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Abstract 

This dissertation in practice studied the experience of medical school deans’ locus of 

control in the context of leading an Academic Medical Center (AMC). The aim of this 

study was to expand the understanding a dean’s AMC leadership role to assist future and 

enhance current medical school deans’ professional development in collaboration with 

the Association of American Medical Colleges (AAMC). Fifteen veteran AAMC medical 

school deans, located in the northeastern, southern, western, and central U.S. regions 

were interviewed via the phone or using a virtual web-based conferencing software for 

this qualitative transcendental phenomenological research study. Five textural themes 

focused on collaborative decision-making, relationship building, resource management, 

practicing resilience, and AMC leadership integration were developed. The study’s 

findings revealed that medical school deans similarly experience internal and 

acknowledge the external power of others locus of control, and an AMC’s level of 

integration may leverage the strengths of all AMC leaders to build a collaborative 

alliance and a strong mission-based organizational culture. Using the learned lessons and 

experiences of this study’s 15 veteran dean participants, recommendations were proposed 

as leadership practice professional development tools to assist aspiring, new, or current 

medical school deans in the context of leading a successful AMC. 

 Keywords: academic medical centers, collaborative leadership, governance, 

integration, locus of control, medical school deans, mission-based decision-making,   
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CHAPTER ONE: INTRODUCTION 

 Every medical school is a unique organization that is historically established via 

traditions and culture (Schieffler et al., 2017). Finding a single leader to preside over a 

medical school’s complex organizational structure and to fulfill the school’s missions of 

education, research, patient care and community service is challenging (Lee & Hoyle, 

2002; McMahon, 2002; Schieffler et al., 2017). Although each United States (U.S.)-based 

medical school represented by the Association of American Medical Colleges (AAMC) 

has a unique organizational structure, the primary leader of a medical school is the dean.  

Statement of the Problem 

Over the past ten years, research studies have found that a shared or team-based 

leadership model by a corporation’s board of directors is replacing the historical top-

down executive leadership approach (Arena et al., 2011; Vandewaerde et al., 2011). 

Moreover, corporations have discovered a shared leadership model promotes a culture of 

ethical business practices (Pearce et al., 2008; Vandewaerde et al., 2011). Multi-entity 

complex organizations are pioneering the adoption of new leadership concepts that 

follow the complexity leadership theory and shared leadership models (Uhl-Bien & 

Arena, 2017).  

Complexity leadership refers to adaptive space as an element that promotes a 

corporate network structure that bridges operational and innovative styles in the 

development of a third style referred to as enabling leadership (Uhl-Bien & Arena, 2017). 

An enabling leadership style uses the concept of adaptive space or opportunity to 

cohesively bridge the contrasting aspects of bureaucratic and strategic leadership styles to 

promote a shared leadership approach (Uhl-Bien & Arena, 2017). Uhl-Bien and Arena 
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(2017) suggests that executives who exercise an enabling leadership style “take great risk 

in opening up adaptive space for others, and are humble enough to step back so others 

can step forward” (p.18).  

An academic medical center (AMC) is a combination of a medical school, one or 

more teaching hospitals, and a faculty physician practice plan (Association of American 

Medical Colleges - Department of Clinical Services, 1997). A medical school dean, as a 

primary AMC executive leader, strives to meet the needs of their medical school and the 

interests of their AMC (Lee & Hoyle, 2002; Yedidia, 1998). For example, a public 

medical school may be bureaucratically operated, whereby the school’s associated AMC 

hospital and practice plan affiliates may be strategic and innovative.  

When leading an AMC, a medical dean’s ability to align the bureaucratic and 

strategic forces in exercising risk and opportunity using an enabling leadership style may 

convey a medical school dean’s locus of control. Meaning, a dean’s perceived locus of 

control construct may be based and influenced by their internal personal knowledge and 

experience and/or externally driven due to a situation, challenge, luck, or fate (Dumitriu 

et al., 2014; Rotter, 1966).  

The recent changes in the U.S. healthcare economy, e.g., the implementation of 

the 2010 Affordable Care Act (ACA) which changed U.S. healthcare policy and patient 

care delivery, adds to the perceived expansive role of a medical school dean.  

Consequently, the AAMC launched an evaluative exploratory project in 2017. The first 

phase of their project was to conduct a 2017 Dean’s Responsibilities survey. The purpose 

of the AAMC’s quantitative survey was to determine if a medical school dean’s 

responsibilities had changed, and how deans defined their current AMC organizational 
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ownership structure (Espiritu, 2018) since the ACA’s implementation. The AAMC’s 

survey results conveyed that 41% of the 101 respondent deans noted their responsibilities 

had increased since their original appointment. Additionally, clear recognition of four 

major AMC enterprise ownership models (i.e., medical school, hospital or health system, 

university, or stand-alone) emerged (Espiritu, 2018). 

Taken together, the changes in the healthcare policy and delivery and the results 

of the AAMC’s 2017 Dean’s Responsibilities survey suggest that there has been a change 

in the amount and types of responsibilities medical school deans are accountable for 

within an AMC. Several research studies have explored the complexities of how medical 

school deans’ lead; however, studying how a medical school dean experiences the locus 

of control when leading an AMC has not occurred. Thus, there is a critical need to better 

understand the medical school dean’s locus of control in their AMC role within the 

broader context of current healthcare policy and delivery.  

Purpose of the Study 

The purpose of this qualitative phenomenological dissertation in practice study 

was to build upon the findings of the 2017 Dean’s Responsibilities survey by exploring 

the locus of control AAMC medical school deans experience while leading an AMC. 

Research Question 

The research question guiding this study was: How is locus of control experienced 

by medical school deans in the context of leading an AMC?  

Aim of the Study 

 The aim of this qualitative dissertation in practice study was to use the findings to 

create and enhance leadership development programs in collaboration with the AAMC. 
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The findings from this dissertation in practice study may be used to provide rich, 

contextually grounded information that when taken together with the quantitative 

findings of the AAMC’s survey, can provide a more comprehensive view of medical 

school deans’ AMC leadership role. Specifically, this study’s results may be used to (a) 

aid new deans in better understanding their complex AMC leadership role, (b) train 

associate medical school deans seeking to become a new dean or assuming an interim 

dean role, and/or (c) to enhance the interprofessional collaborative and enabling 

leadership skills of current deans to better collaborate with their AMC affiliate leaders.  

Overall, the findings from this study may be used to describe the locus of control deans 

currently experience, which may help prepare deans within a medical school to practice a 

different kind of leadership. 

Definition of Relevant Terms 

This dissertation in practice study uses several academic medicine organization 

characteristic key terms that may appear similar but are unique. Additional research key 

terms may also need further clarification. This study’s key terms are defined as follows: 

AAMC medical school: An LCME accredited AAMC member allopathic medical 

school or medical college that confers MD degrees and may train graduate medical 

education MD residents (i.e., physician resident trainees). 

Academic medical center (AMC): The combination of a medical school, one or 

more teaching hospitals, and a practice plan (Association of American Medical Colleges 

Department of Clinical Services, 1997). 

Allopathic medical school: An allopathic medical school’s curriculum follows an 

evidence-based scientific traditional form of medicine focused on diagnosing and treating 
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human diseases. Conversely, an osteopathic medical school’s curriculum focuses on 

treating the whole patient holistically, e.g., mind, body, and spirit to reach a diagnosis 

rather than solely treating symptoms (Iftikhar & Wilson, 2019). 

Association of American Medical Colleges (AAMC): A membership not-for-profit 

association of accrediting U.S. and Canadian allopathic medical schools; major teaching 

hospitals and health systems, Veterans Affairs medical centers; and academic societies 

dedicated to the missions of medical education, patient care, and medical research 

(Association of American Medical Colleges, n.d.).  

Community-based hospital: A community-based federal, public, or privately-

owned hospital that is not integrated with a medical school but allows medical school 

faculty to teach medical students and train physician residents in their hospital. 

Community-based medical school: A non-federal private or public medical school 

that is not integrated with a teaching hospital (Association of American Medical 

Colleges, n.d.).  

Hospital-based medical school: A public or private medical school integrated 

with a teaching hospital (Association of American Medical Colleges, n.d.). 

Liaison Committee on Medical Education (LCME): An accrediting body for 

AAMC medical schools conferring a medical doctorate (MD) degree in the U.S. and 

Canada. The LCME is sponsored by the AAMC and the American Medical Association. 

Medical school dean: A dean of an AAMC member school of medicine that is 

accredited by the LCME for purposes of this dissertation in practice study. 

Practice plan: A patient care practice plan (i.e., group) integrated within a 

medical school, teaching hospital, or health system that employs faculty physicians who 
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provide patient care as well as instruct medical students and train physician residents 

(AAMC, n.d.). This term is also known as a faculty practice plan or group. 

Private medical school: A medical school owned by a privately held college, 

university, or health system (e.g., Mayo Clinic, Kaiser Permanente). 

Public medical school: A medical school owned by a state, city, or local 

university. 

Teaching hospital: A public or privately-owned hospital that is integrated with a 

medical school (Association of American Medical Colleges, n.d.). 

To become an LCME accredited medical school or college requires the school or 

college to affiliate with hospital or health system and a patient care physician practice or 

faculty practice plan. The combination of a medical school, a hospital, and a clinical 

practice plan is defined by the AAMC as an AMC or AHC (Pellegrini et al., 2019). For 

purposes of this dissertation in practice study, focus will be on an AMC enterprise whose 

organizational structure falls into one of four AMC ownership models (Espiritu, 2019), 

which are:   

1. Medical school based: A medical school dean oversees all three AMC entities;  

2. Health system or medical center based: A medical school dean reports to a 

hospital/medical center CEO who oversees all three AMC entities; 

3. University system based: A medical school dean reports to a university executive 

(e.g., chancellor, president, or provost) who oversees all three AMC entities;  

4. Stand-alone based: All three AMC entities work together but are independently 

led (e.g., a medical school dean only leads a medical school).  
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Methodology Overview 

A qualitative phenomenological research methodology design using Moustakas’s 

(1994) transcendental phenomenological approach (TPA) was selected for this study. 

TPA focuses on a descriptive research approach versus a hermeneutical interpretative 

phenomenological approach (Adu, 2019; Moerer-Urdahl & Creswell, 2004; Moustakas, 

1994). The four step TPA research design included (1) practicing bracketing or epoche, 

(2) phenomenological reduction leading to the development of textual descriptions, (3) 

developing imaginative variation to create structural descriptions, and (4) synthesizing 

the meanings (e.g., descriptions) to form the essence of the participants’ experiences 

(Adu, 2019; Moerer-Urdahl & Creswell, 2004; Moustakas, 1994).  

Working with the AAMC’s senior director of medical school operations, the 

study’s sample inclusion criteria included deans (a) who participated in the AAMC 2017 

Dean Responsibilities survey, (b) indicated that their deanship responsibilities had 

expanded since their last appointment, and (c) had been a dean for at least five years by 

the year 2019. Thus, the deans were purposefully selected and openly recruited via an 

email invitation (see Appendix B). An open-ended semi-structured interview protocol 

(see Appendix C) was this study’s single data collection instrument. Participant 

interviews were conducted using Zoom Pro, a virtual conferencing web-based software or 

via telephone, and audio recorded using Apple’s Voice Memo software application.  

All interviews were transcribed using the external transcription service Rev.com, 

and data analysis was conducted using the NVivo software program. Audited transcribed 

participant interview data was de-identified and initially coded horizontally by interview 

question. Results of the first coding were phenomenologically reduced into significant 
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statements by participant (Adu, 2019; Moerer-Urdahl & Creswell, 2004; Moustakas, 

1994). The significant statements were emailed to each participant to member check for 

content accuracy and creditability (Creswell & Poth, 2018; Moustakas, 1994). The 

participants’ member checked statements were then coded vertically (e.g., by individual 

participant). Five textural themes, structural descriptions, and individual participant 

essence statements were developed. These themes, descriptions, and participant essence 

statements were concept mapped to help reveal the meaningful phenomenological 

experience of the participants. The phenomenological meanings were synthesized, and 

led to development of this study’s composite essence statement. The composite essence 

statement captures the overall phenomenon of how medical school deans’ experienced 

locus of control in the context of leading an AMC. 

Delimitations, Limitations, and Personal Biases 

Delimitations 

Creswell and Poth (2018) note that a phenomenological research approach is best 

suited for researchers seeking to understand several individuals’ common or shared 

experiences of a particular phenomenon. As of 2019, the AAMC’s medical school 

membership in North America consists of 153 U.S.-based allopathic medical schools. 

This qualitative research study’s participant recruitment included deans from all four 

major AMC organizational governance structures; however, only 15 (9.8%) of the total 

2019 AAMC medical dean population were interviewed. Therefore, the study’s sample 

size delimits the generalizability of the phenomenological findings’ applicability to all 

AAMC North American medical school deans serving as AMC leaders.  
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Limitations 

My proposed dissertation in practice proposal received a March 2020 Institutional 

Review Board (IRB) approval (see Appendix E); however, the data collection phase of 

this study was delayed two months due to two unexpected and uncontrollable events. The 

first delay was due to my unexpected health emergency, limiting my ability to work on 

this project in April. The second delay was due to the unexpected and devastating global 

COVID 19 pandemic. At the request of the AAMC senior director of medical school 

operations, recruitment of my qualitative study’s participants was delayed until June to 

allow the AAMC medical school deans time to address and mitigate the impact the 

pandemic imposed on their medical schools (R. Espiritu, personal communication, April 

23, 2020). 

My phenomenological qualitative study required that I interview participants that 

did not live in my home state. Thus, my participant interviews were conducted via the 

phone or using video-based conferencing technology that could simulate a face-to-face 

interview. Leaving the phone versus Zoom option up to my participants, 12 of the 15 

participants elected to interview via Zoom. Although I did not find an interview 

engagement or discussion limitation difference between the Zoom interviews and the 

phone interviews, I did experience a Zoom video limitation that I did not expect.  

I had one Zoom interview participant start with the interview with their video on, 

but during the interview questions they unexpectedly turned their video off, and then 

turned their video back on to say good-bye at the end of the interview. When our 

interview originally began, I turned on my video. Because I knew the participant could 

see my video, I left my video on the entire time. Thus, the participant could see me, but I 
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only saw a black screen during the bulk of our interview. I feared that if I turned my 

video off, I may lose the participant’s attention or engagement. Thus, the Zoom video 

conferencing software assisted in stimulating face-to-face dialog, but limited my ability 

as the interviewer to control whether or not the participant kept their video on or off. My 

preference would have been to have the interview by phone if a participant chose not to 

have their Zoom video option on during the interview.     

Personal Bias 

My dissertation in practice topic was selected in collaboration with the AAMC 

and their decision to explore how medical school deans exercise their decision-making 

authority within an AMC enterprise. Although my dissertation in practice study is 

independent of the AAMC’s evaluative exploration project, I am an AAMC principal 

business officer (PBO) member and any findings from this study may be shared with the 

AAMC to inform their overall project findings. Thus, checking my personal bias to 

ensure my findings did not stem from influence or pressures that I may have felt to 

provide socially desirable results was needed. Moreover, my medical school professional 

work experience as a finance and operations officer spans over 28 years, and for the last 

12 years and presently, I report to a medical school dean. Given my extensive knowledge 

of how a medical school dean leads, I chose a phenomenological research method 

focusing on a transcendental direct approach versus an interpretative hermeneutical 

phenomenological research design.  

To check my personal bias during this study’s data collection and analysis phases, 

I used different bracketing strategies during my data collection and analysis phases. To 

bracket my personal bias during the data collection phase, I practiced the Jesuit Examen 
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(Lowney, 2003) five minutes before each interview. The Examen process requires an 

individual to clear their mind by recognizing and suspending any thoughts, emotions, 

judgements, values, or preconceived ideas. Performing the Examen prior to the interview 

cleared my mind allowing me to be opened to learning from the participants without 

preconceptions despite my extensive academic medicine experience. During the 

interview, I focused my note taking on constructing follow up questions based what the 

participant was sharing and not based on my personal knowledge and experience. During 

my data analysis phase, I bracketed my personal bias by following the transcendental 

phenomenological analysis epoche process. The process required that I journal my past 

and present experiences to set aside any views of the phenomenon being studied to focus 

on the views of the participants (Adu, 2019; Creswell & Poth, 2018; Moerer-Urdahl & 

Creswell, 2004; Moustakas, 1994).  

Reflections of the Scholar-Practitioner 

 My professional finance career was largely focused on business profitability. 

Although I am not a physician, I have served with and behalf of physicians for many 

years as a CPA providing financial and tax advice, a CFO managing a multi-million 

dollar business portfolio, and during last 12 years I have had the privilege to work closely 

with physician leaders as a medical school executive overseeing business and operations. 

It has been during these last 12 years that I have witnessed firsthand how a medical 

school dean leads and approaches a business situation. From my experience, they 

approach business from a learn and discovery perspective. I was not accustomed to this 

perspective working for business-minded leaders. I realized leadership was about doing 

the right thing, not just doing things right. Hence, I decided to enroll in Jesuit universities 
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to expand my leadership knowledge, and acquired a master’s degree in organizational 

leadership from Gonzaga, and enrolled in Creighton’s interdisciplinary leadership 

doctoral program. I have been working in academic medicine for nearly three decades as 

a medical school business and finance leader. I originally chose to work in academic 

medicine based on its overarching mission to improve health care for all.  

After taking Creighton’s ILD 899e from Dr. Winter in the Fall of 2018, I was set 

on conducting a quantitative study seeking to discover if physicians, who care for patients 

65 years and older, serve as participating leader in the healthcare of their patient. I 

wanted to explore if physicians serve as an authoritative leader or if they partnered with 

their patient by serving as a participating leadership role. When I asked my boss, who 

serves as a medical school dean, his thoughts on this proposed research topic, he asked 

how would this topic advance my interdisciplinary leadership doctoral field of study? 

After reflecting on his question for several months, in January 2019 shortly after 

submitting my candidacy papers, I decided to reach out to an AAMC colleague who 

formerly worked for a prominent university and served in a medical school role similar to 

my current role.  

My colleague mentioned that the AAMC had begun an evaluative project to 

determine how much control a medical school dean had in leading their AMC, and to 

answer whether a dean’s decision-making authority was tied to their AMC’s governance 

and/or ownership organizational structure. My colleague mentioned their project’s initial 

2017 survey results were limited, and wanted to further explore insight from those deans 

who indicated via the survey that their deanship roles had changed since their original 

appointment. Having worked for two different medical schools with very different AMC 
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structures, I was intrigued by the AAMC’s project focus and recentered my dissertation 

pathway to explore what control deans exercised in the context of leading an AMC.  

My dissertation in practice journey and more importantly my research study findings 

solidify that I made the right choice of working in academic medicine and seeking a 

doctoral degree in interdisciplinary leadership. My dissertation research study exploration 

opened my eyes to the enabling leadership strengths medical deans’ practice in leading 

their AMCs. To my surprise, the deans regardless of their AMC governance or ownership 

structure, all stressed the importance of leading a consensus driven, team-based decision-

making process. Working for an altruistic and enabling medical school leader, whose 

only mission is to practice cura personalis by serving the greater good, reminds me that 

focusing on profitability and getting the tasks done right is important, but how I as a 

leader, enable others to exercise their talents as a collective using interdisciplinary 

leadership skills serves the greater good.  

Summary 

A medical school dean is the academic leader responsible for working with a team 

of AMC executive leaders to ensure the enterprise fulfills its missions. This qualitative 

dissertation in practice study explored the phenomenon of locus of control AAMC 

medical school deans experience in the context of leading an AMC. The significance of 

this study’s aim was (a) to assist the AAMC in creating or enhancing medical school 

deans and associate deans’ professional development leadership programs, and (b) to 

initiate, add to, or expand locus of control leadership research focused on medical school 

deans in their roles as AMC leaders. Eligible participants who had served in a deanship 

position for at least five years by 2019 were openly recruited from 23 medical school 
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deans who noted in an AAMC 2017 Dean’s Responsibility survey that they experienced 

an increase in their AMC leadership responsibilities since their most recent appointment.  

To explore this study’s locus of control focus on leadership phenomena, a 

qualitative TPA research data collection and analysis design was applied, focusing on 

developing textual and structural descriptions to synthesize the meanings and the overall 

essence of this study’s phenomena. A final research practice step performed to check my 

personal bias during this study’s data collection and analysis phases, I used different 

bracketing strategies. To bracket my personal bias during the data collection phase, I 

practiced the Jesuit Examen, and during my data analysis phase, I bracketed my personal 

bias by following the TPA epoche process.      
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CHAPTER TWO: LITERATURE REVIEW 

The following literature review provides a summary of peer reviewed literature 

focusing on the concept of locus of control and its ties to executive leadership. The 

literature describing the configurational perspective of a medical school dean as a person 

and position is also included. Additionally, this literature review describes the AMC’s 

complex organizational structure and environment and the changes that have occurred 

with the enactment of the 2010 Affordable Care Act. The literature review concludes 

with sharing the unpublished results of two surveys as part of the AAMC’s evaluative 

exploration project. The AAMC’s project provides the contextual background for this 

dissertation in practice’s phenomenological exploration of how locus of control is 

experienced by a medical dean when leading an AMC. 

Leadership and Locus of Control 

To fully understand the concept of locus of control and how it applies to 

leadership, the first concept to be reviewed is how the definition of leadership and the 

concept of locus of control have evolved, and how these two concepts are important to 

this dissertation in practice study.   

A Century’s Change in Leadership Definition 

The question of defining “what is leadership?” has origins tracing back Plato and 

Sun Tzu (Grint et al., 2017). Although over 14,000 scholar and practitioner published 

articles seeking to answer this question exist (Carroll & Levy, 2008; Grint et al., 2017; 

Haslam et al., 2011; Loop, 2009; Northouse, 2016), scholars have not come to an 

agreement on a common leadership definition. Researchers have collectively defined 

leadership by using the following terms or phrases: (a) complex (Northouse, 2016); (b) 
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leads a charge (Lawn, 2013) or change (Kotter, 2012); (c) exercises the conscious mind 

(Low, 2010); (d) is a challenge and an opportunity (Mott, 2006), (e) is intentional 

(Carroll & Levy, 2008); and (f) requires followership (Grint et al., 2017; Haslam et al., 

2011; Kotter, 2012; Loop, 2009; Northouse, 2016; Smolenyak & Majumdar, 2017).  

Defining what leadership is has transitioned from the 20th century’s persona of 

leadership, which emphasized control and centralization of power, to the 21st century’s 

focus on a leader’s identity, behavior, traits, actions, or movements. Furthermore, 

scholars and practitioners more recently are describing leadership as approaches, e.g., 

authentic, spiritual, servant, and adaptive (Northouse, 2016), or emphasizing leadership 

styles that focus on transformation of followers as opposed to transactional leadership 

that focus on structure and a means to an end. Moreover, scholars have also focused on 

defining what leadership is not, e.g., management (Carroll & Levy, 2008; Grint et al., 

2017). In summary, leadership manifests in organizations in a variety of ways and is 

influenced by a variety of factors, such as the personality of the leader, the characteristics 

of the leader’s followers, and the context of where leadership is happening (Dumitriu et 

al., 2014). Many of the same characteristics of leadership can be seen when examining 

Rotter’s (1966) locus of control concept. 

The Concept of Locus of Control 

Despite the uncertainty around leadership, Carroll and Levy’s (2008) research 

discovered that nearly all of the 53 senior and upper middle manager employees from two 

mixed industry cohorts and two cohorts from a large corporate organization, who were 

attending an intensive 18-month leadership development program in Australasia, 

expressed that they wanted to be perceived as leaders because a leadership identity 
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projects a positive, grandiose identity.  Similar to having a desire to identify as a leader, 

Dumitriu et al. (2014) posit that a leader wants to believe they can influence others. It is 

that desired identity and belief of having influence that may be associated with an 

individual’s locus of control for reward and recognition when leading an organization.  

Rotter’s Unidimensional Locus of Control Concept 

Julian Rotter (1966) first defined the locus of control concept using origins of 

social learning theory to study the role of reinforcement, reward, or gratification in the 

acquisition and performance of skills and knowledge. In his 1989 American 

Psychological Association award presentation, Rotter noted that a brief definition of 

locus of control is: 

“Internal versus external control refers to the degree to which persons expect that 

a reinforcement of an outcome of their behavior is contingent on their own 

behavior or personal characteristics [internal] versus the degree to which persons 

expect that the reinforcement or outcome is a function of chance, luck, or fate, is 

under the control of powerful others, or is simply unpredictable [external]” 

(Rotter, 1990, p. 489).  

Meaning, people attribute control over outcomes to different factors that range from 

internal to external (Rotter, 1966). For example, an individual may expect that job 

positions are secured because of their own personal accomplishments and college degrees 

that were under their self-control, hence an internal locus of control (Rotter, 1966). 

Conversely, an individual may expect that job positions are secured because of chance, 

fate, and the power of others, like being in the right place at the right time, hence an 

external locus of control (Rotter, 1966).  
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Survey Questionnaire & I-E Scale. Rotter (1990) conveyed that four 

propositions account for the strength of the locus of control concept, which are: (1) a 

precise definition (quoted earlier), (2) embeddedness in a broader theory of behavior 

(social learning theory), (3) a predictive value of a test based on principles of 

measurement derived from the same theory (tested and derived from Rotter’s survey 

instrument), and (4) dissemination of knowledge via research. Rotter (1966) tested his 

locus of control concept in a variety of situations (e.g., social class differences, political 

affiliations, and school achievement) and different populations (e.g., from elementary 

school to universities students, federal prisoners, and Peace Corps volunteers).  His 

studies were completed in both natural and controlled laboratory environment settings in 

order to fully develop his Internal-External (I-E) survey instrument and his I-E rating 

control scale. Rotter’s (1966) 29-item dual statement (one measuring an internal locus of 

control and the other external) questionnaire’s goal was to measure a person’s personal 

belief by discovering how certain important events in society affect different people.  

In development of the locus of control I-E scale, Rotter (1966) studied 10 

different populations for social class differences and consistently discovered that in the 

American culture, individuals developed generalized expectancies in learning situations 

in regard to whether or not reinforcement, reward, or success is dependent on an 

individual’s personal behavior [internally] or is externally controlled by luck, chance, or 

the environment [organization]. What Rotter (1966) discovered through a series of 

studies was that individuals who have strong beliefs that they can control their own 

destiny (i.e., strong internal locus of control) are likely to (a) be alert of their environment 

to predict future behavior, (b) take steps to modify their environment, (c) pay stock in 
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their personal skill, ability, achievement, and possible failures, and (d) become resistive 

to unexpected attempts of undue influence initiated by others.  

Further, individuals who have strong belief that their destiny is out of their control 

(i.e., strong external locus of control) are more likely to take a passive role and raise 

expectancies after a failure or lower expectancies after a success (Rotter, 1966). Meaning 

an individual with a strong external locus of control will exhibit a more conforming 

behavior after experiencing a failure and expect the environment or powerful others will 

be responsible for raising expectancies. Conversely, after experiencing a success an 

individual with a strong external locus of control who believes their success came from 

fate, luck, chance, or powerful others would lower their expectations of themselves 

believing that they do not need further action or have expectancies from externals.  

Levenson’s Multi-dimensional Locus of Control Concept 

Levenson’s (1973) locus of control concept adapts Rotter’s (1966) internal (I) 

locus of control concept and splits Rotter’s external based locus of control into two 

dimensions. Levenson’s (1973) externally based locus of control includes a dimension 

based on fate, luck, or chance (C); and adds a second external locus of control dimension 

based on the power of others (P). Levenson (1973) created the P dimension to 

differentiate between external C and P locus of control concept, feeling that Rotter’s I-E 

locus of control concept was too simplistic. Meaning, those who reason that the external 

events based on fate, luck and chance (C) are unordered, random, and behave differently 

from those who believe the world is ordered and is controlled by powerful others (P). 

Levenson (1973) perceived that a person believing in the controlled actions by powerful 

others is a purposeful action, and has similar locus of control traits with Rotter’s (1966) I 
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dimension to which individuals exercise self-control. Levenson’s presentation at the 

American Psychological Association convention in August 1973, presented her research 

that resulted in modifying Rotter’s I-E locus of control scale into her I-P-C locus of 

control scale. She conveyed that an E locus of control individual could find the world 

predictable, even though they felt other people were in control. Meaning, an external 

locus of control individual may become involved in a social protest based on the 

perceptions of control by powerful others; however, conversely if the external felt a 

situation was controlled by chance they would not get involved (Levenson, 1973, 1981). 

Figure 1 illustrates how Levenson reconceptualized Rotter’s I-E locus of control scale by 

splitting Rotter’s E dimension into P and C dimensions. 

Figure 1 

Levenson’s I, P, C Locus of Control Dimensions 

  
Note. Descriptive differences are quoted from Levenson’s (1981) I, P, C descriptions (p. 17).   
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Locus of Control in Leadership Case Studies 

Utilization of Rotter’s survey instrument to explore the locus of control among 

individuals in positions of leadership began shortly after the Vietnam War and Watergate 

(Rotter, 1990). Initial locus of control studies began with exploring whether executives 

and employees believed the impact of their influence on others came mostly from within 

their own personal attributes or mostly depended upon external factors such as luck, 

chance, fate, powerful persons, or institutions (Boone & de Brabander, 1993; Dumitriu et 

al., 2014; Rukmani & Ramesh, 2010).  

Locus of Control Continuum. Dutch researchers Boone and de Brabander 

(1993) contacted 153 homogeneous, but fragmented furniture industry corporations to 

research whether a CEO’s personality (e.g., internal locus of control) was more 

influential than firm-specific (e.g., external) locus of control expectancies on the 

outcomes of the company. The researchers used a mixed methods research design by first 

interviewing 81 of the 153 (53%) CEOs who agreed to participate. Boone and de 

Brabander (1993) asked the following three contextually specific interview questions: 

1. What are your company goals for the future in the short run, and on which factors 

and/or causes does the successful realization of these short term goals depend? 

2. What are your company goals in the long run, and on which factors and/or causes 

does the successful realization of these long term goals depend? 

3. On which factors and/or causes does the possible occurrence of company failure 

depend, and do you think it can be avoided? (p. 621) 

Accessing firm specific locus of control expectancies, Boone & de Brabander (1993) 

coded the CEO participants’ interview responses with scores of 0 (for answers indicative 

of complete personal causes) or 1 ( for answers indicative of complete external causes). 
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After each interview, Boone and de Brabander (1993) administered Rotter’s 1966 I-E 

locus of control survey questionnaire to test the CEO’s generalized locus of control. After 

three weeks, only 62 of the 153 (42%) CEOs completed the I-E locus of control survey.  

Rotter’s I-E survey answer scale measures locus of control using intervals that vary 

between 0 as very internal and 23 as very external (Boone & de Brabander, 1993).  

The CEO firm-specific locus of control interview scores had a mean of .27 

(n=59), which was low or showcases internal expectancies (Boone & de Brabander, 

1993). The mean for this study’s I-E survey results equaled 8.3 (n=62), which also 

indicated a higher level of internal locus of control expectancies. The researchers 

triangulated their survey and interview results with each firm’s characteristics (e.g., size, 

age, extent of subcontracting and international activity) and financial key performance 

indicators (e.g., cash flow/total assets, gross price-cost margin, and labor productivity).  

Boone and de Brabander’s (1993) conducted a 1-tailed correlation analysis after 

calculating the mean and standard deviation results from Rotter survey and interviews of 

the CEOs. Using these results, they correlated these findings with their review of the firm 

performance (e.g., return on total assets, price-cost margin, and labor productivity) and 

firm-specific control expectances (e.g., firm age, size, level of subcontracting, and 

international activity) for those companies whose CEOs had led their firms for at least 

five years. They found that firms led by CEOs with internal locus of control expectancies 

performed better than firms with CEOs with external locus of control expectancies. 

However, they also noted that a CEO’s external firm-specific locus of control 

expectancies was likely determined by situational characteristics and were not indicative 

of the fundamental differences between a CEO’s personality. Meaning, the more mature 
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the company, there was a perception of situational reality related to firm-specific control 

expectancies in which CEOs may find themselves. Thus, CEOs may have given more 

external answers to their interview questions despite the internal versus external 

characteristics of the CEOs. Moreover, the researchers posit that locus of control is a 

continuum and not necessarily a categorization standard; meaning people having more or 

less internal/external expectancies as opposed to being categorized as either external or 

internal (C. Boone, personal communication, January 24, 2020). 

Educational Attainment Significance. Rukmani and Ramesh’s (2010) research 

objective was to determine whether women executives, working for a public sector 

organization, perceived their locus of control was influenced by demographics, i.e., their 

age, marital status, educational qualification, department, and years of service. Of the 120 

women executives invited to participate in the Rukmani and Ramesh’s (2010) study, only 

73 completed the Levenson’s (1973) locus of control questionnaire. Levenson’s survey 

questions splits the locus of control categories into three dimensions: (1) internality based 

on self-control, (2) externality based outside of oneself in the hands of powerful others, 

and (2) externality due to fate/chance (Rukmani & Ramesh, 2010). 

Based on the participants responses, the researchers divided the women 

executives into three perceived locus of control groups, e.g., internal, external power of 

others, or external by chance. The researchers discovered that the majority of women 

executives responded as perceiving their locus of control as internal (i.e., based on age 

63%, marital status 64%, department 65%, and education 66%). Despite these results, the 

researchers found that there was no statistically significant difference between women 

executives who perceived their locus of control based on the demographic variables of 
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age, marital status, department, or years of service. However, the researchers’ chi-square 

test did indicate that there was a significant difference between all three groups on 

educational group qualification of undergraduate (n=42), post-graduate (n=19), or other 

degree (n=12). Among the executives the internal indications included 76% of those with 

an undergraduate degree, 52% with post graduate degrees, and 50% with other degrees. 

Thus, the researchers concluded that educational attainment may influence perceptions of 

locus of control (Rukmani & Ramesh, 2010).  

Leadership Style Decision-making Differentiation. Dumitriu et al.’s (2014) 

research study surveyed 140 leaders from various private and public organizations to 

determine whether there were differences between participants with an internal versus 

external locus of control in terms of decision-making capacity and leadership style. The 

researchers used McDougal’s T-P [task-people] Leadership Questionnaire to determine 

leadership style, Rotter’s locus of control scale to determine whether participants had 

internal versus external locus of control, and an additional nine questions to evaluate 

participants’ decision-making and critical reasoning capacity. The researchers 

hypothesized that there would be (a) a positive correlation between locus of control and 

leadership style, (b) a positive correlation between decision-making capacity and 

leadership style, and (c) differences in decision-making capacity between participants 

with internal and external locus of control. Dumitriu et al.’s study population consisted of 

82 (59%) women and 58 (41%) men, ranging from the ages of 25 to 64 years.  

To test Dumitriu et al.’s (2014) hypothesis that a positive correlation exists 

between locus of control and leadership style, Kendall’s Tau-b bivariate correlation 

calculation was used. The Kendall Tau-b two-tailed correlation calculation revealed a 
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significant positive correlation between locus of control and leadership style [τb(138) = 

0.372, p<0.01]. Dumitriu et al. (2014) found the mean locus of control score of managers 

practicing a leadership style centered on tasks was higher than the mean locus of control 

score of managers who practice a leadership style centered on people (2.28 as compared 

to 1.64). The median locus of control scores for both types of managers were the same 

(2.0). 

To assess Dumitriu et al.’s (2014) second hypothesis of determining whether a 

positive correlation exists between decision-making capacity and leadership style, the 

Kendall Tau-b’s two-tailed correlation coefficient was used, resulting in τb(138) = 0.172, 

p<.05). The researchers found that they could accept their second hypothesis because as 

decision-making capacity increased scores on task-centered leadership increased.   

To test their third hypothesis of whether any relevant differences exist between 

the participants with internal locus of control versus external locus of control in terms of 

decision-making capacity, Dumitriu et al. (2014) used an independent samples t test. The 

results revealed that there is a significant difference between participants with internal 

locus of control versus participants with external locus of control on their decision-

making capacity (t(80) = 2.264, p<0.05).  They found that participants with an internal 

locus of control had higher mean decision-making capacity than participants with an 

external locus of control (4.71 compared to 3.62).   

Dumitriu et al.’s (2014) research discovered that 53 (37.9%) participants favored 

a high internal locus of control. Meaning, these individuals valued taking initiative to 

address issues related to their profession, interpersonal relationships, and focused their 

energy on action and accomplishing goals. These individuals also self-described 
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themselves as task related decision-makers. Similarly, they found 29 (20.7%) participants 

favored an external locus of control, meaning these individuals viewed life’s outcomes 

are the result of fate or luck, more similar to a game of chance than something their own 

personal skills and capabilities could influence. These individuals associated themselves 

as people-oriented decision-makers. However, the majority or 58 (41.4%) of the study’s 

participants were ambivalent, meaning their internal and external locus of control 

appeared to be associated with specific situations and events. Moreover, Dumitriu et al. 

(2014) found 102 (72.9%) subject had a leadership style that is centered on tasks while 

the remaining 38 (27.1%) practice a leadership style based on people and interpersonal 

relationships. 

Dumitriu et al. (2014) concluded that organizations should consider a leader’s 

human aspects as well as psychology of differentiation in assigning tasks with the goal of 

improving the efficiency of leadership style. Internal locus of control leaders possessed 

perseverance, a pragmatic spirit and a higher degree of responsibility in developing and 

implementing objectives in their decision capacity than leaders who leaned towards an 

external locus of control and a people-centered leadership style (Dumitriu et al., 2014). 

 The previous locus of control research studies showcased how an executive’s 

internal or external locus of control may be correlated with their firm’s performance 

(Boone & de Brabander, 1993), educational attainment (Rukmani & Ramesh, 2010), and 

leadership style and decision making capacity (Dumitriu et al., 2014). A medical school 

dean is the primary leader of a medical school and is an AMC executive. To explore how 

a medical school dean experiences locus of control as an executive, it is important to 
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understand the configurational perspective of a medical school dean’s leadership position 

and the organization that a medical school dean may lead. 

Configurational Perspective of a Medical School Dean and an AMC  

Busenbark et al. (2016) suggest that gaining an understanding of the 

configurational perspective of a chief executive officer (CEO) requires understanding 

three broad and interrelated domains: the CEO as a person, the CEO position, and the 

CEO’s organizational environment. Applying Busenbark et al.’s (2016) three domain 

concept, the following questions arise: (a) what is currently known about the identities, 

skillsets, and values of medical school deans, (b) what is currently known about the 

position or role of a medical school dean, and (c) what is an AMC’s organizational 

structure and environment, paying particular attention to what impact the 2010 U.S. 

Affordable Care Act may have had on the AMC environment.  

The Medical School Dean as a Person 

Former and current medical school deans and AAMC leaders have published 

research articles articulating what skillsets and values a dean should possess (Bassaw, 

2010; Buckley, 2014; Daugherty, 1998; Lee & Hoyle, 2002; Martin, 1993; Souba, 2004; 

Souba & Day, 2006; Weinberg, 2015; Yedidia, 1998). For example, Loop (2009) 

postulates that although medical school deans are not academically or professionally 

trained to be CEOs, they are skilled in interpreting interests of others in order to integrate 

the three AMC missions of medical education, health discovery, and serving the 

community through patient care. Loop (2009), as a physician and former dean, also 

argues that it is easier for a medical doctorate (M.D.) physician leader to acquire the 

fundamentals of business operations than for a business executive to learn medicine.  
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Using PubMed as their literature search tool to find relevant articles back to 1995, 

Rich et al. (2008) researched the desirable qualities of a medical school dean, which 

included the Gallup Corporation’s seven demands of leadership framework (e.g., 

visioning, maximizing values, knowing self, mentoring, building constituency, making 

sense of experience, and challenging experience). Additionally, Rich et al. (2008) 

discovered via their literature review that deans must be prepared to put forth these 

leadership actions in addition to being able to communicate and engage with followers. 

However, Rich et al. (2008) found that a dean’s role was largely administrative, which 

required a more prevalent use of a dean’s management-related skills versus a dean’s 

desire to practice his leadership skills. Meaning, a dean’s role requires tasks such as 

performing an institutional assessment, possessing financial stewardship, and being able 

to recruit and retain talent as opposed to leadership focused skills such as visioning, 

maximizing values, building consistencies, and strategic decision-making.  

Rich et al. (2008) also noted that key content knowledge (e.g., AMC governance, 

faculty expectations, medical education process) and a focus on commitment to the 

success of others and appreciation of institutional culture were noted as valuable qualities 

for a medical school dean to possess. Moreover, Souba and Day (2006) discovered after 

conducting 18 semi-structured interviews with deans at U.S. colleges of medicine or 

AMCs that these deans felt the most essential values a dean should possess are integrity, 

trust, vison, excellence, teamwork, respect, and developing people. Similarly, from a 

medical school faculty member’s perspective, Weinberg (2015) wrote that a dean should 

exude grace, wisdom, and be a kind exerciser of executive leadership power to promote 

longevity in their complex leadership role.  
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The Position of a Medical School Dean 

For the last two centuries, medical school dean positions were largely occupied by 

men, and the position or role was considered a patriarchal figurehead (Schieffler et al., 

2017). However, AMCs recognized that a white, male dominated, and patriarchal 

leadership approach was not serving the medical community or the health of society well 

(Schieffler et al., 2017). By the onset of the 21st century, many medical school deans’ 

responsibilities had changed from a figurehead to a system CEO (Rich et al., 2008; 

Schieffler et al., 2017; Souba & Day, 2006).  In the 21st century, a dean’s responsibilities 

include: (a) financial responsibilities, (b) dealing with politically charged health-related 

challenges, (c) running a medical school’s clinical, educational, and research missions, 

(d) adding new clinical service lines, (e) developing clinical translational scientists, (f) 

promoting medical student research and education, and (g) facilitating the recruitment, 

mentoring, and retention of faculty and staff (Buckley, 2014).  

A medical school dean’s role is challenged with medical school financial stability. 

Examples include addressing the school’s: (a) education mission of rising costs of 

training physician residents and teaching medical, allied health, and biomedical basic 

science students, while maintaining medical school accreditation that requires supportive 

and collaborative affiliations with hospitals, health systems, and practice plans; (b) 

clinical mission of determining how to combat a decrease in hospital and clinical practice 

financial support due to healthcare reimbursement decline; and (c) research mission by 

managing competition for limited National Institutes of Health (NIH) federal research 

funds (Gabbe et al., 2008). A fourth mission includes community engagement whereby a 

medical school dean is politically charged with collaborating with other health 
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professionals to help address their local state, city, and community’s health-related 

concerns (Fleishon et al., 2017; Schieffler et al., 2017). Examples of politically charged 

health-related challenges include but are not limited to: (a) rural healthcare physician 

access, (b) solving the physician workforce shortage, (c) combatting opioid addiction, (d) 

providing free homeless population behavioral healthcare, or (e) addressing an unknown 

infectious disease crisis. These health-related challenges speak to the importance for 

AMCs to work collaboratively with other health professions and agencies to address 

these complex societal population health issues. 

The Importance of a Dean’s Position for Medical School Accreditation 

Rich et al. (2008) posits the LCME, a medical school’s accrediting body, views 

every medical school dean as the crucial component when assessing a medical school. 

Specifically of the 12 LCME accreditation standards, the LCME’s standard two (e.g., 

Leadership and Administration) largely focuses on a dean’s qualifications, access and 

authority of the dean, and the dean’s overall responsibility for conduct and quality of the 

school’s medical education program, including the adequacy of faculty (Liaison 

Committee on Medical Education, 2020). The LCME evaluates every AAMC medical 

school and its dean no less than every eight years using the same 12 standards. The 

LCME’s criteria for assessing a dean’s leadership role as an administrator includes 

validating that a dean possesses temporal attitude, institutional cultural competency, and 

medical education governance knowledge, regardless of the dean’s educational and 

professional qualifications as a medical physician and/or a basic science researcher. Thus, 

according to LCME the dean’s position is considered to carry the full responsibility for a 

medical school’s sustainability, despite the employment of associate dean leaders that 
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assist the dean in running an AMC (Rich et al., 2008; Schieffler et al., 2017; Souba & 

Day, 2006). 

The Importance of a Dean’s Position as a Healthcare Leader 

Scholars have acknowledged the need for healthcare position leaders, like medical 

school deans, to be structured with an understanding of team-building and shared 

leadership (Sachs et al., 2008) and the ability to address long-term workforce pipelines 

and development (Bassaw, 2010; Buckley, 2014). A medical school dean serves as a 

resource and institutional ambassador, accountable to many stakeholders, e.g., state 

governors, city mayors, university presidents, chancellors, faculty, staff, students and 

their parents, and the general public (Buckley, 2014). Although deans are not necessarily 

held accountable by any of those groups, peer-reviewed literature suggests that deans are 

asked by these stakeholders to be change agents on behalf of the health of communities 

(Buckley, 2014; Rich et al., 2008; Schieffler et al., 2017; Souba & Day, 2006). As a 

change agent, medical school deans are challenged with finding ways to change the 

healthcare delivery system to improve healthcare for all people, at the lowest cost 

possible – a U.S. healthcare system goal yet to be realized even though it has been 

achieved by other industrialized countries. 

The AMC – The Organizational Environment of a Medical School Dean  

 Using Busenbark et al.’s (2016) third domain, the next section summarizes the 

organizational structure and the challenging health care environment a medical dean 

encounters as an AMC leader. The economic decline that began with the 2008 economic 

recession spearheaded talks of university hospitals and physician practice plans merging 

(Schieffler et al., 2017). Consequently, Schieffler et al. (2017) noted that the evolving 



MEDICAL SCHOOL DEAN’S LOCUS OF CONTROL   

 

32 

AMC environment required an expanded leadership role that was driven by decreases in 

state taxpayer funds allocated to medical schools, increased competition for federal 

taxpayer funded research grants, and a decline in philanthropy dollars created by the 2008 

U.S. Great Recession. Specifically, changes in the collection and allocation of state and 

federal taxes and the 2008 economic recession caused medical schools to increase their 

financial dependency on their associated AMC hospitals and practice plans to fund the 

cost of lost university support (Schieffler et al., 2017; Souba & Day, 2006). Although the 

U.S. economy began its economic recovery by 2014, a wave of mergers and acquisition 

started to occur by 2015 with private hospitals seeking to acquire medical schools (e.g., 

in Arizona, Texas, Wisconsin, and California). These mergers began altering the medical 

school dean’s role from a healthcare affiliate collaborator to a multi-entity system leader 

(Schieffler et al., 2017). As a system leader, the medical school dean became a major 

influencer in setting the organizational direction of the medical school’s mission and 

vision and aligning that mission with its associated AMC (Schieffler et al., 2017).  

Typical AMC Organizational Structures 

AMCs are referred to as complex corporate systems, consisting of three separate 

entities with similar missions and values but with different organizational governance 

structures (Guzick & Wilson, 2018; Keckley et al., 2007; Pellegrini et al., 2019).  AMC 

organizational structures, which include a medical school, a teaching hospital, and a 

faculty physician practice plan, may be led by: (a) a medical school dean only, serving as 

a healthcare system leader, (b) a medical school dean and a hospital CEO who also leads 

the practice plan, (c) a medical school dean who is also the CEO of a practice plan and a 

hospital CEO, or (d) a hospital CEO only, with the medical school dean reporting to the 
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hospital CEO (Guzick & Wilson, 2018; Keckley et al., 2007; Pellegrini et al., 2019). 

Adding to the different options for AMC’s leadership governance structure is the 

functional alignment that each AMC entity may be owned publicly (i.e., a state or city 

university) or privately (i.e., a private institution, hospital, or medical system), which 

means different regulations are needed depending on the funding structure (Guzick & 

Wilson, 2018; Keckley et al., 2007; Pellegrini et al., 2019).  

AMC Structural Integration & Functional Alignment 

Keroack et al. (2011) captured the complexities of an AMC governance structural 

integration (SI) and functional alignment (FA) in their study of 85 AMCs. The 

researchers defined SI as the degree of complexity of an AMC’s governance structure. 

The researchers gauged their SI classification on responses from interviews with the three 

leaders of each AMC enterprise (e.g., medical school, hospital, and practice plan). If the 

leaders indicated a strong familiarity with each other’s member organizations, the AMCs 

were classified as having a high SI. However, if the leaders indicated they had separate 

governance and oversight they were classified as having a low SI. For example, if an 

AMC is comprised of a hospital system and medical school that have separate 

governance structures, the AMC may be classified by the researchers as having low SI. 

Of the 85 AMC enterprises participating in Keroack et al.’s (2011) study, the researchers’ 

classified 46 (54%) AMCs as having a low SI governance structure.  

The researchers also measured FA, which is considered the degree of specific 

collaborative functional behavior between a medical school and teaching hospital. 

Collaborative functions included collaborations such as, budgeting, financial reporting, 

capital and strategic planning, shared director recruitment, business development, 
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information systems, communications, and financial transfers (Keroack et al., 2011). FA 

rankings were based on teaching hospital CEO’s responses to a questionnaire. Fifty-one 

of the 85 (60%) hospital CEOs completed the FA questionnaire.  

For the 51 teaching hospitals, Keroack et al. (2011) found a mean FA rating of 

7.06 (with zero = no alignment and 10 = complete alignment). They discovered that four 

(19%) out of 21 low SI AMCs scored above the mean, and five (16%) out of 31 high SI 

AMCs scored below the mean. Thus, Keorack et al. concluded that a high SI structure 

does not guarantee a high FA index, nor does a low SI structure preclude a strong FA. 

However, the researchers did find that regardless of an AMC’s SI category, there was a 

significant relationship between high values in the FA index and top performance in 

teaching, research, and finance according to Student’s t test; however, there was no 

significance in clinical care and efficiency (Keorack et al., 2011).  

Keroack et al.’s (2011) research study provides insight into how AMCs with low 

SI and a low degree of FA will have a greater healthcare delivery challenge due to a lack 

of coordination in decision-making, than those AMCs with high SIs that are functionally 

aligned. However, Keroack et al. concluded that despite the differences, complexities, 

and challenges of AMC’s that are low or high in SI and FA, they postulated that the key 

to an AMC’s success may be the ability of the AMC leaders to work collaboratively. 

The Impact of the 2010 Affordable Care Act 

The enactment of the 2010 Affordable Care Act (ACA) added new challenges for 

medical school deans and their AMCs by changing insurance reimbursement revenue 

streams and creating new health care delivery regulations in order to increase patient 

access to healthcare (Azvolinsky, 2014; Kastor, 2011). The primary goal of the federally 



MEDICAL SCHOOL DEAN’S LOCUS OF CONTROL   

 

35 

enacted ACA was to make healthcare in the United States more affordable so that more 

people could receive the benefits of good healthcare. To meet this goal providers of 

services and insurance companies (including Medicare) were incentivized to work 

together to meet quality standards set by the ACA in an equitable manner (Kastor, 2011). 

To help meet the quality standards health systems and medical centers created 

accountable care organizations (ACO). Due to governance structures of many AMCs the 

creation of an ACO was a challenge (Azvolinsky, 2014; Kastor, 2011). Meaning, the 

ACO concept is based on the idea that primary care doctors, nurses, and other health care 

providers work together with hospitals to provide the most efficient, successful, and 

economical care as a single governing structure requiring a high degree of  leadership 

collaboration (Kastor, 2011). This concept includes integrating relevant uses of 

information technology, such as electronic medical records that combines both outpatient 

and inpatient records. Most AMCs have varying governance structures (see Table 1), 

whereby governance and ownership of the faculty physician practice, the hospitals, and 

the medical schools may be owned by different organizations or governance structures.  

With the ACA’s enactment, medical schools needed to teach medical students 

about how the ACA would change the manner in which physicians practice medicine 

(Antiel et al., 2009, Antiel  et al., 2014; Winkelman et al., 2012; Winkelman et al., 2015). 

Physician surveys were conducted before and after the enactment of the ACA to 

determine if physicians (Antiel et al., 2009; Antiel et al., 2014) and medical students 

(Winkelman et al., 2012, 2015) were aware of and supported the health reform principles 

of expanding patient access, decreasing healthcare costs, and striving to improve their 

patients’ quality of care.  
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According to Antiel et al. (2009) before the ACA was enacted 991 out of 2000 

(49.5%) respondents were aware of the ACA and were concerned with (1) the impact that 

limiting Medicare reimbursement for patient care and for expensive drugs and procedures 

would have and (2) using cost-effectiveness data in treatment decisions. Despite the 

respondents' concerns, 78% of the respondents felt that physicians had a professional 

obligation to address the inequities in health that result from policies that make healthcare 

unaffordable for millions of the most vulnerable people in society.  

After the enactment of the ACA, Antiel et al. (2014) conducted a second survey. 

Results suggested that 41% of the 1,661 respondents believed that the ACA would alter 

U.S. healthcare in the right direction for patients accessing primary care. However, many 

surgeons and procedural specialists continued to voice their skepticism of the ACA’s 

overall health access and patient care benefit (Antiel et al., 2014). 

In a separate, but similar set of studies, Winkelman et al. (2012) asked Minnesota 

medical students what they knew about U.S. health reform and the ACA. In the initial 

survey of 841 out of 1,235 (68%) medical students the researchers found that over 50% 

of the respondents did not understand the ACA’s basic components. Additionally, the 

majority of respondents did not support or had no opinion about the ACA (Winkelman et 

al., 2012).  

Assessing a larger constituency, Winkelman et al.’s (2015) subsequent student 

survey invited 5,340 medical students enrolled in eight geographically diverse U.S. 

medical schools. Results of this survey suggest that 75.3% of respondents did understand 

the basic components of the ACA and 62.8% supported its principles, suggesting that the 

more the medical students understand the ACA’s basic components, the more they 
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support the policy. However, only 56.1% of medical student respondents felt they had a 

professional obligation to assist with the implementation of the ACA. The medical 

students conveyed that the ACA was a set of policies related to the financial 

administration of healthcare funds which they see as for the most part, outside of their 

control (Winkelman et al., 2015).   

Similar to Antiel et al.’s (2014) physician survey results, Winkelman, et al. (2015) 

discovered that medical students anticipating practicing in a surgical or procedure 

specialty were less likely to support the health reform act due to low reimburse rates. 

Winkelman et al. (2015) concluded that to address the changing health care environment, 

medical schools should embrace calls for policy education in the curriculum to 

adequately prepare students to engage with health reform measures to expand patient 

access, decrease healthcare costs, and strive to improve the quality of care their patients 

receive (Winkelman et al., 2015). However, medical school students are generally 

focused on starting their careers in an already established medical group providing direct 

patient care and less focused on making decisions about the administration of budgets. 

 These pre and post ACA perception studies suggest that prior to the ACA, high 

quality healthcare in the United States was perceived as only an opportunity for people 

with the means to afford health insurance and thus healthcare, and that providing 

healthcare as a right of citizenship as it is in other industrialized nations across the globe 

was not a common attitude in the United States. Most privately owned health systems 

have profited from selecting their patient base from those persons who could pay the high 

healthcare fees or private insurance high deductibles. Upon enactment of the ACA, all 
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health systems and providers became acutely aware that there were large numbers of 

people who need healthcare but did not have health insurance or the means to afford it.  

With healthcare made more affordable for all people, health systems found 

providing patient care to a larger number of people could be problematic. Insurance 

reimbursement rates for people that do not have high deductible private insurance are 

problematic for medical schools who rely on hospital and practice plan patient revenue 

support to cover the cost of medical education and medical research that is not being 

covered by university, tuition, federal, and/or state dollars (Azvolinsky, 2014; Kastor, 

2011). Given the ACA’s introduction of a more equitable form of healthcare for all 

citizens, the following section provides additional insight as to how the 2012-2017 

implementation of the ACA has impacted the locus of control for physician leaders and 

their healthcare practices.  

ACA’s Implementation Impact on Physician Practice. Riordan et al. (2019) 

conducted a similar dual period study of physicians’ reactions over the crucial five-year 

ACA implementation period (i.e., 2012-2017).  In their 2012 and 2017 studies, the 

researchers surveyed American Medical Association (AMA) U.S. physicians to measure 

the respondents perceived social responsibility in addressing the U.S. health policy 

issues. Riordan et al. (2019) designed their studies so that the majority of survey 

questions for both years were nearly identical. Physician response rate in 2012 was 65% 

(n=2,560) and 41% (n=489) in 2017.  Riordan et al. (2019) then randomly selected from 

the respondents to generate a representative sample.  

Demographically, age, gender, ethnicity, U.S. region, and primary specialty of the 

respondents in 2012 and 2017 were similar, the only significant variances that arose was 
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due to different phrasing of the demographic questions soliciting the respondent’s 

practice setting (e.g., group versus HMO, small versus solo, respectively) and political 

affiliation (e.g., conservative versus republican, liberal versus democrat). Riordan et al. 

(2019) listed four significant ACA implementation impacts that happened over the five 

year period: 

1. The percentage of physicians reporting in 2017 that practice conditions had 

worsened over the five-year implementation period due to (a) the amount of time 

spent on administrative issues (67%), (b) amount of time available to spend with 

patients (59%), (c) ability to recruit and retain clinical staff (42%), and (d) time 

spent managing patients opioid use (37%). 

2. Additionally, the percentage of 2017 respondents reported that the ACA had a 

negative impact on the affordability of insurance (43%) and the ability of their 

practice to meet patient demand (34%).  

3. Conversely, between 2012 and 2017 an 11% increase (42% to 53%) was reported 

in physicians’ agreement that if the ACA is fully implemented, U.S. healthcare 

would be heading in the right direction.  

4. The percentage of physician respondents noting that the ACA implementation has 

had a positive impact on (a) access to health care and insurance overall was 60%, 

and (b) 73% of the physician respondents indicated that the ACA has made a 

positive improvement for access to care for patients with pre-existing conditions. 

Riordan et al. (2019) reported that the majority of physicians who were surveyed in 2017 

perceive that the ACA implementation is effecting real change in healthcare delivery 

despite the perceived growing practice challenges and changes needed to administer 

healthcare to all those in need.  

 As the years forge ahead and the ACA’s implementation continues to roll out, it is 

expected that more physicians will begin to realize the ACA’s value, recognizing that 
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healthcare that is available for all people is a benefit to everyone (Kastor, 2011; Riordan 

et al., 2019). Over time, it is expected that more buy-in from physicians and healthcare 

executive leaders, including medical school deans, will begin to realize that some factors 

outside of their personal control can help deliver better population health (Kastor, 2011; 

Riordan et al., 2019). A perception that can be drawn from these studies is that prior to 

the ACA, physicians and/or healthcare executives may have formerly relied on their 

internal locus of control both about themselves and about their patients’ health (i.e., that 

only the physician could bring a person to good health). As the ACA roll out continues 

and U.S. population health improves due to more people having access to affordable 

healthcare, physicians and healthcare leaders may recognize that external locus of control 

forces, i.e., public policy can have a significant and important impact on their patients’ 

health, and therefore the physician’s livelihood (Antiel et al., 2009, 2014). To understand 

how medical school deans as AMC leaders, traditional deanship roles and their respective 

AMC organizations are adapting to the economic, education, and clinical mission 

changes, the AAMC recently surveyed over 100 U.S. based deans and principal business 

officers to determine whether their roles and their organizations are changing. 

The AAMC’s Evaluative Exploration Project 

The 2008 U.S. economic recession and the introduction and implementation of 

the 2010 Affordable Care Act began shifting the traditional funding sources medical 

schools relied upon to sustain their triple mission operations (i.e., education, research, 

and patient care). In 2017, five years after the ACA began its implementation and the 

U.S. economy recovery was beginning to stabilize, the AAMC began an evaluative 

exploration project focusing on medical school deans and their organizational structure 
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(R. Espiritu, personal communication, April 9, 2019). For the first phase of the AAMC’s 

project, they launched a 2017 Dean’s Responsibility survey (Espiritu, 2018), soliciting 

only U.S. based AAMC medical school deans (i.e., council of medical school deans). The 

purpose of the survey was to identify the various responsibilities assigned to a dean. The 

survey questions (Espiritu, 2018) were:  

• What AMC entities (e.g., faculty practice plan, hospital, health system, or medical 

center), health profession schools, and/or other responsibilities are under your 

leadership beyond your role as your medical school dean?  

• Since your most recent appointment, have you added to your role to include 

responsibilities for a faculty practice plan, a hospital or health system, one other 

health professions school, and/or other responsibilities?  

• Since your most recent appointment have you shifted responsibilities from your 

role to include responsibilities for a faculty practice plan, hospital or health 

system, at least one other health profession school, and/or other responsibilities?  

The AAMC’s 2017 survey results denoted that among the 101 dean respondents, a dean’s 

responsibilities varied from solely running a medical school to having the responsibility 

of leading the entire AMC enterprise. The results of this survey further classified the four 

AMC ownership models into 12 different AMC organizational governance structures 

(Espiritu, 2019) listed in Table 1. Forty-one percent of the deans responded that they had 

added responsibilities since their appointment as a dean; however, 89% noted their 

appointed dean’s responsibilities had not shifted, meaning these deans continue to 

perform the duties they were originally appointed (Espiritu, 2018). Also emerging from 

the survey results were four major AMC executive leadership models, i.e., medical 

school based, health system/medical center based, university based, and stand-alone. As a 

second phase in the AAMC’s evaluative exploration project, the AAMC issued a second 
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survey to all medical school PBOs that attended the AAMC’s annual PBO meeting in 

September 2019.  

Table 1 

AMC Ownership Model / Organizational Governance Structure 

Note.  Data adapted from the AAMC 2019 School of Medicine Organizational Models survey (Espiritu, 

2019). The term “hospital” in Table 1 represents a teaching hospital, and the term “practice” represents a 

faculty practice plan. 

In summary, the AAMC’s evaluative exploratory project goals are: (a) to 

determine the level of control or strategic decision-making authority a medical school 

No. Ownership Model Organizational Governance Structure Definition 

1 Medical School-based 
with Practice Plan 

Hospital/medical center CEO and practice plan CEO reports to the 
medical school dean. 

2 Medical School-based 
with Health System  

Practice plan CEO reports to hospital/medical center, and the 
hospital/medical center CEO reports to the medical school dean. 

3 Medical School-based 
without Owning a Practice 
Plan 

Hospital/medical center CEO reports the medical school dean. The 
medicine school and the hospital/medical center do not have control 
over a practice plan. 

4 Health System-based Medicine school dean and the practice plan CEO report to the 
hospital/medical center CEO.  

5 Medical Center-based 
with Practice Plan 

Practice plan CEO reports to the medical school the dean. The dean 
reports directly to the hospital/medical center CEO. 

6 Medical Center-based 
without Owning a Practice 
Plan 

Medical school dean reports directly to the hospital/medical center 
CEO. The medical school and the hospital/medical center do not 
have control over a faculty practice plan. 

7 University-based with 
Practice Plan 

Medical school owns the practice plan. The medical school and the 
hospital/medical center CEO both report to the parent university. 

8 University-based with 
Health System 

The dean of the medical school and the hospital/medical center 
CEO both independently report to the parent university. The 
practice plan reports to hospital/medical center CEO. 

9 University-based without 
Owning a Practice Plan 

Medical school dean and hospital/medical center report directly to 
the parent university. The practice plan is separately owned. 

10 Stand-alone with Practice 
Plan 

Hospital/medical center is independent from the medical school and 
its parent university. The practice plan reports to the medical 
school. 

11 Stand-alone with Health 
System 

Hospital/medical center, who owns the practice plan is fully 
independent from the medical school and from medical school’s 
parent university. 

12 Stand-alone without 
owning a Practice Plan 

Hospital/medical center is fully independent from the medical 
school and from its parent university. The medical school and the 
hospital/medical center do not own the practice plan. 
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dean possesses in their role as an AMC leader (e.g., internally based locus of control), 

and (b) to determine how that leader’s level of control is influenced by their medical 

school’s AMC governance structure (e.g., externally based locus of control). The 

AAMC’s aim for their evaluative exploratory project is to expand their professional 

development programs and publications for deans and associate deans who may 

contemplate taking on an expanded AMC executive leadership role, initiating a merger of 

one or more AMC entity partners, or improving their community’s healthcare offerings.  

Summary 

Scholars, philosophers, and practitioners have attempted to define what leadership 

is over two millennia (Grint et al., 2017). A leader’s perceived locus of control may be 

based internally, on a leader’s personal attributes and knowledge, externally, based on 

fate or luck (Boone & de Brabander, 1993; Shivers-Blackwell, 2006), externally based on 

the power of others (Levenson, 1973, 1981; Rukmani & Ramesh, 2010), or based on both 

internal and external influences (Boone & de Brabander, 1993; Dumitriu et al., 2014). 

Medical school deans lead a complex AMC enterprise that may requires deans to have 

both an internal and external locus of control because of the need to be innovative in 

promoting health discovery and providing clinical care, while serving the community to 

facilitate U.S. health policy change such as the 2010 Affordable Care Act.  

As an AMC leader, a medical school dean is held accountable by those they work 

with internally (e.g., university and medical school faculty, staff, students, and 

administration) and those they work for externally (health systems; federal, state and 

local agencies, general public). Thus, a medical school dean may experience the locus of 

control construct as a continuum. The AAMC evaluative exploration project was 
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launched to explore a medical school dean’s role as an AMC leader and provides the 

directional focus of this dissertation in practice study’s research. In the next chapter, I 

will provide a description of the methodology that will be used to answer this study’s 

research question of how a medical school dean experiences locus of control when 

leading an AMC.  
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CHAPTER THREE: METHODOLOGY 

The purpose of this qualitative phenomenological dissertation in practice study 

was to build upon the findings of the 2017 Dean’s Responsibilities survey by exploring 

the locus of control AAMC medical school deans experience while leading an AMC. 

Information gained from this study expands the understanding of how medical school 

deans in their complex AMC leadership roles experience locus of control; providing 

insightful information that can be used by existing or new and interim deans to enhance 

their interprofessional collaborative and enabling leadership skills. The purpose of this 

chapter is to describe this study’s research methodology, participant recruitment 

selection, and how this study’s qualitative data was collected and analyzed. 

Research Question 

This dissertation in practice study’s research question is: How is locus of control 

experienced by medical school deans in the context of leading an AMC?  

Methodology 

Based on the AAMC’s 2017 Survey on Dean’s Responsibilities responses from 

101 medical school deans, the AAMC discovered there are at least 12 different AMC 

governance structure combinations within four AMC organizational models (Espiritu, 

2018, 2019). Moreover, the AAMC’s 2017 survey quantitative results revealed that in 

addition to serving as a medical school dean, a dean may also oversee a teaching hospital 

or a faculty practice plan, or all three entities (Espiritu, 2018). To explore the 

phenomenon of how a medical dean’s locus of control is experienced in the context of 

leading their AMC, an inductive qualitative transcendental phenomenological approach 
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(TPA) based on a purposeful sampling plan and data collection through personal 

interviews was utilized. 

Research Design Overview 

German philosopher Edmund Husserl originally developed transcendental 

phenomenology as a methodology to be able to depict, explain, or describe the essence of 

any particular phenomenon, whereby the researcher strips themselves of cultural and 

personal preconceptions through which they may normally visualize the phenomenon 

(King et al., 2019; Moustakas, 1994). Having never served as a dean despite my 28 years 

of working directly and indirectly for medical school deans, TPA was my preferred 

qualitative research methodology. TPA required me to set aside my past experiences and 

preconceptions and listen to and analyze the participants’ experiences with a clear and 

open mind. Moreover, TPA’s data collection and analysis processes focused on the 

descriptive versus interpretive experiences that can be gained through the qualitative 

phenomenological interview process. TPA is in contrast to a hermeneutical interpretive 

phenomenological approach focused on the researcher’s interpretations of their 

participants’ experiences (Creswell & Poth, 2018).  

Participants 

After Creighton University IRB approved the study (see Appendix A), the senior 

director of medical school operations supplied a list of 41 medical schools that 

participated in the AAMC’s 2017 Dean’s Responsibility survey and had responded that 

their dean’s responsibilities had changed since their original appointment. At the 

suggestion of the AAMC senior director to improve the richness of this study’s 

qualitative phenomenological data collection integrity and reliability, a third participant 
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inclusion criteria was applied to this study’s purposeful sampling plan. The third criteria 

required that a dean participant must have served as an AAMC medical school dean for at 

least five years in their medical school professional career.  

Using the AAMC senior director’s list of 41 medical school, I manually searched 

the AAMC’s 2019 Council of Deans Directory to identify each medical school dean’s 

name, email address, years of deanship service, years served in their current roles, and the 

names and email addresses of the deans’ executive assistants. During this process, I 

discovered that 15 of the 41 medical schools had been appointed first-time deans after the 

2017 AAMC survey was administered, eliminating these medical school deans from 

meeting the five year deanship service inclusion criteria.  

Although the remaining 26 medical school deans met the study’s participant 

eligibility criteria, three additional medical schools were eliminated to decrease this 

study’s possible perceptions of bias or conflict of interest. These three medical schools 

represented my home university’s medical school and my dissertation committee 

members’ medical schools. Thus, the final population size for this study included 23 

purposefully selected medical school deans.  

Recruitment 

For this study, I used a two-step notification/invitation recruitment process. Prior 

to initiating the first recruitment step, I googled all 23 medical school websites associated 

with the participant sample listing. My Google search confirmed that as of May 2020, all 

23 purposefully selected participants were still serving in their respective medical school 

dean roles. The confirmed possible medical school dean participant listings was then 

emailed to the AAMC’s senior director of medical school operations. 
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In early June, the senior director emailed the 23 possible medical school dean 

participants a brief directed study notification introducing this study and notifying the 

possible participant why they were being invited to participate in the study (see Appendix 

F). Shortly after the senior director’s notification was delivered, I completed the second 

recruitment step via an email correspondence attaching this study’s formal participant 

invitation letter (see Appendix B). In my email, I referenced the AAMC senior director’s 

directed study notification email, and copied each medical school deans’ executive 

assistants to hopefully assist with scheduling. Additionally, the AAMC senior director 

asked that I copy each medical school’s PBO (e.g., a position that I represent in my 

medical school) to give them a heads up that I may be interviewing their dean for my 

study. Copying the PBOs gave them a heads up notification that I had the blessing of the 

AAMC to ask their deans for their possible volunteer participation in my study. 

Within two weeks after the formal invitation was sent, via a reply email 15 of the 

23 deans voluntarily confirmed their agreement to participate. Participant interviews were 

scheduled with each dean’s executive assistant via subsequent email exchanges. 

According to Creswell and Creswell (2018), qualitative data collection saturation occurs 

when the data a researcher collects no longer sparks new insights, e.g., revelation of new 

properties are not occurring. I realized after the 12th interview that many of the deans 

were echoing similar responses to the interview questions regardless of their respective 

medical school ownership or AMC governance structure.  

Although I reached data saturation after the 12th interview, I completed the 

remaining three scheduled dean interviews; however, I did not reach out a third time to 

further recruit the eight deans who had not responded to my initial study invitation. 
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Additionally, the number of participants interviewed also aligned with Creswell and 

Poth’s (2018) suggestion that a sample size of 5 to 25 study participants should be 

interviewed to adequately research a phenomena. In compliance with this study’s IRB 

approved participant sample and recruitment plan, participation incentives were not 

offered by the AAMC senior director or me as the researcher, and the 23 purposefully 

selected participant deans were only contacted twice (e.g., the notification and invitation 

emails) during the recruitment process.  

Data Collection 

Phenomenological studies seek to convey a deep understanding of a phenomena 

based on the experience of several individuals (Creswell & Poth, 2018) collected during 

the data collection process. Creswell and Poth (2018) suggest a total of five to seven 

questions should be asked during a qualitative study interview. This study’s open-ended 

semi-structured interview questions were designed to engage the participant without 

seeking to predict or determine causal relationships and to illuminate the lived 

experiences of the participant from their comprehensive descriptions (Moustakas, 1994). 

Data Collection Procedures 

 Once the participant interview was scheduled, a meeting confirmation email was 

sent to each participant including either a Zoom meeting link and passcode, or the 

telephone number to call for the interview. The email also included this study’s informed 

consent letter (see Appendix B) and a copy of this study’s interview protocol and 

questions (see Appendix C). The informed consent letter notified the participants that all 

interviews would be audio-recorded and subsequently transcribed verbatim using an 

external and independent transcription service. 
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TPA Epoche. TPA requires the researcher during data collection and analysis to 

practice epoche or bracket their perspectives to “be completely open, receptive, and naive 

in listening to and hearing research participants describe their experience of the 

phenomenon being investigated” (Moustakas, 1994, p. 22). Five minutes prior to 

conducting each interview, I bracketed my preconceived views reminding myself to listen 

and approach the interview as if I am learning about AMCs and medical school dean’s 

role for the first time to ensure that I am hearing a medical school dean’s experience of 

locus of control with an open mind using the Jesuit Examen (Lowney, 2003) practice.  

Interviewing. Following the interview protocol (see Appendix C), I began each 

interview by sharing basic information about the project, sharing with the participant that 

they may elect to stop the interview at any time, and that any quotes used, or information 

gathered during the interviews would be de-identified and participant names would be 

replaced with pseudonyms for anonymity. Each participant was asked if they had any 

questions and for their verbal consent before proceeding with the interview.  

The 15 audio recorded Zoom video or phone interview files, which averaged 

approximately 35 minutes in duration, were uploaded to Rev.com, an external 

transcription service to be subsequently transcribed verbatim. I manually edited the 

Rev.com transcribed interview files for accuracy and de-identified any names of persons 

or institutions before uploading each edited file into NVivo, a software application 

platform for data coding, concept mapping, and data analysis.  

Member check. A member checking process was initiated to ensure quality, 

validity, integrity, and credibility of the data after each transcribed interview file was 

initially data coded. Each participant received a two-page summary of their meaningful 
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responses to the study’s locus of control questions. The participants were given two 

weeks to review, edit, and confirm that their statements represented the context and 

content of what they wanted to convey during the interview process. All but four 

participants returned member checked confirmations. Of the 11 member check responses, 

eight participants provided minimally modified their summary documents, adding clarity 

to their quoted statements and to correct any verbally transcribed expressed syntax errors. 

The other three member check responses confirmed their quoted statements were 

accurate as submitted. 

Data Collection Tools  

Each interview was conducted using Zoom Pro, a web-based conferencing 

software, or via the telephone. To ensure end-to-end encryption during all Zoom 

interviews, each participant was required to enter a unique Zoom meeting ID and 

passcode created for each interview. All participant interviews were audio recorded using 

Apple’s Voice Memo software application via my personal password protected laptop 

and my personal digital handheld audio recorder for redundancy. Each audio file was 

saved on my laptop using a participant pseudonym. The external transcription service, 

Rev.com, was used to transcribe all audio recorded interviews. Rev.com requires a 

username and password to enter their website, and encrypts all files uploaded at rest and 

in transit. NVivo, a data coding and analysis software application, was used for the data 

management of all transcribed interviews and member checked summary statements. The 

NVivo software application is a purchased software application that is installed on my 

personal password protected laptop. No legal, financial, or budgetary issues by using 

external video conferencing, audio recording software, external transcription services, or 
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data coding and analysis software that impacts or informs this study’s data collection 

process were experienced during this study. 

I conducted all participant interviews using an open-ended semi-structured 

interview protocol as this study’s data collection tool. The study’s interview protocol and 

questions (see Appendix C) were categorized into two subtopics with a total of eight 

open-ended semi-structured questions, probing questions for clarification or to capture 

the essence of the participants’ personal experience, and three closing questions. The 

following interview questions are a sample of the questions asked. 

1. Exploring internal locus of control: When you think about driving change in 

initiatives/programs/decisions that may impact your role as dean, what is your 

decision-making process?  

a. Probing question: In the age of COVID-19, how has your ability to lead the 

AMC been impacted? 

2. Exploring external of locus of control: When you think about driving the strategic 

initiatives that occur within your AMC, please walk me through who is/are in charge 

of this process. For example, are you in charge or is someone or others in charge of 

how your AMC’s strategic decisions are made? 

a. Probing question: Tell me more about a time when you felt that you had a 

voice/say in the decisions that occur within your AMC? 

3. Exploring the dean’s AMC organizational structure: Based on your experience, on 

which factors and/or causes does the possibility of an AMC failure depend? 

a. Probing question: Do you think failure can be avoided? 

Data Analysis 

This study’s data analysis plan applies Moustakas’s (1994) four staged qualitative 

transcendental phenomenological approach (TPA) and incorporates Saldaña’s (2016) two 

cycle data coding strategy. Moustakas’s (1994) TPA includes: (1) practicing epoche or 
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bracketing, (2) phenomenological reduction leading to the development of textual 

descriptions, (3) developing imaginative variation to create structural descriptions, and 

(4) synthesizing the meanings to form the essence of experiences. Saldaña (2016) 

suggests a generic coding method as a first cycle strategy to allow the researcher to 

initially familiarize themselves with the data collected, and a second cycle coding 

strategy to develop a sense of categorial, thematic, or conceptual of data analysis. In the 

Moustakas’s (1994) TPA data analysis design, the development of structural descriptions 

results from imaginative variation process. Adu (2019) posits that the development of a 

TPA structural description uses the process of interconnectivity of the puzzle pieces (e.g., 

textural description) to put the puzzle (e.g., structural description) together. 

Stage One: Practicing Epoche 

Moustakas (1994) describes the TPA process as “reflective-meditation” (p. 88). 

Meaning, the researcher must continually practice reaching the level of consciousness to 

block all preconceptions and past experiences that may affect them as they collect and 

analyze the data and interpret their results (Adu, 2019; Moustakas, 1994). To satisfy the 

TPA first step of bracketing my thoughts and clearing my mind, I recalled my 28 years of 

positive and meaningful medical school leadership experiences and perspectives. 

Through this process I reflectively meditated, letting my preconceptions and judgements 

of my personal and professional experiences flow freely in my mind, and journaled the 

following reflections.  

The strongest flashback I reflected upon was of an encounter with a former 

medical school dean, who led an integrated AMC enterprise whereby the hospital, 

practice plan and medical school reported to a public university. I recalled that 
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this dean generally exercised his full decision making authority on significant 

matters, and delegated day-to-day decisions to his team of associate deans. 

Specifically, I recalled asking for this dean’s decision on a matter needing his 

attention as my boss (an associate dean) was on vacation. I recalled being 

completely surprised when the dean unexpectedly asked me what I would do 

rather than just answering my question. He demonstrated a collaborative versus 

top-down decision making leadership style.  

However, as I reflected on my current situation, whereby I report directly to a 

dean who leads a non-integrated AMC (i.e., the medical school, practice plan and 

teaching hospital are under separate governance), I came to realize that a 

collaborative dean’s leadership style varies in frequency level, and a dean’s 

decision-making authority could depend on the medical school’s AMC 

governance structure. Meaning, similar to my former dean, I consider my present 

dean to have a collaborative leadership style. However, my overall perception of 

my current dean decision-making authority seems required on a more frequent 

day-to-day basis, than the former dean.  

Reflecting repeatedly on my past and current experiences, helped me realize the need to 

set aside any application that these memories or thoughts might have during my research 

data analysis process. Thus, bracketing these thoughts through journaling, disconnected 

me from these memories, and redirected my focus to fully concentrate on the 

participants’ transcribed interviews without the influence of my own personal and 

professional perceptions and experiences. 
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Stage Two: Phenomenological Reduction  

The process of phenomenological reduction requires horizonalization, which is a 

process of identifying non-repetitive significant statements of equal weight from the 

participants’ transcripts to provide information about their experiences (Adu, 2019; 

Creswell & Poth, 2018; Moerer-Urdahl & Creswell, 2004; Moustakas, 1994). To 

facilitate this step, I aggregated the participants’ responses to each interview question 

using NVivo.  

First Cycle Coding. Saldaña’s (2016) first cycle coding strategy is a data 

management and familiarization technique. To begin the first cycle coding process, I 

began reading through the aggregated participant responses to the first three interview 

questions and applied attribute coding that uses a descriptive process to identify 

participants’ characteristics and demographic information (Saldaña, 2016). Continuing 

my first cycle coding process to analyze the participants’ aggregated responses to five 

locus of control study questions, I used In Vivo or a literal coding strategy to identify 

participants use of common words or phrases (Saldaña, 2016).  

Significant Statements. With this study’s research question in mind, I reread and 

reviewed the In Vivo coded participant statements, and began the horizonalization 

process of identifying non-repetitive, non-over lapping significant statements (Adu, 2019; 

Moerer-Urdahl & Creswell, 2004). I then clustered these statements into four locus of 

control question-based themes, and summarized the significant statements (Adu, 2019; 

Creswell & Poth, 2018) by participant. To ensure validity and increase creditability of the 

transcribed data I emailed the significant statement summaries to each participant to 

member check.  
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Second Cycle Coding. Saldaña (2016) notes emotion coding is appropriate for 

qualitative studies exploring intrapersonal and interpersonal participant experiences in 

matters of reasoning, decision-making, judgment, and risk taking. After uploading all 

participant member checked summaries (e.g., checked, edited, and unedited) into NVivo, 

I coded each participant’s member checked summary using Saldaña’s (2016) emotion 

coding strategy. Focusing on my research question, I vertically analyzed the newly coded 

participant summaries by extracting meaningful quotes from the member checked 

statements, placing them in an Excel spreadsheet to examine potential thematic 

relationships. 

Participant Essence Statements. Moustakas (1994) describes an essence 

statement as a synthesization of meanings process that blends what is really present with 

what is imagined as present or a unification of the real and the ideal or phenomenological 

experiences of the participant. As a final data coding strategy, I created an essence 

statement for each participant synthesizing their overall member checked interview 

responses. The essence statements were then uploaded into NVivo, and queried using 

NVivo’s frequent word count option. The top 15 frequently used words were compared 

with the In Vivo and Emotion codes for similarities and differences.   

Horizonalization Clustering. Moustakas (1994) posits that phenomenological 

reduction or the process of describing textural language uses a horizonalization cluster 

process of analyzing data multiple times with the goal of clustering the non-repetitive 

horizons (e.g., textural meanings) into themes. Using the data coding strategies’ (i.e., In 

Vivo, emotion, and frequent word count queries) results and rereviewing my composed 
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participant essence statements, I clustered the data results into nine textural horizons, 

which assisted in the development of five textural descriptive themes. 

Step Three - Imaginative Variation 

Imaginative variation is a process that answers the question of how did the 

participants experience the phenomenon, which leads to structural description creation 

(Adu, 2019; Moustakas, 1994). To complete this process, I examined the textural themes 

and their associated descriptive horizons to determine if any features or relationships 

among the themes together created possible phenomenological meanings of the 

participants’ experiences. The examination resulted in the development of two locus of 

control relationships that formulated this study’s structural description.  

Stage Four – Synthesizing Meanings 

 Using NVivo’s mapping option, I diagrammed the TPA processes (see Appendix 

G, Figure 2) by: (1) conceptually diagramming the participant and AMC demographics, 

(2) triangulating the demographics with a dean’s mission and AMC structure with their 

decision-making process, and (3) presenting how the textural themes descriptive horizons 

identified during the horizonalization clustering process tied to the development of the 

structural description locus of control relationships. Diagramming the relationships 

between the textural and structural descriptions assisted in completing Moustakas’s 

(1994) final TPA synthesization of meanings process using intuitive integration to 

formulate a single composite essence statement. This composite statement encompasses 

this study’s participants’ underlying meaning of their overall phenomenological 

experiences (Adu, 2019; Moustakas, 1994).  
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Ethical Considerations 

Adherence to IRB guidelines regarding confidentiality and anonymity of the 

participants were exercised throughout my dissertation in practice study. For anonymity, 

all participant identifying details were de-identified from my data collection transcripts, 

and pseudonyms replaced participant names. Names of medical schools, hospitals, 

practice plans, or any identified AMC institutions, city and state were also removed from 

any participant quotations reported in this study. Confidentiality of audio files and 

transcribed interviews were kept at my home on a password protected secure storage 

device and will be deleted after 3 years after my dissertation is approve, which follows 

Creighton University’s Retention of University Research and Compliance Records 

policy. 

Bracketing Personal Bias 

Bracketing personal bias during data collection and analysis processes was a 

necessary research step during a phenomenological study (Creswell & Poth, 2018; 

Moustakas, 1994). Having worked in academic medicine for just over 28 years, and 

knowing each medical school and AMC structure are unique, I used the Jesuit Examen 

(Lowney, 2003) process as a form of reflexivity and phenomenological reduction 

(Moustakas, 1994) prior to each participant interview. During the interview process, I 

journaled as needed to bracket my thoughts, and actively listened during each participant 

interview. Finally, I practiced Moustakas’s (1994) TPA stage one epoche reflective-

meditation process letting my preconceptions and judgements of my personal and 

professional experiences flow freely in my mind prior to the data analysis and the finding 

processes. 
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Summary 

 This chapter discussed the methodology of this dissertation in practice study. This 

study was a qualitative, phenomenological research project that explored the 

phenomenon of how medical school deans experienced locus of control in the context of 

leading an AMC. Participants included 15 medical school deans that participated in the 

AAMC’s 2017 Dean’s Responsibilities survey, who indicated their responsibilities had 

increased since their deanship appointment, and had served in a medical school deanship 

role for at least five years. The TPA research method used for this study focused on the 

descriptive versus interpretive experiences to find the meaning and essence of the 

participant’s experience (Creswell & Poth, 2018). To apply this qualitative 

phenomenological research approach, I followed Moustakas’s (1994) multi-stage TPA 

data collection and analysis process that included bracketing my personal bias before and 

during the conduction of my semi-structured interviews. The data analysis process 

included horizontalization, a three cycle data coding strategy, clustering statements into 

horizons, data collection validation using member checking, development of textual and 

structural descriptions, and incorporating both descriptions to synthesize the meaning and 

essence of the participants’ experiences. 
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CHAPTER FOUR: RESULTS AND FINDINGS 

The purpose of this qualitative phenomenological study is to build upon the 

findings of the 2017 Dean’s Responsibilities survey by exploring the locus of control 

AAMC medical school deans experience while leading an AMC. The research question 

guiding this study is: How is locus of control experienced by medical school deans in the 

context of leading an AMC? This chapter presents my study’s findings, including 

participant demographic data and synthesization of meanings, five textural descriptive 

themes, and a locus of control structural description. The chapter concludes with a 

composite essence statement that captures the phenomenological locus of control 

experienced by the medical school deans interviewed for this study. 

Results 

 Moustakas’s (1994) TPA multi-stage research analysis process was used to 

formulate this research study’s findings. To aid in the summarization of my findings, 

presented in Appendix G’s Figure 2 is my TPA process concept map that graphically 

shows my data analysis and findings pathway.  

Participants’ Characteristics and AMC Demographics  

This study’s 15 volunteer medical school dean participants included two women 

and 13 men. Additionally, all four AAMC regions (i.e., northeast, central, southern, and 

western) and 14 states (i.e., Alabama, California, Florida, Kentucky, Massachusetts, 

Michigan, Pennsylvania, New York, North Carolina, Rhode Island, Texas, Utah, West 

Virginia, and Wisconsin) were represented. Saldaña’s (2016) first cycle attribute coding 

to the first three interview questions (see Appendix C), the participants’ characteristics 

and AMC demographics are presented in Table 2.  
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Table 2 

Participant Characteristics and AMC Demographics 

Note. Hospital alliance was determined by the participant’s indication that their affiliated hospital was 

under their AMC’s governance oversight (integrated), had a seat on the medical center’s board or received 

financial subsidization (semi-integrated), or only possessed an affiliate relationship, meaning the hospital 

only serves as the medical school’s hospital-based clinical learning environment (non-integrated). 

Participant No. of 
deanships  

Deanship 
years 
served 

Current role plus 
deanship 

Medical 
school tax 
ownership 

AMC 
governance 

Hospital 
integration 
level 

P1 1 8 Vice Pres. (VP) 
of Academic 
Medical Affairs 

Public University Integrated 

P2 2 6 Health System 
CEO 

Private University Integrated 

P3 2 13 Dean Only Private Stand Alone 
Medical School 

Non-
Integrated 

P4 3 19 President & 
Provost 

Public Stand Alone 
Health Sciences 
Center 

Non-
Integrated 

P5 1 9 Provost Private Stand Alone 
Health Sciences 
Center 

Semi-
Integrated 

P6 1 8 Dean Only Public Stand Alone 
Medical School 

Semi-
Integrated 

P7 2 16 President/Exec. 
VP- Chief 
Academic Officer 

Private Hospital / 
Medical Center 

Integrated 

P8 2 13 Dean Only Public Stand Alone 
Medical School 

Non-
Integrated 

P9 1 13 Provost Public Stand Alone 
Health Sciences 
Center 

Semi-
Integrated 

P10 1 7 Senior VP (SVP) 
of Health Affairs 

Private Stand Alone 
Health Sciences 
Center 

Non-
Integrated 

P11 2 12 SVP & Health 
System CEO 

Public University Integrated 

P12 1 7  SVP Public University Integrated 

P13 1 14 Vice Chancellor 
of Medical 
Affairs 

Public University Integrated 

P14 1 10 President & CEO Private Med School-
Health Sciences 
Center 

Integrated 

P15 1 20 Senior Exec.VP-
System Care 
Delivery 

Private Hospital / 
Medical Center 

Integrated 
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Participants’ Synthesization of Meanings 

Moustakas (1994) describes an essence statement as a synthesization of meanings 

or a “blending of what is really present with what is imagined as present from the vantage 

point of possible meanings; thus, a unity of the real and the ideal or phenomenological 

experiences of the participant” (p. 27). Table 3’s statements synthesize the essence of 

each participant’s overall meaning conveyed during their respective interviews.    

Table 3 

Essence Statement by Participant 

Participant Essence statement 

P1 It’s important to understand your AMC’s environment, know your leadership skillset, 
and work with your AMC leadership partners to demonstrate the value of your AMC 
in the marketplace. 

P2 An integrated AMC offers benefits of being in control of your organization’s success, 
that we demonstrated to combat an external force (i.e., COVID) and resiliently 
improved our AMC’s operations and resources using our leadership skills that have 
been enhanced using leadership coaching. 

P3 Being an AMC leader requires experience and common sense to bring together 
affiliate differences that allows everyone to play on each other’s strengths, which is 
largely accomplished in how we are able to communicate with each other. 

P4 Understanding and knowing each of your AMC’s mission enterprises in order in 
support of your faculty and staff can be accomplished by a dean who builds a strong 
collaborative organizational culture that is open to guidance, development, and 
engagement that enables our AMC to be innovative and resilient to forces beyond 
their control (e.g., COVID). 

P5 A private AMC has advantages for its leaders to be strategically nimble and able to 
pivot in a multi-dimensional matrixed decision-making environment provided the 
types of people in your organization promote a culture that aligns the clinical 
enterprise’s growth in order to invest in the AMC’s academic enterprise. 

P6 A medical school dean’s role is unique and complex when compared to others leading 
corporate or academic enterprises of a similar size. The dean’s AMC leadership must 
engender loyalty of its faculty and staff, must include planning as opposed to reacting, 
and have a focus to make their AMC a place better than it is. This AMC success can 
be accomplished by striving to be excellent, not just okay at certain things, and 
understanding that you do not have to be all things to all people, even in your 
community.  

P7 Even if your AMC is not fully integrated (which may be the most successful structure 
to support the education and research missions), having (a) an adaptable and 
collaborative, team-based AMC leadership style with the broad authority over 
academic medicine, (b) a strategic clinical advisory role, (c) learning the value of 
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Participant Essence statement 
communication, and (d) being able to accelerate initiatives despite the uncontrollable 
events and geographic demographic challenges, can reinforce a dean’s ability to lead 
even during a crisis (e.g., COVID).  

P8 In a distributed medical education model with no central AMC and limited resources, 
a dean’s full authority over the medical college must exercise a collaborative 
leadership style that builds collegiate relationships with its affiliate health center 
CEOs, and must promote communication including their minority and rural 
populations to gain a sense of community (that was lost due to COVID). 

P9 Leading an AMC requires adequate resources and collaborative relationships 
including the AMC’s senior advisors and department chairs, alignment with the 
chancellor and other university business units, and engagement with our faculty, who 
perform the school’s critical mission work. These relationships are solidified with 
increasing communication with students, residents and the broader community. This 
leadership structure and process worked better than ever during COVID.  

P10 Leading an AMC requires a dean with a steadfast focus to use all means of their 
authority within the medical school and practice plan, including ensuring an alignment 
with their affiliate hospital CEOs to ensure both enterprises are in sync. This 
syncopation promotes an organizational culture that embraces and supports academic 
education and research, and demonstrates a healthcare value at the level of major 
institutions across the United States despite an AMC’s size or demographic location. 

P11 Deans leading an AMC need to: (a) pay attention to and how finances flow, (b) 
promote strong relationships (which can make or break an organization), (c) exercise a 
team based leadership approach (knowing you may not always have the best idea in 
the room), (d) understand that reaching out to external mentors is important, and (e) 
know that the strategic planning process provides a roadmap of where your AMC is 
going; however, the process is of greater importance than the paper report. 

P12 If a dean does not have a working relationship with their fellow AMC leaders, their 
ability to interact and engage (which preferentially needs to be in person to build trust, 
and provide a sense of ownership and engagement) as equal clinical executive partners 
in support of the medical school’s missions will be compromised. A dean’s leadership 
style must be able to (a) engage leadership laterally and vertically, (b) stimulate 
followership, (c) possess an overall organizational credible and congruent vision, and 
(d) have the ability to layout a data-driven measurable and executable plan.  

P13 To balance your long-term with your short-term vision a dean needs to actively 
address and confront problems while simultaneously focusing on your future AMC 
aspirational strategy by engaging a leadership team and an organizational culture that 
promotes a consensus driven shared governance process that can set aside any idea of 
ownership pride and egos, and can anticipate the needs and values of the faculty, staff, 
students, residents, and their AMC’s community and affiliate partners. 

P14 An AMC leader needs (a) to be able to adjust and pivot using levers to enable you to 
respond when necessary as you monitor your progress towards your AMC’s long and 
short term goals and financial resource needs, (b) to understand that failed 
communication is equivalent to that of a bad strategy, and (c) to engage a shared 
governance model that promotes a team-based organization of stakeholders who will 
exhibit the value and expertise of your AMC and effectively partner with your 
community to address their healthcare needs. 

P15 A dean needs a unanimous consensus-driven process and leadership team that can vet, 
discuss, and approve as a group to promote a fair, thoughtful, and communicated 
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Participant Essence statement 
decision-making process that all levels ensures fiscal responsibility, business planning 
and modeling predictability tied to your missions strategically.  In addition to not 
losing sight of direct market competition that may present itself in your community, 
your AMC must focus on its core competence and not engage in business endeavors 
that are outside of your AMC’s expertise, mission, and resources.  

Note. Statements were composed by the researcher based on the participants’ interview responses. 

Phenomenological Reduction Leading to Textural Description Development 

Adu (2019) analogizes that TPA textural descriptions represent the puzzle pieces 

that assist the researcher in answering the question: What did the participants experience? 

Horizonalization clustering is the final step in the phenomenological reduction stage. 

Table 4 summarizes my data analysis horizonalization cluster process results. 

Horizonalization 

Table 4 

Data Analysis Horizonalization Cluster Process Results  

 In Vivo Emotion Word query Total 

Significant horizons n n n n 

Leadership by academic mission  20 12 13 45 

Relationship and engagement 12 13 16 41 

Financial resources, planning, and need 7 13 16 37 

Communication, sense of community 13 8 12 33 

Collaborative, team decision-making 13 15 5 33 

AMC clinical / mission alignment 7 13 10 30 

Ability to effect change, resilience 12 10 7 29 

Knowing organization value 4 9 11 24 

Deanship experience, promoting others 5 9 7 21 
Note. Numbers (n) represent the frequency that the significant horizons were referenced using In Vivo and 

emotion data coding cycles, and a top 15 word query of Table 3’s essence statements.  

My data analysis horizonalization cluster process included comparing, contrasting, and 

eliminating nonsignificant data horizons that resulted from this study’s three cycle data 

coding strategy as outlined in Chapter Three.  
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Five Textural Descriptive Themes 

 Using Table 4’s significant horizons as a guide, five textural themes were 

developed that answers this study’s research question of how locus of control is 

experienced by medical school deans.  

Theme 1: Balancing Autonomy with Team Collaboration Promotes Strategic 

Decisions. An AMC is a mission-based organization that requires varying levels of 

leadership expertise and “different deans bring different skillsets (Participant 1).” When 

the participant deans expressed how they drove change in initiatives, programs, and 

decisions that impacted their role as dean, they commonly described their decision-

making locus of control process as balancing their mission-based autonomy with the 

understanding that engaging in a collaborative team promotes a strategic decision-making 

process. 

Mission-based Autonomy. A medical school has four academic missions, i.e., 

education, research, clinical, and community engagements. Nearly all of the deans 

mentioned that their level of mission-based decision-making autonomy was in part tied to 

the individual mission.  

I have a lot of autonomy within the school of medicine, so it really depends on 

where it exists. So, we have four missions … as it relates to the education, 

research, and community engagement missions I have nearly full authority to 

make those decisions. (Participant 5) 

Collaborative Decision-making. The majority of deans interviewed mentioned 

they have a consensus driven or shared strategic decision-making process. 
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I believe in team leadership. I tell people I usually don't have the best idea but I'm 

pretty good at picking the best idea out of a list of good ideas, and so I really try 

to foster the teams to come up with options, to help me assemble the list. And 

then together, we pick the decision, and the route that best makes sense. 

(Participant 11) 

Team Leadership Engagement. Although team leadership engagement is similar 

to collaborative decision-making, the major difference is the sharing of leadership 

responsibility beyond the collaborative decision-making process. 

I have a wonderful leadership team and it works as a team. I surrounded myself 

with really smart people who understand that the way we work is to have all the 

different ideas on the table, without any pride of ownership, as much as that’s 

humanly possible. (Participant 13) 

Theme 2: Recognizing that Relationships Strengthen Organizational Culture. 

Kotter (2012) notes that 70% of all organization change management efforts fail due to 

lack of communication and the organization’s leadership failing to understand the 

importance of relationships. Similarly, in response to the question of how a dean can 

avoid AMC failure, the deans interviewed for this study mentioned that failure occurs 

when leadership fails to engage in relationship building. 

I think there are multiple causes and potential scenarios that can lead to failure. 

Probably the most significant is a lack of working relationship among leaders. I 

think secondly, vision with the culture of an institution and thirdly, a lack of 

followership and engagement from leadership above. (Participant 12) 
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The deans interviewed for this study echo Kotter’s research and Participant 12’s view 

with the following comments.  

Communication. “Institutional failures are often as much the problem of failed 

communications as a bad strategy (Participant 14).” “We’re trying to train our students 

now that they’re not just captain of the ship. It’s going to be a distributed power and you 

can’t know everything. You have to learn how to communicate better (Participant 3).” 

Relationships. “These are the kind of collegial relationships that I’ve had to build. 

It has little to do with the structural issues and depends on simply getting along with 

people” (Participant 8). “Deanships fail when the dean doesn’t realize how important 

relationships are … how you make a decision, not in favor of one of those key 

relationships, and keeping the relationship strong” (Participant 11).  

Organizational Climate. “The types of people that you have and the culture in 

your organization really matter … I mean the culture of your organization really, really 

makes a huge difference in how much success you can have” (Participant 5). “So, the key 

part is to make sure that you develop it, and embracing a diverse, cooperative, healthy, 

open culture so that people feel comfortable working in the environment to be able to 

manage them” (Participant 4). 

Theme 3: Understanding that Poor Mission-based Resource Management 

Leads to Failure. The LCME accreditation standards require that a medical school dean 

must have the knowledge and authority to manage resources. Private and public medical 

schools depend on a diversity of resources, largely tied to the academic missions they 

support, and may have resource related spending restrictions. Deans collectively 
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mentioned that understanding resource management was important, especially mission-

based resource management. 

What they [deans] need to do is understand how they operate, what the financial 

issues are related to them, and then identify ways to maximize resources, decrease 

expenses, and create the best value you can among all of the resources you have 

to support the faculty and staff. (Participant 4) 

Fiscal irresponsibility is I think the death nail to anybody who’s in a dean’s job, 

and then that translates into what happens with the entire academic health 

sciences center, meaning, not going through the business planning and modeling, 

and predictability. (Participant 15) 

Moreover, the deans interviewed for this study expressed that their locus of control when 

managing their mission-based resources to avoid failure extends beyond monetary 

funding. Participant 9 noted: “So, having the revenues is important, as is having the 

faculty, having the students. Finally, the other key resource we need is the clinical service 

providers and ability to do clinical research.” 

Theme 4: Exercising Resilience When Faced With Uncertainty or Factors 

Beyond Their Control. In their roles, medical school deans noted that they often face 

uncontrollable situations or events that, as the dean, people rely on to ease tensions and 

stress. Using the COVID-19 pandemic as unexpected event example, the deans expressed 

that their locus of control to mitigate chaos when factors are beyond their control include 

expertise, leadership coaching, practicing resiliency, and ensuring a sense of community.  

Expertise. A dean’s knowledge, experience, and expertise are required to do their 

job well, especially in times of uncertainty.  
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I think the easiest ways for an AMC to fail, is to be entirely reactive and to use a 

pretty popular defense mechanism, denial. You have to see the problems and 

confront them head on as soon as they begin to show up. So, you have to have the 

courage to focus on the problems, but at the same time to look to the future 

towards a stretch goal, an aspirational strategy. In other words, you have to 

simultaneously focus on your current challenges while also thinking about long 

term goals and vision. (Participant 13) 

COVID necessitated that I step to the front of the ship at our university. It’s also 

been an opportunity as a relatively new leader at this institution for me to kind of 

move from the back or the middle of the room to clearly standing at the front of 

the room and leading the efforts. (Participant 11) 

Coaching. Deans use mentors and coaches as professional development tools to 

ensure their leadership teams have the knowledge to lead in a mission-based decision-

making environment.   

I used to coach at my two prior [medical schools], that’s very helpful for you to 

learn culture and how to lead. I actually have gotten coaches for a lot of my 

people, so they can be better leaders. So, [coaching] it’s really turned out to be 

great because as the COVID pandemic hit, they [our leadership team] really were 

all skilled in how to lead, how to ask questions, and how to listen. (Participant 2) 

Resilience. Each dean interviewed shared one or two uncontrollable events 

whereby they needed to react to factors beyond their control. Their situational examples 

showcased their ability to adjust easily during uncertainty. 
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So, it’s [COVID] restructured the way we do all of our core missions. You have 

to be open minded enough to be able to accept the fact that the world has 

changed. And it’s probably changed for good, has probably changed for the better 

and you’d better embrace it, and find ways to be able to modify the circumstances 

to your advantage. (Participant 8) 

Sense of Community. Deans noted face-to-face encounters were limited during 

COVID, and discovered that a sense of community was initially lost which was mitigated 

through virtual face-to-face interaction as much as possible to restore camaraderie. 

In many ways, online works better than in person, including small group 

discussions. The faculty are all rolling together now. It’s a beautiful thing. I've 

been having town halls and community meetings, [and] I've been attending 

faculty meetings. We're doing this to maintain a sense of community through 

COVID, and I think it's been really successful. (Participant 7) 

Theme 5: Integrating an AMC’s Structure to Stimulate Alignment Adds 

Value. A medical doctorate student spends two years learning at a medical school and 

two years learning in a clinical environment. The clinical environment includes a 

teaching hospital or medical center learning from and with faculty physicians while 

caring for patients. Although each medical school or AMC is unique (see Chapter 2’s 

Table 1), the medical school deans mentioned their ability to lead well is influenced by 

their AMC’s level of clinical alignment or integration, and whether their AMC is able to 

engage and bring value to their communities.  

Integration. AMC clinical integration requires the medical school, the practice 

plan, and the hospital systems to work together through ownership, and/or governance. 
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“Different health systems have different models. And I think there are a number of 

models that work. One size doesn't fit all (Participant 1).” 

I do believe that more highly integrated health systems with the medical schools 

are likely to have an advantage longer-term as healthcare gets more complicated. 

If you have a medical school that is a stand-alone or some of the community-

based medical schools, those are different animals. It’s very difficult for those 

medical schools to influence much of what happens, and they really are in many 

cases, passive participants in a lot of different areas and really beholden to the 

health systems and what they do. (Participant 5) 

In a more common structure, the Dean of the medical school has authority over a 

practice plan and sometimes even the hospital. This creates the ability to assure 

that the subsidy from the hospital to the medical school would never be cut, [and] 

that the faculty practices were all organized in a way that critical education was 

aligned with critical care delivery. That I think is the most successful structure for 

education and research to be supported. (Participant 7) 

As it distinctly relates to the health system, [it] is through the relationship with the 

CEO and being the vice chair of the health system board that the Dean has the 

ability to interact, be at the table and engage with the health systems direction and 

growth. (Participant 12) 

Alignment. While integration largely refers to an AMC’s clinical learning 

environment, alignment may be best defined by Participant 1’s notion of: “We have these 

conversations and we just come to ... Behind closed doors, we can have some 
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disagreements, but we always go forward with a unified story.” Another similar comment 

related to alignment in the context of leading an AMC follows: 

I can tell you that you got to have a circumstance where the dean wakes up every 

morning trying to make the hospital’s system better. And the head of the hospital 

system wakes up every morning and trying to make the medical school better. If 

you have that, you can move things along, and you can resolve your differences. 

If you don’t have that, you’re going to lose to the institutions that have that. It’s 

just very, very simple. (Participant 10) 

Value and Community Engagement. The deans expressed that an AMC’s value 

is largely influenced by what they can offer to their communities based on the 

communities’ need. Participant 10 speaks to value: “Before this medical school existed, 

health care in the state was really third world. Now, it can compete with healthcare 

anywhere in the United States.” While Participant 8 speaks to community engagement: 

“We needed to have more of an identity in the community to ensure the College of 

Medicine was really going to take care of the minority and the rural populations that our 

mission is broadly based on.” Value and community engagement are also a factor on how 

a medical dean as an AMC leader, drives their strategic initiatives, which could promote 

success or failure as noted by the following participants. 

[AMC] failure is the consequence of trying to do too many things all at once. 

You’ve got some steps to go through until you can really say your [AMC is] 

excellent in certain areas. Also, some of those decisions are thrust on you by the 

community’s needs. (Participant 6) 
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A factor or cause of [AMC] failure would be for an academic health science 

center that moves outside of its core competence. And what I mean by that is 

getting into other businesses or becoming more involved with elements of the 

business that aren’t really in our core. (Participant 15).  

Textural Description Statement 

In summary, this study’s five textural themes speak to medical school deans 

experiencing locus of control by: (1) balancing autonomy with team collaboration 

promotes strategic decisions; (2) recognizing that relationships strengthen organizational 

culture; (3) understanding that poor mission-based resource management leads to failure; 

(4) exercising resilience when faced with uncertainty or factors beyond their control; and 

(5) integrating an AMC’s structure to stimulate alignment adds value. 

Imaginative Variation Leading to Structural Description Development 

Prior to developing this study’s structural description, an imagination variation 

process was completed. The process included examining the features or relationships 

among the textural descriptive themes (e.g., the puzzle pieces) and their associated 

textural horizons together to create possible phenomenological meanings of the 

participants’ experiences (Adu, 2019; Moustakas, 1994). Using imaginative variation by 

examining the possible meaningful features and relationships among these themes when 

put together, I found thematic connectivity in how the medical school deans experienced 

locus of control in the context of leading an AMC fell into two locus of control 

dimensions. Table 5 summarizes the results of my imaginative variation examination 

process by categorizing the thematic meaningful relationships by I and P locus of control 

dimensions. 
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The first category is Rotter’s (1966) internal (I) locus of control dimension, and 

the second is Levenson’s (1973) external power of others (P) locus of control dimension. 

Rotter (1966) defines locus of control as a unidimensional concept; noting that individual 

decision-making may be internally (I) based on a person’s education, knowledge, 

experience, and expertise or externally (E) based on chance, luck, or fate. Levenson’s 

(1973) locus of control concept adapts Rotter’s I locus of control dimension. However, 

Levenson (1973) splits Rotter’s E locus of control into two dimensions: based on fate, 

luck, or chance (C), and based on the power of others (P). Levenson (1973) posits that 

those who base their decisions on the external power of others view the world differently 

from those who make their decisions based on fate, luck, or chance. 

Table 5  

Imaginative Variation Relationship Connectivity 

  Locus of control dimension relationship connector 

No. Textural descriptive theme Rotter (1966) Internal (I) Levenson (1973) External 
Power of Others (P) 

1 Balancing autonomy with team 
collaboration promotes strategic 
decisions 

Balancing autonomy Strategic team-based 
collaboration  

2 Recognizing that relationships 
strengthen organizational culture 

Recognizing relationships Organizational culture  

3 Understanding that poor mission-
based resource management leads 
to failure 

Understanding fiscal 
management 

Mission directed 
resources from others  

4 Exercising resilience when faced 
with uncertainty or factors beyond 
their control 

Exercising expertise, 
communication, and 
coaching 

External resiliency 
expectation to lead 

5 Integrating an AMC’s structure to 
stimulate alignment adds value 

Integrating and 
stimulating leadership 
alignment 

AMC’s community 
engagement value 

Note. During this thematic examination, no external locus of control based on fate, luck, or chance 

were revealed.  
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Structural Description 

As presented in Table 5, the locus of control dimension relationship connections 

discovered by examining the five thematic themes and their specific textural meanings 

showcase that deans experience internal locus of control and acknowledge the external 

power of others (e.g., team-based collaboration, organizational culture, mission directed 

resources, resiliency expectations, and AMC’s community engagement) locus of control. 

Conversely, the thematic examination did not reveal any relationship of a dean locus of 

control experiences based on fate, luck, or chance.  

Moreover, deans shared that how they experienced locus of control when leading 

in times of uncertainty (i.e., using the COVID-19 pandemic as an example), that their 

deanship knowledge and expertise were sought by others (i.e., internal locus of control) 

in collaboration with their leadership teams (i.e., external power of others locus of 

control). Using their I and P locus of control ensured continuous engagement with their 

communities and continuous communication with faculty, staff, and students, that 

demonstrated their resiliency efforts with their teams to mitigate chaos and help restore a 

sense of community as face-to-face encounters became limited. 

Intuitive Integration of Phenomenological Findings  

Adu (2019) posits that Moustakas’s (1994) final TPA process stage of developing 

a composite essence statement is analogous to reflecting on the meaning of a completed 

puzzle. A composite essence statement is the intuitive integration of the textural and 

structural descriptions summarized into a unified underlying meaning of the participants’ 

thoughts, experience, or emotions (Adu, 2019; Moustakas, 1994). 
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Composite Essence Statement 

The study’s findings demonstrated that locus of control experienced by medical 

school deans in the context of leading an AMC has overwhelming tenets of internal locus 

of control, in addition to their strong acknowledgement of the external locus of control 

power of others. The deans shared that balancing autonomy while exercising mission-

based authority requires making the hard decisions, and includes engaging in strategic 

opportunities within their AMC’s expertise, core mission, and available resources. 

Internally, the deans expertly utilize their years of medical education, clinical 

experiences, and leading an AMC enterprise to confront uncertainty, such as the COVID-

19 pandemic. Other uncontrollable events based on fate, luck, or chance shared by the 

participants included community based needs or direct market competition that can lead 

to an AMC’s failure due to unknown economic conditions. 

The participants conveyed that knowing their environment, being innovative and 

flexible, and practicing resiliency focuses their internal locus of control attributes while 

also recognizing and acknowledging the external locus of control power of others. As an 

example, the external locus of control power of others may arise when a dean perceives 

external pressures from their AMC partners; university leadership; the school’s faculty, 

staff, and students; or the community to lead and address problems head on in times of 

crisis or in order to meet their AMC’s short and long term goals.  

Moreover, the heterogeneity of the study participants’ roles and AMC structures 

(as noted in Table 2, and Figure 2) demonstrated that a dean exercises their internal and 

external power of others locus of control in a variety of ways (refer to Table 3). Deans 

expressed their decision-making authority and AMC’s successes, or potential failures 
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were in association with and relied upon the interaction with other AMC and university 

leaders, faculty and staff. Focusing on the external power of others locus of control, 

nearly all deans serving in roles beyond a deanship expressed that their success relied on 

having working relationships both laterally and vertically that included integration and 

alignment with their faculty and staff, university leaders, and most importantly their 

AMC clinical affiliates (e.g., having a seat on the health system’s board or partnering 

with the health system CEO). All deans expressed that having a collaborative leadership 

team to vet, discuss, and to make unanimous consensus-driven decisions brings all parties 

together and mitigates AMC affiliate differences. Thus, an AMC’s level of governance 

integration allows leveraging each other’s strengths to build a collaborative alliance, and 

a strong organizational culture. 

Summary 

Chapter Four presented this study’s findings of the 15 semi-structured participant 

deans’ interviews using Moustakas’s (1994) TPA phenomenological reduction (e.g., the 

puzzle pieces), imaginative variation (e.g., putting the puzzle together), and intuitive 

integration or synthesization (e.g., the meaning behind the completed puzzle) stages. 

Saldaña’s (2016) first cycle attribute coding helped identify the study participants’ 

demographic information. Three data analysis coding strategies assisted in 

phenomenologically reducing the participants’ responses to nine significant non-

repetitive textural horizons, whereby five textural descriptive themes emerged. Using 

imaginative variation to examine the five textural themes, a structural description was 

composed noting the meaningful thematic connectivity that aligns with Rotter’s (1966) 

internal and Levenson’s (1973) external power of others locus of control dimensions.  
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This study’s composite essence statement shared that medical school deans 

experience locus of control in the context of leading an AMC is largely internally based 

on the dean’s experience, knowledge, and expertise. However, each dean recognized and 

acknowledged that leading an AMC does need to incorporate the external locus of control 

based on the power of others through their AMC organizational structures; level of 

leadership integration, alignment, and/or collaboration; and based on a dean’s defined 

AMC leadership role. Finally, this study found that deans do not experience their locus of 

control based on fate, luck, or chance even when faced with an unexpected dilemma, 

such as the COVID-19 pandemic. Deans address uncontrollable events using their 

internal locus of control with the goal of meeting the external locus of control power of 

others’ expectations of mitigating chaos, promoting resiliency, and restoring a continued 

sense of community using varying means of communication and engagement.  
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CHAPTER FIVE: PROPOSED SOLUTION AND IMPLICATIONS 

An aim of this study was to provide valuable insight into how veteran deans 

experience locus of control when leading an AMC that could be shared with individuals 

aspiring to become a medical school dean. This chapter introduces recommendations 

developed from the findings of this qualitative phenomenological dissertation in practice. 

The focus of the recommendations is to better understand the leadership decision-making 

role of medical school deans that lead a wide variety of AMC’s . Evidence that supports 

and challenges the proposed recommendations is presented, and professional 

development venues for implementing the recommendations are outlined. This chapter 

concludes with a discussion of the practical, future research, and leadership theory and 

practice implications resulting from this study. 

Aim Statement 

The aim of this qualitative phenomenological dissertation in practice study was to 

use the findings to create and enhance leadership development programs in collaboration 

with the AAMC. This study’s findings provides rich, contextually grounded information 

showcasing the comprehensive view of a medical school dean’s AMC leadership role that 

can (a) aid new deans in better understanding the complexity of an AMC leadership role, 

(b) train associate medical school deans aspiring to become an interim or new dean, 

and/or (c) to enhance the interprofessional collaborative and enabling leadership skills of 

current deans to enhance their relationships with their affiliate AMC leaders, faculty, and 

staff.  Moreover, this study’s findings provides an introduction of how locus of control is 

experienced by veteran medical school deans, which may inspire current medical school 

deans leading an AMC to practice a different kind of leadership when driving change. 
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Proposed Recommendations 

This study’s findings revealed that in addition to an average of 11 plus years of 

experience among deans, internal locus of control was demonstrated by their knowledge, 

experience, and mission-based authority. The external locus of control power of others 

(Levenson, 1973), including collaborative leadership, partnering and alignment, and 

strong relationships, are equally important in the context of leading an AMC. This 

study’s findings revealed that a dean’s locus of control decision-making authority and 

respective AMC success or potential failures were influenced by a medical school’s 

missions, and the dean’s integrative or aligned role as a leader within their respective 

AMC’s overall organizational governance structure.  

Floyd Loop (2009), a former 15 year chief executive of a private large health 

system AMC, posits that a physician, such as a medical school’s department chair or an 

interim dean seeking to become a new AMC leader, needs several qualities to lead and 

manage an AMC. Specifically, Loop recommends that an AMC leader should have the 

ability to take charge, execute, motivate, and hold everyone accountable, including 

themselves. AMC leaders should have the ability to present a clear vision, be a leading 

edge thinker, and serve as facilitator for moving an organization forward (Loop, 2009).  

Loop’s (2009) suggested AMC physician leader characteristics are similar to the 

internal locus of control characteristics shared by the veteran deans interviewed for this 

study and detailed in Chapter 4. Expanding on Loop’s (2009) transformational leadership 

advice to new leaders, the deans interviewed for this study shared key practices that 

expand beyond a dean’s internal locus of control, but offered suggestions that deans 

should consider in their decision-making process to ensure AMC success and avoid 
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possible failure. These leadership practices included similar lessons the deans 

experienced during the COVID-19 pandemic. Using the shared experiences of the veteran 

dean participants, Table 6 offers lessons learned and recommendations for aspiring, new, 

or current deans. 

Table 5 

Recommendations Medical School Deans Should Consider as an AMC Leader 

Recommendations Practice Example 

Expect the Unexpected  

Medical school deans face uncontrollable events whereby a dean’s expertise, counsel, and 
leadership will be requested without warning, especially in times of chaos. In anticipation of these 
unexpected events, a dean should:  

Know their medical school’s unique attributes and capabilities 
that demonstrate and distinguish their school’s value to their 
community in partnership with their AMC affiliates. 
(Participants 1, 2, 6, 10, and 15) 

Focus on their AMC’s strengths by understanding that the dean 
and their AMC cannot be all things to all people, and doing too 
many things at once can lead to a deanship or AMC failure. 
(Participants 6 and 15) 

Utilize communication as a primary tool to diminish uncertainly 
among their faculty, staff, affiliates, and community as failed 
communication is equivalent to a bad strategy. (Participants 2, 
3, 7, 9, and 14) 

Medical school deans across the 
U.S. were among the first 
leaders consulted by their state 
governor, city and county 
mayors to step to the front of the 
line to lead and provide comfort 
in their communities during the 
COVID-19 pandemic. 

(Exercises internal locus of 
control to meet the external 
power of others locus of control 
resiliency expectations) 

No Money, No Mission 

Fiscal irresponsibility can lead to deanship and AMC failure. Both private and public medical 
schools require multiple resources that have associated mission-based restrictions. To promote 
success and sound business decisions, a medical school dean must:  

Know how their medical school operates and what financial 
issues may be present. (Participants 4, 5, 9, 11, and 15) 

Identify ways to maximize resources, decrease expenses, and 
create the best value with the resources they have in support of 
their faculty, staff, and students. (Participants 4 and 10) 

Have a financial plan that follows their school’s vision and is 
monitored using data metrics or benchmarks to align with their 

Secure a long-term, sustainable 
financial commitment from their 
AMC’s health system, practice 
plan, and/or parent institution 
will prove to benefit their 
school’s growth and provide the 
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Recommendations Practice Example 

AMC’s established strategic roadmap. (Participants 11, 12, 14, 
and 15) 

Establish levers that enable their medical school to respond to 
anything that deviates from their budget. (Participants 5 and 14) 

financial security needed to 
weather the unexpected. 

(Applies internal locus of 
control, aligned with 
understanding the external 
locus of control power of 
others) 

Culture Eats Strategy for Breakfast, Lunch and Dinner 

Relationships or simply getting along with people is more important than outcomes. Deanships fail 
if a medical school dean doesn’t realize:  

Engendering loyalty of faculty and staff requires a strong 
organizational culture that promotes faculty and staff buy in, 
engagement, and support. (Participants 4, 5, 6, 9, 11, 13, and 14) 

How to figure out what relationships matter, how to keep those 
relationships, and how to keep those relationships strong even if 
you have to make a decision that is not in favor of the 
relationship. (Participant 11) 

That there are early adopters and resistors in every organization; 
figuring out these relationships can promote a cohesive overall 
organizational climate. (Participants 5, 8, and 10) 

Nearly 70% of all change fails; 
however, for 30% of successful 
change initiatives having a 
relationship driven 
organizational culture is a key 
element in facilitating change 
(Kotter, 2012). 

(Requires internal and external 
power of others locus of 
control)  

A Leadership Group is Smarter Than a Single Individual 

Complying with LCME accreditation standards requires a team that can work in a mission-based 
environment under a matrixed decision tree process, thus a dean must: 

Build a leadership team’s consensus early for big decisions to 
prevent the struggle of getting consensus later. (Participants 6, 
12, 14, and 15) 

Know their leadership skillset and that of their leadership team, 
and be opened to utilizing leadership mentoring and coaching to 
enhance the team’s knowledge and skills. (Participants 1, 2, 4, 
11, and 13) 

Serve as a decision-maker guide that jettisons and engages the 
leadership team’s energy and expertise, to foster group 
creativity in ways that can mold strategic improvements for the 
AMC enterprise. (Participants 4, 9, 11, and 14) 

The vast scope of an AMC’s 
education, research, and clinical 
missions require varying levels 
of expertise that a dean does not 
need to possess, but can foster 
using a shared and consensus 
driven decision-making 
leadership process. 

(Initiates internal locus of 
control skills focused on 
engaging others to build 
collaboration) 

One Size Doesn’t Fit All  
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Recommendations Practice Example 

Medical schools’ collaboration with health systems and practice plans vary from being a fully 
integrated ownership/governance to non-integrated/community based AMC model. A dean’s 
partnership with their clinical affiliates must be critically aligned, requiring a dean:  

To comprehend the level of AMC ownership and/or governance 
integration existing between the medical school, the teaching 
hospitals, and the practice plan. (Participants 1, 2, 3, 4, 11, and 
13) 

To understand what the medical school can do to improve the 
health system, and also help the health system CEO know what 
the health system can do to assist the medical school. 
(Participants 8, 10, 12, and 13) 

Meet and interact regularly with the health system and practice 
plan CEOs to unite the medical school and the clinical practice 
environment, which may be accomplished with the dean and the 
CEOs serving on each units’ respective board of directors. 
(Participants 1, 2, 7, 10, 11, 12, 14, and 15) 

A dean’s locus of control in the 
context of leading an AMC 
depends on the external power 
of others to specifically carry 
out their clinical mission, which 
includes partnering with the 
health system’s CEO. Without 
some form of clinical 
integration, a dean’s decision-
making influence may be 
limited. 

(Requires both internal and 
external power of others locus 
of control) 

 

Evidence that Supports the Recommendations 

The proposed recommendations from this study’s findings largely focus on 

promoting and managing collaborative relationships, knowing the value of an AMC, and 

understanding and having a plan on how to finance an AMC. This study’s findings and 

published literature support these recommendations. Specifically, published literature 

mentioned that medical school deanships have evolved over the last several decades 

(Buckley, 2014; Loop, 2009; Rich et al., 2008; Schieffler et al., 2017; Souba, 2004; 

Souba & Day, 2006). In addition, the literature posits that medical school deans function 

as system leaders serving in a liaison role dominated by managing relationships as 

opposed to being referred to as a patriarchal figurehead (Buckley, 2014; Schieffler et al., 

2017; Souba, 2004; Souba & Day, 2006).  
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Moreover, the literature suggests that a medical school dean, who brings 

knowledge, expertise, and experience, fundamentally serves in an integrative leadership 

role that appreciates others’ viewpoints and focuses on institutional goals through 

influence as a change agent rather than authority as CEO figurehead in a complex matrix 

led organization (Buckley, 2014; Loop, 2009; Rich et al., 2008; Schieffler et al., 2017). 

The literature suggests that a dean needs to mentor future leaders to build an effective 

constituency (Loop, 2009; Rich et al., 2008), and should understand how to prioritize one 

set of AMC values over another. The literature also suggests these leadership practices 

are somewhat inherent in a dean’s role, and deans know that financial dilemmas pose one 

of the most complex challenges in leading an AMC (Souba, 2004; Souba & Day, 2006). 

Coincidentally, this study’s findings noted in Chapter Four remains consistent with 

former published literature despite the U.S. healthcare or economic changes that have 

occurred in the last decade. 

Evidence that Challenges the Recommendations 

Nearly all deans interviewed for this study, regardless of their AMC ownership or 

governance structure, practiced a matrix organization shared governance model, whereby 

they recognized and acknowledged the need to engage in a collaborative and consensus 

driven decision making process, and that strong relationships with their AMC affiliates 

and the community are necessary. However, these recommendations presented may pose 

a challenge in regard to their applicability to all medical school deanships. Twelve of the 

15 deans interviewed for this study held AMC executive positions extending their 

responsibilities beyond a sole deanship role (see Table 2). Examples of these extended 

roles include being a health system CEO, a provost of a health sciences center, or a vice 
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president of health affairs. Comparatively, 83 (54%) of the 153 U.S. AAMC medical 

school deans as of October 2019, held executive positions that extended beyond a 

deanship role (Association of American Medical Colleges, 2019). Deans with extended 

roles may have a broader reliance in engaging the external locus of control power of 

others. Conversely, those deans serving in only a deanship role may feel pressure from 

external leaders (e.g., university, hospital, community, and practice plan leaders) to serve 

or interact with to accomplish their medical school missions. Thus, the proposed 

recommendations listed in Table 6 may not accurately represent all medical school deans’ 

perspectives.  

Implementation of the Proposed Recommendations 

 The recommendations presented in Table 6 could be implemented using different 

professional development continuing medical education (CME) venues. These venues 

may include a professional society workshop or a national, regional, or local academic 

medicine education conference presentation; an article published in a professional 

academic medicine journal; or a full-day collaborative decision-making retreat using a 

computerized change simulation requiring deans to focus on building teams to lead 

change in a crisis. 

Factors and Stakeholders Related to the Implementation 

For an online workshop or conference presentation, the session headline could be 

titled: “So You Want to Be a Dean: Leadership Recommendations from Veteran AAMC 

Deans That You Should Consider.” The presentation, facilitated by me or an AAMC 

professional development facilitator, would be in the form of a brief presentation 

highlighting this study’s locus of control findings focusing on a dean’s AMC decision-
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making authority, and using the Table 6’s recommendations to facilitate a panel 

discussion. The CME session would be 90 minutes in duration and would include veteran 

dean panelists who can provide real world decision-making examples, and answer 

questions raised.  

This study’s recommendations could also be presented as a peer-reviewed 

academic medicine professional journal article. I would write the article and submit the 

article to AAMC professional society or my medical school’s peer-reviewed academic 

journal editor for consideration. The article would summarize this research study’s 

purpose, aim, findings, and recommendations; and may be titled: “A Medical School 

Dean’s Locus of Control in the Context of Leading an Academic Medical Center.”  

The final implementation venue reflects a possible idea to create and develop an 

AMC computerized simulation program to help enhance dean’s team building skills. The 

deans leading the simulation exercise would incorporate this study’s recommendations 

paired with leadership theories focusing on small group team building, i.e., forming, 

storming, norming, performing, and adjourning concepts (Tuckman & Jensen, 1977) and 

a seven step change management process (Kotter, 2012).  

The principle behind using a computerized simulation tool to enhance a dean’s 

skillset that focuses on building collaborative teams. Simulation exercises follow the 

academic medicine education and surgical residency training mantra of “see one, do one, 

teach one” whereby learning through doing (Loganath et al., 2019) is commonly 

experienced by most physicians. Although this possible implementation venue could 

benefit all AMC affiliate leaders, the initial simulation development would only focus on 

enhancing aspiring, new, or current AAMC medical school dean’s skills on how to build 
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a collaborative leadership team. I would develop this computerized simulation tool in 

collaboration with the AAMC, to add this program exercise to the AAMC’s council of 

deans or associate deans established multi-day professional development series. 

Timeline for Implementation of the Recommendations 

 Facilitating a presentation or journal article using this study’s recommendation 

could be implemented during the next AAMC professional development cycle that starts 

in July 2021 or earlier if presented at one of my medical school dean’s monthly 

department chair leadership session after I have defended my dissertation. The timeline 

for working on the creation and development of a computerized simulation program may 

take several months to present the concept to the AAMC’s professional development 

team and possibly over a year to work with a simulation programmer via the AAMC or a 

change management simulation program company. Possible full implementation of this 

simulation tool may likely be in the fall of 2022. 

Evaluating the Outcome of Implementing the Recommendations 

 Evaluating the applicability, impact, and usefulness of this study’s proposed 

recommendations in a real world setting may be measured using professional 

development session evaluation surveys completed by CME venue attendees. Evaluation 

can also be in the form of the peer reviews journal article reader comments, and the 

journal article’s SCOPUS citation reference scores. Testing the simulation program by 

experienced deans that have served five plus years in a deanship role would be valuable 

in assessing applicability of the recommendations. Finally, a longitudinal quantitative 

study of CME venue attendees could be used to allow attendees a chance to implement 

the recommendations. The longitudinal study’s focus would be to enhance and ensure the 
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recommendations applicability and alignment with future healthcare policy or 

environmental changes.  

Implications 

Practical Implications 

The viability of academic medicine, which is facilitated via an AMC, is critical to 

many stakeholders including companies that produce medical devices, biomedical 

technology, and pharmaceuticals for health professionals; health plans and employers to 

lead in reducing ineffective treatments and avoidable errors; increasing the healthcare 

workforce to support economic development across the U.S.; and to the general public as 

consumers who rely on academic medicine to lead in the discovery of improving health 

care for all (Keckley et al., 2007). The AAMC’s President and CEO, David Skorton, 

recently released a video introducing the AAMC’s new strategic plan, “A Healthier 

Future for All.” The AAMC’s new plan formally added a fourth mission to its existing 

tripartite missions of medical education, medical research, and health care. The new 

mission of “community collaboration” is set to address public health challenges and 

social determinants of health by partnering with the community to improve health care 

access, reduce systemic racism and social injustice, and focus on tackling community 

needs as been recently witnessed during the novel coronavirus pandemic (Association of 

American Medical Colleges, 2020).  

The AAMC is a member association of AMC leaders from medical schools, 

teaching hospitals and health systems, and faculty practice plans. To accomplish the 

academic medicine vision, mission, and strategic plan of the AAMC, medical school 

deans as AMC leaders, need to partner with their affiliate AMC leaders, especially if the 
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medical school is not integrated with their teaching hospitals and practice plans (e.g., 

does not own, participate in decision-making, or does not receive financial subsidy). At 

the center of an AMC and a medical school dean’s focus is the education of medical 

students and physician resident trainees, discovering new health cures that extend from 

the research laboratory bench to hospital bedside, providing cutting edge health care to 

patients, and partnering with their community. Without a collaborative working 

relationship among all AMC leaders and their community, the survival of an AMC will 

be compromised (Guzick & Wilson, 2018; Konstam et al., 2017), and a medical school 

deanship may fail as noted by several of the deans interviewed in this research study. 

A final practical implication is related to the findings by the AAMC’s 2017 and 

2019 quantitative studies noting the various types of AMC organizations with diverse 

governance and ownership structures as listed in Table 1 (e.g., public versus private 

owned; medical school, university, health center, or stand-alone governed). Despite the 

many AMC ownership and governance structures of the deans interviewed for this study, 

when asked which structure they felt was their preferred AMC structure, many deans 

mentioned their preference would be to hold a deanship in a fully integrated AMC. 

Meaning, their preference was to work in an AMC that is owned and/or governed by the 

university or health system under a single governing board as opposed to three different 

boards or legal entities.  

Implications for Future Research 

 The number of U.S. medical schools have increased 17% in the last decade 

(Association of American Medical Colleges, 2019). This research study began with the 

selection of medical schools who participated in the AAMC’s 2017 Deans Responsibility 
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survey whose medical school deans indicated their positions had changed since their 

original appointment. The study’s 15 participants only represent 10% of the total 2019 

U.S. dean populations (n=153). Moreover, only two female deans (13%) participated in 

this study, which is less than the represented percentage ratio of 19% (n=29) total 2019 

female medical school deans. Thus, future research to determine if the majority of the 

AAMC’s medical school dean population experience locus of control when leading an 

AMC is in comparison with this study’s findings, could be conducted via a mixed method 

research study.  

A proposed mixed method study may be to use a modified version of Levenson’s 

(1973) locus of control data survey tool for its quantitative phase. For the study’s 

qualitative phase, I would recommend two medical school dean focus groups to 

phenomenologically explore how the deans define AMC success or failure, and to 

determine what effect the level of AMC integration influences a dean’s decision making 

leadership control. One focus group would represent deans who serve only as medical 

school deans, and the second group would represent those deans who have expanded 

executive roles in addition to their deanship. Or the focus groups could be separated by 

gender to determine if female deans practice locus of control in the context of leading an 

AMC differently than their male colleagues.   

This qualitative study focused on the similarities the 15 dean participants’ 

leadership locus of control. A possible future study that the AAMC may want to conduct 

is exploring the varying benefits or pitfalls of each AMC structure, and how deans under 

each structure leads (e.g., full authority, integrated, or collaborative). The study should 
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consider identifying an AMC organizational structure and the ideal collaborative 

leadership role of a dean that may best serve their AMC’s four strategic missions.   

Implications for Leadership Theory and Practice 

Capturing an AMC shared leadership model and an enabling leadership style, the 

last medical dean interviewed for this study shared the following statement. 

I always say to people, when we move on projects like this, we get consensus, 

which is not unanimity. It's a consensus-driven process. So, I would say that, as 

my role as a dean, I find the decision making process is fair. It forces me to be 

very thoughtful about the impact on the institution, the costs associated with it, 

the potential revenue opportunities and some things that are purely mission. It 

also forces a process for me and for others in the cabinet to make the business 

case, to tie the project or purchase to part of our strategic plan of the organization, 

which obviously is tied to the missions of the organization. It is a disciplined 

discussion rather than what I hear happen in some places that things are dismissed 

at a lower level in the organization. (Participant 15) 

Participant 15’s leadership model projects an enabling leadership style that uses 

the concept of adaptive space or opportunity to cohesively bridge the contrasting aspects 

of bureaucratic and strategic leadership styles to promote a shared leadership approach 

(Uhl-Bien & Arena, 2017). Executives who exercise an enabling leadership style take 

risks in the promotion of others, and are humble enough to step back so others can step 

forward (Uhl-Bien & Arena, 2017). Research studies have found that over the last decade 

a shared or team-based leadership model by a corporation’s board of directors is 

replacing the historical top-down executive leadership approach (Arena et al., 2011; 
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Vandewaerde et al., 2011). A shared leadership model promotes a culture of ethical 

business practices (Pearce et al., 2008; Vandewaerde et al., 2011).  

Hernandez et al. (2011) suggest that the locus (loci) of leadership may fall into 

five categories: (1) leader driven, (2), follower driven, (3) leader-follower dyad, (4) 

context influenced (e.g., organization culture), and (5) a collective of interconnected 

relationships. Their research suggests that the loci of leadership is enacted by the 

mechanism of leadership, meaning, how leaders exert influence (Hernandez et al., 2011). 

Thus, leaders who enable a level of shared governance integration and reciprocal 

influence promote a collective locus of leadership (Hernandez et al., 2011). This 

dissertation in practice study revealed that many, but not all medical school deans’ 

success is built on a consensus, leader-driven leadership process that is overwhelming 

based on internal locus of control with some acknowledgments to external relationships 

and enabling a shared governance model. When medical school deans share the decision-

making leadership responsibility with their teams, this leadership practice demonstrates a 

dean’s loci of leadership (e.g., where leadership comes from) and the mechanism of how 

leadership is transmitted. Providing additional professional development for medical 

school dean’s in order to help them see the importance of external locus of control and to 

develop the ability to align the bureaucratic and strategic forces of risk and opportunity is 

one way to promote AMC success. 

Summary of the Dissertation in Practice 

 This dissertation in practice qualitative research study’s purpose was to explore 

how locus of control is experienced by medical school deans in the context of leading an 

AMC. This study’s findings provided a phenomenological composite view of 15 AAMC 



MEDICAL SCHOOL DEAN’S LOCUS OF CONTROL   

 

93 

medical school deans, who had served as a dean for five years or more, and indicated 

their deanship roles had changed since their original appointment via the AAMC’s 2017 

Dean’s Responsibility survey. The essence of these deans’ experiences demonstrated that 

a medical school dean’s locus of leadership is focused on a shared leadership model. The 

mechanism of how a medical school dean leads a successful AMC is explained in this 

study’s proposed five AMC leadership practice recommendations.  

The development of these recommendations were based on this study’s 

participants accumulated years of medical school deanship experience. This study’s aim 

was to share these veteran deans’ leadership practices with current medical school deans 

leading AMCs or those department chairs, associate deans, or interim deans aspiring to 

become a new dean. Specifically, this study provided qualitative evidence that leading a 

successful AMC requires a medical school dean to build and engage in strong 

relationships using a team-based collective, collaborative, and integrated leadership 

practice focused on improving the health care through the school’s missions of medical 

education, research discovery, health care delivery, and partnering with their 

communities.  

Finally, the implications from this study’s data collection and findings may lead 

to future AAMC research and leadership practices. Areas of future interest may focus on 

how the various AMC ownership and governance structures influence, benefit, or hinder 

a dean’s leadership success; how deans leadership styles differ based on gender or their 

specific AMC leadership role (e.g., dean only, provost, or health system executive, etc.); 

or how deans as change agents, build collaborative mission-based leadership teams to 

promote AMC success and the AAMC’s (2020) goal of  “A Healthier Future for All.”  
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Appendix A 

Invitation to Participate and Participant’s Bill of Rights Letter 

Dear Dr. ______, 

My name is Nancy Foster, and I serve as the chief financial and principal business 

officer for the University of Hawaii (UH), John A Burns School of Medicine. In my 

nearly three decades working for CU Medicine, the University of Colorado’s medical 

school’s faculty practice plan (1992-2008), and UH (since 2008), I have witnessed from 

an education, research and clinical point of view how the academic medicine enterprise 

has changed. I believe there is much to be gained by exploring what it means to lead an 

academic medical center (AMC) in our current climate of healthcare education, research, 

policy, population health, and patient care delivery. From my vantage point, your role as 

a medical school dean and AMC executive leader is the premier driver in an AMC’s 

success, especially as we all work through the downstream effects of the worldwide 

COVID-19 pandemic.  

Ron Espiritu, the Association of American Medical Colleges (AAMC) senior 

director of medical school operations, and his team have begun a multi-phased data 

analysis exploratory project that intersects data collected from the Liaison Committee on 

Medical Education (LCME) overview on financial integration, data on medical school 

deans reporting relationships, and the unpublished results from the AAMC’s 2017 Survey 

on Dean’s Responsibilities. As a Council of Deans member, whose medical school may 

have participated in the AAMC’s 2017 survey, I would like to invite you to take part in 

my qualitative research study titled: A Phenomenological Exploration of Locus of 

Control Among Medical School Deans. This research study’s primary purpose is to 
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collaborate and build upon the AAMC’s multi-phase data analysis project by exploring 

the locus of control of a medical school dean’s experience while leading an AMC, and is 

being conducted in fulfillment of my Creighton University Interdisciplinary Leadership 

Doctoral EdD degree.  

Participation in my research study will only include a single 30-40 minute 

participant-researcher web-based Zoom audio interview. This short 8-question interview 

will focus on your phenomenological or lived experience as a school of medicine dean 

and AMC executive leader. All interview data collected will remain anonymous. In 

compliance with Creighton University’s Institution Review Board, a list of participant’s 

rights is at the end of this invitation.  

Your initial consent to participate in this study, only requires a reply to this email 

with your consent, and the name and email address of whom I may contact on your 

behalf to schedule your study participant interview. I greatly appreciate your 

consideration, and look forward to your reply. Thank you for your time. 

Sincerely, 

 

 

Nancy Foster  

University of Hawaii, John A Burns School of Medicine, CFO & Executive Director of 

Administration, Finance and Operations 

nkfoster@hawaii.edu / direct line: 808-692-1201  

Creighton University Interdisciplinary Leadership Doctoral Program EdD Candidate 

nancyfoster@creighton.edu / cell: 808-341-8886 
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Participants Rights 

As a participant in this research study, you have the right: 

1. To have enough time to decide whether to be in the research study, and to make that 

decision without any pressure from the AAMC and the researcher who is conducting 

the research. 

2. To refuse to be in the study at all, or to stop participating at any time after you begin 

the study. 

3. To be told what the study is trying to find out, what will happen to you, and what you 

will be asked to do if you are in the study. 

4. To be told about the reasonably foreseeable risks of being in the study. 

5. To be told about the possible benefits of being in the study. 

6. To be told whether there are any costs associated with being in the study and whether 

you will be compensated for participating in the study. 

7. To be told who will have access to information collected about you and how your 

confidentiality will be protected. 

8. To be told whom to contact with questions about the research, about research-related 

injury, and about your rights as a research participant. 

9. If the study involves treatment or therapy: 

a. To be told about the other non-research treatment choices you have. 

b. To be told where treatment is available should you have a research-related 

injury, and who will pay for research-related treatment.  
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Appendix B 

Informed Consent Form 

You have been invited to participate in a study titled “A Phenomenological Exploration 

of Locus of Control Among Medical School Deans.” Please read this form carefully, and 

feel free to ask any questions you might have. 

Researcher:   

Nancy Foster  

University of Hawaii, John A Burns School of Medicine Chief Financial Officer and   

Executive Director of Administration, Finance and Operations 

Creighton University Interdisciplinary Leadership Doctoral Program EdD Candidate 

Cell phone: 808-341-8886 

Email: nkfoster@hawaii.edu or nancyfoster@creighton.edu 

 
Purpose and objectives: The purpose of this qualitative phenomenological dissertation 

in practice study is to build upon the AAMC’s multi-phase evaluative exploratory project 

analysis by exploring the locus of control AAMC medical school deans experience while 

leading an AMC. The AAMC’s analysis includes the intersection of data recently 

collected by the AAMC’s senior director of medical school operations office from the 

Liaison Committee on Medical Education (LCME) overview on financial integration, 

data on medical school deans reporting relationships, and the unpublished results from 

the AAMC’s 2017 Survey on Dean’s Responsibilities. This dissertation in practice 

study’s research goal is to understand new insights and discover commonalities among 

the medical school deans that shape and direct their decisions and actions as an AMC 

executive leader. Using an open-ended semi-structured interview data collection protocol 

and a transcendental phenomenological data analysis design methodology, this study 

hopes to capture insights and comparisons among the medical school deans participating 

in this study. To accomplish this study’s objective, you will be asked to participate in a 

single, no more than 45-minute audio recorded personal interview. 

 

Potential Risks: There are no expected physical or psychological risks associated with 

participation in this study.  
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Potential Benefits: This study’s aim and significance will be to (a) to assist the AAMC 

in creating or enhancing medical school deans and associate deans’ professional 

development leadership programs, and (b) to initiate, add to, or expand locus of control 

published leadership research focused on medical school deans in their roles as AMC 

leaders. However, study participation does not guarantee any of the benefits stated above, 

and no compensation is offered for participating in this study. 

Storage of Data: All data will be stored as electronic documents in a locked cabinet in 

the home office of Nancy Foster in Kaneohe, Hawaii for a minimum of five years. In 

doing so, documents cannot be modified without the researcher password. Only I will 

have access to the password protected securely stored de-identified data collected. All 

participation consent forms will be facilitated via a verbal agreement on the digital audio 

recording. Therefore, no identifying information will be collected from participants. 

Names and contact information will be used for recruitment only, remain confidential, 

and this information will be stored on a separate password protected external hard drive 

from the interview de-identified transcripts to ensure anonymity. I will only have access 

to the password protected external hard drive located at my home. 

Confidentiality: You will not be asked to provide your name on any form. Each 

participant will be assigned a pseudonym. Only I will have full access to the de-identified 

interview data collected; however, my dissertation committee members may also request 

access to the de-identified interview data collected as part of their committee review 

process, and the AAMC senior director of medical school operations may have access to 

my study’s de-identified data collected after my dissertation in practice is complete. 

Written reports of the results, my dissertation, research reports or presentation will be 

presented in a form where you or your institution will not be able to be identified as an 

individual or medical school even though these documents may include direct quotations 

from interviews. 

Dissemination of Results: All results will be reported in aggregate form and where 

applicable pseudonyms will be used to protect the identity of all participants. You may 

access the results of the study by contacting me directly to request a copy of the final 

reviewed and approved dissertation manuscript. 
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Right to Withdraw: Your participation is voluntary, you may withdraw from the study 

for any reason, at any time, without penalty of any sort. If you withdraw from the study at 

any time, any data that you have contributed will be appropriately destroyed. You also 

have the right to refuse to answer any of the questions asked during the interview, 

without penalty of any sort. 

Questions: If you have any questions concerning this study, please free to contact me at 

the phone numbers/email address provided on page one of this document. This study has 

been approved on ethical grounds by the Creighton University Institutional Review 

Board (IRB) on March 17, 2020. Any questions regarding your rights as a participant 

may be addressed to that committee through the IRB Office of the Provost of Research 

(402-280-2126).  

Participants Rights 

As a participant in this research study, you have the right: 

1. To have enough time to decide whether to be in the research study, and to make that 

decision without any pressure from the AAMC and the researcher who is conducting 

the research. 

2. To refuse to be in the study at all, or to stop participating at any time after you begin 

the study. 

3. To be told what the study is trying to find out, what will happen to you, and what you 

will be asked to do if you are in the study. 

4. To be told about the reasonably foreseeable risks of being in the study. 

5. To be told about the possible benefits of being in the study. 

6. To be told whether there are any costs associated with being in the study and whether 

you will be compensated for participating in the study. 

7. To be told who will have access to information collected about you and how your 

confidentiality will be protected. 

8. To be told whom to contact with questions about the research, about research-related 

injury, and about your rights as a research participant. 
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9. If the study involves treatment or therapy: 

a. To be told about the other non-research treatment choices you have. 

b. To be told where treatment is available should you have a research-related 

injury, and who will pay for research-related treatment.  
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Appendix C 

Interview Protocol Consent and Questions 

I. Interview Protocol: 

Hello Dr. ______________ 

Thank you for agreeing to be interviewed for my research study titled: “A 
Phenomenological Exploration of Locus of Control Among Medical School Deans.”  
 
Before we start our interview, I have a few study participant informed consent 
reminders: 
 

• I will be audio recording our interview for accuracy and the recording will be 

subsequently transcribed. All transcribed interview data collected will remain 

confidential.  

• Thus, any individual(s) or institution(s) mentioned during our interview will 

be de-identified. 

• Information gathered will only be used in aggregate in my compilation and 

documenting of my research findings. 

• Your interview will only be identified by its pseudonym. 

• The interview will take approximately 30 – 40 minutes in length. 

• You may withdraw from this study at any time.  

Do you have any questions about your study participant rights or confidentiality?  
 

II. Great, We are ready to begin the recorded interview:  

Role of the Dean Study Participant Interview #_____________.  
 
Dr. may I have your verbal consent to proceed with our interview? If yes, please 
respond with “I consent.” 
 
Thank you! 
 

III. Demographic Study Questions 

Relating to education and experience, in five minutes or less will you: 
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1. Tell me about your educational background and professional work experience 

leading up to your current deanship role? 

2. How long have you been in your current role, and how has your deanship 

responsibilities changed since your last appointment? 

3. The AAMC defines the four major Academic Medical Center ownership models 

as:  

• Medical School – A medical school dean oversees the medical school, the 

hospital, and the faculty practice plan. 

• Health System – A medical school dean and the faculty practice plan CEO 

both report to a hospital/medical center CEO. 

• University System – A medical school dean, the faculty practice plan and 

hospital CEOs all report to a university executive (e.g., a chancellor, 

president, or provost). 

• Stand-Alone Based System – The medical school, the hospital, and the practice 

plan are independently led; thus, the medical school dean only oversees the 

medical school. 

a. In five minutes or less, will you please tell me how you categorize your 

medical school’s AMC and what organizational ownership characteristics 

can you share that you believe further distinguishes or categorizes your 

AMC’s uniqueness? 

IV. Locus of Control Study Questions 

1. When you think about driving change in initiatives/programs/decisions that may 

impact your role as dean, what is your decision-making process?  

a. Probing question: In the age of COVID-19, how has your ability to lead the 

AMC been impacted?  

b. Probing question: How does this decision-making process make you feel 

about your ability to make effective decisions in your deanship role for your 

AMC?  
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2. When you think about driving the strategic initiatives that occur within your AMC, 

please walk me through who is/are in charge of this process. For example, are you in 

charge or is someone or others in charge of how your AMC’s strategic decisions are 

made? 

a. Probing question: Tell me more about a time when you felt that you had a 

voice/say in the decisions that occur within your AMC?  

3. Regarding your AMC, on which factors and/or causes does the occurrence of your 

AMC’s success depend to reach your its (a) short term goals and (b) long term goals?  

a. Probing question: How do these factors/or causes influence how you drive 

your AMC’s strategic initiative success?  

4. Based on your experience, on which factors and/or causes does the possibility of an 

AMC failure depend?  

a. Probing question: Do you think failure can be avoided? 

b. Probing question: What options do you have available to advocate for your 

AMC when decisions do not appear to be in favor of success for your AMC?  

5. Describe for me a time when you felt your AMC’s leadership and/or ownership 

structure appeared to be the most effective? 

a. Probing question: Tell me more about that. 

V. Closing 

1. Is there anything more you would like to share with me? 

2. Can you think of a question I should have asked? 

3. Do you have any questions for me? 

Thank you for your time and participation.  
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Appendix D 

Cooperating Organization’s Letter of Agreement 

 

 

Association of American Medical Colleges 
655 K Street NW, Suite 100 
Washington, D.C. 20001-2399 
T 202-753-5700 aamc.org 

March 2, 2020 

To the Creighton University IRB: 

We are familiar with Ms. Nancy Foster’s dissertation in practice study research project titled: “A 
Phenomenological Exploration of Locus of Control Among Medical School Deans.” I 
understand that the Association of American Medical Colleges’ (AAMC) involvement in this 
study is to provide a list of AAMC medical schools whose deans responded to a 2017 AAMC 
Dean’s Responsibilities survey question noting that their responsibilities had increased since the 
dean’s last appointment date. 
 
Additionally, we understand that Nancy may request our assistance in a single follow up 
recruitment invitation to the deans associated with each medical school on our listing asking 
the dean to consider voluntarily participating in Nancy’s research project. 
 
We have conferred with Nancy and understand that this research study will be carried out 
following sound ethical principles, that participant involvement in this research study is strictly 
voluntary, and that the anonymity and confidentiality of any medical school listed and all 
AAMC dean participants are secured and protected by Nancy following her research study 
design protocol. 
Therefore, as a representative of the AAMC, I agree that Nancy Foster’s research project may 
be conducted using our list of medical schools, and that her de-identified data collection, 
analysis, and findings may be shared with the AAMC upon completion of her dissertation in 
practice study. 

Sincerely, 

 

Ron Espiritu 

Senior Director of Medical School Operations  
Association of American Medical Colleges  
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Appendix E 

Institutional Review Board (IRB) Approval 

 

DATE: 17-Mar-2020 

TO: Foster, Nancy K 

FROM: Social / Behavioral IRB Board 

PROJECT TITLE: A Phenomenological Exploration of Locus of Control 
Among Medical School Deans 

REFERENCE #: 2000840 

SUBMISSION TYPE: Initial Application 

REVIEW TYPE Exempt 

ACTION: APPROVED 

EFFECTIVE DATE: 17-Mar-2020 
 

Thank you for your Initial Application submission materials for this project. The 
following items were reviewed with this submission: 
 
6. Creighton University HS eForm~ 

This project has been determined to be exempt from Federal Policy for 
Protection of Human Subjects as per 45CFR46.101 (b) 2. 
 
All protocol amendments and changes are to be submitted to the IRB and may 
not be implemented until approved by the IRB. Please use the modification form 
when submitting changes. 
 
If you have any questions, please contact the IRB Office at 402-280-2126 
or irb@creighton.edu. Please include your project title and number in all 
correspondence with this committee. 
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Appendix F 

AAMC Senior Director of Medical School Operations Study Announcement 

Subject: Directed Study on the Role of the Dean amidst Recent Environmental Changes 

Good afternoon, Dr. ____, 

I hope this message finds you well during this tough time. 

I wanted to give you a heads up about a study that we are working collaboratively with 

Nancy Foster at the University of Hawaii around the changing role of the Deans amidst 

significant environmental changes at our medical schools.  You participated in a mini, 

closed survey on how your role changed since assuming your Dean title, and this work 

will expand on that initial survey.  Twenty two of your Dean colleagues who have been 

in your current roles for a while will be invited to participate. 

I previously sent a heads up to your PBO, so I’m hoping that this email respectfully 

requesting your participation in this expanded study will not be a surprise. The results 

from Nancy Foster’s work will dovetail nicely with work we are doing at the AAMC 

around Deans roles, organizational structures of the Deans offices, and the impact of the 

changing Dean roles and organizational structures on the cost of doing business, as well 

as strategic use of resources.   There have been a growing number of questions around 

Deans Office structure and the cost of education and its infrastructure, and understanding 

how the role and span of control of the Deans impacts organization structure, and 

consequently operations and funding. 

If you have any questions about this, please let me know.  Meanwhile, a directed 

invitation for an interview will be coming from Nancy Foster.  

Stay safe and healthy.  Thanks. 

Best regards, 

Ron 

Ron Espiritu, Senior Director Medical School Operations 

Association of American Medical Colleges 

 (202)753-5700 (office) 

respiritu@aamc.org  
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Appendix G 

Dean’s Locus of Control Experience Concept Map 

Figure 2 

Using the TPA Process to Conceptually Map a Dean’s Locus of Control Experience   

 

Note. The TPA concept map captures how locus of control is experienced by medical school 

deans in the context of leading an AMC. Reading from left to right, the map diagrams medical 

school ownership and governance, and a dean’s role, that’s triangulated with its AMC ownership 

and missions that lead to an AMC leader’s decision making process.   


