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ABSTRACT 

At BC Children’s Hospital, physician leaders face complex environments replete with ambiguity. 

In anticipation of the new Acute Care Centre (ACC), a “procedures suite” clinical model will 

bring Surgery, Anaesthesiology, and Interventional Radiology programs under a shared 

leadership structure. The practice of leadership in this environment is juxtaposed with the 

distinctive skills required of these highly specialized physicians. This research explored how 

leadership capacity could be enhanced for this group. Sub-questions explored participants’ 

attitudes, perceptions, and beliefs regarding the practice of leadership, and factors that were seen 

as contributing to successful leadership. The findings provide recommendations for enhancing 

physicians’ leadership capacity. A mixed-method, action research methodology, consisting of 

participant observations, interviews, and an online survey were used. Five recommendations 

resulted: improve relationships among operational leaders and physician leaders, define 

physician leadership, expand current leadership development programs, develop quantifiable 

outcome measures, and build physician leadership awareness through UBC’s Faculty of 

Medicine.  
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CHAPTER ONE: FOCUS AND FRAMING 

BC Children’s Hospital (BC Children’s) provides pediatric health services as the 

province’s major treatment, teaching, and research facility for child and youth health (BC 

Children’s Hospital, 2010a). Each year, a diverse team of professionals care for more than 

200,000 children, including over 37,000 emergency department visits (BC Children’s Hospital, 

2010c). This research inquiry took place within what will become the procedures suite at BC 

Children’s, which is staffed by surgeons, anaesthesiologists, medical imaging specialists, nurses, 

social workers, psychologists, dieticians, physiotherapists, child life specialists, and several non-

clinical support functions.  

In a meeting with the Senior Vice President of Children’s Hospital, it was noted that 

leaders in the procedures suite are faced with constant change and increasingly complex job 

demands, while the organization’s ability to support these clinicians in their leadership roles is 

unclear (B. Fitzsimmons, personal communication, November 5, 2013). For example, the 

demands on procedures suite leaders includes the implementation of “lean” health care 

(Hawthorne & Masterson, 2013), in which lean manufacturing practices, popularized in the West 

by W. Edwards Deming, are implemented within a health care context. Lean management 

requires clinical leaders to take on more administrative and managerial work, work that has 

traditionally fallen under the purview of hospital administrators (Hung, Gray, Anderson, & 

Hereford, 2013). Ultimately, lean aims to reduce workloads as a result of efficiency gains, but 

that doesn’t necessarily match the perception clinicians hold. Further, procedures suite leaders 

face significant changes as a result of the BC Children’s and BC Women’s Hospital 

Redevelopment Project (Redevelopment Project), budget cuts, changing patient and staff 

expectations, and the introduction of the Clinical + Systems Transformation (CST) project. The 
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CST project will introduce new evidence-informed clinical practices as well as a single, 

integrated electronic patient health record. Together, these evolving environmental 

characteristics require procedures suite leaders to stretch beyond their clinical expertise, which, if 

not managed carefully, can contribute to increased burnout, compassion fatigue, and turnover 

(Gallagher, 2013; Maslach & Leiter, 2008). Therefore, if the procedures suite is to meet its goal 

of continually improving the provision of family-centered care (BC Children’s Hospital, 2010b), 

it is important to understand how to develop leadership capacity because it supports clinical 

practitioners to thrive during times of change, and to continue to deliver pediatric care of the 

highest quality.  

 As the Change Integration Lead for the Redevelopment Project, I am responsible for the 

design, development, and implementation of the people strategy and approach related to the 

clinical and non-clinical impacts of the project. As the Redevelopment Project proceeds through 

to completion in 2018, I am responsible for monitoring the effectiveness of the strategy and 

approach, and making course corrections where required. Fundamentally, my work is focused on 

integrating the human dynamics of change into the overall project plan. I report to the Director of 

Redevelopment – Clinical Planning, which includes the portfolio of clinical initiatives across the 

project. I also have a reporting relationship to the project’s executive sponsor - the Executive 

Vice President and Chief Operating Officer (COO) - and to the various project governance 

committees, which include the COO, the Presidents and Vice Presidents of BC Children’s and 

Women’s, and the Chief Project Officer.  

My interest in this research is personally and professionally significant. I was born at BC 

Women’s Hospital (which shares the Oak Street campus with BC Children’s), and I have been a 

surgical patient at BC Children’s on two occasions. My experiences as a young surgical patient 
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are deeply rooted in my memory. I am grateful for the compassionate and high quality care I 

received during what should have been a terrifying ordeal for a young boy. My son has also been 

a patient of the pediatric ophthalmology clinic and the pediatric orthopedic clinic. In my dual 

role as researcher and organization member (Coghlan & Brannick, 2010), I served as a 

facilitator, whose purpose was to create a safe, yet thought-provoking environment where people 

were encouraged to share their attitudes, beliefs, and perceptions of the current situation with 

regards to surgeon and anaesthesiologist leadership, as well as their ideas for enhancing and 

supporting surgeons and anaesthesiologists who transition into formal leadership roles.  

The research topic was chosen in collaboration with members of the hospital’s executive 

team in an effort to build a deeper understanding of the experiences of procedures suite 

physicians who take on formal leadership roles, how these leaders cope with their leadership and 

administrative responsibilities, and what actions the organization could take to support the 

development of their leadership capacity. My intention is for this research to contribute to the 

wellbeing and effectiveness of clinical staff, and to the enhancement of the care and experience 

of patients and families, who often come to the hospital under enormously stressful, and 

sometimes life-changing circumstances. Specifically, this inquiry engaged physicians who have 

taken on formal leadership roles within the procedures suite. The research sought to understand 

ways in which leadership among physicians could be optimized as they transition from purely 

clinical roles to roles that include formal leadership responsibilities. The research was framed 

through the question: How can leadership capacity be enhanced for physicians who transition 

into formal leadership roles? Sub-questions included: 

• What is the physician’s experience of transition into formal leadership roles? 

• How do physician leaders perceive the support received to build leadership capacity? 
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• What factors contributed to successful and unsuccessful leadership transitions? 

• What challenges exist to applying the medical/experimental model to leadership? 

Significance of the Inquiry 

On any given day, physicians work long hours in dynamic, stressful environments 

(Irving, Dobkin, & Park, 2009; McCabe Ruff & Mackenzie, 2009). Importantly, leadership 

capacity has been positively correlated with efficacy during times of change and crisis (Choi & 

Ruona, 2011; Heifetz, Grashow, & Linsky, 2009; Irving et al., 2009). This inquiry offered the 

opportunity to engage physician leaders in conversations about their transition into leadership 

and its impact on staff and patients alike. Specifically, it explored ways in which both 

experienced and new leaders could be supported to increase their capacity and reduce instances 

of burnout and compassion fatigue, thereby improving the experience of patients and families 

who rely on these professionals to be at their best (Bresó, Schaufeli, & Salanova, 2011; 

Gallagher, 2013). Burnout can occur as a result of the pressures and stresses of physicians’ 

interactions within his or her own environment (Griner, 2013). In researching practicing 

physicians, Griner (2013) provided a definition of burnout: “A triad of emotional exhaustion, 

depersonalization, and reduced personal accomplishment” (p. 22). On the other hand, 

compassion fatigue (sometimes called vicarious trauma), is attributed more to the relationship 

between the physician and patient (Gallagher, 2013). Compassion fatigue can have similar 

symptoms to posttraumatic stress disorder such as: avoidance of situations where patient 

suffering is present, disturbing thoughts or dreams of distressing symptoms, and physiological 

distress in response to triggers of past traumatic patient events (Gallagher, 2013). Ultimately, the 

purpose of the inquiry was to generate data that enables the organization to take positive action 

towards developing capable physician leaders who can thrive during times of change. 
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An inquiry into physicians’ transition into leadership was timely because of recent 

changes in key leadership personnel, and an expectation that more physician leaders will need to 

be identified in the near future (B. Palmer, personal communication, January 9, 2014). In 

addition, the Chief of Surgery was seeking recommendations on how to build leadership capacity 

among new clinical leaders (E. Skarsgard, personal communication, January 9, 2014).  

Three key stakeholder groups stand to benefit from this research: (1) leaders who are 

supported to enhance their leadership capacity; (2) constituents and colleagues of these leaders, 

who stand to benefit from enhanced leadership; and (3) patients who receive the compassionate 

care that is more readily provided by staff whom are unburdened by compassion fatigue and 

burnout. Additionally, physician leaders in general - and the organization as a whole - benefit 

from understanding the experiences of clinicians who transition into formal leadership roles. 

There is significant literature detailing the challenges of moving from a role where 

technical expertise is paramount (clinical expertise, in this case), to a role that shifts the focus to 

the more iterative and nebulous tasks of relationship building and leadership (see Arneja et al., 

2013; Elsner & Farrands, 2012; Kouzes & Posner, 2012; Schein, 2010). Compounding this 

complexity, physicians who take on leadership roles usually maintain their clinical practices, 

often at full-time commitment. Given a typical clinical workload for surgeons at Children’s 

Hospital equates to 75-80 hours per week, it requires an enormous time commitment to fulfill 

both roles successfully (E. Skarsgard, personal communication, June 3, 2014).  

The executive at BC Children’s is aware that failing to address the issue of leadership 

capacity could have negative consequences (B. Fitzsimmons, personal communication, 

November 13, 2013). For example, an increase in sick leave from staff burnout could cause 

further stress on a system already burdened by budget cuts and limited human resources. As 
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mentioned previously, there is an expectation that several new leaders will need to be identified 

to fill upcoming vacancies, largely attributable to the significant number of retirements expected 

to occur in the years to come (B. Palmer, personal communication, January 9, 2014).  

Organizational Context 

As British Columbia’s only pediatric health centre and teaching hospital, through its 

affiliation with the University of British Columbia (UBC), the vision of BC Children’s is to 

achieve better health for children and youth through the practice of dedicated professionals who 

ensure access to the best care, delivered in an optimal setting for both patients and families (BC 

Children’s Hospital, 2010b). In 2014, BC Children’s updated their strategic action plan, with the 

overall goal of the organizations published as, “To have the best health outcomes for children & 

youth today and in the future” (BC Children’s Hospital, 2014).  

To deliver on this mission, organizational leadership must continually adapt to ever-

evolving medical practices and technologies (Buchanan, 2008), while also handling external 

pressures from changing patient needs, economic shifts, and sustainability expectations. These 

environmental issues are what Heifetz et al. (2009) defined as adaptive challenges, which require 

the application of an adaptive leadership model. Key concepts in adaptive leadership as it relates 

to the practice of physician leadership include: (1) distinguishing the technical work that 

physicians do for patients from the adaptive work requiring collaboration and creativity; (2) 

avoiding the inappropriate use of technical interventions to address adaptive challenges; and (3) 

explicitly developing and deploying adaptive leadership strategies and tactics for physician 

leaders to facilitate the organizational adaptive work required (Thygeson, M., Morrissey, L., & 

Ulstad, V. (2010, p. 1009). 
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Further external change pressure comes from the Ministry of Health (MoH), which, in 

BC, is ultimately responsible for protecting and enhancing the provincial health care system. 

Within the past few years, the MoH has announced multiple new health care edicts and system 

priorities (Ministry of Health, 2014).  

The department of surgery has a complicated organizational structure, including 16 

departments (see Appendix H): Surgical Suites, Anaesthesia Service, Cleft Palate and 

Craniofacial Program, Dentistry, General Surgery, Inpatient Unit 3R (complex needs), Operating 

Room (OR), Ophthalmology, Orthopaedic Surgery, Otolaryngology, Plastic Surgery, Post-

Anaesthetic Care Unit, Pre-Admission Clinic, Procedural Sedation Unit, Surgical Day Care, and 

Urology (BC Children’s Hospital, 2013b).  

The Chief of Surgery heads the department with two Senior Directors: (1) Inpatient, and 

(2) Ambulatory & Critical Care, as direct reports. Three Program Managers (3R & 

Neurosurgery, Surgical Suites, and Dentistry & Administrative) report to the Senior Directors. A 

multitude of nurse leaders and educators, registered nurses, and various other allied health 

specialists and non-clinical functions report to the Program Managers. 

Each year, pediatric surgeons work more than 12,000 hours in the Operating Room (OR) 

where approximately 8,000 children have surgical procedures ranging from elective surgery to 

emergency procedures for life-threatening illnesses or injuries. For example, in 2013, nearly 200 

open-heart surgeries were performed, more than half of which were performed on children less 

than one-year old (BC Children’s Hospital, 2010a).  

In order to deliver quality care outcomes for children, while at the same time facing 

increasing patient volumes, BC Children’s is building a modern, environmentally responsible 

Acute Care Centre (ACC) as part of the BC Children’s and BC Women’s Hospital 
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Redevelopment Project (Redevelopment Project). The new ACC, which is scheduled to open in 

late 2017, will enable better patient and family-centered care, while improving the level of 

support and resources available to staff, volunteers and visitors. Beyond constructing a new 

hospital, the project involves the development of several new care-delivery models, aimed at 

enhancing the way care is provided for patients, improving staff satisfaction, and enabling 

leading practices and efficiencies within the various programs. This new approach will take a 

more holistic, biological-psychological-social view of pediatric health (B. Palmer, personal 

communication, December 2, 2013).  

The upcoming implementation of the procedures suite is one example of the organization 

shifting to a more collaborative, holistic model of care. The procedures suite was identified as an 

Early Implementation Opportunity (EIO) within the Redevelopment Project because it offers 

increased quality and potential cost savings via increased efficiencies and process 

standardization (B. Palmer, personal communication, September 23, 2014). Two core services 

will collaborate under a shared leadership structure to form the procedures suite: the operating 

room (OR) and interventional radiology. While the idea of a procedures suite had been in 

discussion for a long time, the Redevelopment Project served as an impetus (and provided 

funding) for the creation of a more integrated unit.  

Concurrent with these changes, the Clinical + Systems Transformation (CST) project 

introduces common, standardized, end-to-end clinical practices and information systems, 

including the implementation of electronic patient health records (Ministry of Health, 2014). 

Similar to the Redevelopment Project, CST involves much more than the implementation of 

information technology (IT) solutions, because it also aims to “transform the way practitioners 

care for patients” (Ministry of Health, 2013, p. 1). Because the hospital must remain operational, 
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the CEO of the Provincial Health Services Authority (PHSA) had described the implementation 

of these changes as analogous to “replacing an airplane’s engines mid-flight” (C. Roy, personal 

communication, October 10, 2013).  

In this research, other organizational environmental factors were considered, as well. The 

surgical program had faced budget cuts and multiple restructurings over the past few years, 

including a significant turnover in key leadership roles, adding to the level of change, and 

increasing demands on operational leaders (B. Palmer, personal communication, November 19, 

2013). To successfully navigate changing technologies, work processes, and care delivery 

models requires perseverance and the ability to practice adaptive leadership (Heifetz et al., 

2009). Directors, program managers, nurse leaders and supervisors are being asked to 

demonstrate leadership to support their teams through these challenging transition periods 

(Bridges, 2003; Collins, 2005; Cooperrider, Whitney, & Stavros, 2008). If the primary currency 

of leadership is the self (Collins, 2005; Goleman, Boyatzis, & McKee, 2002; Goleman & 

Lueneburger, 2010), it behoved BC Children’s to explore ways to support the development of 

strong leadership capacity. Appropriately, the organization had stated a need for an innovative, 

exploratory mindset, one in which people are open to learning (BC Children’s Hospital, 2010a).  

In February of 2014, the MoH issued updated priorities for the BC health system. 

Physicians were noted as being jointly accountable for delivering on the plan. The report noted 

physicians, among others, “require a clear performance management accountability  

framework” (Ministry of Health, 2014, p. 47). Specifically, physicians were expected to “ensure 

effective engagement with government and professional accountability on the development and 

implementation of policies that promote positive change in population and patient health and the 

best standard of care for patients” (p. 48).  
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Carried forward from the 2010 strategic plan, the theme of developing innovation and 

efficiency in the delivery of health care (which includes both professional and administrative 

practices) remains a going concern for the MoH. The report also made note of the significant 

challenges faced with regard to building change management and leadership capacity throughout 

the health care system (see Appendix I). All of these contextual factors elucidated the executive 

leadership team’s desire to inquire into and receive recommendations on how to build leadership 

capacity among physician leaders.  

This inquiry aimed to discover how physicians in leadership roles demonstrated and self-

assessed their leadership, and to explore ways in which the organization could support them in 

furthering that development. In addition, the research explored the behavioural manifestation of 

leadership and people’s perceptions of how those behaviours influenced a leader’s ability to lead 

change. Importantly, this inquiry provided the executive team with organization-specific 

knowledge regarding the current state, and potential benefits of increasing leadership capacity 

among physicians who take on leadership roles. Furthermore, the data gathered could be 

applicable, in general, to make recommendations on how to build clinicians’ leadership capacity 

throughout the organization, beyond the procedures suite. 

Systems Analysis of the Inquiry 

 The notion that all these fragments are separately existent is evidently an illusion and this 

 illusion cannot do other than lead to endless conflict and confusion. ... Thus, as is now 

 well known, this way of life has brought about … an overall environment that is neither 

 physically nor mentally healthy for most of the people who live in it. (Bohm, 1980, p. 2) 
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This quote from theoretical physicist, David Bohm, is representative of the issues faced 

by BC Children’s staff today. Fragmentation can be seen between and within professions, 

specializations, union-management relationships, departments, and other parts of the hospital. 

The practice of systems analysis rejects the more traditional, atomistic view of social 

systems, which breaks the object of study into isolated parts (Von Bertalanffy, 1972). Instead, 

systems analysis considers the interdependence of forces that interact with and influence each 

other. The World Health Organization (1946) recognized the importance of taking a systems 

view when it declared, “Health is a state of complete physical, mental and social well-being and 

not merely the absence of disease or infirmity”. In alignment with that perspective, the MoH 

recently stated their intent to “shift the culture of health care from being disease-centred and 

provider-focused to being patient-centred” (Ministry of Health, 2014, p. 7) to be its first priority. 

 Derived from the field of biology, Von Bertalanffy’s (1950) seminal work on General 

Systems Theory (GST) described the evolution of scientific philosophy, from a search for the 

“building blocks” of life, to the understanding of wholes. This led Von Bertalanffy to conclude 

that there was a need for “investigating not only parts but also relations of organisation resulting 

from a dynamic interaction and manifesting themselves by the difference in behaviour of parts in 

isolation and in the whole organism” (p. 135). Applying GST to human systems, both 

Hummelbrunner (2011) and Wood (2011) outlined three features common to all systems 

thinking methods: understanding interrelationships, a commitment to multiple perspectives, and 

recognizing boundaries. In further developing the boundary concept, Mella (2012) explained that 

when we observe the world we must specify the boundaries within which our cognitive interests 

lie. He stated that ultimately, the universe is the whole system, but in order for us to act 

appropriately, we need not consider the grand whole. Systems analysis requires us to identify 
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those variables whose influence and effect on the sub-system we are working within are 

significant with regard to our concerns. From there, researchers can begin to plan the inquiry.  

In terms of interrelationships, other departments and external organizations influence the 

procedures suite, and on a macro scale, patients’ socio-economic environment impact the 

hospital’s volumes as well as patients’ presenting symptoms (McKimm, Spurgeon, Needham, & 

O'Sullivan, 2011). To explore the interrelationships, perspectives, and boundaries influencing the 

procedures suite, Bolman and Deal’s (2008) four-frame model is helpful (see Figure 1). The 

authors provide four a priori categories or “frames”, each of which contains concepts, values, 

and filters that influence how people view and make sense of the world.  

 First, the structural frame looks at architecture: organizational charts, policies, rules and 

goals (Bolman & Deal, 2008). The Surgeon in Chief heads the department and has two Senior 

Directors as direct reports. Three Program Managers report into the Senior Directors. A host of 

nurse leaders, nurses, and various other health specialists report into the Program Managers. 

Within the procedures suite, there is significant hierarchy with the rules and policies to match. 

While the hierarchy varies amongst professions and by departments, there are organizational 

charts with seven layers of authority between front line and president. Unfortunately, excessive 

hierarchy and unyielding policy can limit a leader’s ability to effectively manage ambiguity and 

change (Heifetz et al., 2009).  

 Complicating matters, many physicians working in the procedures suite do not report into 

the departmental leaders, rather, they are accountable to the UBC Faculty of Medicine, and the 

Royal College of Physicians. As a result, physicians may receive inconsistent information or 

direction from the Faculty of Medicine as contrasted to information sent from operational 

leaders. Accreditation Canada also influences this frame through its mandate to certify health 
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care organizations with the audit process known as the Required Organizational Practices 

Review (Accreditation Canada, 2013). Lastly, the physical and reporting structure is also 

changing due to the Redevelopment Project and other change initiatives taking place over the 

next five years (BC Children’s Hospital, 2013a). 

 The human resource frame looks at people and relationships, their skills and abilities, and 

considers the psychological perspective of needs, strengths and weaknesses (Bolman & Deal, 

2008). Concerning this research, leadership development was of primary importance. Both the 

collective and individual will to engage in professional development, along with the 

organization’s support for learning, will influence the development of leadership capacity. A 

wave of retirements in the coming years is also expected to affect this frame (B. Palmer, personal 

communication, January 9, 2014). Interpersonal relationships, communication, and training have 

also been noted as possible areas of interest or influence. Physicians are required by the Royal 

College of Physicians to participate in professional development. This requirement supports the 

change recommendations that form part of the research outcomes.   

The political frame looks at any circumstances in which there exists a finite amount of 

time or resources, and considers the use of power (Bolman & Deal, 2008). Within the procedures 

suite, there are several political considerations. The MoH establishes the overall budget and 

provides the vast majority of funding (along with the BC Children’s Hospital Foundation) for 

program areas (Government of British Columbia, 2013). The MoH created its strategic 

objectives within the political context of a “relentless focus on strengthening the economy … and 

ensure[ing] that government controls spending” (Government of British Columbia, 2013), which 

the present government considers its core mandate. In the Revised 2013/14 – 2015/16 Service 

Plan, the Honourable Terry Lake, Minister of Health, described the challenge as one in which the 
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MoH, “ensure[s] a health care system that will remain strong and affordable, and continue to 

provide world-class care for our children” (Ministry of Health, 2014). In late 2013, the MoH also 

announced budget cuts. These cuts were perceived as further stretching the department’s ability 

to provide the highest quality care and the best health outcomes (B. Palmer, personal 

communication, November 28, 2013). Complicating matters is the Redevelopment Project and 

construction of the new ACC. As a result, many departments will benefit from improved access 

to medical equipment and the highly specialized staff to operate it, but not everyone will have (or 

perceive) those needs or wants as having been equally met.  

 The symbolic frame looks at meaning making, stories and culture as the centre of 

organizational life (Bolman & Deal, 2008). The procedures suite will contain a number of sub-

cultures, each with its own values and beliefs (B. Palmer, personal communication, January 9, 

2014). The core, often tacit, values of an organization’s members are an important consideration 

in working within complex human systems, especially when inquiring about leadership (Schein, 

2010). When change efforts come up against deeply held beliefs, friction and push back is almost 

certain (Bridges, 2003; Burke, Lake, & Paine, 2009; Collins, 2005; Cooperrider et al., 2008; 

Kotter, 1996; Schein, 2010). These sub-cultures have a history of clashing when important 

decisions are made, or when values are threatened (C. Mellors, personal communication, October 

30, 2013). In a conversation with the Chief of Surgery, an example was provided in the form of 

Lean management initiatives, whereby some physicians view these programs as interfering with 

the autonomy earned by their profession (E. Skarsgard, personal communication, January 9, 

2014). While there are general differences with regard to power influence, academic training, 

and beliefs within the professions, shared values such as patient care, safety and “evidence-based 

decision-making”, do exist (B. Palmer, personal communication, November 19, 2013). 
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Figure 1. Overview of Internal and External System Influences 
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CHAPTER TWO: LITERATURE REVIEW 

This literature review will discuss salient topics and arguments in relation to the inquiry 

question: How can leadership capacity be enhanced for physicians who transition into formal 

leadership roles? Sub-questions include: 

• What is the physician’s experience of transition into formal leadership roles? 

• How do physician leaders perceive the support received to build leadership capacity? 

• What factors contributed to successful and unsuccessful leadership transitions? 

• What challenges exist to applying the medical/experimental model to leadership? 

 In order to develop this inquiry, this review considers three foci: leadership capacity, 

adaptive leadership, and organizational culture within health care. First, a working definition of 

leadership and leadership capacity will be explored. From there, the review will synthesize the 

skills and practices seen in high-capacity leaders and the methods that support the development 

of leadership capacity.  

 Second, the exploration of adaptive leadership will consider a working definition and a 

framework for discussing current leadership practices for both individual leaders and for 

organizations experiencing adaptive challenges. It will consider adaptive leadership in the 

context of health care, as well as the relationship between adaptive leadership and organizational 

change efforts.    

 Finally, a review of health care’s unique culture is provided, which helps describe the 

context in which surgeons and anaesthesiology leaders practice. Leadership always happens 

within a context or contexts, and an understanding of these physician’s environments should 

elucidate the challenges they face in leading effectively. For the sake of convergence, the impact 
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of organizational culture on leadership capacity and leadership adaptability will also be 

considered in the chapter summary. 

Topic One: Leadership Capacity 

15 years ago, Applebaum and Wohl (2000) described how new technology, shifting 

demographics, changing patient demands, and financial pressures threaten the sustainability of 

current health care organizations (p. 280). More recently, and in a similar tone, Garcia, Meek and 

Wilson (2011) argued that, “The changing framework of today’s health care system requires 

leaders to be increasingly innovative in how they approach their daily functions and 

responsibilities” (p. 242). Increasingly, leaders in the procedures suites at BC Children’s are 

faced with these same challenges, making leadership capacity an important focus. The literature 

review will explore a working definition of leadership capacity, as well as the contributing 

competencies, capabilities and behaviours various authors and researchers have outlined, with a 

focus on self-awareness and personal mastery as coterminous with leadership. This aim of the 

review will involve relating the current literature on leadership capacity to organization change 

such as that being experienced at BC Children’s through initiatives such as the Redevelopment 

Project and the Clinical + Systems Transformation (CST) project. Leadership capacity will also 

be of benefit to the organization, as a large cohort of baby boomers will be retiring from 

leadership roles in the near future. These demographic challenges will be particularly salient if 

the Ministry of Health (MoH) continues to legislate budget reductions (B. Palmer, personal 

communication, November 25, 2013).  

Defining leadership and leadership capacity 

 Leadership capacity is an oft-used, seldom-defined phrase within the literature. As noted 

by Yukl (2013), the term leadership has been appropriated from popular vocabulary and used as 
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a term of art, without having been redefined for such a purpose. More than 30 years has passed 

since Stogdill (1981) opined, “There are almost as many definitions of leadership as there are 

persons who have attempted to define the concept” (p. 259). Since then, many more scholars 

have tried to define the concept, with a corollary of diverse descriptions. Because this inquiry 

uses methods of observation at both individual and systemic levels to create meaningful change 

in leadership practices, an assumption has been made that leadership is an observable 

phenomenon. As such, a working definition of leadership, provided by Schein (2010) will be 

used: “The ability to step outside the culture ... to start evolutionary change processes that are 

more adaptive” (Schein, 2010, p. 2).   

 The word capacity also has multiple meanings. By way of example, capacity is used to 

describe a measure of volume, productivity levels, or, as a legal term, to define a person’s ability 

to act in a defined way. Of particular applicability to this research is a definition of capacity 

provided by the Oxford English Dictionary: “Mental or intellectual receiving power; ability to 

grasp or take in impressions, ideas, knowledge” (Oxford English Dictionary, 2012). Applying 

this definition of capacity to the aforementioned working definition of leadership, this research 

takes the position that leadership capacity is a person’s or organization’s ability to take in and 

apply impressions, ideas and knowledge in order to generate adaptive change.   

 Working from that definition, what competencies, capabilities and behaviours underpin 

its manifestation in the workplace? Research on maximizing organizational leadership capacity 

conducted by Diliello and Houghton (2006) identified self-leadership, creativity, and innovation 

as being the most beneficial strategies. While Martin and Waring (2013) spoke of the strategies 

outlined by Diliello and Houghton (2006) as beneficial to leadership capacity, their health care-

specific research led them to issue a caveat: clinical leaders often had their capacity-building 
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skills constrained by powerful structural and institutional forces. Nonetheless, Martin and 

Waring (2013) observed that new clinical leaders were able to apply their leadership skills within 

this inhibited context, so long as they did so in strategically opportunistic ways. 

 These inhibited contexts relate to what Mackenzie and Barnes (2007) highlighted when 

they referred to the importance of “place” when considering leadership theories (p. 94). The 

authors criticized much of the leadership research for ignoring the specific cultural contexts, 

personalities, relationships, and goals unique to each leader, and how that would ultimately 

determine what was or was not effective in that place (Mackenzie & Barnes, 2007). Taking a 

similarly critical view was Brazier (2005), who condemned the leadership debate within health 

care for being too focused on the skills and abilities leaders need, and instead, suggested a need 

for increased understanding of the complex systems within which health care leaders operate. 

Fortunately, such an approach was developed for understanding leadership within the health care 

context, and is discussed within the next literature topic.   

Leadership Frameworks  

 Leadership always unfolds within a specific context or place (Brazier, 2005; Higgs & 

Rowland, 2010; Mackenzie & Barnes, 2007). For that reason, generalized leadership frameworks 

have fallen out of favour with leadership scholars. Disfavour is often caused by the commercial 

nature of the work (see Ready & Conger, 2003), and for the framework’s promise of universal 

applicability and effectiveness (see Sanchez-Runde, Nardon, & Steers, 2011).  

 More recently, scholars and practitioners have been creating leadership frameworks 

tailored to specific industries and other unique characteristics. Just such an example is found in 

the United Kingdom, where The National Health Service (NHS) and the Academy of Medical 

Royal Colleges have collaborated to publish key competencies for medical (physician) leaders 
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(Egener, McDonald, Rosof, & Gullen, 2012). The framework provides five domains: (1) 

Personal qualities; (2) Working with others; (3) Managing services; (4) Improving services; and 

(5) Setting direction (Egener et al., 2012).  

 In 2006, the Health Care Leaders Association of BC (HCLABC), in partnership with the 

Royal Roads Centre for Health Leadership Research, began a project with the purpose of 

creating a leadership framework that would serve the leaders who worked within the BC Health 

care system. In 2010, HCLABC published the LEADS Framework, a basis for leadership 

capability development, designed specifically for health leaders in Canada (see Table 1). As a 

research partner and early adopter of the LEADS framework, the Provincial Health Services 

Authority (PHSA) and its agencies (including BC Children’s Hospital) adopted LEADS as the 

enterprise-wide leadership development approach.  

 LEADS is an acronym for the five domains that comprise its leadership capability model: 

(1) Lead Self, (2) Engage Others, (3) Achieve Results, (4) Develop Coalitions, and (5) System 

Transformation (Canadian College of Health Leaders, 2013b). 

Table 1 

Summary of LEADS domains and related capabilities. Adapted from CCHL (2013) 

Lead Self: Self-aware Manages self Develops self Demonstrates 
character 

Engage Others: Develops 
others 

Creates a healthy 
workplace 

Communicates 
effectively 

Builds effective 
teams 

Achieve Results: Sets direction 
Aligns decisions 
with vision, values, 
evidence 

Acts to 
implement 
decisions 

Assesses and 
evaluate 

Develop 
Coalitions: 

Builds 
partnerships to 
create results 

Committed to 
customers and 
service 

Mobilizes 
knowledge 

Navigates socio-
political environs 

System 
Transformation: 

Uses systems 
and critical 
thinking 

Encourages and 
support innovation 

Orients 
strategy to the 
future 

Champions and 
orchestrate 
change 
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 In researching this capability framework, a thorough investigation was completed, 

including an indexing of existing competency frameworks and both general and health-specific 

leadership and management literature reviews (CCHL, 2013). As a means of validation, the 

findings were gathered and shared with both seasoned and aspiring health leaders in BC. Each of 

the five domains has significant support throughout the leadership literature (Yukl, 2013). 

Self-awareness and personal mastery 

 In the beginner’s mind there are many possibilities; in the expert’s there are few. 

        - Shunryu Suzuki Roshi (1970) 

 Self-awareness is the first capability noted within the LEADS framework (Canadian 

College of Health Leaders, 2013b). Given the number of clinical and scientific experts working 

at BC Children’s, and the tendency for experts to protect the power that comes from that 

expertise (Heifetz et al., 2009), the question of how much self-awareness and learning takes 

place is an interesting one. To successfully transition to a leadership role requires new skills, 

often coupled with lesser importance placed on the expert technical knowledge that had 

previously made the new leader successful (Elsner & Farrands, 2012). Further complicating 

matters, the authors observed that new leaders might discover their goals are ambiguous, and 

sometimes contradictory. In interviewing nearly 50 leaders who had recently transitioned into 

new roles, they found three issues that stood out: (1) it was important for leaders to keep their 

transition experiences secret, (2) the undiscussability of the topic of transition itself, and (3) how 

unprepared leaders were for the work of transition (Elsner & Farrands, 2012). 

 Within health care, building and evolving existing “evidence-based” knowledge is a 

continuous practice. Yet, as Suzuki (1970) suggested, openness to divergent or subjugated 

perspectives may be ignored or dismissed due to not meeting the evidentiary criteria traditionally 
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favoured by the medical community (Reason & Bradbury, 2008), to say nothing of the 

willingness to show vulnerability or uncertainty. During this inquiry, stringent standards were 

observed in terms of what is considered acceptable evidence. For example, while discussing a 

document with a group of colleagues, one leader commented, “Have you seen the report? It’s a 

narrative description. It’s pretty bad”.  

 BC Children’s considers itself a learning organization (Argyris, 1982; Senge, 2006). 

Learning is an especially important skill for leaders in the procedures suite because their formal 

education and experience rarely provides much in the way of leadership theory or practice 

(Coltart et al., 2012), leaving them to “learn how to lead on the fly”, as one physician leader put 

it. Confirming this fact was a 2013 BC Children’s Hospital research team, who sent an 

anonymous survey to division heads and program directors from all university-affiliated plastic 

surgery departments (Arneja et al., 2013). Among the many findings, the results showed that 

88% of leaders did not have any leadership-focused degrees. The authors found gaps related to 

formal leadership training, leadership skills, and emotional intelligence, and argued for the re-

evaluation of how surgeons are trained, promoted, and supported (Arneja et al., 2013). 

 The issue of training, support, and personal development creates a leadership gap because 

the skills, behaviours, and attitude required for the effective practice of leadership in the complex 

adaptive system that is health care, are distinctly different from those required for the practice of 

medicine or surgery (Manion, 2011). This leadership gap was further researched by Snell and 

Dickson (2011), who found health care organizations that provide leadership development 

training, as well as ongoing follow up with leaders, were more likely to see a return on 

investment in terms of changed leader behaviour and increased leader effectiveness. 

 Investigating the call for large-scale health leadership initiatives, Cikaliuk (2011) noted 
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that, like the practice of leadership itself, collaboration exists only in relationship. As a result, 

she argued for the creation of cross-sector, cross industry, and collaborative leadership 

development initiatives where health care leaders would benefit from the experiences and 

perspectives of non-health care participants, enabling them to widen their leadership lens 

(Cikaliuk, 2011). 

Topic Two: Adaptive Leadership 

Effective leaders are able to constantly adapt their behaviour to meet changing 

environments and differing circumstances (Yukl, 2013, Chap 7). Procedures suites leaders are 

being asked to take on new, complex tasks across traditionally segregated clinical and 

administrative boundaries (Brazier, 2005). To demonstrate the effective leadership required to 

meet these changing demands requires the organization and its leaders to understand both the 

nature of adaptive leadership, and how to engage in its development and maintenance, 

particularly within a health care context (Hogan, 2008).  

 Defining an adaptive leadership model 

According to Glover, Friedman, Rainwater, and Jones (2002), at its core, adaptive 

leadership is about “being open to the changes going on around us and then making effective 

decisions in harmony with these pervasive changes” (p. 17). Here, leadership adaptability will be 

considered from an individual lens, then from an organizational perspective. One of the change 

goals of this research was to develop leaders in the procedures suite who are able to thrive during 

times of change. Curiously, “thriving” is a term seldom used to describe the human condition 

beyond our infant and toddler years. While the topic of thriving is gaining more attention from 

organizational scholars (see for example, Rowe, 2012) it is a fledgling field. From the 

evolutionary biology perspective, to thrive is to successfully adapt to the challenges presented by 
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changing environmental factors (Torday & Rehan, 2012), a valuable and sought-after 

competency for health care leaders (Haeusler, 2010). Speaking to this point, the president of the 

American-based Center for Health Care Innovation noted that, “The adaptive leadership 

approach promises to improve the practice of medicine” (Thygeson, Morrissey, & Ulstad, 2010).   

Much of the literature on adaptive leadership builds on the theories of developmental 

psychologist, Jean Piaget (1971), whose seminal work on human development and early 

childhood learning have been leveraged in understanding adaptive leadership capability in 

organizations (de Geus, 1997; Glover et al., 2002; Piaget, 1971). Piaget (1971) described two 

types of learning processes, assimilation and accommodation, which, when applied dynamically, 

form the foundation of adaptive learning. Assimilation is the process by which a learner gathers 

information within the context of existing knowledge, and assimilates the new knowledge into 

existing frameworks and meanings (Piaget, 1971). Accommodation, on the other hand, is the 

result of a learner who experiences changes in existing ideas, attitudes and beliefs (Piaget, 1971). 

While these concepts were originally conceived as a means of understanding the learning 

processes of children, others, most notably de Geus (1997), have expanded on Piaget’s work by 

seeking to understand how these learning processes might affect the adaptability of leaders 

within organizational settings. 

 Harvard faculty colleagues, Heifetz, Grashow and Linsky (2009) developed an adaptive 

leadership model that first requires leaders to “distinguish technical problems from adaptive 

challenges” (Heifetz et al., 2009). The distinction made by the authors describes technical 

problems, while potentially complex and important, as having a known solution. An example of 

a technical problem for a pediatric surgeon could be a patient requiring a routine appendectomy. 

An adaptive challenge, on the other hand, requires people to change their known or traditional 
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ways of working, attitudes, and beliefs (Heifetz et al., 2009). At a recent Canadian College of 

Health Leaders (CCHL) conference, Heifetz noted, “It’s a lot easier to fix a heart than it is to 

change someone’s heart” (R. Heifetz, personal communication, October 30, 2013). Trained as a 

physician himself, Heifetz said, “Doctors are wonderfully trained in being technical experts, but 

they are very poorly trained in mobilizing people to change their ways” (as cited in Haeusler, 

2010, p. 12). Given the large scale changes (e.g. hospital redevelopment and CST) affecting BC 

Children’s, it will be imperative for leaders to be able to mobilize people to create a sense of 

urgency as well as to successfully adapt and continue to perform during this time (Kotter, 1996).  

The concept of “mobilization” appears throughout the adaptive leadership literature. 

Torres and Reeves (2011) defined adaptive leadership as mobilizing a dynamic network of 

people to achieve their goals during times of change. While researching the concept of adaptive 

leadership in a health care context, Haeusler (2010) defined mobilization as the deployment of 

people in an effort to address significant challenges. Applying contingency theory to 

contextualize the notion of mobilization, Yukl and Mahsud (2010) posited the importance of 

leadership adaptability being relevant and appropriate to the task and/or people involved. 

Furthermore, they argued that adaptability would sometimes need to be sacrificed at times when 

efficiency and reliability were of paramount importance (Yukl & Mahsud, 2010).  

Bridging the individual and organizational perspective of adaptive leadership, in 

researching the necessary conditions for developing adaptive leadership capacity, Glover et al. 

(2002) proposed four non-prescriptive principles which should be intentionally practiced: (1) 

cultural competency; (2) effective knowledge acquisition and use; (3) creation of synergy from 

diversity; and (4) holistic and sustainable vision. Hogan (2008) extrapolated from these 

principles to create an adaptive leadership maturity model, which proposed an ordered 
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relationship in terms of how to best develop adaptive leadership. Yukl (2013) outlined detailed 

guidelines for adaptive leadership, based on situational contingencies. For example, he argued 

for close monitoring of new or unreliable people as opposed to adopting a consultative approach 

with knowledgeable, experienced people (pp. 177–178). This is strikingly similar to the work of 

Blanchard (2011), whose Situational Leadership II model is one of the most popular among 

organizational training programs, yet notoriously difficult to validate in terms of its effectiveness 

in application (Thompson & Vecchio, 2009).  

Others have also explored the qualities of an adaptive organization. Heifetz et al. (2009) 

identified five key characteristics: (1) elephants in the room are named; (2) responsibility for the 

organizations’ future is shared; (3) independent judgment is expected; (4) leadership capacity is 

developed; and (5) reflection and continuous learning are institutionalized.  

Of note, positive outcomes have been observed when adaptive leadership behaviours 

have been used by health care providers in interactions with patients, and for the purpose of 

scientific research (Bailey et al., 2012).  

 Philosophy, skills and knowledge that support adaptive leadership 

The concept of an adaptive leadership framework is relatively new to BC Children’s 

Hospital. The philosophy, skills and knowledge that underlie adaptive leadership practices are 

uncommon in health care contexts (Bailey et al., 2012). Metaphysically, adaptive leadership 

theory aligns with the ontological and epistemological beliefs of a participatory/postmodern 

paradigm (Yukl, 2010; DeRue, 2011). In contrast, the inquiry practices of medicine are primarily 

those of postpositivism, with an ontological paradigm of critical realism (explanation through 

prediction and control), and an epistemological paradigm of non-falsified hypotheses, which act 

as probable facts and laws (Loughlin, Lewith, & Falkenberg, 2013). Understandably, then, health 
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care professionals have a strong preference for technical problem solving (Haeusler, 2010; 

Heifetz et al., 2009). This can be attributed to a number of factors. Perhaps most notably, 

physicians are extensively trained, practiced and evaluated on their skills and abilities to solve 

problems (Lawrence, 2007). Fundamentally, this clinical/experimental model is based on 

diagnosing a problem and then applying (or removing) a known (or proposed) solution 

(Haeusler, 2010). These potential paradigmatic contradictions will be further considered within 

the organizational culture topic.  

Within the evidence-based health care movement, of which BC Children’s is a strident 

member, simple evidence hierarchies can result in the discrediting of any data gathered or 

presented in non-quantitative ways (de Vries, Dingwall, & Bourgeault, 2010). This is not unlike 

the metaphor of judge and advocate being the same. The value or truth attributed to information 

is determined through the narrow lens of so-called objectivity. In support of the need to expand 

the critical thinking processes in medicine, Sir Rawlins (2008), chair of the United Kingdom 

National Institute for Health and Clinical Excellence, during the Harveian oration, condemned 

the medical field’s lack of judgment in determining whether a certain type of evidence fits a 

given purpose. To put it bluntly, one should not be measuring a sphere with a ruler (de Vries et 

al., 2010). 

None of the above submits that health care practitioners cannot or do not engage in 

adaptive leadership practices. To the contrary, in qualitative case studies of adaptive leadership 

used in the Intensive Care Unit, medical schools, and other clinical settings, patient-facing 

clinicians were observed using several adaptive leadership behaviours such as providing clear 

and honest information, offering decision support, supporting realistic hope through the use of 

empathy and compassion, and showing positive regard (Bailey et al., 2012; Eubank, Geffken, 
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Orzano, & Ricci, 2012; Haeusler, 2010; Künzle, Zala-Mezö, Grote, & Johannes, 2007; Thygeson 

et al., 2010). Of interest to this research is the transferability of these skills to the practice of 

organizational leadership.  

In addressing the skills and knowledge that support adaptive leadership, the literature 

presents several themes. Torres and Reeves (2011) posited four core skills in practicing adaptive 

leadership: navigating the environment, leading with empathy, learning through self-correction, 

and creating win-win solutions. These skills overlap with many of the knowledge requirements 

presented by Glover et al. (2002), who argued for the leaders to build their awareness and 

understanding of cultural differences, information management systems, holistic visioning, and 

sustainability. Finally, Heifetz, Grashow and Linsky (2009) implored leaders to deploy 

themselves into their organizations in an adaptive capacity through the application of five 

personal mastery practices: (1) staying connected to your purposes; (2) engaging courageously; 

(3) inspiring people; (4) running experiments; and (5) thriving (p. 232).  

  As noted in the systems analysis presented in chapter one, the procedures suite has a 

significant hierarchy. Unfortunately, the research on adaptive leadership indicates that in times of 

turbulence and change, hierarchy does not always support an organization or an individual 

leader’s capacity for adaptive skill building (Bailey et al., 2012). Indeed, Heifetz et al. (2009) 

argued that hierarchy could be antithetical to adaptive leadership development. Relatedly, Bailey 

et al. (2012) presented the concept of adaptive leadership as a personal capability, as opposed to 

contingent on hierarchical positioning. Furthermore, the authors noted that, by applying the label 

or possibility of leadership only to top administrators, was to ignore the ability and requirement 

for leadership at patient care levels (Bailey et al., 2012). This poses important questions as it 

relates to practicing adaptive leadership within a rigid health care context.  
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Research has also focused on the knowledge required for developing adaptive leadership 

skills. Nelson, Zaccaro and Herman (2010) underscored the importance of building practice 

scenarios that require leaders to shift their performance strategies, helping them to experience the 

need to adapt in real-time. The authors argued for experiential variety, which would provide 

feedback and coaching before, during and after training events to help embed the learning, as 

opposed to it being merely a training event soon to be forgotten (Nelson et al., 2010). 

Antecedents and influences on building adaptive leadership 

 Leadership does not happen in isolation (Ginsberg, 2008; Mackenzie & Barnes, 2007). 

Perhaps most obviously, it happens in the context of followership (Yergler, 2011). Beyond this 

didactic relationship, there are other antecedents and influences to consider, many of which fall 

under the auspices of culture (Schein, 2010). With that in mind, a review of the culture of health 

care and the symbiotic relationship of leadership and culture are explored in topic three-

organizational culture in health care.  

Topic Three: Organizational Culture in Health Care 

Schein (2010) wrote, “Culture and leadership are two sides of the same coin” (p. 22). 

Taking that perspective, for leaders in the procedures suite to have the ability to enhance their 

capacity, they must not only understand the culture and subcultures of which they are a part, but 

also work intentionally to influence and change those cultures where appropriate. First, the 

review of organizational culture literature will look to definitions, and then explore the 

dimensions of health care culture and its multitudes of subcultures. While culture is sometimes 

viewed as something external to each individual, the literature will highlight the role that leaders 

play in building, sustaining, and changing it within organizations at the convergence of culture, 

capacity, and adaptability. 
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 Leadership within the health care culture 

 Like many organizations, BC Children’s has macrocultures, subcultures, and 

microcultures. Schein (2010) observed that much of what takes place within an organization 

could be understood as the interactions of subcultures operating within the larger organizational 

culture. He went on to state that, in large hospitals, the culture is influenced by the subcultures of 

the doctors, which is reflective of the practice of medicine, and the medical education system 

(Schein, 2010). Etzioni (1975) distinguished three types of organizations in existence in every 

society: coercive, utilitarian, and normative. BC Children’s meets the characteristics of a 

normative organization, where people are committed and accept legitimate authority because the 

goals of the organization are aligned with those of the individual. Normative organizations have 

more informal authority structures, whereby formal leaders are often required to seek consensus, 

owing to the fact that employees (in this case, physicians) can leave should they be so inclined 

(Etzioni, 1975). Further, he noted that members of normative organizations usually have 

relationships that are more intimate; where colleagues support each other in building motivation 

and commitment towards organizational goals and objectives (Etzioni, 1975). 

 Importantly, culture has been correlated to the achievement (or lack thereof) of strategic 

business objectives, namely patient care and health outcomes, and the health of the workforce 

itself (Gebauer, Lowman, & Gordon, 2008; Kahn, 1992; Ketter, 2008; Rich & Lepine, 2010; 

Saks, 2006; Shuck & Reio Jr., 2011; Vickers, 2008). Leadership considerations such as power, 

influence, innovation, creativity, and behaviour are all influenced by the cultural manifestations 

of health care (Brazier, 2005). Leadership cultural alignment is best considered from the 

perspective of supporting an organization’s purpose, as opposed to the organizational objectives 

(Bridges, 2003). At a fundamental level, an organization’s culture is built by the collective 
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behaviours and beliefs of its people (E. M. Marshall, 1995). From a leadership perspective, this 

manifests as the level of adaptability, the ability to manage competing priorities, and the practice 

of seeking new ways of completing work; all while upholding BC Children’s reputation for 

evidence-based, quality pediatric care.  

 Historically, BC Children’s has operated through a transactional leadership model, with 

centralized decision-making and a “top-down” approach to organizational change (B. Palmer, 

personal communication, May 13, 2014). Given the need to enhance leadership capacity to meet 

the challenges of constant change, BC Children’s must consider whether its culture serves those 

purposes. For health care organizations looking to develop new leaders and redesign core 

services, Brazier (2005) concluded that a more transformational leadership style was required. 

An additional cultural challenge appears for physicians. As noted by Vimr (2010), physicians 

who take on leadership roles are drawn on one side by their commitment to providing the best 

possible care to patients, and on the other side by the political realities and financial pressures of 

health care administration.  

 Organizational leadership researchers have traditionally taken a micro-level view, 

perhaps attributable to the West’s tendency to place significant value on individualism. Much of 

the study of leadership uses psychology-informed lenses, such as trait theory, emotional 

intelligence (eQ), and personality theory, particularly the Five Factor Model (Goldberg, 1993; 

House, Hanges, Mansour, Dorfman, & Gupta, 2004; Tupes & Christal, 1961). Benefits 

notwithstanding, the individualistic and psychological perspectives often fail to observe the 

implications of culture on the practice of leadership (Mackenzie & Barnes, 2007). Furthermore, 

meta-analysis, as well as health care-specific research, has shown that personality tests have 

minimal predictive ability in terms of job performance (Morgeson et al., 2007; Rau, 2001). 
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Relatedly, emotional intelligence, once considered by some to be a silver bullet for 

organizational (if not societal) ills, has drawn significant scrutiny, especially in terms of its 

construct validity and cultural biases (Matthews, Zeidner, & Roberts, 2012).  

 Less-often researched and understood is the relationship between the practice of 

leadership and the cultural milieu in which it takes place. While many researchers have looked at 

organizational culture (see Vickers, 2008), Marshak and Grant (2008) highlighted an 

inconvenient characteristic of culture, that it is hidden from our everyday awareness. While it 

may be hidden from view, culture informs how we view, and ultimately make sense, of the world 

(A. Armenakis & Brown, 2011; Schein, 2010; Vickers, 2008). How then, does a researcher help 

participants to uncover the dimensions and characteristics of an organization’s culture, or more 

daunting a task, work to change it? Arguing against culture change, as such, Weisbord (2013) 

took the position that culture change was “a bit grandiose for workplaces” (p. 452). 

 From an anthropological or sociological perspective, culture can be thought of as the 

ways of thinking, ways of acting, and symbols that form an integrated system of learned 

behaviour patterns, which are not the result of biological determinants (Hoebel, 1953). Looking 

at culture from an organizational standpoint, Schein (2010) provided a concise and practical 

definition of culture when he wrote, “Culture ... [is] a pattern of shared basic assumptions 

learned by a group as it solved its problems of external adaptation and internal integration” 

(Culture Formally Defined section, para. 1). This paper will employ Schein’s take on culture as a 

working definition.   

 Leadership within the culture of the scientific method  

 Organizational researchers have lamented leadership as one of the least understood social 

constructs in existence (Yukl, 2013). While the scientific method has proven invaluable for 
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solving detailed complexity, it has struggled to provide plausible answers to problems embedded 

in the complexity of social systems (C. Marshall & Rossman, 2006). The scientific method has 

also succeeded in supplying a plethora of definitions, categorizations, and evaluations of 

leadership (Yukl, 2013). Rarely however, has the empirical evidentiary output been obtained 

under controlled conditions; certainly not within an environment of isolated variables, which is a 

foundation of the scientific method. Resultantly, to propose a theory seen as palatable and 

practical by organizational leaders, researchers are compelled to do as Kiefer and Stroh 

explained so eloquently, “Reality is composed of multiple, simultaneous, interdependent cause-

effect-cause relationships. From this reality, … [we] extract simple, linear cause-effect chains” 

(Kiefer & Stroh, as cited in Senge, 2007, p. 143).  

 To that end, leadership effectiveness is often expressed in syllogisms that fail to account 

for the complexity of variables, systems, substitutes, and the temporal scale of cause-and-effect 

(Mackenzie & Barnes, 2007). For example, a typical syllogism could be presented as: All great 

leaders possess "X" (style(s)/ trait(s)/ behaviour(s), et cetera). In other words, Jane Hancock 

wants to be a great leader. Jane must develop and apply "X". Even if this argument has construct 

validity, there is seldom an agreement on the terms and definitions, nor the actual application of 

the behaviour being described.  

 This is not to suggest the scientific method is futile for understanding leadership. Lewin 

(1947) encouraged scientists to research social systems, “not by transforming them into 

quantifiable units of physical actions and reactions, but by studying the intersubjectively valid 

sets of meaning, norms, and values that are the immediate determinants of behaviour” (Peters & 

Waterman, 1984). 

Trust and fear as culturally-accepted motivational tools 



Building Physician Leadership Capacity    43 

 At BC Children’s Hospital, patients and families place the ultimate trust, that of their 

health and wellbeing, to health care providers. Regrettably, several authors have argued that 

there is a crisis of trust among both patients and staff as it relates to the health care system 

(Hewson, 2004; Malvey, Fottler, & Sumner, 2013; Piper, 2010). In summarizing the factors 

contributing to this crisis, Piper (2010) noted increasing costs, poor health outcomes, errors, and 

inappropriate or unnecessary care (p.39). From the health care provider perspective, the absence 

of information sharing and low involvement in organizational decision-making are key 

contributors to a low-trust environment (Malvey et al., 2013).  

 Much has been written about the important role of trust in leadership, relationships, and 

organizational cultures (Covey, 2006; Gibb, 1978; Goleman et al., 2002; Jung & Avolio, 2000; 

Maslow, 1943; Pink, 2010). Trust and its antithesis, fear, both serve important functions in 

human development, interpersonal relationships, and societal reality (Atkinson & Butcher, 2003; 

Collins, 2005; Covey, 2006). Within the leader-follower relationship, goal accomplishment is 

significantly influenced by the existence or absence of trust amongst and between individuals 

and groups (Bandura & Locke, 2003; Covey, 2006; Gibb, 1978). Piper (2010) argued that trust is 

“the sublime duty in health care leadership” (p. 34).  

 In health care organizations, as in other aspects of life, the use of fear is pervasive 

(Malvey et al., 2013), despite it being counter-productive and unsustainable as a motivator (B. 

Goldsmith, 2008; Hewson, 2004; McManus, 2006; Suarez, 1994). To that point, Senge (2006) 

observed that once the threat passed, the same was true for the threat influencing people’s 

motivation. In observing leaders whose direct reports were highly educated, Mintzberg (1998) 

noted that highly skilled professionals required little in the way of direction and supervision. 

Instead, he argued for providing them with boundary protection and support (Mintzberg, 1998). 
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Yet, leaders continue to use threats of progressive discipline, lack of promotion, and negative 

performance reviews in hopes of motivating performance, despite the research indicating the 

negative productivity impacts (Suarez, 1994).  

 In his seminal work, Trust, Gibb (1978) noted, “Trust is the central variable that 

determines the … effectiveness of [organizational] systems” (p. 31). To build trust, organizations 

must first eliminate fear (Suarez, 1994), which is in stark contrast to traditional command and 

control leadership that places fear near the top of the motivational hierarchy (Harari, 1995).  

 In command and control systems, fear is used in an attempt to boost productivity and 

maintain compliance with directives from management (Suarez, 1994). Ironically, a fear-based 

approach actually reduces productivity, and more crucially for knowledge workers faced with 

constantly changing demands, work processes, and technology, it squashes creativity (McManus, 

2006). Fear upsets wellbeing (B. Goldsmith, 2008), drives talent away, and causes productivity 

and quality losses (Butterfield, 1991). Because health care organizations participate in the global 

competition for physician talent, it behoves the organization to motivate people through positive 

means such as the opportunity for autonomy, mastery and purpose (Pink, 2010).  

 There are, however, cases such as IBM throughout the 1980s, for example, where 

organizations successfully adapt when faced with their own demise (Lambert, 2002). This could 

suggest that fear can be a useful motivator. The important distinction to be made here is that fear 

at IBM was not created through management tactics; it was a response to critical threats in the 

competitive environment. In Machiavelli’s 16th-century treatise, The Prince, the counsellor 

hypothesizes to the prince that power achieved through tyranny and fear can be maintained; but 

it will come with significant cost and effort to continually protect the prince’s safety. Better to 
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earn the love and respect of the people, suggests the counsellor, thus avoiding the need for 

vigilant security (Machiavelli, trans. 2008).  

 The ruthlessly violent leader, Shaka Zulu, previously revered for preserving the Zulu 

heritage from European colonialism, provides another negative case study. Shaka Zulu never 

achieved stability for his people, and his leadership legacy eventually led the Zulu people into 

ethnic warfare (La Hausse De LaLooviere, 2000).  

 In reviewing scientific research related to organizational motivation and decision-making, 

until very recently, few practicable solutions had been available to managers (Mobbs & 

McFarland, 2010). Reinforcement, expectancy, and attachment theories, for example, provide 

insight, but cannot prescribe tactics. Now, through social neuroscience research, there is a better 

understanding of the brain’s tendency to attend to social threats and rewards in much the same 

way it responds to physical threats and rewards (Dane & Pratt, 2007; Ringleb, Rock, & Conser, 

2010). For example, a perceived threat to status activates similar brain networks, as would a 

threat to life. In the same way, a perceived increase in autonomy activates the same neuro-

pathways as receiving a monetary bonus (Rock, 2011). Importantly, the brain is more reactive to 

threats than rewards (Ringleb et al., 2010). When the limbic system activates due to a perceived 

threat, the advanced cognitive functioning of the prefrontal cerebral cortex is greatly reduced. 

For this reason, it is critical that leaders avoid creating perceived threats because it depletes 

people’s cognitive abilities and saps motivation and creativity (Anderson & Anderson 

Ackerman, 2011). 

 

Chapter Summary 
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 The literature review presented above broadens the understanding of the research inquiry 

as it relates to physicians’ leadership capacity. Leadership capacity, a person’s ability to take in 

and apply impressions, ideas and knowledge as it relates to leadership, can be enhanced through 

the practice of adaptive leadership. Adaptive leadership has been defined as being open to 

changes in the environment and making effective decisions in congruence with the changing 

reality. The symbiotic relationship between culture and leadership was also reviewed, indicating 

the need for leaders to step outside the culture to facilitate evolutionary, adaptive change 

programs. 
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CHAPTER THREE: INQUIRY APPROACH AND METHODOLOGY 

To answer the overarching research question, “How can leadership capacity be enhanced 

for physicians who transition into formal leadership roles”, this inquiry adopted an action 

research approach (Coghlan & Brannick, 2010). Sub-questions included: 

• What is the physician experience of transition into formal leadership roles? 

• How do physician leaders perceive the support received to build leadership capacity? 

• What factors contributed to successful and unsuccessful leadership transitions? 

• What challenges exist to applying the medical/experimental model to leadership? 

In this chapter, the methodology and overall framework are defined, as well as the 

rationale for the inquiry approach. First, the chapter provides an outline of the inquiry approach, 

the research participants, and the inquiry methods. Second, a description of the data collection 

tools and study conduct is provided, including subtopics regarding participant observation, 

interviews, and online survey methods. The chapter concludes with a description of the data 

analysis and consideration of ethical issues, including respect for persons, concern for welfare, 

justice, and conflict of interest. 

Inquiry Approach 

 A person’s health depends not only on their physiology or lack of pathology, but also on 

their participation within relationships, communities and the larger environment (Williams, 

2003). In a similar fashion, action research takes a holistic, collaborative approach. This research 

was concerned primarily with qualitative methods because it considered the inductive and 

subjective while seeking to understand the experience of physician leaders. The inquiry aimed to 

grow the data in a contextual way, for which quantitative methods were not as readily suited.  
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 Suitability notwithstanding, consideration was given to the absolute hierarchy of 

evidence (see Table 1) often applied within medical communities (Hughes, as cited in Reason & 

Bradbury, 2008). To that end, in applying action research, a mixed-methods approach, 

represented through a sequential priorities method of Qualitative  QUALITATIVE  

quantitative, was used (Morgan, 2014). The use of a mixed-method approach was a better 

cultural fit given the medical community’s understanding and valuing of the practice of 

quantitative research methods. In early discussions with key stakeholders in the surgical suites, 

people expressed uncertainty and confusion in terms of understanding the validity of qualitative 

methods, especially as it pertained to action research. Much of the practice of medicine is based 

on the clinical/experimental model, where the goal is to, “understand causation in order to guide 

diagnosis and treatment” (Wilson & Cleary, 1995). Including non-probabilistic quantitative 

methods, while being sensitive to participants’ empirical default, improved the likelihood of 

acceptance of the findings and recommendations.  

 Supporting action research’s validity in a health care context, Webb (2004) has provided 

several examples of excellent research undertaken using high-quality participant collaboration, 

which was one of the goals of this research project.  

Table 2  

Hierarchy of evidence in medical communities (Adapted from Hughes, 2008)    

Level 1: Evidence from systematic reviews of multiple randomized control trials (RCTs) 
Level 2: Evidence from at least one RCT 
Level 3: Evidence from non-randomized control trials 
Level 4: Evidence from non-experimental research 
Level 5: Respected authorities, descriptive studies, reports from experts 
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Stringer (2007) identified the chief purpose of action research as being “the means for 

people to engage in systematic inquiry and investigation to ‘design’ an appropriate way of 

accomplishing a desired goal and to evaluate its effectiveness” (p. 6). Reason and Bradbury 

(2008) described action research as an “orientation to inquiry that seeks to create participative 

communities of inquiry in which qualities of engagement, curiosity and question posing are 

brought to bear on significant practical issues” (p. 1). It is “a participatory process concerned 

with developing practical knowing in the pursuit of worthwhile human purposes” (p. 4).  

 Because this inquiry’s ultimate aim was to create new learning and to facilitate 

meaningful change within the organization (see Figure 2), action research was the best-suited 

methodology to meet those goals (Stringer, 2007). Furthermore, action research involves the 

active participation of the researcher both in terms of facilitation and in terms of supporting the 

eventual implementation of recommendations that result from the inquiry (Rowe, Agger-Gupta, 

Harris, & Graf, 2011). This aligned well with my role as an internal consultant, where I am 

expected to interact with and learn from the people that I have the privilege of working with each 

day. I often facilitate interventions in which my perspective is sought and shared with the group 

in question.  

 Within the context of my dual role of participant researcher (Coghlan & Brannick, 2010), 

I was expected to support the implementation of initiatives that the organization chose to pursue 

because of this inquiry. Action research is well suited for research that aims to take positive 

action within a specific context, in a specific place, at a specific time (Stringer, 2007). The nature 

of the leadership challenges and opportunities facing the surgical department were unique. 

Applying best practices or generic interventions were likely to be neither positively received, nor 

sustainably impactful.      
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Figure 2. Example Action Research Cycles. Adapted from Rowe, Agger-Gupta, Harris, & Graf 
(2011)  
 
Project Participants 

 The primary participants in this inquiry were surgeons and anaesthesiologists at BC 

Children’s Hospital who had taken on formal leadership roles (e.g. Program Manager, Medical 

Director, and Chief of Surgery). In addition, it included former physician leaders who, within the 

past five years, had transitioned out of formal leadership roles and back to full time clinical 

work. The five-year inclusion criterion was set by the organizational sponsor in order to gather 

data about the experience of procedures suite leaders who had led within a context comparable to 

the present day environment.  

 Due to the specific nature of this research, the participant selection process was 

purposive. “The logic and power of purposeful sampling … leads to selecting information-rich 

cases for study in depth” (Glesne, 2011). The selection process adhered to the inclusion 

principles set out by the Tri-Council Policy Statement (TCPS, 2010). For the participant 

observation method, two surgeon leaders and one anaesthesiologist leader were the focus of the 



Building Physician Leadership Capacity    51 

“field work” (Crang & Cook, 2007). These participants were “shadowed” at work over the 

course of several days.  

 Due to regulatory requirements, patient care, and privacy considerations, a formal Health 

Sciences Student Placement (HSPnet) request was submitted to hospital administration to ensure 

compliance. This approval permitted the observation of physician leaders in clinical (patient 

care) and non-clinical (leadership/administrative) work environments. For the one-on-one 

interviews, all surgeons and anaesthesiologists who were currently in leadership roles and all 

those who had served in a leadership role within the past five years were invited to participate. 

Because of the small population size of active surgeon and anaesthesiologist leaders (n=7), no 

cap was set on the number of interview participants. The total population of procedures suite 

physicians who had transitioned out of formal leadership roles within the past five years was 

estimated at three to five people. A cap of two participants was set for this sub group to create a - 

albeit imperfect - representational population sample.  

 In order to maintain anonymity, no categorization or publication of data was made which 

could identify any data as belonging to a specific current or former physician leader. Following 

participant observation, interview invitations (see Appendix B) were sent to all surgical and 

anaesthesiology leaders, and those who had transitioned out of leadership roles within the past 

five years. Four participants agreed to take part in the interviews, which resulted in the majority 

of procedures suite leaders at BC Children’s being involved in the study. Derived from the 

analysis and synthesis of the themes identified during the interviews, the larger hospital 

population of 600 Medical Services Association members (internal and external to the 

procedures suite) was surveyed using quantitative, non-probabilistic sampling.  
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 Participants’ having the authority to implement the inquiry’s recommendations was 

dependent on the nature of the recommendations. Positional authority is required for some of the 

change recommendations provided in Chapter 5. Fortunately, some of the participants and 

project sponsors are in a position to exercise that power. The project sponsor has influence at the 

executive table, and as such, was an important partner throughout the research. The Surgeon in 

Chief is the highest-ranked formal leader within the surgical department, and was an important 

supporter of the research. 

 As noted in Chapter 1, the majority of physicians are not employees of BC Children’s 

Hospital, but function more as independent contractors, many holding faculty posts in and 

responsible to the Faculty of Medicine at UBC. There is the potential that UBC’s involvement 

will be necessary in terms of implementing or sponsoring some of the recommendations that 

arose from this inquiry. Should that be the case, both the organizational sponsor and the Chief of 

Surgery hold faculty positions at UBC, and are in position to leverage their professional network 

at the university, if needed.   

An inquiry team was not needed in the process of conducting this research, but a 

preliminary plan was in place, had the need arose. The inquiry team would have consisted of 

internal facilitators from the Learning & Development department, who would have provided 

assistance with facilitation and transcription of research data, if necessary. Neither I, nor any of 

the potential inquiry team members, had any authority, formal or otherwise, over any of the 

participants. 

Inquiry Methods 

 Qualitative methods have the benefit of flexibility, intentionally built into the research 

design. For example, an interviewer or group facilitator may ask a series of probing questions or 
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state an observation to a participant if she notices language in the dialogue that suggests there is 

an important theme to be explored around a particular topic. Not being familiar with the specifics 

of a group’s work, environment, or politics can be beneficial in these circumstances. In a similar 

fashion, as a participant observer, I had very little knowledge of a “day-in-the-life” of pediatric 

surgeons or anaesthesiologists, and my role as observer necessitated a mostly inconspicuous, yet 

flexible stance in order to capture accurate, meaningful data. That is to say, the data collection 

methods of this research varied and were adjusted as the inquiry progressed. Any significant 

changes to processes involving research participants or to risk or exposure impact levels would 

have been submitted to both the RRU and UBC ethics review boards before being implemented. 

Data collection methods 

 The inquiry gathered data through participant observation, one-on-one interviews, and an 

online survey, using a sequential priorities (qualitative, QUALITATIVE, quantitative) model 

(Morgan 2014). Participant observation was a logical first step as it laid the foundation for 

building trusting relationships with participants and provided an understanding of relevant issues 

to be explored later on within the inquiry (Glesne, 2011). The participant observation method 

leveraged the LEADS framework (Canadian College of Health Leaders, 2013a) as an a priori 

lens for observing leadership behaviours and capabilities.  

 The information gathered during participant observation, and validated through member 

checking informed the questions asked in the interviews. The interviews were semi-structured 

and conversational in nature (Glesne, 2011). The interviews had a pre-established question set 

(see Appendix G), and included new and/or probing questions asked through a dialogical process 

with the interviewee. Acting as a bridge to the quantitative approach to be used in the online 
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survey, the interview served as a means to “transform what [I] have learned [through participant 

observation and the interviews] into the necessary items and scales” (Glesne, 2011, p. 103). 

The online survey used quantitative, non-probabilistic sampling to present the themes 

discovered through the participant observation and interviews to the broader population of 

physician leaders throughout BC Children’s Hospital. This endeavour sought to determine if, in 

general, the information and themes noted within the surgical suites are relevant and applicable 

to other physician leaders. The final design of the survey was reviewed by the organizational 

sponsor, along with input from the president of the Medical Staff Association. The results of the 

survey, in turn, informed the breadth of applicability of the recommendations provided to the 

organizational sponsor and executive leadership team.       

 Study conduct 

 The inquiry was segmented into three phases. Phase one, Pre-launch, was concerned with 

finalizing the research questions, methods of data collection, drafting invitations and other 

inquiry forms (see Appendices A-G), determining the role of the inquiry team, completing the 

ethical review processes, and pilot testing the inquiry methods. For example, a half-day “dry-

run” participant observation was completed. Furthermore, phase one saw the testing of the draft 

interview questions (see Appendix G) with a clinical leader. While the interview questions 

changed based on the participant observations, the general wording, phrasing, and timing of the 

interview process was pilot tested with a clinical leader in preparation for the second phase. A 

pilot survey (see Appendix D) was also prepared and tested using the organization’s internal 

survey tool. The first phase was completed with the submission and approval of two ethical 

reviews (RRU and UBC) in late May 2014.  
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Phase two, Launch, commenced following the approval of the requests for ethical review. 

Phase two included sending invitations to participants (see Appendix B, C, D), data collection, 

data coding and analysis, and the documentation of themes, conclusions, and recommendations. 

The data collection happened in three sub-phases: (1) participant observation: June 2014; (2) 

interviews: July 2014; and (3) survey: September 2014.  

 Participant observation 

Throughout the participant observation (see Appendix C), detailed field notes were kept 

as a means of developing the organizational context (de Vries et al., 2010). Field notes were 

taken in a sequential, two-step process. First, descriptive field notes (Glesne, 2011; Stringer, 

2007) were taken to describe the setting, activities, actions, behaviours, people, and to obtain 

direct or close approximation of comments. Simultaneously, interpretive field notes (Glesne, 

2011; C. Marshall & Rossman, 2006) were taken, providing a more subjective and personal 

description of what was being observed, such as the questions, impressions, feelings and 

thoughts being experienced by the researcher as the observations took place. Later, field 

observations were compared with and leveraged the LEADS leadership capability framework 

(CCHL, 2013)–as discussed in the literature review–to inform the interviews. Additionally, field 

notes were also compared with Weisbord’s (2013) “Six Box” leadership model (p. 222). This 

allowed for the identification of which (if any) of the six boxes: purposes, structure, helpful 

mechanisms, rewards, and relationships, were either present or absent.  

As a researcher, it was important to hold these mental models (Senge, 2006) lightly to 

avoid an inflexible view that could cause the misinterpretation of important events or acts that 

occurred during the observations or blinded the research to events not within the frameworks in 

use (Alford, King, Keohane, & Verba, 1995; de Vries et al., 2010; Weisbord, 2013).  
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Interviews 

Glesne (2011) wrote, “Interview questions that develop through observations are 

connected to known behaviour, and their answers can therefore be better interpreted” (p. 63). To 

this end, the interviews, which were informed by the participant observations, adapted Glesne’s 

(2011) suggested process while leveraging Patton’s (2002) interview methods. Patton’s (2002) 

methods suggested using experiential/behavioural questions first, a majority of open ended 

questions, and asking more difficult or personal questions towards the end of interviews (see 

Appendix B). With participant approval, the interviews were audio recorded and transcribed. 

Data was gathered, coded and themed from the transcripts using a key words in context approach 

(Ryan & Bernard, 2003). Upon completion of theme identification, an initial validation was 

provided through participant member-checking (Glesne, 2011). The member checking included 

confirmation or clarification of verbatim quotes to ensure they represented the voice and intent of 

each participant and to ensure that they were provided within the accurate context (de Vries et 

al., 2010).   

Survey  

The themes identified through the interviews were articulated as questions in the final 

data collection method, the survey (See Appendix D). Happening in parallel, ongoing literature 

reviews and journal reflections validated, challenged, and contextualized the observations and 

conclusions being drawn throughout this inquiry phase, all of which informed the design of the 

online survey questions. The online survey was available for two weeks, during a busy time, 

from a physician’s perspective, and also a time when vacation time is higher than normal. To 

increase the likelihood of obtaining a sufficient sample size, the survey invitation was sent by the 

president of the Medical Staff Association (MSA) to all on-site MSA members (n≈600). To 
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enable the data to be sorted effectively, survey respondents were asked to self-identify as to 

whether or not they were a physician leader. Despite the aforementioned constraints, an 

overwhelming response was received, with 60 surveys submitted.  

The second phase ended with the closing of the online survey period and the validation of 

the quantitative data against the qualitative themes.  

The third phase, Post Launch, saw the completion of the literature review, the finalization 

of the remaining chapters of the thesis paper, and the review of all previously written chapters to 

include relevant information discovered throughout the inquiry process. It also involved 

scheduling presentations of the findings and recommendations to organizational stakeholders. 

The audiences identified included the organizational sponsor, the executive team, participants, 

and other interested parties, such as the MSA and Child Health executive.  

Perhaps most importantly, the third and final phase includes the implementation of the 

research recommendations. To ensure others are committed to the changes, the validity and 

trustworthiness of the data, earned through the work done in the first two phases, was critical. By 

involving the participants through member checking and regular updates on the research, a sense 

that this was the organization’s research project was achieved. The significant knowledge 

produced as a result of this inquiry can enrich surgeons’ and anaesthesiologists’ overall 

contribution as leaders. Having been able to build collaborative engagement throughout the 

inquiry process, organizational change research indicates it will serve as motivation, and can 

build the knowledge for the enactment of meaningful change (Burke et al., 2009). Discussions 

are underway to consider what further (or parallel) research could be done to enhance the 

organization’s ability to take action on building leadership capacity.  
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Because of the independent nature of surgeons’ and anaesthesiologists’ job roles, a 

“command and control” approach stands little chance of being effective (Mintzberg, 1998). It 

will be incumbent upon the organizational leadership, as facilitators, to build a sense of purpose 

and a shared vision for the benefits of change (Mobbs & McFarland, 2010; Oshry, 2007; Senge, 

2006; Weisbord, 2013). From experience working with physicians, if specific knowledge can be 

shown to be of benefit to them, and evidence indicates that they may not have that knowledge, it 

does not take long for them to build that knowledge, and often to an advanced level.                    

 Data analysis 

 Within action research methodology, data analysis occurs in parallel with data collection. 

This allows the flexibility to inquire into relevant topics as they present themselves through the 

research cycles of look–think–act (see Figure 1). This research involved thematic analysis to 

search for themes and patterns within the collected data (Glesne, 2011). Important to the process 

of thematic analysis was coding, which involved the categorization of data to determine themes 

and patterns in order to contrast and compare, and to determine any theoretical implications 

(Glesne, 2011). A key words in context approach (Ryan & Bernard, 2003) was used to determine 

and sort the themes. Analysis leveraged the work of Weisbord (2013) and LEADS (CCHL, 

2013b), which served to organize the data into an already familiar organizational leadership 

framework. Weisbord suggested that any organizational framework should include four features: 

simplicity; fit to the culture; validation of members’ experiences; and the provision of practical 

suggestions for action–a good fit for action research.  

 Within action research, validity is concerned with the principle of trustworthiness 

(Coghlan & Brannick, 2010; Glesne, 2011; Stringer, 2007). Cresswell (1998) outlined eight 

components of qualitative research trustworthiness: prolonged engagement, triangulation, peer 
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review, negative case analysis, clarifying researcher bias, member checking, rich description, and 

external audit (pp. 201-203). Each of these has been addressed in previous subsections in terms 

of their application to this research (e.g. Inquiry Methods discusses member checking). 

Trustworthiness was of paramount importance within this inquiry as it involved human 

subjects. Participants must be willing and able to trust the findings and conclusions, but more 

importantly, they must be able to trust that the research was undertaken under the auspices of “do 

no harm”. This meant that I adhered to the scrupulous ethical obligations incumbent upon me. 

Denzin (1997) wrote eloquently of this stance, urging researchers to practice in a way that 

enables people to “move closer to a sacred, critically informed discourse about the moral, human 

universe” (p. xviii).      

Ethical Issues 

 Research involving human subjects is governed by the Tri-Council Policy Statement: 

Ethical Conduct for Research Involving Humans (TCPS, 2010). As a result, all activities 

undertaken throughout this research conformed to the TCPS principles regarding respect for 

persons, concern for welfare, and justice. This research project also met the requirements of 

Royal Roads University’s (RRU) Research Ethics Policy and Policy and Procedures on 

Academic Integrity and Misconduct in Research and Scholarship (Royal Roads University, 

2011). Additionally, as an academic teaching hospital, BC Children’s Hospital is affiliated with 

the University of British Columbia (UBC). This required the research proposal, being non-

clinical, to be approved by UBC’s Behavioural Research Ethics Board. 

 Respect for persons 

 “Respect for Persons recognizes the intrinsic value of human beings and the respect and 

consideration that they are due” (TCPS, 2010, p. 8). Of particular concern within this principle is 
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the preservation of personal autonomy; that is, that research participants have a choice to 

participate, and due diligence is undertaken to ensure that a participant’s choice is informed. A 

person must also be free from undue influence or coercion in making a decision.  

 Neither I nor my project sponsor had a direct reporting or power-over relationship with 

any of the potential participants. Participants were provided with documentation regarding the 

research objectives as well as the process of the inquiry methods. Participants were also provided 

consent forms and ongoing communication throughout the research process. Invitations to 

participate were sent using the documents found in Appendix A to avoid any perceived “power 

over” issues. At the suggestion of the organizational sponsor, individual interviews replaced the 

original plan for focus groups, as a means to increase participant autonomy and confidentiality.         

Concern for welfare        

 “Welfare consists of the impact on individuals of factors such as their physical, mental 

and spiritual health, as well as their physical, economic and social circumstances” (TCPS, 2010, 

p. 9). In this regard, there was minimal risk in participating, and the research aimed to provide 

benefits to participants, their groups and communities.  

 Some potential benefits to participants included improved leadership transition support 

from the organization, an increased understanding of what makes surgical and physician leaders 

successful, and an improvement in physician engagement and/or a reduction in instances of 

burnout and compassion fatigue.  

 Information and data collected from participants was held confidentially. No identifiable 

comments or attributions were made in the final report that could compromise a participant’s 

anonymity. Participants were informed of the option to withdraw at any time, and that no data 

from persons who withdrew would be included in the final report.  
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Justice    

Justice refers to the obligation to treat people fairly and equitably. Fairness entails 

treating all people with equal respect and concern. Equity requires distributing the 

benefits and burdens of research participation in such a way that no segment of the 

population is unduly burdened by the harms of research or denied the benefits of the 

knowledge generated from it. (TCPS, 2010, p. 10) 

In terms of justice, recruitment inclusion criteria play an important role. By virtue of the 

small population size (n=<10) of surgeon and anaesthesiologist leaders within the purposive 

sampling, intentional inclusion efforts were made with regards to including physician leaders 

outside of the procedures suite during the survey phase of the inquiry. In fact, it was the 

traditional exclusion of surgeons and anaesthesiologists as it pertained to social science research 

that led the organization to consider the procedures suite as the focus for this research project. 

No participants met the criteria for a “vulnerable person” by TCPS (2010) definitions. 

 Conflict of interest 

 A conflict of interest may occur when “activities or situations place an individual or 

institution in a real, potential or perceived conflict between the duties or responsibilities related 

to research, and personal, institutional or other interests” (TCPS, 2010, p. 89). Of particular 

relevance to this research, the policy goes on to state, “Conflicts may arise from an individual’s 

involvement in dual and multiple roles within or outside an institution” (p. 91). The Tri-Council 

expects researchers to identify, remove and/or manage any conflicts of interest as they arise.  

 No conflicts of interest existed nor arose because of the research. Had any conflicts 

occurred during the course of the research, it was understood that I would approach my sponsor 
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and academic thesis advisor for guidance in documenting, and where possible, resolving any 

issues in a manner that is satisfactory to the relevant Ethics Review Boards. 

Chapter Summary 

 This chapter described the action research methodology and the rationale for engaging in 

the specific inquiry methods. The criteria and rationale for the participants and methods were 

outlined, as was the study conduct and the data analysis approach. Finally, ethical issues were 

recognized, and an explanation of how these were or would have been dealt with was provided. 

Applying action research methodology allowed for the collective expression of physician leaders 

within BC Children’s Hospital to be heard. The methods provided opportunities for 

observational data gathering, face-to-face communication, and online surveys to describe how 

leadership capacity can be increased to help leaders thrive in the change-laden health care 

system. The results and recommendations contained in this report were created in partnership 

with physician and administrative leaders, recognizing the wisdom of the participants and 

reflecting the knowledge-sharing style preferred by medical professionals. 
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CHAPTER FOUR: ACTION INQUIRY PROJECT RESULTS AND CONCLUSIONS 

This chapter describes the findings and observations made throughout, while also 

substantiating thematic results arising from the research. Further, this chapter outlines the study 

conclusions, as well as the scope and limitations of the inquiry. The inquiry question investigated 

through this research was: How can leadership capacity be enhanced for physicians who 

transition into formal leadership roles?” Exploration of the following sub-questions contributed 

to further clarification of surgeons’ and anaesthesiologists’ understanding of leadership capacity 

and how it could be supported in the desired future state: 

• What is the physician experience of transition into formal leadership roles? 

• How do physician leaders perceive the support received to build leadership capacity? 

• What factors contributed to successful and unsuccessful leadership transitions? 

• What challenges exist to applying the medical/experimental model to leadership?  

The research findings are based on data collected during the participant observations, one-on-

one interviews, and the online survey. Through the application of mixed methods, the collection 

of rich narratives as well as quantitative analysis of the identified themes within the qualitative 

findings was made possible.   

Study Findings 

 In this research, three physician leaders (two surgeons and one anaesthesiologist) were 

observed in their leadership roles and in clinical settings, in locations ranging from operating 

rooms to boardrooms. Following participant observations, four physician leaders, through one-

on-one interviews, reflected on their transition into formal leadership roles and what influenced 

their views and beliefs about leadership. Participants were also asked to describe what is or will 

be required for them to lead effectively in their changing work environment, and what they 
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wished they knew when they first entered into a formal leadership role. Themes emerged as 

leaders expressed their views through rich narratives. Finally, the larger physician population, 

through the completion of a quantitative survey, provided validation of the previously identified 

themes. The principal theme observed was the need for improved processes and support for 

developing physician leaders. The five findings that articulate the factors of the principle and 

emerging themes were: 

1. Physician leaders do not anticipate or plan for leadership roles as part of their career path; 

2. Physician leaders view sustaining a regular clinical workload as essential for credibility; 

3. Physician leaders’ use of the clinical/experimental model has limited transferability to the 

practice of leadership;  

4. Physician leaders feel disconnected and at cross purposes with operational leaders;  

5. Physician leaders perceive the health care system as complex and difficult to change. 

 These five themes will be discussed in detail within this chapter. The themes will be 

supported through evidence in the form of quotes from participants as well as through the 

quantitative analysis of the online survey. To protect participant anonymity and confidentiality, 

the data sources will be referenced using participant codes. Excerpts from participant 

observations will be identified as (PO). Interview excerpts will be identified as (I-1), (I-2), 

etcetera. Online survey data is presented in summarized form through quantitative analysis. 

These findings were used to inform the conclusions and recommendations presented in chapter 

five, Inquiry Implications.  
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Finding one: Physicians do not anticipate or plan for leadership roles as part of a 

defined career path 

 Interview participants were asked to discuss their experience of transitioning into their 

first leadership role. Diverse experiences were shared in terms of the challenge presented by 

taking on their first formal leadership role. Towards one end of the spectrum, the experience was 

noted as being, “extremely daunting” (I-1). On the other end, it was described, “It’s not rocket 

science … It’s just paying attention to details and seeing how they fit into the big picture” (I-2). 

Interview participants discussed how he or she either fell into a leadership position, or 

were asked to take on the role when it became available. “I started ... in leadership roles, 

primarily not because I sought it. It’s because I was willing. ... Because no one else will do it” (I-

1). In a similar manner, another participant noted that physicians could end up in leadership roles 

because, “You didn’t step back fast enough” (I-4). A third participant explained, “That’s always 

the risk. [You’re] the only one standing, and then by default, you’re the leader” (I-3). “It was just 

given to me. … And the other people didn’t want the job, and I was the only person. … So I just 

went and did it” (I-2) was how another leader described taking on their first leadership role. In 

the online survey, when physicians were asked whether they had planned for or thought about 

leadership as a desirable career path, less than half of respondents agreed or strongly agreed (see 

Table 3).  

Related to a lack of anticipating formal leadership responsibilities, physicians usually 

took on the role without any formal leadership training. They relied on “learning on the job” (I-

1) in order to become effective in their new role. This was not always viewed negatively, as one 

participant recalled, “The real, practical realities of what is leadership, how to execute it, and 
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who you’d model are actually seen on the job. I don’t think you can learn this out of a book” (I-

4).  

That said, physician leaders did speak of how they had received little in the way of 

support from either the UBC Faculty of Medicine or the organization to prepare them for 

stepping into a leadership role. As one participant observed, “[There was] absolutely zero 

leadership training or support involved in that [first leadership] role” (I-1). Another participant 

recalled, “When you transition to this leadership role ... you’re fumbling a lot” (I-3). “I just wish 

I’d had more leadership training” (I-1), recalled another. The participant went on to state, “Most 

of us should undergo formal training, and that’s not there in the medical world” (I-1).  

Notwithstanding the above, when formal training was offered to leaders later in their 

career, it was deemed to be beneficial. “The few courses that I did take ... were very, very 

positive” (I-1). In speaking about the benefits of a newly created physician leader program 

offered through UBC’s Sauder School of Business, it was observed, “We’ve had two cohorts go 

through the program … We now have a network of people … that [BC Children’s Hospital] can 

use in different ways” (I-4). The Sauder physician leader program, along with other formal 

programs participants discussed, were commended for creating a common language among 

leaders, and for building relationships across departmental boundaries.  

Through the survey, participants were provided with a list of interventions that would be 

most beneficial for physician leaders. The perceived benefits of formal leadership training were 

validated, as “Provide formal leadership training and/or mentoring” was the most selected of the 

options provided (see Table 11). 
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Table 3  

Survey results: “Prior to taking on a formal leadership role, I had planned or thought about 
leadership as a desirable career path.”  
 

 

  Finding two: Physician leaders view sustaining a regular clinical workload as 

essential for credibility 

  The practice of maintaining a demanding clinical workload was discussed in each 

interview. The phrase physicians transition into formal leadership roles was part of the interview 

pre-amble script (see Appendix E). Early on, it became clear that the topic being studied was not 

a transition in the usual sense of the word: moving from one position to another. Rather, a 

participant coined the more suitable phrase, “add-on leadership” (I-2).  

Participants spoke passionately about the vital role clinical relevance played in being 

perceived as a legitimate leader by their physician colleagues. As one participant observed, 

“Clinical leadership is founded on excellent clinical sense and judgment. You need to be an 

expert in what you do before you try to define a path for others or lead people” (I-4). 

Maintaining a clinical workload was viewed as important, not only for the purposes of 

maintaining credibility with others, but also as the leaders’ preferred work model. One 

participant put it this way, “I didn’t go into medicine to be an administrator; I went into medicine 
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to be a doctor” (I-2).  They went on to state, “The [leadership] roles I’ve taken on now are things 

that I ... have the time for legitimately, that I’m not going to steal from my [clinical] practice too 

much” (I-2). 

In discussing nurses, doctors and administrators who do not maintain clinical contact, a 

participant said, “I think there was a distancing, intentional or otherwise, away from what the 

work really is. I think this is a major problem for health care in general” (I-4). Relatedly, 

physicians viewed the nursing profession’s requirement that leaders give up their clinical 

practice as a detriment to their credibility. Speaking about nursing leadership, a participant 

suggested, “Put them out of the office, put them out of the meeting, and let them actually do 

something on the ground from time to time. It would reap great benefits” (I-4).  

On the subject of physician leaders, another participant observed: 

Physicians who go into administration who stop clinical practice lose their credibility 

usually by about the second or third year. ... They’ve forgotten about the day-to-day 

pressures and realities of practice and how what they consider to be insignificant 

decisions really mean on a day-to-day basis to people. (I-2)  

At the same time, participants recognized that there was more to leadership than understanding 

and practicing medicine. A participant put it this way: 

You [need] to be able to make the switch between what it takes to make the system run, 

what it [takes] to make the system sustainable, and what it [takes] to be able to provide 

for the patient who sits in front of you. (I-4) 

What impact maintaining these dual-roles has on physicians’ leadership capacity is an 

open question. Physicians are being asked to lead change within a complex system, with little in 

the way of formal leadership training. How can physicians accomplish those aims while 
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maintaining a demanding clinical workload? One participant noted, “It’s very hard to do both 

well” (I-1). Furthering that point, another participant explained, “I certainly believe that you 

can’t do everything” (I-3). Yet, that would appear to be exactly what physician leaders 

endeavour to do. During an interview, when one participant was asked, “How do you juggle 

[clinical and leadership responsibilities]?” they replied, “With great personal cost” (I-1). 

 When asked whether physicians should maintain a clinical practice to remain credible, 

the online survey validated the qualitative findings with a mean score of 1.8, with 1 being equal 

to “strongly agree” and 7 being equal to “strongly disagree” (see Table 4). Of interest, the mean 

score when asking the same question, substituting “administrators” for “physicians”, was 2.8 

(see Table 5).  

Table 4  

Survey results: “In order to be credible, physician leaders should maintain a clinical practice.” 
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Table 5  

Survey results: “In order to be credible, hospital administrators should maintain a clinical 
practice.” 
 

 

 Finding three: Physician leaders’ use of the clinical/experimental model has limited 

transferability to the practice of leadership 

 Throughout the participant observations, several conversations turned to the “quality of 

the data” (PO). Somewhat ironically, five minutes into the first qualitative data gathering, a 

physician noted, “Have you seen the report? It’s a narrative description. It’s pretty bad” (PO). 

During the participant observations, comments such as: “We can only use the data we’ve got”; 

“If you get rid of that outlier, we’d have a nice, normal distribution”; “Somehow, we will do a 

predictive analysis”; and “You cannot manage what you cannot measure” illustrate the 

pervasiveness of quantitative data reliance within the culture.  

At the same time, physician leaders recognized that this “scientific” perspective, as with 

all perspectives, is limited. One participant commented, “While the scientific method has been 

very helpful in moving science forward, it actually has done very little for health care. ... It’s an 

extremely limited way of looking at problems or answering questions” (I-4). Another participant 

related a situation, in which a business case needed to be presented to hospital administration 
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requesting new equipment, “It’s up to the surgeon to sort of make the case and ... Oxford level 

one evidence ... either randomized control trials or meta-analysis of randomized control trials, 

isn’t going to be there to support it” (I-3). One participant articulated the idea that the evidence 

should match the situation being considered, “Depending on the level of the kind of decision 

you’re going to make, also depends on the kind of evidence you need” (I-2). This situational 

applicability could explain the variation seen through the survey question on this theme (see 

Table 6).  

Table 6  

Survey results: “My ability to apply the clinical/experimental model is a transferable skill to the 
practice of leadership.” 
 

 

Finding four: Physician leaders perceive the health care system as complex and 

difficult to change 

 Because of this perspective, physician leaders talked about how it can be difficult to 

navigate and create meaningful change within the system. “It takes a while to even understand 

the organizational structure of this place. And who do you ask about this?” (I-3). “There are so 

many interlocking committees; it’s really slow and hard to get things done” (I-2). This 

participant went on to state: 
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Part of the problem with trying to influence the system is there is no diagram of the 

system. ... There is no diagram that goes from the Minister of Health to the practicing 

physicians to the patients that says who’s responsible for what and who talks to who all 

the way down. And if there was, it would be so complicated ...It would be like an organic 

chemistry poster. It would be terrible. (I-3)  

In discussing their own ability to effect change, one participant related, “[I could] a little 

bit ... not huge changes, because it’s just a big system out there that-- as in the Ministry of 

Health” (I-1). Continuing on that line of thought, another participant said: 

It’s frustrating to work in the system. You’re always banging your head against it. You 

can’t get things done in a timely way. And so it’s really easy to retreat in medicine and 

get that burnout, get compassion fatigue, right. Because the more you try and care about 

your patients, the harder it is to practice. (I-2)  

A related concern was raised regarding who is actually leading the planning of current change 

initiatives, “We don’t actually plan for change. … We design a building and … rely on 

[construction consortium partners] to do the job. We implement a computer system, but we will 

really take whatever [the project] give[s] us” (I-4). Concerned about the lack of two-way 

communication happening with a current large-scale change initiative, one participant said, 

“People like us who can see the immediate effects of decisions on patients; we can’t actually talk 

to the people who are making the decisions that we have to live with” (I-2). Concerned about the 

lack of positive change capability to build a sustainable health care system, another participant 

said: 
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We’re a homeostatic organism. We don’t need to be adaptive until we need to be 

adaptive. … We [the organization] talked a lot about change, but much of it is smoke and 

mirrors. We just have chosen not to address these issues. (I-4) 

When changes were implemented, the perception was that they were often prescribed 

from outside the organization. A leader commented, “[The change initiative] comes from the 

Ministry [of health], we’re tied to it” (Anonymous, personal communication, June 16, 2014). The 

online survey (see Table 9) validated the theme identified through the interviews, as only 21% of 

respondents agreed or strongly agreed that they knew where to find information to navigate the 

health care system. 

Table 7 

Survey results: “Pertaining to my leadership role, I know where to find information that helps 
me to understand and navigate the provincial health care system (i.e. Children's Hospital, 
PHSA, and the Ministry of Health).” 
 

 

Finding five: Physician leaders feel disconnected and at cross purposes with 

operational leaders 

 In beginning this research, a working assumption was that physicians who take on 

leadership roles would identify, at least somewhat, as having moved to the administrative side, 

even while they straddled the clinical-administrative fence. In contrast, physician leaders 
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articulated their roles as being a bridge between clinical practitioners and operational leaders. 

When asked if they self-identified as a “hospital administrator”, only 21% agreed or strongly 

agreed (see Table 7). Instead, participants described a role where they bring forward the wants 

and needs of their colleagues to hospital administration. These leaders described their roles as 

lobbying on behalf of physicians for the application of best practices, new technology, and 

funding to maximize patient outcomes. “My responsibilities as a leader are to answer questions, 

to be accountable to [clinicians] asking questions that need answers” (I-3). Put another way: 

Part of my job ... is to try and worm my way into the administrative system to find out 

who are the people to talk to. How can I express these opinions on behalf of my 

colleagues? How can I say I’m representing all these people? (I-2) 

 Despite moving into a more administrative-type role, there remains a strong sense of 

disconnect – an “us and them” dynamic, along with the recognition that this is not serving the 

organization’s purposes. A participant observed, “This place shouldn’t be run like a little black 

box by the administration and then the physicians not know what’s going on. Not acceptable 

(with emphasis). There has to be an open dialogue” (I-2). The importance placed on relationships 

was articulated by one participant who observed, “It’s very, very clear that the most important 

aspect of being a successful leader is relationships” (I-1). And yet, the term “disconnect” was 

used repeatedly throughout the interviews to describe relationships with operational leaders. “We 

reinforce clinical provider–administrator disconnection by intentional separation. For example, 

the [off campus administration] office on Burrard Street” (I-4). Further elucidating the 

disconnection, it was observed that, “We [medical leaders] are saying totally opposite things, and 

they [administrators] are not hearing us at all” (I-2). While describing a situation in which 

operational leaders were meeting with physicians to discuss a change brought about in response 
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to budgetary requirements, a participant noted, “Excuse me, we’re not here for the budget. We’re 

here for patients. So there’s a big, big, big disconnect” (I-2).  

Relatedly, the issue of budgets being prioritized by operational leaders above the quality 

of care or patient safety was a concern for participants, and each related their concern differently. 

One participant discussed policy decisions, noting, “It’s all about money of course. We should be 

the one that drives policy as physicians” (I-1). Another participant discussed budgets in the 

context of regional hospitals closing pediatric beds, which increased the number of patients 

needing treatment at BC Children’s. “We’re going to save money. ... So what happens is they 

[administration] closed pediatric wards ... So who’s going to treat a ten-year-old in a hospital 

where now there’s no pediatric ward and there’s no pediatrician” (I-2). Still another referred to 

budgets in relation to developing leaders, “It feels a bit haphazard and it’s always the question of 

cost from the administration’s perspective. ... The subject really is enabling leadership through 

providing the proper supports and the tension between ... not wasting money” (I-3). 

All of the above notwithstanding, participants noted a strong desire to improve their 

relationships with operational leaders. Survey responses also showed a significant spread in 

perceptions of the relationship between physicians and administrators (see Table 8). “I would say 

that we really do need to get away from the attitude of them and us. I think that we should be 

offering opportunities ... for people to take on administrative roles” (I-4). Further acknowledging 

the shared responsibility for the relationship, it was noted, “We created separations in attitude 

and behaviour that makes them and us seem different. And when we default to our intrinsic 

behaviours … allowing differences will appear” (I-4). Also supporting operational leaders, a 

participant made this comment in closing: 
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You just have to kind of lose the attitude towards administration. Which unfortunately is 

hard not to develop as a young person ... probably because your immediate leaders speak 

in negative terms about administration. Or things that are probably not even their fault ... 

It’s always blamed on the fact that [administration] made a bad decision. (I-3) 

Table 8  

Survey results: “As a physician leader, I self-identify as a hospital administrator.” 

  

Table 9 

Survey results: “My relationship(s) with hospital administrators empower me to improve quality 
outcomes and provide better value for patients.” 
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Table 10 

Survey questions and mean score results by leader/non-leader demographics  

 Formal 
Leaders 
(n=37) 

 Non Formal 
Leaders 
(n=24) 

Prior to taking on a formal leadership role, I had planned or 
thought about leadership as a desirable career path. 3.2 3.4 

In order to be credible, physician leaders should maintain a 
clinical practice. 1.7 2.0 

In order to be credible, hospital administrators should maintain 
a clinical practice. 2.5 3.1 

My ability to apply the clinical/experimental model is a 
transferable skill to the practice of leadership. 3.3 3.2 

Pertaining to my leadership role, I know where to find 
information that helps me to understand and navigate the 
provincial health care system (i.e. Children's Hospital, PHSA, 
and the Ministry of Health). 

4.2 4.4 

As a physician leader, I self-identify as a hospital administrator. 4.6 5.2 
My relationship(s) with hospital administrators empower me to 
improve quality outcomes and provide better value for patients. 3.4 3.5 

Note: Scores calculated on a Likert Scale ranging from 1=strongly agree, to 7=strongly disagree 

Table 11 

Survey job role demographics 
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Summary 

 The findings presented above were identified and categorized using field methods for 

identifying themes in qualitative research, most notably the practice of identifying “key words in 

context” as outlined by Ryan and Bernard (2003, pp. 96-97). The themes were identified using 

the data from the participant observations, interviews, and the online survey. Considering the 

five themes together, there appear to be linkages. One example is the relationship between 

physicians’ belief that maintaining a clinical practice is essential to a leader’s credibility (theme 

2) and physicians’ often-challenging relationship with operational leaders (theme 5). Because 

operational leaders (or administrators, as defined by physician leaders) do not maintain a clinical 

practice, this could cause physicians to distrust operational leaders’ judgment or priorities. The 

relationship amongst the themes will be discussed further in the study conclusions that follow. 

Study Conclusions 

 As a result of the themes identified, a review of the pertinent literature, and the selection 

of preferences collected from survey participants (see Table 10), the research articulated three 

conclusions. These conclusions aim to provide BC Children’s Hospital leadership with an 

understanding of existing strengths and areas for development to build the leadership capacity of 

physician leaders within the procedures suites, and the hospital as a whole. There are three study 

conclusions:  

1. To be effective change agents, current and future physician leaders require expert 

adaptive leadership skill; 

2. The current disconnect between physician leaders and operational leaders hinders the 

organization’s ability to build the coalition of sponsorship needed to effect meaningful 

change; and, 
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3. The absence of a formalized leadership career path for current and potential physician 

leaders, and the ensuing lack of planning and leadership training is a limiting factor with 

regard to building leadership capacity. 

Table 12 
 
Survey results: “To best support physicians in their leadership roles, which of the following 
would be most beneficial? (Choose two)?” 
 
 Frequency  Count 
Provide formal leadership training and/or mentoring 54% 33 
Provide physician leaders with clarity regarding the function of the 
health care system, and key roles and responsibilities within it 33% 20 

Facilitate relationship building with hospital administrators 26% 16 
Formalize the process of developing current and potential physician 
leaders 26% 16 

A reduction to leaders’ clinical workloads 25% 15 
Require all leaders to maintain a clinical practice 16% 10 
Provide training specific to leading change in a health care context 11% 7 
Other, please specify... 8% 5 
 
Note: Five respondents selected “Other”: Two respondents sought better compensation for 
leadership roles, while others requested more funding for academic projects, better protection of 
leaders, and reduction in other duties, respectively.    
 
 Conclusion one: To be effective change agents, current and future physician leaders 

require expert adaptive leadership skill 

 Health organizations are undertaking a staggering number of complex change initiatives 

(Grandy & Holton, 2013; Manion, 2011) in an effort to provide better value to patients, and to 

build a more sustainable health care system (Ministry of Health, 2014). For these initiatives to 

take hold and deliver the expected benefits will require the adoption and utilization of the people 

impacted by the changes (Bridges, 2003; Helgø & Karp, 2008). Just how to achieve success 

within these adaptive challenges is difficult to determine (Heifetz et al., 2009). There is no 

known algorithm for building a collaborative workplace. There is no Roberts Rules of Order 
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(Robert McConnell Productions, 2001) for managing the increases in patients presenting with 

complex chronic diseases while being held to existing budgets, for example. It is when 

confronted with these ambiguous situations that adaptive leadership becomes an effective tool 

for mobilizing people towards a future state (Bailey et al., 2012). It is particularly effective when 

said future state cannot be defined with the certainty desired by the impacted employees 

(Anderson & Anderson Ackerman, 2011).  

As noted by Jacobsen and Campion (2008), not all issues are problems. Oftentimes, and 

necessarily, changes within health care systems are undertaken within the context of paradoxes. 

Paradoxes abound in health care: specialist care and generalist care; high tech care and high level 

of provider-patient interaction; innovation and “evidence-based decision making”; cost and care, 

and so on. When these paradoxes are treated as problems, that is to say, the change from one 

polarity to another is presented as a solution, cynicism sets in when people experience the 

pendulum swing back and forth. Further exacerbating the situation, leaders may promote the 

benefits of a project that will bring standardized processes to clinical practice, only to announce a 

few years later that the organization will be decentralizing the decision processes to “solve” the 

need for greater adaptability and specialization.   

This is where there is value in physician leaders holding the tension between diverse 

ontological/epistemological views, such as constructivist and postmodernist, in addition to the 

more prevalent post-positivist view. One way to achieve this balance is through the application 

of adaptive leadership (Heifetz et al., 2009). As Heifetz et al. (2009) explained, adaptive 

leadership is about being able to understand things from the perspective of “getting on the 

balcony [to gain a systems perspective] above the dance floor [of day-to-day operations]” (p. 7). 

An interview participant reinforced the need for adaptive leadership, when they observed:  
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You [need] to be able to make the switch between what it takes to make the system run, 

what it [takes] to make the system sustainable, and what it [takes] to be able to provide 

for the patient who sits in front of you. (I-4) 

 Conclusion two: The cultural disconnect between physician leaders and operational 

leaders hinders the organization’s ability to build the coalition of sponsorship needed to 

effect meaningful change 

 To effectively lead in an environment experiencing the amount of change in health care 

today, physician leaders and operational leaders must work together to address the issues of cost, 

quality, and sustainability (Fralicx, 2012). When leaders initiate complex change initiatives 

without a sufficient coalition of sponsors, what little progress might be made is often undone by 

antagonistic forces such as turf-protection, self-interest, and the relative comfort of the status quo 

(Anderson & Anderson Ackerman, 2011; Kotter, 1996; MacIntosh, Beech, McQueen, & Reid, 

2007).  

In a 2014 change management benchmarking report, “Active and visible executive 

sponsorship” was identified, by a 3:1 margin, as the greatest contributor to project success 

(Creasey & Taylor, 2014, p. 19). The report went on to state that effective sponsors “established 

an engaged sponsor coalition ... with influence over groups impacted by the change” (p.19). 

Somewhat predictably, the report found the greatest obstacle to overall success was “ineffective 

sponsorship” (p. 22). A lack of engagement from sponsors, ineffective decision-making, and 

ineffective sponsor coalitions were noted as the three key factors contributing to ineffective 

sponsorship (p. 22).  

When considering the current disconnect between physician leaders and operational 

leaders, it becomes clear why a number of change initiatives have failed to achieve the expected 
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outcomes: the required sponsorship coalition does not exist. As Helgø and Karp (2008) argued, 

effective change within public service organizations must be centred on people, identity and 

relationships. Identities are formed in relationship to others. As it stands, the “us and them” 

relationship between operational and physician leaders fails in its ability to initiate or sustain 

meaningful change (Fralicx, 2012).  

Physician and operational leaders would also benefit from cross-professional mentoring 

relationships. The near consensus of the literature posits mentoring as benefitting the 

development of leadership capacity as well as its fostering of relationship building (Hernez-

Broome & Sharp, 2004; McAlearney, 2005, 2008).  

Careful consideration will be required in establishing any mentoring program, whether 

formal or semi-formal. While mentoring has a long tradition within medical and nursing training, 

it is a nebulous and skeptically viewed concept from a physician leadership standpoint (Shiwani, 

2007). While quantitative meta-analysis has shown significant benefits for organizations that 

apply workplace mentoring strategies (Eby, Allen, Evans, Ng, & DuBois, 2008), there is work to 

do to find the strategic and cultural fit for mentoring to be embraced at BC Children’s.   

Determining the root cause or function of this oft-conflicted relationship was not within 

the scope of this inquiry. However, the length of time this perceived conflict has been in 

existence, and the ability of each group to contribute to a functioning organization, suggests there 

is a purpose of some kind inherent within this group dynamic. Explicitly, they are as different as 

different can be, but esoterically, their conflicts do not appear to threaten the functioning of the 

system as a whole.      
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 Conclusion three: The absence of a formalized physician leadership career path–for  

both current and potential physician leaders–and the ensuing lack of planning and 

leadership training, is a limiting factor with regard to building leadership capacity 

 Physicians undertake incredibly rigorous academic and residency requirements to earn 

the right to practice medicine. For example, pediatric anesthesiologists require a four-year 

bachelor’s degree, followed by a four-year graduate degree in medicine. After medical school, a 

one-year anesthesiology internship, followed by three years of residency is required. Following 

that, an additional year of subspecialty training in pediatric anesthesiology must be completed.  

 In stark contrast, when it comes time for them to lead the anesthesiology department, for 

example, these leaders resort to “learning on the fly” (I-1), which, understandably leads to 

“fumbling a lot” (I-3). The lack of defined career path and training could explain the lack of 

desirability expressed by participants when it came to taking on leadership roles. Making sense 

of and navigating a complex health care system, and then leading others through large-scale 

change initiatives represent incredibly pressing challenges (MacIntosh et al., 2007; Martin & 

Waring, 2013; Sturmberg & Martin, 2013). Several graduate schools currently offer PhDs in 

systems theory or complexity theory, yet physician leaders are required to lead in complex 

adaptive systems with little more than a welcome handshake and a vague description of duties. 

As one physician recalled about their first leadership role, “It was basically the previous program 

director sitting down with me for two hours over a drink saying, ‘This is what it’s all about. 

Good luck’.” (I-1). This lack of preparation has been observed frequently by health care scholars 

(see Cochran, Kaplan, & Nesse, 2014; Coltart et al., 2012; Haeusler, 2010; Martin & Waring, 

2013; Vimr, 2010). 
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To establish physician leadership career paths, and any subsequent training and/or 

mentoring programs, requires a shared understanding of what is meant by or expected of 

physician leaders. As evidenced in the literature review, an agreed upon definition of leadership 

has proved difficult to pin down (Yukl, 2013). Within the research interviews, a variety of 

constructs were presented in terms of what defines good leadership. At this time, it is not known 

whether the constructs presented by participants would match those of operational leaders, or of 

the physician leaders’ constituents, for that matter. Until there is clarity around the definition of 

physician leadership, creating a more formalized career path, and the related developmental 

opportunities to support it, will be difficult to achieve.  

It was noted in the study findings that participants perceived benefits from physician-

specific leadership programs. There may be a risk that these programs further divide physicians 

and other leaders. Is physician leadership so distinctive that it needs its own program? While 

leadership always happens within a context, and leadership development programs need to 

respect that context, what happens when the context is limited to only one part of the overall 

leadership structure of the organization? The creation of these programs may have more to do 

with the perception that physicians are more likely to listen to and learn from other physicians. 

Further, the creation of physician-specific programs appears to contradict the MoH’s stated goals 

of increased collaborative practice and inter-professional learning (MoH, 2014).          

Scope and Limitations of the Inquiry 

This inquiry provided the opportunity for surgeons, anaesthesiologists and other 

physicians to share their experiences regarding their transition into leadership. The research 

explored ways in which physician leaders could be supported to increase their leadership 

capacity and reduce instances of burnout and compassion fatigue (Bresó et al., 2011; Gallagher, 
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2013). Ultimately, the purpose of the inquiry was to generate data that enabled the BC Children’s 

Hospital executive to take positive action towards developing skilful leaders who are able to 

thrive during times of change.  

The scope and limitations of this action research inquiry are primarily associated with 

participant representation and sample size, and the dynamics created by having a researcher who 

is internal to the organization. Additionally, there are methodological restrictions inherent within 

action research which makes it inappropriate to generalize the findings and conclusions beyond 

the specifics of this inquiry, which was focused on physician leaders within BC Children’s.  

The first consideration related to participant representation was that the research was 

limited to–and representative of–the experiences, attitudes, perspectives, and beliefs of physician 

leaders within BC Children’s Hospital. No data was directly gathered from leaders in other 

health care organizations, although some participants work across health organizations. Insofar 

as triangulation was achieved, it was accomplished through the review of pertinent literature 

taken from within and external to the health care industry as it relates to leadership transitions. 

Triangulation was also achieved through the use of three data collection methods (participant 

observation, interviews, and online survey). 

The second consideration pertaining to participant representation has to do with granular 

demographics. Although the majority of physician leaders were observed directly or indirectly 

over the course of the participant observations, the one-on-one interviews were capped at five 

participants to contain the volume of qualitative data that would need to be coded and themed.  

Overall, there was less participation from anesthesiology leaders within the interview method, 

with a higher representation of surgeon leaders. The one-on-one interview population consisted 
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of one female and three males. Each interview participant held a different formal leadership role 

within the organization.   

Participant numbers were in line with the project plan, and there was no problem in 

scheduling time for participation, whether it was for participant observations, interviews, or the 

online survey. Participants took a keen interest in the study, and were provided with updates at 

various stages of the research to keep them apprised of next steps and initial findings through a 

process of member checking (Glesne, 2011). The online survey was open for two weeks during 

the month of September, which is a busy month from a clinical perspective. It is also a time 

when vacation time is higher than normal. Some physician leaders were away for summer 

holidays, which may have limited the number of participants. As a result, the survey was sent to 

all on-site members (n≈600) of the Medical Staff Association (MSA). Despite those constraints, 

a good response was received, with 63 completed surveys being submitted, 37 of which self-

identified as formal leaders. 

Another consideration of the study is related to my dual role as a researcher within my 

organization (Coghlan & Brannick, 2010). My organizational role as the Redevelopment 

Project’s Change Integration Lead may have influenced who chose to be involved in the research 

as well as how participants responded. While my existing relationships with leaders and 

executives made access to the organization fairly straightforward, it is possible that participants 

would be hesitant to provide me with information that could be perceived as contentious or 

controversial. For this reason, it was important for me to incorporate confidentiality forms, 

explain participants’ rights to leave at any time during the research methods, and explain the 

anonymity of the research, as well. These actions were taken to increase trustworthiness, respect, 

concern for welfare, and justice of participants. Most importantly, the research was conducted 
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under the policy requirements of the RRU Ethics Review Board as well as the UBC Ethics 

Review Board.  

Given my current role as the Change Integration Lead, which has accountability for 

defining and enabling the organization to roll out a new change management strategy and 

approach, it was important for me to engage in reflective journaling (Schein, Kahane, & 

Scharmer, 2001; Short, 1998). This allowed me to recognize events and undertakings that had 

created a priori understandings and labeling of the organization and its members (Coghlan & 

Brannick, 2010). My journaling practice served to distinguish what I was uncovering as a 

researcher from those observations, thoughts, and feelings that my experiences and preconceived 

assumptions as a leader within the organization may have been attributed. 

Chapter Summary 

 The inquiry findings determined that physician leaders within the procedures suites at BC 

Children’s have a strong desire to participate in the building of a world-class, and sustainable 

health care system that meets the needs of patients and families for generations to come. The 

conclusions verified that successful transitions into formal leadership roles require physicians to 

be empowered and supported before, during, and after the initial transition by having the relevant 

information, tools, skills, and relationships to perform their roles effectively. 

 The research results indicate an opportunity for BC Children’s executive team to support 

physician leaders in developing and sustaining leadership capacity practices by considering and 

leveraging each conclusion in the organization’s existing professional development strategies. 

Specific tactics would include ensuring physician leaders have strong adaptive leadership skills 

(Heifetz et al., 2009), providing physician leaders (and the organization as a whole) with a 

compelling vision for the future, and the intent behind any planned organizational changes. 
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Additionally, physician leaders need clarification of the roles and responsibilities of leaders 

within the health care system, validating and leveraging physician leaders’ commitment to 

teamwork, attending to the current change saturation, and developing strong coalitions amongst 

physicians and operational leaders. Study recommendations, outlined in the following chapter, 

build on these conclusions and suggest a mindset and process for how the BC Children’s 

Hospital executive team could take action on these research findings. 
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CHAPTER FIVE: INQUIRY IMPLICATIONS 

 The final chapter synthesizes the literature, research findings, and conclusions to provide 

five recommendations for BC Children’s Hospital to consider as they build leadership capacity 

among physician leaders within the context of a changing health care system. Further, it provides 

an assessment of organizational risk should BC Children’s Hospital decide not to implement the 

recommendations that follow. In closing, opportunities for future research are delineated.  

The inquiry question investigated through this research was: How can leadership 

capacity be enhanced for physicians who transition into formal leadership roles”. Sub-questions 

included: 

• What is the physician experience of transition into formal leadership roles? 

• How do physician leaders perceive the support received to build leadership capacity? 

• What factors contributed to successful and unsuccessful leadership transitions? 

• What challenges exist to applying the medical/experimental model to leadership? 

Study Recommendations 

There is significant rhetoric regarding the uncertain future, sustainability, exploding 

costs, and increased societal need for health care (Wolf, Hanson, & Moir, 2011, Chap. 6). Within 

that context, leadership (as distinct from management) and collaboration become increasingly 

important (Anderson & Anderson Ackerman, 2011; Applebaum & Wohl, 2000; DeRue, 2011; 

Manion, 2011). If the leadership capacity of physicians is to be enhanced, physician leaders and 

operational leaders need to establish more effective working relationships, seek to understand 

each other’s goals and priorities, and agree to work towards those ends. 

Within action research projects, participant involvement and ownership are core 

principles. With that in mind, survey participants were asked which two actions related to the 
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identified themes would most benefit them in their leadership roles. The survey responses, 

interview data, and literature review informed the recommendations presented below. 

Recommendation one: Work to ensure alignment between physician leaders and 

operational leaders, including the administrative and medical leadership structures  

 Forming a strong coalition amongst operational leaders and practicing physicians will be 

a long-term endeavour. Within health care, establishing the necessary collaboration for 

meaningful change often presents a formidable challenge (Wolf et al., 2011). Through the 

survey, a need was identified to provide physician leaders with clarity on the function of the 

health care system, and the key roles and responsibilities within it. The best way to accomplish 

that is by connecting the system (of which physicians and operational leaders are important 

parts) to itself (Mella, 2012; Oshry, 2007; Sturmberg & Martin, 2013).  

 To lead a sustainable health care system amongst the challenges of fiscal constraints, 

diverse stakeholder needs, and the complexity of the increasingly interdisciplinary models of 

care, requires strong collaboration amongst physician leaders and operational leaders (Schneck, 

2002; Stearns, 1999). An example of this kind of partnership is found at Virginia Mason Medical 

Center in Seattle, between Gary Kaplan (MD, CEO) and Sarah Patterson (EVP and COO). 

Kaplan and Patterson (2009) outlined five factors which contribute to the success of their 

leadership partnership: (1) a shared vision with strategically aligned annual goals; (2) equal 

status and mutual respect; (3) mutual dependence; (4) finding time to get to know each other as 

people and professionals; and (5) shared responsibility and accountability for clinical, financial, 

and personnel performance. This model is in stark contrast to what was described at BC 

Children’s by participants during the interviews. Physician leaders spoke about not having (or 

wanting) anything to do with clinical budgets. It was also noted that physicians did not have (but 
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did want) input into organizational policy decisions. Kaplan and Patterson (2009) argued that 

leadership teams must work together to ensure their own effectiveness. The authors argued for 

the following: deciding which issues to work on together; putting physician leaders in charge of 

certain projects, and administrative leaders on others, based on skill sets; creating combined 

teams when multiple perspectives are needed, or when complex issues are involved; 

communicating regularly and avoiding the cancellation of standing meetings in times of urgency. 

In summarizing their success at Virginia Mason, Kaplan and Patterson (2009) observed, “We 

have been able to bring our collective knowledge and skills to bear on issues, rather than each of 

us having to be experts on everything” (p. 38). Of interest, Virginia Mason has applied lean 

methodology as a foundational organizing principle. BC Children’s has, for the past 10 years, 

attempted to apply lean in a strategic, fulsome manner, without the success achieved at Virginia 

Mason. Further investigation could determine if this contrast could be attributed to the differing 

leadership approaches of each organization.      

 For BC Children’s to begin bringing the collective knowledge and skill from both the 

medical and administrative areas to bear, formal and informal peer coaching and mentoring 

practices should be implemented. The literature provides support for the creation of cross-

functional coaching and mentoring programs as a means for developing leaders (Baugh & 

Sullivan, 2005; Law, 2013; McAlearney, 2005). For the purposes of this recommendation, 

coaching and mentoring is defined as supporting the setting of goals, outcome achievement, and 

personal change resiliency within the coaching relationship. Importantly, coaching and 

mentoring exchanges have been shown to create meaningful learning interactions as well as a 

shared sense of purpose (Mullen & Fletcher, 2012), which, as noted previously, is not always 

present at BC Children’s. Quantitative meta-analysis has also shown a significant relationship 



Building Physician Leadership Capacity    92 

between workplace mentoring and career attitudes, work attitudes, and some career outcomes 

(Eby, Allen, Evans, Ng, & DuBois, 2008). In support, both interview and survey participants 

identified mentorship as being beneficial in terms of learning how to lead “in the real world” and 

learning how to navigate the health care system. 

 Through increased partnership, facilitated through coaching and mentoring relationships, 

physician leaders and operational leaders stand to learn about each other’s roles, the various 

pressures and priorities facing the organization and its people, and how the two groups could 

partner to achieve common goals.  

Recommendation two: Define physician leadership  

In speaking to the some of the most respected physician leaders in the United States, 

researchers observed one primary theme: leadership and management are not the same thing 

(Cochran, Kaplan, & Nesse, 2014). The executive team, which is comprised of physicians and 

non-physicians, along with the UBC Faculty of Medicine, should work to determine what the 

term physician leadership means – and whether it differs from the organization’s definition of 

leadership, in general. The pertinent literature and the one-on-one interviews identified a 

bewildering variety of definitions, behaviours, skills, attributes, and functions pertaining to 

leadership (Yukl, 2013). When considering the importance of understanding leadership in 

context (Mackenzie & Barnes, 2007), the task of defining physician leadership becomes even 

more challenging. To this end, the organization should leverage the work undertaken by the 

Canadian College of Health Leaders (CCHL) in defining a leadership capability model 

(LEADS), which can provide current and potential leaders, as well as residents and fellows, with 

a shared understanding of what is meant by physician leadership, not just from a theoretical 

perspective, but how leadership is applied in practice. From there, this shared understanding can 
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inform the goals and objectives of professional development programs aimed at building 

physician leadership capacity. At present, the extent to which physician leaders have adopted and 

are utilizing the LEADS framework and the associated tools is unknown. Perhaps tellingly, the 

LEADS framework was not brought up by any of the interview participants.  

Because the as-yet-undetermined definition stands to inform the direction of future 

physician leadership programs, consultation with physicians, nurses, allied health, support staff, 

and other key stakeholders is recommended to validate any definitions put forward. Participation 

also increases the likelihood of obtaining buy-in from stakeholders, which in turn creates more 

ownership for practicing leadership as defined by this work. If physicians and operational leaders 

can agree to and communicate what expert physician leadership looks like (including the skills 

and knowledge required), physicians will be able to leverage their advanced problem-solving 

skills and high-achievement orientation to close any identified gaps.     

Recommendation three: Enhance existing leadership development programs to 

include adaptive leadership and change leadership curricula 

 Participants felt strongly about the value that leadership development opportunities offer 

to physicians. Unfortunately, physician leaders were not aware of the extent of existing 

opportunities available to them through internal learning and development programs. To address 

this lack of awareness, a determination of how to best communicate with the physician group is 

needed, including an analysis of who would be the preferred senders for the various segments of 

the target audience.  

 Awareness was not the only barrier identified with regard to increasing participation in 

leadership development programs. When an interview participant was told about some of the 

internal programs in place, they observed that the programs were scheduled in such a way as to 
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make attendance difficult for physicians. In a follow up conversation with a lead facilitator of the 

program, the difficulty of recruiting physicians to attend was confirmed. Further, the facilitator 

observed that when physicians did register, many of them were absent for significant portions of 

the program, usually due to prioritizing clinical commitments (R. Thomas, personal 

communication, September 29, 2014).  

 Currently, disparate programs and organizations (e.g. the Sauder program, PHSA, 

Doctors of BC) draw from the same pool of potential participants, limiting the degree to which a 

common language, shared learning experience, shared leadership philosophy and the associated 

tools can be developed. As argued by Rachel Booth, the Associate Dean of the University of 

Maryland’s School of Nursing: 

Historically, health professionals have tended to learn management skills in their own 

group, physicians with physicians, nurses with nurses, and so on, thus replicating the 

model in which professional training was provided. However, effective management 

practices require integrative behavior. (Booth, 1979, as cited in Wolf et al., 2011) 

Further investigation should be undertaken to determine what benefits and risks are inherent in 

requiring specific physician leadership curricula, and what importance and relevance the 

organization places on aligning with the MoH goal of increasing inter-professional learning.   

 Depending on the results of the benefits and risks analysis, an opportunity may exist to 

have physician and operational leaders attend leadership programs as a cohort. This mixed cohort 

model has several potential benefits: participants could learn what each other’s leadership 

challenges are, discover partnership opportunities, create a coalition sponsorship for future 

change projects, clarify roles and responsibilities, and engage with each other outside of the 

pressures of day-to-day operations. As noted by Fralicx (2012), physician and operational leaders 
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need cooperative, trusting relationships if they are to effectively navigate the changes being 

undertaken within healthcare, and that can only be accomplished when cross-discipline 

communication functions at a high level (p. 94). Fortunately, cross-discipline, cohort-based 

programs are available through PHSA’s Leadership LINX programs.  

 From a content perspective, there is a dearth of support for leaders (physician or 

otherwise) to build adaptive leadership or change leadership proficiency. This is not for lack of 

awareness or desire. The 2013 Canadian Medical Association (CMA) focused their 2013 annual 

conference around the theme, Canada’s Physicians: Leadership in Changing Times. Despite this 

recognition, the Ministry of Health has criticized hospitals as a “potentially dysfunctional driver 

of the way health care has developed” (Ministry of Health, 2014, p.16), and placed responsibility 

for failed change efforts on “the limited capacity in the system to deliver system-wide strategic 

change in a timely manner” (p. 19).  

 To address these issues, a program should be implemented using a curriculum based on 

the adaptive leadership model proposed by Heifetz et al. (2009). The legitimacy of the model 

could be perceived favourably, not only due to the in-depth research involved, but also, rightly or 

wrongly, because of the surgical and psychiatric training of Heifetz, the primary author.  

Recommendation four: Measure quantifiable outcomes that meet the evidence-

based decision-making preferences of the organization 

Outcome measures for physician leaders’ capacity and the overall success of leadership 

development initiatives should be developed. These measures should leverage the LEADS 

competency framework (CCHL, 2013b) already in place within BC Children’s Hospital. Using 

approved organizational tools, while ensuring decision makers deem the learning outcomes 

statistically valid, is critical to sustaining a learning program (Phye, Levin, & Robinson, 2005). 
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Given the fiscal constraints at BC Children’s, it was not surprising that interview participants 

also noted the importance of tying learning to business outcomes. 

Outcome measures should focus on preparing physicians for their current leadership 

challenges, as measured through the LEADS framework, possibly through the existing LEADS 

360-degree survey tool (CCHL, 2013a). In addition, outcomes should be measured related to the 

objectives of initiatives that physicians are leading. Regrettably, a review of the literature did not 

uncover much in the way of evidence-based methods for this kind of physician leadership 

evaluation process or tool, meaning further thought is needed to determine the feasibility of such 

a practice. There is, however, extensive literature coming from the field of evaluation research, 

which was out of scope for this inquiry, but could provide the means for obtaining insight into 

measurement options. An effective evaluation program would demonstrate enhancements to 

leadership knowledge, skills, and attitudes as learning activities and organizational projects are 

undertaken and completed.  

There are risks with formal performance evaluation (M. Goldsmith, 2003; Mintzberg, 

1998). Currently, there is no direct evaluation of physicians’ leadership capability in place. 

Considering the current relationship between physicians and operational leaders, there is the 

potential that physicians would perceive any evaluation process as threatening. This is further 

complicated by the nature of physicians’ employment relationship. In a way, they work as 

independent contractors. There is also the potential that people use the process in a disciplinary, 

non-developmental way, which could hinder the creativity needed for leaders to develop the 

adaptive skill required in the current environment (B. Goldsmith, 2008; Heifetz et al., 2009; 

McManus, 2006). To this end, a review of HR processes and policies is recommended to ensure 

alignment to alignment to organizational priorities. Social neuroscience research has suggested 
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that a great deal of our behaviour is governed by minimizing threat and maximizing reward (see 

Pink, 2010; Rock, 2011). For example, Mobbs and McFarlane (2010) illustrated the 

demotivation experienced by people as a result of perceived threats in the workplace. If an 

evaluation program is implemented, a commitment to professional development and personal 

growth must remain the intent of the program, with HR playing a supportive role.  

 Recommendation five: Partner with UBC’s Faculty of Medicine to nurture and 

develop the next generation of physician leaders  

 Large-scale system change will continue to impact the health care system for years to 

come, with or without physician leadership (Cochran et al., 2014). In order to enhance the 

outcomes of these initiatives, and for the benefit of patients, families, and care providers, 

physicians must make a conscious decision to be a part of the leadership coalition that shapes the 

future of health care in British Columbia. By raising the awareness of medical students with 

regard to the need for physician leadership, UBC’s Faculty of Medicine can establish cohorts of 

early career physicians who look forward to taking on the challenge of system reform.  By 

sharing leadership narratives and encouraging medical students to consider leadership as a career 

path, the Faculty of Medicine could highlight local physician leader role models, which Kouzes 

and Posner (2012) identified as a contributing factor to enhanced leadership performance 

because it encouraged the repetition of desirable behaviours (pp. 313, 325-330). 

 Interview participants noted the lack of leadership curricula during their medical training, 

although it was noted that physicians are seen as leaders because of the nature of their work. 

Within the literature, a range of models have been considered and implemented in medical 

schools to build leadership knowledge and skill (see Thoma, 2010, pp. 24-27). In some cases, 

dual degrees are offered, with one of the degrees focused specifically on leadership (Crites, 
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Ebert, & Schuster, 2008). Smaller scale leadership development efforts with students and 

residents have also been successful. In one case, physicians and medical residents were taught to 

use adaptive leadership skills within the context of providing patient care and supporting family 

decision-making (Adams, Bailey, Anderson, & Galanos, 2013). If the Faculty of Medicine, with 

the support of BC Children’s Hospital, decides to pursue this recommendation, a more thorough 

investigation of existing programs (including the UBC’s Sauder School Physician Leadership 

program) will be required to determine if there is a suitable model to leverage in building a 

program for medical students in BC. 

 To reduce potential silo reinforcement, other faculties (e.g. UBC School of Nursing) 

should be consulted and involved in providing a cross-professional perspective on physician 

leadership, and to determine how to best develop the next generation of nursing and allied health 

leaders. While out of scope as it pertains to these recommendations, there is a growing interest in 

creating a Faculty of Health Sciences at UBC, which would bring together health care 

professions from across the disciplines to create a holistic approach to teaching future providers.   

Organizational Implications 

 The findings and conclusions of this research resulted in five recommendations, each of 

which requires action to be taken by organizational leaders and other stakeholders. As noted 

previously within the literature review, and later supported by research participants, instigating 

change within this system can be an arduous task. The recommendations represent a significant 

change in leadership practice and attitude, and call for significant collaboration between two 

groups that have traditionally recognized each other begrudgingly, if not antagonistically. 

Changes that require significantly different behaviour from the status quo are often met with 

resistance (A. A. Armenakis, Harris, & Mossholder, 1993; Kotter, 1996; MacIntosh et al., 2007; 
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Santhidran & Chandran, 2013). Resistance to change can usually be traced to perceived threats to 

six basic psychological needs: security, inclusion/connection, power, control, competence, and 

justice/fairness (Anderson & Anderson Ackerman, 2011). Attending to these personal dynamics 

is challenging, but necessary to create the foundation for successful change.  

 In chapter one, Bolman and Deal’s (2008) four frame model was applied to elucidate the 

organizational system and context in which this research was taking place. The authors argued 

that organizations fail to achieve desired outcomes primarily because of myopic management 

teams applying narrowly focused mental models. To mitigate the risks inherent in implementing 

the research recommendations, a return to Bolman and Deal’s (2008) framework allows the 

consideration of the recommendations through the structural, human resource, political, and 

symbolic frames. 

 Structural frame 

 The structural frame is concerned with the “social architecture” of an organization: 

organizational charts, policies, rules and goals (Bolman & Deal, 2008, p. 68). Overall, the 

hospital is an amalgamation of a divisionalized organization and a professional bureaucracy 

(Bolman & Deal, 2008, pp. 82-83).  Looking at hospital administration, there is a significant 

hierarchy, and the organization as a whole is replete with rules, guidelines and policies. On the 

medical side, the hierarchy has fewer tiers, but can be somewhat opaque in terms of determining 

reporting relationships and accountabilities. The recommendations within this research require 

collaboration across divisions, across disciplines, and across professional lines. Additionally, the 

recommendations suggest an evaluation of existing hierarchy, with an outcome of creating 

partnerships between operational and physician leaders at senior levels of the organization. 

These changes may create resistance due to a perceived threat to power, which means strong and 
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broad executive level support would be required for the idea to gain any traction, and assurance 

that any structural changes will support both parties in achieving their goals. Also impacting the 

structural frame are the recommendations for changes to evaluation as it pertains to the 

effectiveness of leadership development programs, as well as an evaluation of a new set of goals 

for the individual leaders.       

 Human resource frame  

 The human resource frame looks at people and relationships, their skills and abilities, and 

considers the psychological perspective of needs, strengths and weaknesses (Bolman & Deal, 

2008, p. 137). Building relationships, and learning new skills and abilities are central to the 

recommendations provided. Beneficially, physicians are required by the Royal College of 

Physicians to participate in professional development. However, care must be taken because the 

implementation of the recommendations could impact people’s perceptions of whether their core 

human needs will continue to be met. To that point, Anderson and Anderson Ackerman (2011) 

suggested that these perceived threats could be mitigated through a process of open dialogue, by 

involving impacted groups in the design of the change, and by creating awareness of the need for 

change and the risks of not changing, then empowering people to find possible solutions. The 

action research methodology used within this inquiry has created opportunities for involvement 

and contribution, which should increase a sense of ownership among stakeholders.  

 Political frame 

The political frame looks at any circumstances in which there exists a finite amount of 

time or resources, and also considers the use of power and power structures within the 

organization (Bolman & Deal, 2008, p. 209). The recommendations call for significant changes 

to the power structures of the organization, at least in terms of their relationships to one another. 
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This will require a shared belief among hospital administration and physician leadership that the 

changes being recommended will have benefits for patients and families, the organization, and 

staff. To this point, operational leaders have had significantly less involvement in the research 

than physician leaders. Work is underway to bring operational leaders into the conversation, 

starting with a number of meetings to review the results and conclusions. In making the 

recommendations, the significant fiscal constraints currently in place within the organization 

were considered. As a result, the recommendations require little in the way of new funding or 

reallocation of resources.  

Symbolic frame 

The symbolic frame looks at meaning making, stories and culture as the centre of 

organizational life (Bolman & Deal, 2008, p. 248). The often tacit values of members of an 

organization must be considered when attempting to enact change in a complex social system, 

especially when the change in question is related to leadership (Schein, 2010). When deeply held 

beliefs or values are perceived as being challenged as a result of a change initiative, resistance is 

almost guaranteed (Bridges, 2003; Burke et al., 2009; Collins, 2005; Cooperrider et al., 2008; 

Kotter, 1996; Schein, 2010). As the literature indicated, and interview participants validated, the 

sub-cultures of operational leadership and medical practice have a history of holding opposing 

views when important decisions are being made, and of becoming hostile towards each other 

when core values and beliefs are threatened. Instructive regarding the type of differences seen is 

the belief that maintaining a clinical practice is vital to leadership credibility. Outside the scope 

of this inquiry, but an important topic for future exploration, is how operational leaders can 

remain closer to the front lines, and not be seen as out of touch with the day-to-day realities of 

the clinical practitioner. Alternately, could the concept of administration be reframed in such a 
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way that it was valued by members of the organization, regardless of the extent of clinical 

practice? Interview participants spoke about the lack of focus or value placed on leadership 

development within the medical community as a whole, yet each interviewee, on a personal 

level, believed that leadership knowledge and ability were critically important. This apparent 

contradiction could be attributable to the self-select nature of the participant recruitment process. 

However, the survey was sent to leaders and non-leaders alike and the results showed a strong 

majority of respondents agreed that leadership development would be beneficial to physicians.  

Implications for Future Inquiry 

 This inquiry investigated how BC Children’s Hospital could enhance leadership capacity 

for surgeons and anaesthesiologists in the procedures suite. The findings and conclusions led to 

five recommendations designed to: improve relationships among administrative and physician 

leaders, define the term physician leadership, enhance and expand current leadership 

development offerings, develop quantifiable outcome measures, and start building physician 

leadership awareness and interest through the Faculty of Medicine at UBC.  

 In summary, this inquiry has provided a high-level implementation plan for building 

leadership capacity for physician leaders in the procedures suite, and beyond. For a plan of this 

size and scope to be effectively implemented at BC Children’s Hospital, strong sponsorship from 

a learning and development perspective is required. To this end, the organizational sponsor, Dr. 

Becky Palmer, VP of Professional Practice & Learning, is well positioned to champion the 

effort. Of equal importance is the support of physician leadership. Fortunately, Dr. Erik 

Skarsgard, Chief of Surgery, has been an ardent supporter of this research project.   
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Further research 

 There is much to learn about physician leadership. Further research suggestions include: 

1. What can be reasonably expected of a physician in their leadership role while maintaining a 

full clinical workload? What are the rates of burnout and compassion fatigue in these 

instances? Could a balance be achieved which allowed physicians to continue practicing 

what they love while also having the necessary time and energy to maximize their 

contribution as a leader? What are the personal costs experienced by physicians in leadership 

roles when contrasted with physicians in purely clinical roles? 

2. What possibilities exist for nurses to maintain a clinical practice within the organization in 

which they hold a formal leadership role? Are the reasons for discouraging/disallowing this 

practice consistent with union members’ wishes? What can be learned from practices where 

this either/or mentality does not exist?  

3. Systemic or individual benefits (perceived or otherwise) of the conflict between physicians 

and operational leaders were not determined in this research. Is there a higher-level 

congruence achieved through the conflict of these two groups? What does either group stand 

to lose if harmony was achieved? Who would be perceived as being the “out group” if the 

relationship between physicians and operational leaders improved? 

4. To what extent do demands on physician leaders at a tertiary/quaternary hospital differ in 

contrast to a general hospital, clinic or other health care centre? How much of an effect does 

physicians’ level of expertise and sub-specialization have on their ability to lead, and on the 

expectation of physicians who work with them? What leadership benefits are derived from 

working in a learning/teaching hospital? 
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Report Summary 

 This chapter outlined the recommendations and subsequent implementation plan to create 

the necessary conditions for the successful enhancement of leadership capacity among physician 

leaders within the procedures suite. The recommendations included: (1) work to ensure 

alignment between physician leaders and operational leaders, including the administrative and 

medical leadership structures; (2) define physician leadership; (3) enhance existing leadership 

development programs to include adaptive leadership and change leadership curricula; (4) 

measure quantifiable outcomes that meet the evidence-based decision-making preferences of the 

organization; and (5) partner with UBC’s Faculty of Medicine to nurture and develop the next 

generation of physician leaders.  

 The implementation plan recognizes the importance of solidifying a foundation for 

change, while also respecting the time needed to allow people to transition through the change 

process. Recognizing the economic and people resource pressures faced by the organization, the 

recommendations are expected to be achievable within existing financial and human resources 

constraints. 
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APPENDIX A: PARTICIPANT INFORMATION AND CONSENT FORM 

Surgeons' Transition to Formal Leadership Roles at BC Children's Hospital 
 
Principal Investigator:  Dr. Becky Palmer, RN, CNM, PhD  
    Department of Nursing 
    University of British Columbia 
    (xxx) xxx-xxxx 
 
Co-Investigator:  Matthew Friesen 
    School of Leadership Studies 
    Royal Roads University 
    (xxx) xxx-xxxx 
 
 
INVITATION TO PARTICIPATE 
 
You are being invited to take part in this research because you meet the characteristics of the 
sample population being studied. Specifically, this research aims to better understand the 
experience of surgeons and Anesthesiologists’ who transition to formal leadership roles at BC 
Children’s Hospital. 
 
YOUR PARTICIPATION IS VOLUNTARY   
Your participation is entirely voluntary, so it is up to you to decide whether or not to take part 
in this study.  Before you decide, it is important for you to understand what the research 
involves.   
 
This consent form will tell you about the study, why the research is being done, what will 
happen during the study and the possible benefits and risks.   
 
If you wish to participate, you will be asked to sign this form.  If you do decide to take part in 
this study, you are still free to withdraw at any time and without giving any reasons for your 
decision. 
 
If you do not wish to participate, you do not have to provide any reason for your decision. 
 
Please take the time to read and consider the following information before you make your 
decision.   
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WHO IS CONDUCTING THE STUDY?  
This research project is part of the thesis requirement for the completion of a Master’s degree - 
Leadership at Royal Roads University.   
 
Credentials with Royal Roads University can be established by contacting Dr. Brigitte Harris, 
Director, School of Leadership Studies: xxx.xxx@royalroads.ca or at (xxx) xxx-xxxx ext. xxxx. 
 
WHAT IS THE PURPOSE OF THE STUDY? 
The purpose of the research is to better understand the experience of surgeons and 
Anesthesiologists’ who transition to formal leadership roles at BC Children’s Hospital. One of 
the important outcomes of this research will be the provision of recommendations to the BC 
Children’s Hospital executive concerning opportunities to better support transitions into 
leadership roles.  
 
Beyond physicians themselves, little is known about the experience of clinical specialists as they 
take on the complexities and ambiguities of formal leadership roles while also retaining the 
significant demands of their clinical responsibilities.  
 
STUDY PROCEDURES 
 
The research will consist of three successive methods, in order: (1) workplace observation, (2) 
one-on-one interviews, and (3) online survey. You may choose to participate in all, some, or 
none of the methods. The expected timeframe for the data collection is June 1, 2014 to July 30, 
2014.  
 
Workplace observation (1 to 2 subjects) is planned from June 1 to June 20 and will involve 
approximately 2 to 5 five days of workplace observation. Observation will take place in clinical 
and non-clinical (administrative) settings. At the completion of observation, the researcher may 
ask questions of the subject to gain understanding and/or to clarify notes.   
 
The one-on-one interviews (3 to 5 subjects) are planned from June 30 to July 28, and will take 
approximately 60-90 minutes. The interviews will take place on campus, in a private research 
office. The interviews will be recorded digitally for the purpose of transcription. Confidentiality 
will be maintained (see Confidentiality for information). 
 
The online survey is planned for July 30 through August 15, and will take approximately 15 
minutes. 
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POTENTIAL BENEFITS AND RISKS 
 
Research subjects and their colleagues stand to benefit from an increased understanding of the 
contributing factors to making a successful transition into leadership roles. This knowledge 
could enhance leaders’ ability in their role, and support non-leaders in making an informed 
decision as to whether to pursue leadership responsibilities.  
 
Organizationally, BC Children’s Hospital will receive recommendations for improving the 
experience of surgeons, anesthesiologists, and other physicians who transition into leadership 
roles. Action taken in this regard could result in increased physician engagement, and improved 
job fit. 
 
There are no known risks associated with this research.  
 
CONFIDENTIALITY 
 
Subjects’ confidentiality will be protected throughout this study. All individual information 
collected will be maintained in confidence with hard copies (e.g., consent forms) stored in a 
locked filing cabinet in a secure research office. Electronic data (such as transcripts or audio 
files) will be stored on an encrypted, password-protected computer.  
 
Information will be recorded in hand-written, audio recording, and online format, and, where 
appropriate, summarized, in anonymous format, in the body of the final report. At no time will 
any specific data or comments be attributed to any individual unless specific agreement has 
been obtained beforehand.  All personally identifiable documentation will be kept strictly 
confidential. 
 
Survey data will be removed from online servers within three months of the completion of the 
final report. Because the survey is anonymous, subjects’ data cannot be removed once 
submitted.  
 
No data pertaining to an identifiable individual will be retained for any individual who has 
withdrawn. Due to the nature of the workplace observations, it is not always possible to keep 
the identities of the participants anonymous from the researcher, other participants, or 
organizational members.  
 
CONTACT FOR INFORMATION ABOUT THE STUDY 
 
If you have any questions or desire further information with respect to this study, please 
contact the principle investigator, Dr. Becky Palmer at (xxx) xxx-xxxx, or the co-investigator, 
Matthew Friesen at (xxx) xxx-xxxx.  
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CONTACT FOR CONCERNS ABOUT THE RIGHTS OF RESEARCH SUBJECTS 
 
If you have any concerns about your treatment or rights as a research subject, you may contact 
the Research Subject Information Line in the UBC Office of Research Services at xxx-xxx-xxxx or, 
if long distance, e-mail to xxxx@ors.ubc.ca 
 
 
PLEASE NOTE:  THE FOLLOWING TWO PAGES CONTAIN UNIQUE CONSENT FORMS FOR THE 
WORKPLACE OBSERVATION AND THE ONE-ON-ONE INTERVIEW METHODS, RESPECTIVELY.   
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CONSENT – WORKPLACE OBSERVATION  
 
Your participation in this study is entirely voluntary and you may refuse to 
participate or withdraw from the study at any time without jeopardy to your 
employment, role, or standing.  
 
Your signature below indicates that you have received a signed and dated copy of 
this consent form for your own records. 
 
Your signature indicates that you consent to participate in the workplace 
observation portion of the study.   
 
 
 
____________________________________________________ 
Subject Signature     Date 
 
 
____________________________________________________ 
Printed Name of the Subject signing above 
 
The signature of a Witness is not required. 
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CONSENT – ONE-ON-ONE INTERVIEW 
 
Your participation in this study is entirely voluntary and you may refuse to 
participate or withdraw from the study at any time without jeopardy to your 
employment, role, or standing.  
 
Your signature below indicates that you have received a signed and dated copy of 
this consent form for your own records. 
 
Your signature indicates that you consent to participate in the one-on-one 
interview portion of the study.   
 
 
____________________________________________________ 
Subject Signature     Date 
 
 
____________________________________________________ 
Printed Name of the Subject signing above 
 
The signature of a Witness is not required. 
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APPENDIX B: E-MAIL INVITATION (PARTICIPANT OBSERVATION)  

Dear [Prospective Participant], 
 
I would like to invite you to be part of a research project that I am conducting. This project is 
part of the requirement for my Master’s Degree in Leadership, at Royal Roads University. The 
objective of my research is to understand how BC Children’s Hospital can support surgeons who 
make the transition into formal leadership roles. 
 
Your name was chosen as a prospective participant because you are, or have recently been, a 
surgeon in a formal leadership role. At this time, my research is focused on the experience of 
surgeons; however, there is a possibility that the findings from this research are of interest to 
other physician leadership groups. Any generalizability will be considered at a later date.   
 
This phase of my research project will consist of participant workplace observation. The aim is 
to gain familiarity with surgical leaders and their practices through observation of their clinical 
and non-clinical work environments. Ideally, observation would take place for a period of one 
continuous week (5 to 7 days). The observation would involve moderate participation, meaning 
that I will act as a bystander and, when convenient, will ask for your feedback on my 
observations to ensure I accurately depict your experiences and draw accurate conclusions. 
 
The attached document contains further information about the study conduct and will enable 
you to make a fully informed decision on whether or not you wish to participate. Please review 
this information before responding.  
 
You are not required to participate in this research project. If you do choose to participate, you 
are free to withdraw at any time prior to responses becoming part of an anonymous data set. 
At that time, it will not be possible to extract individual responses. I am providing this 
information so that you can make a free and informed decision to participate, without 
prejudice.  
 
Please feel free to contact me at any time should you have additional questions regarding the 
research project and its outcomes. If you would like to participate in my research project, 
please contact me at: 
 
Name: Matthew Friesen 
Email: xxx.xxx@phsa.ca  
Telephone: (xxx) xxx-xxxx  
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APPENDIX C: E-MAIL INVITATION (INTERVIEW)  

 
Dear [Prospective Participant], 
 
I would like to invite you to be part of a research project that I am conducting. This project is 
part of the requirement for my Master’s Degree in Leadership, at Royal Roads University. The 
objective of my research project is to understand how BC Children’s Hospital can support the 
leadership capacity of surgeons who transition into formal leadership roles. 
 
Your name was chosen as a prospective participant because you are, or have recently been, a 
surgeon in a formal leadership role. At this time, my research is focused on the experience of 
surgeons; however, there is a possibility that the findings from this research are of interest to 
other physician leaders. Any generalizability will be considered in a later phase of the research.   
 
This phase of my research project will consist of one-on-one interviews. The purpose of the 
interview is to ask you about your perceptions, opinions, beliefs, and attitudes about the 
experience of being a surgeon with formal leadership responsibilities. Questions will be asked in 
a dialogical, one-on-one setting where you will be requested to speak about your personal 
experience. A series of three to five questions will be asked, and the facilitator may ask follow-
up questions to gain clarity or to explore further. The interview will last 60 - 90 minutes. 
 
The attached document contains further information about the study conduct and will enable 
you to make a fully informed decision on whether or not you wish to participate. Please review 
this information before responding.  
 
You are not required to participate in this research project. If you do choose to participate, you 
are free to withdraw at any time. No information will be kept relating to a participant who has 
withdrawn. I provide this information so that you can make a free and informed decision to 
participate, without prejudice.  
 
Please feel free to contact me at any time should you have additional questions regarding the 
research project and its outcomes.  
 
If you would like to participate in my research project, please contact me at: 
 
Name: Matthew Friesen 
Email: xxx.xxx@phsa.ca  
Telephone: (xxx) xxx-xxxx 
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APPENDIX D: ONLINE SURVEY PREAMBLE 

PARTICIPANT INFORMATION AND CONSENT 
 
Physician Leadership at BC Children's Hospital 
  
Principal Investigator:       Dr. Becky Palmer, RN, CNM, PhD 
                                                Department of Nursing 
                                                University of British Columbia 
                                                (xxx) xxx-xxxx 
  
Co-Investigator:                  Matthew M. Friesen 
                                                School of Leadership Studies 
                                                Royal Roads University                     
                                                (xxx) xxx-xxxx 
  
INVITATION TO PARTICIPATE 
 
You are being invited to take part in this research because you meet the characteristics of the 
sample population being studied. Specifically, this research aims to better understand the 
experience of physicians who take on formal leadership roles at BC Children’s Hospital. 
 
YOUR PARTICIPATION IS VOLUNTARY  
 
Your participation is entirely voluntary, so it is up to you to decide whether or not to take part 
in this study.  Before you decide, it is important for you to understand what the research 
involves. This consent information will tell you about the study, why the research is being done, 
what will happen during the study and the possible benefits and risks.  
  
If you wish to participate, you will be asked to complete this survey.  If you do decide to take 
part in this study, you are still free to withdraw at any time and without giving any reasons for 
your decision. If you do not wish to participate, you do not have to provide any reason for your 
decision. 
  
Please take the time to read and consider the following information before you make your 
decision. 
 
WHO IS CONDUCTING THE STUDY? 
 
This research project is part of the thesis requirement for the completion of a Master’s degree - 
Leadership at Royal Roads University. Credentials with Royal Roads University can be 
established by contacting Dr. Brigitte Harris, Director, School of Leadership Studies: 
xxx.xxx@royalroads.ca or at (xxx) xxx-xxxx ext. xxxx. 
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WHAT IS THE PURPOSE OF THE STUDY? 
 
The purpose of the research is to better understand the experience of physicians who transition 
to formal leadership roles at BC Children’s Hospital. One of the important outcomes of this 
research will be the provision of recommendations to the BC Children’s Hospital executive 
concerning opportunities to better support transitions into leadership roles. 
  
Beyond physicians themselves, little is known about the experience of clinical specialists as they 
take on the complexities and ambiguities of formal leadership roles while also retaining the 
significant demands of their clinical responsibilities. 
 
STUDY PROCEDURES 
 
The research consists of three successive methods, in order: (1) workplace observation 
(completed), (2) one-on-one interviews (completed), and (3) online survey (current). 
 
The timeframe for the online survey data collection (the survey period) is September 16, 2014 
to September 30, 2014. 
 
POTENTIAL BENEFITS AND RISKS 
 
Research subjects and their colleagues stand to benefit from an increased understanding of the 
contributing factors to making a successful transition into leadership roles. This knowledge 
could enhance leaders’ ability in their role, and support non-leaders in making an informed 
decision as to whether to pursue leadership responsibilities. 
 
Organizationally, BC Children’s Hospital will receive recommendations for improving the 
experience of physicians who transition into leadership roles. Action taken in this regard could 
result in increased physician engagement, and improved job fit. 
  
There are no known risks associated with this research. 
 
CONFIDENTIALITY 
 
Subjects’ confidentiality will be protected throughout this study. All individual information 
collected will be maintained in confidence with hard copies (e.g., consent forms) stored in a 
locked filing cabinet in a secure research office. Electronic data (such as transcripts, audio files, 
and survey responses) will be stored on an encrypted, password-protected computer. 
  
Information will be recorded in hand-written, audio recording, and online format, and, where 
appropriate, summarized, in anonymous format, in the body of the final report. At no time will 
any specific data or comments be attributed to any individual unless specific agreement has 
been obtained beforehand.  All personally identifiable documentation will be kept strictly 
confidential. 
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Survey data will be removed from online servers within three months of the completion of the 
final report. Because the survey is anonymous, subjects’ data cannot be removed once 
submitted. 
  
No data pertaining to an identifiable individual will be retained for any individual who has 
withdrawn. Due to the nature of the workplace observations, it is not always possible to keep 
the identities of the participants anonymous from the researcher, other participants, or 
organizational members. 
 
CONTACT FOR INFORMATION ABOUT THE STUDY 
 
If you have any questions or desire further information with respect to this study, please 
contact the principle investigator, Dr. Becky Palmer at (xxx) xxx-xxxx, or the co-investigator, 
Matthew M. Friesen at (xxx) xxx-xxxx. 
 
Contact for concerns about the rights of research subjects 
 
If you have any concerns about your treatment or rights as a research subject, you may contact 
the Research Subject Information Line in the UBC Office of Research Services at xxx-xxx-xxxx or, 
if long distance, e-mail to xxx@ors.ubc.ca 
 
You are not required to participate in this research. If you do choose to participate, you are free 
to withdraw at any time without prejudice. Similarly, if you choose not to participate in this 
research project, this information will also be maintained in confidence.  
 
Your completion of this survey will constitute your free and informed consent.    
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APPENDIX E: INTERVIEW PREAMBLE AND QUESTIONS  

 
The purpose of the research is to better understand the experience of surgeons and 
anesthesiologists who transition into formal leadership roles at BC Children’s Hospital. One of 
the important outcomes of this research will be the provision of recommendations to the BC 
Children’s Hospital executive concerning opportunities to better support physicians’ (and other 
clinicians’) transition into leadership roles.  
 
Specifically, it explores ways leaders could be supported to enhance their capacity and reduce 
instances of burnout and compassion fatigue, improving the experience of patients and 
families.  
 
The Participant Information and Consent Form you received earlier (provide if needed) contains 
further information about the study conduct.  
 
INTERVIEW PROCEDURE 
 
The interview will take 60 to 90 minutes. The interview will be recorded digitally for the 
purpose of transcription. Confidentiality will be maintained. (See Confidentiality section within 
the consent form) 
 
Through a series of questions, I will ask about your perceptions, opinions, beliefs, and attitudes 
regarding your experience as a physician with formal leadership responsibilities.  
 
Q: Have you reviewed the Participant Information and Consent Form? (If no, provide time) 
 
Q: Do you have any questions or concerns? (If yes, address prior to proceeding)  
 
You are not required to participate in this research project. If you do choose to participate, you 
are free to withdraw at any time, including at any point during this interview.  
 
No information will be kept relating to a participant who has withdrawn. I provide this 
information so that you can make a free and informed decision to participate.  
 
If you would like to participate, please sign the consent form (both copies) and we will begin. 
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Interview Questions 

1. What does the term “leadership” mean to you? 
 

2. Throughout your medical training and professional practice, what has contributed to 
your understanding of leadership? 
 

3. Describe the experience of transitioning into your first formal leadership role as a 
physician. 
 

4. Ideally, what role would BCCH and/or the FoM have in developing your leadership 
capacity? 
 

5. What responsibility do you believe you have in terms of developing your leadership 
capacity? 
 

6. What would you want to teach your previous self about the experience of transitioning 
to a leadership role? 
 

7. Is there anything else you’d like to add on the topic of leadership? 
 
 
Thank you for your time and for participating in this research. If you have any questions, please 
contact the Principle Investigator, Becky Palmer or contact me directly. 
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APPENDIX F: SURGICAL PROGRAM ORGANIZATIONAL STRUCTURE 

 
 
 
   

Chief of Surgery 

Program Manager 
Dentistry/Admin 
Manager, Surgery 

Senior Director 
Specialized Pediatrics, 

Inpatient & 
Ambulatory Care 

Senior Director 
Critical Care Areas  

& Access 

Program Manager 
3R, Neurosciences  

& Surgery 

Program Manager 
Surgical Suites 

Executive Assitant to 
Chief of Surgery 



Building Physician Leadership Capacity    137 

APPENDIX G: MINISTRY OF HEALTH GOALS, PRIORITIES, STRATEGIES 

 
 
 
Adapted from Ministry of Health (2014) Setting Priorities for the B.C. Health System. 
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