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Abstract 

A search on Amazon revealed more than 6,000 books related to leadership development. 

The Business Source database has more than 700 articles with the word leadership in the 

title, published between 2005 and 2015. This suggests that leadership is a topic in which 

many are interested. Clearly, leadership makes a difference in an organization’s 

performance, and healthcare systems are no exception. The focus on leadership 

development in health care arose after the Institute of Medicine’s report, To Err is 

Human, highlighting the number of medical errors that occurred regularly in the United 

States. Approximately 50% of hospitals have leadership-development programs. Few 

have a theoretical framework through which they view leadership development. Most 

leadership-development programs described in the literature focus on acquisition of 

certain skills and behaviors without assessing participants’ developmental stage. A 

framework that measures individual leader’s assumptions, attitudes, and mindsets, might 

provide the potential for developing even better leaders. Constructive-developmental 

theory is such a framework. This mixed-methods program evaluation examined the 

influence of a leadership-development program on leadership effectiveness through the 

lens of constructive-developmental theory. The analysis of the quantitative data revealed 

that the leadership-development program participants had a statistically significant 

change in their perceived leadership effectiveness after attending the program. However, 

the participants’ evaluators did not note a statistically significant change in the 

participants’ leadership effectiveness. The qualitative data analysis provided information 

about the groups’ aggregate strengths and challenges. Therefore, following the analysis, 
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recommendations are included for the future development and evaluation of leadership-

development programs. 
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CHAPTER ONE: INTRODUCTION 

Introduction 

A search on Amazon revealed more than 6,000 books related to leadership 

development. The Business Source database has more than 700 articles with the word 

leadership in the title between the years 2005 and 2015. This suggests that leadership is a 

topic of interest. Leadership makes a difference in an organization’s performance and 

healthcare systems are no exception (Sinioris, 2010). Although health care was late to the 

practice of leadership development, over the last 10 years more healthcare systems have 

incorporated leadership-development programs into their strategic plans, in particular 

large healthcare systems (Sinioris, 2010; M. M. Anderson & Garman, 2014). 

Approximately 50% of hospitals have a defined leadership-development program 

(Thompson & Kim, 2013) and approximately 80% of hospitals have developed in-house 

leadership-development programs (Health Research & Educational Team, 2014). Yet, in 

spite of these programs, more leaders are struggling today than several years ago due to 

the increasing complexity of health care (Olivio, 2014).  

Many of these leadership development programs are competency and skill based 

(Sinioris, 2010). Yet, it is important for leadership-development programs to not only 

influence a leader’s ability to perform tasks, but to also influence a leader’s ability to 

“be” (Rowland, 2016). Therefore, a program that examined individual’s thoughts and 

attitudes through a developmental framework might provide a better starting point to 

develop more effective leaders (Hunter, Lewis, & Ritter-Gooder, 2011). Constructive 

developmental theory is such a framework. The following mixed-methods dissertation 
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provides a practical evaluation of a leadership-development program through the lens of 

constructive developmental theory. 

Background 

The focus on the need for strong leadership in health care initially arose after the 

Institute of Medicine’s (IOM, 1999) report, To Err is Human, highlighting the number of 

medical errors that occurred regularly in the United States. The IOM identified a need for 

leadership-development programs in health care to improve patient safety. Then in 2009, 

the Joint Commission, an accreditation body for many hospitals, recommended that 

leaders operate less within silos and collaborate more across systems. Also, in 2010, 

many healthcare organizations adopted the triple-aim framework, a strategic model 

designed by the Institute for Healthcare Improvement to improve patients’ experiences, 

population health, and contain costs. (Whittington, Nolan, Lewis, & Torres, 2015). 

Therefore, leaders throughout healthcare systems had to learn how to join forces, build 

relationships and work as teams to improve outcomes (Garman & Lemak, 2011; Schyve, 

2009). To navigate these changes in healthcare, many leaders needed to acquire new 

skills and behaviors (Yukl, 2012). 

Some of the leadership research has focused on effective leadership behaviors 

(Yukl, 2012). However, behaviors cannot be examined in isolation as often it is a 

combination and balance of behaviors that creates effective leadership (Yukl, 2012). 

Organizational performance, career growth or empowerment were often the outcome 

measures used in this research. Little emphasis accrued on the means by which individual 

leaders develop or how they become more effective in their leadership role (Helsing & 

Howell, 2013). 
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Because healthcare organizations have adopted evidence-based practice as a 

clinical standard for medical management, it is appropriate to apply the same best-

practice standard to leadership development. Some recommended practices follow: 

• Individuals must be identified as leaders 

• Multisource feedback and self-reflection 

• Coaching 

• Didactics 

• Organizational investment 

• Leadership experiences, on the job projects (Center for Creative Leadership 

[CCL], 2011; Simpson, Green, & Scott, 2011; Sinioris, 2010; Stoller, 2013; 

Taylor-Ford & Abbell, 2015). 

Yet, in spite of best-practice recommendations, health care has not adopted such practices 

to the degree of other industries (National Center for Healthcare Leadership [NCHL], 

2011). 

In summary, much of the research focuses on trait, skill, and behavior acquisition. 

Lacking in the research is a theoretical framework that considers individuals’ current 

developmental level in attitude, worldview, the ability to make meaning of situations, and 

the influence one’s worldview might have on leadership effectiveness (LE) (Hunter et al., 

2011). Constructive developmental theory provides a framework through which to 

examine individuals’ developmental stages and consider how their developmental stage 

might influence their LE. 
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Theoretical Framework 

Several constructive developmental theories rest on the basic premise that humans 

move through developmental stages throughout their lifetimes. In the earliest stages of 

adulthood, external forces define the individual. The primary focus is on personal needs 

and goals and how a situation will affect an individual. In later stages, internal principles 

define the person. One’s worldview builds on personal values and principles (Helsing & 

Howell, 2013). This change from a my-needs focus to a my-principles focus influences 

how individuals respond to situations and how individuals are perceived by others (Allen 

& Wergin, 2009). Those individuals in the higher levels of development are better able to 

see the complexities of situations rather than only interpreting through the lens of “how 

does this affect me” (Hunter et al., 2011). Leaders with more complex thinking are more 

able to respond to situations than just react affording them the opportunity to be more 

creative in their responses. 

This dissertation evaluated a leadership-development program at an academic 

medical center. The Leadership Circle Profile Manager Edition (LCP ME) was used for 

this program evaluation. The framework for the LCP ME is constructive developmental 

theory (Anderson, 1998). 

The LCP ME survey focused on two leadership domains: creative and reactive. 

Creative leaders are solution focused, believe they have choices, and consider their values 

to guide them in decision making and toward the future. Reactive leaders are problem 

focused and attempt to maintain their personal status quo (B. Anderson, 2006). The LCP 

ME survey included quantitative data derived from questions about frequency of 

behaviors observed on a Likert-type scale of 1 to 5. It also included qualitative data 
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obtained from responses to specific mandatory questions about leaders’ assets and 

challenges. 

Problem Statement 

Leadership development is now a priority in health care, yet most leadership-

development programs described in the literature focused on acquisition of certain skills 

and behaviors but lacked a framework to assess participants’ developmental stage. The 

constructive developmental stage of leaders can affect their ability to acquire news skills, 

to change behaviors, and to be effective (Strang & Kuhnert, 2009). Therefore, to create 

an individualized leadership-development plan, it is beneficial to know the constructive 

developmental stage of the leadership-development-program participant (Allen & 

Wergin, 2009). 

The leadership-development program evaluated in this dissertation was in a large 

academic hospital that had doubled in size in the last several years. As the organization 

grew from a single free-standing hospital to a healthcare system, it needed to expand 

leadership development beyond only the executive level. 

The hospital had a 12-month leadership-development program. The program goal 

was to improve participants’ LE. The program included the LCP ME 360-degree 

multisource survey feedback tool, small group and cohort teamwork, lectures, and 

coaching. The LCP ME survey included quantitative and qualitative questions to measure 

observed behaviors that contribute to LE. This study was conducted to determine the 

influence of the program on individual LE and constructive developmental stage, 

measured by the LCP ME pre- and postprogram surveys. 
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Purpose Statement 

The purpose of this mixed-methods convergent parallel design research study was 

to evaluate if there was a statistically significant change (p = .01) in LE among 

participants in an internal, hospital-based leadership-development program. Furthermore, 

the aim was to discover if there were noted changes accrued in participants’ behaviors in 

the qualitative portion of the data that would suggest a change in participants’ 

constructive developmental stage. This evaluation used the 360-multisource feedback 

tool, the LCP ME. 

Research Questions 

1. Was there a change in participants’ LCP ME mean assessment score on their 

LE following attendance in a leadership-development program? 

2. Was there a change in evaluators’ LCP ME mean assessment score of 

participants’ LE following attendance in a leadership-development program? 

3. What themes were noted in the free-text questions on the preprogram and 

postprogram LCP ME survey that might indicate a change in LE? 

4. Based on the findings, what recommended changes might improve any future 

programs? 

Aim of the Study 

The aim of this study was to evaluate a leadership-development program to 

determine if program participants’ LE scores and qualitative assessment indicated they 

were more effective leaders after program attendance. Furthermore, to make 

recommendations for future leadership-development programs based on the findings.  
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Methodology Overview 

For this study, a convergent parallel mixed-methods design was used because the 

quantitative and qualitative data were collected simultaneously, analyzed separately and 

then merged to note if any connections or discrepancies existed between the two stands of 

data (Creswell & Plano Clark, 2011). The LCP ME presurvey data were paired with the 

LCP ME postsurvey data so changes in LE could be accurately measured. The sample 

included all leadership-development-program participants for the years 2012 and 2013. 

The director of the People Development department had permission to review all surveys 

and deidentify each survey for the study (see Appendix A).  

All participants used the LCP ME as a self-assessment tool. Participants were also 

evaluated by others with the LCP ME survey. The final output from this tool provided 

information about how participants viewed themselves and how evaluators perceived 

participants. Participants received their aggregate quantitative and qualitative data as well 

as an image in the shape of a circle that provided a visual representation of their creative 

and reactive domains of leadership. (See Figure 1). 
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Figure 1. Leadership Circle Profile image of creative and reactive domains. Used with 
permission. 
Note. The upper half of circle is the creative domain; the lower half is the reactive 
domain. The thick, dark lines are the self-assessment scores. The blue shading is the 
evaluators’ aggregate assessment scores of the participant. Leadership effectiveness is 
noted as a percentile in the bottom of the image. This is a percentile based on Leadership 
Circle Profile norms. 

To analyze the data, the predata were compared to the postdata. The quantitative 

data were analyzed using a two-tailed paired t-test. The qualitative data were reviewed 

manually and then again with the qualitative software-analysis program NVivo. The data 

were then triangulated to note if the qualitative data analysis supported changes in the 

quantitative measurement of LE. 

Definitions of Terms 

Below are definitions of terms that were used throughout this dissertation in 

practice because these terms are integral to the LCP ME. Furthermore, a definition of 



LEADERSHIP PROGRAM EFFECTIVENESS 9 

constructive developmental theory is provided because it is the theoretical framework for 

the LCP ME. 

Constructive developmental theory: A theory that focuses on the ability of the 

individual to make meaning of experiences. As a person reaches higher levels of 

development, they move from a me focus to a broader perspective that includes their 

values and priniciples. Leaders in the higher levels of constructive development are more 

effective leaders than those in the lower levels (Harris & Kuhnert, 2008). 

Creative domain: Behaviors and internal ways of thinking that improve LE. 

1. Relating—caring, mentor, teamwork, interpersonal skills 

2. Being—life balance, composure, integrity, courage 

3. Achieving—visionary, strategic, results oriented, decisive 

Reactive domain: Behaviors and internal ways of thinking that limit LE. 

1. Controlling—perfectionist, aggressive, over ambitious, controlling 

2. Protecting—self-centered, arrogant, critical, standoffish 

3. Complying—passive, passionless, need to belong (B. Anderson, 2006) 

Leadership effectiveness: One’s own and others’ perceptions of how one is 

performing in a leadership role. The measure derives from questions asked on a Likert-

type scale related to the creative and reactive domains of leadership. The reactive domain 

correlates to developmental Stage 3 and the creative domain correlates to Stage 4 on the 

constructive developmental ladder (B. Anderson, 2006) 

Assumptions 

This dissertation in practice made several assumptions. First, all the participants 

filled out the self-survey honestly. Second, all participants requested input from a wide 
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variety of evaluators who would provide many different perspectives on the participants’ 

LE. Third, all the evaluators were honest and objective in their assessment of the 

participants’ LE. Fourth, the leadership-development program was the primary influence 

on any changes in participants’ LE. 

Limitations and Delimitations 

A limitation to this study was the small sample size of 41 participants. It also only 

included two cohorts from the leadership-development program. Furthermore, all 

participants were nominated into the program, making it more difficult to generalize 

results to all leaders. Also, the leadership-development-program evaluation was 

conducted at a single large academic, regional hospital; thus, conclusions and 

recommendations may not be generalizable to other healthcare institutions. Additionally, 

all data were archived and deidentified; thus, it was not possible to utilize member 

checking to gain insight into participants’ perceptions of the leadership-development 

program or the evaluators’ perceptions of the participants. Last, the author was a 

participant in the program, which could lead to bias. However, the quantitative and 

qualitative data were reviewed by other researchers to limit bias. 

A delimitation of this study was that the sample was determined by participation 

in the leadership-development program. The study had no control group. Furthermore, 

the qualitative data analysis was limited to 17 of the 41 participants secondary to the 

complex coding method utilized. 

Leader’s Role in Relation to the Problem 

The leadership development program at this academic hospital existed between 

2009 to 2014. The program was never formally evaluated with the exception of 
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comparing the participants’ self-assessment LCP ME mean pre-LE scores to their post-

LE scores. After this program was discontinued, discussions persisted about what type of 

leadership development programs should be provided in the future and how to best 

develop effective leaders. However, there was little dialogue about the efficacy of the 

retired leadership development program. Therefore, as a leader in the organization, the 

researcher recommended that a formal evaluation of the retired leadership development 

program be completed to discover if that program had been effective before moving 

forward with the creation of an entirely new program (NCHL, 2010).  

The rationale for the creation of the former leadership development program was 

to foster leaders who were more effective and therefore, could navigate change. As noted 

earlier, this organization was expanding and healthcare as an industry was changing 

rapidly. In a complex environment, organizations must be prepared to change if they 

intend to remain sustainable (Burke, 2011). Furthermore, leaders are an integral part of 

change management (Bryson, 2011). Therefore, the rationale for instituting the leadership 

development program was based in solid evidence. But the lack of evaluation of the 

program meant that there was no means to know if the program had met the intended goal 

of improving participants’ LE. Thus, it was impossible to know if the program should be 

reinstituted, redesigned or replaced.  

For this mixed-methods study, the program was evaluated through the lens of 

constructive developmental theory. This theory was used because the LCP ME is based in 

constructive developmental theory. Additionally, constructive developmental theory 

explains the progression from a self-focused method of making meaning of situations to 

more complex principle-focused method of meaning-making. As individuals transition 
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from one level to the next, their ability to have a more complex way of making meaning 

of experiences provides them the opportunity to be more creative in their responses. This 

change in perspective improves their leadership effectiveness (Harris & Kuhnert, 2008).  

Significance of the Study 

Leadership-development research typically focuses on whether individuals 

acquire particular behaviors or skills to become better leaders (Frich, Brewster, Cherlin, 

& Bradley, 2014). These programs may effectively attain their intended goals; the 

program attendees have more knowledge and have acquired some new leadership skills. 

However, there is more to leadership than just having a certain set of skills. It is equally 

important for leaders to have attitudes and beliefs that allow for change. Leaders must be 

able to adapt and respond creatively to complex situations (Kegan & Lahey, 2010).  

The significance of this study was that it examined leadership development 

through the lens of constructive developmental theory. Constructive developmental 

theory posits that as individuals transition from one vertical developmental stage to the 

next they adopt a more sophisticated way of making meaning of experiences (Kegan, 

1980). As individuals’ thoughts and attitudes change and become more complex, they are 

more able to adapt and thus, more effective as leaders (Harris & Kuhnert, 2008; Strang & 

Kuhnert, 2009; Kegan & Lahey, 2010). Therefore, this research concentrated on the ways 

in which the leaders’ observed behaviors and responses to situations changed after 

attending the leadership development program. Participants’ LE scores were measured 

before and after attending the leadership development program. If the participants’ LE 

scores were higher after attending the leadership development program, it would suggest 

that it is possible to influence individuals’ assumptions, beliefs, and worldview such that 
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they can move vertically on the developmental ladder and become more effective leaders 

(Harris & Kuhnert, 2008). This finding would provide new knowledge that could change 

the framework of leadership development programs from simply skills acquisition to a 

more complex focus on leaders’ assumptions, beliefs, and attitudes. 

Summary 

In summary, Chapter 1 discussed the rapid changes and complexity of the 

healthcare industry. This mixed-methods convergent parallel dissertation in practice 

evaluated the influence of an internal, hospital-based leadership-development program on 

LE. The theoretical framework for the program was constructive developmental theory, 

which was also the framework for the LCP ME 360-degree multisource feedback survey 

tool used to measure changes in LE. The purpose of the study was to determine if the 

leadership-development program had any influence on program participants’ LE. The 

aim was to make recommendations for future leadership-development programs. The 

chapter included a brief summary of the methodology, data analysis, definitions of terms, 

and limitations and delimitations of the study, the leader’s role in this research, and the 

significance of this research.
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CHAPTER TWO: LITERATURE REVIEW 

Introduction 

Chapter 2 presents a synthesis of the literature related to leadership development 

in healthcare and constructive developmental theory. The chapter includes the importance 

of leadership development in the healthcare industry, the types of leadership-

development programs, and the current systems for evaluating those programs. Finally, 

the chapter introduces constructive developmental theory as a framework for leadership 

development.  

As mentioned earlier, effective leadership is necessary for any business to thrive. 

The underlying premise of most leadership-development programs is that leaders can be 

cultivated. Because the healthcare industry is changing at an exponential rate, the need 

for quality leadership-development programs has become imperative (Schyve, 2009), 

evidenced by the increase in the number of MD/MBA combination programs in the 

United States from six in 1993 to 64 in 2012 (Satiani, Sena, Ruberg, & Ellison, 2014). 

This mixed-methods convergent parallel research design dissertation was a 

program evaluation of an internal, hospital-based leadership-development program that 

used constructive developmental theory as its framework. Therefore, a literature review 

employed searches focused on the following key words and phrases: Leadership 

development, leader development, manager development, leadership programs, 

leadership-development programs, leadership-program assessment, leadership-

development program evaluation, leadership theory, leadership-development theory, 

healthcare leadership, hospital-leadership development, healthcare-leadership 

development, nursing-leadership development, physician-leadership development, 
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constructive developmental theory, and constructive development. Furthermore, the 

reference lists from articles revealed original research and publications. The literature 

review included the following databases: PubMed, CINAHL, and Business Source 

Complete. The web search engine Google was also used to locate any business articles 

that may not have been listed in the library databases. Based on the literature and the 

purposes of this study, the literature review demonstrates the following: 

1. Importance of leadership development in health care 

2. Leadership-development programs in health care and evaluation methods 

3. Constructive developmental theory and its applicability to leadership 

development 

Purpose Statement 

The purpose of this mixed-methods convergent parallel research design study was 

to evaluate if there was a statistically significant change (p = .01) in LE among 

participants in an internal, hospital-based leadership-development program. Furthermore, 

this study evaluated if changes ensued in participants’ behaviors, noted in the qualitative 

portion of the data, suggesting a change in participants’ constructive developmental 

stage. Research questions were answered using the 360 multisource feedback tool, the 

LCP ME. 

Aim of the Study 

The aim of this study was to evaluate a leadership-development program to 

determine if program participants’ LE scores and qualitative assessment indicated they 

were more effective leaders after program attendance. Furthermore, to make 

recommendations for future leadership-development programs based on the findings.  
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Importance of Leadership Development in Health Care 

Effective leadership is important for any organization to be successful. As noted 

earlier, a search on Google of the term leadership development produced more than 6,000 

books on the topic. Hundreds of articles on the Business Source and PubMed databases 

focused on the importance of leadership. Research published in 2014 showed that 

leadership-development spending had increased by 14% over the previous year to more 

than $15 billion (PR Newswire, 2014). This focus on leadership literature and increased 

spending implies that the topic of leadership development continues to be current and 

vital to business success. 

The importance of good leadership in health care has been well-described. In the 

2009 Joint Commission Accreditation Manual, an entire chapter was devoted to the topic 

(Schyve, 2009). In 2010, the IOM (2010) published The Future of Nursing: Leading 

Change, Advancing Health. Both publications discussed the complexities of the 

healthcare system. The industry had become multifaceted, in large part due to (a) the 

implementation of the electronic medical record, and (b) a greater number of individuals 

with complex medical needs surviving to become patients with chronic health conditions 

(Delmatoff & Lazarus, 2014; Mathematica Policy Research, 2012). These changes 

required healthcare services to integrate medical care across the continuum of patients’ 

lives in order to meet the needs of a diverse population. Leaders needed to adopt a 

complex systems perspective on health care and learn to collaborate in teams to be 

successful (M. M. Anderson & Garman, 2014; Caraeu et al., 2014; Mathematica Policy 

Research, 2012; Schyve, 2009).  
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In a survey in which health care leaders were asked what effect the Affordable 

Care Act would have on health care, the most common response was “change” 

(Delmatoff & Lazarus, 2014). Much of the role of a leader is knowing how to drive and 

navigate change (Kotter, 1990). Currently, healthcare organizations must adapt to an 

environment that is changing faster than seen in previous years (M. M. Anderson & 

Garman, 2013; Health Research & Educational Team, 2014). However, change can be 

difficult to implement due to resistance from others (Lawrence, 1969; Tyler, Lepore, 

Shields, Looze, & Miller, 2014). Additionally, the rate of adoption of change can be slow 

if the transformation occurs at the organizational level rather than at the unit or individual 

level (Rogers, 2003). Thus, leaders need skills to understand organizational culture and 

why change might meet resistance (Lazarus, 2013).  

Leaders must also know how to message the need for change in a way that people 

are able to participate and adapt (Arroliga, Huber, Myers, Paul, & Wesson, 2014; Rogers, 

2003). However, many current leaders in health care are in those roles because they were 

good clinicians willing to lead, not necessarily because they were great leaders (Galuska, 

2012; Stoller 2013). This lack of focused leadership training is perhaps why Becker’s 

Hospital Review indicated that many leaders are stuggling with the degree of change and 

complexity in health care today (Olivio, 2014). 

The healthcare industry is expected to continue to expand (Bureau of Labor 

Statistics, 2015). Therefore, leaders will not only have to engage current members of the 

healthcare system, they will also have to integrate new employees (Arnold, Goodson, & 

Duarte, 2015). The onslaught of new workers will require organizations to train more 

people for leadership roles (Arnold, et al., 2015; Arroliga et al., 2014). 
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Many organizations continue to focus on developing administrative leaders. 

However, it it is also important to develop clinical leaders (Daly, Jackson, Mannix, 

Davidson, & Hutchinson, 2014; Fitzpatrick, Modic, Van Dyk, & Hancock, 2016; Scott, 

2010). Clinicians need the skills to effectively collaborate with administrative leaders and 

others to provide the highest quality and financially sustainable care (Scott, 2010). 

Moreover, individuals working at the bedside are in a position to drive projects that 

improve patient care (Daly et al., 2014; LiVolsi & Bowman, 2014; St Fleur & Mckeever, 

2014). Encouraging leadership at all levels provides greater opportunity for collective and 

innovative change (Garman & Lemak, 2011). 

Succession planning is also an important reason for leadership development 

(Hess, Barss, & Stoller, 2014; Manning, Jones, Jones, & Fernandez, 2015). As noted 

earlier, many healthcare leaders are in those roles because they were strong clinicians, not 

because they were great leaders. Yet, as health care becomes more complex, a more 

deliberate effort is needed to provide individuals with the skills they will need to lead. 

Furthermore, developing quality leaders can take years of experience and opportunity for 

learning. Therefore, as health care moves toward a more complex future, it will be 

increasingly important to train new leaders to be the replacements for former leaders 

(Garman & Lemak, 2011). 

Effective leadership can also contribute to positive outcomes in the health care 

setting (Garman & Lemak, 2011). NCHL has a program titled Leadership Excellence 

Networks (LENS). Health care systems that participate in the LENS outperform health 

care organizations that do not. LENS participants tend to have superior patient safety 
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programs, better financial performance, and highly engaged employees (Garman & 

Lemak, 2011). 

In summary, leadership development is important in health care for several  

reasons: To remain competitive; to help leaders learn how to adapt to change; to provide 

opportunity for succession planning;  and to improve organizational outcomes. However, 

many leaders require training to meet the needs of today’s and tomorrow’s challenging 

healthcare environment. 

Leadership-Development Programs in Health Care and Evaluation Methods 

According to the NCHL, most leadership-development programs are merely 

leader-development programs (Garman & Lemak, 2011). That is an important distinction 

because leadership development focuses on teams whereas leader development focuses 

on individuals (Thompson & Temple, 2015). Both types of programs are imporant. 

However, team leadership-developmemt programs may be emphasized in the future due 

to the tremendous need for collaboration (Garman & Lemak, 2011). Although the 

leadership-development program at this hospital was primarily focused on individual 

growth, it included team activities to improve an individual’s skills in the context of a 

team. Therefore, this portion of the literature review includes both types of development 

programs. 

A study based on 2008 data from the AHA, Area Resource File, and Centers for 

Medicare & Medicaid Services (CMS) provided a profile of the types of hospitals that 

offer leadership-development programs (Thompson & Kim, 2013). The purpose of that 

study was to understand the differences between those hospitals that provided leadership 

development and those that did not. Of the 3,007 reviewed in this study, 50% of the 
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hospitals provided leadership development (Thompson & Kim, 2013). Hospitals that 

were more likely to provide leadership-development programs were nonprofit, part of a  

system, had greater patient capacity, were more likely to be Joint Commission accredited, 

and in an academic setting. Furthermore, they tended to be in wealthier, more competitive 

metropolitan areas. Last, the profit margins of hospitals that provided leadership 

development were higher than those of hospitals that did not (Thompson & Kim, 2013). 

In 2010, NCHL published a white paper entitled, Best Practices in Healthcare 

Leadership Academies (Sinioris, 2010). NCHL recommended that to give leadership 

development the attention it deserved, healthcare systems would benefit from the creation 

of leadership academies. This white paper outlined the development phases of the 

program and the best practices in each phase. Some recommendations follow: 

• The program must be supported by senior leadership, leadership development 

needs to be a high priority in the organization, and the program needs to 

support the strategic goals of the organanization (Sinioris, 2010; Whaley & 

Gillis, 2016). 

• The program should include 360-degree multisource feedback assessments, 

ongoing coaching, and mentoring (Sinioris, 2010). 

• The curriculum should include didactics, the opportunity to work on real 

issues as an individual and on a team, focus on behavior-based competencies, 

and use technology to maximize learning opportunity in and outside the 

academy (Sinioris, 2010). 

Also in 2010, CCL (2011) published a white paper that addressed the gaps in LE 

in healthcare. The organization reviewed surveys from approximately 35,000 healthcare 
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employees who had evaluated the leadership skills of a manager. The evaluators then 

rated the importance of the each leadership skill. The three leadership skills rated most 

important were leading employees, resourcefulness, and directness and composure. 

However, when healthcare leaders were actually evaluated, none of the top three skills 

listed as important was observed. Only one of the top 10 skills—being a quick study—

made it into the top three list of skills leaders actually had (CCL, 2011, p. 10). However 

in spite of analysis that suggested a gap in leadership skills needed to be effective, and 

specific leadership-development recommendations from NCHL, the literature review 

showed great variation in leadership-development programs.  

Because 50% of hospitals surveyed have leadership-development programs, 

hospitals are one of the biggest sources of healthcare leadership-development training 

(McAlearney, 2008; Sinioris, 2010; Thompson & Kim, 2013). Catholic Healthcare 

Partners, Catholic Healthcare West, Trinity Health, North Shore-LIJ Health System, 

Woodruff Leadership Academy, Cleveland Clinic Academy, Henry Ford Health Systems 

(HFHS), and Mayo Clinic are listed as case studies in best practice (Hess et al., 2014; 

Korschun, Redding, Teal, & Johns, 2007; Sinioris, 2010; Swensen, Gorringe, Caviness, 

& Peters, 2016). Of note, HFHS was the only hospital on this list that also was awarded 

the Baldrige National Quality Award (Catholic Health Partners and Center for Creative 

Leadership, 2015). Having a well-defined system of leadership development is one of the 

criteria requirements to win the Baldrige award (Calhoun, Griffith, & Sinioris, 2007). 

Content of the leadership development programs varied (McAlearney, 2008; 

Sinioris, 2010). All the programs listed above had a behaviorally based competency 

component embedded in the leadership-development program. Catholic Healthcare 
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Partners, Trinity Health, Catholic Healthcare West, and The Woodruff Leadership 

Academy partnered with external consultants to help define competencies (Korschun et 

al., 2007; Sinioris, 2010). Catholic Health Partners collaborated with CCL (2015) and 

used an assessment tool similar to the LCP survey. HFHS and North Shore used the 

NCHL competency model, which includes three primary domains: transformation, 

people, and execution (see Appendix B). 

Another focus common to many programs was communication and teamwork. 

Both were dubbed important leadership competencies by the Healthcare Leadership 

Alliance and NCHL (Fennimore & Wolf, 2011; Frich, Brewster, Cherlin, & Bradley, 

2014; Grider, Lofgren, & Weickel, 2014; McAlearney, 2008; NCHL, n.d.; Stefl, 2008). 

To build good communication and teamwork, HFHS, Woodruff, and Northshore used 

mentoring and coaching. At the executive level, mentoring, coaching, and the use of 360-

feedback were more common, although the brand of the 360-feedback tool was not 

identified (McAlearney, 2008). Furthermore, some hospitals used action learning to 

provide opportunities for teamwork and engagement (Sinioris, 2010). Action-learning—

groups working on real issues—was a method adopted more commonly (Bisordi & 

Abouljoud, 2015; Grider et al., 2014; Mackoff, Glassman, & Budin, 2013). However, 

coaching, mentoring, 360-feedback, and, action learning were not used universally 

(McAlearney, 2008; Whaley & Gillis, 2016). 

Similar variation emerged in evaluation of leadership-development programs to 

that in content (Black & Earnest, 2009; McAlearney, 2008; Sinioris, 2010). No common 

systematic approach to program evaluation emerged. Many hospitals listed as examples 
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of those with high-quality leadership-development programs used the following outcome 

measures: 

• Retention of leaders 

• Promotion of internal leaders 

• Longitudinal measurement of knowledge gained 

• Improved employee opinion or patient-satisfaction scores 

Some organizations reported financial gain, but did not note if the savings were related to 

retention of staff and internal promotion or some other financial benefit (Sinioris, 2010). 

In a review by Frich et al. (2014), about 50% of the leadership-development 

programs included a pre- and postintervention evaluation. In this review of leadership-

development programs for physicians, the authors used a modified version of the 

Kirkpatrick model to categorize the evaluation tools used (Frich et al., 2014). The 

Kirkpatrick model of evaluation of training includes the following: 

• Level 1—reaction to the program 

• Level 2—knowledge acquired 

• Level 3—behavior changes 

• Level 4—system results (Frich et al., 2014). 

Level 1 self-assesment evaluation, using a Likert-type self-assesement tool was a 

common means to evaluate programs (Frich et al., 2014). Self-assessment was also 

commonly used at Level 2 and Level 3. A small number of studies had others evaluate 

participants’ performance after attending the program. Of the 45 studies included in the 

Frich et al. (2014) systematic review, only six leadership-development programs 
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reviewed system outcomes. Among the six, only two used objective quality measures: 

Submission of business plans that were implemented and patient satisfaction scores. 

Some organizations used performance evaluations as a means to measure the 

success of a leadership-development program. Multisource 360-degree evaluations were 

used as well (McAlearney, 2008). Little discussion ensued about specific return on 

investment; rather, emphasis rested on overall performance improvement of the 

organization. But the performance measures varied. Some organizations assessed their 

leadership program successful if participants believed they benefitted and and felt more 

confident in their role (Frich et al., 2014; McAlearney, 2008; Sinioris, 2010). From a 

financial standpoint, benefit accrued from providing the program in-house, as programs 

were often less expensive than when using an external source (Bisordi & Abouljoud, 

2015). 

Leadership-development content and program evaluation typically were not based 

on a theoretical framework. In fact, a white paper from NHCL noted that only recently 

had leadership development programs begun to focus on how leaders develop (Garman & 

Lemak, 2011). Yet, even that report did not recommend a framework to explain how 

leaders develop, but instead how organizations can best develop leaders by providing 

opportunity for development. Yet, from an individual leader’s standpoint, understanding 

“who am I” may help provide a framework for “how to provide” the best opportunities to 

develop individual leaders (B. Anderson, 2006; Ghosh, Haynes, & Kram, 2013). 

To summarize, leadership development training in health care was not univeral. 

Best practices for leadership-development programs have been developed and gaps in LE 

identified, but inconsistency abounded from one program to the next (CCL, 2011; 
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Sinioris, 2010). Despite focus on leadership competencies, these competencies also 

varied. However, some of the best programs focused on communication, teamwork, and, 

at the executive level, mentoring and coaching. The process of program evaluation was 

inconsistent as well, although at least half of the programs had a pre- and postevaluation 

process. Furthermore, many organizations attested that if participants in leadership-

development programs felt they gained personal benefit, the program was deemed a 

success. Last, neither leadership-development content or program evaluation seemed to 

be based on a theoretical framework. 

Constructive Developmental Theory 

The LCP ME was the tool used to measure changes in LE in this leadership-

development program. The LCP ME uses constructive developmental theory as its 

framework (B. Anderson, 2006). The rationale offered by the director of People 

Development for using a tool based on constructive developmental theory was that when 

individuals have a better understanding of their developmental stage, they can create 

individualized leadership-development plans. The LCP ME survey was provided to 

participants to assess their LE. Participants chose several other people to evaluate their 

LE using a similar tool designed for evaluators. 

Piaget’s theory of cognitive development in children influenced constructive 

developmental theory (Kegan, 1980). In fact, Kegan referred to the theory as “neo-

Piagetian” (1980, p. 374). Theorists Gilligan, Kohlberg, Lasker, Loevinger, and others 

contributed to constructive developmental theory, however, Kegan was first to 

catergorize their various concepts under the single heading of constructive developmental 
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theory (McCauley, Drath, Palus, O’Connor, & Baker, 2006). This theory describes stages 

of adult development. 

Constructive developmental theory moves beyond Piaget’s cognitive 

developmental theory into lifespan development, including emotions and ways humans 

make meaning of the world around them (Kegan, 1980; McCauley et al., 2006). How 

individuals perceive and respond to an experience rests on how they make meaning from 

it. According to Kegan (1980) and other constructive developmental theorists, individuals 

move from one vertical level of development to the next level as their ability to hold a 

more complex mental view of the world progresses or as they need to hold a more 

complex mental view to make meaning of an experience (Kegan & Lahey, 2010). 

Constructive developmental theory also focuses on the progression or transition from one 

level of development to the next (McCauley et al., 2006). Furthermore, the theory 

considers how evironment may influence individual development (Kegan, 1980). 

Kegan’s (1980) constructive developmental framework was the primary theory 

used in the LCP ME to explain leadership development (B. Anderson, 2006). Kegan’s 

theory of adult development included three levels: socialized mind, self-authoring mind, 

and self-transforming mind (Kegan & Lahey, 2010). The LCP ME focuses on the 

socialized mind and the self-authoring mind, as few leaders attain the self-transforming 

stage (B. Anderson, 2006). The socialized mind and the self-authoring mind parallel the 

reactive leader and the creative leader, respectively. 

The leader who operates in the socialized mind tends to make decisions based on 

the expectations of others, for example, how peers might respond to the decision (Kegan 

& Lahey, 2010). External sources define individual identity. Therefore, the socialized 
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mind is most concerned with belonging and what others think. These individuals may be 

perceived as loyal and will align with others even when they think that a plan might fail 

(B. Anderson, 2006; Kegan & Lahey, 2010). Thus rather than challenge the status quo, 

the socialized mind will try to to maintain the status quo (B. Anderson, 2006). 

The self-authoring mind is better able to provide direction to move a team 

forward. This individual will speak-up primarily because the message being sent is 

necessary for people to understand next steps to align (Kegan & Lahey, 2010). Decisions 

for this individual are more purposeful and include choice and personal values (B. 

Anderson, 2006; Kegan & Lahey, 2010). 

The socialized and the self-authoring mind also receive messages differently. 

Because the socialized mind is defined by external sources, people aligned with this 

construct have a greater tendancy to read between the lines and perceive a message to be 

different from its superficial meaning. In contrast, the self-authoring mind has a greater 

capacity to filter information. Yet in this context, the self-authoring individual may 

ignore important information, perceiving it to be irrelevant (Kegan & Lahey, 2010). 

In brief, constructive developmental theory focuses on how the adult mind makes 

meaning of experiences. Kegan’s theory of constructive developmental was the primary 

source for the theoretical framework of the LCP ME. 

Summary 

In summary, leadership development is as important in health care as it is for 

many successful business. Leadership-development programs can help leaders navigate 

the complex changes that occur in today’s healthcare environment. Leadersip programs 
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can also assist in succession planning and influence retention rates. Yet, in spite of the 

benefits, leadership-development programs are not available in all healthcare settings. 

The types of programs vary. The NCHL identified some best practices followed 

by some successful healthcare systems such as Catholic Health Partners, HFHS, and the 

Cleveland Clinic, but none of these programs adopted all of the best practices 

recommended by the NCHL. Because the content of leadership-development programs 

was remarkably inconsistent, how they were evaluated varied as well. A portion of 

programs used a pre- and postevaluation, but did not identify the tool. A more common 

means of evaluation was retention and promotion of those who had participated in the 

program, knowledge gained, and improvement in employee- or patient-satisfaction 

scores. None of the healthcare leadership-development programs specifically measured 

changes in LE. 

From a development perspective, most programs did not use a theoretical 

framework for program development or evaluation. None of the programs used 

constructive developmental theory as the framework. However, the benefit of using 

constructive developmental theory is that healthcare organizations can develop more 

individualized leadership-developmental plans, based on participants’ constructive 

developmental stage. 
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CHAPTER THREE: METHODOLOGY 

Introduction 

The large pediatric hospital that is the focus of this study was established in 1897. 

At that time it was a summer tent treating approximatly 50 patients per year and had six 

medical providers. In 1908 the original brick and mortar hospital was built. Then, in 2007 

a new facility was constructed. The number of medical providers had grown to more than 

1,000, with more than 5,000 employees. Furthermore, networks of care were created so 

the hospital could provide care more easily across the region (Children’s Hospital 

Colorado, n.d). The need for strong leadership became more apparent. 

The hospital established an internal leadership-development program in 2009 

because the organization was undergoing tremendous growth. In previous years, the 

hospital had used an outside source for leadership development. However, under the 

direction of the then vice president of Human Resources and the director of People 

Development, the hospital decided that a leadership-development curriculum could be 

provided effectively by internal resources and at lower cost. 

Leadership teams nominated all participants in the leadership-development 

program. The executive leadership team made the final decision about who should attend 

the program. All participants were considered high performers. Participants were notified 

of their acceptance into the program and could choose to participate. Following 

acceptance, participants received the book Power of Ted (The Empowerment Dynamic) 

by Emerald (2009) to read prior to the start of the program. Participants received a copy 

of the LCP ME survey to fill out as a self-assessment. To gather 360-degree multisource 
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feedback, participants submitted e-mail addresses of peers, staff, and their manager, so 

those individuals could evaluate the participants’ LE using a similar LCP ME tool. 

The leadership-development program was 12 months in duration and included the 

LCP ME 360-degree multisource survey completed by participants and participants’ 

evaluators. It also included lectures, individualized coaching, team action-learning 

projects, monthly small-group meetings, quarterly participant meetings, and support from 

senior leadership. The hospital’s People Development staff served as the lecturers and 

coaches. At the beginning of the program, the participants collaborated with their coaches 

to create an individualized leadership-development plan that included goals,. At the end 

of the program participants created posters demonstrating how they had achieved their 

leadership goals. After completion of the program, participants and participants’ 

evaluators received a second LCP ME to again provide multisource 360 feedback. This 

post-program data collection provided the means to quantitatively measure if 

participants’ LE scores had improved after attending the program. 

The significance of this study was that unlike many others, this leadership-

development program used an evaluation tool based in constructive developmental 

theory. Constructive developmental theory provides a means to explain why individuals 

might make meaning of the same events and experiences differently (Kegan, 1980). As 

individuals progress through the stages of constructive development, they become less me 

focused and gain a wider perspective that includes many points of view, and identifies 

their own values and principles. Thus, the theoretical focus of this leadership-

development program was not simply on a participant’s behaviors, but also on changes in 

the participants’ worldview that might allow them to be more effective leaders. This 
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dissertation in practice was the first time this leadership-development program was 

formally evaluated. 

Research Questions 

1. Was there a change in participants’ LCP ME mean assessment score on their 

LE following attendance in a leadership-development program? 

2. Was there a change in evaluators’ LCP ME mean assessment score of 

participants’ LE following attendance in a leadership-development program? 

3. What themes were noted in the free-text questions on the preprogram and 

postprogram LCP ME survey that might indicate a change in LE? 

4. Based on the findings, what recommended changes might improve any future 

programs? 

Research Design 

The purpose of this mixed-methods convergent parallel research design was to 

evaluate if the participants had a statistically significant change in LE after attending an 

internal, hospital-based leadership-development program. Furthermore, this project aimed 

to discover if changes in participants’ behaviors were noted in the qualitative portion of 

the data, suggesting a change in participants’ constructive developmental stage. Research 

questions were answered using the 360-degree multisource feedback tool, the LCP ME. 

A mixed-methods research design was chosen because the archived LCP ME survey 

contained quantitative and qualitative data. Furthermore, because the sample size was 

limited to the 41 participants, the use of mixed methods provided greater opportunity to 

describe and understand the outcome of the program (Creswell & Plano Clark, 2011). 
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The LCP ME survey was administered before and following participation in the 

leadership-development program to participants and to other individuals who evaluated 

the participants. Participants completed an 84-question Likert-type scale quantitative 

survey (see Appendix C). The evaluators completed a similar survey that included 84 

Likert-type scale questions and three free-text open-ended questions (see Appendix D). 

The quantitative and qualitative data were collected concurrently using the LCP ME 360 

survey, providing the rationale for the convergent parallel research method (Creswell & 

Plano Clark, 2011). The quantitative strand included responses from participants and 

evaluators. The qualitative data derived from the free-text open-ended questions from 

evaluators’ surveys. The two strands of data were analyzed separately and then merged to 

gain a better understanding of changes in participants’ LE before and after attending the 

leadership-development program (Creswell & Plano Clark, 2011). 

Participants/Data Sources 

For this program evaluation, the sample size was 41. In 2012, 20 participants 

attended the leadership-development program and 21 in 2013. For inclusion in the study, 

participants had to have attended the leadership-development program and completed the 

LCP ME survey before and after program attendance. All 41 participants were in 

leadership roles. All were nominated by their director, based on their leadership potential. 

Nominations were then presented to the hospital executive team, which determined who 

should be invited. Department directors then formally invited participants to attend. 

Participation was voluntary and supported by the executive leadership team. 
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Data-Collection Tool 

The LCP ME is a 360-degree multisource feedback tool based in adult 

developmental theory (B. Anderson, 2006). Organizations use 360-degree multisource 

feedback tools to evaluate a person with input from several different individuals to gain a 

broader perspective on the person being evaluated. Use of the constructive developmental 

theoretical framework makes the LCP  360-degree survey different from many other 360-

degree assessment tools as it focuses on the evolution of more complex means of adult 

thinking (B. Anderson, 2006; Dujowich, 2014). The LCP ME is a slightly modified and 

shorter version of the original LCP, created primarily for use with executives. However, 

the theoretical framework for both surveys builds on constructive developmental theory 

(The Leadership Circle, 2011). This leadership-development program used the manager 

edition of the LCP because none of the participants were in executive roles. 

The LCP ME is employed in many different industries including health care 

(Dujowich, 2014). Executive coaches often use the LCP ME with their clients to help 

develop individualized leadership-development plans (P. Wyman, personal 

communiction, March 10, 2016). Approximately 225,000 evaluators have filled out 

surveys. Thus, a large database exists from which to develop norms for LE (R. J. 

Anderson & Adams, 2016). The tool was validated in 2008 by an external source that 

concluded the LCP survey was an appropriate tool to use for the development of leaders. 

Furthermore, the tool’s creative and reactive domains correlated positively and negatively 

with LE, respectively (Dalal, Lin, Smith, & Zichar, 2008). 

Reliability scores were calculated to test the internal consistency of the 21 traits to 

the six dimensions: 
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• Creative 

1. Relating 

 Caring, mentoring, teamwork, interpersonal 

2. Being 

 Balance, composure, integrity, courage 

3. Achieving 

 Vision, strategy, results, decisions 

• Reactive 

4.  Controlling 

 Perfectionist, amitious, autocratic 

5. Protecting 

 Arrogant, critical, distant 

6. Complying 

 Passive, belonging, pleasing (B. Anderson, 2006). 

Reliability testing is a means to determine if a test consistently measures the 

variable it is designed to measure (Creswell & Plano Clark, 2011). Results of the 

reliability statisical analysis of the the LCP dimensions were favorable with a coefficient 

alpha of .83 to .96 and a mean of .89. For the traits, the reliabilities ranged from .64 to .93 

with a mean coefficient alpha of .81 (Dalal et al., 2008). Conservative and Balanced had 

mean coefficients of .64. However the Conservative trait was not included as part of the 

LCP ME. Based on the results of the analysis, the developers added additional questions 

for the Balanced trait to the survey to improve reliablity; however no reliability testing 

was completed after those changes. 
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Validity analysis was performed as well. Validity testing refers to the accuracy of 

a measurement tool (Creswell & Plano Clark, 2011).  The creative domain of LE 

positively correlated with creative traits with validity coefficients ranging from r = .77 

to .89. Reactive traits correlated negatively with LE with validity coefficients ranging 

from r = -.14 to -.59. A negative correlation between reactive traits and LE would be 

expected because reactive behaviors inhibit LE (Dalal et al., 2008). 

Another study conducted in collaboration with the University of Notre Dame’s 

Mendoza College of Business Stayer Center for Executive Education revealed a 

correlation of .65 between the Maturity Asssessment Profile, a tool to measure one’s 

developmental stage, and LE (R. J. Anderson & Adams, 2015). This second study was 

congruent with other studies that indicated a connection between one’s constructive 

developmental stage and LE (Glamuzina, 2015; Harris & Kuhnert, 2008; Strang & 

Kuhnert, 2009). 

As mentioned earlier, the LCP ME is divided into two primary categories: The 

creative and reactive domains of of leadership. The creative leader is higher on the 

vertical scale of constructive development and therefore more effective. In contrast, a 

more reactive leader is lower on the vertical scale of constructive development, and thus 

is a less effective leader. As shown above, the creative domain of leadership includes 

three dimensions and 12 traits and the reactive domain has three primary dimensions and 

nine traits. 

As previously mentioned, the LCP ME included a self-assessment and an 

evaluator-assessment. On the self-assessment, participants were asked how similar or 

dissimilar they were to a particular statement. Participants responded to the statement 
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with a Likert-type scale from 1 to 5, with 1 being least like and 5 being most like. Each 

question was linked to either the creative or reactive domain of leadership. Examples of 

some of the statements follow: 

• I need to perform flawlessly. 

• I lack passion. 

• I am sarcastic or cynical. 

• I connect deeply with others. 

• I create a positive climate that supports people doing their best. 

The evaluators filled out a similar questionnaire that used the same Likert-type 

scale. However, evaluators also answered the following three open-ended questions: 

• In your opinion what is this person’s greatest leadership asset, skill, or talent 

and what suggestions do you have for leveraging this? 

• In your opinion what is this person’s greatest leadership challenge or area for 

development and what suggestions do you have for handling this? 

• What have you observed about this person about which you would like to 

provide additional feedback to him/her that may not have been previously 

addressed in this assessment? 

Variables/The Researcher’s Role 

As discussed, the LCP ME survey provided quantitative as well as qualitative 

data. The dependent variable in this mixed-methods study was LE. Leadership 

effectiveness was measured with a 5-point Likert-type scale before and after attending the 

leadership-development program. Participants completed a self-assessment and 

participants’ evaluators completed the same assessement using the LCP ME survey. 
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The qualitative data of the program evaluation derived from the three free-text 

questions noted above, answered by participants’ evaluators. To analyze the qualitative 

data, a conventional content-analysis approach was used (Hsieh & Shannon, 2005). Each 

survey was read in its entirity and notes were written in the margins. Next, all surveys 

were uploaded into the qualitative software program NVivo. The qualitative data were 

again reviewed line by line, sentence by sentence, and coded using evaluators’own text. 

To discover any common threads, themes were not identified until several surveys had 

been coded. Similar codes were aggregated under larger themes. Each theme was 

reviewed to discover any subthemes. 

Content analysis of qualitative data is multifaceted and often at risk for researcher 

bias and to subjective interpretation of the data (Fereday & Muir-Cochrane, 2006; 

Thorne, 2000). Furthermore, the researcher was a participant in the 2012 leadership-

development program cohort, which could lend itself to bias. Several strategies to limit 

bias and improve trustworthiness were used. The researcher used bracketing to identify 

and set-aside personal perspectives, assumptions, and beliefs that might affect the 

collection or analysis of the data (Fischer, 2009). Bracketing is not a single event at the 

start of the study, but ongoing throughout the research process entailing constant 

reflection on the meaning of the data and how the meaning changes as more data are 

analyzed (Fischer, 2009). The researcher also used peer debriefing to increase crediblity. 

In peer debriefing, the researcher seeks guidance in the research process, often on an 

ongoing basis, particularly in the context of scholarly work (Anney, 2014). Furthermore, 

the researcher used peer examination and created an audit trail, engaging a neutral 

qualitative researcher who had no prior experience with the LCP ME survey or 
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knowledge of the leadership-development program, to review and discuss the coding 

scheme and research process (Anney, 2014; Bengtsson, 2016). Last, because some 

qualitative content was incongruent with expectations, the researcher used negative case 

analysis to review those findings and presented the results. 

Data-Collection Procedures 

Data was accrued from LCP ME online survey responses. As a part of the 

leadership-development program, each participant received a link to the LCP ME survey 

to complete before taking part in the program. The link connected to the LCP ME survey 

on the LCP website. Part of the survey required participants to submit e-mail addresses of 

those individuals who would serve as their evaluators. Evaluators received an e-mail 

requesting their participation and they submitted their responses online to LCP. 

Leadership Circle Corporation analyzed responses from the individual surveys and 

evaluator surveys. After the data were collated, participants received their evaluation data 

and feedback data from their evaluators as raw aggregate data. They also received the 

Leadership Circle image. The top half of the image was the creative domain of leadership 

and the bottom half was the reactive domain of leadership (see Figure 1 and a sample 

leader report in Appendix E). Participants reviewed this information with an LCP-

certified coach to create an individual development plan. At the end of the leadership 

program, the same process of sending out surveys was used. Because participants chose 

their evaluators at the beginning and again at the end of the program, not all 

postevaluators were the same as the preevaluators. Once results of the follow-up data 

were received, coaches reviewed the follow-up results with participants. The pre- and 

postsurveys were used as the data-collection tool to determine if the leadership-
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development program had any influence on participants’ LE from participants’ 

perspectives or from evaluators’ perspectives. 

The director of People Development provided oversight for the leadership-

development program and had permission to review every participants’ LCP ME (see 

Appendix E). The director paired the pre- and postsurveys and deidentified each survey 

to maintain confidentiality and anonymity. He assigned random numerical identifiers to 

each survey. The paired surveys were then provided to the researcher. The survey 

contained no demographic data. An Institutional Review Board (IRB) request was 

submitted to the hospital but because the data were deidentified and archived, IRB 

approval was deemed unnecessary. The IRB department at Creighton University drew the 

same conclusion. 

Data-Analysis Plan 

One purpose of the study was to determine if the leadership program had a 

statistically significant effect on participants’ LE. First the participants’ mean preprogram 

LE scores from the LCP ME survey were compared to participants’ mean postprogram 

LE scores. Second, the participants’ evaluators’ mean preprogram LE scores were 

compared to evaluators’ mean postprogram LE scores. A two-tailed paired t-test was 

used for this comparison. A two-tailed test was used because to assume all participants’ 

LE scores would increase could bias the outcome of the statistical analysis.  

Another purpose of the study was to establish if any responses from the free text 

questions might explain changes in LE or indicate vertical movement on the constructive 

developmental ladder. To analyze the qualitative data, the researcher separated the data 
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by the three open-ended questions on the survey: strengths, challenges, and additional 

information. Data were further stratified by pre- and postsurvey. 

The free-text description of participants varied widely. For example, to describe 

someone who was approachable, the participant might be described as “easy-going,” 

“friendly,” “open-door policy,” “always willing to talk,” or “easy to get along with.” The 

variety of descriptors required a complex coding system that resulted in more than 2,000 

codes after coding only a portion of the surveys. However, common themes became 

apparent as some topics were noted multiple times in the sample of surveys. Therefore, 

because of the complexity of codes, the final coding was limited to 17 participants. 

Due to the nature of the survey and the questions asked, observations noted by the 

evaluators did lend themselves to be categorized into the domains of the LCP ME as 

creative or reactive leadership behaviors. However, in an effort to remove bias, allow for 

themes to emerge, and note patterns, the initial analysis using inductive reasoning. 

Each survey was reviewed by hand and notations made in the margins to identify 

similar content. Next, surveys were imported into the NVivo 11 qualitative software 

database. Each survey was reviewed with inductive reasoning again, line by line, to 

prevent bias. Codes were generated from evaluators’ text. Then codes were compared 

with similar codes and aggregated under a single code. To increase trustworthiness of the 

data, negative case analysis was used to confirm that the coded themes were appropriate, 

that key items were not missing from the coding scheme, and that no other codes should 

be identified (Anney, 2014; Shenton, 2004). Furthermore, the second qualitative 

researcher, with no prior knowledge of the program or the theoretical framework, 

provided peer scrutiny to further eliminate bias (Anney, 2014; Shenton, 2004). After 
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coding was completed, an inductive–deductive hybrid technique was used that allowed 

for themes to be compared to the creative and reactive domains of the LCP ME survey 

(Fereday & Muir-Cochrane, 2006; Gerring, 2012; Zhang & Wildemuth, 2009). 

Then the pre- and postsurvey quantitative data were compared to the pre 

postsurvey qualitative data to note if items in the free-text might explain any changes in 

the quantitative measure of LE. The qualitative data was then triangulated with the 

quantitative data to determine if the strands provided consistent findings (Creswell & 

Plano Clark, 2011). 

Ethical Considerations 

The ethical considerations in this study were more limited than might be the case 

in other studies because the data were archived and deidentified. Therefore, 

confidentiality and anonymity remained intact. The researcher was a participant in one of 

the cohorts but the director of People Development did not include that data. Because 

there was no demographic or work-type information included in the surveys, the 

researcher was not able to identify who the participants were. Each survey was given a 

number so it could not link to a participant. An IRB request was submitted, but the IRB 

determined this study did not require a review. 

Summary 

This dissertation in practice is a program evaluation of a leadership-development 

program. A convergent parallel mixed-methods approach was chosen because the 

leadership-development program included an online 360-degree multisource survey 

which contained quantitative and qualitative data. Surveys were deidentified and the pre- 

and postsurveys were paired. Quantitative data were analyzed with a two-tailed paired t-
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test to determine if the difference between the pre- and postsurvey mean LE self-

assessment scores or the pre- and postsurvey mean evaluators’ LE scores were 

statistically significant. Qualitative data were analyzed using inductive reasoning 

followed by deductive reasoning. Coding was initially manual and then completed using 

NVivo software. Qualitative data were then triangulated with the qualitative data. IRB 

approval was not required because the data were archived and deidentified. 
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CHAPTER FOUR: FINDINGS  

Introduction 

The preceding chapter discussed the methods used to collect the data for this 

dissertation in practice. Chapter 4 briefly describes the purpose and aim of the study. 

Then the results and synthesis of the data will be discussed.  

Effective leaders are necessary in today’s changing healthcare environment. 

Therefore, it is important that organizations invest in developing leaders for the future. It 

is equally important to determine if leadership-development programs achieve the 

intended results (Sinioris, 2010). This mixed-methods convergent parallel-design 

research study evaluated the efficacy of a leadership-development program in an 

academic pediatric facility.  

To assess if the leadership-development program had any influence on LE several 

research questions guided this study: 

1. Was there a change in participants’ LCP ME mean assessment score on their 

LE following attendance in a leadership-development program? 

2. Was there a change in evaluators’ LCP ME mean assessment score of 

participants’ LE following attendance in a leadership-development program? 

3. What themes were noted in the free-text questions on the preprogram and 

postprogram LCP ME survey that might indicate a change in LE? 

4. Based on the findings, what recommended changes might improve any future 

programs? 

As previously noted, the LCP ME is based on constructive developmental theory. 

This theory argues that as one moves vertically through development, one acquires a 
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more complex way of making meaning of experiences and thus become a more effective 

leader (Glamuzina, 2015; Harris & Kuhnert, 2008; Kegan & Lahey, 2010). The LCP ME 

supplied quantitative and qualitative data about the leadership development program 

participants. Thus, mixed methods were used in this research. The quantitative data was 

analyzed to asses for a statistically significant change in LE. The qualitative data 

provided information about changes in participants’ thoughts or behaviors that would 

suggest a change in their constructive developmental stage. 

Purpose of the Study 

The purpose of this mixed-methods convergent parallel research design study was 

to evaluate if a statistically significant change (p = .01) emerged in LE among 

participants in an internal, hospital-based leadership-development program. Furthermore, 

this study aimed to discover if changes in participants’ behaviors noted in the qualitative 

portion of the data suggested changes in participants’ constructive developmental stage. 

This aim was addressing with the 360 multisource feedback tool, the LCP ME. 

Aim of the Study 

The aim of this study was to evaluate a leadership-development program to 

determine if program participants’ LE scores and qualitative assessment indicated they 

were more effective leaders after program attendance. Furthermore, to make 

recommendations for future leadership-development programs based on the findings.  

Summary and Presentation of the Findings 

The dataset contained 41 records that represented the 41 participants in the 

leadership-development program. The quantitative data from the 41 LCP ME surveys 
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were transcribed from the LCP ME surveys into Excel Stats Plus. Four primary 

quantitative data points were analyzed: 

• Preprogram individual perceptions of LE 

• Postprogram individual perceptions of LE 

• Preprogram evaluators’ perceptions of participants’ LE 

• Postprogram evaluators’ perceptions of participants’ LE. 

Participants had a self-assessment LE score and an evaluators’ aggregate LE score. 

The secondary quantitative data points analyzed were the mean aggregate scores 

for the six dimensions of the LCP ME. Again, the six dimensions of the LCP ME are 

relating, being, achieving, controlling, protecting, and complying. The six dimensions 

were analyzed because, collectively, the six-dimension scores make up the aggregate 

final LE score. 

Chapter 3 included a description of the reliability and validity of the survey. 

However, to review, reliability testing demonstrated that the overall internal consistency 

of the six dimensions with the 21 traits was favorable. Validity analysis showed a 

positive correlation between LE and the 12 creative traits: caring, mentoring, teamwork, 

interpersonal, balance, composure, integrity, courage, vision, strategy, results, and 

decisions. Validity testing showed a negative correlation between LE and reactive traits: 

perfectionist, ambitious, autocratic, arrogant, critical, distant, passive, belonging, and 

pleasing (Dalal et al., 2008). 

This survey did not collect any demographic data. Gender was determined by 

reading the free-text responses to the LCP ME. Only eight males participated, of the 41 

total participants. Thus, the sample of male participants was too small from which to 



LEADERSHIP PROGRAM EFFECTIVENESS 46 

draw any conclusions. All participants had a leadership role at the time the program 

started and all but three of the participants had direct reports, that is, staff who reported 

directly to the participant. 

Results of the Quantitative Pre and Postsurvey Questions on Leadership 

Effectiveness 

The first question analyzed:  Was there a statistically significant change, (p = .01) 

between pre-  and post-self-assessment of LE after participants attended the leadership-

development program? A two-tailed, paired sample t-test showed a statistically 

significant increase from the mean pre-LE self-assessment scores (M = 3.55, SD = 0.47) 

to the mean post-LE self-assessment scores (M = 3.81, SD = 0.43), p = .01 (two-tailed) 

(See Figure 2). Table 1 lists each of the six dimensions plus LE, with their respective 

preprogram and postprogram mean and confidence interval. The confidence interval 

indicates with 95% probability that the mean lies between the two values listed in 

brackets. The p-value indicates if there is a statistically significant difference between 

premean and postmean self-assessment scores. As noted in Table 1 only two dimensions 

had statistical significance: leadership effectiveness and achieving (p = .01). 
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Table 1 

Self Pre- and Postsurvey 

Variable 
Preselfeval 

mean CI SD 
Postselfeval 

mean CI SD p-value 

Leadership 
effectiveness 3.55  [3.4, 3.7] 0.47 3.81 [3.7, 3.9] 0.43 0.01* 

Relating 3.95 [3.8, 4.1] 0.38 4.10 [4.0, 4.2] 0.36 0.59 

Being 3.82 [3.7, 3.9] 0.30 3.88 [3.7, 4.1] 0.55 0.53 

Achieving 3.74 [3.6, 3.9] 0.38 3.95 [3.8, 4.1] 0.34 0.01* 

Controlling 2.34 [2.2, 2.5] 0.47 2.27 [2.1, 2.4] 0.50 0.53 

Protecting 2.14 [2.0, 2.3] 0.48 2.07 [1.9, 2.0] 0.46 0.51 

Complying 2.37  [2.2, 2.5] 0.04 2.27 [2.1, 2.4] 0.44 0.29 
*mean difference significant at the p = 0.01 level 

 

 

 
Figure 2. The change in self-assessment of leadership-effectiveness scores following 
program attendance. 
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The second question analyzed: Was there a statistically significant change (p 

= .01) in mean preassessment and postassessment LE scores among the evaluators’ of the 

participants after the participants attended the leadership-development program? A two-

tailed paired sample t-test showed no statistically significant change from the mean pre-

LE evaluators’ assessment scores (M = 4.10, SD = 0.28) to the mean post-LE evaluators’ 

assessment scores (M = 4.16, SD = 0.27), p = .29 (two-tailed). Table 2 lists each of the 

dimensions in the first column, with its respective preprogram and postprogram mean and 

confidence intervals. The confidence interval indicates with 95% probability that the 

mean lies between the two values listed in brackets. No variables emerged with a 

statistically significant change from the pre- to the post-other assessment.  

Table 2 

Evaluators’ Pre- and Postsurvey 

Variable 
Preeval 
mean CI SD 

Posteval 
mean CI SD p-value 

Leadership 
effectiveness 4.10 [4.0, 4.2] 0.28 4.16 [4.1, 4.2] 0.26 0.30 

Relating 4.10 [4.0, 4.2] 0.22 4.16 [4.1, 4.2] 0.23 0.28 

Being 4.10 [4.0, 4.2] 0.20 4.15 [4.1, 4.2] 0.18 0.27 

Achieving 4.04 [4.0, 4.1] 0.22 4.11 [4.0, 4.2] 0.22 0.21 

Controlling 1.92 [1.8, 2.0] 0.24 1.95 [1.9, 2.0] 0.27 0.68 

Protecting 1.61 [1.5, 1.7] 0.23 1.60 [1.5,1.7] 0.19 0.79 

Complying 1.93 [1.8, 2.0] 0.28 1.89 [1.8, 2.0] 0.21 0.57 
 

Results of the Qualitative Pre- and Postsurvey Questions 

As mentioned, the qualitative data arose from the three open-ended questions 

included in the evaluators’ LCP ME pre- and postsurvey. 
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• In your opinion what is this person’s greatest leadership asset, skill, or talent 

and what suggestions do you have for leveraging this? 

• In your opinion what is this person’s greatest leadership challenge or area for 

development and what suggestions do you have for handling this? 

• What have you observed about this person about which you would like to 

provide additional feedback to him/her that may not have been previously 

addressed in this assessment. 

As discussed earlier, the analysis of the the free-text questions was limited to 17 

surveys. This represented 231 and 216 evaluators for the pre- and postsurveys, 

respectively. A code was considered saturated when a concept or term was noted in more 

than half of the surveys. All codes were identified as pre- and postsurvey so that it would 

be possible compare free-text responses frome before and after the program.  

Initially the text was identified under the broad codes of presurvey and postsurvey 

leadership strengths, leadership challenges, and leadership additional information. 

However, evaluators mentioned strengths and challenges under all three questions. 

Therefore most codes were categorized under the headings of presurvey strengths and 

challenges, and postsurvey strengths and challenges.  

Because each participant did not have the same number of evaluators, and some 

participants had a different number of evaluators on their pre- and postsurvey, the number 

of references to a particular code per participant are not presented. Instead, the focus was 

on how many participants were noted to have the code attributed to them. Also, of note, 

some codes met saturation criteria on the presurvey but did not not on the postsurvey and 

vice versa. Furthermore, evaluators made more references to strengths than to challenges. 



LEADERSHIP PROGRAM EFFECTIVENESS 50 

Themes from Open-Ended Questions 

As mentioned above, two primary categories emerged from the analysis: 

strengths, and challenges or areas for improvement. Under these two broad themes were 

several subthemes identified in the pre- and postsurveys:  Character traits, relationships, 

skills, knowledge, work load, and work–life balance. Work load and work–life balance 

on the whole were a challenge and not a strength. Also survey respondents made specific 

references to leadership. Presurvey and postsurvey strengths and challenges are presented 

together under the appropirate themes and subthemes. For clarity, a pseudonym was 

assigned to each participant. 

Theme 1: Character Trait 

Character trait was defined as those behaviors and thoughts that are part of a 

person’s personality. Some of the traits evaluators referenced were positive attitude, 

calm, commitment, compassion, dedication, direct, hard worker, honest, passion, 

thoughtful, and trustworthiness. All 17 participants had character traits noted as strengths 

on evaluators’ pre- and postsurveys. In contrast, not all participants were noted to have 

character-trait challenges. 

The most common character traits listed as strengths that met saturation criteria in 

evaluators’ presurveys were compassion, hard worker, honest, passion, and calm. The 

most common character traits in the evaluators’ postsurveys were calm and passion. 

Table 3 lists the most commom character traits. The second and third columns in Table 3 

note the number of sources in which the trait was identified by evaluators in the pre- and 

postsurveys. The only character trait noted to be a challenge on the pre- and postsurveys 

was lack of confidence. 
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Table 3 

Theme 1: Character Traits 

Character trait Presurvey strengths Postsurvey strengths 

Compassion 12* 8 

Calm 9* 11* 

Hard worker 10* 7 

Honest 10* 5 

Passion 9* 10* 
*met saturation criteria. 

Comments related to character traits often included several traits in one statement. 

Some examples of what evaluators wrote about the participants follow: 

Carly, has amazing work ethic, team building skills, compassion. She is calm and 

caring and projects a feeling of calm ... is very passionate about her job, the staff 

and the patients. She comes to the table with a great heart and wants nothing but 

the best outcomes. She is honest and reliable. Is extremely passionate about her 

role, and will go the extra step every time if the need is there for her assistance. 

Jackie is very approachable … is a caring, compassionate leader. I believe her 

team recognize and appreciate that she cares about them both as professionals and 

colleagues. She advocates for the needs of patients, families and staff and is 

passionate about her profession. Is caring and compassionate. 

Kelly is very bright and hard working. She is very fair, honest but yet humble. 

She has a very calm demeanor when working through tough issues. She is always 

willing to jump in and help for the good of the team. 
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The postsurvey comments related to character-trait strengths were similar to 

presurvey comments. Some examples follow: 

Carly is consistently calm and level-headed, even in tough situations. She is a 

good listener and patient in her responses without jumping to conclusions. When 

she doesn’t understand a situation fully, she will always ask further clarification. 

These qualities give her the appearance of always being in control. Also, 

genuinely caring about those she encounters. 

Isla is compassionate and you can feel free to talk to her about matters workplace 

related or personal without worry of repercussions. Her greatest leadership asset is 

her temperament. She is always calm and collected even in the most difficult 

times. She handles her stress extremely well. 

Jackie is passionate about her department which is inspiring and infectious for 

others. She is extremely hard working and always strives to advance our 

department. She has become an even stronger leaders/advocate with time, 

experience and effort. I most admire her core values, supportive nature, 

commitment, tireless effort and enthusiasm. 

According to evaluators, character-trait challenges varied widely. One participant 

was described as “reactive” but was also noted to be “tactful.” Another participant was 

noted to be “overly critical of others and cynical at times.” However, this statement was 

qualified with “she is a relatively new leader” and the evaluator expected that, with 

maturity, her behavior would improve. In the pre- and postsurveys, the only common 

challenge was lack of confidence: In 10 of the presurveys and four of the postsurveys, 
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evaluators stated participants lacked confidence. Some remarks on the presurvey were, 

“lack of self-confidence. More critical of herself than of others.” 

I think Jackie’s greatest challenge is her inability to confidently make a decision 

and stand by it. I think if she can remember that she is the manager and 

sometimes she needs to take a non-biased stand when making decisions, this 

would help her become more confident. 

Bob lacks confidence in himself and his capabilities in his role. I think he needs to 

build his confidence and work on seeing the strong leader he is capable of being. 

His challenge is strength in his ability to lead and influence behavior – can 

strengthen this by building confidence in his role. 

On the postsurvey, fewer participants were described as lacking confidence. However, on 

the few surveys that did mention confidence, it was in the context of “would like to see 

Jackie with stronger confidence” or “Bob would benefit from being more accepting of his 

own capabilities and trust in his own leadership.” 

Theme 2: Relationships 

Each participant had strengths identified that were relationship oriented. For this 

dissertation, relationship refers to ongoing engagement or interaction with others. The 

categories that fell under the theme of relationships were mentor, advocate, approachable, 

easy to get along with, enjoy working with, and team player. Table 4 lists the most 

common codes that arose associated with relationships. The second and third columns in 

Table 4 note the number of sources in which the trait was identified by evaluators in the 

pre- and postsurvey. 
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Table 4 

Theme 2: Relationships 

Relationships Prestrengths Poststrengths 

Mentor 17* 13* 

Approachable 12* 14* 

Enjoy working with 12* 10* 

Team 9* 14* 

Advocate 9* 6 
*met saturation criteria. 

Mentor. As noted in Table 4, all 17 participants were referenced as a mentor. A 

mentor is someone a person trusts to provide support, encouragement, advice, and 

guidance. Many evaluators provided examples of participants serving as mentors. 

Evaluators wrote, “Bob possesses several gifts and talents with knowledge and is able to 

lead by example while also being a great mentor and teacher”; “Abby’s ability to provide 

direction, advice, inspire and motivate people is inspiring”; and Denise is “always 

available to answer questions. She has helped me numerous times on how to direct my 

talk with employees. Does a good job of coaching people.” 

Not all participants were noted specifically to be mentors on the follow-up survey; 

however, 13 were. Comments were similar to the presurvey: “I enjoy having her as a 

mentor”; “Liza is a great role model, mentor and teacher of staff. Always helping others 

to grow”; and “George is positive and encourages people to find solutions to problems 

and provides guidance to do so without being controlling. This allows people to grow in 

their confidence and in their relationships with their colleagues.” 

Approachable. As shown in Table 4, many evaluators described participants as 

approachable. Responses on the LCP ME presurvey included, “During tough times, Fran 

is honest, approachable, understanding”; Jackie is very approachable and open to new, 
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innovative ideas”; and Liza is “approachable, friendly, and easy to talk to. Interested in 

others and their department.” Others mentioned that a participant had an “open-door 

policy” or was “always available.” However, one evaluator did state that an open-door 

policy can also be a challenge because it can create time-management issues as a result of 

constant interruption. 

Only two comments described people being difficult to approach. However, both 

comments also noted that participants were very busy and the workload was more likely 

the cause of appearing unapproachable. Yet, some statements about relationship 

challenges could be directly attributed to the participant. For example, “pulling rank,” 

“being difficult to get to know,” or “having bullying tendencies when she does not get her 

way.” 

Enjoy working with. In this subcategory of relationships, many evaluators 

simply said they enjoyed working with the person on the pre- and postsurvey. Others 

added qualifiers such as “I very much enjoy working with him. He has been a great 

source of support, knowledge and leadership” or “She is truly inspirational to work with 

and I enjoy her. She is there for me through work and unrelated issues and I appreciate 

her.” Remarks on the postsurvey were similar with statements like “I hope to work with 

her again,” and “I enjoy working with her and wish I had five more of her on my team.” 

None of evaluators specifically stated they did not enjoy working with a participant. 

Team. Teams can be an important part of relationships, particularly in an 

organizational setting (Garman & Lemak, 2011). This concept was noted on the pre- and 

postsurveys. Evaluators mentioned on multiple surveys that leadership-development 

program participants were “team players.” Specific comments were, “Is a highly skilled 



LEADERSHIP PROGRAM EFFECTIVENESS 56 

team player. She is willing to share in the development of ideas and strategies that will 

best serve not only the individuals of the group, but the team as a whole”; “Great 

teamwork and taking on tasks and seeing them through”; and “She is a pleasure to work 

with and is truly a team player. She is always willing to jump in and help for the good of 

the team.” 

The most common challenge noted related to teams was working with a “tough” 

or “diverse” team. This challenge was mentioned for half of the participants. Some of the 

comments were, “Your greatest challenge is your staff. Certain staff are poisoning 

others”; “Her greatest challenge as a leader is the diverse group that she supervises;” and 

“managing challenging personalities.” The statements on the postsurvey also made 

reference to working with “difficult people and figuring out ways to redirect them.” 

Advocate. Being an advocate for a team was noted as a strength on the pre- and 

postsurvey. Some comments were “He clearly has an understanding of management and 

our department. I feel as though he is an advocate for us,” “Overall I think she is a great 

leader and advocate for us,” and “She advocates for the needs of the of patients, families 

and staff.” On the postsurvey evaluators wrote, “your advocacy for patients and families 

is amazing and your support as a team member is always appreciated.” None of the 

evaluators stated participants needed to advocate more. 

Theme 3: Skills 

Participants identified three consistent skills on the LCP ME pre- and postsurveys. 

Skills were defined as something one can learn, so characteristics not inherent in one’s 

personality. Skills identified as strengths under this subtheme were many: communicates, 

creates a vision, solves problems, makes decisions, motivates others, achieves results, and 
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manages change, but only three met saturation criteria. Communication was mentioned 

on all 17 surveys as a strength. The skill challenges noted most on the pre- and 

postsurvey were communication and delegation. Table 5 provides a list of the most 

common skills identified as strengths on the LCP ME pre- and post surveys. 

Table 5 

Theme 3: Skills 

Skills Prestrengths Poststrengths 

Communication 17* 17* 

Vision 12* 8 

Problem solver 11* 4 
*met saturation criteria. 

Communication. Communication was defined as the exchange of information. 

Therefore, it included not only the ability to provide information to others, but also the 

ability to listen and hear what others had to say. All participants had communication 

strengths and challenges identified on the pre- and postsurveys. The two most common 

strengths noted were communicating effectively or sharing information, and listening 

well. The communication challenges revealed on the pre- and postsurveys were less 

centered on listening and instead focused primarily on communicating ineffectively, 

which included not sharing information or verbalizing the vision. 

Several evaluators described participants simply as “effective communicators” or 

“great listeners.” However other evaluators were more descriptive. 

Abby, a common thread is your solid and predictable communication, which 

seems based on self-awareness, listening skills, empathy, and directness. Whether 
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its praise, informal chit chat, course correction, or challenging something you 

show up the same. 

Denise is not afraid to voice her opinion and she does not let the emotions of 

others affect her thinking. She speaks in a kind manner and allows for questions 

and feedback without a reaction. She has appropriate body language when in front 

of a group. Her communication style is assertive, clear, direct and confident and 

that approach works in health care. 

Peter is an effective leader primarily because he is a great observer, intuitive, and 

wonderful listener. Based on these skills he communicates his interpretation of 

issues or concerns to me (mentee) and validates if that is truly the issue or 

potential issue that I may not have considered. After identifying the issues, he 

provides feedback. 

The follow-up survey responses on communication strengths were similar. Again, 

some participants were only described as good communicators or listeners, but others 

were noted to “listen, ask questions, and help resolve conflicts.” An evaluator said, 

“Jackie’s greatest leadership asset is her ability to communicate with her employees. She 

is a great listener as evidenced by taking notes at meetings and asking clarifying 

questions.” Denise was noted to be “able to see the big picture and articulate that to 

staff.” 

Having communication strengths did not preclude participants from also having 

communication challenges. A common communication challenge on the presurvey was 

participants failure to share information. For example, a comment about Jackie stated, “If 
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she has a strategic plan about where she wants the team to be in the future, I am not 

aware of it.” It was suggested to Fran that “she be more vocal about her vision for her 

department.” A recommendation to Carly was she should “work on ensuring some things 

are communicated. I believe at times she believes we’re are on the email trail but we are 

not.” Other suggestions were for participants to speak up more and use terminology that 

others can understand. 

According to the postsurvey, challenges continued in sharing information. 

Evaluators mentioned that information was not shared in a “timely fashion,” for example, 

e-mail responses were slow, a “vision” had not been articulated to the team, or 

discussions were not being held with stakeholders before decisions were made. Other 

comments referred to nonverbal behaviors as being “reactive” or that the individual was 

perceived as “arrogant.” 

Vision. Vision was the second most often-mentioned skill noted as a strength on 

the pre- and postsurveys. A vision is what a team aspires to be in the future. Often, the 

leader defines the vision. As Table 5 (p. 58) documents, 12 participants were noted to 

have a vision on the presurvey and nine on the postsurvey. The vast majority of the 

comments were similar to “great ideas and great vision of the department” on the pre- 

and postsurvey. Bob was described as, “greatest asset at this point is his vision for his 

team and his ability to connect where they are now and where he would like them to be in 

the future” on the presurvey. On the postsurvey, Owen was noted to 

Have a clear and well thought out vision for his organization within the hospital’s 

overall mission. This vision is based on solid principles, but it takes into account 

the sometimes-competing interests of certain individuals or units. Consequently, 
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his decisions are always insightful. He is great at helping everyone see the big 

picture. 

Only two participants had LCP ME surveys that stated they did not have a vision. 

Michelle’s LCP ME survey stated several times that she needed to work on creating a 

vision. In contrast, Owen was described as having no vision by some, but great vision by 

others. 

Problem solver. The third skill was problem solver. Problem solver refers to a 

person who is able to or helps others solve problems. This strength was noted on 11 of 

the 17 preprogram LCP ME surveys, but only seven postprogram surveys. Some 

comments were, “has been a superb problem-solver and collaborator,” “her biggest 

strength is her problem-solving skills,” and “he is great at working with the team to 

creatively problem solve and engages everyone.” Postsurvey comments were similar: 

I find Noel to be consistently well prepared, timely, knowledgeable, professional. 

She presents data to a group in an intelligent, respectful manner. She presents to 

me as a program manager with in-depth knowledge in both clinical 

skills/expertise and data analysis. The blend of the two is what makes her 

approach to problem solving impressive to me. 

Abby helped a team of mine work through a barrier and she had some really great 

suggestions without coming across as angry or defensive. Not only did she have 

some great feedback, but also suggestions on how we could fix the problem to 

overcome barriers. I really appreciated her working with us on that and helping to 

overcome the barriers. 
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Theme 4: Knowledge 

The word knowledge showed up frequently in the pre- and postsurveys. 

Knowledge was defined as having knowledge, expertise or demonstrating intelligence. In 

13 of the LCP ME presurveys and 10 of the postsurveys, knowledge was specifically 

mentioned as a strength. On several of the presurveys, knowledge was noted to be the 

participant’s greatest asset. For example, Denise’s “greatest leadership asset is her 

knowledge and analytical skill set.” Fran’s “greatest skill is her knowledge base, she is 

intelligent and is comfortable and willing to share opinions.” George’s “greatest 

leadership asset is his knowledge and the ability to calmly, objectively and with 

confidence provide direction for me and my team.” Another comment about knowledge 

included expertise: Rita’s “knowledge base, reliability, clinical expertise in and 

compassion for patients and families is what makes her so invaluable to the center.” 

Kelly was described as “very bright and hard working. She has a lot of experience and 

knowledge which allow her to be effective in her job.” 

As mentioned above, the term knowledge was described as a strength in 10 of 

participants’ postsurveys. However, it was not in the context of “greatest leadership 

asset,” but instead just noted as a strength. Some samples of evaluators comments follow: 

Abby “is knowledgeable and resourceful,” Jackie “is extremely knowledgeable and well 

respected in the profession by peers across the country,” and Isla “has a fund of 

knowledge inside the institution and also the entire marketplace.” 

With the exception of one survey, lack of knowledge was not said to be a 

challenge. Instead the pre- and postsurvey challenge related to a lack of knowledge was 

noted as a lack of experience. Only four presurveys and two postsurveys mentioned lack 
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knowledge. Furthermore, although lack of experience was described as a challenge, it 

was followed by comments such as these: Isla’s “greatest leadership challenge is lack of 

experience which can’t be replaced or substituted. She will be a great leader, it just takes 

time and patience;” and “Michelle “needs more time to develop as a leader.” 

Theme 5: Work Load 

Another common theme was work load. Workload was more often noted as a 

challenge than a strength. On the LCP ME presurvey, two participants had a one-line 

comment that they maintained work–life balance. On the LCP ME postsurvey, two 

participants were noted to be working on work–life balance. However, work–life balance 

was mentioned as a challenge for 14 participants on the presurvey and 13 on the 

postsurvey. Evaluators wrote statements that implied concern for participants’ well-

being; for example, concern that the participant may suffer from “burn-out.”  

More often, evaluators’ comments implied apprehension about a participant’s 

work load and the inability to delegate. Evaluators wrote the following about participants 

on the presurvey: Jackie “has a lot of responsibility. She would benefit from delegating 

some of her tasks”; Carly “has a lot on her plate and is constantly adding more. A 

suggestion for handling this challenge is to let her team share some of the workload. 

Needs to delegate more”; and Peter “could benefit from effectively delegating defined 

tasks. He takes full ownership for a project and at times runs short on the time to 

complete as effectively as he would like.” Others wrote, Hallie’s “greatest leadership 

challenge is her continued desire to be involved in numerous committees, skills set and 

work load. My only suggestion is not to overload her and focus on her primary job at 
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hospital.” An evaluator also noted that Isla’s “only challenge that I feel could be 

improved upon is finding ways to better balance work and home.” 

Comments about work load and work–life balance on the LCP ME postsurvey 

were similar to those on the presurvey. Carly was noted to “have a tendency to take 

everything on her shoulders. She feels great ownership and wants only what is best for 

the hospital … sometimes I feel it is at the cost of her own health and well-being.” On the 

postsurvey, Isla continued to struggle with “finding ways to better balance work and 

home.”  

Inability to delegate continued to be an issue on the postsurvey. Some of the 

comments were, “she needs to continually look for opportunities to appropriately 

delegate her work” or “learn to delegate more tasks.”  

Theme 6: Leadership 

The last common theme was specifically about leadership abilities. On 12 of the 

17 LCP ME participants’ presurveys, references were made to the individual being a 

great leader. On 10 of the postsurveys this reference was also made. Three participants 

were referenced as being “natural leaders,” another was a “servant leader,” and others 

were “wonderful,” “transformational,” or “excellent” leaders on the presurvey. On the 

postsurvey, the terminology was similar with “servant leader,” “transformational leader,” 

“amazing leader,” and “phenomenal leader.” One participant, Owen, was noted in the 

presurvey to have no leadership skills. However, comments on the same survey indicated 

he was an outstanding leader. 

In summary, the quantitative data analysis determined a statistically significant 

change in pre- and post-self-assessments of LE on the LCP ME survey after attendance in 
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the leadership-developmental program. However, no statistically significant change 

emerged in LE in leadership-development program participants on evaluators’ LCP ME 

pre- and postsurveys. 

Analysis of the qualitative data revealed several identifiable themes from the 

collective text in the pre- and postsurveys. Overall, references emerged for strengths than 

challenges. The themes identified were character traits, relationship, skills, knowledge, 

work load and work–life balance, and leadership. Work load and work–life balance were 

the only themes consistently identified as challenges. Furthermore, tremendous variation 

emerged in how evaluators perceived participants: a participant could be described as a 

great leader and a terrible leader within the same survey. 

Analysis and Synthesis of Findings 

Leadership development is important for the success of any organization, 

including healthcare organizations. The leadership-development program at this large 

academic hospital was started in 2009. This study reviewed the data from two cohorts, 

2012 and 2013. Prior to this dissertation, the aggregate outcome data from the leadership-

development program had not been formally evaluated, with the exception of comparing  

aggregate premean LE score to aggregate postmean LE score for each cohort. Each year 

it was reported that participants’ aggregate post-LE scores were greater than their pre-LE 

scores; therefore, the program was considered a success and had a positive impact on 

overall LE. 

Based on the data analyzed in this dissertation, a statistically significant change 

emerged in participants’ perceptions of their LE before and after attending the leadership-

development program (p = .01). However, the change in self-perception of LE could only 
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be attributed to a statistically significant change in the core dimension of achieving in the 

creative domain of the LCP ME survey. No statistically significant changes in 

participants’ self-assessments emerged in any of the other five dimensions of relating, 

being, complying, protecting, or controlling. Because self-assessments of LE may be 

biased and not a good indicator of how others perceive a leader’s effectiveness, the 

evaluators’ data were analyzed too (Amundsen & Martinson, 2014; Atkins & Wood, 

2002). 

The data analysis of evaluators’ assessment of participants’ LE did not 

demonstrate a statistically significant change in LE before and after the program 

(p = .30). However, evaluators’ mean scores of participants’ LE on the presurvey were 

4.1 on a 5-point Likert-type scale, which was a high starting point. Evaluators’ 

postsurvey aggregate mean score of participants’ LE was 4.16. This small change in the 

pre- and postscore means would suggest that the aggregate constructive developmental 

stage of the group did not change after attending the leadership-development program. 

This minimal change in the pre- and postmean aggregate LE scores may also be 

attributed to a ceiling effect, which occurs when the actual measured scores on a tool are 

equal to are almost equal to the maximum attainable score on the tool (Salkind, 2010). In 

the case of the leadership-development program, the measure of LE ranged from 1 to 5. 

Evaluators mean assessment score of the participants’ LE was higher than 4 on both the 

pre- and postsurveys. Also, 18 of the 41 participants’ pre-LE scores were greater than the 

pre-LE mean of 4.10. Furthermore, all participants were considered high performers at 

the time of nomination for the program. Thus, it is possible that the LCP ME did not 

provide an adequate scale to accurately measure changes in LE. Figure 3 is a visual 



LEADERSHIP PROGRAM EFFECTIVENESS 66 

representation of the difference between participants’ self- assessment of LE and 

evaluators’ assessment of participants’ LE before and after attending the leadership 

development program. 

 
Figure 3. Comparison of self-leadership-effectiveness pre- and postscores to evaluators’ 
leadership effectiveness pre- and postscores. The box represents the 25th percentile 
leadership effectiveness score on the bottom line and the 75th percentile leadership 
effectiveness score on the top line. The extended line from the top and the bottom of each 
box shows the outlier low and high scores. The middle line of the box is the median 
leadership effectiveness score.  
 

The qualitative data did not provide insight into participants’ constructive 

developmental stage. Denise had one of the highest LE scores at 4.51 on the presurvey 

and 4.47 on the postsurvey, but was said to be critical of others, did not share 

information, and was not noted to be an outstanding leader by any evaluators. However, 

Michelle, whose pre- and post-LE scores were 3.97 and 3.89 respectively, was referenced 
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as a “fantastic leader” on her postsurvey, although her LE score dropped after attending 

the leadership-development program. Owen was described as “one of the two finest 

managers I have ever worked with” and having “great vision” but later noted to have a 

“lack of ability to lead and lack of vision.” Six participants had postprogram comments 

that stated specifically that growth was noted over the last year, yet two of those 

participants had lower post-LE scores than pre-LE scores. One evaluator wrote that the 

Likert-type score was a truer measure of the participant’s LE than the free text. 

The biggest revelation from the analysis of the data was that the findings were 

equivocal with regard to next steps. The quantitative data analysis revealed a statistically 

significant increase in participants’ self-assessment of their LE but not in evaluators’ 

assessment of participants’ LE. The free-text data analysis did not provide any 

information that would support that participants had moved vertically along the 

constructive developmental ladder during program attendance. Furthermore, the free-text 

data did not provide any evidence to suggest why some people had higher evaluator LE 

scores than others. 

In spite of what appeared to be little impact of the leadership-development 

program on LE, literature supported using this leadership-development program as a 

framework for future programs. 

1. This program employed a 360-degree multifeedback survey. Multisource 

feedback is considered an important part of a leadership-development 

program (M. M. Anderson & Garman, 2014). 

2. Many components of the program were recommended as best practice for 

leadership-development programs such as coaching, team projects, and a 
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curriculum that included behaviorally-based competencies (Hess et al., 2014; 

Sinioris, 2010; Stoller, 2013). 

3. The quantitative data provided a degree of insight into each participant’s 

constructive developmental stage because the reactive domain of the LCP ME 

represents Kegan’s (1980) constructive development Stage 3: the socialized 

mind, and the creative domain represents Kegan’s Stage 4, the self-authoring 

mind (as cited in B. Anderson, 2006). 

4. Although the qualitative data did not shed light on participants’ constructive 

developmental stage, it did offer information that could help participants 

develop self-awareness. 

5. The aggregate qualitative data on the both surveys offered insight into 

participants’ strengths and challenges. These strengths and challenges aligned 

with the creative and reactive domains of the LCP ME, respectively. (B. 

Anderson, 2006). The aggregate data could be beneficial for curriculum 

development. 

Summary 

This chapter reviewed the data analysis of this mixed-methods parallel 

convergent-design dissertation in practice. This study was a program evaluation of a 

leadership-development program at a large academic hospital. The review of the 

quantitative data demonstrated a statistically significant change in participants’ self-

assessment of their LE after attending the leadership-development program. However, no 

statistically significant change emerged in evaluators’ assessments of participants’ LE 

after attending the program. 
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Analysis of the qualitative data was conducted to determine if any consistent 

themes arose in the free-text responses to three questions about participants’ strengths 

and challenges that might provide insight into participants’ constructive developmental 

stage. The analysis did not reveal the constructive developmental stage of the 

participants. However, analysis did reveal some themes about strengths and challenges 

that could be used to formulate recommendations to guide the curriculum of a leadership-

development program. 

The conclusion drawn from the analysis and synthesis of the data was that the 

outcome of the leadership-development program was equivocal.  However, because a 

statistically significant change emerged in self-assessment of leadership effectiveness, 

some healthcare organizations would move forward with the program based on 

employees experiencing a benefit. Furthermore, the program had components that are 

considered best practice. Therefore, Chapter 5 will discuss recommendations moving 

forward. 
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CHAPTER FIVE: CONCLUSIONS AND RECOMMENDATIONS 

Introduction 

Leadership development has become more common in health care over the last 10 

years (M. M. Anderson & Garman, 2014). Increasingly, hospitals provide internal 

leadership-development programs to their staff (Health Research & Educational Team, 

2014). The purpose of this mixed-methods convergent parallel dissertation in practice 

was to evaluate a hospital-based, internal leadership-development program at a large 

academic hospital to determine if the program was effective and if utilizing constructive 

developmental theory as a framework could improve LE. In this chapter, the aim of the 

study will be revisited with a discussion of a proposed recommendation for future 

leadership development programs. Because this leadership development program is no 

longer in effect, recommendations will be limited to what it would entail to resume a 

leadership development program. The discussion will include what support systems 

currently exist for the adoption of the proposed solution; what barriers exist that might 

impede the implementation of the proposed solution; that practical implications of the 

proposal on leadership theory and practice; and what future research might be considered 

based on the findings of the research.  

Purpose Statement 

The purpose of this mixed-methods parallel convergent-design research study was 

to evaluate if a statistically significant change (p = .01) in LE emerged among 

participants in an internal, hospital-based leadership-development program. Furthermore, 

the goal was to discover if changes emerged in the participants’ behaviors noted in the 

qualitative portion of the data that would suggest a change in participants’ constructive 
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developmental stage. These questions were answered using the 360-multisource feedback 

tool, the LCP ME. 

Aim of the Study 

The aim of this study was to evaluate a leadership-development program to 

determine if program participants’ LE scores and qualitative assessment indicated they 

were more effective leaders after program attendance. Furthermore, to make 

recommendations for future leadership-development programs based on the findings.  

Proposed Solution 

Although this leadership-development program was discontinued in 2014, 

leadership development remains a focus of the hospital. The discontinuation of the 

former program resulted from the appointment of a new vice president of Human 

Resources in 2013. However, in 2016 that vice president resigned and an interim vice 

president was appointed. A new competency based leadership-development program for 

“new leaders” was initiated in January of 2017 and now attendance is required for all new 

leaders. Furthermore, the executive team remains focused on becoming more effective 

leaders and uses the LCP survey as their development tool. 

Four years ago, the hospital established leadership compentencies for different 

levels of leadership, from the front line to the executive suite. These competencies are 

incorporated into leaders’ performance evaluations. Several of the competenices are 

behavior based, such as  developing team members, building teams, and establishing 

change leadership. The literature supports these competencies (Sinioris, 2010).  

The “new leader” development program focuses only on new leaders. Yet, the 

literature review recommended that leadership-development academies focus on leaders 
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at multiple levels of the organization in order to have the greatest impact (NCHL, 2011). 

Several of the most successful leadership-development programs provide leadership-

development opportunities to leaders and staff throughout the organization (Health 

Research & Educational Team, 2014; Hess et al., 2014; Sinioris, 2010). Furthermore, the 

current “new leader” program does not include 360-degree multisource feedback, but the 

literature supported the use of a 360-degree survey as part of an evidence-based 

leadership-development program to improve leaders’ self-awareness (M. M. Anderson & 

Garman, 2014; Harris & Kuhnert, 2008; Simpson et al., 2011; Taylor-Ford & Abell, 

2105).  

The new leadership program, similar to the former program, is taught entirely by 

the People Development department. However, many of the most effective leadership-

development programs described in the literature included other team members as faculty 

(Hess et al., 2014; Sinioris, 2010). The hospital currently has many leaders with advanced 

degrees and extensive leadership experience, particularly at the senior level. Therefore, 

faculty outside of the People Development department should be readily available.  

A follow-up discussion with the current director of People Development revealed 

he had interest in expanding leadership-development training options for staff at the 

hospital. The People Development director was intrigued to learn that the analysis of the 

quantitative data from the former leadership-development program did not reveal a 

statistically significant change in the participants’ LE, according to evaluators. Moreover, 

the People Development Director was interested to hear that the analysis of the 

qualitative data identified common aggregate challenges that could be addressed within 

the context of a leadership-development program. Additionally, he was intrigued to learn 
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the literature recommended the use of: A 360 multisource feedback tool; a behaviorally 

based competency model; didactic taught by experienced leadership faculty; action- 

learning; and leadership development opportunities to staff across the organization. 

Based on this information, the director wanted to hear recommendations for providing 

leadership-development opportunities for hospital staff. The recommendation was to 

build a leadership development academy.  

Support for a Leadership Development Academy  

Based on the data and literature several options were considered: (a) leave 

leadership development as it is today, for new leaders and executives; (b) resurrect the 

former program with modifications; (c) build a hybrid of the old program with the new 

curriculum for current leaders; or (d) build a leadership academy that incorporates the 

LCP ME survey, coaching, didactics, action-learning, and a competency-based 

curriculum that would be available to people throughout the organization. 

The hospital has some systems in place that chould be used in the leadership 

academy, such as a 360-degree multisource feedback tool and a competency-based 

curriculum. That being the case, building an entirely new program did not seem 

necessary. However, based on the literature and current evidence, to improve the efficacy 

of leaderhsip in an organization, leadership development should not be limited to a small 

pool of individuals (Arnold et al., 2015; Calhoun et al., 2007; Sinioris, 2010). Moreover, 

the People Development director acknowledged interest in expanding and improving the 

leadership-development options available at the hospital. Therefore, expanding the 

availablity of leadership development to all levels of the organization, providing a strong 
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curriculum, and building a leadership academy, was the most evidence-based and 

supported approach (Sinioris, 2101). 

The concept of developing leaders is not new to the organization or the executive 

team. The People Development department was created to support the development of 

leaders. Currently the hospital has a “new leader” training program and leadership-

development support is provided to the executive team. Historically the organization has 

provided development opportunities to several levels of leadership. The hospital 

continues to provide a menu of individual classes that focus on subjects such as crucial 

conversations or how to give feedback.  

Factors and Stakeholders Related to the Proposal 

Stakeholders. There would be several stakeholders related to this proposal. To 

start, the entire hospital staff would have the opportunity to attend the leadership 

development academy. This would be a significant change from past programs. 

 The executive leadership team would also be stakeholders. In order to build the 

academy there would need to be strong support from the executive team. The Chief 

Nursing Officer recognizes the importance of leadership development for nurses because 

it aids in succession planning (Manning, et al, 2015). Furthermore, the Chief Quality 

Officer, a physican, strongly supports leadership development because it has been shown 

to improve patient safety (Arnold et al., 2015; Sinioris, 2010).  

The Human Resources department would have a stake in this proposal as well. 

The Human Resources’ People Development team would likely be tasked with 

developing the program. This would require an increase in the number of staff who have 
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experience in program development. Furthermore, more People Development staff may 

need to be trained in the use of the LCP survey and coaching.  

The Strategy and Finance teams would also be a stakeholder. As noted in the 

literature, organizations with the best leadership development academies align the goals 

of the academy with the organization’s strategic goals and have consistent funding. 

(Sinioris, 2010). Therefore, to develop a leadership academy, the Strategy team, the 

Finance team and the Board of Directors would likely have to approve of the plan.  

Lastly, the Professional Development department would be a stakeholder. The 

Professional Development department is tasked with providing professional education 

opportunties for nurses. As noted in the literature review, the IOM (2010) recommended 

that nurses receive leadership training in order to lead change in health care.  

Policies influencing the proposal. The primary policy issue would be the 

application and admission process for the program. In the former leadership-development 

program, leaders were nominated to attend. In the current “new leader” program, 

attendees are admitted based on their status as a new leader. Therefore, to provide 

equitable leadership-development opportunities to more members of the hospital, a well-

defined applicantion and admission process would be necessary. It would be important to 

include Human Resources and the Legal Department in the development of the 

application process. Furthermore, it would be imporant for the organization to be 

transpant in the development of the process. Of note, an application and admission 

process is not uncommon in healthcare leadership-development academies (Sinioris, 

2010). 
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Potential barriers to the proposal. Change often faces resistence. Implementing 

a leadership-development academy would require a cultural change in how the hospital’s 

executive team views leadership development. Futhermore, it would require a change in 

practice in how the hospital deploys leadership development. Cultural change can be 

difficult to achieve (Burke, 2011). In the past, the hospital has focused on the 

development of individuals who were already leaders. Even the current “new leader” 

program is for people who have recently moved into a leadership position. Therefore, 

executive leadership, would have to support the concept and creation of a leadership-

development academy for it to be successful (Sinioris, 2010).  

The People Development department, which is a part of Human Resources, could 

be resistant. This resistence would be unrelated to the development of the leadership 

academy specifically because the People Development director is a strong supporter of 

expanding leadership development. However, the use of external faculty to teach the 

program could be perceived as a threat by People Development staff who previously 

served as the faculty. Therefore, it would be important for People Development to be an 

intregral part of building the program. 

Current leaders in the organization could be resistant to the change. Some leaders 

could believe that only formal leaders should participate in leadership development. 

Other leaders could be resistant to the financial burden on departmental budgets.    

Time could be a barrier. As noted in the qualitative analysis, “too much work” 

and having “too much on one’s plate” was a common theme. Time would be required to 

develop the program. Time would be required to administer and to attend the program. 

Therefore, time could prove to be a major obstacle. 
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Financial issues related to the proposal. To build a leadership-development 

academy would require funding. As noted above, some leaders may be resistant to the 

cost.  However, some portions of the program are already in place, for example, the LCP 

ME survey and the competency-based curriculum. However, additional costs would need 

to be considered. First, to evaluate the program appropriately, a person trained in program 

evaluation would have to be part of the team. Second, for non-exempt employees to 

attend the program they would have to be paid for the hours they attend the program. 

Third, if clinical staff chose to attend, other staff would need to cover the schedule. This 

could potentially increase overtime usage.  

Web-based learning could be used for some of the curriculum topics. Other 

programs around the country use a combination of web-based and classroom learning to 

maximize learning opportunities (Sinioris, 2010). However, the creation of the modules 

would also be an expense. 

A potential financial benefit of the leadership academy could be could be 

increased internal promotion and increased retentionof staff.  In fact, some leadership 

academies use promotion and retention as outcome measures for success of the program 

(Sinioris, 2010). Therefore, if the program proved to be a success, some of the costs of 

the program may be offset by savings from internal promotion and staff retention. 

Other leadership considerations. Before the leadership academy could be 

established it would be important to determine how to meet the leadership-development 

needs of staff who do not work at the main hospital. The hospital is no longer a free-

standing single facility; it is part of a much larger system. Hospital staff work all over the 

state. However, to date, leadership-development training has only been offered on the 
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main campus. Staff from other sites have attended some programs, but it is often sporadic 

due to the distance involved. Therefore, the the Human Resources department, the 

director of the program and the senior-leadership team would need to discuss how to 

address this issue. 

Additionally, how the program would meet the needs of individuals who work 

shifts would need to be discussed.  All former and current leadership development 

opportunities have only been available Monday through Friday during the day. However, 

many of the staff work only nights, rotate between nights and days, or work only 

weekends.  

Furthermore, most of the medical providers at the hospital are employed by the 

School of Medicine. Thus, leadership would need to discuss if individuals who work at 

the hospital, but are not employed by the hospital, would be eligible to attend the 

program. If members of the School of Medicine could attend the academy, there could be 

finanical implications that would need to be resolved. This could require a contract 

between the hosptal and the School of Medicine. If a contract was necessary, the Legal 

Department, Finance, People Development and the School of Medicine would need to 

collaborate.   

Change Theory 

Interestingly, although leadership has been encouraged to do so, hospital 

leadership has never adopted a theory of change. This may prove to be an impediment in 

the development of a leadership development academy as these efforts will require a 

change in culture. 
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According to Rogers, “The structure of a social system can facilitiate or impede 

the diffusion of innovations (Rogers, 2003, p. 25). B. Anderson, the developer of the LCP 

survey, would agree (R. J. Anderson & Adams, 2015). For change to move forward, 

leaders must have a creative mindset, which requires a self-authoring mind (B. Anderson, 

2006; Barbuto & Millard, 2012). As noted under potential barriers, change is often met 

with resistence. In this case, for a leadership-development academy to be successful, 

current leadership would need to define leadership differently. A broader definition 

would need to include formal and informal leaders. A leader might provide direct care on 

the front-line of the hospital. A leader might be a valet driver. As Lowney (2005) stated, 

Leadership is not reserved for a few Pooh-Bahs sitting atop large companies, nor 

do leadership opportunities arise only “on stage” at work. We can be leaders in 

everything we do—in our work and in our daily lives, when teaching others or 

learning from others. And most of us do those things in the course of any given 

day. (p. 5) 

Some may resist adopting such a broad definition of leader; however, it is the 

application of this definition that has allowed some healthcare systems to win the 

Baldrige Award (Calhoun et al., 2007). The key would be to find champions who support 

a broader, more inclusive definition of leadership. Middle managers may be the perfect 

individuals for this as they are closer to front-line staff and can encourage staff to 

consider participating in leadership development (Rogers, 2003). If the aggregate 

constructive developmental stage in the organization is more creative than reactive, the 

change should progress forward more expiditiously. 
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Implementation of the Solution 

Implementation of a systemwide leadership academy is a big project. It would 

require champions, for example the director of People Development and the vice 

president of Human Resources, to provide a compelling vision to senior leadership for 

creating a leadership-development academy (Sinioris, 2010). Because this would be a 

leadership academy open to all staff, the evidence suggests that a Chief Learning Officer 

(CLO) would need to be hired to oversee the academy (Sinioris, 2010). The CLO would 

have to hire a Director to supervise daily operations. A needs assessment would need to 

be conducted to learn more about current leaders’ gaps in knowledge and skills. A 

program-development team would need to be identified. The team would need to include 

a diverse group of people with knowledge about project management, adult learning, 

curriculum development, information technology, leadership-development theory, change 

theory, and program evaluation.  

Factors and Stakeholders Related to the Implementation of the Solution 

Executive leadership support. To move forward with the implementation, senior 

leadership support and endorsement would be mandatory. Because program 

implementation would require time, resources, and funding, it would be necessary for the 

senior-leadership team to adopt leadership development as one of the organization’s 

strategies to improve employee engagement, staff retention, internal promotion, and 

improved recruitment (M. M., Anderson, et al, 2013; Sinioris, 2010). Furthermore, it 

would be necessary for senior leadership to demonstrate their commitment to and vision 

for leadership development by actively engaging in developing others to be leaders (M. 

M., Anderson, et al,  2014; Sinioris, 2010). 
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All executive leaders have advanced degrees and have been in leadership for 

many years. Therefore, to increase the value of the program, it would be beneficial to 

engage senior leadership in the program as faculty (M. M., Anderson, et al 2014). 

Furthermore, if senior leaders served as faculty, it would increase their visibility within 

the organization.  

The leader’s role in implementation. The CLO would be responsible for 

creating a compelling vision for the leadership development academy. Furthermore, the 

CLO would need to be responsible for finding qualified internal or external faculty. 

Additionally, the CLO would be accountable for curriculum development.  

 Because the leadership-development academy would require support from senior 

leadership, the CLO should work closely with other executive leaders (Sinioris, 2010). 

The vice president of Human Resources could be a co-sponsor for the academy because 

the leadership program would likely be aligned with Human Resources department. The 

director of Professional Development could also be involved in the development of and 

an advocate for the leadership academy.  

The CLO would need to have answers. People at many levels of the organization 

could have questions about the benefits of the program, the cost of the program, the 

necessity for a leadership academy, and why would the organization engage in such an 

enormous undertaking. There could be individuals with strong opinions about how the 

program should be designed. The CLO would need to be able to address such questions 

and concerns.  
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The director would be responsible for building a team that could produce a quality 

leadership academy. According to the qualitative data analysis in this dissertation, the 

director would need to be a team player, a good communicator, able to remain calm 

under pressure, able to convey a vision, and knowledgeable. Furthermore, the director 

would need to be able to work with a diverse group of individuals throughout the 

organization.  

Additionally, the director of this program should have experience with the LCP 

ME, leadership theory, and program development. Also, the director should be a trained 

professional coach. Furthermore, the director should engage in self-reflection to remain 

cognizant of personal strengths and challenges (Lowney, 2005).  

Building support for the proposal. The implementation of any new program can 

be difficult (Burke, 2011). First and foremost, the CLO would need to have a vision for 

the program. Furthermore, the CLO and director would need to be able to convey how 

the leadership academy would support the vision and mission of the hospital (Thompson, 

Peteraf, Gamble, & Strickland, 2012).  

It would also be important to share with hospital leadership the outcome data 

from other successful hospital leadership-development academies (Arnold et al., 2015; 

Calhoun et al., 2007; Sinioris, 2010). Sharing of this information could help hospital 

leadership, in particular the executive team, gain a comprehensive understanding of the 

benefits of a leadership-development academy. 

Fortunately, as noted earlier, there are executive leaders who recognize the 

importance of leadership development. The CLO should leverage that support to generate 

more support throughout the executive team. Furthermore, the CLO should have 
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conversations with members of the executive leadership team to encourge them to be a 

part of the faculty.   

Finance could be the biggest obstacle. The development of a leadership academy 

would entail cost. In order to have a successful conversation with the Chief Financial 

Office, the CLO and the director of the academy would need to either understand 

finances or have someone on the team with this sort of knowledge. One talking point 

could be that the loss of staff and training new staff is costly. Thus, one justification for 

the program, based on national evidence, could be the savings that could occur secondary 

to greater staff retention and more internal promotions (Sinioris, 2010).  

Critical pieces needed for success: In order for the academy to be successful, 

there would need to be programs available for all levels of leadership and for staff. Each 

program would need to be well-defined with specific goals. The faculty would need to be 

well-respected (Sinioris, 2010).  

The programs should include opportunities for self-assessment and assessment by 

others. The LCP ME could be used for this. There should be behaviorally-based 

competencies. The programs should also include coaching and action-learning. 

Technology should be incorporated into the program so that there could be web-based 

options for learning. And participants should be given the opportunity to work in teams 

that cross disciplines, service lines and professions (Sinioris, 2010).  

In order to measure the success of the program, outcome metrics would have to be 

defined prior to the start of the program. Changes in LE could be one measure. However, 

in order to justify the cost of the program, analysis of internal staff promotion, staff 

retention and employee opinion surveys would be a valid metrics to measure (Sinioris, 
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2010). Furthermore, because action-learning assignments should be a part of the program  

(M. M., Anderson & Garman, 2013), metrics such as cost savings related to process 

improvement projects or decreased length of stay secondary to improved clinical 

guidelines could also be measured.  

Other implications for the hospital. If the hospital were to develop a leadership 

academy, it would be the first hospital leadership academy within the state. If the 

academy was successful, it could be a used as a recruiting tool. This could increase the 

pool of applicants for the organization. Other hospitals in the area could perceive this 

recruitment tool as competition because it could reduce the pool of applicants for other 

hospitals. Thus, there could be a risk of jeopardizing business relationships with other 

hospitals.  

Although the goal of the leadership academy would be to excel and develop 

strong leaders there is a risk that the program could fail. Currently there is substantial 

focus on organizational growth and expansion. In order for a leadership development 

academy such as this to be successful it would require significant support and 

endorsement from senior leadership even if the program was not successful initially 

(Sinioris, 2010). This is an additional reason to have senior leadership serve as faculty: to 

encourage a personal commitment to the program.  

This hospital is an academic medical center and is located on an academic 

campus. Therefore, the hospital has experience with accreditation and education credits. 

Thus, a long-term goal could be to provide continuing education credits to attendees. The 

leadership academy could also work towards providing graduate school credit in 

collaboration with local academic institutions. Each of these accreditations would require 
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that the program be reviewed by an external body which could increase the quality of the 

programs offered (Hess, et al,  2014).  

Evaluation and Timeline for Implementation and Assessment 

The timeline for implementation of the leadership academy would likely be at 

least 18 months. First, budget approval would be needed to fund the program. The budget 

cycle is long and could delay implementation. The needs assessment would need to be 

conducted, which would take 2 to 3 months: a month to collect the data and 1 to 2 months 

to review. Members for the academy-development team would need to be identified. It 

would take approximately 6 to 9 months for the team to develop the curriculum and build 

the program. Faculty would need to be identified. Because the faculty would likely work 

in the organization, it could take 2 to 3 months to open their calendars so they would be 

available to teach. 

Evaluation of the program should be ongoing and consistent. The initial needs 

assessment would provide some information about participants’ learning needs. Review 

of the initial LCP survey at the start of the program, in particular, the qualitative data, 

could provide more needs-assessment information. The LCP survey would be 

administered again at the end of the program to compare strengths and challenges from 

the presurvey to strengths and challenges from the postsurvey. It would also be important 

to have open forums with participants and to follow up with participants’ directors to get 

feedback about the effectiveness of the program. Last, on a quarterly basis, other 

metrics—employee engagement, staff retention, and internal promotion rates—could be 

reviewed to discover if any changes or improvements should be made to the program. 
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As mentioned above, the leadership-development academy would need to be 

evaluated frequently. Because there would be programs for all levels of leaders, the 

evaluation criteria could vary, based on the program curriculum. However, as an 

example, the evaluation process for a manager-level leadership-develop program would 

begin at the start of the program. Participants would fill out the LCP ME and would be 

evaluated by others using the same tool. LE scores could be reviewed, but more 

importantly, the qualitative data could be analyzed to discover any aggregate challenges 

for the cohort. At the end of the program, this process could be repeated. The presurveys 

could be compared to the postsurveys to determine if a change emerged in LE. 

Futhermore, the qualitative data from the pre- and postsurveys could be analyzed again 

for themes and challenges. 

The aggregate qualitative data from the LCP survey review would be more useful 

as a curriculum-planning tool than a program-evaluation tool. Therefore, it would also be 

important to follow up with program participants to discover if they thought the program 

was beneficial and what suggestions they had to improve the program. Additionally 

discussions with participants’ managers would be useful to determine if managers 

believed the program was beneficial to participants. The LCP ME survey could be 

administered at specific intervals to discover any long-term changes in LE. The 

evaluation process should never be static, but constant and ongoing so that modifications 

could be made promptly. 

Implications and Recommendation for Further Research 

This mixed-methods study was an evaluation of a leadership-development 

program at a large academic hospital. The LCP ME survey was the tool used to evaluate 
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the program because it was the only consistent data collected on every participant before 

and after attending the program. The program was in place for several years, but this was 

the first time the program was evaluated beyond noting that the aggregate evaluators’ 

premean LE score was less than the postmean LE score. 

Based on the findings, it was difficult to conclude the program was successful in 

efforts to improve LE. However, it was equally as difficult to conclude that it failed. The 

lack of statistically significant change in the participants’ LE per the evaluators did not 

mean no one benefitted from the program or that no one became a more effective leader 

over the 12-month course of the program. One individual had an 18% increase in LE 

according to evaluators’ scores but another individual’s LE score fell by 9%. Therefore, it 

was difficult to draw any strong conclusions. Also because the data were archived, no 

means existed to follow up with participants. Therefore, it was not possible to determine 

if other factors might have led to an increase or a decrease in participants’ self-

assessment or evaluators’ assessment of participants’ LE. Thus, member checking could 

be beneficial in the study of leadership development programs.   

No findings in the qualitative data analysis suggested that use of constructive 

developmental theory as a leadership-development-program framework moved anyone to 

a higher developmental stage. However, in the context of this leadership-development 

program, participants received a circular image from the LCP that provided a visual 

representation of their creative versus reactive tendancies (see Figure 1). Therefore the 

preprogram LCP circle could be compared to the postprogram LCP circle to note if the 

participant had become more creative. To gain a better understanding of whether 

individuals could move to a higher constructive developmental stage in the context of a 
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leadership-development program, more formal constructive developmental testing would 

need to be completed with participants before and after program attendance. This could 

be an area of future research. 

The most significant finding based on the data analysis was that leadership-

development programs should be evaluated frequently and consistently. The goals of the 

program should be defined. Then metrics should be assigned that can accurately measure 

if a program is successful, if the program requires modifications, and if the program 

should continue. Currently, organizations around the nation are trying to define outcome 

metrics and as mentioned earlier, those metrics vary from one organization to another 

(Sinioris, 2010). 

Implications for Leadership Theory and Practice 

 Lowney (2005) reported that Jesuit leadership focuses on self-awareness and 

recognition of strengths and challenges in order to remain agile and adaptable to change. 

Bryson (2011) stated that in order to move strategic goals forward, leaders need to be 

aware of their own as well as their team’s strengths and challenges. The literature review 

supported 360 degree multi-source feedback as a means for leaders to become more self-

aware (NCHL, 2010; NCHL, 2011; Taylor-Ford, et al, 2105). The leadership 

development program described throughout this dissertation utilized the LCP ME, a 360 

degree multi-source feedback survey, to provide participants in the program with insight 

into their leadership effectiveness. Because the survey required self-assessment and 

assessment by others, the participants gained self-awareness as well as an understanding 

of how other perceived them.    
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 This particular leadership-development program had many of the components 

recommended for an evidence-based practice program. It provided 360-degree feedback, 

self-reflection, didactic, team projects, coaching, and leadership experience through on 

the job projects. Yet, this leadership development program had some of the same 

weaknesses as other programs noted in the literature. There was not a well-defined 

curriculum. Furthermore, there had never been a formal evaluation of the program.   

Unlike other programs in the literature, this program was based in a leadership 

development theory called constructive developmental theory. As noted, the premise of 

this theory is that adults progress vertically from a narrow my-needs world view to a 

broader my-principles focus when making decisions. There was research that stated that 

vertical growth and change in focus improves leadership effectiveness (Harris, et al, 

2008). There was also evidence to support that constructive developmental theory can be 

utilized as a guide for development (Dalal, et al, 2008; Helsing, et al, 2013). However, it 

remains unclear if a leadership-development program can provide the opportunity for 

vertical movement on the developmental ladder of constructive developmental thoery.   

Summary  

The purpose of this mixed-methods convergent parallel-design research study was 

to evaluate the influence of a hospital-based, internal leadership-development program on 

the LE of its participants and based on the results, make recommendations for future 

leadership development programs. Archived quantitative and qualitative data from the 

pre- and post-LCP ME surveys were used to evaluate the program. The LCP ME’s 

framework is constructive developmental theory.  
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Constructive developmental theory posits that individuals progress along a 

developmental curve of meaning making (Barbuto & Millard, 2012). As one moves 

vertically on the curve, one becomes more sophisticated in making meaning of 

experiences. One is also more effective as a leader as one progresses from one level to 

the next (Harris, et al, 2008).  

A two-tailed, paired t-test was used to analyze changes in LE. There was a 

statistically significant increase in the LE mean self-assessment prescore of 3.55 to the 

LE mean self-assessment postscore of 3.81 (p = .01, 95% confidence interval). However, 

evaluators’ LE mean assessment prescore for participants was 4.1 and LE mean 

assessment postscores only increased by 0.06 to 4.16. This was not a statistically 

significant change (p = .30, 95% confidence interval). Evaluators’ mean LE scores were 

greater than 4 on the LCP ME pre- and postsurveys. On a 5-point Likert-type scale, an 

LE score of just over 4 was toward the high end. Hence, the minimal change in the 

evaluators’ pre- and postassessment of participants’ LE may be due to a ceiling effect. 

(See Figure 4). 
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Figure 4. Comparison of self-mean LE pre- and postsurvey scores to other mean LE pre 
and postsurvey scores. 
 

The qualitative data were then analyzed to see, first, if comments in the free-text 

data might identify a participants’constructive developmental stage; and second, if 

comments provided evidence that participants had moved to a higher developmental 

stage after attending the program.  

Analysis of the aggregate qualitative data did not provide insight into either 

participants’ contructive developmental stage or whether participants had moved to a 

higher developmental stage after attending the program. However, the analysis did 

provide information about participants’ aggregate strengths and challenges. Themes and 

subthemes were identified, many consistent with the creative or reactive domains of the 

LCP ME:  

• Character traits 

o Compassion, calm, hardworker, honest, passion 
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• Skills 

o Communication, vision, problem-solver 

• Knowledge 

o Experience, expertise, smart 

• Workload 

o Too much work, work life balance, delegate 

• Leadership 

o Great leader, best leader 

These aggregate strengths and challenges could be used to guide leadership-development 

program content.  

The outcome of the data was challenging to interpret. Participants assessed 

themselves as being more effective leaders after attending the leadership-development 

program. However, evalautors did not reach the same conclusion. The qualitative data did 

not shed light on the constructive developmental stage of participants nor did it provide 

any indicators that participants had shifted to a higher developmental stage. But, the 

qualitative data did provide some thematic material that could guide curriculum 

development to address participants’ challenges.  

Although some of the data was difficult to interpret, leadership development is 

not optional in health care, particularly in the future. The healthcare industry is changing 

so rapidly that the goal of any healthcare organization must be to develop leaders who are 

effective, can build strong teams, can work collaboratively, and can be creative in their 

response to a changing environment. Therefore, the development of a leadership academy 

was the recommended proposal.  
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The program would need to be a priority among senior leadership to be successful 

(Hess et al., 2014; Sinioris, 2010). A CLO skilled in program development would need to 

be hired. A director, passionate about leadership development and skilled in project 

management, would need to be hired to implement the program. A leadership academy 

would require time and funding.  Therefore, the leaderhsip development academy would 

need to become a part of the strategic plan. 

 In order to have the greatest influence, the program should be available to more 

than just formal leaders (Hess et al., 2014; Sinioris, 2010). The curriculum should include 

evidence-based leadership-development practices such as a 360-degree multisource 

feedback survey, a behavior-based competency program, coaching, didactics, action-

learning, and opportunities to work on team projects. Fortunately, many of these 

evidence-based practices are currently available in this organization.  

Prior to the start of the program, outcome metics should be defined in order to 

evaluate the efficacy of the academy. Outcome metrics could be LE, staff retention rates, 

internal staff promotion rates, employee opinion survey data or feedback from 

participants. The program should be consistenly evaluated on a regular basis.  

The goal of this research was to demonstrate that participation in a leadership 

developmental program based in constructive developmental theory would increase a 

leader’s LE. Based on self-assessment scores, this leadership development program did 

improve LE scores overall. However, this leadership development program did not have 

any influence on the participants’ LE according to the participants’ evaluators. Therefore, 

this research primarily provided more evidence that leadership development programs 
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need to be evaluated regularly to determine efficacy and benefit to the organization 

(Sinioris, 2010).  

As was noted in the literature review, not all leadership develepment programs 

were evaluated and many of those that were used a self-assessment tool. However, as this 

program evaluation demonstrated, self-assessment outcome measures may not be 

consistent with other outcome measures. On the other hand, as stated in the proposal, it 

may be that a different set of outcomes measures should be used to measure the efficacy 

of leadership development programs. Furthermore, the literature suggests that metrics to 

evaluate the effectiveness of a leadership development program should be based on 

organizational strategic goals (Sinioris, 2010). Thus, more research will need to be done 

to determine the best means to measure the efficacy of leaderhship development 

programs. Based on the availabe data to analyze and evaluate this leadership 

development program, the results generated more questions than answers.  
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