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Abstract

Background: Within the current health care system, leadership is considered important for physicians. leadership is
mostly self-taught, through observing and practicing. Does the practice environment offer residents enough
opportunities to observe the supervisor leadership behaviours they have to learn? In the current study we
investigate which leadership behaviours residents observe throughout their training, which behaviours supervisors
report to display and whether residents and supervisors have a need for more formal training.

Methods: We performed two questionnaire studies. Study 1: Residents (n = 117) answered questions about the
extent to which they observed four basic and observable Situational Leadership behaviours in their supervisors.
Study 2: Supervisors (n = 201) answered questions about the extent to which they perceived to display these
Situational Leadership behaviours in medical practice. We asked both groups of participants whether they
experienced a need for formal leadership training.

Results: One-third of the residents did not observe the four basic Situational Leadership behaviours. The same
pattern was found among starting, intermediate and experienced residents. Moreover, not all supervisors showed
these 4 leadership behaviours. Both supervisors and residents expressed a need for formal leadership training.

Conclusion: Both findings together suggest that current practice does not offer residents enough opportunities
to acquire these leadership behaviours by solely observing their supervisors. Moreover, residents and supervisors
both express a need for more formal leadership training. More explicit attention should be paid to leadership
development, for example by providing formal leadership training for supervisors and residents.
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Background
Leadership is considered an essential competency for
physicians, independent of whether they hold a formal
leadership position [1–3]. Developing leadership skills is
considered crucial to meet the challenges of future
health care, which can be solved through leadership in
managing and delivering high-quality, cost effective care

ensuring patient safety. However, consensus on the im-
portance of leadership competencies for medical practice
does not guarantee explicit attention for leadership de-
velopment in residency training programmes. The ma-
jority of universities and hospitals do not provide
leadership training for students, residents and staff [4–
6]. Consequently, what residents learn about leadership
is self-taught. Their knowledge about leadership is
mostly tacit and acquired through experience, for ex-
ample by observing their supervisors’ behaviours and
reflecting on situations encountered in practice [7, 8].
Does current medical practice itself offer enough
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possibilities to learn leadership by observation? To de-
velop leadership in practice, it is important for residents
that their supervisors display certain leadership behav-
iours, but it may be even more important that residents
observe these leadership behaviours over the course of
their training.
To investigate leadership in clinical practice, we used

the Situational Leadership Theory (SLT), because this
theory focuses on basic leadership behaviours that all
physicians should demonstrate. The SLT is a transac-
tional leadership theory that defines leadership as “the
process of influencing the activities of an individual or
group in efforts towards goal achievement” [9]. We tai-
lored this leadership definition to our healthcare context
and it now reads “the process in which supervisors’ lead-
ership behaviours influence residents’ activities in efforts
towards providing high quality care. In the SLT litera-
ture, two dimensions of leadership behaviours are de-
fined: task-oriented and relation-oriented leadership
behaviours [10]. Leaders who use task-oriented leader-
ship behaviours make sure that their employees perform
their task accurately and efficiently. Typical task-
oriented behaviours are: planning work activities, clarify-
ing objectives and monitoring employees’ performance
and actions. Leaders who use relation-oriented leader-
ship behaviours aim at maintaining good relationships
with their employees. Typical relation-oriented behav-
iours are: showing support, showing appreciation for
employees and two-way communication [11, 12]. Both
kinds of behaviours are core issues of basic leadership
[9] that should be learned by all physicians because they
can support the performance of the medical team as a
whole. Residents should experience these behaviours in
medical practice in order to understand their usefulness
and the relevance of learning them.
The most important premise of the SLT is that differ-

ent situations require different leadership behaviours.
The experience level of the employee is the most im-
portant determinant of which leadership behaviours to
choose in a specific situation. According to this theory,
adjusting leadership behaviours to the experience level
of employees leads to better performance and well-being
[9]. Translated to the clinical workplace, it is to be ex-
pected that supervisors use leadership behaviours that
respond to the residents’ competence levels. The SLT
states that a less experienced team member needs task-
oriented leadership, which is instructive, and that a more
experienced team member will benefit more from
relation-oriented leadership in order to optimize his per-
formance and well-being [9]. For residency, this would
mean that an inexperienced, starting resident will ob-
serve task-oriented leadership behaviours more often,
whereas an experienced, advanced resident will observe
relation-oriented leadership behaviours more often.

According to the SLT, residents should observe different
leadership behaviours as they progress through resi-
dency. However, which leadership behaviours residents
observe throughout their training is yet unknown.
Since all behaviours underlying the SLT are important

for effective leadership, they should all be part of super-
visors’ daily behaviour. For residents to be able to learn
from observing their supervisors’ behaviour, it is very
important that the latter display the whole range of situ-
ational leadership behaviours in practice. To shed some
light on what actually happens in clinical practice, it is
important to evaluate which leadership behaviours su-
pervisors display in medical practice, according to their
own perceptions.
According to literature, leadership training for stu-

dents, residents and specialists is necessary to meet the
demands of the current healthcare system [4, 6]. What
do the stakeholders – residents and supervisors – think
about leadership training? It is important to evaluate
whether these stakeholders feel capable of being a leader
and whether they feel a need for more formal leadership
training, as is suggested in the literature.
In the current exploratory study, we investigated the

extent to which residents observed different leadership
behaviours of the SLT in medical practice and whether
the observed behaviours changed in accordance with
residents’ experience levels. We also investigated which
leadership behaviours supervisors perceived to have dis-
played. In addition, we asked supervisors and residents if
they felt capable as a leader and whether they experi-
enced a need for formal leadership training.

Methods
To answer our research questions, we performed two
questionnaire studies. We asked two separate stake-
holder populations of residency training, residents and
supervisors, to complete a questionnaire about SLT lead-
ership behaviours. Residents answered questions on
leadership behaviours they observed in their supervisors
and supervisors answered questions on the leadership
behaviours they perceived to display themselves. Since
the groups of residents and supervisors were approached
separately, there was no information available about any
possible connections between individual residents and
supervisors.

Ethical approval
Data were collected at a time when educational studies
were exempt from Institutional Board Review in the
Netherlands, under Dutch law. However, the data was
gathered in accordance with established ethical stan-
dards and the Declaration of Helsinki [13–15]. Both resi-
dents and supervisors consented to participate, sent
back their questionnaires voluntarily and anonymously.
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Study 1: residents
Context, participants and procedure
We attached our questionnaire on leadership to a larger
survey on current professional issues and future per-
spectives of medical graduates of the University of
Groningen in 2010. Residents who graduated our
medical school between 2005 and 2010 participated in
the study. They were asked to fill out the question-
naire that was sent to their home address, to put it
in the anonymous return envelope that was provided
in the package and send it to the first author.

Instrument
The extent to which residents observed task and
relation-oriented leadership behaviours was measured
with four items that had to be rated on a 4-point scale,
ranging from 1 (never observed) to 4 (observed very
often). All items were based on the Situational Leader-
ship Theory of Hersey and Blanchard [9]. The leadership
behaviours we measured are general behaviours that can
easily be observed in many different situations. By delib-
erately not adding context, we tried to prevent that re-
spondents would only refer to one particular situation or
part of their work. We asked the residents to keep in
mind the supervisor with whom they were working most
of the time in clinical practice. Two items addressed
task-oriented leadership: (1) “The supervisor tells exactly
how, where, and when to perform tasks” (specific in-
structions), and (2) “The supervisor gives general direc-
tions on how to complete tasks” (global instructions).
The other two items addressed relation-oriented leader-
ship: (1) “There is two-way communication with the
supervisor” (two-way communication), and (2) “The
supervisor makes mutual decisions with the resident”
(mutual decision-making).
In addition, residents were asked to indicate whether

they felt capable as a leader and whether they had a need
for formal leadership training (yes/no).

Study 2: supervisors
Context, participants and procedure
We added our questionnaire on leadership to a larger
longitudinal survey on current professional issues and
future perspectives of medical graduates of the Univer-
sity of Groningen in 2010. Supervisors, who graduated
our medical school in the 1970s and were currently
working in training hospitals all over the Netherlands
participated in this longitudinal study. They were asked
to fill out the questionnaire on their supervisor leader-
ship behaviours. The questionnaire was sent to their
home addresses and they were asked to put the com-
pleted questionnaire in the anonymous return envelope
that was provided in the package and send it to the first
author.

Instrument
The extent to which supervisors reported to display task
and relation-oriented leadership behaviours was mea-
sured using the same four items as described in Study 1.
However, the statements were framed differently to en-
able the supervisors to rate items about their own lead-
ership behaviours, The answering scale ranged from 1
(never displayed) to 4 (very often displayed). The items
addressing task-oriented leadership were framed as: (1)
“I say exactly how, where and when to perform a task”
(specific instructions) and (2) “I give general directions
on how to complete a task” (global instructions). The
items addressing relation-oriented leadership were
framed as: (1) “There is two-way communication be-
tween me and the resident” (two-way communication),
and (2) “I make mutual decisions with the resident”
(mutual decision-making) [9].
In addition, supervisors were asked to indicate

whether they felt capable as a leader and whether
they experienced a need for formal leadership training
(yes/no).
All participants provided informed consent. In accord-

ance with the university’s privacy policy and Dutch law,
the data were anonymized before analysis and handled
with confidentiality.

Analyses
To investigate the extent to which residents observed
the SLT leadership behaviours and the extent to which
supervisors’ said to display these behaviours, percentages
were calculated per answer option of each of the four
items. In the results section, we aggregated the data to
summarize the results. A leadership behaviour that had
been scored with 1 or 2 was considered as ‘not fre-
quently observed’, and a behaviour with a score of 3 or 4
as ‘frequently observed.
To investigate whether supervisors adjusted their lead-

ership behaviours in accordance with the residents’ com-
petence levels, we first assigned each resident to one of
three groups based on their years in training: starting
(1–2 years in training), intermediate (3–4 years in train-
ing) and experienced (longer than 4 years in training).
Subsequently, for each group we calculated percentages
per answer option of the four items. We also calculated
percentages to assess residents’ and supervisors’ percep-
tions of their own capability as a leader and their need
for formal leadership training.

Results
Residents (N = 117, response rate 82 %) observed global
instructions and two-way communication most often (86
and 73 %, respectively) and specific instructions and mu-
tual decision-making least often (64 and 59 %, respect-
ively) in their supervisors’ leadership behaviour. More
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than one-third of the residents did not report having re-
ceived any specific instructions on how to complete tasks
and/or having experienced mutual decision-making in
practice (Table 1).
The extent to which residents observed the four lead-

ership behaviours did not structurally differ between the
years of residency training. No pattern could be detected
(Table 2).
Supervisors (N = 201, response rate: 65 %) reported to

display two-way communication most often, followed
by global instructions (96 and 91 %, respectively).
They reported to display mutual decision-making and
specific instructions least often (80 and 57 %, respectively)
(Table 3).
Both residents and supervisors perceived themselves

as being capable leaders (83 and 73 %, respectively). Fur-
thermore, 91 % of the residents and 49 % of the supervi-
sors expressed a need for formal leadership training.

Discussion and conclusions
One-third of the residents did not observe the leader-
ship behaviours specific instructions and mutual
decision-making during their training, irrespective of
their competence level. Moreover, one-third or more
of the supervisors reported not to display these lead-
ership behaviours. Even though most residents and
supervisors felt capable as a leader, the majority of
residents and supervisors expressed a need for formal
leadership training.
The fact that specific instructions and mutual decision-

making had neither been observed by residents nor been
reported to be displayed by supervisors suggests that resi-
dents cannot develop these leadership behaviours by merely
observing what is happening in practice. Observing others
and reflecting on observations are very important aspects
of developing leadership behaviours [8]. Residents who do
not observe these two leadership behaviours in medical
practice may not be aware of these behaviours and how
and when to apply them in order to improve their team’s
performance and well-being. Possibly, they will never show
or explore these behaviours themselves.
It may also be that specific instructions and mutual

decision-making are neither observed by residents nor

performed by one-third of the supervisors, because these
behaviours do not fit residency training. Residents should
be able to function independently with minimal supervi-
sion, which may imply that both behaviours are not ap-
propriate. Both behaviours are very detailed and time-
consuming on the part of the supervisor. However, it is
also imaginable that these leadership behaviours benefit
residents’ performance and confidence. Specific instruc-
tions, for example, will support residents’ performance of
new routines and make them feel confident. Mutual
decision-making, for example, may be empowering [16].
Further research is needed to establish the effects of not
observing and performing these specific SLT behaviours
for medical practice and, more specifically, for residency
training. The perceived absence of these leadership behav-
iours raises some other questions as well. Why do supervi-
sors not show certain leadership behaviours and how is
the absence of certain behaviours influenced by residents’
development levels and context? In a broader sense, it

Table 1 SLT (Situational Leadership Theory) behaviours
observed by residents (N = 117)

Percentage (%) per answering option (1 = never observed, 4 = observed
very often)

SLT behaviour 1 2 3 4

Specific instructions 6 30 48 16

Global instructions 2 12 52 34

Two-way communication 8 19 36 37

Mutual decision making 8 32 44 15

Table 2 SLT behaviours observed by resident per experience
level

Percentage (%) per answering option (1 = never observed, 4 = observed
very often)

Specific instructions 1 2 3 4

Starting level (n = 52) 0 29 55 16

Intermediate level (n = 36) 13 28 46 13

Experienced level (n = 29) 0 39 39 22

Global instructions

Starting level 0 14 64 22

Intermediate level 2 15 57 26

Experienced level 6 0 71 24

Two-way communication

Starting level 14 14 23 49

Intermediate level 4 19 47 30

Experienced level 8 19 36 37

Mutual decision making

Starting level 8 36 39 17

Intermediate level 9 26 50 15

Experienced level 8 32 44 15

Table 3 SLT behaviours reported by supervisor (N = 201)

Percentages (%) per answering option (1 = never performed, 4 = performed
very often)

SLT behaviours 1 2 3 4

Specific instructions 12 31 49 8

Global instructions 1 7 54 37

Two-way communication 1 2 30 66

Mutual decision making 3 17 59 21
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raises the question which behaviours are or are not appro-
priate for the context of resident training.
Residents observed the same leadership behaviours,

irrespective of their year of training, which suggests that
supervisors’ leadership is not adjusted to the residents’
competence levels. According to the SLT, not adjusting
leadership to competence levels will negatively influence
residents’ performance and well-being [9]. Starting resi-
dents will benefit more from task-oriented leadership,
whereas residents who progress through residency will
benefit more from relation-oriented leadership. Pos-
sibly, such a shift from task to relation-oriented leader-
ship is not necessary. Recent literature suggests that
both task and relation-oriented leadership could be
beneficial throughout residency, independent of resi-
dents’ competence levels. Residents often feel uncertain
about their roles, because they are both physicians and
trainees [17, 18]. It seems important that residents re-
ceive sufficient guidance to complete their tasks suc-
cessfully. An instructive and directive approach – task-
oriented leadership – could increase their trust and con-
fidence and improve their performance. Social support
and good communication – relation-oriented leadership
– on the other hand might buffer against stress several
residents experience with their new tasks and responsi-
bilities [17–20]. Further research is needed to find out
whether indeed both task and relation-oriented leader-
ship behaviours benefit residents’ performance and
well-being, independent of their competence level.
Residents and supervisors feel capable as leaders but

both groups express a need for formal leadership training,
which is in line with studies reporting that physicians ex-
perience a need for training in leadership competencies
[21–23]. A first step to facilitate residents’ leadership de-
velopment could be to make leadership behaviours more
explicit in practice, as has been proposed for undergradu-
ate medical education [5, 24]. Residents and supervisors
should be made more aware of the importance of leader-
ship and of how the working environment can be influ-
enced by leadership. Explicit feedback on leadership
competencies and assessment of leadership might help
residents further develop their leadership competencies.
Furthermore, from our study we learned that medical
practice may not provide residents a chance to observe
the whole range of basic SLT leadership behaviours which
they should learn. Additional training in such behaviours
may be beneficial. An example of how leadership training
for residents could be tailored to practice is to deliberately
practice leadership behaviours on the work floor and to
discuss experiences in a structured manner in a peer
group setting [5, 25]. In addition, supervisors could benefit
from more formal leadership training, like workshops and
leadership training programmes that could make them
aware of the importance of certain leadership behaviours

and how they could influence residents’ performance and
well-being [26].
The Situational Leadership Theory [9] provides a useful

framework for research on leadership behaviour in post-
graduate medical education. The behaviours included in
this theory can be considered “basic” leadership behav-
iours every physician needs to learn and which can easily
be observed in medical practice. Since the residents’ su-
pervisors are simultaneously superordinates and teachers,
our study may raise questions about where leadership be-
haviours begin and teaching behaviours end. However, as
we focused on supervisor leadership behaviours originat-
ing from the Situational Leadership theory, which strictly
constructs general leadership behaviours and not includes
teaching behaviours, we solely evaluated how supervisors
and residents interacted in a working relationship.
Even though the SLT provided a useful framework for

the current study, other leadership behaviours may also be
important for medical practice, for instance, behaviours
underlying the transformational theories [27]. These the-
ories define leadership as inspiring employees and creating
a vision for future innovations. To date, change agents be-
come more important in medicine because the changing
needs of the health care system have to be met. Typical
change agents’ behaviours are transformational leadership
behaviours. For residents to become change agents, it
would be useful to observe transformational behaviours in
practice. We limited our study to self-reported data about
specific leadership behaviours from the perspectives of
residents and supervisors. It could be argued that personal
observations do not always comply with reality, because
people tend to overestimate their abilities and give socially
desirable answers [28] and, moreover, that observations by
an independent researcher are more objective. However,
to be able to develop leadership in medical practice, resi-
dents need to actually observe the basic leadership behav-
iours in their supervisors. Observations of their
supervisors’ leadership behaviours are a prerequisite for
developing their own leadership in practice. Finally, we
limited our study to two separate groups of respondents
from training hospitals. Therefore, we were not able to
match the leadership behaviours supervisors reported to
display and those the residents observed. Besides, as we
limited our study to residents in training hospitals, we did
not include general practitioners or other physicians
working outside the hospital setting. How leadership is ad-
dressed in these specific contexts may be a topic for future
research.
Our exploratory, empirical study offers insight into the

experiences of residents and supervisors with a number of
Situational Leadership behaviours performed in medical
practice. More explicit attention to leadership development
is necessary to enhance the use of these leadership behav-
iours in medical practice.
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