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For more than 50 years the business sector has studied
leadership effectiveness and invested heavily in training
potential leaders.1–4 In the past 20 years, the quality

movement initiated by Deming5–7 and others has
emphasized health care quality improvement and the need
for physician leadership of these efforts.8–14 The recent
Institute of Medicine (IOM) report, Crossing the Quality
Chasm,15 similarly emphasizes the need for leadership
training for physicians. Such training improves the
leadership capabilities of physicians, which has a positive
impact on the organizations they lead.8,16–18 Yet there has
been little published on the impact of leadership training on
individuals and on the organizations they lead.

The past decade has seen a proliferation of leadership
training programs for physicians, as well as articles
describing the need for such training.16,19,20 While some
training programs include topics such as leadership styles,
effective communication and conflict management, many
take a predominantly didactic approach to these content
areas.

Experiential Education
Since 1988 we have conducted an experiential leadership
training program called the Pediatric Chief Resident
Leadership Training Program (CRTP) for chief residents
from pediatric residency programs in the United States and
Canada.21 Training activities use an experiential learning
approach, and are designed to develop interpersonal skills
critical to effective leadership. In experiential education
‘‘learning occurs when a person engages in some activity,
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Abstract

Background The past decade has seen a proliferation of
leadership training programs for physicians that teach
skills outside the graduate medical education curriculum.
Objective To determine the perceived value and impact
of an experiential leadership training program for
pediatric chief residents on the chief residents and on
their programs and institutions.
Methods The authors conducted a retrospective study.
Surveys were sent to chief residents who completed the
Chief Resident Training Program (CRTP) between 1988
and 2003 and to their program directors and
department chairs asking about the value of the
program, its impact on leadership capabilities, as well
as the effect of chief resident training on programs and
institutions.

Results Ninety-four percent of the chief residents and
94% of program directors and department chairs reported
that the CRTP was ‘‘very’’ or ‘‘somewhat’’ relevant, and 92%
of the chief residents indicated CRTP had a positive impact
on their year as chief resident; and 75% responded it had a
positive impact beyond residency. Areas of greatest
positive impact included awareness of personality
characteristics, ability to manage conflict, giving and
receiving feedback, and relationships with others. Fifty-six
percent of chief residents reported having held a formal
leadership position since chief residency, yet only 28%
reported having received additional leadership training.

Conclusion The study demonstrates a perceived positive
impact on CRTP participants and their programs and
institutions in the short and long term.
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looks back at the activity critically, abstracts useful insight
from the analysis and puts the results to work.’’22–24

Experiential education does not preclude teaching of
theoretical models, facts, or suggested approaches, yet these
are offered after participants have received feedback from
peer learners and facilitators and have had the opportunity
to make their own inferences about what they have
experienced and learned.25–27

CRTP is a 3- to 4-day training program designed to
develop the interpersonal skills critical to effective
leadership. Enrollment is capped at 50 participants to
ensure a ‘‘learning community’’ in which participants are
safe to participate, challenge, explore, and experiment with
new behaviors.28 Topics include personal leadership styles,
leading groups and teams, managing conflict, working with
hospital administrators and other health care professionals,
giving and receiving feedback, and building a support
system. The experiential approach engages participants,
encourages experimentation, builds skills, and internalizes
learning for future application. Program goals include:
facilitating the transition from the role of senior resident to
that of chief resident, enhancing participants’ ability to
effectively self-manage, interact with others and lead teams,
and creating opportunities to meet and learn from chief
residents in other programs.

We targeted the training program to newly appointed
chief residents because of their relative inexperience in
leadership roles, their openness to training, their function as
role models for medical students and residents, and their
potential future leadership role throughout their career.29

Immediate and 6-month postcourse evaluations have been
consistently positive regarding course content and its
favorable impact on the individual’s self-perceived ability to
function as chief resident.21

In the first part of our study, we determined whether the
course has a long-term impact on participants. The second
part of the study assessed the program directors’ and
department chairs’ perceptions of the impact of training on
the chief residents and on their residency programs.
Kirkpatrick suggested that the ultimate assessment of
training is its impact on behavior, in the form of capability
improvements, and on results, due to the improved
performance of individuals after added training.30–31 This
survey also gathered respondents’ perceptions of the chief
residents’ potential as future leaders.

Methods
We assessed the long-term impact of the CRTP on the chief
residents in 2004. We conducted a retrospective study of
chief residents who participated in the course between 1988
and 2003. Because chief residents are often assumed to be
potential future leaders, we also gathered information on
their subsequent leadership roles. The survey was sent to all
chief residents who had participated in the course since
1988 and for whom an address was obtainable. E-mail was

the method of contact for the majority of participants. US
mail was used to contact participants for whom correct e-
mail addresses were not available.

Participants completed a 20-item survey to assess their
recollection of the value of the learning experience, the
impact of the training on specific leadership capabilities,
participation in subsequent leadership training activities,
and leadership roles subsequently held by participants. To
assess the program and institutional effect of chief resident
training we surveyed program directors and department
chairs of pediatric residency programs in late 2004 and early
2005. We obtained addresses from the Association of
Pediatric Program Directors (APPD) and the Association of
Medical School Pediatric Department Chairs (AMSPDC).
Because individuals frequently move from one institution to
another, the authors contacted all program directors and
chairs rather than only those whose programs had sent a
chief resident to the CRTP since 1988. The survey
comprised 12 questions to determine respondents’
perception of the value of sending newly appointed chief
residents to the course, the impact of the training on specific
leadership capabilities, the perceived impact on specific
aspects of the residency program, and whether chief
residents have the potential to hold future leadership
positions.

For both the chief resident and the program director
survey, we included specific leadership capabilities in 3
content areas (delegation skills, time management, and
physician-patient relationship) that were addressed only
indirectly in the training program.

Results
Impact on Individuals Who Participated in CRTP

Of 1124 course participants between 1988 and 2003, we
received notification of failed delivery for 142, leaving 982
who were likely to have received the survey. A total of 363
participants completed the survey, for a response rate of
37%. The female and male response rates of 58% and 42%,
respectively, were comparable to the distribution of course
participants (60%/40%). The mean number of years since
serving as chief resident was 7.6; the median was 7.

Of the respondents, 96% reported they were satisfied or
very satisfied with the appropriateness of the content; 94%
reported being satisfied or very satisfied with the length of
training; and 96% indicated the CRTP was a ‘‘very
significant’’ or ‘‘somewhat significant’’ experience for them.

Asked about the relevance of the training for their
professional development, 94% responded that it was
‘‘very’’ or ‘‘somewhat’’ relevant, ‘‘92% reported that the
program had a positive impact on their year as chief
resident, and 75% reported that the program had a positive
impact beyond the chief resident year. Of respondents, 82%
would recommend the CRTP to others, and 12% reported
that they probably would.
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In response a question about the positive impact of the
program, the most common areas included relationships
with residents (93%), awareness of own personality
characteristics (88%), transition into leadership role (87%),
ability to manage conflict (85%), and ability to give and
receive feedback (84%). Other areas, rank ordered by
degree of positive impact, are shown in FIGURE 1 . The 3
areas checked least often – delegation, physician-patient
relationship, and time management – are areas addressed
only indirectly by the training program.

When asked which areas showed a positive impact
‘‘subsequently,’’ (FIGURE 2 ) participants again most often
cited awareness of own personality characteristics (63%),
ability to give and receive feedback (59%), and ability to
manage conflict (57%).

Nearly one-third of the respondents (29%) indicated
they had received additional leadership training.
Respondents cited a variety of local and national settings in
which they had received added training and a variety of
topics. The most common topics were teaching skills (12
respondents), conflict management (11 respondents), group/
team dynamics (7 respondents), and feedback (7
respondents). Several of the topics relate to faculty
development, including teaching skills, curriculum
development, writing and presentation skills, and research
skills, while others related to clinical practice, such as giving
and receiving bad news, and customer service training.

Asked whether they would be interested in attending an
advanced leadership training course, 67% responded yes.
Participants reported they most desired further training in
conflict management, personal leadership style, supervision
and feedback, group dynamics, and time management.

Seventy-nine percent indicated they expected to practice
general pediatrics, and 21% indicated a pediatric subspecialty.
The most frequent current professional settings were academic
(31%), private practice (20%), hospital practice (19%), group
practice (14%), and administration (7%).

A total of 233 respondents (64%) reported having held
at least one other professional leadership position, and 30%
indicating they had held 2 or more of these positions
(Associate, Assistant, or Program Director; Associate,
Assistant, or Division Leader; Associate, Assistant, or
Department Chair; Medical Director and leadership roles in
a Medical Practice, Hospital, or Health System or a Medical
Society or Professional Association). Asked to list any other
significant leadership roles held, respondents cited a wide
range of professional leadership roles and leadership outside
of the professional setting.

In response to an open-ended question, participants
provided 64 positive comments and 2 comments that
expressed dissatisfaction with aspects of the course. The
positive comments expressed appreciation for the course,
cited the immediate and continued usefulness of the
concepts learned and the networking with other chief

FIGURE 1 Chief Resident-Reported Areas of Positive Impact During Chief Residency
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residents, described subsequent teaching of what had been
learned to others, and/or attested to the importance of this
type of leadership training.

Impact on Programs and Institutions

Of surveys sent electronically to 196 program directors and
148 department chairs, 10 were returned citing incorrect e-
mail address and 4 individuals declined to respond. Of 330
possible respondents, 121 (37%) completed the online
survey. Of these, 24 indicated that they were not aware of
having sent someone to the course. These respondents
completed only the general questions, and 97 individuals
completed the entire survey.

Ninety-one respondents (94%) reported that sending a
newly appointed chief resident to the CRTP was ‘‘very’’ or
‘‘somewhat’’ worthwhile, and 89% reported they thought
the course helped ‘‘prepare attendees for future leadership
positions such as program director or department chair.’’ In
response to the question whether they would recommend
the CRTP course to others, 92% of the respondents said
they ‘‘definitely’’ or ‘‘probably’’ would. No one responded
‘‘definitely would not’’ recommend the course.

The most common areas mentioned about the positive
impact of chief residents’ participation in CRTP included

transition into new leadership role (83%), self-confidence
(59%), relationship with residents (58%), ability to manage
conflict (54%), and ability to conduct meetings and lead
groups (44%). Of the 4 areas checked least often –
delegation skills, ability to ask for/get support, time
management, and physician-patient relationship – 3 were
addressed only indirectly in the training program.

Asked about the areas where chief residents’ participation
in CRTP had the largest effect, respondents most often cited
resident program morale (52%), morning report (46%),
feedback and evaluation (43%), and making up coverage and
call schedules (43%). Nine respondents specifically mentioned
networking with other chief residents and/or learning about
how other residency programs handle challenges.

Of 121 respondents who answered the general
questions, 96% felt that chief residents have the potential to
hold future leadership positions, and 89% of the 97
respondents familiar with the CRTP indicated they felt the
course helped prepare attendees for these positions.

Discussion
Our findings suggest chief residents, program directors, and
department chairs view CRTP as a valued activity for

FIGURE 2 Chief Resident-Reported Areas of Positive Impact Subsequent to Chief Residency
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developing pediatric medical leaders. In addition, the course
is perceived to have a positive impact on specific aspects of
pediatric residency programs.

The vast majority of chief residents reported being
satisfied with the content, faculty, and length of the
training, a similar percentage indicated the program had a
positive impact on their year as chief resident, and three-
fourths reported the positive impact lasted beyond the chief
resident year. Areas of greatest impact included awareness
of one’s own personality characteristics, management of
conflict, ability to give/receive feedback, ability to
communicate effectively, and develop professional
relationships; these areas are important skills for clinicians,
as identified by the Institute of Medicine and a task force on
the Future of Pediatric Education.15,32

The experiential nature of the training likely contributed
to its long-term impact. The impact of experiential
methodology is due in part to the fact that ‘‘the methods are
ways by which persons learn how to learn for themselves’’
long after the training activity has concluded.33 This
‘‘openness to continually learning more’’ has been cited as a
distinguishing characteristic of outstanding leaders,34,35 and
the need to incorporate such learning within practice
organizations has been recognized as well.36

Less than one-third of participants had received
additional leadership training since the CRTP, and less than
10% had received additional training in interpersonal
aspects of leadership such as conflict management,
leadership styles, supervision and feedback, and group
dynamics.

Of particular note is that the greatest perceived positive
impact on residency programs was on resident morale.
Studies have found high levels of stress and burnout among
residents (from depression and problematic patient care)
and that aspects of residency training that correlate with
resident satisfaction include clear management, adequate
feedback, a right to a voice in important matters, and a
culture of openness and tolerance; while burnout and
emotional exhaustion co-sort with inherently difficult job
situations, stress in relationships with faculty and senior
residents, and perceptions of work as stressful.37–40 It is
likely that the positive effect on resident morale contributes
to lower resident stress and burnout in programs where
chief residents completed CRTP.

Former chief residents continue to provide medical
leadership in a variety of professional settings. Of those who
responded to the survey, almost two-thirds have gone on to
hold at least one leadership position in medicine.

Limitations
One limitation of our study is response bias, the possibility
that respondents may over-represent participants whose
experience of the CRTP was positive. A telephone follow-up
survey of 20 randomly selected participants suggests that
the majority of nonresponders did not receive the survey

due to incorrect contact information. Another limitation is
that being a chief resident may itself lead to improvement
areas such as conflict management and awareness of one’s
own personality, independent of participation in CRTP.
Alpert et al.29 found that physicians who were former chief
residents were more likely to hold professional leadership
roles. It would be of interest to know whether those who
attended the CRTP are more likely to go on to hold
additional leadership positions or attend additional
leadership training activities compared to chief residents
who did not receive this training. An added limitation of the
survey of program directors and department chairs is that
respondents have no way of knowing how the chief
residents would have functioned if they had not attended the
course.

Conclusions
Our study demonstrates a significant positive impact of the
CRTP on most participants, both self-reported and in the
perception of program directors and department chairs.
CRTP, by increasing the leadership skills of chief residents,
contributes to residency program improvements that lead to
more positive experiences for residents and programs and
institutions, in the short term and long term. Program
directors and department chairs believe training has a
positive impact at the organizational level as well.
Investment in experiential leadership training should be
considered for physicians in other medical specialties and
settings and in various leadership positions, in order to
address the call for effective physician leadership of needed
changes in the delivery of medical care.

Expansion of experiential training activities in areas of
self-awareness, communication styles, conflict management,
feedback, and awareness of group process, to medical
leaders in other specialties and at lower and higher levels of
training would be valuable. Vehicles should be developed to
make such training easily accessible and appealing to
physicians. This would help address the need for effective
physician leaders.
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