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[bookmark: _Toc463430125]ABSTRACT
The need of linking medical leadership to the performance of medical institutions on the leadership development of all doctors has started earlier. This study designed to assess the proportionality of male and female leaders in medical field specifically to look the composition and challenges of medical leaders in regional hospitals, taking Dar es Salaam region as a case. On reaching to the intended objectives, Eighty medical and dental doctors from the respective departmental leadership positions within regional hospitals were interviewed and data on demographic and leadership was filled in a special designed questionnaire  and data was analyzed by using content analysis method and results reported through tables and graphs altogether. The study findings revealed that, departmental medical leaders around 31- 40 hold senior position as with male predominance. The issue of financial challenge is the most common factor for effective leadership staffing and poor staff morale.  It was also identified that, Moreover, the basic criterion used to place and get leaders in regional hospitals is the level of education of a person and therefore, it was identified that, majority of leaders admitted in regional hospitals have leadership educational background. However, researcher found that, there were very few women leaders with high education, most of women leaders in the hospital were possessing certificate only. It was recommended that various strategies have to be set out to promote women into leadership position. Medical postgraduate level should incorporate leadership training as to solve the need of leaders in medical field. Formal leadership education should be set as added criteria for appointment of leaders in medical institutions.


TABLE OF CONTENTS
CERTIFICATION	i
COPYRIGHT	ii
DECLARATION	iii
DEDICATION	v
ACKNOWLEDGEMENT	v
ABSTRACT	vii
CHAPTER ONE	1
1.0 INTRODUCTION	1
1.2 Background to the Study	1
1.3 Statement of the Research Problem	2
1.4 Objectives	4
1.4.1 General Objective	4
1.5 Research Questions	4
1.6 Significance of the Study	4
1.7   Scope of the Study	5
1.8 Organization of the Study	7
CHAPTER TWO	8
2.0 LITERATURE   REVIEW	8
2.2 Theoretical Literature Review	8
2.3 Empirical Literature Review	12
2.4   Conceptual Framework	19
CHAPTER THREE	21
3.0 RESEARCH METHODOLOGY	21
3.1   Introduction	21
This chapter presents the methodology used to collect and analyze data for this study. The chapter explains the study design, area of the study, the population of the study, sample size and sampling techniques. It also explains data collection techniques, data analysis plan, data validity and reliability as to get information which is valid based on the valid instruments.	21
3.2 Study Design	21
3.3 Period of the Study	22
3.5 Population of the Study	23
3.6 Sampling Technique	23
3.7 Sample Size	24
3.10 Reliability and Validity of the Data	26
3.11 Data Processing	27
CHAPTER FOUR	27
4.0 DATA PRESENTATION ANALYSIS, AND INTERPRTATION	28
4.1 Introduction	28
4.2 Discussion of the Findings	37
5.0 CONCLUSION AND RECOMMENDATIONS	43
5.1 Conclusions	43
5.2 Recommendations	44
5.3. Future Research Studies	46

LIST OF TABLES
Table 4.1: Distribution of medical leaders by age and sex….……………………..30
Table 4.2: Leadership challenges among medical leaders………………………….33
Table 4.3: Leadership educational background among medical leaders…………...36
Table 4.5:Leadership education requirement among medical leaders………….......39
Table 4.4: Leadership Education among Medical Leader……………………….....37
Table 4.6: Leadership work experience in medical leaders………………………...41
Table 4.7: Relationship between sex  and Medical Leadership…………….……..42






LIST OF FIGURES
Figure 4.1 Distribution of medical leaders by age and sex…….............................31
Figure 4.2 Leadership challenges among medical leaders ……….………………...34
Figure 4.3 Leadership educational background among medical leaders……….......36


		

[bookmark: _Toc388438186]
LIST OF ABBREVIATIONS
CEO		Chief  Exécutive Officier 
CFO		Chief Financial Officer
CMO		Chief Medical Officer
MBA		Masters of Business Administration
MPH		Masters of Public Health 
[bookmark: _Toc388438197] MD		Medical Doctor
1

	18
53

DDS	           Doctor of Dental Surgery
[bookmark: _Toc463430126]CHAPTER ONE
[bookmark: _Toc463430127]1.0 INTRODUCTION
1.1 Introduction
This chapter contains covers Introduction, Background of the study, the statement of the research problem, outlining of the research objectives (General and Specific objectives), then Research questions (General and specific questions).

[bookmark: _Toc463430128]1.2 Background to the Study
Women  are reported  to be similar as men in leadership behavior, problem solving, cooperation and competition and managerial (Duehr & Bono, 2006; Lirtzman & Wahba, 1972 and Terborg, et al., 1977). However, there exists gender differential  treatment favoring men in selection, salaries, promotion, policies,  employee  utilization and their development (Hough & Oswald 2000 Dipboye, et al., 1979 Terborg & Ilgen, 1975). This differential treatment can be explained by the research as showing that women lacks aggressiveness and leadership capacity often needed in leadership positions. 

Various writing has shown that, women are perceived as being dependent, passive, subjective, and too emotional and lack competitiveness, ambition and are unfit for managerial positions. Dubno (1985) Bell et al (2002) and Schein et al (1989) pointed out that, there is a concern that as more women participate in and lead work organizations, the health and well being of women have important implications for institutional performance due to the fact that women face unique health issues. During medical training period and in many other formal educations, little emphasis is made on leadership training rather the focus become on educational process itself and on health and disease process. Once the training period has been completed, the physician enters into the practice of medicine where not only clinical or research skills are required, but an increasing level of leadership is also fundamental (Duda, 2004). Baker and Daginawala (2011) noted that, Leadership in medical Institutions has been faced with many challenges which make most of medical Institutions to perform poorly. In recent years leadership training has started to be provided to doctors and medical students. These trainings incorporate three programs in cooperating medical degree, leadership education and MBA/MPH degree. Study in America shows that there has been rapid growth in the number of MD/MPH and MD/MBA programs available to medical students. 

However, there is a scarcity of similar programs accessible to trainees during or just after residency or masters training. Cleveland Clinic Academy has been established in US in 2006 specifically for doctors leadership development and training, and several medical leadership programs has been established (Kebede et al 2010). Ethiopia and America has reported significant improvement in medical leadership skills following leadership education (Fruge, et al., 2010, Kebede, et al., 201). 

According to (Baker & Denis, 2011), Transforming health care organizations to improve performance requires effective strategies for engaging doctors and developing medical leadership. Despite the fact that, the Tanzania  government strives to expand its boundaries over placing women in medical leadership, it is observed that, still such efforts considered to be lower compared to the number of men in senior position. This push the researcher to assess composition and challenge of medical leaders in regional hospitals, taking Dar Es Salaam as the case of the study.

[bookmark: _Toc463430129]1.3 Statement of the Research Problem
Increasing number of women graduating as medical and dental doctors indicate that more women are now refusing traditional perception of appropriate sex role behavior and are now pursuing well in education as well as in work compared to previously regarded  male carriers. In leadership and management positions within organizations, women are less represented (Nonnemaker, et al., 2000). This is due to numerous factors which prevent women from realizing their full potential as leaders (Deepack, et al 2014). Women are also reported to be less interested on heavily committed senior posts, academic and leadership positions. Studies have been done in Western countries to asses relation of sex and medical leadership but few studies has been done in Africa (Baker, et al, 2011) .

It is estimated that, women compose 78% of the healthcare industry's workforce and are the largest consumers of healthcare. Despite that the proportion of women in medicine is up growing, women usually are employed with routine work and low remuneration ( Nonnemaker, et al, 2000, Martin, et al, 1988). Study conducted in Finland shows that female doctors are largely excluded from decision making in medical (Kane-Berman, 1989). Few studies have been done to show the relation between sex and medical leadership and the challenges they face. In medical field, today it has identified that, it is observed to see doctors to take more significant leadership roles in the healthcare professional. Medical Leadership require doctors to develop strong personal and professional values, a range of non-technical skills that allow them to lead across professional boundaries, and an understanding of the increasingly complex environment in which 21st century healthcare is delivered. Developing these attributes will require dedicated resources and the sophisticated application of a variety of different learning methodologies such as mentoring, coaching, action learning and networking (Warren & Carnall, 2011). As it is evidenced from several national and international studies and assessments, the equality number and equity against women and men in the position especially in leading medical departments is still challenging and little study has been made to asses this problem. This study therefore intends to assess the Composition and challenge of medical leaders in regional hospitals, Dar-es-salaam Tanzania.

[bookmark: _Toc463430130]1.4 Objectives
[bookmark: _Toc463430131]1.4.1 General Objective
To evaluate the composition and challenges of medical leaders in regional hospitals in Dar Es Salaam
1.4.2 Specific Objectives
The specific objectives of this research were to: 
i. To assess distribution of medical leaders by age and sex in regional hospitals.
ii. To evaluate leadership educational background among medical leaders in regional hospitals.
iii. To find out the most common leadership challenge among medical leaders in regional hospitals.
[bookmark: _Toc463430132]1.5 Research Questions
The research questions addressed in the current study include:
i) What are the most common age and sex among medical leaders?
ii) What is leadership education background among medical leaders? 
iii) What are the most common leadership challenge among medical leaders? 

[bookmark: _Toc463430133]1.6 Significance of the Study
This dissertation has the following benefits;
i) To reveal out the relative involvement of females in medical leadership positions and weakness in medical leadership which lead to poor performance of Medical Institutions.  
ii) The beneficiaries of the research would be Medical Institutions, Hospitals and medical universities. Findings may be provided to Medical Universities as to identify the gaps in their doctors training in leadership which may lead to their poor performance in leadership positions thereby making necessary adjustments in their training to suit the need.
iii) Also, the study results would assists in the raising awareness of the main challenges facing medical leaders. 
iv) It also may be refereed as to assist in motivating medical professionals in attaining formal leadership education. 
v) Findings of the study would be provided to research medical Institutions to assist them in doing necessary amendments for better performance and better service delivery of the Medical Institutions.

[bookmark: _Toc463430134]1.7   Scope of the Study
In Tanzania, generally there is low quality of medical services. In private hospitals quality of services has slightly improved but with low affordability of the services. One among other factors which lead to poor medical services is bad leadership or management of medical services. Medical leaders many of them are doctors who went to colleges as to become doctors and nurses and neither health manager nor leaders. There is no provision of managerial training in any health professional in Tanzania. This lead to new graduates with no managerial and leadership skills or experience to be given a big chances of to be in management and being in supervisory responsibilities. 

In hospital setting, decision making that largely affects the quality of care largely occurs at lower level of management hierarchy. Equally importantly, it is largely clinicians such as departmental leaders and not general managers, who make these decisions.  This means that most decision making that affects the quality of care (and even some aspects of organizational efficiency) is actually out of the hands of hospital managers it occurs in a completely different setting from the boardroom or office, namely, in the ward and operating theatre. Therefore, decentralized clinical leadership may be a good strategy for achieving the level of quality and efficiency that is required for hospitals. Historically, the assumption has been that doctors and nurses simply look after patients, while administrators simply look after the organizations that treat them. There have also been poor relationships between clinician (especially doctors) and managers. This is due to different backgrounds, training, social status and perspective. 

Medical leadership has the potential to address the structure cause of inefficient and poor quality of care namely, overly centralized, bureaucratic and unresponsive decision making and organizational cultures. It has the potential to transform underlying values and management processes by placing the provision of good quality care at the heart of an organization’s management efforts, creating an organization wide shift in management culture, building management systems that support the clinical process actively, drawing on the leadership potential of clinicians, releasing potential innovation through unifying the efforts of managers and clinicians and strengthening the accountability of the whole organization to delivering good quality of care.
It has been observed that, while females are increasingly graduating as medical doctors, there is no proportionality on the increase of number of females in medical leadership positions. Therefore this research was conducted in Dar-es-salaam Regional Hospitals, where there is large number of medical and dental doctors. Since Dar es Salaam is the large city, large number of graduating medical doctors and medical specialists prefer to work.

[bookmark: _Toc463430135]1.8 Organization of the Study
The research involve only five chapters, whereas  in chapter one it covers various parts including Introduction, Background of the study, the statement of the research problem, outlining of the research objectives (General and Specific objectives), then Research questions (General and specific questions).

Chapter two, covers several aspects like Literature review, Theoretical review, Empirical review (from different studies). 

Chapter three includes methodology of the study, study design, period of the study, study setting, sample size, area of the research (which is Dar Es salaam Regional Hospitals), Sampling design and procedures, Variables, Measurement Procedures, and Methods of data collection.
 
Chapter four involves the analysis and presentation of the findings by the use of content analysis method. 

Final chapter which is chapter five will includes conclusions and recommendations of the study include References and Questionnaires, Limitation of the study, Reliability and Validity of the data and Data processing and analysis.
[bookmark: _Toc463430136]CHAPTER TWO
[bookmark: _Toc463430137]2.0 LITERATURE REVIEW
2.1	Introduction
This chapter has two parts which are conceptual framework and related literature as attempts to review different related work and research about problems opted by a researcher. Literature from various sources includes books, journals and electronic data ware used. This paper is a practical example of assessing Composition and challenge of medical leaders in regional hospitals, Dar es Salaam Tanzania.

[bookmark: _Toc463430138]2.2 Theoretical Literature Review
Leadership is a process whereby an individual influences a group of individuals to achieve a common goal.  A leader must set a direction; he must equip those he leads to go in the direction he sets; and he must design the organization he leads around instruction. This involves clear communication of his vision, wise investment of resources, focus upon the goal, development of relationships and reference to the evidences of success as they occur.  It is essential for the leaders to understand the context which they are leading (Attri  2014). 

Leadership is the key to progress, success and survival of any group. It is the secret of the success of any organization, business enterprise, political or Governmental institution, religious congregation or an educational agency. Good leaders are made not born. Good leaders develop through a never ending process of self-study, education, training, and experience. While many leadership characteristics can be learned, interest and shared values with the organization will drive success. Understanding how to motivate and inspire a team can be taught and is a critical skill for any leader (Northouse,, 2010). According to Attri, there are different leadership theories such as great man, behavioral situational, participative and contingency theory (Attri, 2014). Great Man theory assumes that the capacity for leadership is inherent that great leaders are born not made. Behavioral theory of leadership is based upon the belief that great leaders are made, not born. Situational theory proposes that leaders choose the best course of action based upon situational variables. Participative leadership theories suggest that the ideal leadership style is one that takes the input of others into account encouraging participation and contributions from others. Contingency theory of leadership focus on particular variables related to the environment that might determine which particular style of leadership is best suited for the situation, that no leadership style is best in all situation (Attri,  2014).

To Eagly & Johnson, (1990), and Goleman, (2000) there are six distinct leadership styles which are autocratic afflictive democratic, pacesetting, coaching and commanding. A study shows that leaders who get the best results do not rely on just one leadership style; most of the styles are used. However, women leaders prefer democratic or participative style and a less autocratic or directive style than did men. To manage is to bring about and/or accomplish goals. In contrast, to lead is to influence, guide, build commitment, and convince others of a vision. The tasks of management and leadership overlap. The difference between managers and leaders, lies in the conceptions they hold, deep in their psyches, of chaos and order. Managers embrace process, seek stability and control, and instinctively try to resolve problems quickly--sometimes before they fully understand problems significance. Leaders, in contrast, tolerate chaos and lack of structure and are willing to delay closure to understand the issues more fully.  Organizations need both managers and leaders to succeed, but developing both requires a reduced focus on logic and strategic exercises in favor of an environment where creativity and imagination are permitted to flourish. However, whereas leadership is identified as an important aspect of conventional management, leadership becomes a much more critical and interlinked component (Mandell & Keast, 2009MZalenika, 1977).

Kvaerner, et al. ( 1999), noted that, Medical leadership is leadership in health care system such as chief executive officers or senior consultants of the hospitals or clinical departments, professors and principal research officers, and central and local government medical officers. Clinical leadership is transformational leadership provided by practicing doctors who drive improvements in the quality of care through innovation, either through formal participation in clinical leadership activities or through informal role modeling and mentorship. Clinical leaders can be any type of health professional, although they are most commonly doctors and nurses. 

Importantly, they continue their clinical work on a part time basis: this is what allows them to keep patient care at the heart of management, understand what is needed to protect the quality of care and retain the respect of the clinicians and other staff they lead. One of the most common mechanisms for strengthening clinical leadership is the creation of clinical directorates headed by clinician who is usually supported by a general manager. The clinical director overseas clinical processes and also puts in place appropriate management systems so that he/she can manage the budget, human resources and procurement effectively. Departmental medical leaders are clinical leaders under clinical director. Leadership also has to penetrate into all parts of the organization: this need for ‘’distributed’’ leadership means that a large number of clinical leaders need to be involved, organized into team working on specific clinical areas or ‘’clinical micro-system’’ This must happen together with a new approach to leadership that is shared and collaborative, extending across both organizational and professional boundaries. Sex and gender are two interrelating terms. Sex refers to the biological aspects of being male or female. Gender typically refers only to behavioral, social, and psychological characteristics of men and women.

Therefore, sex referred as  biological and gender as a social characteristic of human being (Deaux, 1985). In the Western world, as medical profession was emerging around16th century, there were biases in practicing along class and sex lines. Women were denied entry to the Universities and considered unfit for the medical profession thus was largely excluded from formal medical education and profession. However there was no such obstacle to the nursing profession because they were regarded as servants so the right profession for women. 

Women faced great obstacles into medical profession to the extent that by 1870 only two women were officially registered as medical doctors across US and UK. Even women, including Queen Victoria, were against the idea of women practicing medical doctor a bias which persisted well into the second half of the 20th century. This obstacle extended to traditional women healers and midwives where they were persecuted as witches by male dominated medical profession. The explained situation from Western world shows that women were sidelined from just doctor profession considered as a higher status carrier for males not mentioning leadership in medical profession (Ebrahimnejad, 2003 Halford, 1998  Unterhalter, 1985 Kane-Berman, 1989 Heilman et al. 1989).

[bookmark: _Toc463430139]2.3 Empirical Literature Review
Several studies has been made and realize that, there is lack of advancement of women into leadership position in healthcare industry (Carnes, et al, 2008 Bell, et al, 2002 Dunham, 2007).  A study conducted to assess the reasons of few female medical leaders centered on the constraints of traditional gender roles, manifestations of sexism in the medical environment and lack of effective mentors addresses barriers ranged from individual or one-on-one interventions (e.g., counseling, confronting instances of bias, and arranging for appropriate mentors) to institutional changes (e.g., extending tenure probationary periods, instituting mechanisms for responding to unprofessional behavior, establishing mentoring networks across the institution (Bell, et a,. 2002). 

A Studies conducted to check out the  effects of presence of female in leadership positions like management board provide benefits and resources indicated that existence of women leadership positions positively influence the control within companies and therefore the financial performance. The explanation of the positive effect of female leaders’ existence on the effectiveness of the management board of conflicts is in the low level of conflicts within these institutions. This supports the theory stating that women are more interested in cooperation and collaboration than male who put greatest emphasis on hierarchy. Females feel a strong need to reach a consensus to resolve conflicts as best as possible.  Gender diversity in leadership position increases efficiency and even calls for more women in management team or board of directors  (Yedidia & Bickel, 2001). Norway study on probability for all leadership positions while women are underrepresented in higher medical  administrative positions indicated that 14.6% of  the men were leaders compared with 5.1% of  the women (Kvaerner, et al, 1999). In South Africa women directorship has increased from 10.7% in previous annual census to 11.5% in 2006. However, there was decrease in the number of women senior executive managers from 19.8% to 16.8% despite a significant increase in the number of executive managers from 5558 to 7890 in 2006, thus indicating a much larger male selection for the position than females which is a concern (Helm, 2004).

To increase the percentage of females in leadership positions and implicit in gender diversity in leadership positions, in several countries around the world, particularly in Europe, there have been introduced mandatory percentage of female directors. More and more countries require companies to report their strategies on the increase of gender diversity in the annual reports. If these standards are not met, it is required a written justification in the annual report. Norway passed a law requiring that 40% of managers of a company to be female. Spain has adopted a legislation that requires a minimum of 30% for the percentage of female managers. Men have a highest probability of leadership compared to women. The mean age for female leaders was 50years and for male leaders 53years (Kvaerner, et al, 1999) Deepak reports the age of respondents  from 21 years to 60 years with the majority (45.1%) represents the age group of 31years-40 years. Out of total respondent 84.3% of the respondents were male and from private hospitals (64.7%,) Almost 45%  respondents were currently working as a hospital manager/administrator represents middle level managers (37.3%,) responsible for tactical jobs according to management hierarchy and  level of management. Studies have identified a negative relationship between institutional performance and the age of leadership or of the people from the Board of Directors. As the Chairman gets older, the company’s performance decreases. If Chairman of Board of Directors has a older age it often shows that he has more experience, but this has not positively affect company performance. Reasons are reported due to reduced ability to bring originality in the company, to be creative, to innovate in terms of strategic. Due to age, most often they prefer un-risky investment projects. Moreover managers may have resources invested in the company and therefore they prefer strategies, projects less risky and opt for a modest dividend distribution, but secure to provide them secure income after retirement.

To have a young team in the management board means variety, perspectives, innovation and hard work to achieve a higher performance. An older member, even approaching retirement is often an honorary member, who brings value to the company by his presence, personal prestige which he has enjoyed. It is true that without adults, the young ones have little learning. To add  the literature on number of women in leadership positions in hospitals, the University of Michigan conducted a study to identify the gender of chief hospital administrators in the United States (Dunham, 2007). The results revealed that of the 474 chief administrators of the top hospitals, 24%  were women (Dunham, 2007). The results also revealed that nearly one-third (33%) of the Solucient 100 Top Hospitals employed no female chief administrators, and another third (34%) employed one female chief administrator. Female chief administrators were far more likely to be chief information officer or CHR [chief human resources officer] (43%) rather than CEO, COO, CFO [chief financial officer], or CMO [chief medical officer] (16%). Out of 100 top-performing acute care hospitals in the United States, only 15 employed a female CEO. A study in America shows that women hold more departmental head or junior leadership positions than chief administrative positions. (Dunham, 2007).

In Norway, medical specialties with high proportions of women have more female leaders. Specialties with more than 24% of women are women (neurology (25%), radiology (26%), dermatovenereology (28%), occupational medicine, pathological anatomy, and psychiatry (29%), obstetrics and gynecology (32%), and child psychiatry (59%) (Kvaerner, et al 1999). Academic medicine reported the commonest carrier holding leadership positions accounting 57%  for men aged over 54 years compared with 39%  for women in the same category as well as  commonest carrier in women (Nonnemaker, 2000). Women leaders are prevalent in public heath where working hours are regulated. In hospitals there was a positive relation between proportion of women in the specialty and the probability of leadership (Kvaerner, et al 1999).

In UK women were significantly more likely than men to pursue an academic career. The numbers of women who advanced to the ranks of associate and full professor were significantly lower than the expected numbers. A total of 334 fewer women advanced to associate professor than expected, and 44 fewer women advanced to full professor than expected (Nonnemaker, et al, 2000). It is believed that coaching or mentoring from an experienced leader and  on-job experience (e.g., a management position)" are the most effective methods for developing physician leadership competencies(McKenna, et al, 2004). However a study by Fiedler shows leadership experience and training very often do not improve group and organizational performance (Fiedler, 1972). Health care poses special leadership challenges because of the complexity of health care institutions and because of the characteristics and training experiences of medical doctors, which may conspire against collaboration and willingness to follow and receive directions from others. In addition criteria for promotion to leadership in hospital/ academic institution often relate more to academic and clinical accomplishments than to skill in the  leadership competencies (Taylor, et al, 2008).

There are many obstacles to strong medical leadership. Medical doctors are often poorly prepared for leadership and there are few financial incentives to take up leadership positions, as well as limited career pathways. Organizational support is often weak and medical leaders may encounter resistance from their medical colleges who sometimes judge them for having gone over “the dark side” by participating in management processes. Clinical leaders’ attempts to institute effective clinical governance may also be stymied by persistent management hierarchies that do not recognize clinicians’ contributions or maintain “silos” that fragment the efforts of doctors, nurses and general managers or administrators. To solve medical leadership problems, medical leaders need leadership training and mentorship, starting at undergraduate level and persisting late into their careers. Importantly, the training should break from conventional business management approaches to respond to the unique features of the public health system and reflect a philosophy of shared, multi-disciplinary and transformational leadership. 

Souba and Wiley identified leadership challenges among medical leaders and found that 78% leaders identified financial as their most pressing leadership challenge, followed by weak institutional alignment (61%), staffing problems (33%) and poor morale (28%). Open, candid communication was reported as the most effective means of addressing these complex problems (Souba Wiley,2006  Yedidia conducted study with 22 medical school deans to identify challenges they face  and two main challenges were found; financial challenge and unprecedented competition in the clinical arena. The underlying sources for challenges were: imbalance between the breadth of their responsibilities and their authority to manage; lack of clarity in the dean's mandate; inadequate institutional support for pursuing the missions of the school; insufficient attention to identifying requisite expertise and abilities for effective performance on the job as dean; and an anachronistic search process (Yedidia, 1998). Stoller assessed the need for physician-leadership development.  A survey was conducted of senior executive members of the American Medical Group Association in 2005. Among the 98 respondents 45% were the chief executive officer/president. Seventy four percent indicated that the leadership “bench” lacked depth and only 36% expressed confidence in the adequacy of a physician-leader pipeline. 

Seventy percent reported more activity in physician-leadership development than in the past. Seventy one percent used formal training or formal education to develop physician-leaders, 18% used coaching and/or mentoring, and 19% used targeted leadership assignments to help identify and develop leaders (Stoller, 2008). Baker revealed that twenty six percent of chairpersons (of American Academic Radiology Departments) possessed leadership degree other than MD (Baker & Daginawala, 2011). It is reported that by educating medical students in medical leadership and integrating with a business management or public health degree program, doctors, health care organization and communities would benefit by getting better medical leaders. However there are few studies done in East Africa assessing the need of leadership education among medical leaders. The majority of the managers (66.7 %,) had obtained masters or higher academic degree and from the non administrative academic discipline (41.2 %,) currently managing the hospital. Similarly, 39.2% of the respondent obtained concentration degree in healthcare or, hospital management. Around 59% respondents have had no any formal training attained in regards to hospital management and administration. Medical doctors are the leaders in Hospitals and Medical Institutions. Medical doctors advancement into leadership has largely based on credentials, seniority, clinical and/or academic competency and political standing. These qualities, however, do not necessary make a strong leader and leadership success. On the course from medical training to practice and leadership or management skills, doctors often receive little, if any, formal training in leadership and management skills.  

Medical training has traditionally focused on individual responsibility with less emphasis on collaboration and teamwork, which can hamper development of interpersonal and communication skills for leadership. With increasing practice demands, doctors have little time to develop leadership or management skills and today’s fast paced health care environment leaves little room for the on job training. As a result, there is growing emphasis on ensuring that physicians are well equipped with the knowledge, skills, attitudes and values needed to play system leadership roles. It is clear that those medical doctors seeking and expecting leadership roles will need to acquire these competencies in order to be able to effectively lead the health care enterprise. Doctors who possess the right mix of leadership competences will be in high demand for the foreseeable future and are effective partners with hospitals and health systems to move toward a more accountable and efficient health delivery system. The end result will be healthcare that is higher quality, more affordable and safer for everyone (Crites, et al. 2008). The majority of the respondent (41.2%,) had experienced in managing hospital for three years to eight years and 21.6%  have less than three years in hospital management (Deepak, 2014). A study done in United States, Canada and Puerto Rico revealed that 278 individuals hold position of department chairs (250 men and 28 women).  The mean service time was 5.58±3.2 years (median 5 years). Female chairs serve for 3.42± 2.72 years(Stapleton et al. 2005)  On 2009 in America only 19% of tenured professors, 17% of full professors,12% of department chairs, and 11% (14 out of 125) of medical school deans in US academic centers are women (Zhuge, et al 2011). In any important investment or decision, one must understand the financial implications. 

Doing so requires understanding elements of accounting and finance including financial statements, taxes, interest rates, budgets, billing, and profit margins. This understanding is particularly important for physician leader who must communicate with financial experts. Physicians must accept that this task requires learning a new language, the language of finance and realize that they cannot direct this aspect of health care until they speak the language (Chaudry,  2008). Little information exists particularly in Africa about the distribution of medical leaders by sex and age and the presence of leadership education among medical leader

[bookmark: _Toc463430140]2.4   Conceptual Framework
The Conceptual framework is an illustration, either graphically or in a narrative form about the main thing composing the study. It entails the main variables and their hypothesized relationship among or between them. It simplifies the research, preparation task as it gives the general focus of the study (Kothari, 2004).Bellow is the conceptual framework of this study as pointed in Figure 2.1 below


Figure 2.1: Challenge of Medical Leaders in Regional Hospitals
Source: From field (2015)
From the figure 2.1 above, the leader is expected to create an empowering environment that includes having access information, support, resources and the opportunity for institution growth. However this leader must have support from top leaders like in the ministry and government in general. In all cases there are personal issues which may guide the leader like his qualification, experience and cultural issues which need to be observed. In our framework, the patient and supporting staff or people in the leaders capacity which is a collective term referring to the patient, client, family, and/or community, is considered a key decision maker in terms of ownership of goals and outcomes. Hence it is important to note that understanding of the role, interdependence, leadership owned by leader and the existing organizational structure can affect the outcomes. If the are positive then working behavior, work satisfaction, working as team in minimum conflict, patient/customer satisfaction will be high and the leader may stay longer in the working station.   
[bookmark: _Toc463430141]CHAPTER THREE
[bookmark: _Toc463430142][bookmark: _Toc388438198]3.0 RESEARCH METHODOLOGY
[bookmark: _Toc162899151][bookmark: _Toc444434521][bookmark: _Toc463430143]3.1   Introduction
[bookmark: _Toc444100479][bookmark: _Toc444434522][bookmark: _Toc463164489][bookmark: _Toc463430144]This chapter presents the methodology used to collect and analyze data for this study. The chapter explains the study design, area of the study, the population of the study, sample size and sampling techniques. It also explains data collection techniques, data analysis plan, data validity and reliability as to get information which is valid based on the valid instruments.

[bookmark: _Toc463430145]3.2 Study Design
Research design is the general plan of how the researcher goes to answer his/her questions basing on the clear objectives of the particular research (Hough, et al, 2000). It is an arrangement of conditions for collection and analysis of data in a manner that aims to combine relevance to the research purpose with economy in procedure  (Mandell & Keast, 2009).

[bookmark: _Toc388438199]On this study, researcher opted to use a case study research design in which from this type of design, a researcher needs to involve detailed investigation and in depth study of a particular research problem rather than a broad statistical survey or comprehensive comparative inquiry of a problem under the study .  A case study is a comprehensive description and analysis of a single situation (Ebrahimnejad, 2003). Within Case study strategy, the boundaries existing between the phenomenon being studied and the context within which was studied are not clearly evident (Attri,2014).   The reason behind choosing this type of study design was that, is due to its simplicity in producing answers to the research questions of the study.
[bookmark: _Toc463430146]3.3 Period of the Study
The study was conducted for six months from January to June 2015.This period was set by a researcher so as to get enough time to collect data due to the spread of respondents as they were from three different regional hospitals.

[bookmark: _Toc388438200] 3.4 Area of the Study 
[bookmark: _Toc388438201][bookmark: _Toc463430147]Dar Es salaam Regional Hospitals were the area of study chosen by the researcher to observe the existing gender relationship in medical field specifically in leadership position. Dar es Salaam is located at 6°48' South, 39°17' East (−6.8000, 39.2833) is the largest city of Tanzania and the largest city in eastern Africa by population, as well as a regionally important economic centre. It consists of five boroughs or administrative districts Kinondoni, Ilala, Ubungo, Temeke, and Kigamboni. The region had a population of 4,364,541 as of the official 2012 census. The reasons for selecting this area is because, most doctors like to resides especially specialist doctors and it is only region with many regional hospital namely Temeke, Amana regional hospital as Ilala and Mwananyamala regional hospital, all together  located in one region hence it was possible to get different specialist doctors  and many medical leaders of different medical departments. Another reason is that, Dar es Salaam is the place where researcher live and work, hence the choice helped the research to balance the use of time, save money as to collect genuine data due to the familiarity of areas of the study.

3.5 Population of the Study 
A population is a group of individuals, objects or items from which samples are taken for measurements also can be refers to an entire group of persons or elements that have at least one thing in common (Kombo and Tromp, 2006).  
Based on this study, the populations of this study were 267 who are defined as medical and dental doctors holding a departmental leadership position in all government hospital in Dar es Salaam. 

[bookmark: _Toc388438204][bookmark: _Toc463430148]3.6 Sampling Technique
Sampling as pointed out by Kombo and Tromp (2006) is the procedure a researcher uses to gather people, places or things to study. It is a process of selecting a number of individuals or objects from a population, such that the selected group contains elements representative of the characteristics found in the entire group. 

[bookmark: _Toc388438205]A convenient sampling technique was applied where by medical and dental doctors in departmental leadership position in Dar Es salaam Regional Hospitals was included. According to Shaughnessy and his fellow in 2006 as cited by Adam and Kamuzora, (2008) the convenient sampling involves using what is immediately available. They added that, accidental or convenience sampling involves selecting respondents primarily on the basis of their availability and willingness to respond. Information regarding this study was provided to doctors and informed consent was sought prior to recruitment. 

[bookmark: _Toc463430149]3.7 Sample Size
[bookmark: _Toc388438206]A sample is a finite part of a statistical population whose properties are studied to gain information about the whole. When dealing with people, it can be defined as a set of respondents (people) selected from a large population for the purpose of a survey (Kombo and Tromp, 2006).  Based on this study, a total number of 80 sample were  opted to be as the sample of the study which is 30% of a total intended population.

[bookmark: _Toc162899161][bookmark: _Toc444434529]3.8 Data Collection Techniques
Adam and Kamuzora (2008), views data collection method as a way of providing reliable and valid answers to investigate questions about the study. The central focus of any research activity is the gathering of information or data for the production of knowledge.  The study used mainly primary data. Questionnaires and interview were the mainly tools used to obtain data from the field.

3.8.1 Questionnaires
Questionnaire can be defined as a data collection instrument in which each person is asked to respond to the same set of questions in a predetermined order. A short list of question to medical and dental doctors in departmental leadership positions was sent to obtain demographic data such as age, sex, leadership education background, challenges and other information by a well designed closed and open ended questionnaire. An Open ended allows respondents to give any answer that he or she fill , while close ended questionnaire, requires respondents to provide fixed answers by choosing the right one or the appropriate one. 

This was used as because it is very economical and in terms of materials, money and time it can supply a considerable amount of research data. It also permits wide coverage and it helps in conducting depth study. The study therefore   administered questionnaires to The study used these methods so as to offer a change of pace and help respondents to medical and dental doctors in departmental leadership positions was conducted to obtain demographic data such as age, sex, leadership education background, challenges and other information establish rapport in providing intended information.
3.8.2 Interviews
[bookmark: _Toc388438207]During the data collection, the researcher made a direct contact with some respondents whereby the researcher and the respondent engage in oral questioning or discussion. The importance of interview which convinced the researcher to use is that the reliability of the information gathered is high. Interview was conducted by the researcher to gather data from the leaders and some of medical and dental departments of the three Regional Hospitals. 

3.9 Data Analysis                                                     	
All questionnaires answers was duly checked for completeness and accuracy by the investigator. Filled questionnaires were coded before entering into the computer. Data cleaning was done by consistence checks. Data analysis was done by using content analysis method, through tables and graphs altogether. Frequency distribution and two way tables was used to summarize the data. Chi-square (X2) and Fisher’s exact test was used to determine the association between independent and dependent categorical variables. The p-value is the index for the null hypothesis whereby if p < 0.05 the observed outcome was statistically significant.

[bookmark: _Toc463430150]3.10 Reliability and Validity of the Data
Reliability means the extent to which data collection techniques or analysis procedures yield consistent finding (Hough et al 2000). The reliability of the research was ensured by preparing the questionnaires with the same questions (anonymity) to all respondents. Also careful analysis had conducted to ensure that the data obtained are similar to what had thought and the time to collect data through interview and questionnaires was neutral so as to avoid participant error. 
Validity means the extent to which a test measures what we actually wish to measure, it indicates the degree to which an instrument measures what it is supposed to be measured (Northouse, et al, 2010). Validity of this study was attained through providing an adequate coverage of the topic together with choosing the appropriate sample of medical leaders which are 80 participants. Additionally, the study results were compared or associated with the set of other studies conducted by other researchers for the purpose of identifying similarity or difference of results with other researcher.

[bookmark: _Toc463430151]3.11 Data Processing 
All responses to each question collected from the field study were recorded in content analysis method but more specifically for Qualitative and quantitative data. Using content analysis method in analyzing data, the study employed Descriptive methodology because it was simple  to draw/display graphs, charts and tables, it  also shows a complete analysis in terms of Age, sex, leadership education background, leadership challenges  and others. Also descriptive methodology is simple to use and to interpret data. Data assembling and recording were designed into the matrix form, providing the framework for analysis and interpretation in Chapter Four.

                                             



[bookmark: _Toc463430152]CHAPTER FOUR
[bookmark: _Toc463430153][bookmark: _Toc298495910][bookmark: _Toc162899171][bookmark: _Toc444434538]4.0 DATA PRESENTATION ANALYSIS, AND INTERPRTATION 

[bookmark: _Toc463430154]4.1 Introduction
This chapter contains detailed analysis and interpretation of research data about the problem of the study. The Analysis of the questionnaire and presentation of the findings of the study was undertaken through the examination of independent variables and dependent variables. 

The emerged results from the analysis were applied as an integral assessment for medical institutions, National, International and local involvement of female doctors in leadership positions for better provision of services and performance. The table below shows the distribution of medical leaders by age and sex as from the field.

[bookmark: _Toc445463573]Table 4.1: Distribution of Medical Leaders by Age and Sex
	
	Sex
	      
Total (%)

	
	Male N=59
	Female N=21
	

	

          AGE
	21-30
	5(8.5)
	5(23.8)
	    10 (12.8)

	
	31-40
31-40
	32(54.2)
	11(52.4)
	     43(53.8) ((53.8)

	
	41-50
41-50
	11(18.6)
	3(14.3)
	     14 (17.5)

	
	51-60
	9(15.3)
	2(9.5)
	      11(13.8)

	
	60+
	2(3.4)
	0(0.0)
	        2 (2.5)

	Total
	
	59 (73.8)
	21(26.2)
	      80 (100)


Source: Field study, (2016)
Table 4.1 above indicating that, most of the employees from the medical departments and dental leaders were identified to have age ranging from 27 to 62 years and the mean age were 39.24 years.  This is due to the fact that, medical professionals spend much of their time in the training before starting practicing their professionals and there by becoming leaders.  It was identified from the field that, out of all medical and dental leaders, 26.2% of them were female. Few numbers of women in leadership position is due to some of systematic underlying cause that most of women do not prefer to take leadership commitments and have option to choose either to be in leadership carrier posts, family and emotional responsibilities.  

Despite that marriage and children care, were regarded also to be among of traditional constraints on affecting carriers of women doctor, other factors such as long hours on work, careers of partners and female traditional roles  also have to be taken into account. From that point, it can be noted that, female doctors prioritize emotional and family responsibility at the expense of leadership in medical carriers. From the study it was observed that, most of medical professionals are male compared to fewer chances for female to become medical leaders.

[bookmark: _Toc445463574]It was identified from the study, the most common age to most of medical leaders between 31-40 years and the least common age is above 60 years. It was noted that, for one to become a departmental medical leader needs to attend   long course of medical profession training. This results to most of medical professional becoming leaders at age of 31- 40 years compared to 60 years which is least common age for a person to be a departmental leader due to the reasons that, the age is sited to be special for retirement or is an age of  most advanced leadership positions. 


Table 4.2 Leadership Challenges among Medical Leaders
	
	       Medical Leaders
	Total (%)

N=80 (100)

	
	Male (%)
N=59
	Female (%)
N=21
	

	Financial Challenge
	Yes

	43 (72.9)
	15 (71.4)
	58 (72.5)

	
	
No
	16 (27.1)
	6 (28.6)
	22 (27.5)

	
Poor morale
	Yes

	32(54.2)
	11(52.4)
	43 (53.8)

	
	No

	22(45.8)
	10(47.6)
	37 (46.2)

	Staffing   problem
	Yes

	36(61.0)
	17(81.0)
	53 (66.2)

	
	No

	23(39.0)
	4(19.0)
	27 (33.8)

	
Time constraints


Centralization
	Yes

	20(33.9)
	13(61.9)
	33 (41.2)

	
	No

	39(66.1)
	8(38.1)
	47 (58.8)

	
	Yes

	20(33.9)
	13(61.9)
	33 (41.2)

	
	No

	39(66.1)
	8(38.1)
	47 (58.8)

	Weak Institution Alignment
	Yes

	25(42.4)
	7(33.3)
	32 (40.0)

	
	No

	34(57.6)
	14(66.7)
	48 (60.0)

	Poor Recognition









 high Administration
	Yes

	19(32.2)
	5(23.8)
	24 (30.0)

	
	No

	40(67.8)
	16(76.2)
	56 (70.0)

	Lack of Facilities
	Yes

	9(15.3)
	3(14.3)
	12 (15.0)

	
	No

	50(84.7)
	18(85.7)
	68 (85.0)


*Fisher’s exact test is used
From the study, it was recognized that, the most common challenge in leadership is financial which was estimated to affect for 72.5% followed by Staffing problem  with 66.2% and poor morale of leaders and professional which approximated to be affective for about 53.8%. It was identified that, the most common challenge affecting male is financial and to female are much considered to be affected by staffing problem. Other factors such as weak institution alignment were approximated to be affective for 40%, poor recognition for 30% and lack of facilities which 15% considered to affect the face of medical leaders and leadership generally. Weak institutional alignment was reported to be either structural as alignment between medical school and teaching hospital around programmatic development, cultural  of encouraging basic scientists and doctors to collaborate so that to increase quality of service the roles of  cooperation and team work between departments. Strategic alignment is what allows leaders to link strategy to vision and goals at all levels of the organization to ensure that everyone is pulling in the same direction.

Based on the same challenges, financial was considered to be the most affective challenge due to the fact that medical professionals do not have financial training incorporated in their training. This result to the failure of successfully recruiting top faculty, investing in new programs, building new space, and reductions in reimbursement for clinical services rendered.  This challenge limits the ability to grow, recruit, invest and provide better services 

Human resource or staff management training to medical leaders is also a challenge. It was identified that, most of leaders’ despites of being male or female; they lack the most important skills of managing staff. This makes them having low ability to recruit and retain health care workers. These results to many effects as shortage of staff like the shortage of staff include nurses as a results negatively affects patient quality and safety, leads to an increase in cancellations of elective surgical procedures, reduces the number of staffed beds, and contributes to overcrowded emergency rooms. Poor working morale to most of medical departments leaders observed to be one of the factor affecting the effectiveness of medical leaders .This has been contributed by lack of even special increments or added remuneration as leaders in their salaries thus decreasing their working morale. as evidenced by the results as one of their main challenge. Departmental medical leaders usually do their leadership responsibility as added responsibility with only the same salary as other workers. These challenges results to shortage of workforce and becoming more commercially oriented, and to some time some of fundamental core values of medicine like professionalism and compassion are becoming de-prioritized 
[bookmark: _Toc445463575]
Table 4.3: Leadership Educational background among Medical Leaders
	
	
	                  Sex
	     Total

	
	
	          Male
	        Female
	

	Education in Leadership
	  Yes
	   17(28.80)
	       5(23.8)
	 22(27.5)

	
	
	
	
	

	
	  No
	 42(71.2)
	      16(76.2)
	    58(72.5)

	Total
	
	  59(73.8)
	      21(26.2)
	    80(100)


Source: From the field (2015)

From the findings, minority of medical leaders about only 27.5% have formal leadership education. This means that, most of leaders have knowledge gaps for effective leadership as a result to poor Institutional outcome.  Medical doctors need to understand the importance of having education, knowledge and skills of leadership as to identify their knowledge gaps and proactively seek out opportunities to gain these skills. It was noted that among leaders (27.5%) with formal education in leadership, male are more educated than female. The leadership educations possessed by most of them is obtained through on job training which usually are short courses where certificates are offered and usually fit organization’s culture and values. These programs usually grow to adapted to the changing needs of the organization. In Tanzania’s practice, to become departmental medical leader does not require one to have leadership or any other educational background apart from medical profession. This makes medical professionals less interested in pursuing other courses example leadership as they know they can even get higher positions in their carrier without other courses. This is evidenced by the result that only 27.5% of medical leaders have formal education in leadership. Female are more less interested in pursuing other courses since they are much more involved in handling their families and taking close care of their children making most of  them having less formal leadership education. 
[bookmark: _Toc445463576]
Table 4.4: Leadership Education among Medical Leaders
	
	
	                  Sex
	 
      Total

	
	
	       Male (%)
	      Female (%)
	

	
Leadership
Qualification
	Certificate
	         9(52.9)
	        4(80)
	       13 (59.1)

	
	Diploma
	         1(5.9)
	         0(0.0)
	         1(4.5)

	
	Masters in HRM
	         1(5.9)
	         0(0.0)
	         1(4.5)

	
	MBA
	         2(11.8)
	         0(0.0)
	         2(9.1)

	
	MPH
	         4(23.5)
	         1(20)
	         5(22.7)

	Total
	
	        17(77.3)
	          5(22.7)
	         22(100)


Source: Field of the study 2015
This table represents 27.5% of medical leaders who have leadership education. Most medical leaders with leadership education are males (77.3%). Among leaders (27.5%) with leadership education, majority 59.1%   have certificate.  Among medical leaders with Masters of leadership, Masters of Public Health was the most prevalent (22.7%) followed with Masters of Business Administration (9%). Researcher identified that, as the need for medical leaders’ increases, educational programs that address physician leadership competencies are essential. These education and training occurs in medical school, as part of residency or during practice, physician leaders need a strong mix of skills in orders to be successful. Most leadership education attained by medical leaders in this study for attainment of certificates, diploma and different Masters obtained during the practice after medical school. It was noted that, masters of Public Health is most prevalent because most of medical professionals are aware that it contain leadership studies but are less aware of other courses. Moreover studying Master of Public Health has added increment easily on their salaries compared to other courses.

Medical doctors as leaders need to have business and clinical management skills. In addition to medical education, business management or public health education is needed for making effective leader. While clinical skills is obtained from their medical training, business skills is usually acquired through personal efforts of enrolling oneself to programs or on job training. This broader knowledge helps them to understand the global view, the full continuum of care, employ critical business thinking and be able to mentor next generation.

As leaders continue to develop, they move into clinical management, understanding financial responsibility and leadership and process/ change management until finally entering into the strategic level where knowledge of enterprise, management, visioning and initiatives to drive change are honed. Medical doctors with right mix of leadership competencies will be in high demand for the foreseeable future and are effective partners with hospitals and health systems to move toward a more accountable and efficient health delivery system. The end result becomes higher quality, more affordable and safer for everyone.
Table 4.5 Leadership Education Requirement among Medical Leaders
	
	               Sex
	
Total

	
	Male
	   Female
	

	
Leadership
Education needed
	Yes 
(%)
	    58(98..3)
	  21(100.0)
	  79(98.8)

	
	No
(%)
	  1(1.7)
	  0(0.0)
	  1(1.2)

	               TOTAL
	  59(73.8%)
	  21(26.2%)
	80(100.0%)


Source: Field of the study 2015

This table shows the response of medical leaders on whether formal leadership education is needed for effective leadership. The study revealed that, most of hospital managers, over the decades have not performed well, highlighting the fact that training and management experience, as well as leadership qualities, are required for any one fulfilling a leadership role. 

[bookmark: _Toc445463577]However, some clinicians, even in poorly resourced hospitals, where are very effective managers, performing complex managerial tasks on a daily basis, especially with respect to managing limited resources. This brings the question as to whether leadership education is needed for effective leadership and 98.8% of the medical leaders report the need of formal education in leadership. All females consulted for 100% reported the need of formal leadership education. It was identified that, most medical leaders reported different challenges they face on their leadership which can easily be reduced if they had proper training in the areas concerned. This shows the need of leadership education for proper functioning of their leadership roles as 98.8% of medical leaders agreed on the need of leadership education for effective leadership on their positions

Table 4.6: Leadership Work Experience in Medical Leaders
	



 Work experience (yrs)
	    

	            Sex
	Total
(%)

	
	
	Male (%)
	Female (%)
Frequency
	

	
	                  1
	11 (61.1)
	7 (38.9)
	18 (22.5)

	
	                  2
	17 (77.3)
	5 (22.7)
	22 (27.5)

	
	                  3
	8  (72.7)
	3 (27.3)
	11 (13.8)

	
	                  4
	5 (100)
	0 (0)
	5  (6.2)

	
	                  5
	8 (72.7)
	3 (27.3)
	11 (13.8)

	
	                  6
	3 (60)
	2 (40)
	5    (6.2)

	
	                  7
	2 (66.7)
	1 (33.3)
	3    (3.8)

	
	                  8
	1 (100)
	0 (0)
	1    (1.2)

	
	                  10
	2 (100)
	0 (0)
	2   (2.5)

	
	                  15
	1 (100)
	0 (0)
	1   (1.2)

	
	                  20
	1 (100)
	0 (0)
	1   (1.2)

	
	              Total    
	59 (73.8)
	21 (26.2)
	80  (100)


  Source: Field of the Study (2015)
This table above shows the experience of medical leaders in leadership positions. 63.8% of both male and female medical leaders have work experience ranging for 1 to 3 years. Majority (93.8%) have work experience of ranging from 7 years or less.

However, 100% of female medical leaders have work experience of 7 years and less while 6.2% of male leaders have work experience of 8 years to 20 years  and there were no female  leader who has a leadership work experience than 7 years



Table 4.7 Relationship between Gender and Medical Leadership
	

Sex
	                                     Medical leaders

	
	
	Frequency
	Percentage (%)

	
	Male
	59
	73.8

	
	Female
	21
	26.2

	
	Total
	80
	100


Source: Field of the Study, (2015)
Among 80 medical leaders, 21 (26.2%) were female. Few women in leadership positions may be explained by some systematic, underlying cause where by women simply do not prefer to take on leadership commitments.  Women traditionally have to choose between leadership carrier posts and family and emotional responsibilities. Although marriage and children care are traditional constraints on the carrier of female doctors, other factors such as long hours, on call add considerable strain because careers of partners and female traditional roles have to be taken into account. This means that female doctors prioritize on emotional and family responsibility at the expense of leadership in medical carriers. Furthermore most medical professionals are male as for about 73.8% making less chance for female to become medical leader

[bookmark: _Toc463430155]4.2 Discussion of the Findings
Medical leadership is leadership in health care system such as chief executive officers, senior consultants of the hospitals, clinical heads of departments,  professors and central and local government medical officers. Medical leaders can be any type of health professional, although they are most commonly doctors and nurses. Medical professional’s advancement into leadership has largely based on credentials, seniority, clinical and/or academic competency and political standing. This study aimed to reveal the involvement of females in medical leadership and the challenges in medical leadership which led to poor quality of medical services as well as leadership educational attainment by medical leaders. The study revealed that, most of medical leaders are at the age of late thirties and the most said reasons is because medical professional spend much of their time in training before starting practicing their professionals  and therefore it is estimated to have a negative relationship between institutional performance and the age of the leader as pointed out by Deepak (Deepak, 2014).To have a young team in leadership means variety, perspectives, innovation and hard work to achieve a higher performance. 

The study reveals that, as the leader gets older, the institutional performance decreases. If the leader has an older age it is likely that he or she has more experience, but this proved not to be true that positively can affect institution performance. However, it was found that the most factor that can develop medical institutions is creativity and innovative. Due to age, most often, elders prefer un risk investment projects. Medical leaders reach to the top leadership positions at their old age due to their experience and long course of their training and this is one of the said factors for  medical Institution to perform less while providing poor quality services. 

The demographical findings of this study shows that female compose minority of medical leaders. Few female medical leaders points to a question of whether female are exposed to barriers when they aim to attain leadership position or they have the same opportunity as men.  Studies  reports that female lack leadership ambition, aggressiveness, competitiveness and leadership capacity often needed in leadership positions (Bell, et al, 2002 Schein, et al, 1989). Other study points to structure barrier as the explanation as why female do not attain leadership position such as deficiencies in carrier advice, counseling and mentorship (Yedidia & Bickel, 2001 Bell, et al, 2002) However, most medical doctors are male making less chance for female to become medical leaders. Without disregard of discrimination issues, few women in leadership positions may be explained by some systematic, underlying cause where by women simply do not prefer to take on leadership commitments.  Women traditionally choose between leadership carrier posts and family and emotional responsibilities.

Although marriage and children are traditional constraints on the carrier of female doctors, other factors such as long hours, on call add considerable strain because careers of partners and female traditional roles have to be taken into account. Some studies indicate that women are inclined to practice “feminine” leadership styles. It is suggested that feminine/masculine dichotomy is artificial and that qualities which ensure effective leadership should not be regarded as gender linked. Leaders in the health services should strive for interdisciplinary, mixed gender education and training at all levels. This relate with the of Kvaerner and his fellow as they pointed out that female doctors prioritize emotional and family responsibility at the expense of leadership in medical carriers (Kvaerner, et al, 1999).

The competencies is said to be an effective medical leader tools for perfection when combine general leadership skills and those skills that are needed to address the challenges of healthcare. On this study, it is said, the most common leadership challenge reported is financial challenge, followed by staffing problem and poor morale.  Souba identified financial difficulties in majority as the most pressing leadership challenge, followed by weak institutional alignment, staffing problems and poor morale (Souba, 2006). The most reported financial challenge includes struggles involved in delivering quality services with availability of required facilities, investing in new programs or services, building new space, and reductions in reimbursement for clinical services rendered.  This challenge limits the ability to grow, recruit, invest and provide better services. This can be explained by the study of Bates and Blackhurst on challenges faced by leaders which pointed financial and lack of management skills to be the most challenges for effective medical leadership Bates & Blackhurst. The second challenge of staffing problem is due to the inability to recruit and retain health care workers. This observed to be the causative of nursing shortage, poor patient quality of services and safety, leads to an increase in cancellations of elective surgical procedures, reduces the number of staffed beds, and contributes to overcrowded emergency rooms. Staffing problems can lead to burnout, highlighting the interplay between some of these tough problems.

Poor morale is said to be the problem as it leads to pressure doing  more with less, it is also related to workforce shortages as a result some of professionals  are becoming more commercial oriented and some of the fundamental core values of medicine  such as professionalism and compassion are forgotten  and de-prioritized (Souba, 2006).Most department medical leaders do not have special increments or added remuneration as leaders in their salaries thus decreasing their morale as evidenced by the results as one of their main challenge. From the clarification above it can then said, many challenges in healthcare industry today create a special need for great leadership. Doctors are the leaders in medical Institutions while clinical and academic skills are no guarantee of leadership success. With increasing practice demands, doctors have little time to develop leadership or management skills and today’s fast paced health care environment leaves little room for the on job training. As a result, there is a need to emphasis on ensuring that physicians are well equipped with the knowledge, skills, attitudes and values needed to play system leadership roles. Moreover, for a medical doctor to be a good leader must have educational and knowledge on the science of teamwork, quality improvement, potential leadership development as well as strategic planning, finance, negotiation and other management skills skills which are not taught in medical schools or postgraduate residency programs (Crites, et al, 2008).

From this study it was recognized that, most medical leaders and  especially females’ medical leaders are said to lack formal and proper leadership education as for suitable performance of leadership roles due to the fact that, during the course of other field like medical training or physician leadership training is often received little in very partial. The rigid medical school curriculum schedule and its focus on clinical skills and science education have no room for leadership training, and the admission process for applicants has no focused on leadership criteria.

In America some undergraduate identified this importance earlier in their carrier and opt to study dual degree programs. These are programs delivered by 125 medical schools in America  providing two degrees concurrently as MD-MBA, MD-MPH, MD-Master of Health Administration(Crites, et al, 2008). Almost all medical leaders report the need of formal education in leadership. Most medical leaders reported different challenges they face on their leadership which can easily be addresed if they had proper training in the areas concerned. This shows the need of leadership education for proper functioning of their leadership roles as almost all of medical leaders agreed on the need of leadership education for effective leadership on their positions. This study provides the evidence of the other authors report that many doctors are poorly equipped to take leadership responsibilities in healthcare system as majority since medical leaders have no any formal training in leadership and about half of these have leadership certificate. The study by Deepak reported that majority of medical leaders have  no any training in regards to hospital management and administration (Deepak, 2014). Areas which should be included in medical leadership development or education should start with cultivating and promoting teamwork, managing a workforce, self awareness and emotional intelligence moving into clinical management, understanding financial responsibility and leadership and change management until finally entering the strategic level where knowledge of enterprise management, visioning and initiatives to drive change are finally acquired  (Clark, et al, 2008).

To become departmental medical leader or most other medical leadership positions does not require criteria of one to have leadership or any other educational back ground apart from medical profession. This makes medical professionals less interested in pursuing other courses example leadership as they know they can even get higher positions in their carrier without other courses. 

This is evidenced by this study that only minority of medical leaders have formal education in leadership Female are more less interested in pursuing other courses since they are much more involved in handling their families and taking close care of their children making most of them having less formal leadership education as evidenced in this study that only about quarter of female medical leaders have leadership education.  This can further be explained by the fact that men tend to have more money and time to equip themselves for leadership position (Hassan, 2008). The study identified that, both men and women prefers to have leadership positions, even when qualification are identical or demonstrating women to be slightly better in leadership or academically and effectiveness, and because effective leadership is needed for good hospital performance, there is a need for positioning leaders based on either their education or abilities without regarding the gender of a person to for leadership positions.
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[bookmark: _Toc162899185][bookmark: _Toc444434553][bookmark: _Toc463430156]5.0 CONCLUSION AND RECOMMENDATIONS

[bookmark: _Toc463430157]5.1 Conclusions
This study was evaluating the relationship between genders in medical leadership with a case of Dar es Salaam regional hospitals from January to June 2015. 80 medical and dental doctors in departmental leadership positions who were the sample size from Regional hospitals were consulted to probe their understanding about the study with the support of interview and questionnaire as the tools for obtaining such data. Data was analyzed by using content analysis method, through tables and graphs altogether. The findings identified, among all medical leadership only 26.2% were female while male dominated the leadership positions in medical field for about 73.8%. 

Moreover, it was identified that, that, the age of all 80 samples who were respondents was ranging from 27 to 62 years and the mean age them were 39.24 years. It was recognized that most common age of medical leader especially in many hospitals was ranging from31- 40 years and least common age is above 60 years. The study identify financial scarcity to be the most factor challenging staffing system in most of medical field as it was observed that, this limit for about 72.5% to affect the ratio balance in positioning or reposition of leaders as to find the gender balance in medical field. Also staffing problem which carried 66.2% and poor morale carries 53.8% were the challenges affecting medical leadership field. Minority of medical leaders  about 27.5% were identified to have formal education in leadership and among those males gender were for 77.3%  educated than females and majority for about 59.1% owns certificates.  Among medical leaders with Masters of leadership and mostly Masters of Public Health was prevalent to be for 22.7% followed with Masters of Business administration for 9% of all leaders. It was observed, 98.8% of male medical leaders and all female leaders for 100% admitted the need of formal education in leadership. The study also revealed that, 63.8% of male and female medical leaders have leadership work experience of 1 to 3 years and majority of male leaders for about 93.8% and female leaders for  100% have leadership work experience of 7 years or less and 6.2% of male leaders have work experience ranging from 8 years to 20 years while there were o female who has leadership work experience more than 7 years

[bookmark: _Toc463430158]5.2 Recommendations
From the findings, researcher recommended various efforts to be made:
i. Medical school curriculum needs to be altered to include more medical related leadership and topics, such as the future of health care, quality assurance and improvement.
ii. Dual degrees courses such as MD-MBA should start so as to equip medical doctors with leadership education.
iii. Medical postgraduate training should in cooperate leadership education so as to solve the need of leadership education in medical professionals.
iv. Medical Institutions has to dedicate resources to training medical doctor leaders as to allow them to attain leadership skills and tools they need to be effective leaders. 
v. It is recommended that focused short-term formal leadership education programS can be organized to scale up competency level of medical leaders. 

vi. Curriculum and the courses of medical leaders can be set forth. Medical leadership development program can be initiated and designed with new, up to date and creative approaches with the combination of formal instruction, in house training, mentoring and coaching to bridge the competency gap. 
vii. And leadership education can be learned more effectively if the training takes place to medical doctors with the team that works together and when it addresses the challenges and what they are experiencing as they do their jobs. 
viii. Workshops can be held in order to educate medical leaders in recent leadership advances of theories and practices to improve their knowledge and skill needed for medical leadership.
ix. Formal leadership education should be put as added criteria for appointment of leaders in medical institutions. Persons chosen to lead and manage health institutions and programs should be provided basic training by the Ministry of Health.

[bookmark: _Toc463430159]5.3. Future Research Studies
i. Further study(s) can be done to find out the specific reason(s) as to why women are relatively few in medical leadership positions and ways to solve the challenges relating to medical leadership.

ii. A study can be done on effectiveness of medical leadership and addressing the challenges and incorporate the findings in a curricula for training medical leaders. 

iii. Further studies can be done to identify significant leadership knowledge gaps in medical leaders so as to incorporate the knowledge in the leadership curriculum for training medical leaders and thus scale up their leadership knowledge and competences. 
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APPENDICES
Appendix I: Questionnaire
COMPOSITION OF MEDICAL LEADERS IN REGIONAL HOSPITALS

PART I:   Socio-demographic details
Date ___/___/2014/5
(Tick or write in appropriate position)
1.  Sex
Male	      		 [     ]     Female    		 [     ]
2. Age…………………………………………………………….Years           
3. Education qualification(s)
      (i) MD / DDS		
      (ii) Bachelor of…………………………………………. (Specify please) 	
      (iii) MMED /MDENT………………………………….  (Specify please)
      (iv) MSc……………………………………………….. (Specify please)
      (v) PHD……………………………………………….. (Specify please)
      (vi) Others…………………………………………. … (Please specify
4. Do you have any formal educational qualification/training in leadership, management, administration or governance? YES  [     ]  NO [    ]  (If the answer of the question number 4 is  NO go  straight to question number (6)
5. 	Mention your qualification ………………………………...………..
6. 	Do you think an additional leadership/management educational qualification is needed for effective medical leadership? 
YES 		     [     ]			NO		    [     ]
7.	 How did you get to the leadership position?
     (i)  Appointed             [     ]                                     (ii) Competed	    [     ]
     (iii)  Promoted              [     ]                                   (iv) Rewarded     [     ]                                  
     (v)  Interviewed           [     ]                                   (vi) Contested       [     ]                                  
     (vii) Others (Please specify)……………………………….
8. 	Was there a person of the other gander with required qualification possible to hold your leadership position?   
YES        	[     ]                                  NO 	      [     ]                                  
9. What is your working experience in this leadership position?.....................................years
11. Are there any leadership challenges that you face in your leadership? 
    YES        	   [     ]                      NO            [     ]   
12. 	What are these challenges? 
     i. 	Financial challenges    [     ]           ii. Staffing problem               [     ]                                  
     iii. 	Poor morale               [     ]             iv. Time constraints             [     ]                                  
    v. 	Centralization          [     ]              vi .Weak institutional alignment.  [     ]                                  
    vii. Poor recognition from higher administration     			       [     ]                                  
    viii. Others……………………………… ………………………………………….
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