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Background: Although the clinical requirements of health care delivery imply the need for interdisciplinary
management teams to work together to promote frontline learning, such interdisciplinary, learning-oriented
leadership is atypical.
Purpose: We designed this study to identify behaviors enabling groups of diverse managers to perform as
learning-oriented leadership teams on behalf of quality and safety.
Approach: We randomly selected 12 of 24 intact groups of hospital managers from one hospital to participate in a
Safety Leadership Team Training program. We collected primary data from March 2008 to February 2010
including pre- and post-staff surveys, multiple interviews, observations, and archival data from management
groups. We examined the level and trend in frontline perceptions of managers’ learning-oriented leadership
following the intervention and ability of management groups to achieve objectives on targeted improvement
projects. Among the 12 intervention groups, we identified higher- and lower-performing intervention groups and
behaviors that enabled higher performers to work together more successfully.
Findings: Management groups that achieved more of their performance goals and whose staff perceived more and
greater improvement in their learning-oriented leadership after participation in Safety Leadership Team Training
invested in structures that created learning capacity and conscientiously practiced prescribed learning-oriented
management and problem-solving behaviors. They made the time to do these things because they envisioned the
benefits of learning, valued the opportunity to learn, and maintained an environment of mutual respect and
psychological safety within their group.
Practice Implications: Learning in management groups requires vision of what learning can accomplish; will to
explore, practice, and build learning capacity; and mutual respect that sustains a learning environment.
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Health care management is increasingly a job for
teams.As patient care becomesmore dynamic, com-
plex, and interdisciplinary, so too do the mana-

gerial requirements in organizations that deliver it. Unlike
groups of individual managers attuned to problems and
problem-solving within disciplines, interdisciplinary man-
agement teams promote collaboration and communication
among frontlineworkers by conducting joint problem solving
andprovidingconsistentdirectionacrossdisciplines (Katzenbach
& Smith, 2005). As they have for frontline workers, multi-
disciplinary training initiatives have the potential to improve
quality and safety by improving interdisciplinary cooperation
andcollective learning among groups ofmanagers (Neily et al.,
2010).

Although the clinical requirements of health care delivery
imply the need for teams of managers to coordinate to pro-
mote learning orientation in their work areas, such inter-
disciplinary, learning-oriented leadership (LOL) is atypical
(Wageman,Nunes, Burruss,&Hackman, 2008).Whenman-
agers fail to collaborate, performance suffers (Yukl, 2008).
By learning orientation, we mean a group’s climate for learn-
ing (Bunderson& Sutcliffe, 2003; Edmondson, 2003a). Col-
lective learning, in contrast to individual learning, refers to
shared analysis and interpretation of experience (Kim, 1993).
LOLis leadership thatpromotesacollective learningorientation.

Like those they manage, groups of managers may benefit
from learning to work together as teams in order to lead in
learning-oriented ways (Yukl, 2008). Although conditions
that promote collective learning among frontline workers is
a topic of considerable study (Berson, Nemanich,Waldman,
Galvin, & Keller, 2006; Fenwick, 2008), conditions that
advance learning inmanagement groups composed of diverse
professionals have been underexplored (Tucker,Nembhard,
& Edmondson, 2007).

This article describes a field study of intact groups of hos-
pital managersVmanagers of organizational departments,
divisions, units, and centersVthat participated in a training
programdesigned to promoteLOL.Among 12management
groups that were randomly selected from 24 that volun-
teered to complete the training, we used qualitativemethods
to understand behaviors that distinguished those groups that
performed as LOL teams.

Theory

In organizations, collective learning is a process by which
groups take action, obtain and reflect upon feedback, and
make changes to developor improve capabilities (Edmondson,
2002). Learning enables organizations to implement new
routines (Edmondson,Bohmer,&Pisano, 2001), permanently
resolve recurrent problems (Tucker & Edmondson, 2003),
transfer and retain best practices (Berta & Baker, 2004), and
sustain quality and safety improvements (Carman et al.,
1996).

Extensive research suggests that collective learning on
the frontlines requires that managers drive change, create
supportive environments, and establish infrastructure that
reinforces learning (Garvin, Edmondson, & Gino, 2008).
A climate conducive to learning is one in which groupmem-
bers slow down enough to reflect on lessons from their ex-
perience (Argyris & Schön, 1996; Matsuo, 2012) and feel
psychologically safe to risk asking questions, speaking up,
and experimenting with new ideas (Edmondson, 1996). A
learning environment also requires openness and appreci-
ationofmember differences and contributions (VanDerVegt
& Bunderson, 2005).

Managers can lead collective learning among frontline
workers by establishing learning practices such as experi-
mentation with routines, training to update skills, processes
for acquiring new knowledge, monitoring and interpreting
data, and responding to results (Edmondson, 2003b).Managers
can create the opportunity for people to engage in candid
discussion and collaborative problem solving, leading to a
greater level of learning and improvement (Edmondson et al.,
2001).Managers can also facilitate integration of information
and ideas across professional and departmental boundaries
(Brown & Duguid, 1991). Research suggests that managers
create psychological safety and promote learning orientation
by engaging in specific behaviors that help to frame errors
and failures as learning opportunities, develop groupproblem-
solving skills, and build learning capacity (Edmondson, 2003a;
Nembhard & Edmondson, 2006; Tucker & Edmondson,
2002).

Building on this organizational learning literature, our con-
ceptual model (Figure 1) recognizes that working together
as learning-oriented teams is an unnatural condition for mul-
tidisciplinarymanagement groups. Differences in individual
managers’ training, background, expertise, responsibilities, and
workflownaturally divide rather than attract them (Ancona
& Caldwell, 1992; Ferlie, Fitzgerald, Wood, & Hawkins,
2005;Gray&Silbey, 2014; Yukl, 2008). Strong professional
identification that values autonomypromotes disrespect rather
than collaboration (Leape et al., 2012).

In this article, we consider behaviors that promote learn-
ing among managers to work together as teams to provide
LOL in a consistent and effective manner. Without such
learning, groups of managers are unlikely to develop a col-
lective learning orientation and will be less likely to exercise
LOL in a way that creates frontline environments that foster
quality and safety improvement. The data for this study came
from a training program designed to help groups of managers
lead together in more learning-oriented ways (Singer et al.,
2011).The training emphasized seven evidence-based leader-
ship behaviors: (a) demonstrating that they really care about
safety, (b)welcoming suggestions rather than being defensive,
(c) encouraging speaking up by inviting and acknowledging
suggestions, (d) facilitating communication and teamwork, (e)
taking action to improve patient safety when concerns come
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to their attention, (f)mobilizing information for effective and
efficient problem solving and decision-making, and (g) seeking
input about frontline worker concerns and responding to in-
formation received (Carroll&Edmondson,2002;Edmondson,
1999, 2003a, 2003b; Edmondson et al., 2001; Nembhard&
Edmondson, 2006; Tucker&Edmondson, 2002). Variation
in results of the training provided an opportunity to explore
the behaviors that enabled groups of diverse managers to
learn to work together as teams to provide LOL. We found
that learning-orientatedbehaviors directed towardoneanother
within the group promoted group learning and LOL toward
frontline workers.

Methods

After exposing 12 randomly selected management groups
to a Safety Leadership Team Training program designed to
improve their LOL for quality and safety, we used a qual-
itative approach to assess behaviors associated with their
performance. Using data on relative group performance, we
first identified higher- and lower-performing intervention
groups.We then coded and analyzed observation, interview,
andarchival data to identify behaviors that differentiated them.

Safety Leadership Team Training

The training programemployedmultiple instructionalmodes,
including realistic simulation, to promote behavior change
(Cooper et al., 2011).Within amonth prior to each group’s
training, training facilitators met with some or all group
members (n ranged from 2 to 9, at the groups’ discretion) to
describe the training, to discuss group dynamics and com-
position, to identify an improvement initiativeVone thatwas
important to the work area and feasible within a yearVto
serve as a case study for the group to practice LOL, and to
complete a ‘‘project charter’’ defining project responsibility,
objectives, scope, and metrics for success (Table 1). Facil-
itators used information from this session to customize the
training to the group. Training entailed a full-day, off-site
program for all groupmembers, (n ranged from6to12)atwhich
facilitators presented the semistructuredcurriculum, including

a team-based simulation exercise, appreciative inquiry, and
project planning exercises. Afterward, groups were expected
to apply LOL behaviors generally and particularly in leading
their improvement projects. There was a 2-hour follow-up
‘‘Booster Shot’’ program delivered about 3Y7 months after
the initial training for all groupmembers. About 15months
post initial training, facilitators met with some or all group
members (n ranged from1 to 10, at the groups’ discretion) for
a final interview to review progress on targeted behaviors
and the group’s improvement project. The training program

Figure 1

Conceptual model

Table 1

Improvement projects selected by management
groups as a case study for training

Group Improvement project

1 Improve compliance with evidence-based
protocol

2 Establish a consistently reliable process for key
process in the work area

3 Improve compliance with evidence-based
protocol

4 Improve communication among health care
team members and with patients

5 Reduce pain and distress associated with a
specific procedure

6 Improve patient and family/member education
about patient care

7 Foster a culture of service among all disciplines
in the work area

8 Improve work area efficiency and throughput
9 Balance pain management and patient recovery

related to specific patient condition
10 Reduce complications associated with delivering

patient care
11 Reduce complications associated with delivering

patient care
12 Reduce complications associated with delivering

patient care

Note. Descriptions of improvement projects have been modified
in order to protect the confidentiality of the work areas.
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and evidence of resultant behavioral change among participat-
ingmanagers has beendescribedelsewhere (Singer et al., 2011).

Sample

Our sample included 24 of 33 invited work areas from one
academicmedical center in theNortheastUnited States that
volunteered to participate and completed an initial interview.
Work areas included medical/surgical units, departments
(e.g., surgical and respiratory care), divisions (e.g., ortho-
pedics), and interdisciplinary centers (e.g., transplant). Of
the 24, we selected 12 intervention groups using stratified
random sampling that ensured equal distribution of groups
in four strata: groups working on safety initiatives considered
high priority by the hospital, groups managing intensive care
units, nonclinical groups, and groups managing any other
work areas.

Each intervention group participated in the training
program and was observed intermittently over a 15-month
period betweenMay 2008 andMarch 2010. For intervention
groups, the director, chief, or quality assurance chairperson
determined the group’s membership by identifying individ-
uals comprising the group’s formal and informal leadership.
Each intervention group included 6Y12 physician, nurse, and
other clinical and administrativemanagers.Managers ranged
from senior-most officials in thework area to individuals with
project management roles.

A total of 108 managers participated in intervention
groups; 93% of these provided demographic data (Table 2).
Among these participants, 61% were female, 73% were cli-
nicians, and 33% were considered senior managers by the
hospital. Two of the 12 intervention groups were composed
entirely of nonclinicianmanagers; others were all clinicians

or mixed. One group was composed entirely of senior man-
agers; three groups included zero or one senior manager.

Data, Measures, and Analysis

Performance on perceived LOL. Survey data onLOLwere
collected before implementation of the training program
(MarchYMay 2008) and again after the training had been
completed (December 2009 to February 2010). In 2008, we
surveyed all clinicians and operations personnel working 20
or more hours per week at the hospital (N = 9,332) about
theLOLof theirmanagers. Surveyswere conducted by paper,
Web, or email. In 2010, we electronically surveyed personnel
whowere surveyed in 2008, had associated themselves with
an intervention or control work area in 2008, and could be
contacted by e-mail (N = 4,448). The baseline response
rate was 60%; the follow-up response rate was 63%. For the
analysis in this article, we used data from respondents (n =
1,752 in 2008 and n = 907 in 2010).

A LOL composite score was calculated as the average
of seven survey items developed for this study, which were
administered with the AHRQ Hospital Survey on Patient
SafetyCulture (available on request). Each itemcorresponded
to one of the leader behaviors targeted by the training pro-
gram.Respondentswere asked the extent towhich they agreed
with the items using a 5-point Likert response scale ranging
from 1 = strongly disagree to 5 = strongly agree; agreement
indicated that respondents felt the leaders in their depart-
ment provided LOL. The scale exhibited high internal con-
sistency (Cronbach’s alpha = .89). We calculated intraclass
correlations (ICC) to test whether work area level aggrega-
tion of LOLwas appropriate. Significant ICCs (ICC[1] = .04,
F= 7.35, p G .0001 and ICC[2] = .86) supported aggregation.

Table 2

Sample characteristics of managers in intervention groups

Characteristic
All intervention
groups

Lower
performers

Higher
performers

t Test
(low vs. high)

N 100 29 24 NS
Number of groups 12 4 3 NS
Average n per group 8 7 8 NS
Average % female 61% 70% 71% NS
Average % clinicians 73% 90% 18% p G .0001
Average % designated senior manager 33% 48% 29% NS
Perceived LOL (SD), 2008
(scale: 1Y5, higher is better)

3.9 3.9 4.0 NS
(0.7) (0.7) (0.6)

Perceived LOL (SD), 2010 4.0 3.8 4.2 p = .003
(0.8) (0.8) (0.7)

Percent change in perceived LOL 2010Y2008 1.0% j1.9% 4.1% p = .012
Project performance (scale: 1Y5, higher is better) 3.3 1.5 4.7 p G .0001

N = total number of individuals across groups; n = number of individuals within a group; LOL = learning-oriented leadership; SD = standard
deviation.
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For each respondent, we calculated the 2008 LOL com-
posite score for the seven items.We then calculated the 2008
LOL composite score for each work area by averaging the
2008 scores of respondents in that work area. We repeated
this process using the 2010 data to generate 2010 LOL scores
for each work area. Change in perceived LOL was the dif-
ference in these scores.

Performance on selected improvement initiatives.
The longitudinal design of the training program enabled
study investigators to have serial contact with participating
groups (instruments available on request). One or more
researchers transcribed the discussion at the preparatory
meeting, full day and booster shot trainings, and final
interview for each group. We also gathered archival data
including a project charter, ‘‘game plan’’ (blueprint for ac-
complishing the improvement project that each group
developed through the training), assessments prepared by
facilitators after each group meeting, and evidence of pro-
ject progress provided by the groups. Using transcript and
archival data (10Y11 hours; 45Y60 pages per group), one
investigator developed a summary description of the de-
velopment of each group’s improvement project over the
study period, including project selection, execution, and out-
come. A second investigator reviewed this description and
discussed suggestedmodificationswith the study team.Next,
all four investigators evaluated groups’ project performance
on a scale of 1Y5, with 1 being least and 5 being most suc-

cessful at accomplishing project objectives, including positive
spillovers such as replication, worker empowerment, or pub-
lishable results (Table 3). Discrepancies were few and never
more than 1 point on the 5-point scale. Differences were dis-
cussed and resolved based on consensus.

Identificationofhigher- and lower-performing intervention
groups.We distinguished among intervention groups based
on 2010 LOL scores, change in perceived LOL, and im-
provement project performance (results available on request).
We ranked groups on all three metrics (1Y12, with 1 as the
highest) and summed the overall ranks.Wedefined groups as
‘‘higher’’ or ‘‘lower’’ performing according to overall rank as
well as relative performance on each of the three criteria,
requiring groups to perform in the top 40%of each criterion to
be considered higher performing and in the bottom 40% of
each criterion to be considered lower performing.

Distinctions between higher- and lower-performing
management groups.Weapplied the constant comparative
method (Glaser&Strauss, 1967)with classification andpattern
matching (Ragin, 1987; Yin, 1994) to transcript and archival
data to identify important themes and to compare across cases
and performance categories. Initially, we identified preliminary
codes for application to transcripts based on reflections about
the training experience from facilitators and investigators, review
of transcript summaries, and literature on LOL. This pro-
cess developed iteratively as we conducted observations
and interviews.

Table 3

Coding manual for rating project performance

Project performance
rating Description

5 Successful outcome, often with positive spillover (e.g., replication elsewhere, empowered
frontline workers, publishable result). Project addressed a pervasive issue about which
group members were passionate; appropriate scope of project (ambitious but feasible
within year to accomplish); project clearly defined. Execution characterized by appropriate
goals, clearly definedmeasures, planning, quick wins, garnering necessary resources, obtaining
executive sponsor; providing feedback to staff; breaking project down into phases;
demonstrating view toward long-term learning or sustainability.

4 Successful or well on the way to being successful; may have modified original objectives with
learning. Project identified and advocated by one or more members and supported
by group (though less passionately); but scope not feasible within year or project could
be defined more clearly. Some limitations, but execution demonstrated resilience and
recovery; may have had slow start but strong finish; able to overcome obstacles.

3 Some success despite limitations. Project gained moderate support of at least some
group members but no strong advocates; and scope not feasible or project could be
defined more clearly. Obstacles partially or fleetingly addressed; moderate effort.

2 Limited progress but uncertain next steps, or some success but no real accomplishment
for group. Project did not gain support of all group members (not considered relevant
to all) and scope not feasible or not clearly defined (e.g., problem not fully understood).
Unable or unwilling to address some obstacles; little effort; or executed in top
down fashion without long-term learning or sustainability.

1 Project abandoned. Project chosen lacked champion, as well as agreement or support;
scope of project inappropriate (either too trivial or too large); and project was not
clearly defined. Few steps taken toward original objective.
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Observation and interview data were loaded into qualita-
tive software (Atlas.ti) andanalyzed following recommendations
for qualitative methods (Bradley, Curry, & Devers, 2007).
We developed a coding scheme reflective of preliminary and
emergent codes and coded the transcript data for each group
(available on request). We established coding reliability by
having at least two investigators code each group’s transcript
data and comparing their results. Assignment of established
codes to quotes that coders considered ambiguous or coded
differentlywere resolved through discussion.Detailed review
of transcripts led to a more descriptive code list.

We then examined themes within coded data across man-
agement groups, rating the strength of each group for each
theme on a 4-point scale from strongest to weakest. At least
twomembers of the research team independently rated each
group. All teammembers met to resolve discrepancies, result-
ing in full agreement in ratings.We thencompared each theme
across performance categories (higher versus lower) to identify
those areas that differentiated higher from lower performers.

Findings

Higher- and Lower-Performing
Intervention Groups

Our criteria for selecting higher- and lower-performing in-
tervention groups suggested three higher-performing and four
lower-performing groups.Across the three higher-performing
groups, average 2010 LOL was 4.2 (SD = 0.7), change in
LOL after trainingwas 4.1%, and average project performance
was 4.7.Across lower performers, average 2010 LOLwas 3.8
(SD = 0.8), change in LOL after training wasj1.9%, and
average project performance was 1.5. Differences between
higher and lower performers on all three metrics were sta-
tistically significant (p G .05).

At baseline, higher and lower performers did not differ
based on perceived LOL (mean = 4.0, SD = 0.6 for higher
performers and mean = 3.9, SD = 0.7 for lower performers)
nor did they differ with regard to group size (8 for higher
performers and 7 for lower performers), the percentage of
group members who were female (71% for higher per-
formers, 70% for lower performers), the percentage who
were senior managers (29% for higher performers and 48%
for lower performers), or training order. However, higher-
performing groups had significantly fewer clinicianmembers
in their groups (18% for higher performers, 90% for lower
performers, p G .0001).

Factors Differentiating Higher- and
Lower-Performing Management Groups

Transcript and archival data revealedbehaviors distinguishing
management groups whose LOL ended higher and improved
and who succeeded in their improvement projects relative
to other groups (Table 4, theme comparison; Table 5, illus-
trative quotes). These data also recorded consequences of the
differences in LOL between higher- and lower-performing
groups.

Envisioning benefits of learning and valuing the
opportunity. Although all volunteered for the training, the
12 participating groups varied in their belief of the potential
for learning as a leadership team. Groups more inclined to
learn from their participation viewed the training as a place
for the group to explore and practice novel approaches to
quality improvement and appreciated the opportunity to ex-
periment. In contrast, for groups ultimately designated as lower
performers,willingness to be present didnot equatewithbuy-in
to the purpose of the training.

Similarly, following their initial training,higher-performing
groups were quick to brainstorm ideas about how they
might use the training to improve safety in their work areas.

Table 4

Factors differentiating higher- and lower-performing management groups
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Table 5

Quotations illustrating themes in higher- and lower-performing management groups

Illustrative quotes

Distinguishing themes Higher performers Lower performers

Envisioning benefits of learning and valuing the opportunity

Viewed training as opportunity to
improve as a leadership team

‘‘I would like to come away with
something brand new, a model we
haven’t used before that we can
apply to problems in the group.’’
(Group 2, director)

‘‘I don’t understand how the
[training program] applies
to us.’’ (Group 9, CNS)

Envisioned potential benefits
of the training for their
unit and others

In response to question about what
they hope to get from the training:
‘‘We decided that it is core to get
the right culture. I want to come
away with two or three things that
we can learn and do as leaders and
incorporate into our own goals. As a
team, how we can learn to better
interact together?’’ (Group 7,
business manager)

‘‘When I think about change it
requires time as well as
commitment, but time. Part of
what you are suggesting is that
I make time to do these things,
which isn’t exactly built into my
job description. The time part or
the pay for time part. But just
the time part. We are all
over committed.’’ (Group 6,
associate director)‘‘I would like to come away with some

thing brand new, a model we haven’t
used before that we can apply
to problems in the group.’’
(Group 2, director)

Investing in infrastructure to support collective learning

Employed structures that supported
collective learning by facilitating
improvement, collaboration,
and communication

‘‘The other teams’ [managers] are
having more difficulty than I am
because the others aren’t meeting with
their teams on a regular basis.
Friday morning. Half an hour. It’s a
great dialogue about practices.’’
(Group 4, administrative manager)

‘‘I am afraid, Fno’, there is
no communication mechanism.’’
(Group 3, associate chief
nurse/QA co-chair)

‘‘Different subsets meet as a group.
Once a month there is a managers’
forum. All of us... are present.’’
(Group 7, director)

‘‘We’ve had an infrastructure
in mind that hasn’t come about.’’
(Group 5, medical director)

Developed leadership capacity by
cultivating and empowering
new leaders

‘‘Isome staff morphed into a
leadership role through the project.
Another tier of leadership evolved
through the project.’’ (Group 4,
operations coordinator)

‘‘There is concern about putting a
nurse up a notch compared to
other nursesIIt would be seen
as favoritism. It could create
disharmony in the family.’’
(Group 9, co-director)

Proactively and creatively solving problems

Engaged in proactive, creative,
learning-oriented problem
identification and resolution

‘‘I proactively do more consensus
building even though it’s time
consuming.’’ (Group 7,
business manager)

‘‘When we have major events,
things happen. When the Joint
Commission comes in or says we
have to do something, we do
it.’’ (Group 5, nurse specialist)‘‘We realized it would create a

challenge. ...[So,] We asked for
support. We initiated meetingsI.’’
(Group 4, nurse director)

‘‘In part we’re putting out fires.
We’re dealing now with
things that we stumble upon.
These are the low hanging
fruit; we will get to the
bigger things later.’’
(Group 6, QA chair)

(continues)
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Table 5

Continued

Illustrative quotes

Distinguishing themes Higher performers Lower performers

Conducted collective reflection to
learnfromeventsand information

‘‘When I get the anecdotal data I ask
the whole group, FWhy did that
one go so well? How can we apply
that to the next thing that comes
around?’’’ (Group 7, director)

‘‘Some groups come together to
talk about operational success
issues; for us it is a huge challenge
to find the time.’’ (Group 3,
nurse director)

Managing in an open and shared manner

Practiced open and appreciative
management, espousing values of
transparency and inclusiveness

‘‘Everyone is heard and everyone has
an opportunity to think of something
else that no one else has thought
of. Then, once all the thoughts are
on the table we try to assign some
tasks to get things going.’’ (Group 7,
assistant director)

‘‘I’m impatient. That’s why I tend to
do it myself. That’s why I’ve got
too much to do, and don’t
necessarily get the input I should.’’
(Group 6, associate director)

‘‘Everyone met and agreed that this
[approach to their improvement
project] is a good idea. Everyone’s on
board and behind this, so when I ask
for things, they understand that it’s
important.’’ (Group 4, nurse)

‘‘Maybe it’s just my temperament,
but sometimes democracy
is good, but not good enough.
Sometimes you just have to say,
this is what we’re stocking.’’
(Group 3, director)

Shared responsibility for quality and
safety across members, disciplines,
and departments

‘‘We promote team problem-solving,
so we have the power of the
group to solve the hard nuts.’’
(Group 2, director)

‘‘When we lost [the senior manager
in the department], the energy
for quality and safety in the
department was totally lostI. We
have lots of individual cultures;
each group is working on its own
quality improvement activity.’’
(Group 5, QA chair)

‘‘If I’m not willing to do it; I can’t
expect that of others.’’ (Group 4,
nurse director)

Maintaining mutual respect and psychological safety

Supported and learned from
one another

‘‘The diversity of the group would be a
problem if we weren’t all really
willing to help each other.’’ (Group 2,
project specialist)

When asked how he could support
a colleague to overcome a
challenge: ‘‘How would I know?
Our roles are different, and I
wouldn’t know what [her]
struggles are.’’ (Group 6,
nurse director)

Accepted and respected one another ‘‘I think as a team we showed a lot of
acceptance for differences in
perception, and support. I think it shows
some good qualities about the team to
accept qualities of team members.’’
(Group 2, department director)

‘‘My feeling was my statement
wasn’t valuedI. It made me
feel downtrodden.’’ (Group 6,
nurse manager)

‘‘I encourage the team to speak up
themselves, but if it is an issue of being
treated disrespectfully, then I step in.’’
(Group 4, nurse director)

Cultivated environments safe for
interpersonal risk taking

‘‘If it’s the right thing to do, you need
to speak up, especially if you do it
in a non-inflammatory way. I...explain
to people the organization chart
doesn’t matter. I have some responsibility
just by being physically present.’’
(Group 7, executive director)

‘‘The problem is we don’t have a
vehicle. The staff has a vehicleVit
is usVbut if I go to the chief,
he is not going to changeI.
He would totally disregard what I
had to say, and I would be empty.’’
(Group 9, physical therapist)

(continues)
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Lower-performing groups didnot envisionbenefits to investing
timeupfront anddismissedpotential improvementopportuni-
ties. Their managers often expressed the sentiment that time
invested inmanaging took away from their ‘‘job’’ as clinicians.

Investing in infrastructure to support collective learning.
Higher-performing groups invested in infrastructure that sup-
ported their collective learning by facilitating improvement,
collaboration, and communication. Regular interdisciplinary
meetings and committees typified higher performers. Purpose-
fully designing an opportunity for managers with different disci-
plinary backgrounds to interact promoted shared values and
mentalmodels, enhanced knowledge sharing, and facilitated
collaboration. Group 7, for example, cultivated shared objec-
tives among multidisciplinary managers by establishing an em-
ployee leadership council, including representatives from all
work groups, to interface with unit managers collectively.
Higher-performing groups also supplemented existing infrastruc-
ture by leveraging available external resources. For example,
Group 2 identified a survey being conducted elsewhere in the
hospital, enabling them to avoid the investment in conduct-
ing their own. In contrast, lower-performing groups had little
or ineffective infrastructure for communicatingwith each other
about improvement work or for raising quality and safety con-
cerns and discussing systemic solutions. Rather than leveraging
or investing to develop infrastructure, some lower-performing

groups sought to delegate their improvement work by applying
for administrative assistance from central administration.

Proactively and creatively solving problems through
deliberate reflection. Higher performers were intention-
ally proactive and creative about identifying and solving
problems and treated problem solving as a learning exercise.
Managers in higher-performing groups solicited ideas for solv-
ing problems, persisted in efforts to influence others, and were
resilient in the face of obstacles. Managers in Group 4 noted
that being proactive was not natural, but rather something
they actively sought to cultivate. In contrast, lower-performing
groups primarily reacted to critical incidents or external pres-
sures and never found time to address underlying problems.

Differences in how groups approached problem solving
emerged through their quality improvement project selection
and execution. Higher-performing groups chose projects that
addressed important issues for the whole group and the hos-
pital. Doing so created support among managers of all dis-
ciplines in the group. For example,Group 7’s project targeted
service excellence and easily galvanized project support. Pro-
jects selected by lower-performing groups were not carefully
planned, lacked relevance for some group members, were
dictated by external forces, and considered less important or
even controversial within the group. In response, groupmem-
bers felt less motivated to devote time and attention to

Table 5

Continued

Illustrative quotes

Distinguishing themes Higher performers Lower performers

‘‘Over the years, when I feel like I’ve
had some rockiness with one
person because of things I need to
deal with, I try to make time to
have personal time with them....
In two cases it has been really
significantly helpful.’’ (Group 2,
director)

‘‘With peers, you have to work with
them. Some people have been
burnt by bringing things up.’’
(Group 5, QA chair)

Consequences of making and not making time for learning

Managed better and faster over time ‘‘We come to consensus quickly. We
have adopted and draw heavily
on a set of guiding principles and
precedents that we share. As a
result we hold common, shared
values along these lines.’’
(Group 7, business manager)

‘‘We often meet, say we’ll
meet in a month, rehash, and
don’t really move forward.’’
(Group 5, QA chair)

‘‘We do a good job of getting staff
input but not going back. Then
something else happens so you go
down that road.’’ (Group 9,
clinical nurse specialist)

‘‘We do work-arounds over and
over again because we don’t have
time to think about the process.’’
(Group 6, associate director)

Note. QA = quality assurance.
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execute project goals. For example, Group 9’s project sought
to apply a patient care guideline in an area where there was
legitimate disagreement based on available evidence. As a
result of choosing less unifying projects, lower performerswere
more likely than higher performers to founder before accom-
plishing project goals.

Higher-performing groups also took time to reflect col-
lectively on events and information. By making time for
reflection, these groups were able to identify opportunities
to apply lessons learned to solving future problems. Lower
performers were less successful inmaking this time, meeting
in silos or not at all, or simply delegating decision-making to
one party. Collective reflection was a secondary concern, as
lower performers struggled simply with finding the time to
meet as a group.

Managing in an open and shared manner. Higher-
performing groups practiced appreciative management, es-
pousing values of transparency and inclusiveness. In these
groups, managers made substantial effort to seek and consider
input fromothermanagers.Although time consuming, higher
performers also sought input from frontline workers, believing
in the value of the input for them as managers. In lower-
performing groups, senior members were more autocratic, less
interested in input from other managers or frontline staff. The
directive and self-reliant style of senior members of lower-
performing groups was especially apparent in their quality
improvement initiatives.

With regard to quality and safety, managers in higher-
performing groups shared responsibility in ways that rec-
ognized what each manager could contribute. They were
alsomore likely to share responsibility across disciplines and
departments than lower-performing groups. Group 4 even
viewed their responsibility for safety as extending beyond
the hospital after patient discharge.

Compared to higher-performing groups, lower performers
often viewed quality and safety as separable from thework of
the unit and assigned responsibility to individual managers,
often those with little formal authority or support for driving
change. Managers in lower-performing groups also often
pursued subsidiary projects, without regard to duplication or
shared learning. For example, in Group 6, the quality assur-
ance chair/associate director focused his energies on an in-
formation technology project of personal interest. Divided
effort resulted in less progress toward the groups’ projects.

Maintaining an environment of mutual respect and
psychological safety. Inhigher-performing groups,managers
deliberately expended effort to understand and support one
another. Senior members of these groups often provided an
example, for instance, by pausing to ‘‘really listen’’ to a col-
league’s feedback. Similarly, the nurse director in Group 4
advocated speaking up and described disrespect as uniquely
unacceptable and cause for her personal intervention. Ac-
cepting and respecting personal and professional differences
allowed higher-performing group members to learn from
each other. For example, the executive director in Group 7

attributed its strong project performance to mutually suppor-
tive relationship among managers.

Higher performers also sought to ensure psychological
safety, a safe environment for interpersonal risk-taking among
managers (Edmondson, 1999). For example, the Group 7
executive director promoted speaking up by repeatedly ref-
erencing her personal epiphany about its importance. In
Group 2, the director took time to re-establish psycholog-
ical safety with colleagues when relationships frayed.

In contrast, managers within lower-performing groups
appeared less interested in learning about their colleagues’
perspectives and less willing to be supportive. Managers in
these groups acted autonomously, indifferent to the support
their colleagues may have needed. Group dynamics within
lower performers also often reflected lack of respect. As a
result, group members found speaking up within the group
difficult. When members spoke up in the protected envi-
ronment of the training program, fellowmanagers withmore
authority effectively silenced these overtures.

Hierarchical distinctions oftenunderminedmutual respect
in lower-performing groups. InGroup 9, for example, ‘‘grunt
work’’ was quickly delegated to the nurse managers who
were accustomed to this role, despite theirmanagerial status
and clinical expertise. Managers in lower-performing groups
commented that hierarchy made speaking up even more
difficult for managers than for staff. Other managers noted
difficulty speaking up to peers because their shared expertise
made them more critical of questions.

Consequences of making and not making time for
learning. Given their belief in the potential payoff, higher-
performing groups invested, experimented, and practiced in
ways that enabled them to learn to manage better as inter-
disciplinary teams. For example, Group 4, already a high per-
former at baseline, achieved leadership andproject objectives
by investing to develop new unit leaders and experimenting
with project redesign based on preliminary feedback. Efforts
to communicate and collaborate across departments allowed
groups to build project momentum and avoid duplicated
effort. Group 7, for instance, attributed success with its im-
provement project to its process of sharing information with
other departments and adapting lessons to achieve its own
objectives. Making the time to develop shared values and
knowledge and to hone practices through experimentation
also promoted mutual adjustment and enhanced efficiency.

Lower performers rarely invested or benefitted from learn-
ing to do things better or more efficiently. Meetings were
inefficient because these groups were unable to convert de-
cisions into action. Lack of investment in quality improvement
capability also reduced their ability to gain traction on their
improvement projects. The consequences of notmaking time
among lower-performing groups were also evident in exam-
ples of losing focus or not completing what they started.
Without a process to ensure follow-through and concerted
effort to address suggestions, lower-performing groups wasted
time and created ill will among those who provided input.
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For some, problems resulted when managers missed project
meetings. In Group 6, problems stemmed from failure to
allocate time to clarifying roles and responsibilities.

Discussion

This article explored themes distinguishinghigher- and lower-
performing management groups participating in a training
program designed to promote leadership that is learning-
oriented.Weusedobservation, interview, and archival data to
distinguish groups whose LOL survey scores ended high and
showed improvement and who were more successful in ac-
complishing improvementproject goals versus lowerperformers.

Our findings suggest that higher performers valued the
opportunity to learn as a group and invested time to create
capacity for collective learning.Higher performers consciously
practiced learning-orientedmanagement andproblem-solving
behaviors, which were enabled by mutual respect, support,
and psychological safetywithin the group.As a result, higher-
performing groups experienced benefits from behaving as
leadership teams that lower-performing groups did not. Con-
versely, hierarchy and status differences in lower-performing
groups impeded open discussion, input seeking, and listening
and disabled their learning.

Our study has implications for theory and research. First,
our study identifies antecedents of collective learning orien-
tation in diverse management groups. In this way, our study
responds to calls by leading scholars for more intensive re-
search to advance our understanding of leadership in pro-
moting organizational learning (Yukl, 2009).

Second, the failure of some management groups in our
study to invest in building capacity to act asmultidisciplinary,
learning-oriented teams stemmed fromunderweightingpoten-
tial longer-term benefits. These groups experienced a vicious
cycle, like those that frequently hamper frontline improve-
ment, suggesting that the dynamicmodel of process improve-
ment suggested by Repenning and Sterman, which shows
that improvement requires upfront investment tobuild learning
capability and enhance performance,may apply tomanagers’
investment in their own improvement as well as improve-
ment on the frontlines (Repenning & Sterman, 2002).

Our findings also extend this dynamic model of process
improvement by suggesting an explanation for managers’
inclination not to invest in their group’s learning capacity,
at least among managers who are also clinicians. Com-
pared to higher performers, lower-performing groups included
substantially more clinician-managers. These groups prized
their professional capacity and viewed time invested in
managementVanything taking away from their clinical
responsibilitiesVas a distraction from ‘‘their job.’’Work pace
did not explain this attitudinal difference, as some of the
busiest groups were designated as neither higher nor lower
performing. Rather, higher performers talked about making
time, whereas lower performers complained about not having

or finding time. That is, higher performers were intentional
about learning, despite the required investment of time, and
lower performers were not. Some lower-performing groups
even felt antipathy toward making time for learning to lead
as a management group. When viewed as an extra-role re-
sponsibility, it is easy to understand how busy professionals
never found time. Clinician-managers in lower-performing
groups were also reluctant to make time to work as a group
because doing so limited their ability to make decisions auto-
nomously, something their traininghad taught them tovalue.
As a result,making this timewas seen as a burden.Additional
research should explore the role of professional composition
in management groups (Gray & Silbey, 2014) and how bar-
riers might be overcome (Yukl, 2008).

Our findings should be viewed in light of limitations.
First, our sample of 12 intactmanagement groups came from
one academic medical center, and although groups were
randomly selected for the training from among those that
volunteered, they may not be representative of hospital man-
agement groups more generally. Second, our measure of pro-
ject performance was subjective, and differences in the scope
and difficulty of the improvement projects and lack of quan-
tifiable data for several of the projects made comparability
challenging.Nevertheless, as a key objective of the training,
project success merited consideration. Third, our qualitative
study was not designed for causal inference. Although our
conceptual framework suggests that learning-oriented behaviors
enacted toward each other and the group enables managers
towork together as teams to provide LOL in a consistent and
effective manner, we have not tested these relationships.
Moreover, additional contextual factors, such as problem
complexity and human resources availability, may also in-
fluence learning and performance. Additional research will
be required to explore these relationships. Fourth, interviews
and discussion during training provided retrospective qual-
itative data, which may be subject to recall bias. We ad-
dressed this concern by combining interview with archival
information and observation data from multiple, extended
interactions with each group.

Practice Implications

Despite study limitations, we believe our findings provide
important insights for health care managers about their
role in leading quality and safety improvement. First, ac-
hieving objectives of quality and safety improvement initia-
tives involving multiple disciplines requires managers to act
as interdisciplinary teams, promoting collaboration and com-
munication through joint problem solving and consistent
messaging (Katzenbach & Smith, 2005). Examples from
lower-performing groups we studied indicated lack of ap-
preciation for their collective leadership role. Our research
suggests that developing as LOL teams requires first recog-
nizing that groups of managers must make time for learning
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collectively.Thismay require advocacyon thepartof individual
managers. Recognition and rewards from institutional leaders
would also enhancemotivation for developing as LOL teams.

Some steps for increasing appreciation of learning within
management groups include emphasizing the value of in-
vesting in learning and encouraging tolerance of any initial
productivity losses. Specific strategies also include setting
expectations through jobdescriptions, evaluations, and team-
based rewards that specify and reinforcemanagerial objectives
and setting aside training time for clinicians who become
managers. Coaching that directs attention to leaders’ behavior
may also be helpful (Hackman, 2002; Zohar & Luria, 2003).

Our findings also suggest that leading improvement re-
quires that groups of diverse managers first learn to work
together as leadership teams by behaving in learning-oriented
ways toward each other. Our findings highlight the value of
structured learning time together and deliberately practic-
ing learning-oriented behaviors for accomplishing this aim.
This suggests that devoting resources tomanagement training
andmanagement infrastructure should be encouraged. Any
payoff from the investment should be recognized and cel-
ebrated in order to encourage further investment.

Conclusion

Research has found that management groups are no more
likely to engage in learning than frontline groups, despite
greater awareness of external pressure for change (Edmondson,
2002). However, with managerial responsibilities, char-
acteristics, and norms that promote division rather than
collaboration (Van Der Vegt & Bunderson, 2005), the
drivers of collaborative learning among multidisciplinary
groups of managers are not self-evident. Our findings suggest
that learning within management groups requires vision of
what learning can accomplish; will to explore, practice, and
build learning capacity; and mutual respect that sustains a
learning environment. Together, these create the conditions
that help management groups invest in learning, despite
the requisite effort and time, enabling them to develop as
LOL teams. Increasing pace, complexity, and differentia-
tion in health care delivery make the need for managers to
learn to lead as teams, despite differences in training, pro-
fessional backgrounds, responsibilities, and workflow, ever
more important.
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