medical learners, healthcare team members and patients 
benefited from physicians who demonstrated these lead-
ership qualities.

The relevance of character
Importance of character
In this study, character was discussed as an overall 
quality of leadership as well as in terms of its separate 
dimensions. As an overall quality of leadership, medical 
students identified that character was necessary to estab-
lish trust and respect with team members. Character was 
also seen as being important for patient interactions, 
clinical decision making, and when physicians were faced 
with ethical scenarios. As one medical student stated:

“To work as a physician, to be in these stressful situ-



Page 4 of 12Vo et al. BMC Medical Education           (2023) 23:10 

ations, to give of yourself day after day, you have to 
have a strong moral and ethical centre that places 
paramount on acting for the benefit of others. The 
principles that you hold shape how you act so you 
have to have principles of compassion, of humility, 
of honesty, and of determination…” (Participant 13, 
Pre-clerk)

Lack of character
In contrast, poor character was suggested to have a 
negative influence on team culture and communication. 
Participants described the negative results of leaders 
demonstrating poor character:

“I would say it’s [character is] extremely impor-
tant, because if a person doesn’t have good char-
acter, they would not be trusted as a leader. And 
even if they’re a leader more along the lines of a 
dictator rather than a true leader, having poor 
character essentially means that you’re not even 
fit to be physician, so not necessarily a physician 
leader.” (Participant 22, Clerk)

Despite this, some study participants, particularly stu-
dents in their pre-clerkship years, stated that they did 
not find character particularly relevant at their stage of 
training. These students often felt that, in medical school, 
acquiring medical knowledge and expertise was prior-
itized over character development:

“I feel like right now in our everyday experiences we 
are in our own little heads in our own little bubbles 
trying to learn as much as we can and not really 
working toward being a leader in any of these. They 
are hopefully there and will develop over time, but 
right now in medical school I don’t think any of them 
are relevant. Right now, we just have our heads in 
books, unfortunately.” (Participant 11, Pre-clerk)

Importance of specific character dimensions
Medical students described different clinical scenarios, 
which highlighted the importance of demonstrating vari-
ous character dimensions. Character dimensions could 
be seen as benefiting the leader themselves, their clinical 
team, or their patients.

For example, participants expressed how leaders could 
personally benefit from demonstrating self-reflection and 
a desire to improve upon themselves, i.e., by demonstrat-
ing humility.

As a participant explained:

“I think one of the things that I’ve really seen and 
been impressed by is physicians that are able to say, 

I don’t know or that’s something I need to check back 
on…” (Participant 23, Pre-clerk)

Participants also described how it was important for 
clinical leaders to demonstrate character dimensions, 
such as collaboration and humanity, in team-based situ-
ations. Specifically, medical students explained how 
working with an approachable and open leader resulted 
in team members feeling comfortable as well as the 
team being productive overall. As one medical student 
described:

“As a clerk, it’s nice when someone actually does 
that because I often feel that I’m wasting peo-
ple’s time, or this question I have isn’t one that I 
should be asking, I should know it already. When 
someone is so encouraging, and open to answer-
ing questions, it makes me feel more comfortable 
working on the team, and it makes the care better.” 
(Participant 19, Clerk)

Finally, some medical students recognized that integ-
rity was important to patient care and an absence of this 
character dimension could result in consequences for 
patients.

One student described how she, personally, needed to 
demonstrate integrity in a difficult patient encounter to 
ensure appropriate care.

“And maybe some integrity, like it would have been 
easy to just let him [the patient] go home and suf-
fer the potential consequences, but I tried my best to 
let him know that it would be best for him to stay 
in hospital to correct his DKA [diabetic ketoacidosis] 
before sending him back.” (Participant 20, Clerk)

Relationship between character and competence
Several medical students also drew connections between 
the leadership concepts of character and competence. 
Some participants explained how an individual’s charac-
ter could motivate them to improve upon their compe-
tence. For example, it was argued that leaders with strong 
character would be able to self-reflect on personal areas 
of incompetence and be more open to improving these 
deficiencies. As one student stated:

“And, I think with character, as well, if you’re not 
competent at something you wouldn’t try to hide 
it, you’d be a lot more willing to improve or del-
egate the parts that aren’t competent. Whereas, if 
you have a bad character, even if you’re very com-
petent, people might reach a point where they’re 
not competent in something and someone might 
try to hide that or end up with poor consequences.” 
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(Participant 5, Pre-clerk)

Another student explained how character dimensions 
such as drive, accountability, and courage would help a 
leader to become competent. Other students discussed 
how aspects of a leader’s character, such as approach-
ability, judgement and accountability could be influenced 
by their level of competence. As one of these students 
explained:

“In order to make good judgement, you need to be 
competent. If you want to work well with a team, 
you have to be competent as well, you have to under-
stand your viewpoint and be able to share it as well. 
I guess competence also flows into accountability as 
well, you’ve got to be able to understand when you 
might be wrong and be able to accept that.” (Partici-
pant 15, Pre-clerk)

The relevance of competence
Importance of competence – medical expertise
The participants of this study discussed two aspects of 
competence with regard to leadership. These components 
of competence included the medical expertise required 
to be a physician and the transferable skills, which physi-
cian leaders possess.

Medical expertise was considered important because 
it was a means of making appropriate medical decisions, 
gaining the respect of team members and physician col-
leagues, and acquiring leadership positions. Participants 
also identified several consequences that physicians face 
when they demonstrate a lack of medical expertise. These 
issues included compromised patient care, over-reliance 
on team members, acquiring a poor reputation, being 
unable to complete tasks, missing out on employment 
opportunities, and loss of patient and learner trust.

One student explained how it is important for physi-
cians to have an understanding of the roles and responsi-
bilities of their allied health professionals.

“But I think a physician has to be competent at that 
stuff…It’s things like drawing up vaccines out of the 
little things, or doing the catheter insertions or some-
thing. I think, even if I’m not going to be doing this 
day to day, it would be kind of embarrassing if I had 
to do it and couldn’t because then that would dem-
onstrate a lack of competence.” (Participant 12)

Importance of competence – transferable skills
Regarding the transferable skills of physician leadership, 
participants discussed the importance of communica-
tion, organization and teaching ability. Although teaching 

is classified under the “Scholar” as opposed to “Leader” 
competency of the CanMEDs framework, aspects of 
teaching, i.e., constructive feedback and oral communi-
cation, have been described as transferable skills [26, 27]. 
Communication was seen as an important skill for elicit-
ing patient concerns as well as for leading clinical teams. 
In clinical teams, communication was a means of provid-
ing the team with instructions, information, objectives, 
and policies. One participant described the effective and 
flexible communication skills of an emergency medicine 
resident, who he had observed.

“Through a lot of training, he fostered good group 
communication, but he didn’t just tell people how 
they were going to communicate, he fostered a con-
sensus over how we should communicate, and he fos-
tered a consensus over how he should communicate 
to the team and actually listened.” (Participant 2)

Participants provided a variety of reasons for why they 
considered organizational skills to be important includ-
ing: managing various responsibilities such as research 
and patient care, guiding and leading clinical teams, 
and for accomplishing personal tasks. One partici-
pant described how her preceptor’s organized approach 
allowed him to be more time efficient.

“He was great at organization. Because he would 
come in at 8:00 something, he would already have 
a sheet, sort of a quick summary of each of the 
patients, so that if you’re a third-year student just 
walking in, never been to CTU, you weren’t going to 
get lost, he was helping you. The sheet would then 
help you get through the day…Which meant that 
then he would get through the day faster, and on 
time at the end of the day, with time for teaching. I 
felt like that was a very good learning experience.” 
(Participant 21, Clerk)

When discussing teaching methods, participants iden-
tified characteristics of an effective physician teacher. 
They valued physicians who demonstrated openness and 
motivation for instructing students. In addition, teachers 
who were able to tailor their instruction to the knowledge 
level of their students were considered effective. One stu-
dent explained how effective physician leaders would also 
take into account the personal learning interests of their 
students:

“I find with the physicians, there are some that are 
very passionate about teaching, and you can tell 
that right away. They’ll ask you what your own inter-
ests are and what you want to do and what you’re 
comfortable with doing, to try to make it a good 
learning experience for you. That’s something that I 
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really am happy with.” (Participant 14, Pre-clerk)

The relevance of commitment
Relationship between competence and commitment
Throughout their interviews, some students also showed 
how the leadership concepts of competence and com-
mitment were connected. For example, two students 
explained that a leader’s commitment could drive them 
to become more competent. Other students described 
situations where a physician’s commitment led to them 
being more knowledgeable and competent about their 
patients’ conditions. As one student explained:

“So, they stay on, like, they come in extra early and 
stay on extra late so that, 1) we [students] learn and, 
2) they know what’s going on with the patients…I feel 
when they’re on CTU, during the weeks that they’re 
on, they’re 100% committed. We would not be able 
to function or be as organized without their help 
running through everything and realizing what the 
active issues are that we could have missed.” (Partici-
pant 18, Clerk)

Importance of commitment
The participants of this study provided key examples of 
residents and attendings demonstrating commitment 
to patient care and their clinical teams. Actions such as 
devoting time to teaching, reviewing patient lab work 
and results from home, and checking student dictations 
at the beginning of the day were seen as examples of 
behaviours, which demonstrated a physician’s commit-
ment. One participant described how the commitment of 
one physician, who was willing to step in for an ill resi-
dent, helped the team.

“…one of the R2s was away, and the senior resident 
got sick. If the physician hadn’t been that commit-
ted either the senior resident would have had to stay 
while they were sick, or I could imagine the R1s and 
the med students just running the team…He basi-
cally just…he can’t do the whole team himself, but 
he really took on the role of the senior resident, and 
helped us more directly, and asked us more ques-
tions, and was more present with us, when they were 
away.” (Participant 19, Clerk)

Study participants also explained why they considered 
commitment to be important to physician leadership. 
One of the main reasons medical students believed that 
commitment was important was the need for physicians 
to lead by example. Teaching medical students was seen 
as one important way for physicians to demonstrate their 
commitment. When physicians are invested in their 

team’s education, learners may feel a greater sense of 
fulfillment with their daily duties, gain important skills, 
such as interpreting ECGs, and benefit from the experi-
ence and insight of medical experts.

“The best…at least from my perspective as a third-
year student…the best consultants and residents are 
those that take, it doesn’t have to be a lot, but 10 to 
20 min every day, pick a topic, and just go through 
it. Because we can read it and read it on our own 
forever, but we’ll never get the clinical pearls or the 
wisdom that these folks can distil in five or ten min-
utes.” (Participant 21, Clerk)

Lack of commitment
In contrast to these examples of positive actions, which 
demonstrated physician commitment, some participants 
also described behaviours, which represented a lack 
of physician commitment. Poor commitment could be 
shown by neglecting to provide students with feedback, 
relying on residents excessively, and not being available 
to speak with team members. Some of the perceived con-
sequences of leaders not demonstrating commitment 
included team members feeling resentful and wishing to 
leave the team, becoming less motivated and choosing 
not to obey their leader. This lack of commitment was 
described by the following medical student.

“Some junior residents, for example, when they are 
surgery residents, then I see their commitment to 
the team. But when they’re an off-service resident 
on surgery, they are just kind of a more passive role 
where they do what they’re asked to do and no more 
than that” (Participant 22, Clerk)

Consequences of overcommitment
Although most participants recognized the value of com-
mitment to physician leadership, some students also 
raised concerns about overcommitment and burnout. 
Aside from their clinical and teaching duties, physicians 
may also have commitments to their families, communi-
ties, and personal wellness and self-care.

“You really need someone who can balance both 
their work and their personal life. So, to me, that’s 
what sacrifice kind of brings up is the idea of a doc-
tor who’s going to clinic from 9:00 to 5:00 and then 
is also running X, Y, and Z and never sees their 
family and never goes home on the weekend or 
never takes a vacation. And, I think that’s a little 
bit more outdated, because people do burn out and 
they do become less effective leaders.” (Participant 
5, Pre-clerk)
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Leadership development
Effective methods of leadership development
Throughout their interviews, the medical students pro-
vided suggestions for how leadership could be incor-
porated into the medical curriculum. The participants 
also identified strategies which they considered to be 
ineffective for developing leadership. Participants’ 
recommendations for future leadership curricula can 
be summarized under three main categories. First, 
medical students emphasized the importance of hav-
ing clinically relevant examples of leadership. Second, 
participants also recognized the importance of having 
opportunities where they could actively engage in lead-
ership. Finally, medical students believed that reflect-
ing on one’s experiences was an important method for 
developing leadership.

Participants offered various ways by which students 
could be exposed to examples of medical leadership. 
Their suggestions included providing students with 
physician mentors and role models demonstrating 
strong leadership and teaching abilities; encourag-
ing physician lecturers to share their leadership expe-
riences both in clinic as well as the community; and 
reviewing clinical cases that illustrated the importance 
of leadership skills.

“There should be maybe more examples of how phy-
sicians lead in their community because we find 
out a lot about physicians’ clinical aspects of their 
careers. But unless you spend time observing or 
you’re interacting with physicians for some other 
reason, you don’t find out about what they’re doing 
as leaders with their medical students, their resi-
dents, projects they might be doing and that kind of 
stuff.” (Participant 6, Pre-Clerk)

The participants also offered various innovative meth-
ods to directly engage medical students in leadership 
development. Some suggestions included providing 
medical students with a teaching role in clinical skills ses-
sions; structuring research projects to give medical stu-
dents a more prominent and independent role; as well as 
having medical students be involved in extracurricular 
activities such as clubs. Another student explained how 
actively practicing leadership would help medical stu-
dents to demonstrate this skill in high pressure scenarios:

“I feel like if you just talk about leadership and you 
can take notes, but if you don’t have an opportu-
nity to apply it, I don’t think that it will stick with 
people. Especially if it ends up being like a situation 
with some form of pressure…I feel like being put in 
applicable situations would be important for mak-
ing sure that leadership is learned not only taught…” 

(Participant 3, Pre-clerk)

With regards to reflection, various participants 
described situations where they had thought back to 
times when they had displayed ideal or poor leadership. 
This reflective process allowed them to further develop 
themselves as leaders. Students described journaling or 
keeping a professional portfolio as one method for induc-
ing reflection.

Ineffective methods of leadership development
Nevertheless, some participants expressed concerns and 
provided feedback regarding the way that new leader-
ship curricula would be implemented. One concern was 
that presentations or workshops on leadership may not 
garner enough interest from students. Some participants 
also advised against teaching leadership in an overly 
standardized fashion. Having different approaches to 
leadership was considered important because all students 
have varying levels of interest in leadership. Similarly, it 
was argued that individuals can demonstrate leadership 
in a variety of ways. These differences in leadership meth-
ods were elaborated on by study participants.

“…but I don’t think there should be a ‘this is what 
leadership looks like class’ because leadership looks 
at a lot of things and giving it to students in a really 
defined way can sometimes narrow their minds to 
what leadership is and what leadership looks like.” 
(Participant 9, Pre-clerk)

Discussion
The medical students in this study, regardless of their 
level of training, showed an appreciation for the impor-
tance of the ‘three Cs of leadership’. This finding is 
relevant as the 3 Cs model focuses primarily on the dis-
positional model of leadership, which posits that all 
individuals can demonstrate leadership [19]. As such, 
medical students can learn to demonstrate these aspects 
of leadership, which they have deemed to be valuable. 
Overall, character, competence, and commitment have 
been recognized as important in previous medical lit-
erature [28–30]. This is the first qualitative study to use 
semi-structured interviews of medical students to ascer-
tain their perspectives on physician leadership. In addi-
tion, although the 3-C model has been described in the 
business field [31], this is the first study to formally intro-
duce this model to medical students. Furthermore, the 
present study details specific suggestions for leadership 
development, which may be used by medical educators 
to design future effective curricula.
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Many of the character dimensions in the leader char-
acter framework align with important principles and vir-
tues in the field of medicine. In the present study, it was 
shown that the character aspect of leadership resonated 
with medical students. For example, participants in this 
study viewed humility as a means for leaders to improve 
upon themselves. Humility is necessary to understand 
the patient experience, to accept the input of other phy-
sicians, and to recognize the evolving nature of medi-
cal knowledge [32–34]. Furthermore, medical students 
in this study explained how the dimensions of collabo-
ration and humanity could enhance team productiv-
ity and patient care. Collaboration has been valued as a 
means of improving information sharing between team 
members and of increasing the safety of patients [35]. 
Similarly, by practicing in a compassionate manner and 
demonstrating humanity, physicians may improve patient 
compliance and communication with their learners [36]. 
Integrity was another character dimension that was rec-
ognized as being important by study participants. It has 
been reported that by acting with integrity, and by behav-
ing in a clear and consistent manner, physicians can gar-
ner the trust of others, a key requirement for effective 
leadership [37]. It has been argued that physicians can 
demonstrate integrity by only ordering appropriate medi-
cal investigations and by allocating an adequate amount 
of time for patient encounters [38]. Medical students 
are also expected to demonstrate integrity by abstaining 
from unprofessional behaviours such as academic cheat-
ing and by being transparent with patients who suffer 
adverse events [39].

A key theme that emerged in this study was the 
increased value placed on the attainment of medical 
knowledge over character development. One of the 
well-recognized challenges of undergraduate medical 
education is the amount of material that must be learnt 
in medical school [40, 41]. The finding that some medi-
cal student participants believed that character devel-
opment should not be a primary concern, may be due 
to the medical “hidden curriculum,” i.e., aspects of the 
medical culture, which are learned without ever being 
explicitly expressed [42]. It has been suggested that a 
medical student’s empathy, an aspect of their charac-
ter, can be adversely affected by the emphasis placed 
on medical knowledge by the formal and hidden cur-
riculum [43]. Another study emphasized how the 
hidden curriculum could have a negative impact on 
another aspect of a medical student’s character, i.e., 
humility [44]. Medical knowledge is a well-recognized 
aspect of competence; however, the term compe-
tence in this study referred to not only medical knowl-
edge, but also other leadership competencies such as 
social skills and strategic skills. Nevertheless, most 

participants focussed on the former, i.e., the medical 
expertise aspect of competence. This focus on medi-
cal expertise aligns with previous studies on the views 
of physicians and the public, which found academic 
competence to be a highly valued trait expected of 
physicians [45, 46]. Despite this emphasis on medical 
expertise, study participants still explored the relevance 
of other competencies of physician leadership, particu-
larly communication, organization, and teaching ability. 
Effective communication has been valued in healthcare 
as a means of avoiding medical errors and facilitating 
transfer of information between physicians and their 
patients [26, 47]. The participants of the present study 
provided further evidence for the importance of physi-
cian communication, specifically in the context of clini-
cal teams. Likewise, when surveyed elsewhere, medical 
students recognized organizational skills as an impor-
tant soft skill for the field of medicine [48]. The partici-
pants of the current study provided reasoning for the 
importance of this skill including improving efficiency 
and for managing clinical teams. Lastly, participants in 
this study valued clinicians who demonstrated effec-
tive teaching skills, particularly those physicians who 
taught at a level appropriate for their learners, and this 
was perceived to be associated with effective physician 
leadership for students. In accordance with this find-
ing, a study of medical students revealed that these 
learners appreciated clinician teachers whose feedback 
was appropriate for their skill level [27]. Conversely, a 
study of junior medical residents showed that they did 
not respond well to clinician teachers who created an 
impression that their students were less intelligent [49].

Commitment was also seen as a key aspect of leader-
ship by the participants of this study. Traditionally, work 
commitment has been measured through the effort and 
time an individual devotes to their career [50]. Therefore, 
the medical student participants may have valued the 
commitment aspect of leadership due to the demand-
ing nature of the field of medicine [51]. In one qualitative 
study, British general practitioners highlighted challenges 
such as increased patient complexity and unrealistic 
patient demands as contributors to their extensive work-
load [52]. In addition, as the medical students in this 
study were studying and working at an academic centre, 
many of the physicians with whom they interacted were 
involved in academic roles. In addition to their clinical 
roles, academic physicians have several other responsi-
bilities such as attending conferences, sitting on commit-
tees, and educating learners [53]. The medical students 
of the present study appreciated the importance of phy-
sician commitment and its connection to impactful 
leadership. They provided a unique view that commit-
ted physicians help to promote learner education while 
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ensuring the effective functioning of medical teams. The 
study participants highlighted that while it was important 
for physicians to be committed, they should be careful to 
avoid burnout. The concern for physician burnout has 
been well documented and contributing factors include 
excessive workload, overwhelming patient volumes, a 
lack of time to spend with loved ones, healthcare set-
ting politics, and work being unacknowledged [54–56]. 
Overall, burnout is a multifactorial issue, which has been 
described as involving both personal and systemic issues. 
In addition, it has been argued that applying certain lead-
ership styles, such as transformational leadership, may 
help to alleviate team members’ level of stress [57].

The present study demonstrated that medical students 
have an appreciation for, and were able to provide exam-
ples of the 3 Cs of leadership. The concepts of charac-
ter, competence and commitment are not novel. Each 
of these aspects of leadership is implicit within the Can-
MEDS model for physicians [58]. Many of the dimensions 
of character, such as humanity, integrity and justice are 
contained within the Professionalism and Leader roles of 
CanMEDS. The commitment ‘C’ of leadership is likewise 
connected to the Professionalism role. Lastly, the compe-
tency aspect of leadership is encompassed by the Scholar 
and Medical Expert roles. One key difference between 
the 3 Cs of leadership and the 7 roles of CanMEDS is the 
clear interconnectivity between leadership concepts and 
highlighting the key roles character and commitment in 
particular play, rather than the common competency-
centred approach. If Competency entails what a person 
“can do”, Commitment entails what a person “wants to 
do”, and Character entails what a person “will do” [16]. 
Therefore, each element of leadership interacts with one 
another to inform a leader’s actions. The participants 
of the current study further highlighted connections 
between each of the 3 Cs of leadership. For example, 
having strong character may motivate an individual to 
further develop areas where they lack competence. Simi-
larly, physicians who demonstrate strong commitment 
to their patients inherently become more knowledgeable 
about and competent regarding their medical conditions. 
Therefore, several of the key expectations of physicians, 
as illustrated by the CanMEDS roles, can also be under-
stood through the interconnectedness of the 3 Cs model 
of leadership.

The 3Cs of leadership have previously been applied 
to educational programs such as the MBA in the field 
of business. Now, with the suggestions provided by the 
current medical student participants, it may be possible 
to adapt this leadership model to medical education. A 
common theme amongst the proposed leadership edu-
cational methods included a focus on active learning 
as opposed to passive learning. The literature suggests 

benefits of taking an active learning approach such as 
improved memorization of material and having the 
opportunity to receive further explanation on topics 
[59, 60]. It is interesting to note that several of the active 
learning modalities proposed by the study participants 
already exist in medical education including mentorship 
[61], opportunities in extracurricular activities [62] and 
reflection [63]. Therefore, instead of proposing new med-
ical leadership curricula, medical educators can consider 
leveraging and modifying these pre-existing learning 
opportunities. It is interesting to note that there are cur-
rent studies of leadership curricula developed for medi-
cal students [8, 9]. However, medical student criticisms 
that arose in these leadership programs included certain 
program activities being viewed as non-value added and 
a lack of appreciation for the relevance of some of the 
concepts taught. The present study’s participants made 
recommendations, such as providing students with 
an individualized approach to learning leadership and 
avoiding overreliance on didactic teaching modalities like 
presentations and workshops, which may address some 
of these concerns.

Limitations
There were a few limitations to this study. Although pur-
poseful sampling was used to recruit both pre-clerk and 
clerk participants in this study, the majority of respond-
ents were pre-clerks, with only seven participants being 
clerks [64]. This difference in participation rates may 
have been because the interviews were conducted dur-
ing the summer months of July and August. Although 
this is a study-free period for pre-clerks, clerks continue 
to work during these months. In addition, all interviews 
were conducted at one medical school. Although this 
limits the generalizability of the study results, the trans-
ferability of the results was maintained [65, 66]. The 
results of this study are representative of the views of 
pre-clerks and clerks at one Canadian medical school, 
and this protocol could have similarly been applied to the 
other Canadian medical schools. Lastly, all study inter-
views were conducted by researcher A.V. The presumed 
advantage of this approach was that A.V. would have 
some degree of an “insider” status to the experiences of 
a medical student [67, 68]. However, there is a potential 
that some degree of objectivity may have been lost or 
some interviewee insights may have been assumed to 
be mutually understood as opposed to further explored. 
Although all interviews were conducted by A.V., this lim-
itation was mitigated by having frequent study meetings 
to review relevant findings with researcher J.T, who was 
not directly involved in the medical school system.
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One of the strengths of this study was the incorpora-
tion of the perspectives of both clerk and pre-clerks on 
physician leadership. There are several key differences 
between the clerkship and pre-clerkship environments, 
such as level of patient exposure and ability to perform 
medical procedures [69]. Therefore, it was valuable to be 
able to obtain perspectives from students at these differ-
ent levels of training. In addition, another strength of the 
study was the semi-structured and iterative nature of the 
interviews, whereby the results of previous interviews 
informed future interviews [70, 71]. By employing this 
interview format, rich and novel data could be collected 
from the research participants to better understand their 
views of physician leadership.

Next Steps

1. This study will assist medical educators in devel-
oping and reforming their leadership develop-
ment efforts in undergraduate medical education. 
The study demonstrates that a popularized and 
well-explored leadership framework such as the 
3-C model does indeed resonate with medical stu-
dents and can provide a theoretical grounding for 
future leadership education in this stage of training. 
This study also demonstrated that medical students 
understand, appreciate and value the dimensions of 
Character & Commitment as they relate to leader-
ship despite their lack of extensive clinical exposure. 
The results of this study should encourage educators 
to pursue a holistic approach to leadership develop-
ment and resist the temptation of focussing on lead-
ership competencies that may be easier to teach and 
evaluate. This will likely entail using non-didactic 
pedagogy such as mentorship, self-reflection and 
experiential learning, encouraging educators to be 
creative in their leadership curriculum-design.
2. Educators and researchers are encouraged to 
evaluate any attempts at providing the described 
holistic leadership development in undergraduate 
medical students to help inform future leadership 
development.
3. It would be valuable to determine medical stu-
dents’ perceptions of physician leadership using 
clinical examples beyond surgery and internal medi-
cine, as was the case in our study, and include other 
areas of medicine. This should include fields not 
centred around in-patient rounding such as family 
medicine, anesthesia or radiology.
4. A similar study can be repeated and expanded to 
include attending and resident physicians to explore 
if their perspectives similarly align with the medical 
students in this study.

Conclusions
The findings of this study demonstrate that medical 
students recognize and value the importance of phy-
sician leadership. A popular framework of leadership 
development (3-C model) was found to resonate with 
the participants and with their general views on leader-
ship. Students were able to appreciate the central roles 
character, competence and commitment play in sup-
porting effective leadership. Students were able to pro-
vide examples of leaders who have either demonstrated 
proficiency or deficiency in each of these aspects of 
leadership. Furthermore, the study participants identi-
fied nuances in the different aspects of leadership, such 
as character being deprioritized at the pre-clerkship 
level of medical education or overcommitment lead-
ing to burnout. Some participants also provided ways 
in which each of the 3Cs of leadership were related to 
one another. In addition, the recommendations pro-
vided by the medical students in this study can be used 
by medical educators to help create effective, stand-
ardized leadership curricula in undergraduate medi-
cal education. Overall, the receptiveness of medical 
students to the 3Cs model of leadership demonstrated 
in this study provides medical educators with a robust 
rationale to utilize this framework in future leadership 
development curricula within undergraduate medi-
cal education. This means that leadership development 
needs to be approached holistically and with a balanced 
approach to develop effective future leaders.
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