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ABSTRACT

Traditionally leadership roles in health care are
those individuals who have a formal title. With this title
their responsibilities include hiring, monitoring and
evaluating those under their direct supervision. Theories of
leadership have conformed with this perception and
ascribed a leader as an individual who has some
characteristics that are associated with one who leads or
who has skills to guide others. More recently, leadership
scholars have challenged this view in light of the shifting
trends towards team based practice in organizations, and in
particular health care settings [1-4] (Raelin, 2017; Pearce,
2004). Raelin advocates for a view of leadership as a
practice (2009) while Pearce believes that leadership
comprises both the traditional vertical leader as well as
those teams who work cooperatively together to achieve

the intended goals (2002). Others have explored the

application of shared leadership as a means to address the
leadership existing within teams [2, 3]. Edmonstone also
discussed the importance of focusing on clinical leadership
as a part of sharing the leading with health providers in
direct care, but no framework for this form of practice was
presented (2009). Shared leadership as an approach to
leadership has arisen from education. It is applied more
frequently in an action learning context where a problem is
brought forward and a group works together to explore and
evaluate strategies that can address the same. In healthcare
the need for both accountability and responsibility for care
provided by each health professional in a team must be
based on a shared and focused goal for specific patient care.
This shifts the need from a collaborative exploration of
shared interests to the need to address varying issues
associated with each patient they provide care for. Thus,
the term collaborative leadership has been identified as

fitting more appropriately within healthcare to reflect a

constant changing of the strategies needed to be
implemented for each patient.
The implementation of the Canadian

Interprofessional Health Collaborative's Interprofessional
Collaborative Competency Framework (CIHC) in 2010 [5]
identified collaborative leadership as a competency for
health providers who share the leader role as collaborators
within their teams. In the competency framework
collaborative leadership was identified as a competency
domain and described as: “learners/practitioners work[ing]
including

together with all participants

patients/clients/families, to formulate, implement and

evaluate care/services to enhance health outcomes” (CIHC,
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2010, p. 15). The purpose of this report is to present the
evolution of and initial testing of an instrument to capture
collaborative leadership perceptions by healthcare team

members.

Key Words: : Clinical Outcomes, Health Economics, Health
Policy, Health Process & Outcome Evaluation, Health

Services & Systems, Population Health.

LITERATURE REVIEW

An obstacle to the complexity of care today within
a bureaucratized health system and institutions charged
with increasing productivity while controlling costs currently
exists. The new managerialism [6] has created a
disconnection between the growing complexity of patients
with multimodal health and social challenges seeking care
within a managerial structure that focuses on standardized
approaches to care within clusters of like-patient health
challenges (i.e. COPD or diabetes). While the above
approaches are valuable in the business world, in health
care more and more patients need to be attended to using
individualized approaches. Hence, while managerial
structures will continue to be the norm for the foreseeable
future, interprofessional client-centred collaborative teams
need the capacity to shape and enact care that is not
dependent on decisional control from formalized
institutional structures [7]. This in no way diminishes the
need for structures, but we need ones that allow for
responsiveness to immediate issues at the direct care
interface with those seeking care. To consider how such
new structures might function, a theorized model that
presents the inter-relationship between the vertical (formal)
leader [8] and the collaborative team emulating an adapted
set of Kouzes & Posner’s leadership practices (2006) with a
linkage between the vertical and collaborative leaders
through Gitell, Godfrey & Thistlethwaite’s relational
coordination framework (2013) [9]was proposed by Orchard
and Rykhoff (2014).

To consider what might then comprise the
collaborative leadership within teams an extensive review

of literature was undertaken to assist in refinement of the

Open Access

meaning of this form of leadership. Our first approach to
this task was to carry out a concept analysis of collaborative
leadership [10]. Four attributes of collaborative leadership
were identified as: a situational interactive process [11-14],
involving collaborative interdependence [15-17], and using
shared assets [15, 18] (McComb & Simpson, 2014), while
sharing a capacity to lead [19] (Dow et al, 2013). A further
review of literature was undertaken. Key aspects identified
included that collaborative leadership occurs when all
members of a team, including the patient/family,
symbiotically [20] accept their capacity to lead [21] the
group by demonstrating mindfulness of the value in working
together [22, 23], and using their shared assets to assist the
patients to reach achievable and desired health outcomes.
While some work around elements of practice was done in
the area of clinical leadership [24, 25] for example Patrick,
Laschinger, Wong, and Finegan (2011) published a measure
for staff nurses providing direct care that utilized Kouzes
and Posners’ Leadership Elements [26], none of these
studies focused on the attributes being used related to
team collaborative leadership. This resulted in considering
the identified attributes from the concept analysis to create
a measure of this form of leadership. Sinclair and Orchard
reviewed the attributes identified by Rykhoff, Orchard &
Wong (2015) to determine how they might be assessed
objectively by health professionals. This review resulted in
two of the attributes (situational interactive process and
collaborative interdependence) needing to be re-focused on
a component associated with the named attributes.
Situational awareness process became a symbiotic
relationship dimension while collaborative interdependence
was refocused on mindfulness. Both shared assets and
capacity to lead were retained. Operational definitions for
each were then generated — symbiotic relationship (5 items)
“is a collaboration in which both team members have their
own well-established roles and mutually adapt to changing
demands of the dynamic”; mindfulness (9 items) “is a
thoughtful and extended focusing on one’s attention on
immediate experiences as they transpire”; shared assets (7
items) includes ‘an environment that encourages an

openness to distribute knowledge, skill and expertise within
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a team; and capacity to lead(7 items) “is a willingness to
both lead and accept accountability for the position of
leadership” [27]. As the items were generated within each
of the dimensions for the instrument care was taken to
ensure all aspects associated with each dimension were
captured. The outcome was development of the 28-item
Assessment of Interprofessional Collaborative Leadership

Scale (AICLS) (Sinclair & Orchard, 2018).

Symbiotic relationships
1. help the members to appreciate their
contributions to the group’s teamwork
2. encourage team members to value each other’s
individual expertise
3. encourage team members to harness their
complementary capabilities (shared knowledge,
skills & expertise) to address care plans
4. allow all team members to have a chance to
voice their opinions
5. promote the team members’ seeing their shared
outcomes as meaningful and valuable.
Mindfulness
6. encourages team members to develop processes
to lead to creating a shared decision-making
environment
7. encourages team members to focus beyond the
status quo (i.e. normal way of doing things) on
relevant key issues
8. encourages team members to consider creative
solutions to complex patient/client care planning
9. encourages team members to re-evaluate
traditional ways of dealing with similar situations
10. encourages open discussions amongst all team
members around patient care issues
11. is receptive to supporting team member
suggested changes
12. encourages team members to adapt to varying
situations
13. encourages team members questioning of

things that do not make sense
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14. supports team members’ creative innovation in

solutions where there is uncertainty to patient/client care

planning.

Shared assets

15. ensure there are opportunities for all team
members to share their perspectives around
patient/client care planning issues

16. encourage team members to establish shared
goals around their teamwork

17. facilitate team members’ adjustments to
situational role needs

18. encourage team members to participate in
accepting responsibility for their contributions
within team decision-making processes

19. the decision-making process focuses on shared
goals of all team members

20. there is attention to encouraging integrated
perspectives to facilitate shared decision-making
processes  within  patient/client care plan
development

21. when plans of care are implemented the work
is distributed across the team members depending

on members’ capabilities

Capacity to lead

22. team members support patients/clients being
the collaborative leader

23. team members are willing to serve in a team
leading capacity when asked

24. all team members accept ownership and
accountability for their shared teamwork

25. all team members contribute to common goals
shared by the team

26. team mentor one another to be able to lead
the team effectively

27. there is support for the leader of the team
rotating depending on the needs for our
developing care planning

28. together we select the leader for our team.
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METHODOLOGY

Study Design

A two-stage testing process was undertaken
including a content analysis validation assessment followed
by a full testing of the AICLS using a cross-sectional
validation of the AICLS with 101 health care professionals
reflecting a wide range of professional groups was carried
out in a community general hospital in Southern Ontario,
Canada.

Content Validity Assessment was carried out in
May 2018. A group of 12 international interprofessional
collaborative practice experts were contacted and
requested to complete both an online 28 item version of
the AICLS rated on a 5-point scale (1 = not at all to 5 =
always) with a content validity index [28] using a 4 point
relevancy scale (1 = completely irrelevant to 4 =extremely
relevant). Six of the experts completed the instrument and
CVI index. The overall CVI mean was 15.32 (SD = 0.65) all of
the subscales were rated from 3.66 to 3.96 (symbolic
relationships M = 3.96, SD = .08; mindfulness M = 3.84, SD =
.13; shared assets M = 3.86, SD = .23; and capacity to lead M
=3.66, SD = .21). Based on these results the AICLS was rated
as highly relevant. When individual items were reviewed

only one item received a score below 3.5 which resulted in a

revision in the item wording for stage 2 testing.

Testing the instrument

In the 2nd stage the revised 28 item AICLS was
uploaded into an online Qualtrics program for further
testing to determine if the AICLS and its dimensions
(symbolic relationship, mindfulness, shared assets, and
capacity to lead) measured the overall construct of
collaborative leadership within health providers. And

secondly, what is the level of collaborative leadership within

health providers working in teams within a hospital setting?

Sample/sampling frame

Health providers working within a Southwestern
hospital were approached by an administrator following
ethics approval for the study by HREB at Western University

and the hospital ethics review committee. The sample size
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required was 400 to allow for both an exploratory factor
analysis (EFA) and a confirmatory factor analysis (CFA) of
the instrument. Unfortunately, only a total of 101
respondents participated in the initial testing of the AICLS.
Therefore, only descriptive statistics and the instrument
reliability can be assessed at this time. Further testing is in

the planning stages at two international sites.

Data Analysis

SPSS version 26 was used to analyzed instrument
dimensions for their means, standard deviations, and sums
by items and collaborative leadership overall. This was
followed by assessment of AICLS reliability using Cronbach’s
a for each dimension and then collaborative leadership
overall. Collaborative leadership had a mean of 104.82 (n =
78; SD = 16.75); mindfulness had a mean of 33.56 (n = 64;
SD = 6.06); shared assets had a mean of 26.18 (n = 65, SD =
4.90); and capacity to lead had a mean of 25.41 (n =54, SD =
4.14). The preliminary evidence of reliability of the
instrument was .96 and the dimensions ranged from .85 to
.92). Therefore, there is likely some redundancy in the items

(see Table 1).

Table 1. Interprofessional collaborative leadership

dimensions by means, standard deviations, internal
consistencies
NO OF
DIMENSION ITEMS | n M(SD) a
SYMBIOTIC
RELATIONSHIPS 5 78 | 19.35(3.19) 0.87
MINDFULNESS 9 64 | 35.56(6.06) 0.92
SHARED ASSETS 7 65 | 26.18(26.18) | 0.92
CAPACITY TO LEAD 7 64 21.69(3.55) 0.85
INTERPROFESSION
AL COLLABORATIVE 101.11(16.3
LEADERSHIP 28 56 0) 0.96

This was further confirmed when item-item

correlations were carried out. A number of items across
both mindfulness and symbiotic relationships inter-item
correlations were above .40 which indicates likely
redundancies exist. There were fewer items in the shared

assets dimension that were outside of the .40 upper range
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of recommended correlations. Capacity to lead seems to
show higher inter-item correlations residing well above the
.40 [29]. Therefore, it is likely once further data sets are
available for a fulsome psychometric analysis that capacity
to lead may not be a final dimension in the instrument.
None of the items has inter-item correlations below .20.
Thus, based on this initial analysis it appears that a number
of items are assessing a small aspect of the construct [29]. It
is anticipated that once further testing is completed and
both an exploratory (EFA) and confirmatory factor analyses
(CFA) are carried out we will be in a position to refine the
instrument and gain a fuller understanding of its model fit

indices.

Findings

While  the importance of  team-based
interprofessional collaborative leadership is one of the
essential competency domains in interprofessional client-
centred collaborative practice, to date being able to
understand its dimensions and occurrence in present health
care provider teams has been elusive. This initial reported
work begins the path to potentially gain both. It is believed
that the presence of effective collaborative leadership may
result in improvement to patients’ health outcomes by:
advancing interdependent working relationships among
team members; facilitating effective team processes;
facilitating effective shared decision making; establishing a
climate of shared decision making, shared expectations; and
integrating principles of continuous quality improvement to
work processes and outcomes [30-32]. Further testing of
the AICLS may determine if it is a reliable and valid
instrument to be used to measure collaborative leadership
within interprofessional health care team. Once further
testing occurs and the dimensions within the AICLS are
finalized a beginning means for further in-depth studies of
what comprises the work within the AICLS dimensions will
be needed. Research questions such as how does leadership
function within IP collaborative teams? How might the
current formal leadership roles or managerial positions

evolve as the collaborative teams continue to recognize

their collaborative leadership impacts on complexity of
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care? Will accountability for outcomes shift as teams
recognize their collaborative roles within patient care goals?
Further study if teams recognize their roles in collaborative
leadership, or is it just becoming a standard of care to have
interprofessional collaboration impacting outcomes? It may
also provide a beginning understanding of components
needed to be included in healthcare team development
programs to learn more about what comprises the
processes involved in this form of leadership. Further work
is also needed in fully understanding the dynamics occurring
within IP collaborative teams that supports its leadership.
This paper is intended to be a beginning to further
studies in this important component in interprofessional

collaborative teamwork.
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