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Good leaders have vision and inspire others to help them turn vision into reality. Great leaders create more leaders, not followers.
Great leaders have vision, share vision, and inspire others to create their own. (Roy T Bennett)
Medical educators and specialist colleges have always had
concerns about the effectiveness of training programmes to
produce specialists with appropriate skills at the fore. Typically
these concerns have centred on the ability to perform tasks,
unerstand key concepts and having exposure to a sufficient
number of cases to produce expertise by deliberate, repeated
practice.1 However, other competencies of specialists are less
well defined. How do we ensure that those who complete
specialist training programmes are ready to support others, to
communicate, advocate and lead the speciality? These skills
have often been referred to as the ‘hidden curriculum’ – the skills,
knowledge and attitudes expected of clinicians in a sociocultural
sense, both by society and their own profession.2

Traditionally, comparatively few resources have been produced
to prepare trainees for the transition to specialist practice. In
Australia, the Australian Society of Anaesthetists organise a
one-day seminar titled the ‘part three course’ – a wordplay on
the fact that training programmes have only two formative
assessments. This course prepares the attendees for the financial,
legal and administrative challenges of becoming a specialist in
both public and private practice. The less concrete aspects of
this transition, such as leadership, have been addressed by a
three-day ‘Emerging Leaders Conference’ run for a select group
of up to 30 specialists within five years of their graduation.9 While
welcomed, clearly such a niche event cannot address the general
leadership deficits in the population of over 200 anaesthetists
graduating across Australia and New Zealand annually.

Kalafatis et al.3 undertook a survey among South African
specialists at the completion of their training and again one year
after graduation. They found a perceived deficit in leadership
and health advocacy skills which improved during the first year
of practice. These leadership ‘meta-competences’ included skills
such as quality improvement, management of scarce resources,
leadership in professionalism, and career planning in addition to
advocacy at both an individual and a community level.

In the USA, the American Society of Anesthesiologists sees the
development of these skills as a vertically integrated curriculum.10
Their programme consists of four modules to be undertaken at
each of the steps from resident to ‘physician executives’. Similarly,
in the UK, leadership programmes are available for trainees
and consultants to undertake if they have an interest in the
topic.11 Again, it is unclear how widespread the uptake of these
programmes is. Certainly, these skills are neither formally part of
the prescribed training programmes nor indeed ever assessed
and, therefore, are unlikely to be seen as a priority in a system
where service provision overrides personal development. Where
leadership skills are taught, the focus tends to be on managerial
skills at a departmental level rather than the broader suite of
skills including vision and inspiration.12

These perceived deficiencies should perhaps not be surprising.
Similar studies in the UK and Europe have discovered much
the same.4,5 The transition from trainee to specialist comes with
a number of other changes that clinicians may be unprepared
for. They become a teacher rather than learner, a leader rather
than follower, and they shoulder responsibility beyond what
they have shouldered before. In anaesthesiology, that additional
responsibility often means responsibility for more than one
patient at a time as well as other clinicians’ actions in a clinical
setting. More broadly, there may be additional financial and
staff management aspects that they may be unprepared for. In
essence, this transition of roles is a ‘liminal’ stage, a stage between
roles akin to a rite of passage.6 There are common patterns and
emotions associated with passing through a liminal phase in any
field. It can cause great anxiety, burn out, and even feelings of
worthlessness and depression.7 Preparation in terms of what to
expect and how to behave are therefore a moral imperative to
support the wellbeing of clinicians through this phase.8
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Leaders in anaesthesiology are commonly seen as those who
have exceptional clinical skills, have succeeded in research or
education, or have occupied a clinical role for a prolonged period
of time. Commonly, the mantle of ‘leader’ is only bestowed upon
people with two or more of these attributes. The most prized
of these appears to be longevity paired with an affable nature.
Rarely are leaders in anaesthesiology judged by their qualities as
a leader. Qualities that should include the ability to inspire others,
develop a vision, and give constructive and effective feedback
for improvement. In some fields, such as the military, leadership
training is both an expected and a core part of the education
programme for all.13 Leadership is a key attribute that is taught
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from the moment of induction until and arguably even after a
senior position is reached. Furthermore, because everyone has
leadership training, it is feasible to rotate the leadership role to
ensure a diversity and freshness of approach – something that
has been identified as a key attribute of corporate boards.14

Kalafatis et al.3 show us that we have a long way to go in developing leadership and advocacy training for all graduates of
specialist programmes. We must follow Bennett’s advice given at
the beginning of this article and develop systems that create the
leaders of tomorrow, for us to truly be great leaders ourselves.

The lack of general leadership training in anaesthesiology is
problematic as much more careful succession planning of
leadership roles is required. All too commonly, individuals are
handed a position of leadership because of their availability and
willingness to take on the role, rather than their skills. Often this
is done without training, a clear understanding or a period of
handover of the role.
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Perhaps the argument shouldn’t just be how we train our leaders
in anaesthesiology, but how the medical profession develops
leaders from the very moment they start medical training.
Such preparation for leadership must include the new view of
leadership as a collaborative, rather than hierarchical, venture.
In general, followers like their leaders to be accessible, to listen
to them and to ‘lead by example’ by seeking to understand
their stresses and frustrations.15 As Kalafatis et al.3 noted, these
skills are ‘non-technical’ skills involving emotional intelligence,
communication, cooperation and negotiation. Crucially, leaders
must not only know their colleagues and charges but also know
themselves and their own likely biases.
Apart from leadership, health advocacy was perceived as a deficiency in Kalafatis et al.’s3 study. Advocating for communities,
particularly poor and disadvantaged communities, should be a
core topic of study for all health professionals. Again it makes
sense that this sense of responsibility and purpose starts before
specialist training. Arguably, one could say that these skills are
similar to or even merely an extension of leadership roles. Rather
than providing leadership, mentorship and advocacy for a
group of colleagues in a similar situation, health advocacy is the
leadership of the community or an individual to achieve more
than they might have thought possible. The skills are broadly the
same, along with a generous helping of social responsibility.

South Afr J Anaesth Analg 2021; 27(3)

114

http://www.sajaa.co.za

