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ABSTRACT
The purpose of this grounded theory study was telde a construct that describes the
motivations of physicians to lead multidisciplingasostate cancer clinics (MPCCs).
Medical leaders play a key role in increasing thmber of MPCCs, which are not yet
widely available to patients in the United Statésderstanding what motivates these
physicians to lead is an important dimension ofellging, recruiting, and retaining
MPCC leaders.

This study collected qualitative, empirical datanfr 12 MPCC medical leaders
located throughout the United States. Utilizingottletical sampling and constant
comparison, the data derived from face-to-faceund®'s were used to create a new
construct of MPCC medical leaders’ motives calledder-Stage Motivatio(LSM).

In the LSM construct a physician experiences 1livabbnal factors while
leading a multidisciplinary prostate cancer clifibese 11 factors are grouped into 5
motivational patterns: mentored self-efficacy, mps@-driven goal, multidisciplinary
relatedness, time-moderated challenge, and achawvedniven goal. Each of these 5
patterns is directly related to the leader’s ralemy 3 stages of MPCC development:
leader-creator, leader-sustainer, and leader-ranewe

The LSM construct is distinct from other leadersmiptivation theories such as
leadership motive pattern (McClelland, 1975), noletivation theory (Miner, 1978) and

motivation to lead (Chan & Drasgow, 2001). Unlikege previous theories LSM

establishes a relationship between the leader'svatmns and changing leadership roles

during the life cycle of an organization. The LSbhstruct also provides a new model of

leadership motivation that is specific to medieslders.

Xii



This study contributes to leadership motivatioreegsh by modeling physicians’
motivations to lead in one type of multidiscipligapatient-centered environment. The
LSM construct gives health care providers a devala, recruitment, and retention
framework for future multidisciplinary prostate can clinic medical leaders. Results of
this study may also contribute more broadly to adenstanding of what motivates

physicians to lead their peers.
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Chapter 1: Study Overview

Some have said that all medical doctors are leg@draudry, Jain, McKenzie, &
Schwartz, 2008; NHS Leadership Academy, 2011; TR803.) Yet, as physicians
confront sweeping changes in American health ¢hes, too need leadership. Law and
tradition dictate that it takes a physician to lpagsicians (Schyve, 2009). The doctor
who becomes a medical leader faces a demandingsa@echange agent with clinical
credibility that is also responsible for finangurformance and medical excellence
(Mountford & Webb, 2009). For a physician the titioa from healer to leader can also
result in changes to personal beliefs and ide(Biyrer, 2002; McAlearney, Fisher,
Heiser, Robbins, & Kelleher, 2005; Quinn, 2010)tHa face of such challenges what
motivates physicians to lead their peers? Thattoress the subject of this study which
examines physicians who lead in one type of higblaborative environment: the
multidisciplinary prostate cancer clinic.
Background

Over 1,600,000 Americans were diagnosed with canc2d12 (American
Cancer Society, 2012a). Of those, more than 24@€0learned they had prostate
cancer (National Cancer Institute, 2012a). Whilespate cancer patients diagnosed 30
years ago faced a 5-year survival rate of 75% (Beatie & Isaacs, 2004) early detection
and advances in treatment therapies allow 91% of dregnosed today to live at least 15
years (American Cancer Society, 2012b). Howevergtiowing number of prostate
cancer treatment options creates a dilemma for mamyy diagnosed patients who are

faced with over 150 combinations of prostate trestts and outcomes (Nguyen &



Kattan, 2009). Each of these treatment alternatinassa range of side effects, some of
which can substantially affect a man’s qualityité.|

The prostate cancer patient’s physician plays gomant role in helping him to
choose between alternative therapies (O’Rourke71@&ng et al., 2000). As recently as
the 1980s, physicians were inclined to direct tpaiients toward cancer therapies with
which they were most familiar, with limited inpubfn the patient himself. This practice
has changed over the last 30 years and therersaang emphasis on patient-centered
care and shared decision making (Beauchamp & @&si4jr2009). Studies have shown
that more than 60% of prostate cancer patienteptefunderstand their treatment
options and share treatment decisions with theisigians (Steginga & Occhipinti, 2004,
Wong et al., 2000).

The complexity and rapid evolution of cancer thezaghallenges physicians to
continuously build their knowledge and to collalieraidely with other professionals
from other disciplines (Porter & Teisberg, 2007r Example, a single case of prostate
cancer diagnosis and treatment may involve as raarsgven medical specialists,
including oncologists, pathologists, psychologistsljation oncologists, radiologists,
surgeons, and urologists (Gomella et al., 2010)aé\8 cancer therapies have developed,
so too have new organizational structures thatmkjgallaboration among treating
clinicians (Fennell et al., 2010).

Accrediting organizations play an important rolelgscribing the preferred
structures for multidisciplinary care. The Natio@ancer Institute (NCI) provides
treatment and research requirements for NCl-deggnaancer centers, which give

patients access to care and clinical trials withmultidisciplinary environment (Simone,



2002). The NCI designation requirements are sog&nt that only 67 such centers
currently provide patient care in the United Stgtégtional Cancer Institute, 2013).
Many more cancer programs across the country aredited by the American College
of Surgeons Commission on Cancer (COC) which ploéfistandards that participating
organizations must follow. COC guidelines for cammnters also emphasize
collaboration between physicians including disegseeific multidisciplinary cancer
conferences, also known as tumor boards (Commisgiddancer, 2012).

Tumor board conferences allow a diagnosing physitbgresent a patient case to
colleagues from a range of cancer-related dis@pland seek diverse input on the best
treatment for the patient. These conferences atelywused by cancer centers throughout
the United States, Canada, and Europe. Howevenrtbhoard conferences’ exclusion of
the patient’s perspective limits the utility of$lprocess in creating treatment
recommendations for diseases such as prostatercamsse patient preferences are a
critical element of treatment decisions (Fennellet2010; Lamb et al., 2011).

As an alternative to tumor board conferences, tGé& s historically supported a
multidisciplinary team approach that includes thégnt in the treatment decision
process (Fennell et al., 2010; Swanson et al., 0tk multidisciplinary cancer clinic
(MDCC) visit offers patients and their families @pportunity to meet with a range of
physician specialists at one location and quickitam a comprehensive cancer treatment
recommendation — often on the same day. Theseshme particularly appropriate for
prostate cancer cases, where treatment optiori@ad and patient preferences are an

important decision component (Hudak et al., 2007).



From an ethical perspective, multidisciplinary pabs cancer clinics address two
prostate cancer patient concerns: a lack of uralealstg of the treatment being
recommended and a fear that physicians are biasedd recommending their own
specialties (Hudak et al., 2007). When multiplegptians communicate directly with a
patient regarding treatment decisions there igdichopportunity for a single physician to
control the sharing of information or to exert agpaalistic influence on the patient’s
decision process (O’'Rourke, 1997; Payne, 2008dtition, having multiple specialists
who are committed to finding the most effectiveatneent for each patient, rather than
the most profitable one, reduces the likelihood ghaeatment will be recommended
strictly due to financial incentives (Payne, 20B&jling, 2009).

Multidisciplinary prostate cancer clinics (MPCC#aprovide practical benefits
when compared to traditional cancer care. Whikeaues for MPCC patients treated for
early stage cancers are similar to outcomes foumdher care delivery settings, some
MPCC patients with advanced cancers have showrowepr5-year outcomes when
compared with the national average (Gomella eR@ll0). In addition, patients have
reported high levels of satisfaction with multid@mary cancer clinic treatment
(Gomella et al., 2010; Hudak et al., 2007; Littorale, 2010). Strategically, the MPCC
structure is consistent with a move toward valugeldacompetition spurred by U.S.
health care reform, which favors integrated practinits (IPUs) where providers with
different disciplines are organized around specifseases (Porter & Teisberg, 2006).

Despite their apparent advantages, the availalafit PCCs is limited.
Challenges to the formation and ongoing successuttidisciplinary clinics include

physicians’ difficulties with prioritizing sharediic hours over individual schedule



commitments (Grusenmeyer, Petrelli, & Strusows@D&) and physicians’ concern over
relinquishing autonomous patient relationships I@dita, Donegani, Spatuzzi, &
Valdagni, 2011). Both of these challenges are sgmptof the conflict between the
multidisciplinary approach to care and the medicadition of physician independence.

The United States has a history of laws and culhwans that have guarded the
physician’s right to make independent decisionsur@igg patient care and treatment.
Since the 1980s health care reimbursement chamgescaess to electronic information
have eroded physician independence, leading sosterddo feel burdened and
frustrated (Mechanic, 2003). As multidisciplinagaims and evidence-based protocols
become more prevalent, physicians in the U.S. hay®wing need for medical leaders
who can lead them through this transition in pctiesign (Krasna, 2009; Mechanic,
2003; Reiling, 2009).

The medical leader’s role is distinctly differemrh that of the clinical manager
(Quinn, 2010). Medical leaders are generally ptigas who have risen to a position of
influence through their clinical accomplishment®lidboe et al., 2003; Kusy, Essex, &
Marr, 1995; Mountford & Webb, 2009). While the pany responsibility of a clinical
manager is to streamline complex procedures foetitiee clinical team, the medical
leader’s role is to inspire physician colleaguesrttbrace change and adopt new
processes and organizational structures (Lee, 2010)

Recruiting medical leaders can be challenging. bteadership training has
historically not been incorporated in medical sdlmwricula (Blumenthal, Bernard,
Bohnen, & Bohmer, 2012; Porter & Teisberg, 2006 .their careers mature

accomplished clinicians are not necessarily eagengage in leadership development



and activities at the expense of their extant prast(Beresford, 2006). To successfully
engage physicians in medical leadership activitreiyiduals who recruit, develop and
retain medical leaders need to understand therfatitat motivate physicians to embrace
leadership roles (Snell, Briscoe, & Dickson, 20Tt)ose factors have not been widely
studied in health care settings.

In a broader sense, work motivation research iretily twenty-first century has
transitioned from an earlier competition betweesoties to the productive coexistence of
studies regarding multiple sources of motivatioatfiam & Pinder, 2005). Specific
studies regarding leader motivation have yieldedlarly diverse results. Some studies
have emphasized cognitive factors such as selfegf§i (Chan & Drasgow, 2001) and
self-regulation (Kark & Van Dijk, 2007) while otteehave focused on basic needs such
as competence (Csikszentmihalyi, 2003) and powed([slland, 1975). Chan and
Drasgow (2001) acknowledged that a leader’s woxkrenment influences motivation
and suggested that future studies should examiow fhotivation to lead interacts with
situational factors to affect a person’s decismifetd in specific circumstances” (p. 496).

As health care organizations address the growingade for effective physician
leaders, considering leadership motivation in dewelent and retention programs will
become increasingly important. The ability to defanleader’s core motivations may
allow organizations to anticipate how well indivads will fit particular leadership roles
(Barbuto, 2005; Miner, Crane, & Vandenberg, 1994hav, Smith, & Bracker, 1989).
Further, the ability of leaders to understand awodifiy their own motivations can
positively impact their leadership behaviors (Bady2005; Deci, Connell, & Ryan,

1989; Johnson, 2008). A deeper understanding of mb#vates physicians to accept



and perform leadership roles may help evolvingthezre organizations develop,
recruit, and retain medical leaders in multidiscigty settings.
Problem Statement

Despite empirical research which validates the fisnaf Multidisciplinary
Cancer Clinics (MDCCs) to patient outcomes ands&attion (Aizer et al., 2012;
Gomella et al., 2010; Hudak et al., 2007; Littoralet 2010), access to this standard of
care is not widely available. Studies have idestdifihe importance of medical leadership
to the foundation and ongoing success of multigisaary clinics (Bellardita et al., 2011,
Hudak et al., 2007; Grusenmeyer et al., 2006). Hewdhese studies have not
specifically researched MDCC leader characteristiz$ as motivation, which is an
important element of leader development, recruitnaed retention (Chan & Drasgow,
2001; Day, 2001).

There is a lack of consensus regarding the sowfdesadership motivation.
Additional studies are necessary to understand wioéivates individuals to lead in
specific workplace contexts and situations sucMBECs (Chan & Drasgow, 2001).
Given the recognition that leader motivation israportant element of leadership
performance and the lack of prior research reggrdintivation to lead in the health care
environment, there is a need to explore what mtas/physicians to serve as medical
leaders.

Purpose and Importance of Study

The purpose of this grounded theory study watketelop a construct that

describes the motivations of physicians to leadtiaigtiplinary prostate cancer clinics.

The study collected qualitative, empirical datanfrmedical leaders of MPCCs



throughout the United States. The data derived fratividual interviews were then used
to create a substantive model of MPCC physiciarsivations to lead. This study
contributes to the research by examining motivatimn physicians to make the
transition from a healing role to a leadership .rdllee resulting model gives health care
providers a development, recruitment and reterftamework for future

multidisciplinary prostate cancer clinic medicaders. Results of this study may also
contribute more broadly to an understanding of whativates physicians to embrace
peer leadership roles.

Research Questions

In a qualitative study the central research gaass framed to focus the purpose
statement while also providing the researcher tiighflexibility to deeply explore a
central concept (Corbin & Strauss, 2008; CresweRtl&no Clark, 2011). Creswell
(2007) recommended that a central qualitative rebeguestion should be open-ended,
begin with the wordhow or whatand specifically restate the study’s purpose. dérdral
research question that guided this study was: Wieary describes medical leaders’
motivations to lead multidisciplinary prostate canclinics?

Creswell (2007) recognized that a qualitative gtondy also have a limited
number of sub-questions focused on the issue aeearch process. In the case of a
grounded theory study these may be procedural gabtigns that reflect the process for
developing a theoretical model. This study incogped the procedural perspective by
addressing four sub-questions:

1. What categories emerged during open and focusddgdd

2. What relationships between categories emerged fin@aretical coding?



3. What refinements to the categorical relationshgssiited from sorting the

researcher’'s memos?

4. What theoretical model emerged when the categamtationships were

diagrammed?
Operational Definitions and Key Terms

The following operational definitions and key terguided this study:

Leader MotivationThe factors that affect “a leader’s or leader-tslaecisions
to assume leadership training, roles, and respilitisfand that affect his or her
intensity of effort at leading and persistence &sader” (Chan & Drasgow, 2001,

p. 482).

Medical LeaderA credentialed physician who holds a leadersbie frelevant
to the practice of medicine. Physician leadershipiaclude resource managing, decision
making, recruiting and medical consulting as wsllmplementing changes and
improvements in hospitals and clinical settingsh&@i, 2009, p. 53). In the context of
this study the medical leader is further defined aéysician who holds or has held a
leadership role within a multidisciplinary cancénic. Mountford and Webb (2009)
described physicians who lead practice units ascgeleaders. These leaders are
advocates for their own teams and have “detailesvi@dge of the relevant clinical
evidence base and constantly innovate to improtiergacare...accountable for the
overall performance of the service, both clinicahd financially” (p. 4).

Multidisciplinary Prostate Cancer Clini@ health care program that offers
previously diagnosed patients the opportunity taescdt with multiple cancer specialists

during a single visit, receive treatment recomménda within one week, and actively



participate in the treatment decision process. N&gonal Cancer Institute (2012b)

specifies that the primary disciplines in multididimary cancer care are “medical

10

oncology (treatment with drugs), surgical oncol@ggatment with surgery), and

radiation oncology (treatment with radiation)” (paf.).

Theory:An explanation of a phenomenon using concepteemes that are

interrelated in a systematic manner (Corbin & $tsa2008). This study used an

interpretive approach to theory which Charmaz (2@@&cribed as “the imaginative

understanding of the studied phenomenon. The irgevp approach assumes emergent,

multiple realities; indeterminacy; facts and valasedinked; truth as provisional; and

social life as processual” (p. 126).

Study Assumptions

A research assumption is defined as “a conditian is believed to be true even

though the direct evidence of its truth is eithesent or very limited” (Pyrczak & Bruce,

2007, p. 73). The fundamental assumptions of tadyswere:

1.

Participants in this study had no vested interesgtfiuencing this study’s data
or analysis.

Participants in this study responded to questinrtkfully and made a sincere
effort to recall past events and experiences.

Participants who were identified as medical leatigrtheir organizations

acted in leadership roles rather than purely mamggmapacities.

Study Limitations

A qualitative study’s limitations represent weagses that may limit the

trustworthiness of the research findings. Limitati®@f this study included:
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1. The researcher’s inherent biases resulting frolr @xperience in health care
governance and from the academic study of leader$she use of prepared
interview questions and verbatim transcripts lichitleese biases during data
gathering. A structured approach to coding was ts@thsure the researcher
did not superimpose pre-conceived ideas on interdigta during data
analysis. Member checking also allowed participémteflect on whether the
contruct developed from the data was reflectiveheir own experiences.

2. The use of theoretical sampling. While initial papants were selected from a
cross section of Multidisciplinary Cancer Cliniagsdarepresented a variety of
clinical backgrounds, the grounded theory studyghesalled for additional
participants to be selected based on questiongdaad which arose during the
data analysis process. The researcher used mertiogwta document the basis
used for selection of study participants.

3. The small sample size. The researcher identifiech@idisciplinary prostate
and genitourinary clinics in the United States anterviewed leaders from 12
of these. Although the researcher estimated tsattlean 100 such clinics exist
in the U.S., the sample size and unverified totahber of clinics prevent this
study’s results from being generalized to all MPi@€&dical leaders.

4. The dependence on self-report as the primary toaldta collection. There
may be a lack of congruence between what indivaglteghorted their motives
to be and what their behaviors or expressions atelicas their motives. This
limitation was addressed by incorporating the reses’s physical

observations of each participant’s actions in ¢higly’s data.
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5. The limitation of the data to participants’ cons@anotivations. There was no
attempt to obtain or consider unconscious motivetio this study’'s data-
gathering or analysis.

6. The dependence on each participant’s own interfpoataf leadership and
leading. The researcher did not define the tieaderfor participants, but
rather allowed each individual who was interviewedescribe his or her
activities, thoughts and feelings when acting seH-perceived leadership role.

Study Delimitations
In contrast to limitations, a study’s delimitatsorepresent boundaries which were
deliberately set by the researcher (Pyrczak & Brab@7). This study intentionally
restricted participants to those physicians whaétaal, currently lead, or previously led a
multidisciplinary prostate cancer clinic (MPCC).elpopulation was narrowed due to the
researcher’s specific desire for the study’s redolinform the recruitment, development
and retention of MPCC leaders. Based on this diiron, study results are not
generalizable to other health care or leadershijulations.
Organization of the Study
This study contains five chapters. Chapter 1 ksewgiith an introduction to the
research problem, followed by a summary of theyssupurpose, research questions,
assumptions, and limitations. Chapter 2 provides\anview of the literature which
supports this study’s importance and also incluede=view of theories that are relevant to
the study’s findings. Chapter 3 presents the rat®for the study design; describes the
emergent methods for sampling, instrumentatioerurtw procedures, and data analysis;

and examines human subject considerations. Chéputetails the study’s results by



addressing each of the research questions andhpirgsa visual depiction of the study’s
construct model. Finally, Chapter 5 presents ttudyss implications for theory, practice,

and future research.
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Chapter 2: Literature Review

The timing of a grounded theory study’s literattegiew is controversial. Glaser
and Holton (2004) stressed that pre-study revieth@dretical constructs may impede
the researcher’s ability to induce novel theorresifa study’s data. Corbin and Strauss
(2008) countered that becoming familiar with studlated literature before data analysis
could make the grounded theory researcher morétisernts subtle nuances. However,
they cautioned that a researcher should not betsongteeped in the literature that he or
she is constrained and even stifled by it” (Co&i8trauss, 2008, p. 36). Charmaz
(2006) encouraged the grounded theory researchmcimme immersed in leading
studies and theories within the field before bemigrdata collection, set aside the
materials during the study, and describe how theltiag theory relates to prior research
after the study’s theoretical model is complete.ilé/bach of these grounded theory
experts advocated completing the literature re\aéer a study’s empirical data are
collected and analyzed, they varied widely in tlogimions about how much, if any, of
that review should be written before the study begi

In a comparison of two dissertation literature esws, McGhee, Marland, and
Atkinson (2007) acknowledged the tension betweendbal state of approaching
grounded theory without preconceived ideas angbtaetical reality of academic
standards which require review of the literaturtolea study begins. The authors
recommended that each grounded theory researchgideo four factors before deciding
on the breadth, and depth, of their pre-studyditee review. First, the ontological
perspective of the researcher is important sincéatms the study approach and

analytical process. Expertise and topical knowldadgge field also impacts the
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researcher’s ability to acknowledge the influentthat expertise and knowledge.
Further, the degree of experience with groundedrthmethods is considered an
important decision factor, as are the requiremehtle researcher’s institutional ethics
committee.

For this study the researcher selected the constist@pproach to grounded
theory proposed by Charmaz (2006) whose methoddibgy's a balance of pre- and
post-study literature review. The study’s primaggearch question — what theory
describes medical leaders’ motivations to lead ihsttiplinary prostate cancer clinics? —
required a review of three specific bodies of redeaBefore the study began a detailed
examination of multidisciplinary prostate cancenick (MPCCs) provided the basis for
understanding the roles their medical leaders @layyell as the leaders’ challenges and
rewards. Given this foundation, which narrowedrdneew of leadership to the MPCC
context, the researcher next examined medical tedden the perspective of three
leadership constructs. Finally, the researcherstigated several theories of motivation
that align with these three leadership theorieseBan this study’s results the review of
motivation literature was later expanded to incoap® additional research in the area of
leader motivation.

Multidisciplinary Prostate Cancer Clinics

A multidisciplinary prostate cancer clinic (MPCJers previously diagnosed
patients the opportunity to consult with multipbncer specialists during a single visit
and to receive treatment recommendations quicldyetifter (Gomella et al., 2010;
Hudak et al., 2007). Those specialists include, minimum, three disciplines: surgical

oncology, radiation oncology and medical oncologgt{onal Cancer Institute 2012b).
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As further defined by this study, the MPCC suppadve participation of patients and
their families in the treatment decision procesgtimcludes education and counseling.
The multidisciplinary, clinic-based approach to @antreatment is a recent
alternative to traditional care delivery, in whialpatient was historically referred to one

or more specialists by his primary physician (Fdireteal., 2010). It is estimated that
there are currently less than 100 multidisciplingnystate cancer clinics in the United
States. The oldest of these clinics in continuqesation was founded in 1996 (Gomella
et al., 2010). Growth of the MPCC care model hanbefluenced by three primary
factors: medicine, ethics, and economics. Thededantes have created both the impetus
to develop MPCCs and barriers to the model’s wicksh adoption in the U.S.

Medical factors. Although one in every six American men will baginosed
with prostate cancer in their lifetimes (Brolley)1®) the disease was thought to be
extremely rare when first identified in Europe gani the 19" century (Denmeade &
Isaacs, 2004). During the ®@entury a dramatic increase in prostate cancendies
triggered growing interest in new treatment moditThe evolution of five medical
technologies drove progress in prostate cancantesd: surgery, hormone therapy,
radiation therapy, chemotherapy and chemical sargefmhese technologies developed
at different paces over 100 years, yet all fiveenesached maturity levels that support
extensive outcomes research.

Several treatments, or treatment combinationsg@mnsidered to create equally
good outcomes in many prostate cancer cases (Hia@dk2007; Moul, Armstrong, &
Lattanzi, 2010). However, the potential for thegatments to impact sexual, urinary,

and bowel function create a complex decision emvirent for patients and their families



(Denberg, Melhado, & Steiner, 2006; Spencer eR803; Zeliadt et al., 2006). MPCCs
allow specialists to collaborate closely with eatiher and with patients in evaluating
treatment options (Fennell et al., 2010).

A recent study at Thomas Jefferson University iat#id that patients with
advanced prostate cancer had better outcomeshbarational average when treated in a
MPCC (Gomella et al., 2010). Other studies havecatdd that the multidisciplinary
clinic structure enables patients’ enrollment imickl trials that advance new cancer
treatments (Grusenmeyetral., 2006; Hudak et al., 2007; Madsen, Craid¢iuban,

2009; Reiling, 2009) and increases the utilizabbactive surveillance by low-risk
patients (Aizer et al., 2012). Together these swigrovide a medical rationale for the
multidisciplinary, clinic-based approach to prosteancer care. A review of the primary
prostate treatment modalities helps to create denstanding of the rate at which these
treatments have advanced in recent years, andmgioogof multidisciplinary care’s
complexities.

Surgery. The earliest known treatment for prostate can@e surgical removal of
solid tumors for palliative relief of urinary obsttions (Denmeade & Isaacs, 2004). The
first surgical removal of the prostate gland wasgrened at Johns Hopkins Hospital in
1904, using a technique that required a smallimcis the pubic area. This surgery was
largely used to control symptoms and became thmelatd for prostate cancer care until
1945, when retropubic prostate removal was intredughe new surgical technique, in
which both the prostate gland and adjacent lymales@ould be removed through an
abdominal incision, allowed the cancer to be graskeskd on the number of affected

nodes and helped to control the metastatic spreeaincer. Since both of these surgical
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approaches generally caused patients to becomedantpiue to nerve damage, they were
not widely adopted for prostate cancer treatmeen(@eade & Isaacs, 2004).

In 1983 a surgeon at Johns Hopkins Hospital dematest a new technique for
retropubic prostate removal. This procedure, whidbwed most patients to retain sexual
function, became known a®rve-sparing prostatectonfWalsh, Lepor, & Eggleston,
1983). More recently, adoption of robotic-assigteastatectomy allowed surgeons to
remove the prostate gland, surrounding capsuleadjatent lymph nodes using a series
of small incisions. Since robotic techniques haserbin widespread use for a limited
time, long-term research on outcomes is not yetaya and nerve-sparing
prostatectomy continues to be widely used. Howewershortened recovery time
resulting from robotic techniques represents anateance in surgical treatments,
controlling disease and preserving a patient’situaf life (Moul et al., 2010).

Between 1974 and 1993, the percentage of men wodtaie cancer who were
treated with removal of the prostate gland, capaobttlymph nodes — a procedure known
as radical prostatectomy — increased three-folah@let al., 2003). Although these
procedures are still widely performed by generafjsans the increased demand for
robotic procedures has created a niche for surgeghspecial training in robotic
prostate cancer surgery, which has a long learcuinge involving up to 250 surgeries
(Moul et al., 2010). Virtual reality surgical simulatioan assist in this learning process
for both novice and expert robotic surgeons (Mcugig Tausch, Peterson, & Brand,
2011).

Cryotherapy is an alternative to surgery in botv a@d recurrent cancers that are

confined to the prostate gland. Though originattlyaduced in the 1960s, this therapy
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created significant complications until the evadatiof ultrasound imaging allowed a
greater level of precision in its application (Eyl& Belldegrun, 2011). The use of
multiple fine needles to insert freezing gas i@ prostate gland kills the gland’s cells,
which are gradually absorbed into the body. AltHotlgs minimally invasive and low
toxicity procedure may be a good alternative t@sty in some patients, additional
clinical trials are needed to confirm its long-teeffectiveness (Finley & Belldegrun,
2011).

Radiation therapy. The first attempts to use radium as a prostateezaneatment
occurred early in the twentieth century, not loftgraVladame Curie’s discovery of the
radioactive substance (Denmeade & Isaacs, 2004ue@a 1909 and 1917 there were
several published reports of radium being applnternally using catheterization. These
were followed by an improved technique which insgrthe radium into the prostate
gland through needles. Both methods improved symgitof localized prostate cancer
but were difficult procedures that caused patiestainfort (Denmeade & Isaacs, 2004).

Internal radiation treatments did not significardtyvance until the 1980’s, when
brachytherapy was introduced. This therapy, whigeits radioactive seeds in the
prostate gland using a needle guided by ultrascmadery, is used to treat localized
cancer (Ragde, Grado, Nadir, & Elgamal, 2000). ini@danted seeds deliver a dose of
radiation directly to the prostate over a periog@feral weeks with minimal damage to
surrounding tissue. However, this targeted doss doeeffectively treat cancer cells
which are not contained within the prostate (Metul., 2010).

Until the 1960s, external beam irradiation of laoadl and metastatic tumors was

limited by a lack of equipment that could delivgs@verful, concentrated dosage
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(Denmeade & Isaacs, 2004). Introduction of machfoe€obalt-60 therapy in the
1950s, followed by development of the linear aaedt® in the 1960s, provided the tools
to advance prostate cancer treatment using exteeash radiotherapy (EBRT).
Subsequent advancements included proton beam thienappeatment of localized
prostate cancer, stereotactic radiation to targgt ioses more accurately, and intensity
modulated radiation therapy (IMRT) using three disienal imaging.

Radiation therapies may be used as a primary tesdtm localized prostate
cancer, or in combination with hormone therapyneb#nerapy, and surgery. Most
radiation requires complex and costly equipmentyels as radiation oncologists and
technicians trained in the operation of each spet@thnology. The exception is
brachytherapy, which is significantly lower in castd may be administered in a local
clinic (Saul, 2006). In spite of good outcomes kwl cost, the use of brachytherapy has
declined in areas where more advanced technolsgisas IMRT are available. In some
cases the significant investment required to aegagivanced radiation equipment is
thought to affect physicians’ inclinations to reaaend one therapy over another (Saul,
2006).

Hormone therapy. Although physicians in the 1700s recognized diceiahip
between male hormone production and the prostatelgtonclusive evidence that a
reduction in testosterone could inhibit prostatecea was not published until 1941
(Denmeade & Isaacs, 2004). Initial hormone thesapieolved the administration of oral
estrogen or the surgical removal of the testiadeshtrink tumor size and reduce prostate
cancer symptoms. Subsequent research resulteldithoaal treatments which had

similar palliative effects with fewer side effecBoth Charles Huggins in 1966 and



Andrew Schally in 1977 were awarded Nobel prizegHeir development of these
hormone therapies for prostate cancer (Denmead®a&ck, 2004). In the years since,
significant advances have been made in the useugEdvhich complement testosterone
suppression by inhibiting the hormone’s chemicaéptors. Today this treatment is
known as androgen-ablation therapy (Meudl., 2010).

As research continues into the’2&ntury, hormone therapy is not considered a
curative treatment for prostate cancer. Howevetr@gen-ablation provides more than
palliative relief for advanced disease. It is iragi@agly used in conjunction with
electronic beam radiotherapy, where it can reducstate size to minimize the extent to
which surrounding tissues are irradiated (Metuhl., 2010). There is also growing
interest in immunotherapy in aggressive and metagieostate cancers. Recent clinical
trials of cancer vaccines have indicated that semamunotherapy treatments provide
improved survival, particularly when administeracconjunction with hormone therapy
(Gulley & Drake, 2011). In advanced prostate camcelose relationship is needed
between urologists, radiation oncologists and tledioal oncologists who administer
hormones and immunotherapy (Sternberg et al., 20bi8se linkages not only serve the
patient well in minimizing the symptoms of advanckskase, but also enable enrollment
in clinical trials that further treatment research.

Chemotherapy. Over time, patients treated with androgen-ablati@napy
develop a resistance to treatment knowaradrogen independent diseasecastration

resistant diseaséDenmeade & Isaacs, 2004; Mailal., 2010). When hormone therapy

is no longer effective against prostate cancemndtkerapy offers an alternative that may

control the speed of disease progress and resyléimg Since 1947 researchers have
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tested chemical agents specifically targeted {iqkdstate cancer cells when
administered intravenously. Similar to hormone dipgr chemotherapy treatments for
prostate cancer have thus far proven to be paiiatither than curative. However, recent
clinical trials indicate that newer combinationscheEmotherapy can also increase the life
span of patients with advanced disease (Sternlheg 2007).

Like hormone therapy, chemotherapy treatments emerglly administered by a
medical oncologist. Since the use of chemotherapagents is currently limited to
advanced, castration resistant prostate cancee, ihan emphasis on identifying the
point at which hormone therapy loses its effectessn(Moukt al., 2010). This creates an
environment where frequent interaction between oadincologists and urologists is
critical for mitigating the pain and side effecfsadvanced prostate cancer, particularly
when hormone therapy is being delivered by urotsgidio may not have access to
beneficial chemotherapy or clinical trials (Stengyeet al, 2007).

Active surveillance. The process known as active surveillance was rpaggible
by three advances in prostate cancer screeningiagdosis that were developed
between 1966 and 1987 (Denmeade & Isaacs, 2004, éflali, 2010). The first of these
was the process known as Gleason scoring, whiahgbsehe aggressiveness of a
particular cancer by adding two cell pattern valines a tumor biopsy. Although this
system was developed and published in 1966 by sighy in the Veterans
Administration, it was not widely adopted until IQ8vhen its uniform use in scientific
publications was recommended by a group of leagathologists (Altman, 2009).

Needle biopsies of prostate tissue were in use twithe advent of the Gleason

score, but they were difficult to perform and hawleliable results (Kaufman, Rosenthal
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& Goodwin, 1954). In the 1980s, development of hrasound-guided process to
accurately take multiple prostate biopsies enabigld quality scoring of prostate tumors
(Denemeade & Isaacs, 2004). In 1985, the Food and Bdministration’s approval of
the prostate specific antigen (PSA) test introduceew era of early prostate cancer
diagnosis. This test, which detects changes ina@m@sctivity through elevated PSA
levels, continues to be used for both pre-diagnagisening and post-diagnosis
monitoring (Moulet al., 2010). Collectively, the PSA test, needtgby, and Gleason
score facilitated early prostate cancer identifaratnd accurate patient risk analysis.

For a patient with low risk, as indicated by lowA &leason and tumor staging
numbers, active surveillance through frequent R&Airig may be an option (Moet al.,
2010). This approach is often used with prostate@apatients when the disease is
expected to progress slowly or another cause dghdgéikely. It is also recommended
for the first two years following surgery in caseisere small numbers of cancer cells are
found immediately adjacent to the prostate glandyM2009). A recent study showed
that patients who made treatment decisions in a ®1B&ironment selected active
surveillance twice as often as those who conswliidindividual practitioners (Aizer et
al., 2012).

In some medical environments, competition existazben surgical oncologists,
radiation oncologists, medical oncologists andagim oncologists (Payne, 2008). This
can be patrticularly intense when incentives exaisphysicians to recommend a
particular treatment to their patients. Such inegstinclude higher reimbursements for
one procedure versus another and ownership interastostly treatment technology

(Harvard Prostate Knowledge, 2009; Makarov, Yu,d)eBenson, & Gross, 2011; Saul,
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2006). MPCCs have created a decision environmenhioh physicians agree to
collaborate in the best interest of their patieateer than competing for their business.
According to surveys conducted at one MPCC, matigims find “great comfort and
relief in seeing that the specialists are workiig$y-side on their behalf” (Hudak et al.,
2007, p. 496).

Ethical factors. From the early 1900s through the mid 1980s, gidestate
cancer treatments fell out of favor as new techgiewere introduced (Denmeade &
Isaacs, 2004). This pattern of a single, prefepregtate cancer treatment experienced a
significant shift by 1990. The nearly simultaneadsent of PSA screening, nerve-
sparing prostatectomy and ultrasound-guided ngedigtate biopsy, followed closely by
advances in radiation therapy, spawned an eraatelbetween multiple treatments with
similar outcomes. This era coincided with a highwareness of ethical decision making
which considered patient autonomy, shared decisiaking between physicians and
patients, and the importance of patient prefere(Beauchamp & Childress, 2009). The
emergence of multidisciplinary cancer clinics pd®d an environment where patients
could become more engaged in choosing betweenpieulteatment options (Fennell et
al., 2010).

Patient autonomy. Historically, medical ethics in the United Staéesl Europe
focused on the physician’s credodo no harm(Beauchamp & Childress, 2009). For
over 2,200 years, from the fall of Greece until te-twentieth century, the principles of
doing no harm known asonmaleficencand promoting good known agneficence
remained the core principles that guided physiciatiscal behavior. (Beauchamp &

Childress, 2009; Katz, 2002). This changed withNlaeemberg trials of 1945 and 1946,
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which exposed the atrocities of medical experim&nan German concentration camps
and focused international attention on the riglitsadients and research subjects. Eleven
years later, irBalgo v. Leland Stanford Jr. University Board ofiSteesthe phrase
informed consenwas used to describe the patient’s or subjedls tio understand a
medical or research procedure and to explicitlyseom or refuse such a procedure in
advance (Katz, 2002). Over the next 20 years,iassef United States court cases and
state laws created the standards which now defestann medical ethics and describe a
patient’s right to autonomy (Beauchamp & ChildreéX309).

Quill and Brody (1996) proposed that the underlyengcept of patient autonomy
is a fundamental respect for the person and tlespécting a person means taking the
time to listen to that person’s unique story ansueimg that medical decisions are
integrated into the current chapter of the patgehibliography” (p. 766). The core
elements of patient autonomy are liberty, in wittod patient is independent from outside
control, and agency, which represents the capaxigt intentionally (Beauchamp &
Childress, 2009). Yet the expression of autononmyvzay with the state of wellness or
disease. A patient with full physical and mentglaialities may wish to cede health
decisions to physicians, family members or indong, which does not constitute
relinquishing autonomy. Or an elderly patient wdiminished mental capacity may not
be capable of determining when and where to easstbufully able to decide which
foods are preferred. There are narrowly proscrimedlitions under which a patient is
found incompetent to make autonomous decisionshwihidude the inability to describe
a preference, the inability to comprehend inforovatthe inability to appreciate a

situation, and the inability to show reason in mgka decision with consequences. The
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lack of ability or willingness to make some decrscautonomously does not constitute
permission to otherwise remove a patient’s righautonomy (Beauchamp & Childress,
2009).

Some theorists have argued that patient autonomgrghy, and informed
consent specifically, is not reasonable given thraexities of modern medicine
(Thiroux & Kraasemann, 2009). Beauchamp and Chskl(2009) countered that the
proper standard should be adequate informatiommpared to full information, and that
the health care provider is responsible for adedyabnveying the risks and benefits of
a procedure at a level that the patient can congmebiKatz (2002) proposed that the
physician must not only inform the patient, bubalsflect on the patient’s consent and
engage the patient in conversation. The authorritbestthis as the difference between
asking “To what extent should an individual’s cleside respected?” or asking “To what
extent should an individual’s thinking about chait® respected?” and “Can and should
a person’s capacity for reflection be enhancedutinacconversation?” (Katz, 2002,

p. 111).

A similar approach, called the enhanced autonomgainaf clinical decision
making, was proposed by Quill & Brody (1996). Thethers considered enhanced
autonomy distinct from and more beneficial thanititeependent choice model.
Independent choice is dominated by the patienfgeegnce and values, and assumes that
the patient’s gain in power has a corresponding ilopower by the physician. Enhanced
autonomy emphasizes dialogue between the patienplaysician to share knowledge.
The physician admits any biases and guides thematirough a decision process while

maintaining the level of clinical leadership ex@etby the patient.



Quill and Brody (1996) proposed six actions for gibjans to enhance patient
autonomy: sharing medical expertise while alsofodlyelistening to the perspective of
the patient, making recommendations that balanngal facts with the patient’s values
and experiences, focusing on learning the patiguéds rather than discussing technical
options, using disagreements as an opportunityptoee creative solutions through
dialogue, allowing final decisions to be made bygrdas who are fully informed, and
learning to communicate without under or over iaflaing patients. The authors
concluded that ultimately “choices belong to pasebut these choices gain meaning,
richness, and accuracy if they are the resultgbaess of mutual influence and
understanding between physician and patient” (@uBrody, 1996, p. 768). This mutual
influence and understanding is widely known asethaecision making.

Shared decision making. Studies consistently show that cancer patientd wan
share decisions with their physicians. Wong e24100) studied 101 men with prostate
cancer and found that patients faced with diffieultl controversial decisions chose to
share decision-making with their physicians ove¥Gff the time. Bruera, Sweeney,
Calder, Palmer, and Benisch-Tolley (2001) studi@derminally ill cancer patients and
discovered that 63% preferred shared decision rgaKinis contrasted sharply with
physicians’ expectations that only 30% of patiemtsild prefer to share in medical
decision making. In their study of 111 men withdbzed prostate cancer, Steginga and
Occhipinti (2004) concluded that 68% of patientsf@med to share decision making with
their doctors. While the nature of decision shaxaged by patient, a consistently high
percentage of participants in all three studiesrdésctive involvement in determining

their treatment.
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Holmboe and Concato’s (2000) qualitative study@ prostate cancer patients
showed that clinical information played a stronlgrio their decision process. Over 70%
of the patients cited a reason other than physi@aommendation as strongly
influencing their decision, though 74% had receisadh a recommendation. Only 36%
of participants explicitly stated that their urolstgnfluenced their decision of treatment
modality, and 71% chose a treatment other tharesyiig spite of receiving that
recommendation from at least one physician.

Wong et al. (2000) used quantitative methods tdysthie decision factors of
prostate cancer patients. The research resultsaitadi that patients had “an
overwhelming desire for both physical and psychiglaignformation and for knowledge
about the disease and treatment issues...and aoviglethiled explanations from the
doctor” (Wong et al., 2000, p. 18). The authorseddhat psychological variables
amongst patients were shown to affect the natutkeoflesired information but did not
influence the preference for shared decision mathagover 60% of the men expressed.

Patient preferences. Bensing (2000) called personal significance tlive thource
of information in evidence-based medicine. He dsdehat physicians need to develop a
discipline to ask for, and listen to, the patiestsry. Yet it has been reported that
physicians wait an average of only 18 seconds bef@y interrupt a patient’s story and
change the discussion to a physician-centric t(aockan, Miller, & Reis, 1992). In the
words of Quill and Brody (1996), “to use medicinp@wer in a personalized way,
physicians must become expert not only in the seier clinical medicine but also at
learning about patients as uniqgue human beingslifethistories and values that must be

used to guide treatment” (p. 766). The inclusiopatient preference in assessing
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treatment options becomes even more essentia¢ ifatle of multiple options,
inconclusive evidence of efficacy or unknown siffeas (Parascandola, Hawkins, &
Danis, 2002). Such are the uncertainties thatddeege percentage of prostate cancer
patients (Denbergt al., 2006; Spencer et al., 2003; Zeliadt e28i06).

Although the importance of patient preferences tmagpccepted by physicians, it
is not clear that the basis for valuing preferense®nsistent amongst patients and
doctors. In their qualitative study of prostate aarpatients, Muller-Englemann, Keller,
Donner-Banzhoff, and Krones (2011) revealed twasre which patients and physicians
substantially disagreed on the value of patienfigpeeces. The physicians who were
studied believed the importance of treatment caanpk was a strong indicator for
considering patient preferences, while patienedr#tis as a weak indicator. Physicians
also believed that a patient’s preference for @xgitontrol over his or her life was a
strong indicator for shared decision making, wpégients regarded this as a weak
indicator.

Many physicians believe that patient preferencesaarimportant element of
treatment decisions, yet some lack the expertisieaw out those preferences (Elwyn,
Edwards, & Kinnersley, 1999). When physicians aatigmts were asked to provide rank
ordering of the importance of prostate cancer tneat side effects from the patient
perspective, patient and physician rankings shaveaihimal relationship — even when
patients felt they had communicated these prefesetectheir physicians (Knight &
Latini, 2009). A qualitative study of oncology spists in one multidisciplinary prostate

cancer clinic indicated that the physicians recoguithe value of collectively sharing
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information between patients and multiple spedislis that environment, yet still
preferred one-on-one consultations with their pasi¢Bellardita et al., 2011).

According to Knight and Latini (2009), even thoughman’s goals and values
are critical considerations in prostate cancetrneat, men need information about the
treatments and their expected outcomes to fullyetstdnd or predict their own
preferences” (p. 42). Parascandola, Hawkins, amdd¥2002) concurred that patients
wanted information in spite of the fact that it imigause them distress. Though many
sources of disease-specific information are avi|giatients generally show a
preference for receiving this information diredilgm their physicians (Elwyat al.,
1999; Patel, Mirsadraee, & Emberton, 2003). Wheiepts in two clinics were asked
their preferences, they consistently valued theodppity to gain full understanding of
their disease and its treatments and to have adisgiplinary review of their case above
all other advantages of the multidisciplinary caramic approach (Janjua, Lee, Studts,
& Kloecker, 2010).

In the face of multiple treatment options for Itfeeatening disease,
multidisciplinary prostate cancer clinics provide@ptimal environment for shared
decision making and consideration of patient peafees. The primary role of MPCC
physicians is to educate patients, “setting thgestar the patients and their family to
become an integral part of the decision-making gget (Basler, Jenkins, & Swanson,
2005, p. 55). By publishing patient expectationd areating formal physician
agreements, MPCCs clearly communicate this commitneepatient centered care and
shared decision making (Basédral., 2005; Brolley, 2010; Gomella et al., 20H0dak

et al., 2007; Reiling, 2009).
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Economic factors.As the delivery of health care in the United Stegeeadily
evolves toward higher quality at a lower cost, 8oand Teisberg (2006) have contended
that the most successful health delivery structwiéide those organized to address a
single disease and composed of medical speciakgisrienced in treating that disease.
This premise springs from the authors’ belief hratviders will eventually be required to
compete based on their patients’ outcomes ratlaerttie services they deliver, and that
the best outcomes are the result of dedicatedjdradiplinary teams who are highly
skilled in the treatment of a specific medical atiod. The authors suggested that a
move from physician-centric delivery to integrafwdctice units (IPUs) requires several
changes. Among these are that care be provideddgnaof clinicians rather than a
single physician, that the full cycle of care bemdsed, that staff work exclusively in a
single medical condition, and that the IPU accepbantability for all aspects of patient
management from diagnosis through long-term follgpyWhile not every
multidisciplinary prostate cancer clinic meetsth#éise criteria, the MPCC structure is
closely aligned with the IPU design endorsed bytd?@nd Teisberg (2006).

The advantages that MPCCs bring to timely, appat@ripatient-centered
treatment come at a higher initial cost than tradél care delivery. Case studies
frequently cite economic constraints as a primdostacle to formation and operation of
these clinics (Grusenmeyetr al., 2006; Krasna, 2009; Reiling, 2009). Thipasticularly
pronounced in private MPCCs where physicians praétidependently and must be
compensated for taking time away from their owrcpcas (Reiling, 2009). However,
case studies of existing programs have shown tica¢ases in downstream revenue,

heightened productivity of affiliated cliniciangichcompetitive advantage can make



MPCC operation not just feasible, but also econaftyidesirable (Krasna, 2009; Litton
et al., 2010).

Downstream revenue. The revenue models of multidisciplinary prostadacer
clinics are largely dependent on their affiliatiarsl sources of funding. The Veterans
Administration and military hospitals receive thieinding from the U.S. government and
provide necessary services to those who qualifyasients (Kaiseredu.org, n.d.). This is
also true of closed systems such as Kaiser Perrteattet provide both insurance
products and medical care to their subscribersgi&h& Smith, 2003). By contrast,
private providers and academic medical centers etarfpr those patients with higher
insurance reimbursement while also treating a nurmbpatients in government health
plans such as Medicare or Medicaid. Thus, the camtidownstream revenue from
patients who have a choice of where to have higlgim@rocedures performed has
potentially greater value to academic and privasgitutions than to those in closed
systems.

Presbyterian Cancer Center in Charlotte, North [Berdas operated a MPCC
since 2001. Like other community cancer centersslBterian Cancer Center created a
financial model in which the MPCC does not brea&re\but generates significant
downstream revenue (Reiling, 2009). The organinagtimated that each of the 80
patients it saw annually yielded between $15,0@D%20,000 in revenue to the hospital.
This is in addition to physician revenues for ahrclinic activities. Intermountain
Health Care’s multidisciplinary cancer clinics ateo affiliated with a hospital and
specifically chose a financial model that was ti@ithcreased downstream revenue rather

than a positive margin on the clinics themselvean@& Parkinson, 2008). After 5 years
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of operation, the organization’s metrics showed MBCC patients generated
significantly higher downstream revenue than p#sievho did not attend the clinics.

Heightened productivity. Physician productivity is important to all MPCCs,
regardless of their funding sources. Whether plysgcare employed by a care delivery
system, or contracted to participate by a clinierapor such as a hospital, lack of
efficiency is costly in both dollars and morale. GIPs often employ a mix of
technologies to improve productivity. For examey MPCCs located in San Antonio
have used an automated method to predict whichadjsts a patient is likely to need
during his visit to the clinic and to schedule thapecific physicians (Baslet al.,

2005). Another MPCC created a tracking databasestoage patient information
effectively, and also designated a specific nus®dinator as the primary patient
contact throughout treatment and follow up (Hudiaéle 2007).

Perhaps even more important than efficiencies witie MPCC are those that
benefit affiliated physicians not practicing in ttlenic. Surgeons at Walter Reed Medical
Center reported that shifting the responsibilityl@fcussing treatment options with
patients to MPCC physicians made those providerrsvodking in the clinic more
productive (Hudak et al, 2007). Community physisiaffiliated with Intermountain
Health Care’s multidisciplinary clinic also fountbt clinic visits saved the oncologist’s
time by educating the patient and providing a sdagpinion in a single visit (Litton et
al., 2010.) An important element of patient manageinsystems is prompt follow up
with the patient’s referring physician. This supgparontinuity of care and assures
physicians that the cancer clinic does not intemgétients to sever their relationships

with referring physicians (Litton et al., 2010).
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Competitive advantage. Porter and Teisberg (2006) described how competiti
waged at the level of medical conditions has tleamgst benefit, but is the least common
type of competition in the current delivery of hbatare services. The structure of
medical referrals within health plans and carevéeli systems has historically made it
difficult to determine if patients were being retst to the best resource to address their
conditions. In those situations where physiciamameted on both results and price,
guality was shown to improve and costs to decrease.

Comprehensive quality metrics are essential tamgiperformance and
demonstrating value in the marketplace (Porter &d&rg, 2006). Lee (2010) proposed
that establishing a valid performance measuremeaté¢s could unleash peer pressure to
drive best practices. Those organizations thatanemitted to the highest quality have
also begun to make their quality results publiotigh the internet and social media. The
Cleveland Clinic was an early pioneer in this pcand a number of other
organizations have since made similar commitmdpastér & Teisberg, 2006).

Some MPCCs have indicated that performance stasdadl quality metrics are
an important element of their operational struc{@asleret al., 2005; Reiling, 2009).
However, few have published these results. This tfdisclosure represents an
opportunity for MPCCs to gain referral advantage@ssumers of health care increase
their reliance on the internet and to increase lbensement as providers begin to be
compensated based on the value they deliver (P&rieisberg, 2006).

Patient satisfaction metrics may be even more Wédu® competitive advantage
than quality outcomes. While only a few multididoipry prostate cancer clinics have

published their quality metrics, many more havehhgited their patient satisfaction
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scores. When the Center for Prostate Disease RbsaiaWalter Reed converted its
conventional prostate program to a multidisciplynelinic its leaders reported increased
patient satisfaction which resulted in a large nandf self-referrals (Hudak et al., 2007).
At Intermountain Health Care’s multidisciplinarynezr clinic in Salt Lake City, 98% of
participating patients rated their overall expeceeasxcellent(Litton et al., 2010). The
MPCC at M.D. Anderson Cancer Center reported simdaults in patient satisfaction
and increased referrals (Brolley, 2010).

Section summary.Multidisciplinary prostate cancer clinics are wadisitioned to
deliver excellent quality at a competitive pricehighly satisfied patients. The significant
level of shared decision making supported by the&CKaRBtructure not only respects the
ethical constructs of patient autonomy, but als@gjipatients a voice to choose simple,
low cost treatments — or, in some cases, no tredtatall. As prostate cancer research
evolves MPCCs may become an increasingly impodaaice of clinical trial
enrollment. Yet, despite indications that this adebvery model is highly effective and
well-positioned to succeed in the new American theedre environment, MPCCs remain
a relative rarity in the United States.

Medical Service Leaders

Mountford and Webb (2009) grouped the many wayshith physicians lead
into three categories: the institutional leader \stewards an organization with strategic
thinking, the service leader who passionately atscegsponsibility for a clinical service
using deep medical knowledge, and the frontlinddeavho focuses on delivering high
guality patient care using team-based quality imeneent. Based on their research at the

consulting firm McKinsey and Company, the authagppsed that medical leaders in
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service leadership roles have an identity of pasdeadvocacy for that particular service
with a feeling of responsibility for both clinicahd financial performance, yet still retain
a level of direct connection with patients. Thessders derive power from their clinical
credibility with colleagues, coupled with their inigness to take risks and innovate.
They are also able to balance detailed knowledgieeim clinical area with strong
strategic, financial and interpersonal skills. Mtiard and Webb’s (2009) service leader
profile provides a basis for examining the attrésubf physicians who lead integrated
practice units (IPUs) in general, and multidiseiphy cancer clinics (MDCCSs) in
particular.

Case studies have addressed the importance of ahézhdership in the
formation and operation of MDCCs. Several of th&tselies emphasized the medical
leader’s crucial role in building a case for thdinic and recruiting physician support
(Grusenmeyeet al., 2006; Hudak et al., 2007; Krasna, 2009phitt al., 2010; Reiling,
2009). Case studies of MDCCs also described thecalddader’s responsibility for
patient care quality, citing the use of teams &ate clinical standards and the
development of processes to enforce them (Grusesmatsgl., 2006; Krasna, 2009;
Reiling, 2009). Lee (2010) observed that the ttamsito patient-centered,
multidisciplinary care requires physician leadet®varticulate the organization’s vision
and values, build collaborative teams, organizgp@formance, improve processes and
develop effective measurement systems.

Collectively, the actions and behaviors describgtMBCC case studies and
Lee’s (2010) analysis capture many dimensionsehtledical service leader as defined

by Mountford and Webb (2009). However, they falbthn their lack of focus on the
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leader’s knowledge and skills on the one hand hadeader’s identity on the other. This
omission is consistent with Avolio’s (2007) conientthat much of the recent research
regarding leadership has focused on leaders’ betsawiithout “taking into account the
prior, current, and emerging context” (p. 25). Exang the medical service leader using
a number of theoretical frameworks that complenomeat another and incorporate the
essential elements of service leadership is a nodmest approach. When considered
together, skills-based leadership, full-range lesitip and authentic leadership are three
frameworks that accomplish this goal.

Skilled leaders.The physicians who lead their peers garner a Igingee of their
credibility from their skills in the practice of ieine (Holmboe et al., 2003; Kusy al.,
1995; Mountford & Webb, 2009). Their followers’ fdamental expectation of expertise
makes the leaders’ skills and the knowledge thaedithem an important dimension of
medical service leadership. In his early reseaf¢heocorrelation between executive
performance and skills, Katz (1955) described Kikssapproach as one that is “based
not on what good executivese (their innate traits and characteristics), buteabn
what theydo (the kinds of skills which they exhibit in carrgrmout their jobs effectively)”
(p- 33). The author further observed that “the @gal criterion for skillfulness must be
effective action under varying conditions” (Kat85b, p. 34). Though they labeled them
differently, Katz (1955), Mumford, Campion, and Meson (2007), and Senge (2006)
each identified problem-solving, technical and ababilities as essential skills of the
effective leader.

Leadership skillstheory. Katz (1955) segmented the effective administrator’

skills into three categories: conceptual skills tibow a systems view of the



organization and its external influences, techrs&éls that encompass knowledge,
analytical ability and the use of those tools esdai a discipline’s procedures, and
human skills that facilitate cooperation and comioation within a work team.
Mumfordet al. (2007) broadened the prior research by denisig leaders at various
stages of their careers and expanding the leaslaliset to four factors: cognitive skills
that include the abilities to learn and adapt.tegi& skills from a systems approach to
manage ambiguity and exert influence, businestsgshkit include operational analysis
and resources management, and interpersonal lalignvolve the social abilities to
influence others’ activities and understand theactions.

Senge (2006) also grouped what he called “the lsadew work” (p. 317) into
skill genres that he named after three professimies:steward, designeandteacher
The steward is able to build a shared vision frarppse and personal vision. The
designer can translate vision and values into &ires, strategies and policies. The
teacher knows how to help others better underdtagidcurrent reality and the systems
that created them. The author proposed that timswark requires a new skill set:
systems thinking, identifying and testing mentaldels, and building a shared vision
(Senge, 1990).

The relationship between a leader’s specific aédiand the scope of the leader’s
responsibilities is also a consistent theme irsktis-based approach to leadership. Katz
(1955) proposed that executives at the top levielseir organizations had a greater need
for conceptual skills, and a lesser need for tezdirskills, than those administrators at

lower levels. Similarly, though human skills weoeifid to be important at all levels the
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author suggested that they became less importantdbnceptual skills as the executive’s
scope of organizational responsibility increased.

In their study of 1,000 managers, Mumfeitcal. (2007) validated that a leader’s
skills varied in type and amount according to orgational position. The researchers
found that, at all managerial levels, cognitive artdrpersonal skills were more critical
than strategic and technical skills. However, bessnand strategic skills increased in
importance at senior leadership levels.

Senge (2006) explored what he called the “ecolddgamership” (p. 319) by
examining the skills required of line level, netwdevel and executive level leaders.
According to the author, executive leaders relyetwork leaders to build a broad base
to enable change and line leaders to implemertegitaconcepts. Network leaders look
to line leaders to experiment with new ideas anelxcutives to spread the resulting
local knowledge across an organization. Line leadelly on network leaders to enable
peer-level learning and executive leaders to renooganizational obstacles to change.
All three of these positions require leaders taipca the skills of the steward, the
designer and the teacher in order to effect orgaiozal growth and change.

Based on the skills framework, effective leaderntdaheir abilities in three broad
categories: problem-solving skills, technical skithnd social skills. Mid-level leaders
provide essential linkages within an organizatiod benefit from a balanced emphasis
on all three of these skill sets. While the natfreocial skills is generally consistent
across many industries, technical and problem-sglskills are specific to each
organizational discipline. Thus, it is instructiteeapply this theoretical framework to a

specific industry and leadership role.
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Skills theory and the medical service leader. Within the leadership skills
framework, a medical service leader is similar taid-level or network leader. This
physician’s scope of leadership falls between tbetfline physician who leads a small
clinical team and the institutional physician wieads an entire organization (Mountford
& Webb, 2009). Based on the leadership skills fraoré, the medical services leader
would be expected to need a broad range of congleptghnical and human expertise.
Research has validated that effective medical lsadea range of roles, require a
combination of technical skills, people skills arahceptual skills (Batalden et al., 2003;
Holmboe et al., 2003; McKenna, Gartland, & Pugr@Q4£ Taylor, Taylor, & Stoller,
2008; Williams, 2001).

Consistent with Mumforet al.’s (2007) research emphasizing human skills
across all leadership levels, McKeretal. (2004) studied 110 medical leaders,
educators, and students and found that interperaodacommunication skills were
perceived to be the most important competencyffectve physician leadership. In
their study of 25 members in a similar cohort, Bagt al. (2008) reported that
participants ranked social skills among the fousmmportant leadership success
factors. In 1999 a survey of 108 physician exeastishowed that oral communication
and interpersonal skills were a current priorityfeedical leaders, who indicated that
these skills would grow in importance in the fut(Wélliams, 2001). This empirical
evidence, illustrating the importance of the phiggideader’s interpersonal and
communication skills, supports Mountford and Wek2809) contention that the

medical service leader requires fluent people dgraknt abilities.



In contrast to the broad category of human skillsuntford and Webb (2009)
described the medical service leader’'s most vatudahnical skills as narrowly focused
on quality assurance and evidence-based medicaspecific clinical discipline. A
study of 45 physicians, nurses and clinical statednined that quality improvement
skills and clinical credibility were two of the fomost important characteristics of
medical service leaders driving better cardiac ¢di@mboe et al., 2003). At the
institutional leader level, physician executivesdalso emphasized clinical
benchmarking, quality assurance and total quatifgrovement as their highest priorities
for increasing personal knowledge (Williams, 20@9th academic physician leaders
and aspiring leaders expressed similar views, ren&linical expertise in the top half of
the medical leader’s critical competencies (McKeeainal., 2004; Tayloet al., 2008).

Research suggests that one of the medical leate@ssimportant conceptual
skills is a systems approach to problem solvingstrategy development. Physician
executives who participated in the study describetVilliams (2001) rated systems
thinking as one of the six most valuable charasties of a leader, stressed the growing
importance of this ability, and identified the ndedadditional training in this particular
skill. Academic leaders and aspiring leaders raystiems thinking as a core medical
leadership competency, ranking it seventh out ¢ kiey abilities (McKennat al.,

2004.) Stoller’s (2008) review of key medical |leesthep competencies also included

problem-solving skills in the six competency donsainat aspiring leaders must develop.

Mountford and Webb (2009) suggested that stratbgiking skills were most critical at
the institutional leader level, while acknowledgithgt medical service leaders required

proficiency in strategy management. Consistent Wdlr’s (1955) management
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competency model, studies suggest that effectivdicakservice leaders require a strong
emphasis on interpersonal, communication and éimjaality skills, and a lesser, but
nonetheless important, emphasis on systems thirdidgstrategy.

Full range leaders.In response to dramatic changes over the last detaere
has been a widespread call for medical leadersoahdead the transformation of
America’s health care delivery system (Lee, 2010AMarny et al., 2005; Mountford &
Webb, 2009; Porter & Teisberg, 2007). Bass (1998)tpd that effective leaders practice
a full range of behaviors, complementing transfdromal actions in which leaders
“uplift the morale, motivation, and morals of thétlowers” (p. 9) with transactional
behaviors that “cater to their followers’ immediatdf-interests” (p. 9). Research has
shown that those leaders who utilize both transédional and transactional attributes,
with a stronger emphasis on the former than therlatre both effective for their
organizations and satisfying to their followers $8a1999).

Full range of leadership theory. Although Burns (1978) first introduced the dual
concepts of transactional and transformationaldestdp, it was Bass (1985) who
expanded the theory by adding the category ofdissez-fairdeader and articulating six
specific factors that described the full rangeeaidership. For transformational leaders,
these comprised charismatic/inspiration in whiddkrs energize followers through
purpose and vision and provide an ethical role hadlellectual stimulation in which
leaders encourage followers to question currenhatst and find new ways to solve
problems, and individualized consideration in whHe&ders understand the needs of
individual followers and help them to realize thieilt potential. For transactional leaders,

these factors included the positive factor knowea@gingent reward in which followers
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have prior knowledge of what they need to do todvearded, and management-by-
exception in which leaders monitor followers bilketao action unless a problem arises.
The negative factdaissez-fairewas characterized as passive avoidance in which no
action is taken, even when a problem occurs (Ay@&ess, & Jung, 1999).

A second model of transformational leadership dgwed by Kouzes and Posner
(2007) during the 1980s was based on a qualitativéy of over 1,000 leaders. The
researchers’ model differed from the full rangdeafdership theory in its focus on
exemplary practices rather than both positive agghtive behaviors. These five practices
included modeling the way, inspiring a shared visichallenging the process, enabling
others to act, and encouraging the heart. To medkardegree to which leaders utilized
these practices, Posner and Kouzes (1988) introdarceassessment tool called the
Leadership Practices Inventory (LPI). In a subsagstidy Fields and Herold (1997)
validated that the LPI instrument could be relialdgd to measure a leader’s
transformational and transactional behaviors. Bsearch showed that the four practices
suggestive of transformational leadership werelehging the process, inspiring a shared
vision, encouraging the heart, and modeling the;\aay that the three processes
indicative of transactional leadership were encgimgthe heart, modeling the way, and
enabling others to act.

While the skills theory of leadership is applietfetiently depending on a leader’s
organizational level and role, the full range @&dership model is not. Bass (1985)
developed the first version of an assessment tamlvk as the Multifactor Leadership
Questionnaire (MLQ) to measure a leader’s transétional, transactional ardissez-

faire behaviors. Results of the MLQ administered to éeaaf small groups, large
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organizations and far-reaching populations indtéitet the model is equally applicable
in all situations and is not language or cultumesgteve (Bass, 1999). THeve Practices

of Exemplary Leadershigentified by Kouzes & Posner (2007) are also siest across
a wide range of organizations and cultures, as dstrated by a short survey the authors
administered to over 75,000 individuals worldwide.

Full range theory and the medical service leader. Bujak (2005) suggested that
transformational physician leaders are uniquelg ablbalance multiple strategies with a
compelling, positive vision for the future. Lee (&) concurred that vision and a multi-
faceted strategy are important to physician leadende stressing that these factors need
to be balanced by positive transactional behadoch as the creation of performance
metrics and productive competition. Multiple stigdlieve examined the transformational
and transactional behaviors employed by medicalesaand their impact on follower
satisfaction and performance.

A guantitative study by Xirasager, Samuels, anaI&ipf (2005) used the
Multifactor Leadership Questionnaire (MLQ) develdj®y Bass (1985) to correlate
physicians’ full range of leadership styles withsppiwe medical outcomes in several
community clinic settings. Study participants witored high on their use of a
transformational leadership approach also scorgid dm goal attainment. Transactional
leadership preferences had a lower, but positimeetation with reaching clinical goals.
Study results showed that the leaders with highstamational qualities also utilized the
transactional style to build trust and a perceptibfairness. A similar study conducted
by Smartt (2010) replicated these results usingpalation of 43 physician leaders in

private practice and academic medical positions.
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Menaker and Bahn (2008) administered the MLQ umsént to 314 physicians in
their study of nine physician leaders at the Majioi€ The researchers compared
followers’ satisfaction with their physician leadeand the frequency with which those
leaders practiced transformational behaviors. Theyss results showed a strong
correlation between the frequent use of transfaonat leadership attributes and
followers’ satisfaction with their leader. Of thamsformational attributes studied,
instilling pride and respect while transcending-ggkrest and spending time developing
others through teaching and coaching were mostyhigtiued by followers. These were
also the attributes least frequently displayedh®yrtine leaders.

Kusyet al. (1995) surveyed 94 physician executives faonoss the United States
using the Leadership Practices Inventory (LPI)étednine their self-reported use of
exemplary leadership behaviors. Participant reggomglicated that more advanced age
and a longer time in practice contributed to grease of modeling the way and inspiring
shared vision, both of which are considered transébional behaviors. Those medical
leaders in private practice were more inclinedhallenge existing processes than their
academic peers, showing a higher level of thissfiamational behavior. In general, the
study population exhibited higher use of transfdromal and positive transactional
behaviors than the norm.

Both Bujak (2005) and Lee (2010) asserted thatiplayss leading change need to
focus on building a critical mass rather than cosss, a strategy that Kotter (1996)
referred to asreating a guiding coalitionBy using individualized consideration, a
transformational behavior, the medical leader Is &bunderstand the needs and support

the growth of each guiding coalition member. Byoamploying contingent reward, a
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positive transactional behavior, the medical lead@r address coalition members’
individual self-interests. Given the critical ratee medical service leader plays in
recruiting the support of other physicians, thikabee of transformational and
transactional behaviors appears to be particuiambortant in the IPU environment.

Authentic leaders.Souba (2011) proposed that authenticity is a fureddat
pillar of a medical leadership framework that safegls the ethics of medicine. In such a
framework, ‘beinga leader” is the “basis for what leaders know,ehand do” (Souba,
2011, p. 2). This distinction of who a leader scampared to what that leader knows or
does, is a core element of authentic leadershgryhévolio and Gardner (2005)
characterized authentic leaders as those with plyldeveloped sense of self to anchor
them and conscious beliefs and values that gukle alstions and words. Shamir and
Eilam (2005) similarly emphasized that authentadkers are true to themselves,
operating from a set of values and convictions they have personalized through their
life experiences. George (2007) further descringtentic leaders as individuals with
solid values and an understanding of self-purpdse lead with their hearts.

Authentic leadership theory. Although there is significant consensus on the
characteristics of authentic leaders, the framewbiuthentic leadership has continued
to evolve since it emerged as a distinct leaderstapry early in the Zicentury.
Authentic leadership was initially described by 8asd Steidlmeier (1999) in the
context of transformational leadership as a resptmsriticism that transformational
leadership theory was not grounded in morality. &b#hors asserted that authentic
transformational leadership must have moral vafuets core. Within a short time, both

scholars and practitioners began to identify autbdeadership as a separate theoretical
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framework. In their discussion of the theory’s ext@n, Avolio and Gardner (2005)
further differentiated authentic leadership asjast a separate theoretical construct, but
a root construct for other positive leadership tle=oincluding servant, charismatic and
transformational.

George (2003) used his own leadership experiememled with interviews of
other leaders, to publish a model of successfaldeship. Shortly thereafter, The Gallup
Leadership Institute’s 2004 summit on authentidégahip development culminated in a
special issue ofhe Leadership Quarterligaturing a number of peer-reviewed articles
presenting different theoretical perspectives (A& Gardner, 2005). In their
development of a leadership assessment tool, Wakaneb al. (2008) synthesized
several concepts and studies into a cohesive tefirof authentic leadership:

A pattern of leader behavior that draws upon adnotes both positive

psychological capacities and a positive ethicahate, to foster greater self-

awareness, an internalized moral perspective, batbprocessing of information,
and relational transparency on the part of leaderking with followers,

fostering positive self-development (p. 94).

Walumbwa et al.’s (2008) definition reiterated faaore components of authentic
leadership that were initially incorporated in thedel proposed by llies, Morgeson, and
Nahrgang (2005) and subsequently expanded by AaolibGardner (2005). The first
component is self-awareness, which reflects leadeéitities to understand how others
view their strengths, weaknesses, emotions anapalis/, and includes the leaders’
willingness to seek and consider feedback to imptbeir interactions with others. The
second component is internalized moral perspedativéhich leaders’ decisions and

actions are consistent with their core beliefs. & component is balanced processing,

which refers to leaders’ commitment to seek outleten to views that challenge their
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own and to consider those views before reachinglosions. The fourth component is
relational transparency in which leaders exhibitdma and are willing to admit their
mistakes. In Walumbwa et al.’s (2008) study of 4&3flers in two countries the
researchers found that authentic leadership asibdeddy these four factors could be
reliably measured using their ALQ instrument, amat authentic leadership was distinct
from the ethical and transformational leadershipcepts previously described.

Researchers often view authentic leadershipdgmamic process, with leaders’
authenticity influenced by their life events (Avw& Gardner, 2005; George, 2007,
Shamir & Eilam, 2005; Walumbwa et al., 2008). Iritranalysis of leaders’ written
biographies, Shamir, Dayan-Horesh and Adler (2@d&posed that the organization of
life experiences into a life-story allows a leattecreate a self-concept that justifies the
role he or she plays as a leader. Shamir and ER&9b5) asserted that the positive
attributes of authentic leaders originate from ¢éhiwslividuals’ self-concepts rather than
through development of behavioral styles or skklenke’s (2007) model of the
antecedents to authentic leadership furthereddigee that self-concept is a core element
of authentic leadership development.

Authenticity and the medical service leader. In Souba’s (2011) analysis of
authenticity as a pillar of health care leadersthp,author called on medical leaders to
live and act genuinely, rejecting the mental modtledd compromise professional ethics
and exhibiting the courage to “take a stand foretting larger than themselves” (p. 6).
Souba (2011) and others have explored individwahehts of authentic leadership as
they relate to health care and medicine. Howewdight of the construct’s recent

introduction, there is little empirical researchttBpecifically addresses authentic
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leadership theory’s relevance to medical leadeesoDstructing the theory and
individually addressing each component using extesgarch provides additional
perspectives regarding how the authentic leaderimptruct applies to medical service
leaders.

Wong and Cummings (2009) used LPI assessmentsdsuth 147 clinicians and
188 administrative employees in 17 Canadian cameatment facilities to model
whether behaviors associated with authentic leagecontributed to open
communication, high performance and low burnout agsofollowers. Though results
for non-clinicians showed a correlation betweeaatlér’'s balanced processing and lower
follower burnout and a correlation between the éeadrelational transparency and
increased follower trust, these relationships wetefound in clinical participants. The
study’s results further indicated that none offthe core elements of authentic
leadership improved communication, performanceuontut for physicians, nurses and
other clinical staff.

In contrast, case studies of multidisciplinary eandinics (MDCCs) have
indicated that the attributes of balanced procgsaie essential when physicians lead
other physicians. A number of studies describedrtiportance of a physician champion
who could create a dialogue with participants tal@sh the MDCC'’s importance,
collaboratively develop patient criteria and calenp, and design an ongoing
communication process to improve outcomes andfaetiisn (Hudak et al., 2007,
Krasna, 2009; Litton et al., 2010; Reiling, 2008alanced processing behaviors by the
MDCC leader appear to be particularly significanthe community cancer center setting

where independent physicians are not compelleatiicypate in clinics.



The authentic leader characteristic known as sedfraness appears in broader
leadership research as one element of emotior@ligence. Goleman (1998) described
self-awareness as the foundation of emotional coenpe and asserted that nearly 90%
of a leader’s success could be attributed to ematicompetence. Gardner et al. (2005)
proposed that this ability to recognize emotiond laow they affect others is a
fundamental construct of authentic leadershipwim $tudies of physician leaders’
emotional intelligence, researchers found that@pents’ levels of self-awareness were
lower than other emotional competencies, thoughiwian acceptable range (Deegan,
2002; Kaiser, 2009). Deegan (2002) also reportatighysician leaders rated themselves
higher in self-awareness competencies than did pleeirs and direct reports. Both
Deegan (2002) and Kaiser (2009) suggested thaiqgays be provided with
opportunities to develop stronger emotional compaés as they transition into
leadership positions.

A physician leader’s internalized moral perspectsvghaped by the values and
ethics that accompany medical training and pracjiusgice, beneficence,
nonmaleficence, and respect for patient autonoroylfg, 2011). They are also formed
by “the four ontological pillars of leadership —awness, commitment, integrity, and
authenticity” (Souba, 2011, p. 1). In McKenetaal.’s (2004) study of medical leaders’
competencies, leaders ranked professional ethats@rial responsibility as the second
most important of nine desirable attributes. Solbager, and Day (2007) similarly
found that department of surgery chairs and medidabol deans ranked integrity and
trust among the three most essential personal y¥&tueffective medical leaders. While

beliefs and behaviors that respect medical ethies&lear expectation, established
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medical leaders also view personal commitmenteéddtioader organization’s success as
a core value that influences their decisions atidesE (Holmboe et al., 2003; Taylet

al., 2008). This value echoes Mountford and Wel2099) profile of the medical service
leader’s identity, which emphasized the leadersspmmate advocacy for his or her own
service line balanced by the needs and contextsedarger organization.

Crucible experiences are a foundational elemeattfentic leadership, and
learning from role models is one significant expede that helps to form the authentic
leader’s life story (Shamir & Eilam, 2005). Geor§ens, McLean, and Mayer (2007)
described the life journey of Novartis Chairman [@aWasella who studied to be a
physician after multiple childhood experiences va#rsonal and family illness. Vasella
determined that he could impact more people byngithe pharmaceutical industry than
by practicing medicine and ultimately built Novarinto a global organization. He
credited the physician role models of his youthHigrability to build a culture of
compassion and competence.

In a study of 25 established and aspiring leadettseaCleveland Clinic, Taylaat

al. (2008) also found that physicians were sigaiiity influenced by role models. Many

of these medical leaders felt that short, focuseeractions had been more impactful than

long-term, formal mentoring. Although role modetglanentors are just one type of
influential experience that shapes a leader’ssliéey, the researchers suggested that
physicians’ highly specialized career paths, timespures and goal orientation caused
them to place a particularly high value on suchtrehships.

There is a shortage of research regarding thecapiph of authentic leadership

theory to physician leaders and a notable absensteidies using the ALQ assessment
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instrument developed by Walumbwa et al. (2008). elav, related studies indicate that
the dimensions of authenticity are particularly laggble to medical leadership. If
authentic leadership is a root construct for tramsftional leadership as Avolio and
Gardner (2005) proposed, then this theory may be as a foundation for the full range
of leadership behaviors associated with effectieglical leaders.

Section summary.The medical service leader’s role incorporatesethre
dimensions: what the leader knows, how the leadprabes, and who the leader is. The
skills approach to leadership suggests that thegaleskrvice leader needs a strong mix

of interpersonal, communication, clinical qualitydastrategic skills. The full range of

leadership theory emphasizes the medical leadadbute of transformational behaviors

to drive long term change, and transactional beirawo address followers’ short term
self-interests. The authentic leadership consttastribes the medical service leader as
an individual who exhibits a strong commitment &bues and ethics shaped by life
experiences who is able to balance the needs ar@ll organization with those of
individual followers. Collectively, these constrsictescribe the essential attributes of a
medical service leader and create a basis for grglthe motivational antecedents to
medical leadership.
Leader Motivation

The question of how workplace leaders motivater todiowers is well
researched and a number of new theories have bpéred in the last three decades.
McGregor’s (1985) theory X and Y posited that a agar who assumed employees
disliked their work was constrained by that belelile one who believed it was natural

for employees to be interested in their work credite opportunity for innovation to
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thrive and the organization to succeed. Deci €t1&i89) applied self-determination
theory to the workplace by focusing on “the degreehich managers’ interpersonal
orientations tend to support subordinates’ seledwrination” (p. 580) in the contexts of
initiative and choice. Locke and Latham’s (2002algeetting theory “focused on the
relationship between conscious performance goaldemel of task performance” (p.

705), finding that specific, difficult goals led ligher performance levels than asking
people to “do their best” (p. 706). In comparisoriite wide research regarding follower
motivation, the question of what motivates indiatiito become and remain leaders has
received relatively little scrutiny.

Chan and Drasgow (2001) defined motivation to I®Ad@L) as a “construct that
affects a leader’s or leader-to-be’s decisionsstume leadership training, roles, and
responsibilities and that affect his or her intgnef effort at leading and persistence as a
leader” (p. 482). To date, theories of leader nadton have primarily focused on four
motivational factors: power, achievement, affilettj and self-efficacy. McClelland’s
(1975) leadership motive pattern described leaderglencies to have a high power
motivation and a low affiliation motivation. Bermand Miner’s (1985) extension of
role-motivation theory from mid-level managers tganizational leaders characterized
power and achievement motivations as valid pretsadd leadership attainment. More
recently, Chan and Drasgow’s (2001) MTL constrdentified achievement and self-
efficacy as motivators for some leaders but no¢rhSubsequent research has tested and
expanded these three theories. However, a revidhediterature indicates that these

theoretical constructs have not been applied tacaklkaders.
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Three independent studies of physician executiiedd gome insight into the
variability of how medical leaders view their owrotivations to lead. Singleton (1994)
studied 170 members of the American College of lars Executives using the DiSC
assessment tool to create behavioral profilesrdilgcted sources of motivation.
Although the results were not highly concentratedne behavioral category, they
indicated that stable, predictable accomplishmantsa controlled environment were
motivating factors. McKennet al.’s (2004) survey of 110 medical leaders, piigs
educators and medical students employed the PlAWument to evaluate the
importance of six motivational variables. The résof their study showed that
participants ranked pursuit of knowledge and sertacothers significantly higher than
economic results and power, while tradition andhetics ranked the lowest. Snell et al.
(2011) used interviews to study 51 Canadian phgsgimotivations to engage in health
care leadership activities. These leaders relateda variety of motivations: the need to
make a difference, the desire to innovate, theignfte of early childhood experiences,
peer recognition, social camaraderie, and thetlanhresults from being deeply engaged
in an activity.

Formal theories, as well as specific studies, ssigpere is a broad variation in
physicians’ motivations to lead. This observatisransistent with Chan, Rounds, and
Drasgow’s (2000) study showing that motivationdad is independent from vocational
interests, and their suggestion that work rolegyegfces may be a better indicator of
leader motivations. Rather than narrowly focusinghee four types of motivation
expressed in the formal MTL constructs, this litera review approaches leader

motivation in the context of the three leadershigoties that collectively describe



medical service leaders. As detailed in the prevgrction, these constructs are the skills
approach to leadership, full range of leadersh&ot, and authentic leadership theory.

The skilled leader’'s motivations.The skills approach to leadership recognizes
the importance of balancing a range of skills anovidedge: technical, conceptual and
interpersonal (Katz, 1955; Mumfoed al., 2007; Senge, 2006). To support this ongoing
acquisition of knowledge, the skilled leader’s mations are expected to include
competence and the achievement need for self-myg8teimford, Zaccaro, Harding,
Jacobs, & Fleishman, 2000). Both of these neezlassociated with the concept of
intrinsic motivation, which leads individuals tdk&aactions purely for the deep sense of
enjoyment the activity provides rather than foreaternal reason or reward (Deci &
Ryan, 1985).

Competence needs. Competence describes a person’s psychologicaltoeed
interact effectively with the surrounding environmhand to use personal skills to master
challenges (Deci & Ryan, 1985). Feedback on perdmice is an integral element of
experiencing challenge. That feedback can resutt fivhether or not a task is completed
or from a comparison of task performance with pastilts.

Csikszentmihalyi (2003) described the experieneé risults from the optimal
balance of challenge and skill #sw. In his discussion of leadership and flow, thenaut
observed that people who reach the position ofnessi leadership are “so determined to
learn, to change, and to shape their experiene¢sviatever the situation in which they
find themselves, they will find a way to increake tomplexity of their lives”
(Csikszentmihalyi, 2003, p. 81). The author’s resle@dentified three sources of

leadership motivation leading to flow: the wishdim one’s best, the calling to help



people, and the desire to build a better worldstiessed that leaders must not only
create flow for themselves, but also must nurtune®ek environment that enables flow
for others.

In their longitudinal study of leadership’s motinatal roots, Gottfried, Fleming,
and Gottfried (2001) found a significant positiv@relation between intrinsic motivation
to learn in childhood and adolescence and enjoymidietadership in adulthood. The
study’s sample was drawn from a database of 1Q&imants in the Fullerton
Longitudinal Study, using measures of academidnisit motivation at ages 9, 10, 13,
16, and 17 years, and measures of motivation tbdéage 29 years. The researchers
concluded that development of academic intrinsitivaton between 9 years and 17
years of age created a foundation for the desikeai during adulthood, regardless of
external consequences. This study was unique fodtss on motivation and leadership in
one population over a period of 20 years.

Achievement needs. While competence is a psychological need, achientms a
social need. Mastery goals and performance godlsarse from the achievement need,
but mastery goals create positive feelings and\betseawhile performance goals tend to
create unproductive feelings and behaviors (Dw&8R9). Mastery is the “seeking of
challenging tasks and the maintenance of effestitreing under failure” (Dweck &
Leggett, 1988, p. 256). Performance differs fronstagy in its focus on proving
competence and outperforming others.

The impact of a person’s need for achievement appgeavary according to the
type of leadership role that individual plays. Melldnd (1965) performed a longitudinal

study of 55 college graduates to determine whetiese with a high need for
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achievement were more likely to become entreprenidan those with low achievement
needs. Results showed that 83% of the individuéls igh achievement needs were in
entrepreneurial positions 10 to 14 years later)eni®% of those who exhibited low
achievement needs were later found to be workingpmentrepreneurial positions. The
high achievement motive of the entrepreneurs waseckto that role’s ability to provide
the individual with “more of the achievement satfons he seeks” (McClelland, 1965,
p. 390).

In a study of 237 technical and non-technical maragVicClelland and Boyatzis
(1982) found that high achievement needs were adsdowith future promotion to
lower level, non-technical management positionsnatito more senior positions. In
addition, there was no correlation between techni@magers’ achievement needs and
those individuals’ attainment of management pos#id he difference between the
achievement need of the non-technical and techmealagers was attributed to the latter
being promoted “for technical competencies, amohglwwas the ability to explain
what they know” (McClelland & Boyatzis, 1982, p.Zj4ather than for their leadership
qualities.

Senge (2006) explored leadership and personal ngagithin learning
organizations. He described a work environmentéhaburages mastery as one where
people are collectively committed to truth tellimtpallenging the status quo and
visioning the future. The author proposed that peopst be given the freedom to
choose whether to participate in personal developmegrams and that the leader’s
level of demonstrated personal mastery is the poserful tool to encourage that

valuable trait in others.
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Although the leader’s personal mastery motive maynHuential in that
individual's organization, it does not necessapitgdict who will become a leader. When
Burke and DePoy (1991) researched mastery andridaden ten occupational therapy
clinicians they found no significant relationshigtlween the two factors. The researchers
observed that mastery occurs in the private dontetween a patient and a clinician,
while leadership occurs in the public domain. THleaders are not necessarily master
clinicians or excellent practitioners. Conversahgster clinicians and excellent
practitioners are not necessarily leaders” (Burkbeoy, 1991, p. 1031).

Boyatzis (1993) suggested that bridging the gayvéen skills and leadership
requires an additional element: consciously chapsirbe a leader. He further asserted
that leaders could be more effective if they redylehose to lead by employing the
competencies they demonstrated at other pointsein lives. According to the author,
leaders fall into three modes of development: perémce, which emphasizes job
mastery; learning, which focuses on expanding egpees to generate greater variety or
novelty; and development, which seeks to fulfiligher purpose or calling. Boyatzis
(1993) recommended that those leaders in the peaioce mode, with an achievement
motive, can best develop their leadership skilleugh a specific focus on achieving
greater success for their organizations.

The full range leader’'s motivations.The full range of leadership theory
identifies three categories of leader behaviorsrsformational, transactional, and
laissez-faire- and specifies that the most effective leadeastpe a mix of
transformational and transactional behaviors (BE889). The full-range leader’s self-

efficacy, a cognitive motivation, affects both tsésrmational and transactional behaviors



(Hannah, Avolio, Walumbwa, & Chan, 2012; Romand@&01t is also closely related to
the leader’s goal-setting motivations (Locke & Lath2002). For the transformational
leader the charismatic dimension has been linkedhigh power need coupled with a
low need for affiliation (De Hoogh et al., 2005; ®lelland & Boyatzis, 1982). The
transactional leader’s use of extrinsic rewardsmared to the transformational leader’s
focus on intrinsic rewards, also suggests thaethestivations are relevant to the study
of full-range of leadership behaviors (Barbuto, 200

Self-efficacy. According to Bandura (1989), an individual’'s effy beliefs result
from “a complex process of self-persuasion thaesebn cognitive processing of diverse
sources of efficacy information” (p. 1179). Thesearges include prior experiences
executing a particular behavior, observing oth&esating that behavior, and hearing
from others that one has certain abilities. Thal;efficacy is emergent and can be
improved through new experiences and relationsBpadura (1989) observed that
personal achievement and well-being require pasgrif-efficacy in light of the
impediments, failures and inequities that comphiseman social reality. The author
stressed that robust self-efficacy allows the imtlial to quickly recover from self-doubt
and is essential to the perseverance needed teeslicc

Chan and Drasgow (2001) proposed a theoreticalewanrk for leader motivation
to lead based on the hypothesis that leadersHie#ielacy is a direct antecedent to
motivation to lead (MTL). In their quantitative slyiof 2,161 participants the researchers
confirmed that self-efficacy was an antecedent id_Mh those who liked to lead and
saw themselves as leaders, as well as those wieomaivated to lead through a sense

of social duty. However, self-efficacy was not tethto MTL in those individuals who
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led because they were agreeable and valued harbubrdyd not expect rewards or
privileges. The researchers concluded that thdifmmwas significant to the study of
leadership since it demonstrated MTL is “a dynacaigstruct that is partially changeable
through social-learning processes and experier@edri & Drasgow, 2001, p. 496).

Chan and Drasgow’s (2001) MTL construct was devadaihrough empirical
research of student and military populations. Sgbeet studies validated the construct
in additional military and student populationsyasl as a manufacturing setting (Amit,
Lisak, Popper, & Gal, 2007; Hendricks & Payne, 200&ssler, Radosevich, Cho, &
Kim, 2008). Romano’s (2008) study of 48 managentramtees, in which the
researchers sought to refine Chan and Drasgow&lLj2@iodel, found that self-efficacy
predicted an individual’s motivation to use tramefational leadership behaviors.

Hannah, Avolio, Walumbwa, and Chan (2012) furthereloped Chan &
Drasgow’s (2001) MTL construct by creating a meaghat they called leader self and
means efficacy (LSME). Using a sample of 200 jumnditary officers, the researchers
confirmed that affective-identity leaders were mated by self-efficacy. They further
positively correlated high LSME with transformatadeadership behaviors and, to a
lesser degree, the contingent reward behavioraon$actional leaders.

Goal-setting. Goal-setting is a cognitive motivation and is lshee the premise
that conscious goals affect behavior (Locke & Lathda002). Goals are able to act as
motivators because humans are capable of forethowpich allows individuals to
cognitively envision a future state in the presamd act upon it (Bandura, 1989).
According to Locke and Latham (2002), there are thomensions of goals that affect

individual performance. First, goals direct cogretand behavioral energy toward
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relevant activities and away from irrelevant a¢tés. Second, goals energize activity and
higher goals produce greater effort than lower gjdal Third, goals affect the time spent
on activities, with difficult goals leading to a neantense or more prolonged effort.
Fourth, goals lead to a complex interaction of kisalge, strategy, cognition and
motivation.

Goal-setting and self-efficacy interact in sevevalys (Locke & Latham, 2002).
Individuals who set high goals for themselves ampe them with great persistence
tend to display correspondingly strong levels dffsHicacy (Bandura, 1989). When
goals are assigned to them, those with high sétfaely tend to show stronger goal
commitment, develop stronger strategies to achiexgoals and are more responsive to
feedback than individuals with low self-efficacyhéh high goals lead to high
performance and that performance is rewarded ethdting self-efficacy supports setting
even higher goals for the future (Latham & Pin@805).

An individual’s level of goal acceptance affectstivation, and consequently
behavior. Goal internalization, which occurs whanralividual's actions are consistent
with personal values, is one of five factors meagunry the Motivation Sources Inventory
(MSI). Barbuto (2005) hypothesized that the degoeshich a leader internalizes goals is
positively related to that leader’s display of sBormational leadership behaviors. To test
this hypothesis the researcher employed the M3I ¥86 leaders who also rated their
own use of transformational and transactional belmgavThe study results showed a
significant correlation between a leader’s intemed goal motivation and the extent to
which that leader employed a transformational bettdnown as intellectual stimulation

(Barbuto, 2005). The researcher concluded thatdihrelations identified by the study



could be used as motivation profiling for speciéadership traits desired by
organizations but showed limited relevance in potaaly overall leadership styles.

Intrinsic and extrinsic motivation. Barbuto (2005) described intrinsic motivation
as an internal motivation that “embodies the peeswhhis or her emotions,
encompassing fun, trust, and self-worth, all ofahhare derived from internal
influences” (p. 31), and described extrinsic mdtiwaas an external process resulting
from the person’s surroundings in which the peilisanfluenced by rewards, prestige
and status. Self-determination theory further tikgithe role of autonomy in extrinsic
motivation. When the purpose of an extrinsic evemd control behavior an individual's
desire for autonomy is undermined and intrinsicivadion decreases. When the purpose
of an extrinsic event is to inform and increasemalividual’s sense of self competence
intrinsic motivation increases. An individual’s peption of the degree to which an
external event’s primary purpose is either comtrahformation determines whether that
event decreases, or increases, that person’sgmtrimotivation (Deci & Ryan, 2008).

In Barbuto’s (2005) motivation analysis of 186 leegdthe MLQ assessment was
provided to those leaders as well as 759 of tlodiowers. This study showed a
significant correlation between leaders’ intringiotivations and their perceptions of
their own transformational behaviors. The leaddns were intrinsically motivated also
were perceived by their direct reports to use nagignal motivation behaviors. However,
these followers perceived intrinsically motivatedders to be more transactional than the
leaders’ self-perceptions. Those leaders who weresically motivated perceived
themselves to be transactional, utilizing managerbgm®xception, passive management

and contingent rewards, as did their direct rep&#sbuto (2005) concluded that
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intrinsic and extrinsic motivations were antecededatfull range leadership behaviors,
but advised that the small effect indicated this waly one of several variables.

Power. Raven (2008) described social power as the potdatiane person to
influence another to bring about change using emaare bases of power: coercion,
expertise, informational, legitimate, referent, aedbard. The author noted that selecting
the basis of power to use in a particular situaisooften a clear choice of which resource
will work best. However, power strategies may ddednfluenced by the motives that
determine leadership behavior. For example, a faeaffiliation might lead to the use of
referent or reward power while a strong power nemdd make legitimate or coercive
power more desirable (Raven, 2008).

The leadership motive pattern (LMP) is a persopalinstruct in which leaders
are motivated by a pattern of needs which is higbawer, low in affiliation and high in
self-discipline (McClelland & Boyatzis, 1982). In@ngitudinal study of technical and
non-technical managers McClelland and Boyatzis 21 9&und that a strong LMP
accurately predicted managerial promotion aftelnteagd sixteen years for non-technical
participants. However, the LMP for technical manmaghid not positively or negatively
correlate with managerial advancement.

De Hoogh et al. (2005) studied 73 leaders of fafipand not-for-profit
organizations to determine the relationship betwakarismatic leadership and leader
motives. The study results showed a positive catigl between charismatic leader
behaviors and power motivations. Leaders with lngiver motivation were seen to be
somewhat more charismatic in not-for-profit setsitigan in for-profit companies. House

and Aditya (1997) proposed that “since charismlaaclers advocate change and, thus,
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challenge the status quo, they are likely to bangflly resisted” (p. 416); therefore they
require the motivation to assertively influenceesth

The authentic leader’s motivations Authentic leadership theory recognizes the
influence of life events on the leader’s values #re high congruence between those
values and the leader’s actions (Avolio & Gardi2&Q5; George, 2007; Shamir & Eilam,
2005). Avolio and Chan (2008) proposed an authde#dership development model
that emphasized the importance of relatednessychplogical need, and self-regulation,
a cognition motivation. Highlighting the growingatezation that emotions are important
to the understanding of leadership, Avolio and @ard2005) recognized the dual
influence of cognitions and positive emotions ia trmation of authentic leaders.
Relatedness, self-regulation and emotion, threenat sources of motivation, are
balanced by the external experiences that shapmuthentic leader’s life story which
Bennis and Thomas (2002) referred to as crucibbeeances.

External experiences. An unplanned, intense, defining experience tleatsforms
an individual's values and assumptions is knowa@sicible (Bennis & Thomas, 2002).
The crucible experience is part of a leader’s ewnghife-story, which Shamir and Eilam
(2005) called “a major element in the developmédratuthentic leaders” (p. 395). The
authors asserted that the positive attributes thfegutic leaders originate from those
individuals’ self-concepts, which are developeatigh construction of their own life-
stories rather than through development of behalgiyles or skills.

While a crucible experience is not a discrete nabt, it is an important element
of motivation because of its significant impactpersonal values. An individual’s values

“influence behavior because they are normativedstats used to judge and choose
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among alternative behaviors” (Latham & Pinder, 2G5191). When Bennis and

Thomas (2002) studied 43 leaders who were either Ibefore 1925 or after 1970, those
leaders consistently described a crucible expesi¢imat had shaped their values. Some of
the leaders’ experiences were negative, encompppegjudice, illness or violence.

Others crucibles were high expectations from mantoifamily that drove the

individuals to emerge as leaders.

Relatedness. All people have the psychological need to creat maintain
relationships (Baumeister & Leary, 1995). The fisin of relatedness, an exchange
relationship, is essentially a business arrangefeoemiutual gain; the second form, a
communal relationship, is one in which both parties committed to each other’s
welfare and attend to their needs without the etghen of reciprocity (Clark, Mills, &
Powell, 1986). Individuals differ in the numberrefationships required to satisfy their
relatedness need and the context of those relaipgRogers & Holloway, 1993).

Relatedness is a key variable in Fiedler's (19@ntiagency theory of leadership,
which addresses the degree to which leaders arendio develop workplace
relationships with their followers. This theory giegts that individuals may be motivated
by both relationships and tasks, and that thetability to lead in certain situations is
affected by these motivations. Specifically, FiedE67) described those with a high
need for relatedness as well-suited to lead orgéinizal environments where the leader
had limited position power and where tasks weflgeeistructured or somewhat
unstructured. Conversely, individuals with a lowatedness need were better suited to
lead in situations where tasks were highly striediand position power was high or

where tasks were highly unstructured and positmugy was low (Fiedler, 1967).
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While Fiedler (1967) focused on a leader’s relagsdnn the context of his or her
followers, Rogers and Holloway (1993) explored watakce relationships between
professional equals by contrasting collegialityhaprofessional intimacy. The authors
described professional collegiality as a relatigngtetween professionals within or
amongst disciplines characterized by sharing, bohlation, mutual support, flexibility
and compassion. Professional intimacy also offdénede benefits, but differed in that it
provided a stronger emotional bond with a grea¢girele of self-disclosure than the
collegial relationship (Rogers & Holloway, 1993glfsdisclosure plays an important role
in peer-to-peer and leader-follower relationshipg s considered an essential element of
relational transparency, one of the four componehgsithentic leadership (Gardner et
al., 2005).

Self-regulation. The cyclical process of self-regulation is compbstthree
steps: self-observation in which realistic goaks st and progress toward them is
evaluated, the judgmental process in which persstaaldards and comparisons with
others are used to evaluate self-behavior, anerasattions in which positive incentives
motivate further action and negative reactions @né¢t (Bandura, 1991). Bandura
(1989) observed that “the prospects of healthyigalwould be bleak if people had to
rely solely on negative feedback to develop compeés” (p. 1181). Thus, the self-
regulation system must combine proactive guidante megative feedback in order to
avoid unfortunate consequences.

In their exploration of motivation to lead Kark awdn Dijk (2007) utilized the
theory of regulatory focus which asserts that imtliels have two systems of self-

regulation: promotion which is focused on achievieggards, and prevention which is
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focused on avoiding punishments. The researcher€aptual framework proposed that
leaders with a promotion focus would be internatigtivated, leading for the pleasure it
brings. Conversely, leaders with a prevention fogasld be externally motivated and
would lead from a sense of duty or obligation. Karkl Van Dijk (2007) positioned this
framework as an antecedent to Chan and Drasgo@®l§2VTL construct, proposing
that regulatory focus is a fundamental motivatianachanism while MTL is a higher-
level motivation.

llies et al. (2005) addressed the potential conflict eetwauthentic leadership in
which the leader acts in accordance with persoel#fis and values, and self-regulation
in which the individual actively monitors the sitieanal appropriateness of behaviors and
controls them. According to the authors, self-ragjah that is highly other-directed
emphasizes acting deceptively and is thus incorleatiith authentic leadership. In
contrast, leaders who use self-regulation thaiwsih other-directedness are “effective in
conveying their authentic self to their followersdan projecting their own values and
vision onto the followers” (lliest al., 2005). Authentic leaders not only demonstsalf-
regulation, but also use it as a means of selfedisiy to develop and refine their
leadership in the context of specific situationg@gho & Chan, 2008; Gardner et al.,
2005).

Positive emotions. Theorists differ regarding the role of cognitioreo biology in
initiating the human emotional response. Panks&p4) proposed that some negative
emotions such as fear and anger originate fronoladical source, while some positive
emotions arise from cultural context, social maagknd personal experience. However,

most recent studies of emotion’s impact in the yptake have focused on cognition or



68

organizational context, and negative or positivegons, rather than biological origins
(Brief & Weiss, 2002; Mowday & Sutton, 1993).

Several studies have correlated leaders’ displapssitive emotions with their
followers’ perceptions that those leaders are &ffe¢Bono & llies, 2006; Johnson,
2008). In a series of four studies, Bono and (#806) consistently found that leaders
who expressed positive emotions were perceivedaas effective by their followers
than those who did not. Johnson (2008) also foucamhaection between the degree to
which leaders exhibit positive emotions and the @wngs of their followers. In the
study’s results, the researcher further identifiembrrelation between the degree of the
follower’s susceptibility to contagious emotion ahé amount of influence the leader’s
positive emotion created.

Michie and Gooty (2005) segmented positive emotintestwo categories: those
that are self-focused, such as pride and enthuseastithose that are directed toward
others. The authors posited that other-directedtiem®“include feelings of appreciation,
gratitude, goodwill, and concern for the well-beofgpthers” (Michie & Gooty, 2005,

p. 446). They further proposed that authentic lesathnd to prioritize positive other-
directed emotions toward both internal and extestateholders. In contrast to some
views of leadership that suggest positive and megamotions may distort the leader’s
view of reality, Michie and Gooty (2005) assertbdtta lack of positive other-directed
emotions interferes with the leader’s ability tovgert values into actions.

Section summary.Leader motivation is a distinct area of researeth $keeks to
explain not only how leaders motivate their follog;ebut how leaders’ own motivations

cause them to pursue and enact leadership rolege Bwtivations, such as a need for
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power or a crucible life event, instigate the desirlead. Other motivations, such as self-
efficacy and competence, enable the attainmenteddership position. Still others, such
as goal-setting and self-mastery, cause leadgrsrgist in leadership activities. Just as a
leader may be described by more than one leadershgiruct, the leader’s motivation
appears to encompass a humber of needs, cognigéimmgions and external events.
Chapter Summary

This chapter’s literature review explored the seftiparticipants and topic of the
proposed study which was designed to address seaneh question: what theory
describes medical leaders’ motivations to lead iisttiplinary prostate cancer clinics?
The review of extant research served two distincppses. First, it created sufficient
topical knowledge to allow the researcher to cohthiensive interviews with study
participants. Second, it identified gaps in theserg literature regarding
multidisciplinary prostate cancer clinics, mediggders and leader motivation.

Interest in multidisciplinary cancer care is grogjias reflected by multiple case
studies describing the establishment and operafionultidisciplinary prostate cancer
clinics (MPCCs). However, there are few publishethparisons of the operational
practices, medical outcomes, physician attituddeaater characteristics that define
MPCCs across the country. A number of case studies emphasized the value of
physician leadership and in some cases have atsuilobed successful leadership
practices. There is a need for research that me@plg explores the attributes of
effective MPCC leaders.

Medical leadership grows increasingly importanplgsicians make the

challenging transition to new care delivery envimamts such as MPCCs. Empirical
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research regarding physician leaders is generafjgnented by behaviors, skills and
identity. Some research is further targeted acogrth the physician leader’s role as an
institutional leader, medical service leader onflioe leader. In light of this study’s
focus on physician leaders in the MPCC environnthig,literature review examined the
medical service leader using three theoretical tcoats: the skills approach to
leadership, full range of leadership, and authdaadership.

The need to recruit, develop and retain medicaldesawill continue to grow, yet
there is little empirical research that exploresrble of behavior antecedents in medical
leadership. One of these antecedents is leadevatioti. As a relatively new area of
study, research regarding the factors that motikeatéers is limited. Further, previous
studies that examined physician leaders’ motivatjproduced diverse results.
Theoretical understanding of medical service lesidaptivations will help to fill this
gap, assisting health care organizations as theglole MPCC leaders. Chapter 3 defines
the methods the researcher used to develop a gonstat describes what motivates

physicians to lead in the MPCC environment.



Chapter 3: Methods and Procedures

Researchers who study leaders have historicallyré&vquantitative, rather than
gualitative, methods (Klenke, 2008). Bryman (20p&)posed that the quantitative
approach views social reality as objective andresleby incorporating the norms and
practices of positivism while the qualitative apgech allows researchers to treat social
reality as emergent and constantly changing asiohails create and interpret it.
Advocating for a greater emphasis on qualitativéhoas, Klenke (2008) alleged that
guantitative leadership research methods thahiggitheses across broad settings are
“poorly suited to help us understand the meaniagdérs and followers ascribe to
significant events in their lives and the succedsiture of their organizations” (p. 4)
when compared with qualitative methods.

Creswell (2007) defined five different approachegalitative research design:
case study, ethnographic, grounded theory, naeradind phenomenological. Each
approach uses similar methods to define a proldeitect data and analyze those data.
The decision to choose one approach over anotipeedominantly based on the focus of
the study’s research question (Creswell, 2007)radti@e research explores the life of one
or more individuals while case study research dessrand analyzes one or more
activities, events or programs. Phenomenologics®arch seeks to understand the
essence of an experience by studying multiple iddals who have shared that
experience and ethnographic research examinesip frat shares a particular culture.
Grounded theory research is unique in its intemiononly to study an experience, but
also to develop “an abstract theoretical understenalf the studied experience”

(Charmaz, 2006, p. 4).
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Based on these definitions both phenomenology amahgled theory are viable
methods to study how physicians are motivatedad.lelowever, grounded theory has
the added benefit of advancing knowledge by crgatiframework on which broader
theories may be built. In contrast to other quiliaresearch approaches, the scarcity of
grounded theory leadership studies results mora ft® complex theory-making process
and time-consuming data analysis than from itsiegipility to the research topic
(Klenke, 2008; Suddaby, 2006).

Parry (1998) justified grounded theory as an apgrda study leadership based
on four criteria: prior quantitative studies thattised on the psychology of leadership
have not led to an enduring and integrative thetbrytheme of change is consistent in
leadership, and appropriate means are neededdy Istaders longitudinally; leadership
is a process of social influence and requires daoaktailored to investigating that
process; and leadership as a social process cermaitde and deep range of variables,
and its study generates broad and deep data frose thariables. Parry’s criteria provide
a means to evaluate whether grounded theory ip@iopriate approach for a given
study. When physician motivation to lead is anallyasing these four criteria, there is a
clear fit between the research topic and the gredrideory approach. Based on the
analysis shown in Table 1 a qualitative, groundhebty method was selected for this

research study.
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Table 1

Evaluation Criteria for Fit Between Grounded The&tudy and Leadership Subject

Evaluation Subject Does Not Subject
Criteria Meet Criteria Meets Criteria
A focus on psychology has not Motivation, and motivation
led to an enduring, integrated to lead, are both described by
theory. a broad number of theories.
The theme of change is Prior research indicates that
consistent; a longitudinal motivations are changed by
approach is needed. time and environmental
events.
A process of social influence Leaders influence others’
requires an appropriate means motivations, and their own
to study it. motives are influenced by

their experiences.

The process contains broad Medical leaders have diverse

and deep variables, which lead backgrounds and experiences

to broad and deep data. that influence their
motivations.

Note Adapted fromGrounded Theory and Social Process: A New Diredtoon
Leadership Researcbhby Ken W. Parry, 199& eadership Quarterly,@), p. 85.

Two dimensions within grounded theory methodolagytfer define a study’s
specific design: the role of the researcher andyipe of theory to be developed (see
Appendix A). Although qualitative research may gaig be considered interpretivist
and quantitative research positivist, differing m@ehes to grounded theory emphasize
these traditions to a greater or lesser degrear{@ny 2008). In the first dimension, the
researcher’s role, the postpositivist approachse&eknd an objective explanation of a
phenomenon and minimizes the researcher’s influendbée process and conclusions
while the constructivist approach emphasizes thgoitance of the researcher’s
subjective viewpoint in understanding the studiedrpmenon (Charmaz, 2006; Glaser

& Holton, 2004). In the second dimension, theopetygrounded theory research may be
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designed to examine a single setting and genesibstantive theory with narrow
application, or to study a wide range of settingg ereate a formal theory with broad
applications (Corbin & Strauss, 2008). For thiglgtthe researcher’s intention was to
create a theory of leader motivation unique to gpecific population and setting, which
dictated that a substantive theory would resule fidsearcher also recognized that her
past experiences would influence her present relsednich suggested a constructivist
study. As a result this study’s method and procesiwere designed to produce a
substantive theory using a constructivist approdtle. substantive theory generated by
this study may also be referred to asoastruct which is characterized by “simplicity,
resilience, and limited scope” (Jansen & Rieh, 2@l0519).
Research Questions

The central research question that guided thdysitas: what theory describes
medical leaders’ motivations to lead multidisciplip prostate cancer clinics? The four
procedural sub-questions that framed this study are

1. What categories emerged during open and focusddgdd

2. What relationships between categories emerged finearetical coding?

3. What refinements to the categorical relationshgssiited from sorting the

researcher’'s memos?

4. What theoretical model emerged when the relatigagsstvere diagrammed?
Data Collection Process

The grounded theory data collection process hae ttinaracteristics that are
considered essential elements. The first of the#eeioretical sampling, in which an

initial sample is augmented by additional subjedte are selected for their ability to add
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data to new areas of interest, which develop froalyasis and categorization of
previously obtained data (Charmaz, 2006). The san emphasis on gathering rich
data that describes a social situation throughnabamation of instruments, including
interviews and observations made in the socialnge{Charmaz, 2006; Suddaby, 2006).
The third is the use of interview questions thatsemi-structured, allowing researchers
to “narrow the range of interview topics to gatbpecific data for developing our
theoretical frameworks as we proceed with condgdtie interviews” (Charmaz, 2006,
p. 29).

Sampling and sampleThis study’s participants were recruited from
multidisciplinary prostate cancer clinics (MPCCsjass the United States. Each
participant was a medical doctor who founded, aulyalirected, or previously directed
a multidisciplinary prostate cancer clinic. Thenads where these physicians practiced
met the following criteria:

1. A dedicated prostate or genitourinary cancer clini

2. The ability to provide evaluation and treatmenbramendations, in one

week or less, for at least 60 patients per year

3. Team-based consultation, including oncology, raaiiadncology and surgery,

available in a single location

4. Active participation of patients and families irettreatment decision process

5. Continuous operation for a minimum of 2 years
The researcher initially estimated that there viess than 100 multidisciplinary prostate
and genitourinary clinics in the United States tat these criteria, and was able to

locate 30 such clinics through electronic searahraferrals (see Appendix B). Of these,
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21 had identifiable leaders who became potentiglysparticipants. Participants were
identified through one of three means: publishedd@Rase studies that described the
individual as a physician founder or leader, peérrals that identified the individual as
a MPCC leader, or information provided by the MPdif@ctly in response to a telephone
or written inquiry.

The researcher invited physicians to participateubh a personalized e-mail that
described the study’s purpose and requested ansspadicating the individual’s
willingness to participate. Those individuals wiesponded received a subsequent letter
that further described the study’s purpose andopadtand offered to answer any initial
guestions about the study (see Appendix C). Thosenfial participants who did not
respond to the initial e-mail received a follow-+message from the researcher within 10
days to ensure that the correspondence was received

The sample included physicians from academic medeagers, community
cancer centers, medical foundations, and militaggical centers. As data were collected
and data analysis began the researcher coordiadtBtibnal participant selection using
theoretical sampling methods. Corbin and Straud8§Rdescribed how grounded theory
sampling becomes increasingly specific over timeadsgories become saturated with
similar data from multiple participants. Charma@@g) similarly called saturation the
point where data gathering “no longer sparks nerttical insights, nor reveals new
properties” (p. 113). Consistent with the grounttezbry process, the researcher
continued to refine the selection of study paraois as the study’s theoretical

framework emerged.



The first six invitations were sent to individualbo were recognized as MPCC
leaders based on their published research. Eatttes¢ individuals responded within five
days to confirm their interest and tentative intenwdates were established for each
participant. Given that five of the six originalnthdates were male urologic oncologists,
four additional candidates were selected basetd@diversity of their gender, practice
setting and oncologic specialization. These adulicandidates also agreed to
participate and their interviews were schedulede®he initial round of ten interviews,
one participant was eliminated when the researdiseovered this medical leader was
not directly involved in the prostate cancer progrés transcription continued on the
remaining nine interviews, initial coding reveaketligh degree of similarity in
participant responses. To validate that the stidg diere approaching saturation the
researcher selected five additional candidatesidering the diversity of their
geographic location and years in practice as veeflender, setting and specialization.
Three of these candidates agreed to participateéhengemaining interviews took place.
The researcher concluded that theoretical saturat been established after
transcribing and coding these three additionahie/s. The demographics of the

study’s final twelve participants are shown in T8l
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Table 2

Study Participants Demographic Data

Medical Radiation Surgical Urologic
Oncologists Oncologists Oncologists Oncologists

Years in Practice

10-19 1 1
20-29 1 3
30-39 1 1 2
40-49 1 1
Gender
Female 1 1
Male 2 1 1 6
Practice Location
Northeast 1 1 2
Northwest 1 1
South 2
Southwest 1 1
West 1 1
Institution Type
Academic Medical Center 1 1 2
Community Cancer Center 1 1 1
Medical Foundation 1 1
Military Medical Center 3

Human subjects considerationsThis study gained approval from Pepperdine
University’s Institutional Review Board (IRB) beohuman subjects research began (see
Appendix D). The institutions where the particiganere employed or contracted did
not require separate, additional IRB approval stheestudy did not involve patients or
protected patient data. Physicians did not recedvepensation for their participation.

The researcher provided physician participantl wiformed consent before
interviews were conducted and advised these paatits of their right to withdraw from
the study at any time (see Appendix E). To ensuezview responses remained
confidential participants were identified by nundbas P1 through P12 in all study
records. All study data were collected, transcriied stored electronically. The

researcher's memo notebook, which was used tacteftethe data, did not contain any
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specific references to individual study particigarithis notebook remained in the
researcher’s personal possession throughout theeofithe study.

The computer used for the study was password giemteand operated on a
secured network. At the conclusion of the studwnaetre stored on an external drive that
was locked in a commercial safe at the researcpewrate residence. This electronic data
were physically separated from the researchertgrai copies of the signed consent
forms, which were also stored in a commercial sathe researcher’s residence. All
electronic data and consent forms will be destrdyedyears after the study’s
completion.

Data collection strategy Face-to-face interviews, lasting no more than 75
minutes, were conducted in each physician’s officeonference room. Eight interviews
were conducted in person; three interviews werelgoted by video teleconference; and
one interview was conducted by video, followed hyiraperson meeting. The researcher
audio taped the participant’s responses to allowaten transcription. Interviews were
scheduled over a period of ten weeks to allow cieffit time for transcription and data
analysis after each one occurred.

At least 24 hours before each interview a remimdafirming the time and
location was sent to the participant by e-mail camioation. Prior to the start of the
interview the researcher inquired if the participlaad any questions regarding the
interview process. Notes taken during the interveave limited to prompts for
additional questions to ensure eye contact wastaiaed with the participant. At the
conclusion of the interviews the researcher thartkegarticipants for their time,

reinforced the value of their contributions to #tedy, and inquired if they would like to



receive copies of the finished dissertation orringav transcript. Following the interview
field notes were recorded electronically. Thesesatcluded impressions of the
participant’s behavior, mannerisms, and level gagement with the setting and the
interviewer.

Interview protocol. This study utilized semi-structured interviews tdlect data
from physician participants. To develop a prelimynset of interview questions the
researcher used immersive exploration of physil@adership, multidisciplinary cancer
clinics and motivation theory. This included reagover 100 journal articles, visiting a
cancer clinic and tumor board conference, and dongteight physicians with research
experience. Reeve (2009) suggested that a stuahptfation focused on understanding
what causes a certain behavior should examineggBwneral questions. These five
guestions are (a) Why does a behavior begin? (b) #dls the behavior persist over
time? (c) What causes the behavior to be directedrid some goals and not others?
(d) Why does the behavior experience a changeéttihn? and (e) Why does the
behavior cease? Eight interview questions weralhjitproposed based on this

background.

To ensure applicability of the initial interview ggtions, the researcher asked four

experts to review them and to provide commentssé&lexperts included two physicians
with multidisciplinary clinical experience who weaéso familiar with medical or social
science research and two experts in the field pélpslogy. Once the questions were
modified, based on the experts’ comments, the relseaconducted three pilot
interviews with physician leaders. Pilot participawere invited to provide feedback on

the questions and process after the interview calecl. Their comments were also
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incorporated into the initial interview questiofi$ie final set of core interview questions
is shown in Appendix F. Each participant was agkede core questions, though the
order in which they were presented varied accortbriye progression of the interview.
Consistent with grounded theory methodology, addél interview questions evolved as
data were collected and analyzed, as well as dtinegnterviews themselves.
Data Analysis Processes

Some research portrayed as grounded theory isongistent with the rigorous
data analysis criteria developed by academic Isadehe field (Parry, 1998; Suddaby,
2006). Specifically, grounded theory emerges fropnacess known as constant
comparison which requires the simultaneous cotlectind analysis of research data
(Parry, 1998). This creates an ongoing interadbietaveen the coding and categorizing of

new and existing data, and the reflective procéssemo-writing, as shown in Figure 1.

1. 4. S. 8.
Research Coding Categor- Diagram-
Question izing ming

N N N
Constant

Comparison
A 4 N

2. 3. 6. 7.
Theoretical Data > Memo- Sorting
Sampling Collection Writing

Point of Saturation

Figure 1 Grounded theory process.
Grounded theory data analysis also utilizes thege® of theoretical comparison,

which compares objects or incidents derived fromdgidata with others outside the data,
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based on their properties or dimensions. This plis& “forces the analyst to think at the
property and dimensional level and not just atsgpecifics or raw data level” (Corbin &
Strauss, 2008, p. 76). The progressive abstrattigtrtheoretical comparisons provide is
an important element of the theory developmentgssc

Coding. The process of coding is the first step in datdyamaand refers to
labeling each segment of data in a way that sunz@sand categorizes that element
(Charmaz, 2006). In preparation for coding, eacthisfstudy’s interview recordings was
personally transcribed by the researcher and tteefdam each interview was stored in
an electronic text document. Although the researttigally intended to use a software
program for line-by-line coding, the nature of thenscripts suggested that creating a
visual chronology of each participant’s data wdoddmore informative. After three
interviews were completed the researcher begarrgiemg a fishbone diagram for every
participant. As Charmaz (2006) recommended, thiiohahl codes arranged on these
diagrams were phrased as gerunds to create acesst®on. The depictions also
contained the identifying number, the medical splegithe gender, the number of years
in practice and the type of institution with whittte participant was affiliated.

After eight open coding diagrams were completer¢éisearcher began focused
coding by annotating the fishbone diagrams usingrsdo indicate categories or themes.
After identifying general categories for all opesdes, a second set of fishbone diagrams
was developed to reflect individual participant esences that were consistent with each
focused code. This process continued until allscaptions were complete and had been

represented on the two sets of fishbone diagrams.
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Theoretical coding is the third analytical stegimunded theory. The categories
identified by focused coding are woven togethehuwliteoretical codes, to identify
possible connections which form the backbone aa theory. Charmaz (2006)
described theoretical coding as an integrativegassthat helps the researcher “tell an
analytic story that has coherence” (p. 63). AlthHotlieoretical coding is contingent on
establishing enough focused codes to suggest brpatterns between them, the
grounded theory coding process is iterative ratien lineal. Therefore, this third
analytical step was repeated several times. Thrthekdevelopment of focused and
theoretical codes the researcher continued toadfia study’s sample, interview
guestions, and initial coding. The complimentarygess of memo-writing assisted in
this iterative data analysis.

Memo-writing. Memos are a historical record of the researchexta dnalysis
process. These short notes that capture ideasadit@ils which emerge from the data are
crucial to grounded theory, providing “a spaceéodime actively engaged in your
materials, to develop your ideas, and to fine-tym& subsequent data-gathering”
(Charmaz, 2006, p. 72). The researcher began meitiagwonce the first interview was
complete, capturing ideas by hand in a bound natebbe carried with her daily. These
personal memos and their associated diagrams warlpin the theoretical coding
process, and were ultimately the place where thdys grounded theory emerged.

Theory construction. This study’s theoretical construct and associatedeh
resulted from graphically assembling the patterosiftheoretical coding in
chronological order. This was accomplished throageries of hand-sketched diagrams

that built on those contained in the researcheemmjournal. Diagramming creates a



visual depiction of these comparisons and linkageash can clarify “the relative power,
scope, and direction of the categories in our amalys well as the connections among
them” (Charmaz, 2006, p. 118). Since there is nglsj preferred form for presenting the
construct which emerges from a grounded theoryystGtiarmaz, 2006; Creswell, 2007),
the researcher chose to present the results oftthdy as a visual model accompanied a
two-sentence narrative.

Trustworthiness. In qualitative research one measure of a studyaditgus its
trustworthiness, which Lincoln and Guba (1986) expdd as a composition of four
elementscredibility, transferability, dependabiliyandconfirmability. Bryman (2008)
described credibility as the degree to which the@adavorld being studied is accurately
represented in the eyes of its members, and tnaisliey as the extent to which a study’s
rich descriptions of objects or environments all@ilser researchers to evaluate their
relevance to different social worlds. Dependabili¢éscribes the organization and
accessibility of research records such that a &uymlpcedures and inferences may be
assessed by a third party, and confirmability sleated by the degree to which the
researcher acted in good faith without being over&ged by personal beliefs or values
(Bryman, 2008).

This study ensured credibility by using a membegcking process in which a
draft of the research findings was made availabwkltparticipants to solicit their
feedback and reactions (Creswell & Plano Clark,120The four participants who
responded did not request any changes to the stéidgl results and conclusions. As
Ponterotto and Grieger (2007) recommended, thd/&uesults were presented with

verbatim quotes from the interview transcripts toyide the reader with a rich
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understanding of the social world and the actostuidied. Dependability was achieved
with rigorous attention to the quality and integif data capture and analysis, using
appropriate hardware and software technologiesefisas hand-sketched diagrams.
Confirmability was addressed through transparehesehce to the grounded theory
process which balanced the objectivity of strudweding with the subjectivity of
personal memo-writing.
Chapter Summary

The grounded theory approach to qualitative reseigrwell-suited to a study of
leaders and the social world in which they workr(i2al998; Suddaby, 2006). This study
of leader motivation followed the constructivisbgnded theory process of data
acquisition and analysis as proposed by Charmd¥j2bhose research approach
springs from the traditions established by resesctn the late 2Dcentury. Consistent
with both traditional and contemporary groundedtlianethods, the study’s methods
built upon an initial set of study participants antérview questions. Through theoretical
sampling and constant comparison the range ofggaatits and interview questions
evolved as the data were captured and analyzedatély this data informed a construct
that describes what motivates physicians to lealdigirsciplinary prostate cancer clinics.

The study’s findings and construct are presentéchapter 4.



Chapter 4: Results and Analysis
The results of this grounded theory study evolvedugh the process described
in Chapter 3. This process is reflected in theystufbur research sub-questions:

1. What categories emerged during open and focusddgdd

2. What relationships between categories emerged fin@aretical coding?

3. What refinements to the categorical relationshgssiited from sorting the

researcher's memos?

4. What model emerged when the theoretical relatiggsstvere diagrammed?
Creswell (2007) described this type of researclstioie as procedural and suggested that
such questions “foreshadow how the researchebifiresenting and analyzing the
information” (p. 114). This chapter is structuredoresent the study’s results in the
context of its four sub-questions which in turn i@dd its central research question: what
theory describes medical leaders’ motivations &al lenultidisciplinary prostate cancer
clinics?

Categories Emerging from Open and Focused Coding

The researcher immersed herself in the words rdtettions of the twelve
participants’ stories by personally transcribingleaterview, slowly listening to each
recording at least three times. As these storiegevoack and forth through time and
experiences, participants enveloped their livdeaders with their identities as
physicians. This was particularly apparent whentthescripts showed that up to half of

each interview contained detailed descriptions eflitzal processes and procedures. The
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participants’ descriptions of their medical liveen& often enthusiastic and animated as
indicated by the quotations belotv.
It sounds kind of trite, but just taking care ebple is a wonderful thing. [P11]

It wasn't just elevated PSA or a lot of consulteuYivere doing cystoscopies, and
vasectomies, and prostate biopsies. It was furQ][P1

| love it actually. That's one of the things, whidmave my clinic it lasts forever. |
keep talking to them, and they keep talking to [R&]

We actually saved his testicle last night, so tes fun. [P2]
By comparison, the physicians’ descriptions of theader lives frequently suggested
mixed feelings about their leadership roles.
I’'m willing to take that step in terms of the manmihg, or in terms of trying to
implement multidisciplinary clinics. But outside tbiis, | don’t know, I'm still
very happy to leave leadership to people who seemainage their time better

than | do. [P3]

When | came here, because of the way the prograntohae built, | resigned
myself to the fact that | wasn’t going to do susg¢P9]

My sense of leadership, and my sense of fulfillmendirectly related to how

what I’'m doing in the situation impacts on a persmpatient — not on an

employee. [P12]

To be a leader you really have to have a serviagathty with your faculty and

the staff. And how do you make that balance betvds@mg stuff to promote your

own career, because you're still in academics andysng to do your own stuff,

and yet balance it to help other people? [P1]

Given the study’s focus on leading and motivatmfead, the portions of each
transcript that addressed a participant’s work plyaician were segmented from those
portions that described their roles as leadersrAfighlighting the leader-life portions of

each transcript the researcher diagrammed theided@xperiences chronologically,

using one fishbone diagram for every participambcBs of text were coded by

L All direct quotes in this chapter were obtaineshirthe researcher’s personal communications witthyst
participants between August 20, 2012 and Octobe2@82.
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expressing them as gerunds, some of which encoeybiaisgivo or word-for-word
phrases. The open coding process produced betvieamd348 discrete codes per
participant, with an aggregate total of 524 leddereodes. A sample open coding

diagram is shown in Figure 2.
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Figure 2 Sample open coding fishbone diagram.

To begin the process of focused coding the rekeatdghlighted each branch of
text on the open coding diagrams, selecting diffecelors for different general
categories. These annotations revealed the fregueitit which each category appeared
across all participant interviews. Eleven categooksimilarity emerged which the
researcher calleldeing mentoredelieving in selfclarifying momentliving with
purpose setting goalschanging coursdimiting power, enjoying collegialitybalancing
time, finding flowandbeing best

At this point the researcher created a separsttbdne diagram for each of the
eleven categories with each branch representietpaant participant experience. These

focused coding diagrams began to explore the caugeffect connections between



motivation and leadership by aggregating the daliacted from all participants. A
sample focused coding diagram is shown in Figuieh®.themes that emerged within
each category are summarized below using the pgeatits’ own words to create rich and

vivid descriptions (Ponterotto & Grieger, 2007.)

Being
Mentored

Figure 3 Sample focused coding fishbone diagram.
Being mentored.When participants were asked about past and cumentors
each named one or more individuals who had madportant contribution to their

lives. Some of these mentors were educators whadao encouragement and

opportunity.

My science teacher, | was actually interested inglsome radiation as summer
work, and we talked a little bit about that. Heex$kne if | wanted to compete for
a position out at [city], which was a researchdabon [place]. And so, at that
time | was interested in chasing girls, and wagiptafootball. But | did ask a lot
of questions, and was willing to invest some tiargj so he said he thought this
was something | really should do, and spend the tirhcould get that position.
He saw something that he thought would develop,itands worthwhile

investing in. [P11]

When | applied to residency | was pretty sure thabuld like to work at
[university], and then work with [name]. It tookndhile because | was in
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medicine so | had to spend two years in mediciabort track, skip the third —
and went into medical oncology, take a year inicliand then finally | got to
work with [name] in the lab. But in the lab it wasre like a post doc, because |
already had Ph.D. experience. And since then hexs lgreat. | mean, he helped
me get on faculty, he helps me publish papers, lmes very helpful in getting
grants. [P5]

Other individuals talked about long-term relatiopshwith mentors who provided them
with guidance in both their professional and tipairsonal lives.

He looked straight in my eyes and he said, “Yderwill not be complete, unless
the last chapter of your life is with children.” t's all he said. And then, | think
it was about a year later, that we adopted ourdasighter. So he was a great
mentor for me for over 20 years. | actually migs o this day — he died about
three years ago. | actually miss him to this dB@][

He’s still here. He has an office downstairs, hesdeducational research. But the
bottom line is, when | became, before | becamerotam, he mentored me. And
he periodically will pick the phone up and saygel'got your $50,000, you're
gonna get [name’s] estate money. So in other worelspntinues to be — you
know, he wants me to go out to lunch with him oagear and we just sit and
talk about things. So he’s really been my recenttore [P4]

Some reported that family members took a mentaoieyas the participants developed
into leaders.

Sometimes as a medical leader it’s trial by fired gou don’t get that formal
leadership education that | saw my wife get. Yaemfvonder how important
that is. Had | done a lot of that stuff, would Meabeen better? It's hard to know.
She helped me a lot. As | had different experieneesuld bounce things off, and
she’d go well, you should read this chapter in Huek. And | would. Again, she
was very helpful. [P1]

The two things that definitely got me to kind aégtout of the behind-the-scenes
work | was doing was my illness and my husband, svtaken a lot of leadership
roles himself. He’s a [hospital] physician — it'second marriage for both of us —
and he's one of the few [specialists] in the regidnd he kind of has made me
realize that | have a lot to offer, and so it'stb@ecombination those two have
given me the confidence to do it. [P3]



Believing in self.As they reflected on their thoughts about leaderphrticipants
spoke of their growing realization that they hagesthing to offer to others as leaders.
Several cited the value of their professional eigmee in preparing them to lead.

Now I think maybe the older | get, I'd be a beteader, because | wouldn't be as
much concerned about my own career, that | coulgbm#&ocus on more
mentorship in doing this. [P12]

| guess the more experience | get, the more impbittés to me to try to take on
these leadership roles, because | feel like | Inawee to offer that way. And early
on, I probably wasn’t motivated to do it in the first géa And secondly, |

probably didn’t have the tools to put me in theipas to do it. But the more time
goes on, the more sort of institutional knowledg@ve, and experience | have, to
where it's important to me to try to cultivate thkall, and take on that additional
responsibility. [P10]

| think I’'m more comfortable in a leadership rolew | guess the more you do,
the more you've been around, the more you feelyjiwe have to offer as a leader.
You've sat through a lot of meetings, and you’versbow other people lead. And
you sort of develop your own style of leadershiguéss. And | feel pretty
comfortable with how | do it now. [P2]

| had no idea how complex everything was. On tiheiside of the coin, it's a
learning experience. And the longer you're arouhd,more you figure out where
you put your resources. What's worth fighting, yaow, it's intuitive. What do |
just deal with in 30 seconds, and what do | sparaltfours on? That's what |
think happens to you the longer you're in the jétal]
You really have to lead by example. You know, hthithat hasn’t really changed,
but it's become really evident to me that just doivhat you think is right is an
important part of leadership. You don’t do it besayou want to be a leader. You
do it because you want to do it right. [P11]
Interestingly, five of the twelve participants mientd that they had served as Chief
Resident during medical school.
Clarifying moment. All but one participant told stories of a clarifgimoment
that helped to shape their life’s direction. Inleaase one or more experiences caused

their perspective to shift, and in some cases itgigated a change in the course of their

career. Some moments were the culmination of nlelagperiences.
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| thought we could help people by designing medecplipment. So that was my
undergraduate. So | didn’t get that job. | didrét @ job as the guy who was
designing biomedical equipment. So is said, olagt's cool, I'll go back and get
a masters. So | was working for a startup compaualyl avas studying biomedical
engineering in the master’s program at [universitiiere | got my undergraduate.
And it was really kind of like halfway through thiakind of hit me really hard,
that we were not going to cure disease by buildeglical equipment. [P5]

There was an M.D. / Ph.D. program that was gearspénding some time up at
Cape Kennedy, or Cape Canaveral at the time. 8d Bmumber of years of
trying to innovate programs, to build some programnS&ape Canaveral. And then
| suddenly realized that | enjoyed treating pasentich more than treating
monkeys, which is what | was doing. [P11]

Originally I thought that the focus was on imprayiquality of life. Making sure
that people who were having problems got the riginé, and that it was better.
Initially, it was all about improving treatments foatients with advanced disease,
although that very quickly morphed into a realiaatthat, despite all the to-do we
have right now about who does and doesn’'t neee todated, that the patients
who needed to be treated needed to be cured neoyacintly than they were.
[P12]

For other participants a single event created a embof clarity that affected their future
direction.

| don’t know if you're familiar at all with a manamed [name] at [university]
who does a lot of work with communication to patseabout cancer diagnoses.
That was a stepping stone to me. | heard him betegviewed on NPR when |
was going through chemotherapy, and that’'s whatrgostarted on pushing for a
multidisciplinary prostate cancer clinic. [P3]

When | was a senior in high school getting readg#&ve for college and start my
premed, my Dad died suddenly. He had been in pgetbg health, but had been a
heavy smoker and was in a relatively minor vehadeident where he worked.
Within 24 hours he died. | was home, and it wasrsenime, and | didn’t know
enough to push for him to get to the hospital gelicland by the time he got to the
hospital he had lost a lot of blood He went todberating room and survived the
operation, but died the next day in intensive c&#m know, it was a very
traumatic experience, and | think that that wasoéivating factor to do well and

to be a success. [P1]

| remember scrubbing one night with one of theralitegs, and he said “You look
tired.” And | said “Yeah, I'm tired.” And he saitlyou know, there’s going to be
a lot more of this.” And | said, “Yeah, but I'm ju®oking at five years of general
surgery, and then it will get better.” And he lodket me and he said, “Look at
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me. Who am 1?” And | said, “The attending.” And $ad, “Where am 1?” And |
said “You're with me.” And | said, “It's not gonrget better, is it?” [P8]

Living with purpose. During their interviews each participant descrilaed
overarching professional purpose, though none thgesk specific words. Their purpose
descriptions ranged from a broad vision with faaet@ng consequences to a personal
guest for individual excellence. Several individugpoke of their desire to make a daily
contribution through continuous improvement.

It's just trying to help the job get done righthink, typically in the places I've
ended up as a leader, there’s been a vacuum. [P10]

What's my future? Keep on doing what | like to thee had the opportunity to
apply for chairmanships in different places, awget offers to go into private
practice all the time, but this is really whereé&lflike my niche is. [P7]

Trying to make a difference, and trying to makedsi a little bit better. | never
thought that was much of anything, but it is somawdifficult for me to accept
people who just come in and do the same thing edayy[P11]

Other participants emphasized the importance ofimgairoad changes that would
benefit patients beyond their institutions.

Having something that came from our research tleatenoffering to patients in
the clinic on a real time basis is the most satigfyhing. [P12]

There was a great need for public education. Yawkrihe PSA tests had really
just come out. Senator Dole was out there on Clagditb The whole thing just
started to grow up, that education was very impar{#4]

Two physicians expressed a purpose with global anpa

When | left | was given a map of where my forméliofgs are. And they're
spread, not only around the country, but aroundvtwtd. And to me, that was
the legacy that | left, was the mentoring and tregrof young men and women.
To me, that has been the most satisfying thingyrcareer. And | still do that
here. [P9]

To try to cure cancer. Quite honestly, nothing g]B5]
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Setting goals.The underlying goal that drove each participaresnl a
multidisciplinary prostate cancer clinic consistgmélated to that individual’s broader
professional purpose. These goals followed segenadral themes. The first was to
facilitate research.

| was very, very passionate about having a muithbic. | don’t remember
exactly when it started, but we didn’t have thig &mas really, really upset, and
the reason is, in my opinion this is becoming stadaf care....First of all,
patients who were initially faced with a diagnogid a much better set of
information with which to make their decisions. tBat was one thing, but the
other thing quite honestly is, | actually clinigablelieve that to take the optimal
care of prostate cancer we really need to focugeean in the disease course.
And what was happening is, medical oncology, wepsgients really far down
the road when everything has failed. So in ordetridés and also to understand
the disease earlier in its disease course, meaicalogy had to be a part of this.
[P3]

The reason that | decided to do this didn’t hawglang to do with leadership. It
had everything to do with making it more possildegdatients and physicians to
get something out of what we’re doing. That isphd have any perceptions that
I’'m going to necessarily change the world outsitithe patients that we see —
although we clearly have made a difference in teshibe areas that we do
research in. And I've been criticized for not thimikin the broader scale — that is,
what we do is, what | do is that important. | ththlat the leadership was all about
seeing there being a need that | could help wWiRth2]

The second goal-setting theme was to improve thiergaxperience through better
communication.

The communication between doctors was not alwagisdtficient. You know,
what did you tell them? And you also have to rementbat there was this sort of
a cold war going on at the time of radiation ongadts versus surgeons....And
what | realized at the time was that this was werfair to patients. It was also
unfair to the trainees, to the doctors that we visgtiag to teach, be they radiation
residents, or urology residents, or medical oncplegidents. [P4]

Historically surgeons tend to be biased towardeyrgnd | particularly felt that
within my department, as | think is probably typioAmost urology groups,
patients weren’'t necessarily being given a faisprgation of what all their
options were. And an advantage of the multidisegsly clinic's patients getting
more balanced presentation of what their optiorsaad by doing it the way
we've done it it's a very standardized presentdliaheveryone's basically
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hearing the same information. Individual discussia#ith doctors are somewhat
skewed depending on who's staffing the clinic,dideast there's a lot of the same
information that everyone is hearing. [P3]

The third goal-setting theme was to make patierd n#ore efficient.

Our objectives were to have not just a clinic withh patient satisfaction, and to
solve the access problem, but to also really hiaae @& high throughput clinic.
[P10]

It really was a result of our looking at what wetlght was a fragmented way of
delivering care — which is to some extent why hkhi brought up the [name]
relationship, because it grew out of our involvetreerd learning curve in terms
of quality improvement. And so prostate cancercgpally, is one that, as you
probably already know, tends to have a lot of utadety. And so one of our other
interests really was...| had toyed a number of yeatts Bayesian analysis for
decision making, and the utilities associated \Wwilping patients make decisions.
[P11]

Some participants pointed out that they contineeskt new goals to improve their
clinics once they were operational.

We started talking about these other ways to see patients. Can we see twelve
patients on a Thursday? | don’'t know. Can we dvéry Thursday, instead of
three Thursdays a month? [P2]

His clinic provides a venue to conduct clinicahlsi effectively, as well. That's
been an aspect of our clinic that | don’t think weefully utilized yet. I'm in the
process of trying to open clinical trials for pratet. We have some open, but not
as many as I'd like. [P10]

We set up a special clinic on Wednesdays, aftewere at this a few years. We
found that we were seeing some elderly patients tlaaxt they pretty much never
had surgery, it wasn't appropriate, so that wasgeod use of the urologists’

time. So we said, ‘let’s set up a special senibnscc’ [P8]

Changing course Participants described a change of directionghatided them
with a broader view of medical practice. In somsesathese changes occurred very early
in life or during their college years.

And so, while this was going on | started the arabaé corps, but | couldn’t

legally run the ambulance because | wasn’t 18. thed when | became eighteen
| ran the ambulance. | ran it from eighteen allway through college.... When
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you move away you're sad, | don’t actually wankt@mw what happened with it.
When it was really needed, we did a lot of good] [P

| was doing biomedical engineering in college, #rabiomaterial lab that | was
working in, the research questions were really dpéirven by the physicians, and
not the professors in lab. And | felt like, we weverking on these questions that
were coming from medical doctors, so | thought, begaym barking up the wrong
tree. | enjoy patient care as it is, and with #earch that I'm doing. | decided at
that point to go ahead and go to medical schodOJP

A number of individuals told stories of changingicge after their careers began.

So, I'm going down this path toward academics, koow, urologic oncology.
And | grew up in [state], and was tired of the Nedst. And my wife was from
[state], and she wanted to move to the South.I&ukked for academic jobs, and
the jobs that were available — they were acadeohis yvhere you could be, like
50% of the time. It wasn’t what | wanted....l sent mgume and CV to these
guys. And they called me back half expecting thaté must be something wrong
with me. Why would | be coming to [town] to pradiprivate urology? But |
came down and interviewed, and it worked out. [P2]

After 22 years of [city], of the 120 hour work weeilfter a lot of surgery, | was
looking for a change. And | actually looked foread position, but there were
like 20 of them in the country that were empty -ttst was a bad sign. And so, |
ended up looking at cancer center directors, alhtchfe this one through a
colleague of mine. [P9]

Other participants related changes in positiorpecelization that they were considering
for the future.

| do see myself as moving on to another arenanahdecessarily outside of
medicine. There are a number of venture capitalibisve asked me to become
medical directors of their various start up thingsd so | might choose to do
that, and use whatever talent I've achieved toagpromote — because | think
that it's not stultifying, but you have to kind lofe with where you are. Some of
the ideas here are fine, and it's a very forwamkiog organization. But the other
things I'd like to do would really be more challémg in terms of implementing
things that really are a magnitude different thdratd’m doing now. [P11]

The other thing that | am very passionate aboehdsof-life care, and being
much more open with patients of what their optiares For a brief period of time
| even considered branching out into palliativeecéut then that didn't seem so
feasible. But I'm so happy that that's a growingcsgty because | feel
sometimes, because we can do so many things fptgge¢oo many physicians
think it's easier to just do things rather thantibee lengthy discussions with



families and patients about the fact that just bseave have the ability, it doesn't
mean we should be doing everything for everyboBg] [

Limiting power. Some interview participants specifically mentiompedver in the
context of leadership while others discussed itemidirectly. A number said they were
uncomfortable with personal power.

| can’t do this myself. So | think the reason toableader is not because | feel the
need for power. | actually don't really like thaefing of power. [P5]

| don’t mind doing limited stuff, but there are getely people who really, really
like the power of the leadership roles, and thassnot my style. [P3]

Other participants expressed their belief that @gerg power is not always compatible
with medical leadership.

It seems like the power of the committee is muaatgr than a single voice.
[P10]

In terms of leadership, | think it's probably thdea of taking very small baby
steps, and achieving something in the environneard,then showing that. | think
it’s difficult unless you have the money and thevpa | think that's an issue in a
multidisciplinary clinic, because a lot of peopkvk lots of responsibility but not
very much authority. [P11]

Some participants also described how they leardichit the use of power in their

medical leadership roles.

I've learned that sometimes it's important to belusive initially, rather than
being exclusive. I've learned that it's very, v@mportant — which took me a long
time — to listen rather than to dictate. [P9]

| like the feedback and I guess you like the potwesome extent. But you know
the graveyard’s full of indispensable people. [P6]

You have to have this pack mentality that you allna vision, and a direction,
and you have to understand that sometimes youtbaedinquish to somebody
else, and allow them to kind of step forward. Ybweg/s can’t be the boss of the
pack. [P4]
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Field observations noted that participants trettedesearcher with respect and made no
effort to exercise power or create a hierarchiekdtronship. When interviews took place
in a small conference room, individuals chose & sedhe side rather than the head of
the table. Most participants were dressed casaallijremoved their lab coats before the
interview began.

Enjoying collegiality. The importance of collegial relationships with athe
physicians was frequently mentioned by the intenparticipants. Some spoke of
collegiality in the context of leadership.

Once you have a team, | enjoy the collegial aspedisat. There are a lot of
people who | tend to not enjoy being around, bug learned to live with that.
But | do think the ability to work in a collegiaheironment and achieve
something — those are two wonderful things | thyok gotta have if you're a
leader. [P11]

Sometimes what you lose in leadership is sometthmetimacy of peers that
you used to have. And that tends to go away, becsugdenly you're now,
you’re not their equal, you're their boss. So ydahink that's what you give up
is some closeness of colleagues sometimes. Soyawhdénd to do is you morph
into closeness of other chairs. [P4]

Participants also referred to their positive rellaships with physicians in other
disciplines.

| had a fairly active working relationship with theologists. And so it seemed,
because | had put all that together, had put tbigists together and our medical
oncologists, and had done that on a nationwidd,léwgas more obvious for me
to do that than for somebody else to do that. [P12]

| have a good relationship with the radiation ongwts, which is pretty unusual.
You're fighting a turf battle. But the two guys who most of the prostate work
in our cancer center are social friends of mine kids are friends. We rarely
disagree about the path the patient should goR#j. [

We've gotten so busy, and the medical center'ssgatd big, and there’s so much
electronic communication that opportunities foelimteraction have become less
and less. And | love being in another departmenking with colleagues who |
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do enjoy and respect. So it's that aspect, thepasispect and the collegial
aspect. [P3]

Balancing time.When asked what they had given up in order to &latvelve
participants emphasized the time investment thpacted other important aspects of
their lives. A recurring theme was the impact tiiee commitment made on their
personal lives, particularly on their children.

| don’t have children. | guess | gave that up.dllsedidn’t want that — | just
didn't, it's not like | really wanted kids and h&algive it up. | just didn’t want
children. Maybe | didn’t want children because dils® much else to do. [P8]

You give up a lot of time. My new year’s resolutittiis year actually was only
one evening meeting per week. It worked for abbregd weeks. It's rare...it's
almost always two or three meetings per week. [P2]

It's a balancing act with my own hobbies, and whaant to do for recreation,
and family time. And | like to think that | can laalce them pretty effectively. But
sometimes things will happen that | think needrdit® on one end or the other,
and of course will wind up losing some in the otheras. [P10]

My son is now 14 and finally getting to an age vehlee's got a lot of stuff that he
wants to spend his own time doing and | think Rieally transitioning to
respecting the time and energy | put into my jobt iBs definitely been difficult
to balance the two. [P3]

Participants also stressed the negative impaat lfgdership commitments had on those
professional activities that provide them with tiggieatest satisfaction.

It's giving up time, time to do a lot of the thingsat | went into academics to do:
to spend more time developing new studies. It’'srsstant conflict of doing
science. | do a fair amount of science, which simgranslational, that | work
closely with. 1 used to have a lab, | had one labary for quite a while, and |
really enjoy asking questions and getting them a&nsd: And it's hard to do that
without enough time to design the experiments aaklenthose things happen.
[P12]

[University] had me pegged at about 50 to 60 pdrckmical effort, which means
that | couldn't do as much patient care. Maybe tiat also explains some of the
burnout and frustration, because basically | wilsespected to do about 60% of
my clinical load, but then have this administratiesponsibility, plus the
academic. | think that was just too much. [P1]
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| don’t miss [surgery] it as much as | did wheirstfgot here. | miss it every once
in a while when there’s a very challenging casmofbidity, mortality. But time
heals all wounds, and so | keep busy in other asmakreally don’t miss it as
much as | did the first three or four years whevas here. [P9]
In spite of the participants’ busy schedules tlseaecher consistently observed that they
seemed unaware of time during their interview. Tgftomany had expressed in advance
that they had a tight time schedule none of thedeiduals consulted their watch or
mobile device for the time while being interviewed.

Finding flow. In their interviews participants described pasprasent
experiences where the challenge of the task, andatisfaction of mastering that task,
led to the sense of pleasurable concentration kresaffow. In childhood and young
adulthood these experiences often resulted frorsipalyactivities.

Diving is actually a sort of solitary sport. Youueeto really be sort of self-

motivated. It also was unusual for me to be...theglyeever have divers as

captains of swim teams. So | was probably the fingtr at [university] that was
ever the captain of the swim team. [P2]

My Mom would tell you — she passed away a whilekbbad was not surprising to

her that I went into surgery, because as a kikedito take things apart and try to

put them back together. So that might make seR$3. |

And even when | was a kid | was really always tgyia do some project; | just
couldn't sit still. [P1]

In professional practice flow experiences were gaed by intellectually stimulating
activities or by a mix of physical and mental chalies.

We’re moving through a number of studies tryinglédine how likely we are to
get the best drug possible before we move intanagavery large phase Il study.
That actually is the most compelling thing possifiRd 2]

Once | see it, | can put the whole organizatiohadg together. But I've
sometimes got to think hard and be led a littletbisee this huge big picture, and
then | can do it. To me that'’s a little bit of aatlenge, but once I've got it the
whole organizational thing comes together. [P8]



101

| would hate not being able to operate. And maythgrow out of that one day,
but I think that’s really the greatest part of moj or the part | enjoy the most.
[P2]

Some participants noted that the formation of thaiitidisciplinary clinic initially
produced a challenging experience. However, thalleinge generally lessened as the
clinic operation grew more stable and predictable.
There was a lot of excitement here because [itistithwas cranking it up. The
institution was recruiting new people, and we wgegting the pieces in place to
have the components of a multi-D: urology, radaibmcology, and medical

oncology all here, and guys and gals who wereested in collaborating, and
interested in working together. [P1]

My other role is the multidisciplinary clinic. Antd be honest with you, initially it
was really — when we first started up it was gegtttrgoing. But now it actually
runs pretty easily. To be frank, compared to the eath all the problems with
the cells, people doing it, it actually takes miegts time of mine than it initially
did. [P5]

| guess maybe | did put it into place, but | danitromanage it, and it sort of
runs on its own — | guess I'm in the background] [P

The researcher’s field observations noted thatqyaaints increased their levels of
enthusiasm and energy when talking about their #@periences as evidenced by their
tone of voice, facial expressions and body language

Being best.Ten of the 12 interview participants mentionedithportance of
accomplishment. Some patrticipants described tlesirel to be the best at an individual
endeavor.

When | was growing up | got obsessed with cars,thed you get obsessed with
getting good grades, and then you get obsessesltteethest at what you do. [P1]

You go from, and | guess | went from doing somegtitmat | did really, really
well...and then you know, when | stopped...you knowy yaiss being really,
really good at something. And maybe that's whavenme to be a better surgeon
is | wanted to be fairly good at something. [P2]



I’'m the program director for the residency progrdimnequires a lot of work but
there’s really no, you know, you never really floamthe surface. Nobody ever
gives you an award for it. The reward is actualgtahing it work. It's not that
somebody’s gonna give you something for it. It'stjthat, you know, | put this
together and it works. [P7]
Several individuals felt it was important to notyachieve excellence but also to have
that excellence publicly recognized.
I'd rather be here, in the roles I'm in, than behair in some other department
where | wouldn’t have the resources, and the saamglsig in the cancer
community as far as the hospital. | mean, thibésrtumber one cancer center in
the U.S. [P8§]
| would like to do this to where | retire and pemphy “l wish he had stayed
another year” rather than retiring, and having ttsamy “I wish he had retired last
year.” [P9]
You worked really hard, people recognized the hawk, and you were able to
either move ahead as an individual, or you were &bmove your group ahead.
And today | don’t know if leadership carries thengarespect or authority that it
did in the past. [P4]
Patterns Emerging from Theoretical Coding
Theoretical coding provided the processes to @scoonnections between the
categories developed in focused coding. The rekseabegan by segmenting each
leader-life into five time periods: growing up, teang medicine, practicing medicine
before forming a MPCC, practicing medicine aftenitng a MPCC, and looking ahead.
This created a method to focus on similarities différences across all of the
participant’s leader-life stories. Using the fishbaliagrams developed during open and
focused coding, the researcher compared the timefra which the eleven categories
emerged in the leader-life of each participanivds immediately clear that not every

categorical event or experience consistently oecuim one of the five timeframes. For

example, one participant related a clarifying motiikeat occurred prior to medical
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school, five described a clarifying moment duringdical school and six spoke of a
clarifying moment during their pre-MPCC practicehNg seven participants singled out
a significant mentoring experience that occurreidfieethey entered medical practice,
nine indicated that they found important mentoterahey started their professional
careers. Similarly, seven participants changed firefessional course before or during
their medical education while five chose to chaogerse after they entered practice. Of
those, four have contemplated making a change fafteing their MPCC.

As an alternative the researcher examined thenolwgy of each individual's
experiences in the context of the eleven categdiresby simply studying the fishbone
diagrams and then by grouping together verbatimstiapt excerpts from each interview.
This process produced three consistent patternshwithe researcher calleaentored
self-efficacypurpose-driven goakndtime-moderated challenge

Mentored self-efficacy.The first pattern describes a connection between th
participants’ mentoring experiences and their baliself that resulted from those
experiences. When an individual was mentored analy member such as a spouse,
parent or grandparent, the ongoing relationshiprofreated a fundamental confidence in
his or her ability to succeed as a professionalsoa leader. When the mentoring emerged
from a school or workplace relationship such asagher or department leader, the
mentor usually opened the door to a new and clgtlgrexperience for the mentee.
Over time, as the participant experienced sucecetisat endeavor, the success created
self-efficacy. Of the 12 patrticipants, six relatgdeast two significant mentoring
relationships: one within the family that built penal confidence as well as one in

school or the workplace that led to a confidenciédimng experience. In both cases



participants often related that their mentors samething in them that they had not
recognized in themselves.

Purpose-driven goal. The second pattern encompasses the connectwedietl
moment of clarity that shifted the participant’'sgeective, a professional purpose that
emerged from that new perspective, and a long-tgrah that allowed the participant to
enact that purpose through leading a MPCC. Paatitgconsistently described a
clarifying moment where they realized the impor&anta specific purpose. They
subsequently elaborated on how leading a multidlisery clinic became a means to
accomplish that purpose, whether the desired esudtr@as to expand research, reduce
cost or improve the patient experience.

Time-moderated challengeThe third pattern establishes a connection between
the negative impact of MPCC leadership on the nadeader's personal and
professional time and the positive opportunitiddRCC offers to engage in challenging
activities. Some participants noted that leadidgRCC consumed less time than their
other leadership commitments. Most also spoke of Wworking in their clinic provided
them with satisfying patient-centered challenges tivershadowed the time cost of
MPCC leadership.

To confirm that these three patterns recurreahfost or all participants, the
researcher created a condensed leader-life stogafth of the twelve individuals. These
one-page stories contained verbatim quotes frorn efthe eleven categories which
were then placed in chronological order. An exangblene leader-life story is shown in
Appendix G. This process confirmed that the categawithin each of the three patterns

had consistent chronological linkages as descrbede. However four categories
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remained without a sequential pattern, raisingiiirestion of whether they were
otherwise linked.

These four categories — being best, limiting powajoying collegiality and
changing course — did not appear to be directlyeoted to one another. Changing
course was an event that occurred at differentdiamel was precipitated by different
circumstances for each participant. Based on th&jpants’ stories, limiting power and
enjoying collegiality appeared to be learned alét Being best was a fundamental
desire expressed by some, but not all, of thegyaaints. To further explore a possible
linkage amongst these categories the researchmedttio memos she had created during
the interview and data analysis period.

Patterns Emerging from Memo Sorting

The researcher’'s memos comprised 41 pages of\watidn notes created over
three months. These notes proved beneficial infglag additional categorical
connections. One page contained two boxes calladging coursandcollegiality with
the notation thathanging course creates a greater desire for, ahdcader base of,

collegial relationships(See Figure 4).

CHANGING
COURSE

COLLEGIALITY

\ 4

Changing course creates a greater desire for,
and a broader base of, collegial relationships.

Figure 4 Researcher’s changing course memo.



The next memo contained boxes labgledierandcollegiality with the note that
desire for collegial relationships drives activiigrhere the leadership role doesn’t

provide or require power(See Figure 5).

POWER COLLEGIALITY

~.

Desire for collegial relationships drives
activities where the leadership role doesn't
provide or require power.

Figure 5 Researcher’s power memo.

A subsequent entry observed thaeems as though the participants migrated
toward leading MPCCs because that environment wgits in affiliation and low in
power, which suited their styledBased on these memos a fourth pattern was created

which the researcher calledultidisciplinary relatedness

Another set of the researcher's memos addressegghtticipants’ desire to be the

best. A page with three boxes labesatting goalsbeing besandflow contained the
note thattontinuous improvement can result from either af h@eds — competence or

achievement — but both result in setting new gdq&lse Figure 6).
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BEING BEST FLOW

SETTING
GOALS

Continuous improvement can
result from either of two needs —
competence or achievement — but both
result in setting new goals.

Figure 6 Researcher’s being best memo.

A separate journal entry observed thi#ttough being best wasn’t a motivating
factor for all participants, it may be related toet different way people experience flow.
Some are content to keep challenging themseles better while others need to be
recognized as the bedthese memos generated a fifth pattern that trearelser called
achievement-driven goalhe two patterns defined through memo sorting aseiibed
below.

Multidisciplinary relatedness. Pattern four links the MPCC leader’s desire for
relationships with a range of peers due to expeéavith other medical disciplines, and
their preference for collegial rather than hierégahrelationships. Participants related
how course changes in their careers increasedekpasure to, and respect for, those
medical specialties that practice in a multidiso@ty environment. They also
acknowledged the realization that collegiality @otlaboration is more effective than
power and hierarchy when leading their medical peer

Achievement-driven goal.The fifth pattern describes the connection betwben
desire for continuous self-betterment, the neduktthe absolute best, and setting

achievement goals. Some participants expresseaddésire to constantly improve their
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performance and environment, while others describen need to demonstrate that their
performance exceeded others at a broader scale bBotg better and being best
generated short-term, specific goals for improvemeEnese contrasted with the purpose-
driven goals described in pattern two, which tentelle long term and comprised of
many sub-goals.
Emergent Theoretical Construct

With five motive patterns defined, the next anabjtstep was to determine if any
connections existed between them. Two memos ine@archer’s journal addressed the
stages of MPCC development and the changing raleeoiedical leaders as their clinics
matured. One memo reddntil now I've focused more on the creation of kieCCs,
and less on their maintenance and improvemenglygiree phases are important.
Many of the participants spoke about making chamgesimprovements. Where does
this belong in the theory that's emerginigiresponse to this question, the subsequent
memo contained a diagram showing the leader-rdileree stages of clinic development
and suggesting that the leader’'s motivations nmagifér in each of those stages (see
Figure 7). Based on the idea that the five motattgons might be linked to the leader-
roles in each stage of clinic development, theaeseer returned to the original time
lines shown on the fishbone diagrams to deterniiaeconnection existed. This process
confirmed that the medical leaders’ motivationsreate a new MPCC were different

from their motivations to sustain or renew an exgstlinic.
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LEADER'’S LEADER’S LEADER’S
MOTIVATION P> MOTIVATION 1 MOTIVATION
TO CREATE TO SUSTAIN TO RENEW

Three stages of clinic development:
Creation, Maintenance, and Improvement
Figure 7. Researcher’s stages of development memo.

Motivations of the leader-creator An important antecedent to the creating stage
is self-efficacy: the physician’s belief in hisloer ability to lead. MPCC leaders
recognized those who mentored them for seeing patémfore they saw it in
themselves and exposing them to multiple experendeere achievements built their
confidence. Personal mentors helped them to experisuccess in childhood and gave
MPCC leaders the confidence to pursue their inteiasearly adulthood. Later their
professional mentors challenged them to realizie tneatest potential by offering
unique opportunities and experiences. Without thnantors the MPCC leaders would
have lacked the self-efficacy they needed to spepnd lead a new form of medical
practice.

In the creating stage MPCC leaders were motiviayea long-term goal congruent
with their professional purpose as a healer. Thgtgse was the result of an external
experience that provided a moment of clarity. Bameple, a physician researcher who
realized he wanted to cure cancer through immurnyalather than design biomedical
equipment established the goal to found a MPCCrasams to increase early stage

clinical trials. In another example, a surgeon wwognized that only 9% of the prostate
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patients in his community consulted with a radiatbimcologist founded his MPCC in
order to expose patients to more treatment optibinsir specific goals differed yet both
of these two physicians were motivated to credP&C as a means to further their

professional purpose. The leader-creator’'s motivatiare modeled in Figure 8.

Mentored Purpose-
Self- driven Goal:
efficacy: * Clarifying
* Being Moment
Mentored * Living with
* Believing Purpose
in Self * Setting
Goals
h 4 A 4

Leader-Creator

Figure 8 The leader-creator’'s motivations.

Motivations of the leader-sustainer While the confidence to lead and a
compelling goal were the key motivators for cregimultidisciplinary clinics, another
set of motivations drove MPCC leaders to sustaseltlinics through their early
operations. These leaders knew they could notze#tieir goals alone and successfully
recruited their physician peers to join them inirtlefforts. Unlike some doctors in
medical practice, MPCC leaders had deep respedridrfriendships with, physicians
outside their specializations. Openness to thededisaiplinary relationships resulted, in
part, from changing professional course in the @itidf interesting challenges. However,
embracing multidisciplinary practice was only oaetbr in the leader-sustainer’s desire
to lead a successful clinic. A deeper motivatiarsarfrom the MPCC leaders’ need for

collegial relationships coupled with a general diséort with displays of power. The
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clinic structure allowed them to lead while stiij@ying collegial relationships across a
broad range of disciplines. MPCC leaders reponpemding about 10% of their time on
clinic leadership duties, leaving them ample timevork in the clinic treating patients
and collaborating on treatment plans. Even leadeesttivities were approached in a
collegial manner by sharing decision making amopgsticipating doctors and resolving
issues in a group setting.

The ability to minimize time-consuming leadershgtivities and maximize
patient-centered activities also motivated leadstaners. When MPCC leaders became
overburdened by their leadership activities theylésl to eliminate other obligations but
retain their MPCC leadership commitment. For tHeaders, working in the MPCC
created ample opportunities for flow experiencebeWthe initial challenge of creating
the MPCC faded they replaced this with the enjoyoétheir daily personal challenges
as they engaged in patient interaction and resgaodgrams. Unlike many administrative
roles, MPCC leaders have the opportunity to bléedduties of leadership with the

pleasures of practicing their healing art. The é&Feglistainer’'s motivations are modeled

in Figure 9.
Multi- Time-
disciplinary moderated
Relatedness: Challenge:
» Changing * Balancing
Course Time
* Limiting * Finding
Power Flow
* Enjoying
Collegiality
A 4 A 4

Leader- Sustainer

Figure 9 The leader-sustainer’s motivations.



Motivations of the leader-renewer. As MPCC leaders mastered their dual roles,
working on their clinics as leader-renewers antheir clinics as practitioners, they
began to seek additional challenges. In this rehstage leaders might be driven by
competition, seeking recognition that their orgatians were the best in categories such
as patient experience or outcomes. They mightlsschallenged by incremental
improvement of their own past performance, contislyp evaluating their results. The
competence motivation to be better and the achiemeémotivation to be best are not
mutually exclusive. Alone or in combination, theyntinued to drive renewal in this
study’s participants.

The leader who seeks to continuously improve gdasra series of moving goals
that are measured over time, while the leader wleissto be best may create one or
more finite, short-term goals. In either case, @sbment goals in the renewal stage of
clinic development may differ markedly from the ME@&ader’s original purpose goals.
For example, the participant who initially soughtigh-throughput MPCC later
recognized the need to incorporate a larger numdemical trials. The leader who
focused on improving patient education and shaesistbn making also developed an

automated system for tracking patient outcomes.l&&ger who first intended to
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increase the number of patients given a choicedmtvgurgery and radiation later sought

to increase the clinic’'s recommendations for acsweveillance. For the MPCC leaders
these accomplishment goals complemented ratherdpdaced their purpose goals,
thereby reinforcing their motivation to lead. Tleader-renewer’s motivations are

modeled in Figure 10.
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Achievement
-driven Goal:
* Being
Best
* Finding
Flow
= Setting
Goals

Leader- Renewer

Figure 1Q The leader-renewer’s motivations.
Leader-Stage Motivation Construct

The aggregation of the medical leader’s three MP&€ES and the motivation
patterns associated with those roles produced stremh that the researcher described as
Leader-Stage Motivatiorin this construct a physician experiences fiveinegpatterns in
leading a multidisciplinary prostate cancer climentored self-efficacy, purpose-driven
goal, multidisciplinary relatedness, time-moderatbdllenge, and achievement-driven
goal. These motivations are distinctly connecteth#éostage of the clinic’s development
and the medical leader’s corresponding role ignéstion, sustenance and renewal. The

leader-stage motivation construct is modeled imufadL1.
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Motivations to Lead a Multidisciplinary Prostate Cancer Clinic

Mentoraed Purpose- Multi- Time- Achievement
Self-efficacy driven Goal disciplinary moderated -driven Goal
* Being * Clarifying Relatedness Challenge * Being
Mentored Moment + Changing + Balancing Best
* Believing * Living with Course Time * Finding
in Self Purpose + Limiting * Finding Flow
+ Setting Power Flow + Setting
Goals + Enjoying Goals
Collegiality

| Ll
Leader- Leader- Leader-
Creator Sustainer Renewer

Multidisciplinary Prostate Cancer Clinic Leader-Roles

Figure 11 Leader-stage motivation construct model.
Chapter Summary

This study’s four secondary research questioreated its method of data
analysis and served as a structure for the presamta its findings. The process of open
and focused coding used words as well as diagramm®ate eleven categories, seven of
which were grouped into three patterns that redi@their chronological connections to
one another: mentored self-efficacy, purpose-dryaal, and time-moderated challenge.
By incorporating diagrams and observations fromrésearcher's memos, the remaining
categories were grouped into two additional pagtemmultidisciplinary relatedness and
achievement-driven goal. These five patterns weea irranged to correspond with three
stages of MPCC development, creating a model oMBREC leader’'s motivations to
lead. This model informed the final construct cdlleader-Stage MotivatiorChapter 5
explores this construct in the context of othed&rahip motivation theories, discusses its
implications for recruitment, retention and devetmmt of MPCC medical leaders, and

provides suggestions for further research.
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Chapter 5: Discussion

The value of a grounded theory study is ultimateBasured by the resulting
theory’s utility. Charmaz (2006) described the msgs of grounded theory research as
“contributing to a better world”, “transforming mtece and social processes”, and
“influencing what we study and how we study it” {{85). Within this context the model
and construct that addressed this study’s primesgarch question — what theory
describes medical leaders’ motivations to lead ihsttiplinary prostate cancer clinics? —
contributes to three related spheres of knowleBust, it expands existing theories of
leader motivation to encompass medical leaders¥hipsh becomes increasingly
important in this era of disruptive health carergdes. Second, it creates practical
applications for recruiting, developing and retaghmultidisciplinary prostate cancer
clinic (MPCC) leaders, which offers the potent@improve access for men with newly
diagnosed disease. Third, it provides a founddtofurther research with broader
applicability in the realm of physician leaders’ tmations. The discussion topics in
Chapter 5 are structured around these theoreticadtical and research implications.
Implications for Theory

The leader-stage motivation (LSM) construct déssria combination of needs,
cognitions and external events that drive physgiampursue leadership and persist in
leading multidisciplinary prostate cancer clinitdRCCs). This construct illustrates how
MPCC leaders experience five patterns of motivationentored self-efficacy, purpose-
driven goal, multidisciplinary relatedness, timedamted challenge, and achievement-
driven goal — each of which is comprised of muétiplotivational factors. These five

patterns are experienced in distinct time peribds parallel a clinic’s stages of
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development, in which the medical leader’s rolengfes from leader-creator, to leader-
sustainer, to leader-renewer. The LSM constructeastudied at three levels: the
individual motivations experienced by MPCC lead#rs,linkages among the
motivational factors that create each motivatigratern, and the leader-stage motivation
construct compared to formal motivation theories.

Motivational factors. Among the previous studies of physician leaders’
motivations, the findings of Snell et al. (2011¢ argnificant given the broader
population represented by their participants aeddégree to which their research
foreshadowed this study’s results. Through 51 uevs with Canadian medical leaders,
the authors identified eight motivations that clgpgarallel eight motivating factors
expressed by MPCC leaders and reflected in the t&htruct (Table 3).

Table 3

Study Outcome Comparison

Motivations Identified in Motivations Identified in Perrine’s
Snell, Briscoe, and Dickson’s (2011) Study Leader-Stage Motivation Construct
Successful Leader Experiences Believing in Self

Influence of Childhood Experiences Being Mentored

The Need to Make a Difference Living with Purpose

Choosing to be Engaged and Innovative Setting Goals

Social Camaraderie Enjoying Collegiality

Work-Life Balance Balancing Time

The Fun of Deep Engagement Finding Flow

Peer Recognition of Accomplishments Being Best

Clarifying Moment
Changing Course

Limiting Power
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Since their stated intent was to understand hovgiplan leaders experience engagement,
rather than to derive a theory from the researth, diae authors grouped the motivating
factors into four categories rather than lookingdistinct relationships between them.
The LSM construct takes a step beyond the phenodoginal approach of Snell et al.
(2011) by describing specific patterns of motivatand linking them to an organization’s
stages of development.

Motivational patterns in the leader-creator stageThe LSM construct describes
how a medical leader’s behavior is driven by mesdaelf-efficacy and a purpose-driven
goal in the MPCC creation stage. While the goalnésfthe action to be taken, self-
efficacy creates the confidence to take that aclitve importance of leader self-efficacy
figured prominently in Chan and Drasgow’s (2001)inadion to lead (MTL) construct
as a proximal antecedent for individuals who likéead and see themselves as leaders,
as well as those who are motivated to lead outsgfrse of duty. Further, the authors
found that past leadership experiences and opetmessv experiences contributed to
leadership self-efficacy. These findings echoeddBaa's (1989) research showing that
self-efficacy is improved through new experienced eelationships. Personal and
professional mentors drive self-efficacy throughhobeir high expectations and the
access they provide to confidence-building expeasr(Bennis & Thomas, 2002; Taylor
et al., 2008). This study’s research data valid#tatl mentoring relationships were
particularly important to building self-efficacy MPCC leaders.

Self-efficacy creates the confidence to lead aval-getting increases self-
efficacy (Bandura, 1989; Latham & Pinder, 2005)e TPCC medical leaders who

participated in this research were driven to créae clinics by a goal that reflected
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their professional purpose and that purpose wadyzaid by a unique clarifying moment.
Barbuto (2005) described how goal internalizatioours when an individual’'s actions

are consistent with personal values. For leadagsifieant events and experiences can be
instrumental in forming those values and clarifyindividual purpose (Bennis &

Thomas, 2002).

Role motivation theorfRMT) suggested that professionals and entrepreneur
differ in the purposes that drive them: professiem@ae motivated by the desire to help
others and by identification with their professi®walues while entrepreneurs are driven
by a desire to innovate and identify creative apphes as their own (Minet al., 1994;
Mineret al., 1989). However, in their leader-creatoesdhis study’s participants
displayed characteristics of both professionalserttepreneurs, responding to a
significant event that shaped their values by pagsa purpose-driven goal that was both
innovative and supportive of their healing professi

Motivational patterns in the leader-sustainer stag. In the transition from
leader-creator to leader-sustainer, the LSM coottnglicates MPCC leaders’
motivations shift from personal goal-striving teetheed for collegial relationships and
professional challenges. Collegiality has a duld during this stage: it provides an
essential component of the clinic’s viability byilding trust and commitment among the
physicians who practice there and it creates patdmnds that satisfy the leader’s need
for relatedness (Rogers & Holloway, 1993). As Healdre organizations increase in size
and incorporate multiple specialties, cultivatiruglegiality becomes more challenging
(Curoe, Kralewski, & Kaissi, 2003). This study stemirthat MPCC leaders are drawn to

a collaborative multidisciplinary environment inrpthirough career changes that create



relationships with other medical specialties, angart by a low need to exercise power
over others. In the MPCC environment work tasksalaively unstructured, the leader
has limited authority to reward or punish followarsl relationships between the leader
and followers are collegial. Fiedler’'s (1967) coggncy model of leadership
effectiveness predicted that individuals with a lpgwer motive and a high need for
relatedness would be well-matched to a leadersbsgipn in an organization like the
MPCC.

While the MPCC leader’s relatedness needs arsfisdtiby collegiality, mastery
needs are primarily satisfied by patient-centeividies rather than the act of leading.
Role motivation theory provides one explanatiothef principal drivers for practicing
professionals such as physicians, which includeldsires to learn, to identify with the
profession, and to help others (Mirral., 1994). The theory of flow builds on this
construct by explaining how individuals derive insic satisfaction by challenging

themselves to increase their own professional coenge (Csikszentmihalyi, 2003). In
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contrast to the leader-creator phase of developthahtlemands a sizeable investment of

the MPCC leader’s time for non-clinical activitiese leader-sustainer role enables
physicians to treat patients as well as lead te#rs, minimizing the time cost of
leadership and enabling flow experiences for timesdical leaders.

Motivational patterns in the leader-renewer stageAs the MPCC begins to run

smoothly under the management of clinical staffrtteglical leader seeks new challenges

and enters the renewal stage. In the LSM constnatitvations in the first two stages of
leading are largely personal, while in the thiragst leaders are also driven to achieve

collective goals and rewarded by the satisfactioseeing their team succeed. MPCC
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leaders experience two types of achievement mativabeing better and being best.
These motivations are consistent with the achiev¢meal construct (Elliot, 2005)

which differentiated between mastery goals useatkt@lop competence and performance
goals intended to demonstrate competence to othEéhsle some MPCC leaders favor
one type of goal over another, others are motivhteldoth mastery and performance
goals. From the perspective of self-determinaticaoty both types of goal are capable of
creating intrinsic motivation: mastery goals leadlbw experiences and performance
goals lead to competition that provides valuabé&slback (Csikszentmihalyi, 200Bgeci

& Ryan, 2008).

The leader-renewer stage evokes achievement rtiotigahat are characteristic
of both entrepreneurs and skilled leaders. Higheaeiment needs can be indicative of
entrepreneurial leaders motivated by results-ceféedback that emphasizes their
personal performance (Minet al., 1989) as well as skilled leaders who usé thwn
achievement motivations to encourage self-masteoghers (Senge, 2006). For MPCC
leaders in the leader-renewer stage, achievemaid gy satisfy the social need for
recognition as well as the competence need foepsidnal challenges.

The LSM construct in theoretical context The LSM construct identified in this
study differs from the other leadership motivatibaories in two distinct ways: the three
specific patterns of motivation experienced bypasticipants and the unique connection
between those motivational patterns and the MPGtage of development. Within the
broad study of human motivation there are thremg@ry frameworks that have been used
to describe an individual’s motivations to be allera McClelland’s (1975) leadership

motive pattern (LMP); Miner’s (1978) role motivatitheory (RMT); and Chan and



Drasgow’s (2001) motivation to lead (MTL) construdke this study’s LSM construct,
McClelland, Miner, and Chan and Drasgow descrihedtetical frameworks that
incorporated a combination of needs, cognitionsextidrnal motivations. A high level
comparison of these four frameworks is shown inlddb

Table 4

Comparison of Leader Motivation Theoretical Framekgo

Theoretical Framework Fundamental Theory

Successful non-technical managers are charactdsizachigh
Leadership Motive Pattern  need for power, a low need for affiliation, andthagtivity
(McClelland, 1975) inhibition. In entrepreneurs and low-level manageltsgh
achievement need is also common.

There are 4 types of organizations: hierarchid, tasofessional,
Role Motivation Theory and group. Leaders’ motivations are determinechbytype of
(Miner, 1978) organization they lead.

There are 3 reasons people lead: because theyienpjuy see
Motivation to Lead Construct themselves as leaders; because they feel a sotyahdd
(Chan & Drasgow, 2001) obligation; or because they value harmony. Leaders’

motivational antecedents vary according to theisoa for

leading.

MPCC leaders experience patterns of motivationdhahge
Leader-Stage Motivation predictably according to their organization’s stafe
Construct (Perrine) development and the leader’s corresponding role.

L eadership motive pattern. The 16-year longitudinal study in which McClelland

and Boyatzis (1982) validated their leadership weogattern (LMP) showed correlations

between managerial success and a high need forpawev need for affiliation and
high activity inhibition. These LMP characteristiggre typical in successful non-
technical managers, but were not typical for techininanagers. McClelland and
Boyatzis (1982) also identified that a high achreeat need was important for

managerial success at lower organizational leveitsnot higher levels. An earlier study
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by McClelland (1965) described how a high achievetnmeed was common to
entrepreneurs, in contrast to those in professiteldls. McClelland’s LMP framework

for managerial success appears to be in markedasbd this study’s LSM construct,
which features a low need for power and a modearaigh need for affiliation in the
leader-sustainer stage, and a consistent achievenwivation in the leader-renewer
stage. If physician leaders are considered to keatipng in a technical position, this
could explain the lack of consistency between th#°land LSM constructs. The LMP
framework also described management and leadersdtipations based on the hierarchy
within an organization whereas the LSM construdtdileader motivation to stages of
organizational growth.

Role motivation theory. Mineret al. (1989) initially studied role motivation
theory (RMT) with the intent to validate McClellardindings regarding achievement
motivation. Over time this framework evolved to empass four versions of RMT
associated with a particular type of organizattararchic in which duties are
determined by managemetdsk in which duties are based on individual goal
accomplishmentprofessionalin which duties are determined by occupation; grodip,
in which duties are determined by a work group @det al., 1994). The motivations for
each role flowed from the roles required of theamigation’s key performers, and so
differed substantially in each group. For exampldRMT a professional organization’s
key performers are motivated by the desires toiae¢mowledge, exhibit independence,
acquire status, help others, and identify withghefession (Mineet al., 1994). In

contrast, the task organization’s key performeesnaotivated by personal achievement,
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feedback on results, moderate risk taking, persomalvation, and future planning
(Mineret al., 1989).

While neither the professional nor the task revékin RMT individually reflect
the motivations exhibited by this study’s participg together they represent five of the
eleven motivational factors contained in the LSMstouct. Unlike the LSM construct,
RMT does not contemplate leaders who move fromseh@f motivations to another
within the same organization. Instead, it considgr®rganization’s key performers to be
actors who consistently play the roles expectetth@in. The LSM construct proposes that
a leader’s role changes as his or her organizgtiows, and that different sets of
motivations drive that leader in each successiagest

Motivation to lead. Chan and Drasgow’s (2001) motivation to lead (MTL)
construct identified three types of leader basethahleader’'s motivational factors. The
authors proposed that affective/identity leadeesiradividuals who lead because they
enjoy it and see themselves as leaders. Their atanal antecedents avertical
individualismwhich is similar to achievement motivatiqrgst leadership experience
self-efficacyandextraversion Social-normative leaders feel a social duty doichation
to lead. In addition to past leadership experiearu self-efficacy, their motivational
antecedents ateorizontal and vertical individualism, collectivistonscientiousness,
andagreeablenesdNon-calculative leaders agree to lead becauseviddae harmony in
their group, and expect no privileges or reward®tarn. Their motivational antecedents
arevertical and horizontal individualism, collectinis emotional stabilityand
agreeablenessThe MTL construct proposed that self-efficacy pagt leadership

experience can be modified through leader developmkile other antecedents are
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inherent characteristics of the individual. Althbugpth self-efficacy and achievement
motivation figure prominently in both the MTL an®&M constructs, MTL differs in its
primary focus on personality and values as motweti antecedents. Further, there is no
similarity between MTL'’s three specific leader nvation factors and LSM’s
motivational patterns and leadership roles.

The contrasts between the leadership motive pattdiP), role motivation
theory (RMT) and motivation to lead (MTL) extendybad the constructs themselves to
the populations in which they were tested. The LddRstruct was developed through
longitudinal studies of students and corporate marsa(McClelland, 1965; McClelland
& Boyatzis, 1982). The RMT task model was deriviemhf research that used small
business entrepreneurs and manager-scientistg thieilRMT professional model used
labor arbitrators as a study population (Miaeal., 1994; Mineet al., 1989). In the case
of MTL research, participants were students, mamag trainees, and those in active
military service (Chan & Drasgow, 2001; Romano, 200 he lack of similarity between
the LSM construct and other leader motivation tlesocould be due in part to its
intentionally narrow focus on physicians leading . While Chan et al.’s (2000)
research with college students showed motivatidadad was independent from their
vocational interests, it is nevertheless possi¢ individuals in similar vocations are
motivated to lead by similar factors.

Section summary.The five motive patterns that comprise the leadizges
motivation (LSM) construct are individually congst with a number of motivation
frameworks, including task and professional roldiwabion theory, the contingency

model of leadership, self-determination theory,rtieivation to lead construct and the
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achievement goal construct. However, the integrafd construct differs from other
leader motivation theories in that it establisheslationship between the leader’s
motivations and changing leadership roles durimglife cycle of an organization. From
this perspective the LSM construct enhances previesearch by tying together a
number of existing motivation theories. As a subta theoretical construct its
application is limited to MPCC medical leaders. Bitheless, it provides a foundation
for extending the study of leader motivation to mableaders in all health care settings.
Implications for Practice

This study provided two important practical fings First, physicians who lead
multidisciplinary prostate cancer clinics are dnJgy five motivational patterns that
change according to the stages of MPCC growth. i@ ¢bese motivational patterns
include a number of external factors that influetieeleader’s willingness and
commitment to lead. In practice, this allows healihe administrators who wish to create
and operate MPCCs to determine which potential ca¢taders are well suited to a
particular role; create a development plan to tiehse leaders be successful; and
structure the position to reward the leaders watspnal and professional satisfaction.
To some degree the LSM construct’s three stagk=sading — create, sustain and renew —
reflect the health care organization’s responsiegdifor recruiting, developing, and
retaining medical leaders. However, success irethesvities appears to result from a
combination of current and past experiences whigjgssts that leadership learning
should begin during graduate medical educationcamtinue through professional

development.
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Recruiting MPCC leaders.The physicians who participated in this research
became MPCC leaders through a variety of meangehere recruited from outside
their organizations, two were selected from intecaadidates, and seven originated the
idea to create their MPCC and personally drivenivard. For those health care
organizations with the identified need for a meblieader to create and grow a MPCC
this study suggests there are five factors thatlshime used to evaluate candidates: a
personal purpose that is congruent with the MP@@&sion, confidence in their ability
to lead other physicians, an orientation towardtiglisciplinary collaboration, a balance
between the drives to be better and to be bestihendesire to innovate. While dialogue
and guided self-reflection could be used to deteenai candidate’s fit with these criteria,
the MSCS assessments offer another means of meg$ask and professional
motivation. Incorporating some of the questionsrfrthese assessments into interviews
and reflection topics is one option for determinihg important balance between
innovation and professionalism in MPCC leader cdaigis.

Given that over half of this study’s participangsruited themselves as clinic
leaders, the health care organization that pre@stimultidisciplinary care in an integrated
practice unit structure might consider the facteased above when recruiting all
physicians — not just those being considered feadership position. A physician’s
ability to successfully work and lead in multidiglanary environments is increasingly
important as U.S. health care evolves into stresttinat are progressively more disease-
centric and patient focused (Lee, 2010; Porter &derg, 2007). If future research finds
the LSM construct is consistent across a broadeyeraf multidisciplinary care models,

those who recruit physicians for entry level clalipositions could use this framework to
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look beyond candidates’ technical skills and coasstteir potential to lead in a
multidisciplinary setting.

Developing MPCC leadersThis study’s results underscore the importance of
external factors in motivating MPCC leaders to t@eaustain and renew their clinics.
Some experiences, such as practicing in a multgdisary environment, focusing
personal performance on improvement versus conmetand being mentored, may
naturally begin in medical school. Others, suctirme management and goal setting, are
professional skills that may be developed througlagehysician’s career. The
andragogical approach to adult learning descrilyeldriowles, Holton, and Swanson
(2005) incorporates six principles for effectivevdl®pment recognizing the need to
learn; preferring self-direction; using prior exgence as a learning resource; tying
learning to a specific situation; centering leargion realizing individual potentiagnd
emphasizing intrinsic reward3 his approach suggests that helping physiciadevelop
as leaders is a long-term process and needs tessldach physician’s stage of readiness
to learn. The LSM construct emphasizes a correldieiween MPCC leaders’ changing
roles and changes in their motivations, which iatks that learning opportunities should
parallel the three stages of leading for theseviddals.

Based on the LSM construct, one might tailor a IH€ader development
program around the five motive patterns and thtages of clinic development. Ideally
the process would begin in medical school withrand mentoring program that
emphasized clinical and leadership skills and idetlexperiences designed to build self-
efficacy. Rather than fostering a purely objecteenpetitive environment, mentors and

professors could help students clarify their indipal values and create a life story
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congruent with personal purpose. During residdeagiership mentors might also be
drawn from other medical disciplines in order taldban understanding of
multidisciplinary collegiality. Physicians leavimgedical school with strong self-efficacy
and a highly developed awareness of their perquralose would be well-equipped to
set purpose-driven goals.

Once potential MPCC leaders enter the medicalkgsibn the LSM construct
indicates their professional development shoultuoe skill-building in three areas:
goal-setting, interpersonal skillandtime managemenGoal setting skills are essential
in the leader-creator stage when personal purposegressed by forming the MPCC and
in the leader-renewer stage when a balance is ddettereen mastery and performance
goals. Interpersonal skills are particularly valeah the leader-sustainer stage when
developing collegiality requires shared decisiorkimg and transparent communication.
Time management skills are needed during the leauiainer stage to ensure adequate
time for both clinical practice and leadershipatgs. Beyond creating programs that
deliver the right skill-building courses to thehigeople at the right time, the time-
honored method of learning clinical medicine —gpe, do one, teach one — could also be
applied to medical leadership. Giving physiciares dpportunity to observe
accomplished leaders through mentoring relatiorsshppactice leadership activities that
build self-confidence, and act as mentors to otlseas ideal strategy for developing
current and future MPCC leaders.

Retaining MPCC leaders.Research has shown that some physician leaders
experience burnout when their leadership respdit@biencroach on the time needed for

their clinical activities (Mirvis, Graney, & Kilpatk, 1999; Slockett, 2012) Participants
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in this study regularly reported that they wereestpd to lead their peers, to carry a
heavy load of patient encounters, and in some d¢asaso perform research, publish or
teach. For MPCC medical leaders whose greatestgsioinal satisfaction is derived from
patient-centered activities, streamlining leadgrshsponsibilities so that management
tasks are addressed by qualified and competemnistakey retention tactic. Including
MPCC leaders in organization-wide achievement dppdres such as the Malcolm
Baldrige quality award or National Cancer Institdesignation could be a
complimentary strategy. Both clinical and leadgpsdutivities have the potential to
create flow experiences that lead to a deep sdrsisfaction and accomplishment
(Csikszentmihalyi, 2003). When developing MPCC &ragtention strategies, the most
important factor to consider is that extrinsic resgasuch as pay and recognition do not
compensate for the lack of professional satisfaatesulting from too much work to do
in too little time.

Section summary.The LSM construct suggests a number of specifatesgies
for developing current and future MPCC leaders. étsthnding individual needs and
cognitions is essential to placing the right leadehe right role and retaining that leader
through the organizational lifecyclEurther, if additional research confirms that LSM’s
motivational patterns are consistent across a bpoadlation of medical leaders,
developing leaders should be a priority that starteedical school, continues through
residency and pervades professional practice.
Implications for Research

This study’s findings represent a much-needeti$tegp in creating a theoretical

framework for understanding why physicians are wadéd to act as leaders. Future
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research might take either of two general direstimnbuild on the leader-stage
motivation (LSM) construct presented here. The approach would be to test the LSM
model more widely with medical leaders of otheedse-specific integrated practice
units (IPUs). The second would be to use groundedry research methods to study
medical leaders in other institutional roles. Spececommendations for these two
approaches are described below.

Testing the LSM construct in other IPUs.The current study intentionally
restricted participants to multidisciplinary prdstaancer clinic leaders. As integrated
practice units become increasingly prevalent imncgior patients with chronic diseases
such as cancer, congestive heart failure and famale, the need for IPU leaders will
increase. One option for exploring the applicatbthe LSM construct is to conduct a
qualitative study with participants in diverse nikciplinary settings, using anpriori
coding scheme that mirrors the LSM motivationatgrais. Such research could further
refine this study’s methods by including individsiaho are not leader-creators of their
organizations, defining leadership for the partcits prior to data collection, and
specifically tailoring interview questions to focos LSM'’s eleven motivational factors.

The LSM construct could also be used to build antgjtative assessment tool.
This would allow a broad population of IPU medikders to be studied in order to
determine if their motivations are consistent vittbse of MPCC leaders. A quantitative
approach to future research would mitigate twdhaf study’s limitations: the researcher
bias inherent in interview-based qualitative reske@nd theoretical sampling dictated by
grounded theory research methods. Since a coreeptavhthe LSM construct is the

parallel between the medical leader’s motivatioms the organization’s stages of
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development, a quantitative assessment might betsted as a longitudinal study to
validate this connection. A quantitative study cbalso incorporate other assessment
tools to determine potential correlations betwessadér motivations and factors such as
leadership styles, followers’ perceptions of theaders’ effectiveness, and the extent of
participants’ leadership and management learning.

Replicating the research with other medical leadesx. While this study focused
purely on physicians leading IPUs, and specificaltyMPCC medical leaders, there is a
broader need for research on the motivations gfhatkician leaders. The grounded
theory qualitative method used in this study cdaddeplicated with physicians in a
range of organizational structures and roles. Theseps might include hospital
administrators such as physician chief executivcecmef medical officers, department
chairs working in academic medical centers, andagiaug partners of single specialty
medical practices. Medical leadership roles iniclihsettings might also be compared
with a cross section of physicians leading in o8®dtings such as research organizations,
ancillary medical services and the non-profit sed®epeating this study with other
physician leaders might provide the basis for aene@mprehensive theoretical model,
allowing the LSM construct to be generalized tceotmedical leader populations.

It is possible that wider research would show wadtons to lead align more
closely with organizational roles than with professl vocations, and that the LSM
construct is unique to MPCC leaders. Research naigbtshow that some motivational
patterns are consistent across all physicians wadud While others are unique to
physicians whose leadership roles support theioimggactive engagement in patient

care; that certain specialties have a greaterémncie of some motivational patterns than
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others; or that the pace of change in a partidudaith care practice affects its medical
leader’s motivations. Such variations from the L&mstruct could form the basis for
hypotheses in future quantitative research.

Section summary.As a foundation for further studies of medical lead
motivations, the LSM construct provides both a higpeis that may be tested and a study
methodology that may be repeated. More extensseareh regarding leader motivation
is needed within the realm of integrated practiciéssuas well as throughout the universe
of medical leader populations. A combination oflgaave and quantitative studies
focused on physician motivations to lead would sicgntly enhance the knowledge
base regarding this important field of study.

Conclusion

Although this study’s implications for theory, pt&e, and research have been
presented as separate discussions, the three@rglgtinterdependent. Theories of
leader motivation provide the foundation for queative research to better understand
diverse populations of medical leaders. Empirieakarch can validate these theories,
creating the basis for best practices in recrujtii@yeloping, and retaining medical
leaders. Practical applications can provide vakifdtdback to refine best practices and
generate new research in the form of case studms anedical leaders. There is much to
learn about why physicians lead, and much to censid today’s physicians develop into
the medical leaders of tomorrow. Leader-stage mbttm is a unique construct specific
to medical leadership that provides a first stefheniterative process of building a body

of knowledge about medical leaders’ motivations.
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The candid self-reflection of this study’s twelwnedical leaders should be useful
for those readers committed to building a multigikeary prostate cancer clinic as they
develop their own physician leaders. Discoverirgitttricate collection of internal
needs, cognitions, and external events that tramsfd these twelve physicians into
leaders may provide other readers with a new agir@c for motivation’s importance
and complexity. For the researcher, the most sikiiscovery was that a diverse group
of doctors experienced so many similar motivationgeir leadership journeys when
they had just one thing in common: the desire @d i@ MPCC that delivers the best care
to prostate cancer patients. Precisely becaussttiidy’s focus prevents its findings from
being applied to other medical leaders, it undeescthe need for ongoing research with
physicians in different settings. In this era wineedical leaders at all levels are a critical
link in transforming the patient’s health care exgece there is no better time to ask the

crucial question: what will motivate today’s phyars to become tomorrow’s leaders?
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Grounded Theory Study Design Dimensions
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APPENDIX B

Multidisciplinary Prostate and Genitourinary Can€dinics Identified by Researcher

Sponsoring Organization

Geographic Location

1. Beaumont Health System Royal Oak, Michigan

2. Boca Raton Regional Hospital Boca Raton, Florida

3. Boston Baskin Cancer Foundation Germantown, Teeeess
4. California Pacific Medical Center San FranciscoljfGania

5. Christiana Care Wilmington, Delaware
6. Dana-Farber Cancer Institute Boston, Massachusetts
7. Duke University Medical Center Durham, North Canali

8. Intermountain Healthcare Salt Lake City, Utah

9. Johns Hopkins Medicine Baltimore, Maryland

10. Kaiser Permanente Santa Clara, California
11. M.D. Anderson Cancer Center Houston, Texas

12. Madigan Army Medical Center Tacoma, Washington
13. Massachusetts General Hospital Boston, Massachusett
14. North Shore-LIJ Health System Lake Success, Nevk Yor
15. Oregon Health and Science University Portland, Gmeg

16. Palo Alto Medical Foundation Palo Alto, California

17. Presbyterian Healthcare Charlotte, North Carolina
18. Rush University Medical Center Chicago, lllinois

19. Seattle Cancer Care Alliance Seattle, Washington
20. Stanford Hospital Palo Alto, California

21. Thomas Jefferson University Hospital PhiladelpRiannsylvania
22. University of Alabama Birmingham, Alabama
23. University of Arizona Phoenix, Arizona

24. University of Michigan Ann Arbor, Michigan

25. University of North Carolina Chapel Hill, North Gdina
26. University of Texas San Antonio, Texas

27. Veterans Administration Health Care System San Aintolrexas

28. Veterans Administration Health Care System MiantoriBa

29. Virginia Commonwealth University Richmond, Virginia

30. Walter Reed Army Medical Center Washington, DC

Note: Some clinics may no longer be in operation
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APPENDIX C

Participant Invitation Letter

Dear Dr.(Insert Name)

You are invited to participate in a dissertation research project that is designed to study
physician leaders, and their professional motivatios. | am a doctoral candidate under the
supervision of Kent Rhodes, Ed.D., a professorhimm ©rganizational Leadership program at
Pepperdine University. You were selected for thigdg because you have been a physician
leader within a multidisciplinary cancer clinic thieeats genitourinary patients.

Your participation in this study is completely voluntary. If you choose to participate, | will
ask you to complete a one hour face-to-face orovideéerview. The interview will be audio
recorded for transcription purposes only, and teeording will be destroyed after the
transcription is complete. During the interview,uywill be asked to answer questions that
provide information about your leadership actidtiand your motivations to lead.

Your identity and the name of your organization wil be kept confidential at all times and in

all circumstances any research based on this ieteng presented. The only foreseeable risk to
your participation is the amount of time neededdmplete the interview. You will be free to
discontinue participation at any time, and to dexlio answer any interview question | ask.

Although you may not directly benefit from this @jtithe benefits to the medical profession
may include a new framework for the development, reruitment, and retention of physician
leaders involved in multidisciplinary cancer care Upon your request, | will provide you with a
copy of your interview transcript, as well as amplished papers, dissertations, or professional
presentations that take place as a result of ikésview.

Thank you for considering this request. If you imterested in learning more about participating
in this study,l encourage you to reply to this email, or contacte at ||| | | Q2 it you
have any further questions regarding the study, pay also contact Dr. Kent Rhodesjjjjp49-

¥
Sincerely,

Lisa Perrine
Doctoral Candidate
Pepperdine University

I
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APPENDIX D

Institutional Review Board Approval

PEPPERDINE UNIVERSITY

Graduate & Professional Schools Institutional Review Board

July 16, 2012

Protocol #: E0712D03
Project Title: Why Doctors Lead Multidisciplinary Prostate Cancer Clinics: A Grounded Theory
Study of Leader Motivation

Dear Ms. Perrine:

Thank you for submitting your application, Why Doctors Lead Multidisciplinary Prostate Cancer Clinics: A
Grounded Theory Study of Leader Motivation, for exempt review to Pepperdine University’s Graduate and
Professional Schools Institutional Review Board (GPS IRB). The IRB appreciates the work you and your
faculty advisor, Dr. Kent Rhodes, have done on the proposal. The IRB has reviewed your submitted IRB
application and all ancillary materials. Upon review, the IRB has determined that the above entitled project
meets the requirements for exemption under the federal regulations (45 CFR 46 -

http://www. nihtraining.com/ohsrsite/quidelines/45cfr46.html) that govern the protections of human subjects.
Specifically, section 45 CFR 46.101(b)(2) states:

(b) Unless otherwise required by Department or Agency heads, research activities in which the only
involvement of human subjects will be in one or more of the following categories are exempt from
this policy:

Category (2) of 45 CFR 46.101, research involving the use of educational tests (cognitive,
diagnostic, aptitude, achievement), survey procedures, interview procedures or observation of public
behavior, unless: a) Information obtained is recorded in such a manner that human subjects can be
identified, directly or through identifiers linked to the subjects; and b) any disclosure of the human
subjects' responses outside the research could reasonably place the subjects at risk of criminal or
civil liability or be damaging to the subjects' financial standing, employability, or reputation.

Your research must be conducted according to the proposal that was submitted to the IRB. If changes to
the approved protocol occur, a revised protocol must be reviewed and approved by the IRB before
implementation. For any proposed changes in your research protocol, please submit a Request for
Medification Form to the GPS IRB. Because your study falls under exemption, there is no requirement
for continuing IRB review of your project. Please be aware that changes to your protocol may prevent the
research from qualifying for exemption from 45 CFR 46.101 and require submission of a new IRB
application or other materials to the GPS IRB.

A goal of the IRB is to prevent negative occurrences during any research study. However, despite our
best intent, unforeseen circumstances or events may arise during the research. If an unexpected situation
or adverse event happens during your investigation, please notify the GPS IRB as soon as possible. We
will ask for a complete explanation of the event and your response. Other actions also may be required
depending on the nature of the event. Details regarding the timeframe in which adverse events must be
reported to the GPS IRB and the appropriate form to be used to report this information can be found in the
Pepperdine University Protection of Human Participants in Research: Policies and Procedures Manual
(see link to “policy material” at http://www.pepperdine.edu/irb/graduate/).

6100 Center Drive, Los Angeles, California 90045 = 310-568-5600



154

Please refer to the protocol number denoted above in all further communication or correspondence related
to this approval. Should you have additional questions, please contact me. On behalf of the GPS IRB, |
wish you success in this scholarly pursuit.

Sincerely,

i

Jean Kang, CIP

Manager, GPS IRB & Dissertation Support
Pepperdine University

Graduate School of Education & Psychology
6100 Center Dr. 5th Floor

Los Angeles, CA 90045
[ean.kang@pepperdine.edu

W: 310-568-5753

F: 310-568-5755

cC: Dr. Lee Kats, Associate Provost for Research & Assistant Dean of Research, Seaver College
Ms. Alexandra Roosa, Director Research and Sponsored Programs
Dr. Yuying Tsong, Interim Chair, Graduate and Professional Schools IRB
Ms. Jean Kang, Manager, Graduate and Professional Schools IRB
Dr. Kent Rhodes
Ms. Christie Dailo
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APPENDIX E

Consent for Research Study Form for Participants

Consent for Research Study
“Why doctors lead multidisciplinary prostate canckmics:
A grounded theory study of leader motivation”

l, , agregaiticipate in the research study
being conducted by Lisa Perrine, a doctoral caneidader the direction of Dr. Kent Rhodes at
Pepperdine University. | understand my participatiothis study is strictly voluntary.

| have been asked to participate in a researclegrdtjat is designed to study physician leaders
and their professional motivations. The study wéfuire one meeting of approximately one

hour. | will be asked to answer questions that ig®@information about my leadership activities,

and my motivations to lead. | have been askedamigpate in this study because | am a

physician who has acted in a leadership capacityinva multidisciplinary cancer clinic.

I understand that | will be recorded if | decideparticipate in this study. The digital audio
recordings will be used for research purposes ofiljpese recordings will be transcribed, and
destroyed after the transcriptions are completectEdnic copies of the transcriptions will be
stored in a locked commercial safe at the invesiitmprivate residence, and will be destroyed
after five years.

I understand that the potential risks of partidimatin this study are no greater than those
encountered in daily life, or the performance obatine physical or psychological examination
or test. In the event that | experience boredoifatigue, | understand a break will be provided at
my request.

| understand there is no direct benefit from payéiion in this study, and that | will not be
compensated for my participation. However, the bBenéo my profession may include a new
framework for the development, recruitment, ancemgbn of physician leaders involved in
multidisciplinary cancer care.

| understand that my refusal to participate in gtigdy will involve no penalty or loss of benefits
to which | am otherwise entitled. | also understdimak | may discontinue participation at any
time, without penalty or loss of benefits to whicm otherwise entitled, and that my withdrawal
from the study would have no effect on my relatlopswith the investigator or Pepperdine
University. | have the right to refuse to answey guestion | choose not to answer.

I understand that no information gathered from gy participation will be released to others
without my permission, or as required by law. lesgto permit the investigator to refer to me by
a pseudonym from a “generic organization” when ifigd of this study are presented. |
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understand my identity and the name of my orgainizatill be kept confidential at all times, and
in all circumstances any research based on thesvietv is presented. | understand that upon my
request, the investigator will provide me with gogmf my interview transcript, as well as any
published papers, dissertations, or professioneggutations that take place as a result of this
interview.

I understand that the data gathered from my stualyigipation will be stored in a locked
commercial safe at the investigator’'s private resak. The data will be maintained in a secure
manner for 5 years at which time the data will bsttbyed.

| understand that if | have any questions regardhey study procedures, | can contact Lisa
Perrine afj G < 2. o get answers to my
questions. If | have further questions, | may achtDr. Kent Rhodes at 18111 Von Karman
Avenue, Irvine, CA, 92612, or |l 00. Have further questions about my rights as a
research participant, | may contact Dr. Doug Lei@hairperson of the Institutional Review
Board at Pepperdine University, at 6100 Center &r8! Floor, Los Angeles, CA, 90045, or at

3

| understand, to my satisfaction, the informatiom the consent form regarding my
participation in the research project. All of myegtions have been answered to my satisfaction. |
have received a copy of this informed consent fatmich | have read and understand. | hereby
consent to participate in the research describedeab

Participant's Signature Date

| have explained and defined in detail the researokedure in which the subject has consented
to participate. Having explained this and answerneg questions, | am cosigning this form and
accepting this person’s consent.

Principal Investigator's Signature Date



APPENDIX F

Core Interview Questions

. Would you describe your leadership roles and resipdities as they relate to
this multidisciplinary cancer clinic?

. What was your first leadership experience?

. Will you tell me the story of how you became a lexaith this
multidisciplinary cancer clinic?

. What attracts you to leadership today?

. Did you have to give up anything you valued to lmee@ medical leader?
. How have your thoughts and feelings about leadersanged over time?
. What future do you envision for yourself?

. Is there anything else you'd like to share thatuoed to you during our
conversation?

. If I had simply asked “what motivates you to leati®v would you have

answered?
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APPENDIX G

Sample Leader Life Story

Category Participant 3 Verbatim Quotes from Transciipt

Clarifying | don’t know if you're familiar at all with a manamed [name] at [university] who does a

Moment lot of work with communication to patients abounhcar diagnoses. That was a stepping
stone to me. | heard him being interviewed on NRiRm was going through
chemotherapy, and that’'s what got me started ohipggor a multidisciplinary prostate
cancer clinic.

Living with My interest in it and how | kind of got launched ibrs I'm a breast cancer survivor and

Purpose it's actually when | was undergoing treatment fgrbreast cancer three years ago that |
became very interested in the delivery of careatacer patients. Being on the other side
of the medical team was a very eye-opening expegiamd that's what kind of got me
interested in it, and it happened to dovetail witin medical center really ramping up.

Setting Historically surgeons tend to be biased towardemyrgnd | particularly felt that within

Goals my department, as | think is probably typical ofsnorology groups, patients weren't
necessarily being given a fair presentation of veliaheir options were. And an
advantage of the multidisciplinary clinic's pategetting more balanced presentation of
what their options are and by doing it the way wealone it it's a very standardized
presentation that everyone's basically hearingaimee information.

Finding We're in the process of getting accreditation t@lm®mprehensive cancer care center,

Flow and | became the urology person representing quartteent on that committee, and so
all of it kind of goes together. And as a side ¢hive’re just about to go live with an
innovation project that | developed to monitor pats with prostate cancer.

Being I'm hoping to get some of the projects I've beenkmg on implemented across the

Best region. And in that sense I'm willing to take th&p in terms of the monitoring, or in
terms of trying to implement multidisciplinary dias. But outside of this, | don't know,
I'm still very happy to leave leadership to peopteo seem to manage their time better
than | do.

Balancing Both of us spend a lot of time at home working. 8¢y is now 14 and finally getting to

Time an age where he's got a lot of stuff that he wengpend his own time doing, and | think
he's finally transitioning to respecting the tirmelanergy | put into my job. But it's
definitely been difficult to balance the two.

Being The two things that definitely got me to kind ofgtout of the behind-the-scenes work |

Mentored was doing was my illness and my husband, who’sitaki®t of leadership roles himself.
He's a [hospital] physician — it's a second mariéay both of us — and he's one of the
few [specialists] in the region.

Believing in And he kind of has made me realize that | have ®loffer, and so it's been a

Self combination those two have given me the confidéoaD it.

Changing The other thing that | am very passionate aboendsof-life care, and being much more

Course open with patients of what their options are. Foriaf period of time | even considered
branching out into palliative care, but then thiaihtt seem so feasible. But I'm so happy
that that's a growing specialty because | feel siones, because we can do so many
things for people, too many physicians think ieisier to just do things rather than the
have lengthy discussions with families and patiahtsut the fact that just because we
have the ability, it doesn't mean we should be glewverything for everybody.

Limiting | don’t mind doing limited stuff, but there are beffely people who really, really like the

Power power of the leadership roles, and that's jusimpstyle.

Enjoying We've gotten so busy, and the medical center'ssgadb big, and there’s so much

Collegiality electronic communication that opportunities foelimteraction have become less and

less. And | love being in another department waykaith colleagues who | do enjoy and
respect. So it's that aspect, the patient aspettrancollegial aspect.
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