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  Abstract


  Effective educational leadership can make a difference in the resolution of complex issues that impact today’s demand-driven educational marketplace. The ongoing professional and skill development needs of human health resources may be best managed through distributed strategic leadership blended with servant leadership. Together these two approaches may offer the critical bridge for effective educational leadership for e-learning within the healthcare workplace.


  



  Introduction


  The context of North American education is changing. In educational organizations, change imposed by technology, economics, global connections, and social awareness is challenging leaders (Cleveland-Innes & Sangra, 2010). These challenges are not confined to higher educational organizations but also impact societal institutions including the healthcare workplace. The quality and delivery of Canadian healthcare is dependent upon well-trained healthcare providers responding to consumer needs (El-Jardali & Fooks, 2005). From the perspective of the healthcare workplace, this article explores a distributed strategic leadership approach blended with servant leadership for e-learning.


  Central Issues in Educational Leadership in North America


  In the past three decades, North American society has undergone revolutionary changes due to demographic, economic, technological, and sociocultural issues that are causing the shift from a “supply-driven” to a “demand-driven” educational marketplace (Keller, 2008). Declining birth rates and increasing longevity are shifting the age distribution towards older age groups who are seeking continuing and higher education, coupled with the upward trend for younger adults to be highly educated (Keller, 2008). Increasing immigration requires a greater emphasis on multiculturalism in education to reduce language barriers and increase skill levels (Canadian Council on Learning, 2007). Additionally, the metamorphosis of family life including single parent homes and women working outside the home are creating new demands for education (Keller, 2008). These demographic changes necessitate leadership and innovative pedagogical practices to respond to the diversity of learners’ needs.


  The shift from domestic capitalism to a more global knowledge economy has resulted in the emphasis on human capital for increased talent and expertise. This move is creating competition in the educational sector (Latchem & Hanna, 2001). Leadership is required to determine how the education system can effectively contribute to the knowledge-based economy and how each institution within this system evolves (Salmi, 2001).


  Technologies are opening access to education across institutional, sectoral, and international boundaries (Latchem & Hanna, 2001). Without educational leadership that ensures “adequate resources, pedagogy, and educational practices, technology could be an obstacle or burden to genuine learning and will probably increase rather than overcome existing divisions of power, cultural capital, and wealth” (Kellner, 2004, p.12).


  The last few decades have seen the move to a more egalitarian society including equal opportunity for education. This openness to equality requires leadership for managing changes in educational structural design, infrastructure and services, content and instructional practices, and pedagogy (Keller, 2008).


  Canadian Healthcare Workplace


  The societal changes driven by demographics, economics, technology, and sociocultural issues have also impacted Canadian health human resources (HHR). HHR include regulated and unregulated workers, unionized and nonunionized, and those working in publicly and privately funded delivery models that provide Canadian healthcare services (El-Jardali & Fooks, 2005).


  In 2006, Canada’s healthcare workforce was just over 1 million people, or over 6% of the total Canadian workforce, with the average age of HHR at 41.9 years (CIHI, 2007). The exodus of HHR due to retirement is projected to be critical by 2016 (Spinks & Moore, 2006).


  Changes in gender, cultural, and generational diversity are increasing in the healthcare workplace. Approximately 80% of HHR are female although gender diversification is escalating (CIHI, 2007). Younger workers who are technologically more inclined are noted to place greater value on work-life balance than older cohorts who are more work-centric or preparing for retirement (Spinks & Moore, 2006).


  The years of cost-cutting, downsizing, and restructuring of HHR have caused demoralization and overwork impacting work-life balance and organizational performance (Lowe, 2002). On the agendas of healthcare employers are workplace practices that improve HHR recruitment and retention, health and well-being, quality of patient care and safety, organizational performance, and societal outcomes (Shamian & El-Jardali, 2007). Part of what Canadians value most in a job is “respect, interesting work, good communication, a sense of accomplishment, work-life balance and opportunities for skill development” (Lowe, 2002, p. 50).


  In the healthcare workplace, it is the opportunities for ongoing skill and professional development (PD) that call for educational leadership for e-learning.


  Review of the Literature


  Over the past decades, numerous educational leadership theories have gained popularity. However, there is no one specific leadership theory that is universally suitable or ensures infallible leadership performance in the ever-changing educational context (Beaudoin, 2003).


  The trait-based theory identifies the key characteristics for successful leaders including physical attributes, intelligence, skill, and personality factors (Bolden, Gosling, Marturano, & Dennison, 2003). These authors argue that some common traits are found in leaders but no consistent traits can be identified.


  Emergent leadership proposes that a group member surfaces to be perceived as the leader. This leader has to be an innovator and at the same time be a conformist to the group’s social norms (Curtin, 2004). Curtin posits that leadership which conforms to followers’ social norms may be based on self-interest rather than innovation and new direction-seeking.


  The leader-member exchange theory (LMX) suggests that leaders develop different follower exchange relationships that impact the leader and member outcomes (Avolio, Walumbwa, & Weber, 2009). Dyadic relationships may create followers’ “in-groups” versus “out-groups” that result in inequities and distrust (Horner, 1997).


  Contingency leadership suggests that maximization of followers’ performance is dependent upon the interaction of the situation, people, task, organisation, and other environmental variables (Bolden et al., 2003). However, if everything is an interaction that turns into a contingency then “it may become difficult to do what science needs to do—which is to provide a model that, in some way, reduces a phenomenon” (Sternberg, 2005, p.198). Subsequently, the contingency approach may be more appropriate for supervising small groups of followers rather than leading educational organizations into the future (Aronson, 2001).


  Transactional leadership is built on contingent reinforcement where followers are motivated by positive or negative feedback (Bass & Steidlmeier, 1999). Using control strategies maintains the status quo within an organization (Aronson, 2001). The current educational marketplace calls for leaders to embrace change and innovation with new organizational structures and pedagogical models rather than controlling and maintaining the status quo.


  Transformational leadership is intrinsic and value-driven, creating a collaborative vision for empowering stakeholders to work together to achieve a shared goal (Burns, 1978). Critics argue that there can be pseudotransformational leaders whose behavior may be deceptive and devious; authentic transformational leaders operate out of genuine concern for others and foster an organizational culture with high ethical standards (Bass & Steidlmeier, 1999).


  Strategic leaders’ attributes and skills are adapted from transformational and transactional leadership theories. In times of change, organizational learning processes benefit from transformational leadership, while during stable times the transactional approach may reinforce current organizational learning (Vera & Crossan, 2004). Historically, strategic leadership has centered on an individual leader at the top of the hierarchical pyramid. This model is becoming increasingly counterproductive and “strategic leaders constrained by their abilities to deal with rapidly increasing amounts of data and the general complexity of the global economy . . . are now challenged to discharge their strategic leadership responsibilities differently” (Ireland & Hitt, 2005, p. 66).


  Distributed leadership focuses on leadership practice that is widely shared between leaders. It is characterised by interdependence and cooperation that encourages members to contribute their knowledge and expertise in the leadership activity (Harris, 2004). Distributed leadership works only in teams where members recognize the potential for leadership practice to coexist as a function rather than a position (Thornton, 2010). As Thornton indicates, distributed leadership focuses on maximizing the capacity of people within organizations by concentrating on expertise wherever it exists.


  In servant leadership, the focus is on the role of the leader as a servant rather than on self-interest (Stone, Russell, & Patterson, 2003). Sendjaya, Sarros, and Santora (2008) argue servant leaders encourage followers’ learning, growth, and autonomy for development of future leaders in learning organizations. However, caution must be exercised that the followers’ needs do not take precedence over organizational objectives.


  Research on leadership styles and outcomes for managing the challenging healthcare workplace has examined how leaders can increase satisfaction, recruitment, and retention and promote healthy work environments (Cummings et al., 2010). Gilmartin and D’Aunno’s (2007) review of empirical studies of leadership in the healthcare workplace for the period of 1989–2005 concluded that participative and person-focused leadership styles are linked to reduced HHR work stress, increased group cohesion, empowerment, and self-efficacy associated with job satisfaction and retention. Additionally, Cummings et al.’s (2010) systematic literature review from 1985–2009 on leadership styles in nursing identified that relationship or people-focused leadership practices were empirically linked to improved outcomes in this context.


  E-Learning and Educational Leadership in the Healthcare Workplace


  To respond to the multifaceted challenges in the healthcare workplace, educational leadership is required for creating a culture that seeks opportunity for new directions. In the interests of recruitment and retention of HHR in the Canadian healthcare workplace, education for ongoing skills and PD should be broadened and be more inclusive (Shamian & El-Jardali, 2007). The Canadian Council on Learning (2007) also states that employers who support workplace training and skills development receive a significant return on their investment impacting positively on productivity, innovation, and economic success. E-learning in various delivery formats is noted to be an excellent medium for promoting knowledge and skill development in HHR (Chambers, Conklin, Dalziel, & MacDonald, 2008; MacDonald, Stodel, Hall, & Weaver, 2009).


  E-Learning in the Healthcare Workplace


  Historically, education and training programs in the healthcare workplace have been delivered in a face-to-face format. Attendance at these programs has become increasing difficult due to budget and time constraints, staffing shortages, lack of employer or administrative support, scheduling difficulties, and family responsibilities (Penz et al., 2007). “Addressing these ‘new age’ challenges requires ‘new age’ approaches and tools to support the teaching and learning of health care professionals” (Kenny, Park, Van Neste-Kenny, Burton, & Meiers, 2009, p. 79).


  In the healthcare workplace, e-learning can promote reflection and higher level thinking for knowledge exchange, synthesis, application, and translation for improving healthcare (MacDonald, Archibald, Stodel, Chambers, & Hall, 2008). E-learning includes either synchronous or asynchronous formal learning modes such as online courses or conferencing, and informal learning. Formal e-learning incorporates objectives and outcomes defined by an instructor or educational institution, while informal e-learning is implicit, unintended, opportunistic, and unstructured learning undertaken on the learner’s own terms without either prescribed curricular requirements or a designated instructor (Eraut, 2004; Livingstone, 2001). Informal e-learning that impacts skill and PD could be situated at the point-of-care using mobile devices, enabling HHR to interact, maximize ideas, and expand the boundaries for just-in-time learning (McGreal, 2005).


  By providing HHR with the opportunity for skills and PD using e-learning, the quality of work-life and overall performance of the healthcare system may be enhanced well into the future (Lowe, 2002). It is up to educational leaders to leverage this strength.


  Educational Leadership for E-Learning


  In this climate of growing societal demands, technology, and the complexities of the global economy, it is becoming increasingly difficult for single individuals at the top of a workplace pyramid to have all the answers (Ireland & Hitt, 2005). In the healthcare workplace, strategic distributive leadership at the senior administrative level blended with servant leadership at departmental levels might be the critical bridge for effectively engaging HHR in e-learning.


  With senior administrative leaders, holistic forms of distributed strategic leadership that include intellectual, emotional, spiritual, and behavioral dimensions may produce high levels of interdependence among the leaders emerging from multidirectional and dynamic social processes (Gill, 2006). Hence, the heterogeneity of knowledge and skills would focus on leaders strategically interacting for collaborative and strategic decision-making towards the vision of e-learning in the healthcare workplace. These leaders use a transformational approach to develop a collective healthcare workplace vision for e-learning that springboards off the urgency for HHR recruitment and retention. Instead of providing the answers, distributed strategic leaders will strive to ask the right questions that empower stakeholders to work collaboratively, build engagement, capability, and alignment (Ireland & Hitt, 2005). This approach requires validation of HHR concerns, open communication, empathy, and active listening to seek different perspectives that inspire engagement in e-learning (Gill, 2006).


  Where leadership is wholly top-down and outside the departments, employees will be slow to embrace change; it is important to build leadership capacity at all departmental levels (Latchem & Hanna, 2002). In the healthcare workplace, a blending of distributed strategic leadership with servant leadership has the potential to support and inform pedagogical practice with e-learning. Both servant leadership and the transformational aspect of strategic leadership “emphasize the importance of appreciating and valuing people, listening, mentoring or teaching, and empowering followers” (Stone et al., 2003, p.3).


  At the department level, servant leaders are called to lead rather than driven to lead; the servant leaders’ focus is on people rather than on self-interest (Stone et al., 2003). Servant leadership promotes teamwork and community involvement in decision-making based on ethical and caring behavior that enhances the growth of people and quality of institutions (Swearingen & Liberman, 2004). Servant leadership is characterized by “service orientation, holistic outlook, and moral-spiritual emphasis” (Sendjaya et al., 2008, p. 402) that promotes equality and shared values, respect, open-ended commitment, mutual trust, interconnectedness, and concern for others. As Senge (1997) states “learning organizations are built by servant leaders” (p. 17).


  Significance of Educational Leadership for E-Learning in the Healthcare Workplace


  The blending of distributed strategic leadership with servant leadership can set direction and develop shared strategies to achieve a vision for effective e-learning for HHR using the following:


  
    	awareness that helps educational leaders to understand issues involving ethics, power, and values from a more integrated and holistic approach with e-learning;


    	foresight to discern possible consequences for the future and to learn from past lessons with HHR to prevent problems with e-learning; and


    	conceptualization to look towards long-term goals while strategically balancing day-to-day operations (Swearingen & Liberman, 2004).

  


  For the healthcare workplace to evolve as a learning organization, these leaders must employ e-learning and thus provide HHR with opportunities to learn and grow and to respond to their changing work environments. This blended leadership approach has the potential to build and rebuild community spirit and promote a community of practice that engages e-learning for skill and professional development (Swearingen & Liberman, 2004).


  Conclusion


  In the healthcare workplace, there is a call for educational leadership for e-learning that broadens “the vision of what can be accomplished, provides guidance through uncharted waters, gains commitment and creates systems that are responsive, energizing and sustainable” (Latchem & Hanna, 2002, p. 213). It is a call for leadership that transforms and increases a shared vision and value focus, creativity and innovation, responsiveness and ﬂexibility, commitment to service, which includes respect, and diversity (Hamilton, 2008). To answer this call, leadership is needed for informing pedagogical practices in the healthcare workplace that is outside the traditional hierarchy, which focuses on one leader. Instead, a distributed strategic and servant leadership blend is required that generates teamwork and community building, shared decision making, and ethical and caring behavior that encourages interdependence and interaction among HHR to serve as well as lead (Neill & Saunders, 2008). Moreover, blended leadership may provide the critical bridge for incorporating effective e-learning to advance the skills and PD of HHR to meet Canadian healthcare needs in the 21st century.
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