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ABSTRACT 

Background: Medical education in Iran has been integrated into the health care system 

through a complex organizational change that included the formation of a single government 

division called the Ministry of Health and Medical Education. This division is responsible for 

both medical education and health services at the national level, whereas health care at the 

provincial level is provided by medical universities. Due to this restructuring, medical 

academic leadership in the country has been facing extensive tasks and responsibilities, as well 

as managerial, organizational, and cultural challenges. In general, it is difficult to manage a 

large organization comprising many medical universities and schools, hospitals, clinics, and 

health centers as is the case in Iran. The aim of the present research project was to study faculty 

members, academic leaders, and medical education experts in Iranian medical schools and 

universities with regard to their views on the requirement dimensions, challenges, 

organizational culture, values, and routines related to effective academic leadership. 

Methods: We used methodological and data triangulation, and performed two qualitative and 

quantitative studies. In the former we had an expert panel of 24 key informants in medical 

education and 18 in-depth interviews with academic leaders, and in the latter 125 academic 

leaders and 344 faculty members participated in two nationwide surveys. 

Findings: The requirements of effective academic leadership in Iranian medical schools and 

universities could be grouped into six themes: 1) shared vision, goals, and strategies; 2) 

teaching and research leadership; 3) transformational and collaborative leadership; 4) 

development and recognition performance; 5) fair and efficient management; 6) climate of 

mutual trust and respect. There are some barriers to effective academic leadership, for example 

politicization, instability, paradoxical management, lack of meritocracy, centralization, 

bureaucracy, and belief in misconceptions. Administrative management had a negative impact 

on academic leadership, indicated as lack of fair and efficient supervision, a climate not 

conducive to creativity and innovation, low motivation, and the absence of an efficient 

evaluation system. Results revealed that academic leadership is confronted with major 

multifaceted challenges, including the following: inefficacy of governmental academic 

leadership, an extensive set of missions and responsibilities, lack of concern about selection of 

managers, inappropriate management styles, mismatch between authorities and responsibilities 

and leadership capabilities, a tendency towards governmental management, boss-centered 

management, and low motivation. 

Discussion: Effective academic leadership in Iranian medical schools is hampered by 

politicization, centralization, conservativeness, lack of meritocracy, and instability of 



management. Consequently, medical school management needs to create a balance between 

academic freedom and authority in order to reconstruct its organizational culture and values. 

The most important factor that can promote effective academic supervision of Iranian medical 

schools is to ensure that appropriate managerial skills exist to tackle the tension between 

management, academic leaders, and faculty members. Iranian academic leadership needs to 

restructure itself into a department-based system that decreases the multiple levels of decision 

making, while increasing each department’s autonomy in favor of participatory decision 

making and networking. The academic leaders have overwhelming tasks and responsibilities, 

and they are not sufficiently prepared to lead. Moreover, medical universities do not offer 

appropriate practical support for scientific endeavors and efforts that can result in international 

ranking. There is a need for development of academic leadership, including training and 

legislation regarding the prerequisites for managerial and teaching positions. Our research also 

suggests that it would be wise to have a more proportionate set of missions, responsibilities, 

and tasks. The Ministry should evaluate the advantages and disadvantages of its restructuring 

in order to support health care and move towards solving the critical need for leaders and 

leadership development. 

Conclusions: The requirements of academic leadership in a developing country like Iran can 

be considered to be the same as those existing in any Western country, with the addition of 

many negative effects of governmental management. Therefore, to achieve changes in Iran, it 

will be necessary to take into account more than the previous effects of organizational culture, 

values, and routines on effective leadership, especially during substantial restructuring. The 

academic leaders will have to contemplate altering the restructuring to focus on department-

based and participative management, academic autonomy, and improvement of scientific 

culture in medical universities.
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1 PROLOGUE 

The research reported in this thesis was inspired by seemingly simple questions: Is the 

academic leadership of Iranian medical universities effective, and what are the 

requirements for such leadership? How do Iranian academic leaders perceive and 

prefer the dimensions of their work at the medical universities? How do faculty 

members perceive and prefer organizational culture, values and routines? What are the 

challenges facing the academic leaders of these institutions? In any case, it appears that 

the answers to these questions are in fact difficult to interpret due to the incongruent 

and complex nature of the Iranian universities of medical sciences. 

I have worked for twelve years as a faculty member at the School of Nursing at 

Hamadan University of Medical Sciences (HUMS), which is a mid-sized university 

located in the west of Iran. During my career there, I have experienced many changes 

at several levels, but those related to academic management and strategies have made 

the greatest impression on me. 

I worked for two years as director of an educational development center (EDC) at the 

same medical university, and I held different informal leadership positions both at the 

nursing school and the university. During that time, I was faced with many concerns 

about the efficacy of academic management and lack of effective leadership, which 

prompted my interest in studying these entities. At the EDC, I was in contact with a 

broad range of faculty members, including deans, chancellors and vice chancellors 

both at my university and others, and also medical education experts at the Ministry of 

Health and Medical Education. I received many complaints about the deficiencies of 

academic management and leadership, and also concerning low motivation of faculties 

and managers. This led to the present research and the writing of this thesis, in which I 

have tried to come to terms with these issues. 

The purpose of the introduction section is to enable the reader to recognize the research 

methods and concepts that I have used in the studies. I begin by clarifying academic 

leadership with regard to its effectiveness, its dimensions, and what affects it. After 

that, I describe Iran as the study area, with its specific context and health care system. I 
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also state the overall aim and objectives of the research, and I briefly present the 

materials and methods that were used in the studies: participants, questionnaire 

development, and statistical analysis. Thereafter, I describe and discuss the results of 

the investigations, and finally I explain practical implications that I devised to facilitate 

the process of making academic leadership in Iranian medical universities more 

efficient. 
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2 INTRODUCTION 

Higher education in the new century faces the paradox of being self critical, while at 

the same time being under great pressure to prove its value and justify its use of 

financial resources in relation to the considerable expectations and constraints of 

society (Guskin & Marcy, 2002). In recent years, the need for significant institutional 

reforms in higher education has reached new levels. The focus is on the cost of 

developing such education and the use of new information technologies, whereas 

university governance, especially in medical universities, is not taken into 

consideration. Current academic leaders may find themselves in leadership roles on the 

basis of previous successes, while having to deal with very different challenges in the 

knowledge community of today (Diamond, 2002). Changes need to be managed and to 

be led critically by governance, and, fortunately, the latter can be achieved through 

effective academic leadership with specific principles, ideas, and skills. Despite the 

important function of academic leadership in higher education, there is uncertainty 

about its requirements, dimensions, contexts, and challenges. This uncertainty may be 

due to the limited number of investigations on this subject that have been performed in 

different and complex environments involving a diversity of governance, context, and 

disciplines. Governance, leadership, and management functions are issues of major 

importance for the development and sustainment of organizational responses 

(Middlehurst, 1999). University governance plays a key role in the success of 

academic leadership. 

2.1 GOVERNANCE 

The concept of governance refers to the internal structures, organization, and 

management of institutions of higher education, as well as external structures like 

government that influence such places of learning. However, governing structures in 

higher education are defined in very different ways throughout the world (Kekäle, 

2003, Amaral, Jones & Karseth, 2002, Middlehurst, 1999). Some researchers explicate 

governance as generally composed of a board of trustees (directors, stakeholders, or 

shareholders), a university president (chancellor or rector) with a team of 

administrative staff, faculty senates or councils, deans, department chairs (heads of 



4

departments), and some form of student representation (Middlehurst & Elton, 1992, 

Trakman, 2008, Rowley, 1997). Other researchers (Kezar & Eckel, 2004) have 

described governance functionality as a “multifaceted concept including different 

bodies and processes with different functions which define at the macro-level of policy 

and decision-making”. These decision-making structures and processes across issues 

are significant for external and internal stakeholders. The group of stakeholders is 

extensive, including higher education associations, funding organizations, relevant 

parliamentary committees, accrediting institutions, governors, state departments or 

boards of education, state legislators, students, alumni, local community members, 

trustees, senior administrators, faculty leaders, and university presidents (Trakman, 

2008, Tapper & Palfreyman, 2002, Rytmeister & Marshall, 2007). These stakeholders 

seek to influence university rules and policies (Kekäle, 2003, Aitkin, 2002, Trakman, 

2008) in a way that has been described as being a matter of “too many constituencies 

[that] take a seat at the academic table and claim a piece of the pie” (Amaral, Jones, & 

Karseth, 2002). This is not an isolated incident, and, in fact, in many countries the 

varieties of stakeholders involved wield enormous power and influence within a 

university. 

Governance refers to the means of organizing and managing higher education 

institutions, but supervising such structures has become increasingly complex due to 

the intricate intraorganizational, interorganizational, and governmental relationships of 

top-down approaches (Rytmeister & Marshall, 2007, Kekäle, 2003). Several studies 

have distinguished between governance and management: university governance is the 

way in which universities are operated, and university management is the control of 

this operation (Middlehurst & Kennie, 1995, Middlehurst, 1999, Rytmeister & 

Marshall, 2007). 

It is important to observe the distinction between management and leadership that I 

hold throughout this thesis. I consider both these concepts as managerial roles, and 

managers are expected to perform them. A manager in charge has multiple roles other 

than leadership, but the latter is certainly a central one (Pointer, 2006, Mintzberg, 

1994, Welton, 2006).
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2.2 LEADERSHIP 

Although many authors have defined the concept “leadership”, there is no clear 

classification of what the term actually means (Stogdill, 1974). I would like to quote 

two definitions with which I tend to agree: first, “the ability to influence, motivate, and 

enable others to contribute towards the effectiveness and success of the organization” 

(House et al., 1999); second, “the process of influencing others to understand and 

agree about what needs to be done and how it can be done effectively or the process of 

facilitating individual and collective efforts to accomplish the shared objectives” 

(Yukl, 2006). The definition of leadership can be categorized with respect to three 

aspects: role (Burns, 1978, Zaleznik, 1989), function (Munroe, 2004, House et al., 

1999, Kotter, 1990), and process (Yukl, 2006, Gardner, 1990). According to 

Middlehurst (1999), leadership can be understood as a role of a chancellor, as a 

function of different levels of an institution, and as a process of social influence 

intended to guide individuals and groups in the higher education setting. Leadership 

and management have overlapping and distinctive definitions, and hence it is 

necessary to distinguish between them. 

2.2.1 Leadership as a management role 

Management and leadership are two distinctive and complementary systems of action. 

Kotter (1996) has described management as a set of processes that comprises planning, 

budgeting, organizing, staffing, controlling, and problem solving, which together can 

keep a complicated system of people and technology (organizational process) running 

smoothly. In contrast, leadership is a term that evokes strong feelings and inspires 

(Bolman & Deal, 1991, Klenke, 1996). Indeed, leaders translate visions to achievable 

goals and help organizations deal with changes and threats. Therefore, we can consider 

that management is about coping with complexity, whereas leadership concerns coping 

with change (Kotter, 1990). In the literature, there is evidence of different approaches 

to leadership: trait, behavior, power/influence, contingency/situation, and reciprocity. 

We may look at leadership in terms of traits, focusing on personal characteristics of 

successful leaders (Stogdill, 1974, Digman, 1990, Hough, 1992, Goodstein & 

Lanyon, 1999), and we may define it in terms of behaviors, focusing on identifiable 
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performance of effective leaders (Likert, 1961, Katz & Kahn, 1952, Halpin & Winer, 

1957). Alternatively, we may believe that leadership is inborn or view it as behavior 

that can be learned, or we may want to regard it as a specific role or as an influence 

process (Bell & Kozlowski, 2002, Chen & Bliese, 2002, Gregoire & Arendt, 2004). 

Perhaps we can even perceive it as a set of power or influence relationships, 

considering the amount of power and influence that a leader can assert over others 

(Pettigrew, 1972, Yukl & Falbe, 1990, Cartwright, 1965, Yukl & Tracey, 1992). 

There are also new notions about leadership that are the topic of contemporary 

research debate. For example, mindful leadership, that is, leaders that acquire and 

apply knowledge, and adjust leadership knowledge based on experience (Gregoire & 

Arendt, 2004, Davidson, 2000); and shared or distributed leadership or team 

leadership, which seems applicable to new organizations with a flat and rapidly 

changing structure (Jackson & Parry, 2008). In addition, leadership today includes 

ethical aspects that focus on transparency, honesty, human values, and mutual trust, 

and thus it can be called authentic leadership (Avolio & Gardner, 2005). Researchers 

now also pay attention to gender issues and the role of gender leadership. 

2.2.2 Leadership and gender 

Although researchers would purport that leadership is gender neutral, further 

investigations suggests that many prototypical images of leadership are actually 

linked to gender (Fletcher, 1999, Ely & Meyerson, 2000, Eagly & Karau, 2002, 

Grant, 1988). Historically, leadership has been described as a male property (Kolb, 

1997, Billing & Alvesson, 2000, Ely, 2003, Fletcher, 1999). Hierarchical and high 

power institutions in the military, law, religion, and corporate worlds are the most 

resistant to admission and advancement of female leaders (Goethals, Sorenson & 

Burns, 2004, Carli, 1999, Klenke, 1996). 

Systematic attention to gender issues is relatively recent in leadership studies. 

Moreover, contemporary research has tried to reverse the gender debate in the 

literature on this subject. The position has shifted from supporting the idea that 

women are similar to men in managerial positions, to now claiming that women are 

different, because they are more caring, are better listeners, and have teamwork 
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attributes that might also make them better managers (Grant, 1988, Helgesen, 1990, 

Billing & Alvesson, 2000). Women are constrained by the conflicting requirements 

of leader role versus gender role (Morrison, White & Van Velsor, 1992, Ladkin, 

2008). 

Women who have senior academic leadership positions in universities have not 

achieved a critical mass, despite the existence of equity programs implemented over 

the last few decades. Making an impact on the highly masculine culture is an 

important challenge for academia (Sinclair, 1998, Thornton, 1996). We need 

fundamental changes in the culture of higher education management and leadership, 

so that women can flourish and can help the system flourish as well (White, 2003, 

Morley, 1999, Morrison, White & Van Velsor, 1992). In that way, academic 

leadership development could help prepare an equal common ground for women in 

the difficult area of carrier advancement. 

2.2.3 Leadership development 

Interest in leadership development is increasing, and organizations are recognizing 

the advantage of investing in that process (Conger & Hunt, 1999, Giber, Carter & 

Goldsmith, 1999, Day, 2000, Dolezalek, 2005, Delahoussaye, 2001). Leadership 

development is defined as building and enhancing the collective capacity of people 

in any organization in order to engage in leadership roles and processes (McCauly, 

Moxley & Van Vesler, 1998). Traditionally, leadership development has focused on 

facilitating knowledge, attitudes, and abilities of individuals. However, some 

researchers maintain a distinction between “leader development” and “leadership 

development” (Day, 2000, Offermann, Hanges & Day, 2001). In short, the former is 

compared with investing in “human capital” as a means of enhancing intrapersonal 

competence for selected individuals, and the latter is considered as investing in 

“social capital” to develop interpersonal networks and cooperation within 

organizations and other social systems. Both are equally necessary, but the latter is 

usually neglected. Leadership development consists of using social systems 

(complex interaction between leader and social and organizational environments) to 

help build commitments throughout any community of practice (Fiedler, 1996, 
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Wenger, 1998). According to Day (2000), practices such as 360-degree feedback, 

executive coaching, mentoring, networking, job assignments, and action learning are 

the backbone of contemporary leadership development systems. The use of 360-

degree feedback entails systematic collection of perceptions of an individual’s 

performance from the viewpoints of superiors, peers, and subordinates. Executive 

coaching includes practical and goal-oriented forms of one-to-one learning and 

behavioral change (Peterson, 1996), and it consists of three major phases involving 

diagnosis of needs, coaching, and support (Van Velsor, McCauley & Moxley, 1998), 

with a focus on improving individual performance, personal satisfaction, and 

organizational effectiveness. According to Day (2000), mentoring is a formal 

development relationship that is a venerable form of on-the-job experience that is 

used to achieve leadership development. Networking is known as developmental 

activities aimed at nurturing broader individual networks beyond intra- and 

interorganizational boundaries. Job assignment is also known as an experience for 

leadership development through managers’ learning, personal change, and 

acquisition leadership capacity as a result of roles, responsibilities, and tasks 

(McCauley & Brutus, 1998). Finally, action learning is the continuous process of 

learning and reflection after classroom trainings, and it is supported by colleagues 

and emphasizes getting things done. 

Failure to link leadership development initiatives to the culture, strategy, and 

objectives of an organization can present a challenge for organizational developers 

who are examining “transfer of training” while participants are returning to their 

jobs. A major challenge can arise if adult learning theories are not intentionally 

incorporated in leadership development initiatives (Allen, 2008). Ramsden (1998a) 

categorized leadership development in academia at three levels: the individual 

(focused on leader development in aspects such as skills and knowledge); the 

department (focused on leadership development, for example in a group, division, or 

department); the university and beyond (focused on schools, universities, and 

governmental and nongovernmental organizations). 
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2.3 ACADEMIC LEADERSHIP 

Many authors have written about the crucial role of academic leadership for the 

success and efficacy of higher education institutions (Birnbaum, 1988, Middlehurst & 

Elton, 1992, Birnbaum, 1999, Stensaker, 1999, Askling & Stensaker, 2002, Diamond, 

2002, Wells, 2002). Marshal and colleagues (2000) have stated that although the term 

academic leadership is frequently seen, it is neither consistently used nor defined. 

Some researchers use the term academic leadership to explain part of the functions and 

responsibilities assigned to persons such as presidents, chancellors, deans, heads of 

departments, and individuals occupying formal academic posts in institutions of higher 

education (Gmelch & Miskin, 1993, Hecht, Higgerson, Gmelch & Tucker, 1999). 

Other investigators consider the term to apply to academic professionals that were 

pioneers in their disciplines (Taylor, 1999, Trowler, 1999), and there are also those 

who consider it to denote an attribute of particular individuals who are recognized by 

their peers as being academic leaders (Randall & Coakley, 2007, Ramsden, 1998a). 

Nonetheless, effective academic leadership can play a key role in directing and 

managing changes at universities. 

There is a misconception in academia, as well as in other organizations, that academic 

leadership exists only at the top levels of such systems (Kouzes & Posner, 2003). 

However, academic leadership includes a top, a middle, and probably also a line level. 

At the top are chancellors and boards of trustees; at the middle are deans of schools 

and heads or chairs of departments in different disciplines; at the line level are faculty 

members such as academic leaders of teaching, research, and services. 

Over the past three decades, revolutionary changes have occurred in higher and 

medical education, including the implementation of novel techniques like e-learning, 

mass education, e-medical records, computerized order physician entry (COPE) 

systems, and patient simulation. Under these conditions, a university will be regarded 

as successful if it can manage and lead the changes effectively and in an innovative 

way. Also, the relationship between governments and universities is no longer 

conceptualized as a partnership, but instead as “two parties with different interests and 

priorities that sometimes converge and sometimes sharply conflict” (Clark, 1996, 
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Ramsden, 1998b). Academic leadership should be considered as a complementary 

system of actions with two distinctive focuses: one dealing with changes, future, and 

uncertainty, and the other concentrating on routines, commands, and short-term 

predictability. According to Ramsden (1998a), academic leadership has four principal 

domains (management, leadership, work, and staff) in which the academic leaders and 

managers operate (see Figure 1). Marshal, Adams & Cameron (2000) has stated that 

this model can be defined by juxtaposing Kotter’s (1990) distinction between 

leadership and management with Fiedler’s (1967) distinction between concern for 

people and concern for tasks. 

The academic leaders of today should share a picture of the intended reality with the 

staffs of their organizations, stakeholders, and their communities. Academic leadership 

is also about a mutual relationship between leaders aspiring to lead and those choosing 

to follow (Kouzes & Posner, 2003), which originates from the ecology of academic 

culture. 

 Leadership 
development 

Change, future, uncertainty 

Academic leadership 

Academic 
tasks 

Academic 
people 

Routines, commands 

Academic management 

Figure1. The domains of academic leadership (adapted from: Ramsden, 
P., 1998, Learning to lead in higher education, UK, Routlege. p 125.) 
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2.4 ACADEMIC CULTURE 

Schein (2004) believes that cultures begin with leaders who impose their own values 

and assumptions on community members, and therefore culture can define leadership 

in that community. Academic communities with a traditional context represent a 

collection of cultures, values, and routines embedded in a unique existence that Dill 

(1982) has named “symbolic life”. Since the early 1960s, the concept of culture in 

academia has gradually been highlighted by anthropological and management studies 

(Dill, 1982, Schein, 2004, Sporn, 1996). The original analysis of culture in higher 

education is the organizational saga published by Clark (1972), whose research 

concerned the external sources that steer academics. Later Maassen (1996) defined the 

academic culture as “a set of attitudes, beliefs, and values that integrate a specific 

group of academics”, and Burkes (1995) added that “[the set] is associated with work 

outcomes as well”. These outcomes are affected by academic work, which is 

recognized in academia as scholarship. Boyer (1990) redefined academic work from 

the traditional “teaching versus research” model to scholarship with four aspects: 

discovery (original research and knowledge creation), integration (seeking to capture 

connections, ideas even across disciplines), application (interaction between created 

knowledge and service), and teaching (bridging the gap between knowledge and 

learning). 

According to Maassen (1996), academic culture is influenced by the following: the 

discipline, the employing university, the national context, and the academic profession. 

This author highlighted a lack of serious research on the relationships between these 

aspects, especially in comparisons of different countries. Another view is to perceive 

academic culture as a conglomerate of common basic assumptions and values in the 

minds of organizational members. Organizational culture comprise a common 

language and background that have been developed over time as people in the system 

in question learn to deal successfully with problems concerning external adaptation 

and internal integration (Schein, 1999, 2004). Geert Hofstede (1980, 1984, 1996, 2001) 

has stated that national culture stems primarily from consistency in community values, 

whereas organizational culture emanates chiefly from consistency in organizational 

practice. According to Hofstede’s work, other researchers revealed seven dimensions 
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of organizational culture: innovation/risk taking (willingness to experiment and take 

risks), attention to detail (being precise), outcome orientation (oriented to results versus 

oriented to process), people orientation (degree of value and respect for staff), 

individual/team orientation (individual or collective efforts most noted), conflict 

management (dealing with conflicts), and stability (openness to change) (O’Reilly, 

Chatman & Caldwell, 1991). Other researchers also have explained academic culture 

as being the following: collegial and faculty-centered; bureaucratic with hierarchical 

structure and routines; managerial with a focus on discipline; corporate and thus 

concentrated on business views (Berquist & Bergquist, 1992, Birnbaum, 1988, Dill, 

1982, Millet, 1962, Maassen, 1996). In academic culture, autonomy becomes apparent. 

2.5 ACADEMIC AUTONOMY AND ACCOUNTABILITY 

University autonomy has been defined as “the freedom of an institution to run its own 

affairs without direction or influence from any level of government” (Anderson & 

Johnson, 1998). Universities are recognized as the most autonomous of all social 

organizations (Hendry & Dean, 2002). The Lisbon Declaration indicates that the 

principles of university autonomy include academic autonomy (curricula and 

research), financial autonomy (budgeting and salaries), organizational autonomy (the 

structure of the university), and staffing autonomy (responsibility for recruitment and 

promotion). The Lisbon Declaration also suggests that strong universities with greater 

autonomy and accountability will be able to promptly respond to changes that societies 

demand (http://www.eua.be/fileadmin/user_upload/files/Lisbon_Convention/LisbonDeclaration.pdf).

In many parts of the world, public funding of universities is declining and at the same 

time demands for accountability and quality of services are increasing (Ling, 2005, 

Nelson, 2003). Consequently, a balance of power between governments and 

universities is needed to maintain equilibrium between autonomy and accountability. It 

may be possible for universities to create this balance by focusing on more horizontal 

management structures and increasing faculty roles in decision making and political 

lobbying, while also augmenting interaction with society. 

The notion of academic accountability lies at the heart of responsible governments. In 

this context, accountability has two components: giving a proper account of the 
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activities in question and being held responsible for those activities. While 

accountability is generally imagined as the task of individuals, such as faculty member 

or chancellors, it is also a collective concept in university governance (Dill, 1999). 

The organizational complexity of medical universities, including aspects such as 

multiple goals, cultures, and values, makes the nature of academic autonomy even 

more important (Spendlove, 2007, Fairchild, Benjamin, Gifford & Huot, 2004, Maarse 

& Mur-Veeman, 1990, Brown, 2003). Particularly in medical universities, autonomy is 

further complicated by the nature of training supervised by physicians, which is 

decisively affected by independence (Strack, 2002, Shortell & Kaluzny, 2006, 

Leaming, 2007). This means that academic leadership is confronted with needs for 

accountability without appropriate autonomy, which results in many new challenges in 

this area. 

2.6 CHALLENGES FACING ACADEMIC LEADERSHIP IN MEDICAL 

UNIVERSITIES 

Challenges to academic leadership are not new and can comprise aspects such as 

tensions between departmental interests and the mission of the university/school 

(Howard, 1970), conflicting allegiance of faculty (Glaser, 1969), inadequate balance 

between expanding responsibilities and authority to manage (Glaser, 1969), 

diminishing fiscal resources, inappropriate selection criteria (Lee, 1973, Banaszak-Holl 

& Greer, 1994), and lack of stability of academic leadership (Yedidia, 1998). In 

addition, consumer authority is a new and practical challenge spurred by a strong 

social phenomenon, namely, information on the Internet about diseases and their cures. 

Advances in basic sciences can be another challenge in areas such as proteomic, 

bioinformatics, and genetic epidemiology. 

Higher education, particularly in the field of medicine, is now being confronted with 

complicated financial, educational, managerial and ethical challenges (Gumport, 2000, 

Singer, 2003, Schweitzer & Eells, 2008, Middlehurst & Elton, 1992). Medical 

education and health services are growing in accountability, quality, and competition 

across disciplines, but also in complexity in terms of the services offered (Maarse & 

Mur-Veeman, 1990, Plsek & Greenhalgh, 2001, Smith, 2005, Cohen & Siege, 2005, 
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Marilla, 2002, Askling & Stensaker, 2002, Stensaker, 2000). Medical education faces 

even stronger challenges in form of a lack of questioning of appropriate quality and 

safety of health care services, as well as insufficient investments in public and private 

sectors to allow innovation in the training of medical professionals (Coaldrake & 

Stedman, 1999, Armestrong et al., 2007, Smith & Aaronson, 2003). 

Furthermore, the critical tasks, roles, and responsibilities of academic leaders add 

another layer of difficulty that challenges the effectiveness of leadership in medical 

universities, which can lead to obstacles such as deficiency in vision for the future 

(Ramsden, 1998a, Demmy et al., 2002), supervision of teaching and research (Martin, 

Trigwell, Prosser & Ramsden, 2008, Mintrom, 2008), fair management (Ramsden, 

1998a), and transformation and changes (Demmy et al., 2002). 

2.7 STUDY AREA 

Iran was known as Persia until 1935, and it was named the Islamic Republic of Iran in 

1979. It is the largest and most populous nation in the Middle East. Iranian society 

comprises various ethnicities, each with its own specific traits and the largest of these 

groups are the Persians, Turks, Turkomans, Lors, Baluchis, Kurds, and Arabs. The 

people with these ethnicities share much history but nonetheless maintain different 

cultures and languages (Dastmalchian, Javidan & Alam, 2001). Iran has an Islamic 

regime with a parliament and several ministries, and it is divided in 28 provinces. 

2.7.1 Leadership context in Iran 

Most of the literature on leadership is based on research conducted in industrialized 

countries (Dastmalchian, Javidan & Alam, 2001), and indeed there is a substantial pool 

of knowledge about North America and Europe. However, our understanding of 

leadership in other contexts and countries like Iran is quite limited (Dastmalchian, 

1998, Javidan & Dastmalchian, 2003). Moreover, studies of leadership and 

management in Iran have focused on industry and product organizations, and the 

majority of them have been associated with the Global Leadership and Organizational 

Behaviour Effectiveness (GLOBE) project which is concentrated on executive 

behavioral attributes or leadership styles and societal and organizational culture. 
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Aspects of societal and organizational culture in Iran are characterized by strong values 

involving low uncertainty avoidance, in-group collectivism, low societal collectivism, 

power distance, and masculinity. High power distance and a male culture orientation 

reflect a paternal family structure that has historical and cultural roots. This also gives 

a general picture of the Iranian educational system, which is focused on individualism 

(Javidan & Dastmalchian, 2003).

One of the common problems in developing countries is male dominance, and Iran is 

not an exception. In other words, only minimum or moderate gender egalitarianism 

exists in Iranian organizations. Leaders usually prefer to work with male managers, 

and governmental organizations generally tend to appoint male managers, allowing 

gender consideration to override capabilities and merits (Farhangi & Esfidani, 2004). 

Some research has included significant positive correlations between job satisfaction 

and age, work experiences, organizational culture and management style (Aslankhani, 

1999), whereas other analyses have shown that organizational culture is not strong and 

integrated, and that more than half of faculty members are not satisfied with their jobs 

(Torabikia, 1998). Also, a number of studies in Iran have focused solely on leadership 

styles or models and the attributes of executives. Although there is no codified 

knowledge about academic leadership in medical education, the available results 

suggest that the dominant style and model are visionary and charismatic leadership. 

The Iranian view of a visionary leader is a person who has a mental map, shares a new 

paradigm, has a global outlook, is enthusiastic about and dedicated to his/her vision, 

and is a credible communicator (Dastmalchian, Javidan & Alam, 2001, Dastmalchian, 

1998, Kotter, 1990, Gregoire & Arendt, 2004). The GLOBE studies advocate and 

point out transformational-charismatic and team-oriented models as the most effective 

for outstanding leaders in Iran (Yukl, 2006, Dastmalchian, Javidan & Alam, 2001). 

However, Iranian managers clearly show that they do not put much value in 

participative leadership (Javidan & Dastmalchian, 2003). 

2.7.2 Iranian medical universities and their governance 

After the Islamic revolution of 1979, the government initiated a series of health 

reforms. Based on the parliament approval, which was ratified in 1985, medical 



16

education was integrated with the Ministry of Health in a new organization designated 

the Ministry of Health and Medical Education (MoHME), which started its own 

educational research in medical universities that were created to independently conduct 

remedial activities. These new universities also merged with local provincial health 

and treatment organizations. These resulting institutions of higher learning have been 

actively involved not only in academic activities pursuits, but also in research and 

health- and treatment-tasks, and they offer a wide range of opportunities and excellent 

educational facilities for students. 

The MoHME is responsible for public health, medical treatment, and medical 

education. It includes 37 medical universities and three independent faculties of 

medicine. In addition, there are seven Islamic Azad medical schools which are 

managed as nongovernmental institutions. Each of these medical universities is 

classified nationally and annually as being of one of three types, according to the 

following: numbers of faculty members, students, and research centers and schools; 

number of post graduate, residency, and subspecialty programs; level of public 

resources such as educational facilities for both preclinical and clinical work, funding 

and faculty recruitment and promotion. The MoHME has designated these three 

categories type I (large), II (medium), and III (small) institution. Thus those of type I 

have the largest numbers of faculty members, schools, research centers, postgraduates, 

and residency, and subspecialty programs, as well as the greatest public resources and 

top decision making authorities. Types II and III have correspondingly lower levels of 

all these attributes. A course leading to a basic medical degree (Doctor of Medicine), 

including practical training, is seven years in length, and a person who has attained that 

degree is obligated to register with the Medical Council of Iran. After graduating, new 

doctors have to work in the public sector for two years. 

Medical education in Iran is highly centralized. Therefore, despite a growing tendency 

towards delegation and application of educational policies, the rules and regulations 

are still centrally dictated, and universities have very limited authority to modify them. 

A medical university is under the formal supervision of a board of trustees, which is 

responsible for approving proposed budgets and adjusting national policies to the local 

situation and demands. The chancellor of a university reports to the board of trustees, 
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is appointed by the MoHME for a period of four years, and can thereafter be 

reappointed. Chancellors appoint six vice chancellors, who are responsible for 

administration and finances, health issues, clinical and drug matters, research, 

education, and issues related to students. 

Management and leadership at medical universities are conducted on three main levels. 

The first (university level) includes the chancellor and vice chancellor of education; the 

second (school level) comprises the dean, who is appointed by the chancellor, who in 

turn appoints deputies responsible for clinical and basic science education in the 

faculty of medicine: the third (department level) consists of the heads of departments, 

who are elected every two years by faculty members subject to approval by the 

chancellor. Faculty members are the line workers who are in charge of training 

medical students in the classroom and in health and treatment settings. 

In addition to the structure described above, each university has three educational 

councils at a university, a faculty, and a department level, respectively. These councils 

are authorized to perform consultations, make decisions, and interpret the educational 

rules and regulations of the university, and they also provide services to the 

educational system. The councils are organized hierarchically. At the top, the 

university educational council has duties such as overall cooperation with the vice 

chancellor of education, approval of educational policies and curricula, legislation of 

educational rules and regulations, supervision over exact implementation and 

evaluation of educational activities of faculties, and quality improvement of education. 

In the middle is the faculty educational council which is responsible for planning and 

implementing rules and regulations made by the deputy of education, producing and 

editing the faculty’s educational policies, and evaluating educational activities, 

departments, and faculty members. The councils at departments level makes practical 

decisions about the curriculum and educational programs, teaching methods, allotment 

of educational topics among faculty members, faculty employment and promotions, 

and students’ educational affairs. In all councils, the managers have the decision and 

veto power although they seldom use this authority.
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2.7.3 Iranian medical universities and health care services 

After the Islamic Revolution, medical education was taken over by the Ministry of 

Health in 1985 (Hedayaty, 2002, Azizi, 2007). As previously mentioned, medical 

education in Iran is now integrated into the health care system through a complex 

organizational change that included the formation of a single government division, the 

MoHME. This government authority is responsible for both medical education and 

health services at the national level (Azizi, 1997, Azizi, 1985, Marandi, 1996, Marandi, 

2001), whereas health care at the provincial level is provided by medical universities. 

Before this restructuring, health care was delivered by two, separately run public 

systems: university hospitals and the Ministry of Health. A substantial problem with 

that kind of structure was the lack of manpower: there was only one doctor for every 

18,000 people (Azizi, 1985, Azizi, 1997). After the integration of health care services 

and medical education, the latter expanded very rapidly so that the number of medical 

schools rose from 13 in 1979 (Mohammadi, Mojtahedzadeh & Motarjemi, 2003) to 47 

in 2006 (Bikmoradi et al., 2008) . As a consequence, the number of faculties, teaching 

hospitals beds, student enrollment, and public health improvements increased, along 

with the doctor-to-patient ratio (Asadi-Lari, Sayyari, Akbari & Gray, 2004, Azizi, 

1997, Marandi, 1996). However, that change was not problem free, and Iranian 

academic leadership has been faced by managerial, organizational and cultural 

challenges ever since. Therefore, the tasks of the MoHME are extensive. In general, it 

is difficult to manage such a large organization comprising many medical universities 

and schools, hospitals, clinics, and health centers (Ramsden, 1998b, Scott, 1995). 

Furthermore, there have been no investigations of the effectiveness of leadership in 

Iranian medical education institutions, and definitely no research aimed at elucidating 

possible link between leadership and the success of the universities. 
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3 STUDY RATIONALE 

In academia and educational organizations, management and leadership are difficult 

tasks, even though their roles and the importance of management are obvious. Higher 

education institutions are infrastructures necessary for the development of 

communities and professionals that face new advances in the area of technology, 

communication, globalization, marketing, mass education, distance education and now 

even medical tourism (i.e., buying medical advice, procedures, and/or treatments, 

outside of own country). Medical education in particular has a shortage of research 

aimed at discovering how leadership and management should tackle these changes. 

I had the opportunity to work at an EDC at HUMS, where I observed the attrition and 

general compliance of many faculty members, especially in the medical school. 

Therefore, I decided to design and conduct this research in order to assess academic 

leadership in medical universities, focusing on Iran. Academic leadership needs a 

common ground for development, because its main challenges and requirements are 

similar throughout the world, despite different contexts, cultures and disciplines. 

3.1 PROBLEM FORMULATION 

An analysis of scientific output from the Iranian universities reveals that there is no 

strict correlation between the number of scientific staff members or budgets and 

scientific production in Iran. Faculty policies and management capabilities appear to be 

more important issues, and in reality there is a real mismatch between the current 

potential and actual scientific contributions in the country (Malekzadeh, Mokri & 

Azarmina, 2001). Why are Iranian medical universities not recognized by the 

international research community, and why are they not more successful at supplying 

talent, better structure, funding, extensive health settings, and human resources? Is the 

current structure appropriate for medical universities and schools? Is the present 

academic leadership effective? What are the barriers to, and possible ways of 

improving, development of academic leadership? 
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4 AIMS AND OBJECTIVES 

The overall aim of the research underlying this thesis was to explore academic 

leadership in Iranian medical schools and universities. 

4.1 SPECIFIC OBJECTIVES 

There were four specific objectives: 

• To explore, analyze, and synthesize the views held by experts on effective 

academic leadership requirements in Iranian medical education (Study I). 

• To explore the views of faculty members at Iranian medical schools and 

universities (Study II). 

• To investigate academic leadership in the public Iranian medical universities in 

order to obtain a scientific basis for further development (Study III). 

• To study academic leaders with managerial positions in Iranian medical 

schools and universities regarding their views on challenges to effective 

academic leadership (Study IV). 



21

5 METHODOLOGY 

In this project focused on Iran, we used methodological triangulation. We combined 

the results of two qualitative and two quantitative studies to achieve the research 

objectives by applying stratified purposeful sampling. The qualitative methodologies 

included use of an expert panel to explore requirements of effective academic 

leadership. Content analysis was employed to determine challenges facing academic 

leadership at the medical universities. The quantitative techniques used included a 

nationwide survey to explore the preferences and perceptions of faculties with regard 

to organizational culture, values, and routines. Another nationwide survey was 

performed to examine the preferences and perceptions of academic leaders in relation 

to academic leadership dimensions in the medical schools and universities: the subjects 

in that study were also chosen by stratified purposeful sampling. Investigator 

triangulation was applied to increase the validity of the two qualitative studies. All four 

studies had an inductive, data-driven approach with aspects of both interpretivism and 

positivism. We used a semi-structured consultation guide to conduct the discussions in 

the investigation including the expert panel, and we conducted in-depth face-to-face 

interviews, in the qualitative studies. The nationwide surveys used questionnaires that 

had been validated according to the results obtained with the expert panel and from the 

literature. We employed factor analysis to assess consistency and reliability. 

5.1 QUALITATIVE STUDIES 

Collection of the qualitative data was achieved through the discussions with an expert 

panel in June 2005 (Study I) and by in-depth interviews conducted between June and 

December 2006 (Study IV). 

5.1.1 Participants 

After consultation with experts at medical universities and the MoHME, we found 

about 40 people who fulfilled the criteria for participation on the expert panel (Study 

I). These individuals had a variety of relevant positions and different levels of 

expertise. A written letter explaining the research goals and questions was sent to these 

potential candidates, along with an invitation to participate in the investigation. Only 
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24 were willing or able to meet on a selected date. These included three people with 

experience as deputies of education and research in the MoHME, two chancellors, 

three vice-chancellors, two deans, three deputies of education in medical school, five 

department heads, three heads of academic research centers and three medical 

management specialists. All the participants were experienced senior-level medical 

education managers, representing eight medical universities and three research 

centers in Iran. 

The participants in the in-depth interviews (Study IV) were academic leaders 

employed at one medium-sized and one large medical university, and at the MoHME. 

Eligibility for taking part in this study was determined by length of work experience 

and managerial position (e.g., head of department, dean, deputy dean, chancellor, top 

or middle manager, and ministry deputy). Participation was voluntary. Those who 

agreed to take part included two chancellors, four vice chancellors, two deans, four 

deputy deans at medical schools, four heads of departments, one expert in medical 

management, and one deputy of research. Thus there were at total of 18 interviewees, 

and their ages ranged from 32 to 58 years. They had management experience of five to 

24 years, and average work experience of five to 28 years. All were assistant, 

associate, or full professor, and they were tenured at public medical universities and 

schools. 

5.1.2 Procedures 

The expert panel discussions (Study I) were conducted according to the nominal group 

technique. We grouped participants into three work teams, respectively representing 

university, school, and department levels. They were requested to discuss and report on 

requirements for three topics: (1) teaching and research leadership; (2) management 

and effective leadership; (3) faculties and effective leadership, and barriers to and 

suggestions for improvements of each topic area. At plenary sessions, a representative 

from each group presented the results of the members’ discussions as bullet points. 

This was done at a one-day meeting that lasted about 10 hours. The members of each 

group initially wrote ideas related to each topic on paper, before they talked to one 

another. Thereafter in a round-robin-like fashion, they each presented one idea from 
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their personal lists, and a secretary wrote the idea on a flip chart in full view of all 

members of the group. That was followed by discussion to clarify ideas or to express 

points of view. Group consensus was achieved by majority vote. The statements 

from all three work groups added up to 100 bullet points for requirements for 

effective academic leadership and 68 points for barriers and suggestions related to 

improvements. Consequently, the results were presented for everyone, and a general 

consensus was reached about categorization, barriers, and suggestions for 

improvements of the effectiveness of academic leadership requirements in Iran. 

A series in-depth interviews was also used (Study IV), and I conducted those sessions, 

each of which lasted 47 to 168 minutes. The sessions were based on a general topical 

interview guide but the timing and wording of each question was individualized in 

order to capture the perspectives of informants in their own words. All interviews were 

in Persian, and they were digitally recorded and transcribed verbatim (Morgan, 1993, 

Myring, 2000). 

5.1.3 Data analysis 

We used conventional qualitative content analysis (Hsieh & Shannon, 2005) to 

analyze the data from the expert panel (Study I) and in-depth interviews (Study IV). 

However, as pointed out by Kvale (1996), there are several other methods that can 

also be applied to analyze and interpret qualitative data, examples of which include 

meaning condensation, meaning categorization, narrative structuring, meaning 

interpretation, and generating meaning through ad hoc techniques. The purpose of 

our study was to explore the views of Iranian medical experts regarding requirements 

for effective academic leadership and hence we used a combination of meaning 

condensation, meaning categorization, and meaning interpretation methods. 

We started the analysis process by coding each sentence or meaning unit. Similar 

codes were clustered together and collapsed into main themes and categories. The 

main themes that emerged were based on the relationships between the categories. I 

analyzed each case by condensing and determining meaning units, and by identifying 

categories in cooperation with the other authors. All the statements were coded to be 

able to discern similar descriptions. This resulted in 75 codes that were subsequently 
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grouped according to their commonalities, which resulted in fourteen categories. The 

categories were discussed by the authors, and consensus was obtained using constant 

comparative analysis, which gave three themes. The original interviews were re-read 

one more time, and the themes were compared with and validated against the data. The 

tape-recorded versions and transcripts were consulted time and again during the coding 

procedure to avoid misinterpretations. 

5.2 QUANTITATIVE STUDIES 

The collection of quantitative data was done February-July 2007 (Studies II and III). In 

Study II, a nationwide survey was conducted using a representative stratified sample 

of faculty members at six different public medical schools: two in Tehran Province 

(Tehran and Iran Medical Schools) and one each in Tabriz, Hamadan, Zanjan, and 

Kurdistan. Three of these were Type I universities, and the other three were Type II 

and III. We also performed another nationwide survey (Study III), in which 37 of the 

42 public medical schools and universities agreed to participate. 

5.2.1 Participants 

In Study II, faculty members were selected according to stratified sampling. Cochran’s 

size formula for continuous data was used to calculate sample size. Six of the totals of 

37 public medical schools in Iran were selected as a representative sample comprising 

344 faculty members. In Study III, the census sampling method was used in a 

nationwide survey covering 37 medical schools embedded in Iranian medical 

universities. The target participants at each medical university were the chancellors, 

vice chancellors of research, and vice chancellors of education; participants at the 

medical schools were deans and deputies of education. 

5.2.2 Questionnaire development 

The questionnaire used in Study II was designed based on the results of an expert 

panel representing a strategic sample of medical faculties (Bikmoradi et al., 2008), 

and part of the instrument was adopted from the work of O’Reilly, Chatman & 

Caldwell (1991), which was focused on organizational culture. The questionnaire 
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had four sections and a short demographic part, which together included a total of 30 

statements: seven about organizational culture, eight related to organizational values, 

twelve considering organizational routines, and three concerning satisfaction with 

academic leadership. The statements were scored on a visual scale ranging from 1 to 

9. The cutoff value was 5, and scores of 1 and 9 respectively indicated the lowest and 

the highest degree of agreement. The questionnaire tested both perceptions of actual 

condition and preferences regarding each item. The scores for each statement were 

added together, and mean values were used. All statements were assumed to have the 

same weight. The preliminary questionnaire was assessed for validity and reliability 

by performing a pilot study of 30 faculty members as a means of evaluating test–

retest reliability. A few changes were made in the instrument based on the results of 

the pilot analysis. After conclusion of the present survey, the internal consistency and 

reliability of the results were determined by using Cronbach’s alpha and Guttmann 

statistic tests. 

In Study III, the design of the questionnaire was based both on the results of an 

expert panel representing a strategic sample of medical managers and experts 

(Bikmoradi et al., 2008) and on modified findings of the research on academic 

leadership conducted by Ramsden (1998a). We assessed a preliminary version of the 

instrument for validity and reliability by test-retest in a pilot study including 30 

academic leaders. Guided by the results of that analysis, we made changes in the 

questionnaire, and the final version contained a short demographic part and six 

sections that together comprised a total of 33 statements. We scored the statements 

on a visual scale of 1 to 9, where 1 indicated the lowest and 9 the highest degree of 

descriptiveness; a score of 5 was used as cutoff. The questionnaire tested both 

present and preferred views on each item. We summed the scores for each statement 

and used mean values. All statements were assumed to have the same weight. We 

assessed the consistency and validity of the instrument by using Cronbach’s alpha. 

Furthermore, we used both exploratory and confirmatory factor analysis to measure 

construct validity. 
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5.2.3 Data analysis 

We used SPSS software (SPSS Inc., version 15) and a variety of statistical methods to 

analyze the data acquired in studies II and III. Predominantly, descriptive techniques 

were employed rather than inferential statistics. 

Pearson correlation was also determined in the pilot work performed before studies II 

and III; this was achieved by conducting test-retest analysis to assess the reliability of 

the questionnaire. Cronbach’s alpha was computed to check the internal consistency of 

the actual survey. Data reduction and categorization of the statements on the 

questionnaires were done by use of both exploratory and confirmatory factor analysis 

(Studies II and III). The factors were extracted by principal axis factoring due to the 

ordinal nature of the data. The Kaiser criterion suggested six factors in Study II and 

four factors in Study III (Eigen values > 1). In both investigations, Varimax rotation 

was carried out to separate the items over several factors, and the results were also 

compared with the cutoff value of 5 (on a scale of 1 to 9). In Study II and III, Chi-

square was used to assess the relationships between academic rank, gender, work 

experience, and work field and Kruskal-Wallis was applied to measure the 

relationships between age and work experience with organizational culture, values, and 

routine dimensions. In Study III, two-tailed Mann-Whitney U and ANOVA were 

employed to assess the relationships between demographical attributes and academic 

leadership dimensions, and between preferences and perceptions. 

5.3 ETHICAL CONSIDERATIONS 

The four investigations were carried out as part of my doctoral research within a joint 

project between Karolinska Institutet in Stockholm, Sweden, and the MoHME in 

Iran. The work was approved by the MoHME National Ethics Committee (P391, 

2005). The ethical proposal was obviously written in Persian. Other ethical issues in 

the study involved providing participants with assurance of confidentiality and 

anonymity. Furthermore, they were all informed of the purpose and design of the 

studies, as well as the voluntary nature of their involvement, and written consent was 

sought to allow publication of the data. The interviewees were also told that they could 
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withdraw from the actual sessions at any time, and that this applied to the digital 

recordings of the interviews as well. 

I received all formal permits from the MoHME and deans and chancellors of medical 

schools and universities. All records and questionnaires were finalized without using 

any personal information on the subjects; such information was kept in secured files. 

Data collection was carried out solely in Iran, where ethical permission was granted. 

No data were ever gathered in Sweden, and therefore permission was not sought from 

the Swedish Guidelines for Ethical Evaluation of Medical Research Involving Human 

Subjects. However, the data, which were obtained exclusively through the interviews 

and surveys conducted in Iran and contained no personal information on the 

participants, were analyzed in Stockholm and stored in a secure place. The writing of 

articles and assurance of anonymity were done under the direct supervision of a 

supervisor in Stockholm. 
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6 KEY RESULTS 

6.1 REQUIREMENTS FOR EFFECTIVE ACADEMIC LEADERSHIP IN 

IRAN (STUDY I) 

This study used a qualitative approach to explored requirements for effective academic 

leadership in Iranian medical schools and universities. Six themes emerged: shared 

vision, teaching and research leadership, transformational and collaborative 

leadership, development and recognition performance, fair and efficient 

management, and climate of mutual trust and respect. It was also apparent that there 

were some barriers to and suggestions for effective academic leadership. The 

qualitative results indicating the opinions of the participants divided into the six 

themes are presented below.

6.1.1 Shared vision 

Academic work should be facilitated through sharing of inspired and clear vision, 

goals, and strategies that are consistently pursued and communicated with integrity, 

understanding of individual needs, and energetic commitment. This can be 

accomplished by considering the needs, demands, and expectations of the 

community and the stakeholders, and also by taking into account changes to 

globalization. 

6.1.2 Teaching and research leadership 

Leadership of teaching and research should be strengthened by role models. And it 

should be a priority to continuously improve those two areas, while also adapting to 

macro-scale policies. Academic leadership should be concurrently developed and 

further established by implementing community networks. Such connections can 

help streamline the academic leadership of learning, teaching, and research. 

6.1.3 Transformational and collaborative leadership

Transformational and collaborative leadership should emphasize participation, 

delegation, and teamwork driven by the dynamic nature of the academic 
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environment. Recommendations for acceptable management should be based on 

increased utilization of teams and workgroups involved in multidisciplinary 

collaboration at local, regional, and international levels. Medical education processes 

would need a collaborative work spirit and full participation of leaders, faculty 

members, and support staff. 

6.1.4 Development and recognition performance 

Development and recognition performance should have an effective and efficient 

reward system, as well as a clear program for faculty and staff promotion and 

development. Furthermore, it should be placed on a priority list and an agenda with 

appropriate and prompt feedback to improve the output of academic work, focusing 

on staffs, departments, and school performance. The results also indicated that 

medical faculty members are asked to assume new academic duties for which they 

have neither formal nor sufficient training, leading to conflicts and inefficiency. 

6.1.5 Fair and efficient management 

Fair and efficient management should gain more authority, autonomy, accountability, 

and transparency, and should also freely document its areas of input, processes, and 

output. The current domains of authorities constituted student acceptance, staff 

recruitment, budget expenditure and interpretation of centralized rules. Academic 

leaders should have the capacity to use power resources described as being 

legitimate, referent, rewarding, coercive, and expert. However, due to lack of 

preparedness, such leaders in our studies could only use their power of position 

(legitimate power), which was, the lowest level of leadership. 

6.1.6 Climate of mutual trust and respect 

In order to create a climate of mutual trust and respect in their workplace academic 

leaders should utilize effective communication skills, organizational culture, and 

shared values. Achieving such trust and respect can provide an appropriate context 

and move the organization towards attaining individual and collective goals. 

Managers show little trust in academic staff, and the reciprocal case is true as well. 
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Due to broadening of the tasks performed at the Iranian medical universities the 

academic leadership in those institutions has not taken the time nor made efforts to 

build trust and integrity in the best interests of faculty and staff members or 

stakeholders. 

6.1.7 Barriers to and suggestions for effective academic leadership 

Based on the analysis of our data, we concluded that there were four barriers to 

effective academic leadership in Iranian medical universities: (1) politicization, 

considering consequences such as instability and paradoxical management; (2) lack 

of meritocracy, including inefficient manager selection; (3) centralization, 

comprising concentrated ruling and decision-making authority and bureaucracy; and 

(4) belief in misconceptions, meaning a feeling that faculty lack ownership and 

partnership. 

Suggestions for effective academic leadership dealt with management and leadership 

development and policy-making strategies. A performance-based management 

system followed by a payment-based system or financial allocation based on 

performance might be an appropriate strategy to motivate faculty members and 

academic leaders in developing countries like Iran. The study participants considered 

Iranian EDCs to be efficient in regard to staff, faculty, and academic leadership 

development. Future reinforcement of EDCs could undoubtedly play an important 

role in teaching and research leadership. Policy makers and experts should consider 

the crucial role of cultural issues when attempting to extend higher education into 

society. They should also bear in mind that cultural and faith issues should not 

exclude scientific management and leadership in medical university governance. 

6.2 ORGANIZATIONAL CULTURE, VALUES, AND ROUTINES IN 

IRANIAN MEDICAL SCHOOLS (STUDY II) 

The participants in study II (78.8% male) were faculty members, and many of them 

worked in clinical sciences (59.7%), and most were assistant professors (71.2%) 

(Table1). 
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Table1. Demographic characteristics 

Characteristics Description Mean ± SD  

Gender 21.2% female, 78.8% male  

Age 27–70 years 44.83 ± 7.25 

Work experience 0–35 years 14.19 ± 7.34 

Work field 40.4% basic science, 59.6% clinical science 

Academic rank 4.1% professors, 17.2% associate professors, 71.2% 
assistant professors, 7.6% lecturers 

The general results showed the respondents perceived organizational culture and 

values as weak, whereas they were satisfied with organizational routines (Figure 2). 

6.2.1 Preferred and perceived organizational culture 

Some aspects of the perceived organizational culture were rated low (Figure 3). 

Team work orientation and management of conflicts had the lowest scores, and the 



32

rating was only 5.73 for retaining the present position. By comparison, the preferred 

organizational culture aspects had scores that were around twice as high, and 

decreased only with regard to retaining present position (4.13). 

6.2.2 Preferred and perceived organizational values

Considering the perceived organizational values (Figure 4), the highest ranking was 

seen for the religious aspect (5.4) and the lowest the physical aspect (health, sport, 

and nutrition; 3.91). The scores for the other aspects were all below the cutoff of 5. 

In contrast, the participants indicated that they would prefer better exposure in 

relation to all of the organizational values considered in the study. 
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6.2.3 Preferred and perceived organizational routines 

Scores for perceived organizational routines were low for use of frank and explicit 

language, meritocracy at management level, and management stability (Figure 5). In 

contrast, mean values above 6 were found for the items concerning bureaucracy, 

politicization at management level, conservatism, unfair retaining of faculty 

members, job advancement by recommendation, and centralization of decision 

making. The results also showed that the faculty members would have preferred the 

rating to have been twice as high for the organizational routines related to 

management stability, meritocracy in management level, and use of frank and 

explicit language. 
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6.2.4 Preferred and perceived satisfaction with academic leadership 

The mean values for perceived satisfaction with academic leadership at medical 

departments, schools, and universities were on around average about half the values 

for corresponding preferred circumstances. The results concerning the dimensions of 

organizational culture, values, and routines did not differ significantly with respect to 

gender, age, or work fields. However, organizational routines did differ significantly 

from the other organizational dimensions with regard to levels of work experience 

among the surveyed participants (F = 1.559, df = 343, p < 0.03). Also, the responses 

to statements about organizational culture differed significantly regarding the 

academic rank of the participants (Chi2 = 8.20, df = 3, p < 0.04). 
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6.3 ACADEMIC LEADERSHIP DIMENSIONS IN IRANIAN MEDICAL 

UNIVERSITIES (STUDY III) 

The vast majority of the respondents (academic leaders) in this study were male 

(96.8%) and ranged in age from 32 to 63 years (Table 2). They had 5–28 years (mean 

6.81 ± 4.98) of experience in academic management, most of them worked in clinical 

sciences (71.2%), and there was a high rate of assistant professors (65.6%). 

Table 2. Demographic characteristics

Characteristics Description Mean ± SD  

Gender 3.2% female, 96.8% male 

Age 32–61 years 44.02 ± 5.51 

Managerial experience 0-21 years  6.81 ± 4.98 

Work experience 0–35 years 13.65 ± 5.13 

Work field 71.2% basic science, 28.8% clinical science 

Academic rank 6.4% professors, 18.4% associate professors, 65.6% 
assistant professors, 9.6% lecturers 

In the main categories (see Table 3), these academic leaders gave scores below the 

cutoff value for shared vision, goals, and strategies, and just above the mean values 

for teaching, research, climate, and satisfaction dimensions. In contrast, the value for 

administrative leadership was well above the cutoff score. 

Table 3. Dimensions of and satisfaction with perceived academic leadership in public medical 
schools and universities in Iran 

Categories related to leadership Mean Cutoff 

score 

Standard 

deviation 

No. of 

items 

Reliability (α) 

Shared vision, goals, and strategies 14.60 15 4.60 3 0.920 

Teaching 26.05 25 6.96 5 0.858 

Research 31.52 30 8.17 6 0.861 

Administration 68.22 65 17.76 13 0.838 

Climate 17.60 15 4.32 3 0.884 

Satisfaction 17.60 15 4.21 3 0.864 



36

6.3.1 Preferred and perceived Shared vision, goals, and strategies 

The results for the dimension comprising shared vision, goals, and strategies (see 

Table 4) showed that most of these leaders perceived that there was low consensus 

about vision and strategies (scores below the cutoff 5: 40% and 43.2% respectively), 

but greater consensus about goals (39.2% of scores above the cutoff). 

Table 4. Perceived shared vision, goals, and strategies in public medical schools and 
universities in Iran 

Questionnaire items Proportion (%) of scores Scores  

< 5 5 > 5 Mean SD

Shared vision, goals, and strategies      

1.Consensus about university’s vision 40 28 32 4.82 1.65 

2.Consensus about university’s goals 31.2 29.6 39.2 5.14 1.72 

3.Consensus about university’s strategies 43.2 30.4 26.4 4.65 1.58 

However, most of the participants also stated that they would prefer better consensus 

about university vision, goals, and strategies (mean scores 8.3, 8.4, and 8.28, 

respectively). 

6.3.2 Preferred and perceived teaching leadership 

Considering the dimension of teaching leadership (Table 5), the results indicated that 

most of the participants perceived that the work climate was poor with respect to 

mutual trust/respect and evaluation of and feedback on teaching, and they also felt 

that good teaching was poorly supported by management (scores below the cutoff 

given by 48.8% and 40% respectively). However, they also perceived that resources 

were provided for good teachers, that good teachers were appreciated, and that there 

was support for use of modern teaching methods (scores above the cutoff: 64.6%, 

40%, and 55.2%, respectively). 



37

Table 5. Perceived teaching leadership in public medical schools and universities in Iran 

Questionnaire items Proportion (%) of scores Scores

< 5 5 > 5 Mean SD 

Teaching leadership      

1.Support for use of modern teaching methods 26.4 18.4 55.2 5.64 1.59 

2.Appreciation of good teachers 32.8 27.2 40 5.17 1.91 

3.Resources provided for good teaching 18.4 16.8 64.8 5.93 1.63 

4.Evaluation of and feedback on teaching provided 48.8 21.6 29.6 4.53 1.87 

5.Good teaching supported by management 40 24.8 35.2 4.79 1.68 

Nevertheless, these academic leaders reported that they would prefer though better 

feedback (mean of 8.57), better management support of good teaching (mean of 

8.44), and more appreciation of good teachers (mean of 8.7). 

6.3.3 Preferred and perceived research leadership 

The results concerning research leadership indicated that most of the participants 

perceived low management support for research and little encouragement for 

publication and conference participation (scores below the cutoff given by 52.8% 

and 55.2%, respectively) (Table 6). However, in general they did feel that they were 

given support for their own research (66.4%) and that of students (52%), that 

facilities were provided for research (46.4%), and that research outside the university 

was encouraged (49.6%); values within parentheses indicating proportions with a 

score above the cutoff of 5. 

Table 6. Perceived research leadership in public medical schools and universities in Iran 

Questionnaire items Proportion (%) of scores Scores

< 5 5 > 5 Mean SD 

Research leadership      

1.Support provided for research 22.4 11.2 66.4 6.12 1.73 

2.Support provided for students’ research 29.6 18.4 52 5.54 1.83 

3.Facilities for research provided 31.2 22.4 46.4 5.56 1.57 

4.Research supported by management 52.8 15.2 32 5.47 1.84 

5.Research outside the university encouraged 22.4 28 49.6 4.22 1.76 

6.Publication and conference participation encouraged 55.2 23.2 21.6 4.61 1.85 
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Nonetheless, the participants indicated that they would prefer better encouragement 

to publish and take part in conferences and also more management support for 

research (mean scores of 8.38 and 8.76, respectively). 

6.3.4 Preferred and perceived administrative leadership 

As shown in Table 7, the participants perceived that faculty was not adequately 

encouraged to seek managerial positions and roles, faculty’s views were scarcely 

recognized and valued, measures were not fully taken to motivate faculty, and 

faculty and manager performance was not often evaluated (scores below the cutoff: 

52.8%, 39.2%, 40%, and 51.2%, respectively). On the other hand, they perceived that 

their leadership in medical education was transformational, that faculty was 

encouraged to participate in decision making, that attempts were made to promote 

recognition of the university, and that leadership was aware of faculty’s workload 

(scores above the cutoff: 61.6%, 55.2%, 64%, and 50.4%, respectively). 

Table 7. Perceived administration leadership in public medical schools and universities in Iran 

Questionnaire items Proportion (%) of scores Scores 

< 5 5 > 5 Mean SD

Administrative leadership      

1.Delegation of decision making fair and consistent 34.4 16.8 48.8 5.26 1.75 

2.Climate conducive to creativity and innovation 31.2 24 44.8 5.26 1.72 

3.Faculty encouraged to seek managerial positions and roles 52.8 18.4 28.8 4.68 1.57 

4.Faculty’s views recognized and valued 39.2 32 28.8 4.95 1.54 

5.Transformational leadership in medical education 24 14.4 61.6 5.65 1.91 

6.Faculty encouraged to participate in decision making 23.2 21.6 55.2 5.62 1.74 

7.Human resources used effectively 33.6 17.6 48.8 5.28 1.68 

8.Attempts made to promote recognition of the university 19.2 16.8 64 5.90 1.80 

9.Measures taken to motivate faculty 40 20.8 39.2 4.89 1.72 

10.Awareness of faculty’s workload 27.2 22.4 50.4 5.43 1.79 

11.Management performed according to the rules 31.2 21.6 47.2 5.44 1.83 

12.Evaluation of faculty and manager performance 51.2 24.8 24 4.41 1.63 

13.Management is transparent 28.8 23.2 48 5.46 1.78

However, it was also clear that these academic leaders would prefer better evaluation 

of faculty and manager performance, that better measures were taken to motivate 

faculty, and greater encouragement for faculty to participate in decision making 

(mean scores 8.88, 8.83 and 8.71, respectively). 
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6.3.5 Preferred and perceived leadership climate 

All the statements in the category leadership climate had mean scores above the 

cutoff value of 5 (Table 8). However, it was apparent that the participants would 

have appreciated more mutual trust/respect, more encouragement to scientific and 

academic environment, and greater accountability (mean scores 8.93, 8.85 and 8.8, 

respectively). 

Table 8. Perceived leadership climate in public medical schools and universities in Iran 

Questionnaire items Proportion (%) of scores Scores

< 5 5 > 5 Mean SD 

Leadership climate      

1.Mutual trust and respect exist 19.2 11.2 69.6 6.18 1.58 

2.Scientific and academic environment encouraged 19.2 11.2 69.6 6.06 1.48 

3.Accountability 29.6 22.4 48 5.37 1.72 

6.3.6 Satisfaction with academic leadership 

The results showed that the participants were satisfied with academic leadership at 

the medical departments, school, and universities, as indicated by the observation 

that all means were above the cutoff score of 5 (5.58, 5.85, and 6.16, respectively). 

However, they would have preferred feeling even greater satisfaction with academic 

leadership at the department level. 

Relationship between demographic variables and questionnaire dimensions 

Considering all of the investigated dimensions of academic leadership, no significant 

differences were found in relation to gender, age, work experience, or management 

experience. In contrast, the dimensions of leadership of teaching and research 

differed significantly between the clinical and basic science levels (Mann-Whitney U 

[two tailed]: U = 1174.5, P = 0.02; and U = 1235.5, P = 0.045).
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6.4 ADDRESSING CHALLENGES FACING ACADEMIC LEADERSHIP 

(STUDY IV) 

According to the results of Study IV, academic leadership is confronted with 

multifaceted challenges, which we summarized into three themes related to 

organizational, managerial, and cultural issues (Table 9). 
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6.4.1 Organizational issues 

The main challenges related to organizational issues in academic leadership were 

identified as inefficacy of governmental academic leadership, an extensive set of 

missions and responsibilities, and lack of concern about selection of managers. 

Governmental academic leadership has an old organizational structure specified by 

bureaucracy, centralization, and hierarchy. Academic leadership appoints politicians 

rather than science professionals to boards of trustees, which indicated politicization, 

implied by following comment:

The government governs medical universities like other governmental offices 

with hierarchical interference and by political tropisms, despite supervision and 

stewardship (a key ministry informant). 

The present results revealed an extensive set of missions, responsibilities and tasks 

related to the public health services in Iran. Indeed, the burden of changing current 

medical education into a modern program has become heavier due to new 

responsibilities related to offering of health services to the entire population. The 

respondents meant that it is difficult for the medical schools and universities to deal 

with their original missions and tasks in areas of education, and scholarship, and at the 

same time being accountable for the quality of health services provided to the public. 

This is illustrated by the following statements: 

The lack of trade-off between the extensive missions and responsibilities has 

always been a very covert problem in our medical universities (a vice 

chancellor). 

Staff members of Iranian medical universities routinely engage in education and 

training, perform research, and generate science, but they also have to provide 

high quality health care to the geographically widely distributed provincial 

population (a deputy of dean).
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Lack of concern about the importance of selection of academic managers was another 

organizational challenge to effective leadership in Iranian medical universities. The 

current and formal criteria of managers’ selection dismis the candidates’ merits and 

transparency of the selection process. The criteria also ignore the requirements for 

being employed as manager, such as managerial skills, time in a managerial position, 

work experience, a written management plan, and personal motivation and interests. 

This is exemplified by these comments: 

The efficiency, capabilities, and specialties of executives, managers, and 

administrators are not considered to be of the greatest importance when 

selecting managers at various levels; instead we primarily recognize the 

concerns of political or influential outsiders (a vice chancellor). 

Some of the academic managers, especially at the [medical] departments and 

schools, feel obligated to accept management positions because they are 

pressured into it by their colleagues and top managers, even though they lack the 

required qualifications, experience, and even interest. Inferences and 

recommendations from influential outsiders and insiders have turned this 

process into a difficult, illogical, and trial-and-error approach (head of a 

department). 

6.4.2 Managerial issues 

When trying to achieve organizational objectives and complete entrusted tasks, leaders 

of medical universities faced three managerial challenges related to management 

styles, mismatch between authorities and responsibilities, and leadership capabilities. 

Academic leaders at medical schools and universities try to control the organizational 

problem of instability of management. However, these efforts are carried out as 

normative and individual-based models, day-to-day (routine or idiosyncratic) 

management, and laissez-faire leadership, which also constitute challenges to effective 

academic leadership. The participants even mentioned that they adopt avoidance-

oriented coping—ignoring challenging issues altogether—as a shield against external 

and internal pressures. Furthermore, they said that top academic leaders do delegate 
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responsibilities to lower level managers, but they always interfere if problems arise. 

The academic leaders often try to blame things on bureaucracy and centralization as a 

coping strategy, as indicated by these statements: 

Academic leaders try to decrease tension by avoiding coping with challenges in 

order to prolong or finish the management period (a vice chancellor). 

Academic leaders are compelled to manage by personal relationship, friendship, 

and rewards. The most successful and secure leadership method seems to be to 

observe what others do and then do the same (deputy of a dean). 

The performance of managers and faculty is not evaluated in detail except when 

a problem occurs (head of a department).

Lack of authority to perform duties efficiently has affected academic leadership, and it 

was a critical managerial challenge. Academic leadership has little control over 

employment and dismissal of personnel, student admission and awarding of degrees, 

pay systems, policy making, setting up of goals and strategies, or as well as appropriate 

job security. This was pointed out as follows: 

Effective academic leadership does not make an impact on student recruitment, 

pay systems, hiring and firing, or reward systems. Many authorities are 

centralized and must obey national laws that were approved by parliament and 

government, outside the medical universities (dean of a medical school).

Academic leaders in Iran are not well prepared to lead effectively because they are 

affected by things like inexperience, low motivation, conflicts between academic staff 

and managers, and lack of preparedness. Moreover, the interviewees emphasized that 

academic leaders are not proactive in using resources and possibilities. The situation is 

illustrated by this statement: 

Many of the academic leaders have serious problem in managing and they are 

also unfamiliar with leadership, whereas they conduct research as well as clinic 

work (head of a department).
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6.4.3 Cultural issues 

Three challenges related to cultural issues have been created by the present academic 

leadership of the medical universities: tendency towards governmental management, a 

boss-centered management, and low motivation. 

Academic leadership showed a tendency towards centralization, hierarchy, 

bureaucracy, and uncertainty, as well as fears about innovation and creativity. This has 

resulted in work overload of top and middle management, and of medical school and 

university faculties, and it has also led to increased resistance to reforms in medical 

education and has created a negative clinician-versus–academic culture: 

The top and middle managers of medical universities are often clinical 

specialists who are not sufficiently familiar with education, research, and 

leadership issues (a deputy dean).

Historically large power distance in the structure of Iranian governmental offices has 

created a boss-centered management or culture that involves routine behaviors 

including flattery and servile attitudes in relation to people who are in charge or have 

power. In addition, the participants believed that people with greater power are given 

more respect, which is followed by sycophantic behavior, conservatism, and disregard 

for rules and laws among academic leaders and faculty members. In this regard, one 

participant stated: 

Lack of criticism for top managers in the medical universities and schools could 

be related to culture, staff conservativeness, and fear of complications (head of a 

department).

The academic leadership suffers from low levels of motivation and morale, 

participation and teamwork spirit, mutual trust and respect, achievement, and 

entrepreneurial spirit. Personal benefits and financial gains for academic leaders and 

faculty members outweighed organizational benefits and scientific and moral values, 

as explained by two of participants: 
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Both academic leaders and faculty members have shown greater interest in 

private business than in organizational duties, which has given rise to personal 

rather than organizational benefits (a vice chancellor). 

One of the important challenges facing academic leadership in the public 

Iranian medical universities is the private enterprises of academic managers and 

faculties (a ministry deputy). 
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7 DISCUSSION 

7.1 REQUIREMENTS FOR EFFECTIVE ACADEMIC LEADERSHIP IN 

IRAN (STUDY I) 

The themes that emerged and were deemed important for successful academic 

leadership in Study I are also representative of such leadership in higher education in 

United Kingdom and Australia (Ramsden, 1998a). An important issue in this context 

is the integrated academic leadership as a whole, which has also been proposed by 

researchers in the Western world (Ramsden, 1998a, Kouzes & Posner, 2003, Lee & 

Hoyle, 2002, Brown & Moshavi, 2002). To stimulate effective academic leadership, 

it is important to engage in shared visions, goals, and strategies; to establish 

collaborative and transformational leadership; to include full participation by 

delegating authority and sharing responsibility among faculty; to help faculty 

development with a fair and effective reward system according to time and 

appropriate feedbacks; to increase meritocracy; to gain sufficient autonomy and 

authority to direct resources towards the achievement of overall objectives of 

medical education; and finally to have document-based strategies and plans. 

Individual and organizational interests need to converge in order to make academic 

leadership more effective. This can be achieved through good communication and 

teamwork skills. Reciprocal communication and trust are also important 

requirements and should be supported by faculty members and leaders. Academic 

leaders should induce trust and help faculty members to move towards attainment of 

individual and collective goals. However, many Iranian academic leaders currently 

have little trust in the academic staff and vice versa. Leaders have not taken the time 

or made any effort to build trust and integrity, and they believe that managing people 

is enough, although the literature shows that this phenomenon is not unique to Iran 

(Rosenbloom, 2004, Lee & Hoyle, 2002, Cooper & Kempner, 1993, Dill, 1997, 

Wells, 2002). 
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7.2 ORGANIZATIONAL CULTURE, VALUES, AND ROUTINES IN 

IRANIAN MEDICAL UNIVERSITIES (STUDY II) 

The integration of medical education and the health care delivery system in Iran has 

led to the challenge of dealing with changes in culture, values, and routines. In short, 

the governmental, managerial, and disciplinary norms of the health care system have 

been confronted with academic and collegial traditions. Management of medical 

universities is governmental, and, because of its bureaucratic and centralized 

structure, it will probably be affected by political rather than scientific management. 

Attempts to alter the leadership of these universities are timed but simply replacing 

academic administrators is not an effective solution. Change at the top is seldom 

followed by change in the middle or at the bottom. Politicization and lack of 

meritocracy in the managerial system of public medical schools constitute a barrier 

to efficiency (Bikmoradi et al., 2008). 

It should also be mentioned that many professionals at universities probably do not 

support fundamental reforms. This is because they have already profited from the 

current system, and hence changes would most likely penalize them. According to 

the results of Study II, faculty members perceive organizational culture and values as 

weak, whereas they regard organizational routines as neither weak nor strong but 

nonetheless impediments to effective academic leadership. Such a situation can 

affect the success of management approaches (Sporn, 1996). Overall, the respondents 

seemed to be fairly satisfied with the current academic leadership, although they did 

indicate a need for improvement. 

In agreement with earlier research (Dastmalchian, Javidan & Alam, 2001, Javidan & 

Dastmalchian, 2003, Leaming, 2007), the medical school faculty members in our 

study pointed out that there is poor support for aspects such as taking risks, 

innovating, paying attention to details, outcome orientation, managing conflicts, and 

people and teamwork orientations. In academic culture, the aspects of risk taking and 

people orientation give rise to innovation and creativity, and also increase 

motivation, which, however is very low in Iranian medical schools. Management 

needs to collaborate with faculty to achieve any kind of reform. Sadly, according to 
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our findings, this does not occur, which may lead to demotivation and prejudice 

among faculty members, as has also been shown by Leaming (2007). The faculty 

members that participated in our study emphasized openness to change rather than 

stability as an important aspect of culture. This may be related to their great 

expectations regarding fundamental modification of the governing structure of 

Iranian medical schools. It might also be associated with low ‘‘uncertainty 

avoidance’’ (i.e., the extent to which members of a society feel threatened by 

uncertain and ambiguous situations (Hofstede, 1984)) among academic leaders, 

indicating their willingness to accept changes, as has been proposed by other 

investigators (Bland et al., 1999, Huczynski & Buchanan, 2001, Dastmalchian, 

Javidan & Alam, 2001, Hofstede, 1996, Javidan & Dastmalchian, 2003). 

Our results concerning organizational values show that academic leaders should take 

into account and plan to improve the low rating of humanitarian, physical, and 

societal values. Deficiencies in these areas can increase the risks of conflicts and 

physical and mental health problems. Surprisingly, the Iranian medical faculty 

members indicate that the aspects of religious promotion and job advancement are 

already strong, but they also reported that they would prefer to promote them even 

more. 

Study II also revealed significant differences between organizational culture and both 

work experience and academic rank. This is not surprising, given that 

professionalism is an evolutionary process. Furthermore, the pronounced difference 

between preferred and perceived situations in organizational culture, values, and 

routines as well as satisfaction with leadership, suggests that the faculty members 

would rather see improvements. 

7.3 DIMENSIONS OF ACADEMIC LEADERSHIP IN IRANIAN MEDICAL 

UNIVERSITIES (STUDY III) 

The integration of medical education and health care services in medical universities 

in Iran has led to complex changes and overwhelming tasks and responsibilities for 

both faculty and academic leadership. Unfortunately, this has resulted in a situation 

where large numbers of academic managers are not prepared to lead (Rowley & 
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Sherman, 2003). Many individuals who have achieved success have developed their 

career pathways after being selected for management positions (Duda, 2004). 

Despite that, they can still make broad and personal decisions that can turn out to be 

ambiguous (House & Aditya, 1997), especially when dealing with the medical 

universities, which now include complicated health services (Lee & Hoyle, 2002, 

Marion & Uhl-Bien, 2001, Yedidia, 1998). They also need to learn more about 

various dimensions of academic leadership so that they will be better equipped to 

manipulate the patterns of complexity in the medical universities (Marion & Uhl-

Bien, 2001, Morahan & Fleetwood, 2008). According to the results of Study III, this 

is exactly the case in Iran. Academic leaders in medical contexts are often required to 

play roles in diverse areas such as teaching, research, and health services, in addition 

to supervising administrative jobs that include financial and diplomatic tasks. They 

also perform extensive work at their own private clinics or hospitals, and those 

activities are obviously important to ensure their sense of professional belonging. 

However, all these dimensions do not enhance leadership. 

The results of Study III show that academic leaders in Iran are generally not satisfied 

with the way that medical schools and universities are run. It is apparent that they 

feel that the sharing of vision, goals, and strategies with faculty and staff members 

has not been successful. The participants point out that there is insufficient support 

for these aspects, even though the core concept of leadership is to inspire others to 

create and achieve a shared vision (Pace, 1995, Tierney, 2002). Transformational and 

collaborative leadership is at a low level in Iranian medical schools and universities. 

In agreement with other studies (Mallon & Jones, 2002, Ghedin & Aquario, 2008), 

our results indicate that academic leadership should better promote quality teaching 

by showing genuine appreciation for good teachers and by providing prompt 

feedback and efficient support. Research has shown that deficiencies in these areas 

can increase the risks of conflicts, low motivation and morale, and physical and 

mental health problems among faculty members (Kekäle, 1999, Zibrowski, Weston 

& Goldszmidt, 2008, Leaming, 2007). 

According to our results, academic leadership in Iranian medical universities is weak 

in relation to research, because it rarely supports such work performed outside the 
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universities, publication of results in international journals, or conference 

participation. Management support for research is also limited. Unfortunately, this 

situation is not conducive to publication of scientific work, as has been demonstrated 

in other investigations (Brennan & Teichler, 2008, Cohen & Siege, 2005, Skochelak, 

Barley & Fogarty, 2001). 

Academic leadership in Iranian medical universities is impaired by administrative 

burdens such as the following: lack of fair management; a climate not conducive to 

creativity and innovation; low motivation of academic leaders, faculties, and staffs, 

little respect and appreciation for faculty members; the absence of an efficient 

performance evaluation system. These deficiencies can be ascribed to a general 

inability to lead and manage (Alvesson & Sveningsson, 2003, Wingard, Garman & 

Reznik, 2004, Fairchild, Benjamin, Gifford & Huot, 2004), but also to a lack of 

autonomy and freedom of academic leadership (Altbach, 2001, Jones & Holdaway, 

1996). Management seldom collaborates with faculty to achieve reforms, and this 

may lead to a decline in morale, motivation, and job satisfaction (Baker, 1997, 

Kekäle, 1999, Demmy et al., 2002). 

The academic leaders, faculties, and staffs in our study indicated that they lack a 

feeling of ownership due to deficiencies in the areas of collective awareness of 

leadership climate, an aspect that has also been described by other authors (Loeser, 

O'Sullivan & Irby, 2007, Stringer, 2002). Additional deficiencies include mutual 

trust, accountability, and the scientific and academic environment of the medical 

universities, as has been found by Boyer & Butner (2007) as well. The academic 

leaders reported that they regard the government as the owner of the medical 

universities. Therefore, they expect there to be a top-down manner of governing, and 

they do not consider performance evaluation to be an important task. Furthermore, 

because of lack of accountability, they think that the evaluation process is difficult 

and time consuming for both faculty and administrators, which concurs with results 

in the literature (Guyatt et al., 1999, Larsson et al., 2003). 

Study III also revealed a significant imbalance between clinical and basic science in 

relation to leadership of teaching and research performed by academic leaders. This 
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is reflected by the fact that the respondents give greater consideration to research 

than to teaching, whereas they should actually be given the same amount of attention. 

Such a situation can affect the success of management and the morale of faculties 

(Leaming, 2007, Shortell & Kaluzny, 2006). We also found pronounced differences 

between preferred and perceived situations with respect to shared vision, goals, and 

strategies, as well as teaching, research, administrative leadership, leadership 

climate, and satisfaction with academic leadership. These findings imply that the 

current situation is far from optimal and also suggest that there is a need for 

restructuring the medical academic leadership in Iran. 

7.4 ADDRESSING THE CHALLENGES THAT FACE ACADEMIC 

LEADERSHIP IN IRANIAN MEDICAL SCHOOLS AND UNIVERSITIES 

(STUDY IV) 

We found nine major challenges that are currently facing medical academic leadership 

in Iran. Undoubtedly, there are more challenges that did not emerge in our interviews 

or analysis, but those that were found are pressing enough to urge the attention of the 

MoHME. 

Academic leadership in Iran has the same political attitude towards leadership as the 

government does, which makes it ineffective in medical universities. This means that 

the boards of trustees of those institutions are run by politically appointed people rather 

than experienced university and science professionals. Accordingly, the government 

has control over the budgets and structures of the universities, including hierarchy and 

centralization. Moreover, the merging of the Ministry of Health with the Medical 

Education has opened the door to an extensive set of missions and responsibilities. 

This has led to work overload on top and middle managers in medical schools and 

universities, which has also been encountered in other contexts (Morahan & 

Fleetwood, 2008), and it has created an imbalance between authority and 

responsibilities. However, as other investigators have proposed (Yedidia, 1998, Supe 

& Burdick, 2006, Singer, 2003, Cohen & Siege, 2005, Maarse & Mur-Veeman, 1990), 

high pressure and complicated and integrated public health service systems cannot be 
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overcome with an extensive set of missions and responsibilities, as is now the case in 

Iran. 

According to the present results concerning selection of academic managers, the lack 

of belief in meritocracy has given room to a political attitude. Furthermore, this is 

reinforced by the illusion that there are no formal requirements for a managerial 

position, and that the only prerequisite is high commitment to the government. 

The managers of the Iranian medical universities and schools try to control 

management instability by avoidance-oriented coping. They believe that simply 

blaming it on external pressures like bureaucracy and centralization can help them get 

more support and fulfill their needs. This can open the door to conservatism, personal 

benefit, a tendency towards maintaining the status quo, and day-to-day management 

rather than effective leadership, which have also been observed by other researchers 

(Mercer, 2006, Elenkov & Manev, 2005, Demmy et al., 2002, Longo, 2007). A 

mismatch between authority and responsibilities generates uncertainty about 

accountability and academic freedom, two qualities that are necessary to enable 

medical universities to make policies and decisions about students’ admission, 

residency, and human resources, as well as pay systems, goals, and strategies. Clearly, 

the academic leadership of such institutions in Iran suffers from unprepared leaders. 

Therefore, development of staff members, especially leaders, is a must. 

Transparency and frankness are disappearing in the organization, along with mutual 

trust and respect. Unfortunately, Iranian academic leaders have lost the spirit of 

achievement and gained a negative attitude and a clinician-versus-academic view. 

However, this is not unique to Iran, in that similar situations have been observed in 

other countries (Middlehurst & Kennie, 1995, Hickson, Pichert & Webb, 2007, 

Whitcomb, 2007, Loeser, O'Sullivan & Irby, 2007, Elenkov & Manev, 2005). Another 

important factor is that there are large difference in income between academics and 

clinicians in Iran, which has led to low motivation and reluctance to accept managerial 

and leadership positions in academia. 

Boss-centered management is also prevalent which challenges effective academic 

leadership. Historically, this has its roots in the Iranian culture of large power distance. 
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Moreover, medical universities have a centralized, governmental, and highly 

hierarchical structure with a boss-centered task description, which however, is not 

unique to Iran (Javidan & Dastmalchian, 2003). 

A number of investigators have emphasized that higher education institutions need a 

leadership that can create new perspectives, cooperation, empowerment, and 

innovation by legalizing and observing moral principals (Noorshahi & Yamany Dozi 

Sarkhabi, 2008, Souba, 2004). Resistance to reforms in medical education and lack of 

management stability have favored the health services over research and education 

(Yedidia, 1998). 
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8  CONCLUSIONS AND PRACTICAL IMPLICATIONS 

The system of management of higher education in Iran has gone through changes in 

recent years, which started with implementation of medical education reforms that 

included transitioning from a centralized to a decentralized university-based system. 

Because the medical education management system is only partially under the 

control of medical faculties, challenges to reform are to a certain extent the result of 

being confronted by the reality that capacity to change is only partly within the 

power of the institution itself. Indeed, medical universities may not have sufficient 

statutory powers to prove the need for transformation of the managerial system. 

The situation for academic leadership is exacerbated by problems such as lack of 

appropriate budget, supervision, and expansion of health issues. Arguably, those 

selected as academic leaders sometimes lack the required merits or appropriate 

qualifications, and thus tend to be conservative. This is astounding, given that such a 

leadership position often carries direct responsibility for many hundreds of people 

including staffs and patients, a large budget, and the clinical quality. Criteria 

supporting academic leadership have been related to politicization, informal groups, 

and external forces. In order to give medical leadership proper recognition, and to 

encourage sensible career development, it is contended that a transparent and 

consistent approach must be adopted. Departments are the most important units 

supporting medical universities, because they have the highest potential for 

transformation. Iranian academic leadership needs to restructure itself into a 

department-based system that decreases the multiple levels of decision making, while 

increasing department autonomy in favor of participatory decision making. Even in 

Iran, such a structure would also decrease the phenomenon of power distance within 

the Iranian medical universities, and it would achieve the desired atmosphere of high 

levels of mutual trust and respect and increased academic productivity. 

Effective academic leadership in Iranian medical schools is hampered by 

organizational routines, such as politicization, centralization, bureaucracy, 

conservativeness, lack of meritocracy, and instability of management. 
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The observation that the faculty members in our studies indicated only a moderate 

level of satisfaction with academic leadership might be interpreted as their 

acknowledgement of resignation. Consequently, medical school management needs 

to create a balance between freedom and authority in order to reconstruct its 

organizational authority, culture, values and beneficial routines. The most important 

factor for effective academic leadership of Iranian medical schools is to possess 

appropriate managerial skills to tackle the tension between management and 

academic leadership and faculty members. It is also necessary that the system be 

restructured to achieve more rationalized supervision and that the authority and 

autonomy of executive leadership be increased to facilitate decision making. 

The attitudes of policy makers and the MoHME in Iran should be scientific, 

effective, and moral in nature. Changing to such conditions would increase the 

autonomy and authority of faculty members and academic leaders. Moreover, faculty 

ownership and partnership in the medical schools would no doubt facilitate 

development of more effective leadership in those institutions. 

It seems that academic leaders of medical schools and universities in Iran do not 

provide the support and commitment necessary to achieve shared vision, goals, and 

strategies; nor to promote teaching, research, and administrative leadership or an 

efficient leadership climate. These leaders have to deal with overwhelming tasks and 

responsibilities, and they are not sufficiently prepared to lead. Also, the medical 

universities do not offer appropriate practical support for scientific endeavors and 

efforts that can lead to international ranking. The decision makers in those 

institutions should be aware of the need to further develop and consider the 

implications of academic leadership. We recognize the role of faculty-based 

leadership and associated views and concerns about academic leadership. 

Therefore, we suggest that the government shares the overseeing of medical 

universities with the faculties. The potential significance of our results is to assist the 

MoHME in preparing educational programs that can improve or help restructure the 

existing leadership of the medical schools and universities. We believe that a well-
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organized academic leadership in Iran can play a larger role in achieving a more 

efficient medical education system that is integrated in the health care organization. 

It will also be necessary to better designate authorities, roles of academic staffs and 

governance. The MoHME should evaluate the advantages and disadvantages of the 

restructuring of the Iranian health care system and medical education, and it should 

also help manage the critical needs of leader and leadership development. 

We have presented a number of pressing challenges that require effective leadership at 

both the organizational and the ministerial levels. However, we do not propose any 

solutions, although we are committed to highlighting a part of the quest for effective 

academic leadership that can respond to the challenges we described. 

8.1 IMPLICATIONS FOR LEADER AND LEADERSHIP DEVELOPMENT 

According to Wisniewski (2007), higher education should strive to develop academic 

leadership practice if it wants to engage institutions and their faculties in managing 

changes in order to respond effectively to complex educational, social, political, 

economical, and globalization concerns. For this reason, higher and medical education 

in Iran needs a larger investment by the government. The government must take stock 

of existing problems, analyze future patterns of demands, and create balanced systems 

of education that call on the strengths of public and private providers. This thesis 

hopefully will help the government with just that, but it also provides practical 

implications on how to act upon it. 

I recommend starting academic leadership development programs in Iran with an 

implementation phase with two components. A set of short term programs for leaders 

development in order to understand the system of academic leadership and 

governance. A long term agenda should instead focus on academic leadership reforms: 

structural (governance, leadership, stewardship), cultural (academic norms, values and 

routines), managerial (rules and regulations) and relationship-building between the 

medical education system, organizations and people in society. Another 

recommendation is to focus on interorganizational leadership development by 

networking with and lobbying influential people and organizations in society. The 
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Iranian government should also clarify and define its role in higher education and 

explain what it can deliver, fund, and offer as facilitator and regulator. It should also 

state what student should contribute in terms of money and commitment. 

8.1.1 Leaders development 

According to Dill (1982), the survival of universities will depend upon the application 

of the skills of leadership and management. Therefore, Iranian universities should then 

provide continuing education for top managers (e.g., chancellors and deans) 

emphasizing educational leadership and management skills. Continuing education, 

pamphlets, short and long term courses or workshop are useful ways to develop 

academic leadership. I also recommend the establishment of transparent criteria for 

required competencies when selecting candidates for academic management. Iran may 

adopt the four competences proposed by Larsson et al., (2003): task-related 

competence, management-related competence, social competence, and capacity to 

cope with stress. Besides, there are also general competences, as put forward by 

Batalden et al., (2002), to take into consideration, including medical knowledge, 

practice-based learning and improvement, professionalism, interpersonal skills and 

communication, system-based practice and patient care. 

8.1.2 Leadership development 

The field of leadership development is undergoing a shift from an exclusive focus on 

leaders to a broader understanding of leadership (Day, 2000). One recognized 

leadership development strategy is the identification and development of individuals 

into positions of authority. In stable and predictable environments, this strategy has 

merit. However, in unstable and unpredictable contexts, researchers are testing more 

fluid, emergent, work-based, and rationally-focused approaches. Hence, Iranian 

universities should recognize the need to develop new practices and new leadership 

development focusing on the collective, e.g., culture, values, and routines by working, 

as Drath (2001), suggests across boundaries of function, organization, and industry, as 

well as culture, distance and time. Iranian university therefore should focus on the 

collective work such as together setting directions, creating alignment, and building 

commitment which are carried out through the management or leadership hierarchy. 
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To enhance a team learning process, team education can be used to yield team-building 

skills, to increase retention of learners and sustain knowledge and skills in the Iranian 

university workplace. As Leatt & Porter (2003) suggest, academic leadership 

development should be based upon three elements: individual leadership knowledge 

and skills, organizational improvement and strategic positioning of the organization. 

Iran should consider practical methods of leadership development such as management 

training (fellowships, field experiences and the likes), 360-degree feedback, executive 

coaching, formal mentoring, networking, job assignments and action learning (as 

explained earlier in the thesis). Medical universities should plan development 

programs based on principles of adult education which are reflective, interactive and 

participative with a focus on learning. These programs should also be interdisciplinary, 

that is, academic leaders should be able to work effectively across disciplines. In 

practice, this means that academic leadership in medical universities needs to develop 

physician-leaders, nurse-leaders, and leaders in other professional groups. Team 

participation and team leadership skills should be continuously developed by 

practicing good team behavior in stimulating environment and receiving immediate 

feedback in order to improve their skills. My expectation is that this scientific work 

will stimulate the Iranian Government and the various medical universities around the 

country to improve academic leadership which afterwards can launch the Iranian 

scientific community into the 21st Century. 
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