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Collaborative Leadership Skills - A Critical Component 

Because collaborative interaction is challenging, it takes special skills to shepherd a group 
through this developmental continuum. Collaborative leadership is apparent in those who 
inspire commitment and action, lead as a peer problem solver, build broad-based involvement, 
and sustain hope and participation. Based on research with noted leadership experts and the 
public health practice community, the Turning Point Leadership Development National 
Excellence Collaborative identified a number of core collaborative leadership capacities in 
2001. This National Excellence Collaborative, funded by The Robert Wood Johnson 
Foundation and made up of public health practitioners from around the country, has worked to 
better define, describe, and build the skills of collaborative leadership among those who 
participate in public health work. 

Collaborative Leadership Practices 

Clearly there are a number of critical skills and capacities collaborative leaders should possess. 
Many of the skills are not necessarily unique to a collaborative form of leadership and have 
already been described in the literature and developed into training curricula. The work of the 
Turning Point Leadership Development National Excellence Collaborative, however, has 
illustrated six key practices that are unique to the practice of leading a collaborative process. 
They are: 

• Assessing the Environment for Collaboration: Understanding the context for change
before you act.

• Creating Clarity - Visioning & Mobilizing: Defining shared values and engaging people
in positive action.

• Building Trust & Creating Safety: Creating safe places for developing shared purpose
and action.

• Sharing Power and Influence: Developing the synergy of people, organizations, and
communities to accomplish goals.

• Developing People - Mentoring and Coaching: Committing to bringing out the best in
others and realizing people are your key asset.

• Self-Reflection Personal CQI (Continuous Quality Improvement): Being aware of and
understanding your values, attitudes, and behaviors as they relate to your own leadership
style and its impact on others.

Each of these elements is key to the collaborative process. They are not mutually exclusive but 
support each other and provide a comprehensive picture of the essential skills of a 
collaborative leader. 

Assessing the Environment: This is the capacity to recognize common interests, especially 
the capacity to recognize and understand other perspectives. It is a fundamental quality of 
collaborative leadership. Collaboration seeks goal attainment around shared visions, purposes, 
and values. When he or she brings different points of views to an issue or problem, a 
collaborative leader facilitates connections and encourages group thinking that identifies clear, 
beneficial change for all participants. The goal is to set priorities and then identify barriers and 
obstacles to the achievement of priorities. 

Creating Clarity: Having clarity of values is a quality that characterizes collaborative leaders. 
Whether it is commitment to a cause that transcends the self, the recognition of a spiritual 
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Eight Sources of Power 

1. Position power (authority). Positions confer certain levels of formal authority (i.e., 
professors assign grades, and judges decide disputes). Positions also place incumbents in 
more or less powerful locations in communications and power networks. It helps to be in 
the right unit as well as the right job: a lofty title in a backwater department may not mean 
much, but junior members of a powerful unit may have substantial clout (Pfeffer, 1992). 

2. Information and expertise. Power flows to those who have information and know-how to 
solve important problems. It flows to marketing experts in consumer products industries, to 
the faculty in elite universities, and to superstar conductors of symphony orchestras. 

3. Control of rewards. The ability to deliver jobs, money, political support, or other rewards 
brings power. France and Italy were among many countries rocked in the early 1990s by 
scandals involving political bosses who kept themselves in power through control of 
patronage, public services, and other payoffs. 

4. Coercive power. Coercive power rests on the ability to constrain, block, interfere, or 
punish. A union's ability to walk out, students' ability to sit in, and an army's ability to 
clamp down all exemplify coercive power. 

5. Alliances and networks. Getting things done in organizations involves working through a 
complex network of individuals and groups. Friends and allies make that a lot easier. 
(Kotter, 1982) found that a key difference between more and less successful senior 
managers was attentiveness to building and cultivating links with friends and allies. 
Managers who spent too little time building their networks had much more difficulty 
getting things done. 

6. Access and control of agendas. A by-product of networks and alliances is access to 
decision arenas. Organizations and political systems typically give some groups more 
access than others. When decisions are made, the interests of those with "a seat at the table" 
are well represented, while the concerns of absentees are often distorted or ignored. 

7. Framing: control of meaning and symbols. "Establishing the framework within which 
issues will be viewed and decided is often tantamount to determining the result" (Pfeffer, 
1992, p. 203). Elites and opinion leaders often have substantial ability to define and even 
impose the meanings and myths that define identity, beliefs, and values. Viewed positively, 
this provides meaning and hope. Viewed cynically, elites can convince others to accept and 
support things not in their best interests. This can be a very subtle and unobtrusive form of 
power: when the powerless accept the myths promulgated by the powerful, overt conflict 
and power struggles may disappear. 

8. Personal power. Individuals with charisma, energy and stamina, political skills, verbal 
facility, or the capacity to articulate visions are imbued with power independent of other 
sources. This could include various types of influence such as ingratiation, exchange ( quid 
pro quo), and personal appeal. 

Source: Bolman and Deal. Refi·aming Organizations, pp. 169-170. 
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if my staff did. I went back into our clinic and asked whether any of the staff had ever visited 
that school. No one had. I thought, "That's really very odd." 

A short time later (my friends in the faith community would probably say God opened 
the door for us to get more involved with local communities), we had the good fortune to 
receive a request for a proposal from the Kellogg Foundation for an initiative called 
"Community Based Public Health." This initiative was very much in the concept phase, and 
the more we talked to the Kellogg folks, the more we realized they were looking for us to 
create the flesh and substance for the work. That encouraged us to begin to think about 
relationships among local health departments, community-based organizations and schools of 
public health. 

The foundation's focus, we later learned, was to try and change work underway in 
schools of public health, but as we began to consider how to work together as a community, we 
realized how important it is for us to be more in touch with people in the local community. 

That's when I began to work with Yvonne and her predecessor, the Reverend A.C. Lee. 
I remember approaching Reverend Lee saying, "African American babies are dying at twice 
the rate of white babies in Genesee County. I don't know what to do. Can you help?" 

After a year or two of working together, I realized there was something different about 
this organization and the relationships that were being built. We were building a partnership as 
we sought joint leadership and began to understand whom we each were and what we each had 
to bring and to build on. 

Yvonne Lewis: When F.A.C.E.D. was formed, the group was like a lot of others-they had an 
idea, but no money. They wanted to address economic development, but didn't have any 
resources. Within the first year, however, Bobby and the health department presented the 
organization with an opportunity. Women and children needed transportation to and from 
medical appointments for early periodic and diagnostic testing and screening services. The idea 
was that churches might be able to transport families to and from medical appointments, 
because on weekdays church vans aren't in use. A contract was given to F.A.C.E.D. to provide 
transportation to and from medical appointments. That was F.A.C.E.D. 's initial contract with 
the health department. I came on staff about that same time and met Bobby. That's when our 
collaboration began. 

The Reverend A. C. Lee, who was our director back then and a close friend of mine, 
understood the importance of relationships: that it is through relationships that work and 
development are really defined. Since that project, F.A.C.E.D. has entered into nearly 
$400,000 worth of contracts in various forms of collaboration with the health depa1iment. I 
was sharing with an individual the other day that our collaboration today is not an afterthought. 
Because of the relationship we have built, and the mutual recognition of challenges in the 
community, we see our collaboration as important and integral to each other. 

Fred Smith: It can't have been easy in the beginning to learn to work together. What were 
some of the issues you faced? 

Bobby Pestronk: I have to say that early in the process, I feared I was going to jail with 
F.A.C.E.D. Remember,; I work for a governmental organization. I come from a family who has 
worked in public service for a long time, and has had numerous elected members come out of 
it. I feel very strongly about the separation of church and state and the use of public funds. 
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had services that we needed. And so it was a matter of beginning to talk to each other, to 
translate between the faith community and the health community. 

That was how we began: we had to sell the health department by having a relationship 
with the individual who was leading it. So our director said to Bobby, "In order to really help 
others believe you, you have to come to my street, walk down my street, and sit at my table 
and drink from my chipped china cup. If you want me to trust you, to believe that you have 
something to offer and are going to help me, then you have to come into my house and share 
with me." That's how we began to move toward collaboration. 

Fred Smith: How did that look from your side, Bobby? 

Bobby Pestronk: My epiphany was that while the health organization looked like a rather large 
organization to grassroots people, if our mission was to improve the health of Genesee County 
and its people, there was no way we could do that alone. Achieving our mission would require 
a large number of relationships with other people. That would take time, including my time. I 
felt that the director of a health department needs to spend time out in the community to show 
that the work of developing relationships is important to the mission. of the organization. 

Fred Smith: Talk about the process of collaborating. Tell us about some of those relationships 
and collaborations. Who collaborates? What part does each of you play? 

Yvonne Lewis: Both F.A.C.E.D. and the health department are concerned with the whole 
community, not just the faith community. However, faith provides a way for F.A.C.E.D. to 
access the larger community. To identify and begin to address health needs, we need to hear 
the voices of the community and from the leaders of those communities. For us, pastors are an 
important voice, speaking both for and about their communities. When we listen to those 
voices, we can go back to the health department and suggest ways we can engage and interact 
with each other. I think that is a very important part of how we work together. 

One of our major ongoing issues, therefore, is relating to pastors. Initially we would 
talk about an initiative and the pastor would say, "I don't know if we want to do that, because 
our mission is to meet the comprehensive needs of people from a spiritual, mental, and health 
perspective." We have had to help pastors understand that our projects aren't in conflict with 
their mission. Furthermore, we are a multi-denominational group representing sixty-five 
churches. All these ministers have a different mindset and a different way they do things. Some 
have boards, some have various levels of hierarchy, some you just go right to the preacher and 
if he says no, you forget it. We have learned how to work with all of them. 

Early in our community public health days, we talked about differences in definition. 
We talked about community-based organizations and faith-based opportunities. Then we 
asked, "Are they faith based or are they faith placed?" As we started discussing our mission, it 
really became, "How do we integrate these health concerns into faith-based communities so 
they are sustained, so the projects and programs are not based on 12-month grants or a 3-year 
project, but become integral to what is going on in that faith community over time?" We 
looked at structures in the faith-based community that we can embrace and engage, so there is 
a sustained effort to change behavior-which doesn't take place overnight. I believe in miracles 
but I also believe that God gives us hands and ideas that help miracles happen. 

TurnitililPoint 11 





Collaborative Leadership Sharing Power and Influence 

Yvonne Lewis: I come from a background of business administration. Walking into the health 
arena, I initially sat around a table with health professionals who dismissed any credibility I 
had because I didn't have a health background. Yet I heard in the community from some of the 
moms who were losing babies, and I began to realize that they had no voice. So how could we 
get that voice to the table? 

I originally went to work for F .A.C.E.D. to help the Reverend A. C. Lee, who was my 
friend. As a preacher, he also came from outside the arena of public health. He told me, "I have 
the greatest agenda in the world. All that other stuff that people are talking about, that's good, 
but at the end of the day, I'm a preacher. My mission is to save souls and save lives." 

I said to him one day, "But Reverend Lee, the mission of the preacher and the mission 
of public health are so similar. Both are talking about changing behavior. Why do people 
frequent a faith community? Because they want something different to happen in their lives. 
They're expecting something different, even if they don't intend to practice their religion daily. 
When they go to that place of worship, they want to feel different, even if it's only for an hour. 
Now what does public health say? It says, "We need to look at conditions from a population 
perspective and try and change the course of things." We're both really trying to do the same 
thing: change lives. We just need to translate the language so that we know how to talk to one 
another." 

Bobby Pestronk: The history of public health, in this country and others, is really a history of 
faith, and that's not just a play on words. Public health has always had faith in the fact that 
people in a community can actually do things that will improve the health, welfare, and spirit 
of the lives of people living in that community. It is also a history, in this country, ofregularly 
giving away what one has and distributing it to the community. Social justice and personal 
improvement are the roots of public health: the notion that people in a community can use the 
organizations, policies, and institutions of their culture to create an environment that leads to 
health. 
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Guide Questions: Empowerment Challenges and Strategies 

1. What were the initial power relationships between the health department and the interfaith
community group? Did they change? If so, how? If not, why not?

2. What role did trust play in the development of this collaboration?

3. Do you consider this to be a successful collaboration? Why or why not?

4. Was there evidence of sharing power and influence? If so, what? How was it accomplished?

5. What qualities and skills did those involved possess that moved the collaborative process forward?

6. This collaboration was based on some funding available through the health department. What do
you think would have happened to the collaboration if those resources dwindled?

7. Bolman and Deal assert that "in the face of enduring differences and scarce resources, conflict is
inevitable and power is a key resource." Do you agree or disagree with this statement?

8. What power sharing challenges have you experienced as you have worked in collaborative
environments? What were the strategies you used to overcome those challenges?
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Web Resources 

eric.web.tc.columbia.edu/families/TWC 

www.ncrel.org/ cscd/pubs/lead2 l 

www.collaborativeleaders.org 

www.pew-partnership.org 

www .kettering.org 
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Community Toolbox. http://ctb.ku.edu/. The Community Toolbox's goal is to support your 
work in promoting community health and development. It provides over 6,000 pages of 
practical skill-building information on over 250 different topics. Topic sections include step­
by-step instruction, examples, checklists, and related resources. 

Working Together for Healthier Communities: A Framework for Collaboration Among 
Community Partnerships, Support Organizations, and Funders. Community Toolbox. 
http://ctb.ku.edu/tools/en/section _ 1381.htm. 

Center for the Advancement of Collaborative Leadership Strategies in Health. www.cacsh.org. 
The Center for the Advancement of Collaborative Strategies in Health at The New York 
Academy of Medicine helps partnerships, funders, and policy makers realize the full potential 
of collaboration to solve complex problems related to health or any other area. 

Free Management Library. Management Assistance for Nonprofits. 
http://www.managementhelp.org. Complete, highly integrated library for nonprofits and for­
profits. 
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