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Abstract
Purpose – This study aims to explore the structural aspects (roles, responsibilities and reporting) of dyad
leadership in one health-care organization (HCO).

Design/methodology/approach – The perceptions of 32 leaders (17 physician leaders and 15 dyad co-
leaders) in formal leadership positions (six first-level with formal authority limited to teams or divisions, 23
middle-level with wider departmental or program responsibility and three senior-level with institution-wide
authority) were obtained through focus groups and surveys. In addition, five senior leaders were interviewed.
Descriptive statistics was used for quantitative data, and qualitative data were analyzed for themes by coding
and categorization.

Findings – There are a large number of shared responsibilities in the hybrid model, as most activities in
HCOs bridge administrative and professional spheres. These span the leadership (e.g. global performance
and quality improvement) and management (e.g. human resources, budgets and education delivery)
domains. The individual responsibilities, except for staff and physician engagement are in the
management domain (e.g. operations and patient care). Both partners are responsible for joint decision-
making, projecting a united front and joint reporting through a quadrat format. The mutual relationship
and joint accountability are key characteristics and are critical to addressing potential conflicts and
contradictions and achieving coherence.

Practical implications – Clarity of role will assist development of standardized job descriptions and
required competencies, recruitment and leadership development.

Originality/value – This is an original empirical study presenting an integrated view of dyad leaders and
senior leadership, meaningful expansion of shared responsibilities including academic functions and
developing mutual relationship and emphasizing the central role of stability generating management
functions.
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Introduction
Leadership has been identified as an important attribute in improving quality and
performance in health-care organizations (HCOs) (Ferlie and Shortell, 2001; Baker et al.,
2008). Health-care leadership competencies and abilities have been articulated in a number
of frameworks – such as the Health-care leadership alliance competency model (Stefl, 2008),
the NCHL Health-Leadership Competency Model (Calhoun et al., 2008), the NHS framework
(NHS: The National Health Service – Institute for Innovation and Improvement, 2006) and
the LEADS framework (Dickson et al., 2010) – and this repertoire of competencies is large.

HCOs are examples of complex adaptive systems with coexistence of business and
professional paradigms. The workforce predominantly comprises knowledge workers; the
latter are those who are engaged in knowledge mobilization and to a variable degree in
knowledge generation. It is believed that the talent required to lead in a complex
environment and to manage knowledge workers in an information age is unlikely to reside
in one individual alone (Pearce, 2004). There is a need to integrate administrative and
clinical governance (Dobrow et al., 2008). Based on analysis of disparate physician and
traditional (bureaucratic) health-care organizational cultures, arguments for sharing
leadership between clinician leaders and non-clinician administrators in the health-care
settings have been put forward (Merry, 1994). This sharing of roles between two or more
individuals is the basis of the dyad leadership model in health care. There is substantial
theoretical and empirical support from shared (emphasizing a dynamic and interactive
influence) (Pearce and Conger, 2003), collaborative (emphasizing commitment, sharing of
power and burden) (Chrislip and Larson, 1994), connective (emphasizing bringing together
of diverse and conflicting groups) (Lipman-Blumen, 1996) and distributed (emphasizing
leadership in a pool of talent and the need for coherence making) (Gronn, 2002) leadership
theories.

In dyad leadership, two persons, a manager [with one or more non-medical backgrounds
and training and referred to variably as a dyad co-leader (DCL), manager, executive director,
non-physician leader (PL), administrative lead, administrative co-manager or professional
executive] and a physician/medically trained individual (referred to as a PL or medical
leader) share the responsibilities. In some instances, the administrative leader has a nursing
or technical background. To achieve organizational goals the two leaders in the dyad
leadership model usually have different primary areas of responsibility, e.g. DCLs are
responsible for fiscal, and operational management and PLs/medical leaders ensure optimal
patient care.

Only a few peer-reviewed studies have addressed the topic of dyad leadership in health
care. Complementary skills and proactive conflict resolution were identified as essential
variables correlating with positive clinical and management outcomes (MacTavish and
Norton, 1995). Organizational support and role definition were found to be crucial for the
success of shared leadership; however, finding a balance in this shared governance model
was difficult (Daiker, 2009). An empirical study within the organizational context of
integrated health systems with physicians as employees of the health-care enterprise
described the rationale of dyad leadership in terms of market pressures, proposed a design
(shared and individual responsibilities) and described the influence of psychological
underpinnings and organizational culture (Zismer and Brueggemann, 2010). The
perceptions of three senior executives at Fairview Red Wing Health Services in Minnesota
are the subject of a descriptive report on the development and implementation of the dyad
model (Baldwin et al., 2011).

The usefulness of the dyad model in achieving high performance in HCOs is referred to
in some studies where shared leadership models representing partnerships between
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clinician leaders and managers have been implemented. Intermountain Health is highly
regarded as a high performing health-care system (Baker et al., 2008) and has a shared
leadership/management structure for its clinical programs – which includes a physician, a
nurse administrator and in many areas an administrative leader, at the regional and central/
systems level (Baker et al., 2008; IOM: Institute of Medicine, 2007). The physician medical
group leaders and the health plan leaders at Kaiser Permanente are required to work
together for the success of the entire organization (Crosson et al., 2004). The shared
leadership structure at the Ottawa Hospital, in effect since 2002, is considered to be a success
by the CEO, Dr J. Kitts as evidenced by significant improvements in quality and safety of
patient care, efficient management performance and financial stability (personal
communication, March 1, 2012).

The desired end result of the dyad model is highly effective leadership while the risk is
creating a system with parallel streams for responsibility and accountability plagued with
power struggles where the partners simply go through the motions of shared leadership.
The present study describes one HCO’s experience with the structural aspects (roles and
responsibilities and reporting format) of the dyad leadership model. The findings from this
empirical study add to the current literature by analyzing perspectives of dyad leaders at
different hierarchical levels and integrate these findings with senior leadership’s experiences
with early implementation and long-term vision. Our findings are sufficiently distinct from
other models in peer-reviewed and grey literature and add the dimensions relevant to
academic health centers.

Methods
The purpose of our study was to determine the roles and responsibilities and reporting
structure of the dyad leadership model in health-care setting. This was achieved by using
data on perceptions of key leaders in a health-care setting in Canada – the Saskatoon Health
Region (SHR) – and reviewing extant leadership literature.

Organization
SHR was a Regional Health Authority and an academic HCO in the province of
Saskatchewan in Canada. As of December 04, 2017, SHR has become part of the new
province-wide Saskatchewan Health Authority, which has adopted a dyad model for some
aspects of its senior leadership. At the time of this study (2010), SHR provided a
comprehensive range of health services (including hospital service, ambulatory care, mental
health, community health, long-term care and rehabilitation) to approximately 30 per cent of
province’s population (over 300,000 residents spread over 32,000 square km in
predominantly – 84 per cent – urban areas) of Saskatchewan. These services were offered
through 10 hospitals, 29 long-term care facilities, 12 primary health-care sites, 14 public
health sites and various community and business locations and private residences. There
were more than 13,000 staff and 847 physicians and an estimated 8,000 volunteers. The
departments and programs had a mix of the traditional leadership structure (one person
responsible for the operation of the unit, program, department, etc.) along with the then
relatively recent dyad leadership model (since 2007 winter) in many areas, mostly at the
middle hierarchical level.

Participants
The DCLs and PLs in this study represented three different levels distinguished by the
hierarchy in the organizational structure and the scope of the positional authority (Adair,
2003):
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� first-level with limited scope, e.g. heads and managers of divisions and team leaders;
� middle-level with a wider scope of responsibility, e.g. heads and directors of a

department or cross-departmental programs (such as chronic disease management);
and

� senior-level with institution-wide scope of authority, e.g. senior leadership team
(SLT) members, CEO and members of the board of regional health authority.

There were 37 participants. Recruitment letters were sent to all first-, middle- and senior-
level leaders. The response rate to participate in the event study was 25 per cent for first-
level (dyad leadership model was least implemented at this level at the time of this study), 54
per cent for middle-level and 35 per cent for senior-level leaders. The sample in the survey
and focus group portion of the study (n = 32) was heterogeneous by age and experience
(Table I) and in this sample, there was a slight male preponderance (17:15) and more DCLs
compared to PLs (17:15). Purposive non-probability sampling of senior leaders at the SHR
(SLT members, SHR Board members and Special Advisor to the Saskatchewan Academic
Health Sciences Network) was used to select the participants for the interviews (n = 5); six
senior leaders were contacted and five agreed to participate (83 per cent response rate). All
senior leaders had considerable experience in leadership roles (>20 years) and had been
recognized locally and nationally for excellence in leadership.

Mixed methods study
A mixed methods approach, using complementarity of qualitative and quantitative
methods, was used in conducting this study. Data were collected over a period of six months
(January-June 2010). Half-day long sessions were conducted, which had components of
facilitated conversations (focus groups) and short surveys; we called these event studies. In
addition, semi-structured interviews were conducted. The qualitative component (focus
group and semi-structured interviews and open ended components in surveys) heavily
outweighed the quantitative component, as it is best suited to explore contextual richness
and complexity of leadership (Creswell, 1994).

Event study
Small groups of four-five participants per group were allowed to form spontaneously from
among the leaders. The participants were asked to consider, discuss, reflect and summarize
their thoughts, feelings and experiences in seven broad areas (two relevant to this study are
mentioned below). The event study began with a brief introduction and explanation of the

Table I.
Demographic

information for first-
middle- and senior-
level leaders in the

event study

Category

Total no. of
participants

n (%)*

No. of
physician co-
leaders n (%)*

No. of DCLs
n (%)*

Gender
(M:F ratio)

Age
(mean)

Years in leadership
position(s) (mean)

Event study
First-level 6 (19) 3 (20) 3 (18) 1:2 45.5 9.2
Middle- level 23 (72) 10 (67) 13 (77) 13:10 49.4 9.4
Senior-level 3 (9) 2 (13) 1 (6) 2:1 59.3 20.7
Total 32 (100) 15 (100) 17 (100) 17:15 49.6 10.4

Note: *Values may not add up to 100% due to rounding
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process. Each participant was asked to provide brief demographic information and their
simplest definition of leadership. This was followed by sessions on the following topics:

� dyad leadership structure in health care; and
� functions of dyad leadership.

The total time of 30 min for each session was divided as follows; initial 15 min for discussion
on a predetermined question among the groupmembers followed by recording the summary
of their discussion on a flip chart or a sheet of paper. Then there was a discussion among all
groups for 10 min on the key points. During the last 5 min each participant was asked to
complete a short survey individually. The data were collected in the form of flipchart
writings, summarized reports and short surveys. The 5-min surveys were kept short with
clear and simple instructions. The questions were drafted to avoid negatives and each
question asked for only one piece of information. The survey questions were pilot tested by
three leadership content experts and two researchers with experience in humanities research
to ensure clarity, time and length. A facilitated conversation approach guided the focus
group interview component (with some sessions undergirded by an appreciative inquiry
approach) of the event study. The relevant focus group questions and surveys are attached
as appendices to this manuscript.

Interviews
The semi-structured interviews were based upon a set of general questions (Jamieson, 2004;
Gall et al., 2007). The main interview questions drew from the grounded theory’s social
constructionist orientation and were informed by the research questions. The questions
required responses based on personal understanding of general and dyad leadership. Pilot
testing of the interview questions to establish the trustworthiness and credibility of the
questionnaire (n = 2) was performed and based upon the feedback, changes were made to
encourage sharing of unique experiences and imagination. The interviews incorporated an
“ethic of care” (Fontana and Frey, 2000) aimed at developing trust and openness between the
researcher and the participant(s). The interviews lasted approximately one to one and a half-
hour. In a few instances, based upon the participants’ responses, a few open-ended questions
were used to further explore the topic(s). The participants were encouraged to recall stories
and experiences. The data were collected by note taking and tape recording. The audio
recordings were transcribed.

Data analysis
The structured response data, e.g. participant characteristics in the surveys and Likert scale
data, were interpreted through descriptive statistics. Themes extracted from the open-ended
and write-in responses from the surveys and interview data were analyzed by content
analysis (coding and categorization).

Results
The findings are presented in the following sections: roles and responsibilities and reporting
structure. For each subsection the quantitative survey data are followed by themes
identified collectively in the open-text comments, focus group findings and interview
findings; these are reported in broad themes through paraphrasing and anonymized quotes
in inverted commas.
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The roles and responsibilities of dyad partners
These are described in the following subsections.

Role definition and clarity. The Likert scale data are depicted in Table II. Only a minority
(21 per cent) of the participants (all of whomwere PLs) felt that physicians should be overall
leaders while the DCLs are responsible for management roles only; 58 per cent participants
did not agree with this contention (Q 1). The majority (68 per cent) (almost equally split
between PLs and DCLs) did not agree with a complete separation of the areas of
responsibility such that there would be no overlap of roles between the dyad partners (Q 2).
There was however, considerable disagreement regarding the clarity of job description
(Q 4) – some desiring a loosely defined format (51 per cent) while others in favor of clear role
descriptions (42 per cent). Most participants felt that the PLs do not need to be the most
responsible person when a critical incident occurred (Q 8) and that both DCLs and PLs
should be involved.

Table II.
Survey findings on

the roles and
responsibilities of

dyad partners

S. no. Survey question

Strongly
disagree
(%)

Disagree
(%)

Neutral
(%)

Agree
(%)

Strongly
agree (%)

1 The physician co-leader provides a
leadership role (future direction, strategic
planning) and the DCL is responsible for
overall management role (budgeting, daily
operations and adherence to policies and
procedures)

6/31 (19) 12/31 (39) 6/31 (19) 6/31 (19) 1/31 (3)

2 Each DCL takes responsibility for only
certain areas in overall management/
leadership (e.g. developing budgets,
developing clinical best practice plans)

2/31 (7) 19/31 (61) 3/31 (10) 6/31 (19) 1/31 (3)

3 The dyad leadership team interacts with the
supervising dyad as a quadrat rather than
physician co-leader working with the
physician leader (e.g., Dept. Head or VP
Medical) and the DCL working with the
director

2/31 (7) 4/31 (13) 4/31 (13) 13/31 (42) 8/31 (26)

4 It is best to leave the structures, roles and
responsibilities a little loosely defined

x 13/31 (42) 2/31 (7) 15/31 (48) 1/31 (3)

5 Makes most decisions jointly with DCL 1/29 (3) 4/29 (14) 2/29 (7) 17/29 (59) 5/29 (17)
6 With the DCL, presents a unified front to all

health-care team members
x x 1/31 (3) 22/31 (71) 8/31 (26)

7 Each DCL ensures effective input for shared
areas of responsibility (e.g. customer
service, quality)

x 2/31 (7) 2/31 (7) 20/31 (65) 7/31 (23)

8 When faced with a critical incident, the
physician co-leader must be the most
responsible person

5/30 (17) 12/30 (40) 7/30 (23) 5/30 (17) 1/30 (3)

9 Dyad leadership model taps into the
complementary roles of medically qualified
personnel and persons with business skills

x 1/32 (3) 4/32 (13) 21/32 (66) 5/32 (16)

10 Dyad leadership model is better at
managing physician performance

2/31 (6) 8/32 (25) 6/32 (19) 12/32 (38) 3/32 (9)

11 Dyad leadership model is an innovative
approach to engage physicians

x 2/32 (6) 1/32 (3) 17/32 (53) 11/32 (34)
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The senior leaders recognized that some roles between the dyad partners were shared while
others were individual, although the overall responsibility for the operation was a joint
function. Some senior leaders insisted on “clarity on responsibilities and accountabilities and
reporting structures” through “sharing of expertise in different areas and dividing duties for
efficiency” so that “the system can move in a certain direction, something which would be
difficult if it was all informal”:

The exact nature of this role definition has not been completely worked out, however, leadership
tasks such as vision, planning, oversight of quality and inspiring staff would be in the shared
domain, stated one senior leader.

One leader drawing from the analogy of pilot and co-pilot scenario stated, “you can not have
the medical person dealing with all medical areas and the administrative person with only
administrative stuff, it has to be integrated”. Another senior leader mentioned, “dyads in
which there are good personal relationships – they have developed greater role clarity, but
the organization needs to do a better job of it”.

Table III summarizes the roles in individual and shared domains as identified by the
participants through surveys, focus groups and semi-structured interviews. The roles that
had a majority support (>75 per cent) are bolded; for others the support was less than 25 per
cent. The major theme was that most roles required a joint responsibility for ensuring high-
quality safe patient care in a safe environment for global performance of the designated
portfolio/unit/department/program/operation. A minority of participants (>10 per cent) felt
that all roles should be shared. Inclusion of academic roles was unambiguously articulated.
Some participants felt that despite explicit role clarification, the roles may be split differently
based upon the skill set and expertise of the partners.

Decision-making. A need for joint decision-making for most issues was agreed upon by
76 per cent, while 17 per cent (90 per cent being DCLs) would have preferred individual
decision-making (Q5). Most participants (88 per cent) agreed that each dyad partner should
have an input for shared areas of responsibility.

In the interviews, following phrases attested to the importance of joint decision-making:
“better decisions are possible when we bring different backgrounds (technical/clinical vs.
management), multiple perspectives and intelligences into decision making close to action”
and “also leverage strengths and offsetting each others’weaknesses”.

Presenting a joint front. The necessity for a joint front by the dyad partners to all health-
care teammembers was themost agreed statement between the participants (97 per cent).

Senior leaders identified that “the dyad model was considered useful for achieving
coherence in organizational processes andworking towards common goals”.

Role of dyad leaders in physician engagement. There was general agreement that the
model was useful for tapping into the physician pool for leadership (82 per cent) and for
engaging physicians (87 per cent). The participants were uncertain of its utility in managing
physician performance (47 per cent agreed). A few participants explicitly mentioned the
need for engaging other health-care providers as well.

Interview comments highlighted the importance of the dyad model in engaging
physicians through phrases such as “bring physicians in the tent” and “bringing culture
together”, “bringing physician and business leadership together by placing physicians in
leadership positions” to “bridge medical and non-medical.” The political considerations were
also consistent with this role of dyad leadership model:

[. . .] physician communities (e.g., Saskatchewan and Canadian Medical Association) are saying
that they want leadership roles and want to see RHAs responding to that and that is just smart to
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DCLs Shared between DCLs and PLs Physician leaders

Leadership activities
Strategic planning
Team leadership
System and environmental
awareness

Planning, setting direction and
prioritizing (vision, strategic planning)
Leading change
Physician and allied health professional
engagement

Team leadership
Change management

Quality related and patient/family related issues
Patient/client care issues
Accreditation

Quality assurance and improvement
and ensuring quality outcomes
Addressing critical incidents, patient/
family concerns

Quality improvement
Critical events review

Operations related
Administrative operations
Service alignment and
operations
Procedure development
Workload measurement
Chair department meetings
Narrow technical questions
Scheduling

Policy and procedure development
Clinical program development and
delivery
Ensuring clinical efficiencies
Service alignment changes
Co-chair operational committee meetings
Integration of care groups
Crisis intervention and problem solving
Leadership development

Clinical operations
Best practices development
Clinical input for care plan
Consultative roles
Narrow technical questions

Communications related
Communication with managers
and staff and external partners
Media response

Ensuring effective and consistent
communication both internally and
externally including media issues
Conflict resolution
Community networking

Finance related
Budget management
Finances

Budget planning and direction and
maintaining services within budget
Long-term financial sustainability

Human resource related
Recruitment of managers
(physicians on interview teams)
and staff
Staffing
Labor relations

Ensuring effective human resource
planning and management of physicians
and employees
Physician contracts, planning, related
issues, recruitment
Recruitment of directors; Staffing

Physician recruitment,
credentialing, reporting
structures

Resource (other than human resources) related
Materials management
Capacity management

Resources allocation (planning and
management) and responding to
pressures
Medical capital equipment

Performance related
Performance management of
staff and operations managers
including discipline

Performance reporting
Discipline

Physician accountabilities,
competence and performance
review and promotions
Discipline of physicians

(continued )

Table III.
Roles in shared and
individual domains

as identified through
surveys, focus

groups and semi-
structured interviews

(roles with 75%
agreement are

bolded). roles with
less than 5% support

are italicized
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do so – not the primary reason - but it fits with what SHR is trying to do anyways, observed one
senior leader.

Reporting structure
Most participants (68 per cent) agreed that the dyad partners should report together to the
higher hierarchical level rather than individually for their areas of responsibility. The
preferred reporting structure was as a quadrat, where the dyad partners at one level
reported to the higher-level dyad leadership. In total, 20 per cent participants (almost all
DCLs) disagreedwith this statement.

The senior leaders felt that the reporting by the dyad leaders to a higher organizational level
was based upon the two partners being viewed as a team “glued at the hip” and therefore they
should report together. If the SLTwas also structured along the dyadmodel, then this would be
a quadrat format. However, it was felt that for unique situations, e.g. medical manpower and
credentialing and discipline of physicians and some operational issues, each dyad partner could
meet alone with the appropriate VP or a leader at the next level in the hierarchy. It was also felt
that for the academic issues, the reporting should be to the relevant senior leadership positions
in the College of Medicine. Most senior leaders articulated a need for an annual joint
accountability agreement and it was amajor theme in focus group discussions.

Discussion
Our study has delineated the roles and responsibilities in individual and shared domains of
the dyad leaders. Many findings are different from the proposed models in peer-reviewed
and grey literature, e.g. the roles in the shared domain are more than those identified earlier.
Specifically, there is shared responsibility for system transformation, workforce alignment,
continuous quality improvement, human resources, budget preparation, resource
stewardship and academic roles including education and research. There is specific
articulation of staff engagement. Further, it has identified a joint reporting structure
preferably in the quadrat format to the higher hierarchical levels.

DCLs Shared between DCLs and PLs Physician leaders

Academic matters related
Staff education Ensuring a high-quality teaching and

research environment that achieves
academic mission
Education delivery
Research facilitation

Academic matters (research and
teaching)
Continuing education

Support services related
Legal issues
Safety issues
Technology services

Dyad partners’ relationship and sharing of information
Directors possess good
awareness of physician related
issues and challenges

Consult and update each other regularly
on roles specifically in their domain
Ensuring dyad leadership is visible,
positive and productive

PLs possess good awareness of
admin/operational issues and
challenges

Table III.
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If the expertise and skill base is too wide for one individual – the basic premise for shared
leadership – then the dyad partners cannot have identical roles and responsibilities. And, as
both are jointly responsible for the overall performance of the portfolio/unit, there needs to
be a mechanism for achieving synergy between their complementary roles and skills. In our
study, there was overwhelming support for joint responsibility for global performance, joint
decision-making, a joint front by the dyad partners to all stakeholders and joint reporting.

The dyad model could be configured in three different ways (Figure 1), which we have
termed parallel, integrated and hybrid models. The parallel model with overall shared
accountability for the whole but with separate streams of non-overlapping portfolios runs
the risk of degenerating into parallel streams of leadership being practiced in silos. The
integrated model with overall shared accountability but with each dyad partner being
individually responsible for each sub-role would require identical job descriptions. The
premise of shared leadership is that the skills and expertise required is too broad and two
people with different skill sets are needed (Pearce and Conger, 2003). This premise and the
need in the integrated model for complete redundancy is wasteful and renders this model
inapplicable. The majority opinions in our study identified the hybrid model as the preferred
model, as it allows for the use of individual expertise and develops joint leadership with
well-defined responsibilities in shared and individual domains. This need for a clear
delineation of roles by a significant proportion of the participants (42 per cent) is consistent
with earlier studies on shared/dyad leadership (Zismer and Brueggemann, 2010; Daiker,
2009; Miller et al., 2001). The likely reasons for many participants (51 per cent) desiring a
loosely defined delineation of roles include limited experience with this model, a tendency to
stay in the comfort zone, an unclear understanding of the expectations or a recognition that
the skill set, expertise and experience of each dyad partner is likely to be different and can be
leveraged for achieving the outcomes.

Therefore, what should be in the shared and individual domains of responsibility? A
division of tasks utilizing complementary skills along with appropriate emotional
orientation is considered necessary for shared leadership (O’Toole et al., 2002). A design for
shared and individual responsibilities (limited to an organizational context with salaried
physicians) has been proposed (Zismer and Brueggemann, 2010) in which the shared areas
of responsibility included vision, values, strategy, culture and overall performance while the
individual responsibilities included quality, provider behaviors, clinical innovation, patient
care standards, etc. for PLs and operations, revenue management and staffing models for
administrative co-managers. Many of the roles in our study were also configured in this
manner, but there were many dissimilarities and different emphases including an
articulation of clear roles for academic activities and nurturing the partnership.

The delineation of roles into leadership and management domains has relevance for the
dyad model as the primary functions of these two domains are different and both are
required for organizational success. There have been many attempts to define and tease
apart leadership and management (Bennis and Nanus, 1985; Kotter, 1990). It is generally
accepted that management is concerned with stability (e.g. budgeting and staffing) and
leadership with change (e.g. setting direction and aligning people) (Kotter, 1990). There is

Figure 1.
Dyadmodel

configurations
compared to

traditional leadership
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some degree of overlap between leadership and management (Bennis and Nanus, 1985) and
persons in formal administrative positions find themselves practicing in both domains to a
variable degree (Northouse, 2007). We have considered the roles for dyad leaders in these
two domains as articulated above, while conceding that people in formal positions of
authority, irrespective of the title – leader or manager or administrator – need to exhibit
leadership behaviors. Efficient management is the backbone of effective health care (Dwyer,
2010; Lega et al., 2013) and labeling certain aspects of the job or the entire job as managerial
or administrative recognizes this reality, if the work is in the management domain. The
distinctions in our model are more reflective of the theoretical constructs of management
and leadership. Further, this distinction is consistent with the competence requirements in
management and leadership domains as reported in a recent systematic review (Pihlainen
et al., 2016). Based upon the findings in our study and a review of the extant literature, we
have distilled various roles in individual and shared spheres in leadership and management
domains (Table IV). Our study includes system transformation, continuous quality
improvement incorporating patient voice, workforce alignment (all roles in leadership
domain) and human resource planning, resource management, service delivery and critical

Table IV.
Distillation of roles in
individual and
shared domains for
dyad leaders

DCLs Shared roles PLs

Leadership domain
Staff engagement
improvement

Global portfolio performance:
service, research and teaching
System transformation including
change leadership
Strategy planning and execution
Workforce alignment and
accountability
Culture: influence and guidance
Relations (external and internal
stakeholders)
Continuous quality improvement
including incorporation of
patient voice
Strengthening mutual
relationship with each other

Physician engagement improvement

Management domain
Operations management
Fiscal (budget) management
Capital planning and
management
Integrated supply chain
management
Workforce and staffing
management
Ancillary services
management (safety,
technology, legal etc.)

Human Resources: planning for
the entire mission (service,
research and teaching)
Budget: preparation, periodic
analysis and forecasting
Service delivery management
Review of critical incidents and
changes to practice
Resource stewardship
Education delivery
Health professions and
Inter-professional
Continuing education

Research enhancement

Patient care management (safe and
quality care through):
Implementation of standards of care
Knowledge mobilization:
development and adoption
of best practices, encourage clinical
innovations
Supervision and ongoing
peer-review
Enhancement of inter-professional care
Advocacy for patients and
populations

Physician performance enhancement
(workload management, adherence to
standards of care)
Advocacy for education and research
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incident review (all roles in management domain) and explicitly identifies the academic roles
of PLs and DCLs as a joint responsibility. The roles in the shared domain are more than
those identified earlier (Zismer and Brueggemann, 2010); this is because the activities and
outputs in any area (e.g. quality improvement) depend upon structures and processes that
cross the administrative and professional domains. Acknowledging a paucity of empirical
research on the role of administrative managers in improving quality care, a relatively
recent systematic review posits a positive correlation between managers’ work and quality
outcomes (Parand et al., 2014), providing some support for including quality in the shared
domain and not in the PL’s domain alone. However, changes in clinical practice that
influence patient outcomes are in the PL’s domain. This is in keeping with the role of clinical
leadership in enhancing patient care (Howeison and Thiagarajah, 2011).

There is a heavy emphasis on physician engagement in health-care leadership literature,
as it is linked to organizational performance in the HCOs (Baker et al., 2008). PLs are
considered key to achieving this engagement by addressing various factors emanating from
the somewhat unique (mostly non-employee, non-salaried) relationship of physicians with
the HCOs. This focus on physicians is necessary, but other care providers need to be
attended to as well. Engagement of staff employed by and entrenched in the bureaucracy of
the HCOs is just as important as evidenced by improved patient outcomes consequent to
their engagement; for example, one study linked staff engagement to reduced patients
complications and reduced staff turnover (Kalisch et al., 2007). The explicit articulation of
staff engagement as a definite role reflects the participants’ perceptions that it needs to be
more than just staff satisfaction. Evolving relational epistemologies are reflected in collegial
management models that emphasize generative interactions between managers and staff.
There is evidence that collegial processes are successful in initiating and sustaining
organizational changes in health care (Ham et al., 2003).

The joint responsibility of the dyad partners for the overall performance is highlighted
by the following observation. Managing costs and achieving operational efficiencies are
expected while improving patient-focused outcomes such as access, quality and safety
(Silversmith, 2011). This creates a conflict between providers’ commitment to patients and
corporate managers’ fiduciary responsibility (Keehan et al., 2011). The overall responsibility
for budgets in the shared domain encourages a dialogue between these opposing tensions
and also addresses the perceptions of weakened leadership by PLs, who usually do not have
a signing authority for the budget. For this reconciliation between cost and patient outcomes
mutual trust and respect between the dyad partners is essential. Lack of trust, different
goals and ambitions, conflict and unwillingness to share glory are considered detriments to
success in the shared leadership paradigm (Denis et al., 2001). The specific articulation of
nurturing the relationship (including expansive learning by each) between the dyad partners
in our study recognizes this need for reconciling the contradictions that drive health care. A
mutually valued relationship is likely to enhance inclusive decision-making and promote
collective and relational leadership perspectives. These leadership approaches are
considered more effective in achieving desired outcomes of ongoing health-care reform
(Fulop and Day, 2010).

There are a number of other factors that need to be considered for role definition. The
first concerns the “conundrum of accountability” for PLs (Gill, 1987; Merry, 1991) also
captured in the phrase “organizational professional conflict” (Kippist and Fitzgerald, 2009).
This essentially refers to PLs being pulled in two opposing directions – one towards the
organization and the other towards the physician constituents. The selection processes for
PLs may accentuate this phenomenon. The presence of democratic elements in the selection
process for PLs (physicians either choosing or controlling the processes for selection of their
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own leaders) may lead to a situation where there is a conflict between the accountabilities of
the PL to the organization and to their constituents who might have selected them to
advocate for their interests and not organizational interests. There needs to be an emphasis
that the professional duty for PLs extends beyond their clinical practice and constituents
and that their accountabilities lie in a superordinate identity (Coates, 2001). The duality
articulated in the accountability conundrum can also be reconciled through a dialectic
approach (Saxena et al., 2015).

The second factor is how the dyad model reflects the health region’s/hospital’s
departmental and programmatic structures. For example, in our study the Internal Medicine
divisions appeared to have more “importance” than divisions in other departments, e.g.
Surgery. This may have been a reflection either of cohesiveness or of service delivery
models but it is crucial that perceptions of uniformity at different hierarchical levels be there.
This will be very useful in the development of job descriptions and compensation packages
and soliciting expressions of interest and performing a good search.

The academic health sciences nature of many HCOs requires inclusion of academic
functions in the dyad model. The inclusion of health professions education in role definition
is essential as the linkage between high quality education and high-quality care is widely
regarded. The hospital leadership may consider and negotiate shared administrative control
over the delivery of medical education programs. This will allow for a better and integrated
delivery of educational programs in the hospital’s sphere and permit more decision-making
control in areas that affect the health region’s resources. Deliberate attention to research
facilitation and including research as a metric in global performance is likely to enhance
patient care through faster knowledge mobilization. In addition, there are questions that the
health-care senior leadership wants information to inform evidence-based management
(Alexander et al., 2007). An integrated dyad leadership can be leveraged to pursue research
that the hospital administration needs to improve its services.
The participants agreed that reporting by the dyad leaders higher up in the hierarchical
levels should be a joint endeavor (classic quadrat reporting structure) with only a few
exceptions (a modified quadrat reporting structure) around highly specific issues (Figure 2).
For these specific issues, the dyad partner should be informed and/or debriefed. This
question has not been specifically addressed in the literature; however, this position is
consistent with the overall shared accountability and responsibility of the dyad partners.

In conclusion, our study has identified that the hybrid dyad model with responsibilities
in shared and individual domains is consistent with the theoretical foundations of shared
leadership and has practical implications for articulating the roles and responsibilities for
the dyad partners. Compared to previous propositions, shared responsibilities are in a larger
number of areas reflecting the crossover of processes and expertise in administrative and
professional domains. These span the leadership (global portfolio performance, system
transformation, strategy, culture, continuous quality improvement and relations with
stakeholders) and management (human resources, some aspects of budget, e.g. preparation,
analysis and forecasting, resource stewardship, service delivery, review of critical incidents,
education delivery and research enhancement) domains. The individual responsibilities,

Figure 2.
Quadrat reporting
structure
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except for workforce (both staff and physicians) engagement, are predominantly in the
management domain. DCLs are responsible for management of operations, finances, supply
chain, ancillary services and staffing and capital planning, while PLs are responsible for
patient care management, physician performance management and advocacy for education
and research. Both partners are responsible for projecting a united front, joint decision-
making and joint reporting to the next level in the organizational hierarchy, the latter
preferably in a quadrat format. The mutual relationship between the dyad partners that
needs to be nurtured and joint accountability are key characteristics of the proposed hybrid
model and are critical to addressing potential conflicts and contradictions in the system and
achieving coherence and synergy. The roles would help inform development of standardized
job descriptions and needed skill sets in both academic and mainly service oriented HCOs.
Clarity of role will assist recruitment and leadership development.

Some of the limitations of our study include negative impact on the recruitment of
participants because of time constraints; perspectives and experiences of only one
organization affect the generalizability of findings; and relying on participants’
understandings of dyad leadership model in the absence of objective data on their formal
leadership training and their effectiveness. Future studies on implementation strategies and
effectiveness of this model would help informwider adoption.
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