
 
 
FOSTERING THOMPSON REGION PRIMARY CARE PROVIDER LEADERSHIP  1 

 
 
 

  
 
 

Fostering Thompson Region Primary Care Provider Leadership 
 

 
by 

 
 

CHELSEA BROOKES 
 
 
 
 
 

A Thesis Submitted to the Faculty of Social and Applied Sciences 
in Partial Fulfilment of the Requirements for the Degree of 

 
 
 

MASTER OF ARTS IN LEADERSHIP 
 
 
 

Royal Roads University 
Victoria, British Columbia, Canada 

 
 

Supervisor: DR. TAM A. POZZOBON M.O.M. 
NOVEMBER 2022 

 
 
 
 
 

CHELSEA BROOKES, 2022 
 

Bachelor of Arts in International Relations, 2014 
 
 

 



 
 
FOSTERING THOMPSON REGION PRIMARY CARE PROVIDER LEADERSHIP  2 

Committee Approval 

The members of Chelsea Brookes’ Thesis Committee certify that they have read the thesis titled 

Fostering Thompson Region Primary Care Provider Leadership and recommend that it be accepted as 

fulfilling the thesis requirements for the Degree of Master of Arts in Leadership: 

   Dr. Tam Pozzobon [signature on file] 

   Dr. Niels Agger-Gupta [signature on file] 

 
Final approval and acceptance of this thesis is contingent upon submission of the final copy of the thesis 

to Royal Roads University. The thesis supervisor confirms to have read this thesis and recommends that 

it be accepted as fulfilling the thesis requirements: 

   Dr. Tam Pozzobon [signature on file] 

 

  



 
 
FOSTERING THOMPSON REGION PRIMARY CARE PROVIDER LEADERSHIP  3 

Creative Commons Statement 

 

This work is licensed under the Creative Commons Attribution-NonCommercial-ShareAlike 2.5 

Canada License. To view a copy of this license, visit http://creativecommons.org/licenses/by-nc-

sa/2.5/ca/.  

Some material in this work is not being made available under the terms of this licence: 

• Third-Party material that is being used under fair dealing or with permission. 

• Any photographs where individuals are easily identifiable.  

  

http://creativecommons.org/licenses/by-nc-sa/2.5/ca/
http://creativecommons.org/licenses/by-nc-sa/2.5/ca/


 
 
FOSTERING THOMPSON REGION PRIMARY CARE PROVIDER LEADERSHIP  4 

Abstract  

Extreme weather events such as wildfires and floods have impacted rural communities in British 

Columbia’s interior in recent years. This action-oriented study explored the following primary research 

question: “How might the Thompson Region Division of Family Practice foster primary care provider 

leadership during extreme weather events?” This project was designed following the Royal Roads 

University Ethics Policy and Tri-Council Ethical Guidelines and used qualitative interviews in combination 

with an arts-based method to generate stories about leadership during displacement due to wildfires 

and floods from rural-practicing primary care providers. Study findings revealed five key themes: lack of 

primary care provider involvement in emergency response, preparation and experience, values and 

leadership styles, collaboration and teamwork, and personal and professional balance. The resulting 

recommendations were to involve primary care providers in emergency preparedness and response, 

offer or promote leadership opportunities for primary care providers, and share supports for providers 

and patients.  
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Executive Summary  

The Thompson Region Division of Family Practice (TRDFP) is a non-profit organization 

representing family physicians and nurse practitioners, also referred to as primary care providers, in 

community health care in Kamloops, Chase, Logan Lake, Sun Peaks, Barriere, and the North Shuswap. 

The TRDFP is guided by primary care provider leadership; funded projects require a formal lead 

physician or nurse practitioner before they will be approved. Primary care providers in several of these 

communities, as well as in other areas of the province, have experienced displacement due to extreme 

weather events such as wildfire and flood. I explored the following primary inquiry question: How might 

the TRDFP foster primary care provider leadership during extreme weather events? My inquiry was also 

guided by four subquestions which address current state, future state, possible steps to achieve the 

future state, and potential resources and supports. 

Literature 

 The literature review focused on three areas: crisis leadership, Indigenous leadership, and 

physician leadership development. Key themes emerged that were common across all three areas, 

including collaboration, connection, and interpersonal behaviours such as respect. Systems 

understanding and thinking were also highlighted in the literature, representing the holistic and 

interconnected nature of the world.  

Methodology  

 This inquiry utilized action-oriented research influenced by narrative approaches to understand 

the stories primary care providers tell about their leadership and displacement experiences. I offered a 

series of story prompts to guide the interviews. I combined this narrative approach with an arts-based 

method and asked participants to bring an artifact that represented their experience. Once findings and 

conclusions were drafted and initial recommendations constructed, key organizational stakeholders 

participated in a Liberating Structure activity to finalize and endorse the recommendations.   
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Findings and Conclusions  

In analyzing the data from the qualitative interviews with primary care providers who 

experienced displacement, five key themes were revealed:  

1. Lack of primary care provider involvement in emergency response  

2. Preparation and experience  

3. Values and leadership styles 

4. Collaboration and teamwork  

5. Personal and professional balance  

Drawing upon the key themes and relevant literature, five conclusions were developed:   

1. Primary care providers value community and connections.  

2. Primary care providers should be central to the planning and preparation for any extreme 

weather event emergency response.  

3. Primary care providers should be supported to develop their leadership. 

4. Primary care providers need to be connected to a team to lead effectively during extreme 

weather events. 

5. Primary care providers need supports for patients and for themselves during extreme 

weather events.   

Recommendations 

Further to the conclusions, the following three recommendations were presented to the TRDFP:   

1. Involve primary care providers in emergency preparedness and response.  

2. Offer or promote leadership opportunities for primary care providers.  

3. Share supports for providers and patients.  

These recommendations were validated by key stakeholders from the TRDFP who prioritized actions for 

the organization to operationalize. They also identified priorities to action the outcomes of the research. 
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Implications for Future Inquiry  

 This thesis contributes new knowledge to the field of physician and nurse practitioner 

leadership. The outcomes of this research advocate for the inclusion of primary care providers in 

emerge responses and that future inquiry is required to fully understand the experiences of providers 

and patients during displacement due to extreme weather events.  
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Chapter 1: Focus and Framing 

In 2021 many people in British Columbia experienced unprecedented extreme weather events. 

From record-breaking temperature highs causing a destructive fire season in July and August, to intense 

rainfall and flooding in November, several communities were devastated by the weather in 2021. In this 

thesis I engaged primary care providers who experienced displacement or evacuation due to extreme 

weather events to learn from their experience about how being displaced may have impacted their 

leadership. I conducted this research in partnership with the Thompson Region Division of Family 

Practice (TRDFP). In this context, I am using the term primary care providers to refer to family physicians 

and nurse practitioners simultaneously. This thesis includes the following chapters: Focus and Framing, 

Literature Review, Methodology, Inquiry Project Findings and Conclusions, and Inquiry Implications.  

I explored the following primary inquiry question: How might the TRDFP foster primary care 

provider leadership during extreme weather events? I have also identified the following subquestions 

which address current state, future state, possible steps to achieve the future state, and potential 

resources and supports:  

1. What stories do primary care providers tell about their leadership through displacement 

experiences caused by extreme weather events?  

2. What are the future needs for primary care provider leadership during extreme weather events?  

3. What would increase primary care provider leadership capacity during extreme weather events?  

4. What resources or supports do primary care providers need to lead during extreme weather 

events?  

Significance of the Inquiry  

This project is significant to the organization and to me. Having grown up in Kamloops, I have 

become increasingly familiar with fire seasons as severity has increased over the last few decades. 

Summers bring both a sense of excitement and dread; will we have smoky skies and evacuees for 
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months? I remember the wildfires of 2003, 2017, and 2021 particularly well. In the summer of 2021, we 

experienced an early and devastating fire season. In late spring of 2022, when I was writing this thesis, I 

was on flood watch due to the fact that I live on the South Thompson River. Fortunately, the river level 

receded without flooding and damaging property. However, the increasing frequency of flood events 

threatening my home also reinforced the significance of this inquiry.  

My positionality as a researcher has shaped this project. In general, I align with a social 

construction perspective which “typically refers to a tradition of scholarship that traces the origin of 

knowledge, meaning, or understanding to human relationships” (Gergen & Gergen, 2015). Social 

constructivism speculates that research is cumulative, participative, and challenges traditional 

perspectives of knowledge creation (Hersted et al., 2019). As I will describe later in this thesis, I utilized 

an action-oriented research methodology which was influenced by narrative inquiry to hear the stories 

of primary care providers who had experienced displacement due to extreme weather events. As a 

researcher, I believe the stories and perspectives the participants offered. This aligns with the social 

constructivist epistemology because there was an inherent respect for the knowledge and experience of 

the participants (Brydon-Miller et al., 2003).  

From an organizational standpoint, the TRDFP’s role in supporting primary care providers has 

expanded during extreme weather events. In 2017, the organization acted as a conduit, sharing 

information from Interior Health about primary health care needs for evacuees with the organization’s 

membership of family physicians and primary care providers. The COVID-19 pandemic prompted a more 

formalized emergency response within the organization with enhanced partnerships. In 2021 

representatives from the TRDFP were invited to attend Interior Health West’s Incident Command 

Structure through the wildfire season in July and August. Incident Command Structures (ICS) are 

formalized mechanisms for multiple agencies or organizations to coordinate and respond to an 

emergency (Clayton &Thorpe, 2011). Having a place at this emergency table allowed the TRDFP to 
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support the membership more nimbly and proactively. This support included assistance with planning 

for practices on evacuation alert or order, and for an evacuated physician it involved setting up a remote 

practice quickly when the community was evacuated. These recent experiences have demonstrated the 

need for more robust and formal emergency preparedness work. This research provided insight into 

how the TRDFP can help accomplish this by fostering leadership in crisis. This project included third-

person practice in that it will be shared with the organization’s membership and health care partners 

and impact the broader system (Coghlan & Shani, 2015).  

Key stakeholders for this project include the membership of the TRDFP. Physicians, nurse 

practitioners, and midwives will be able to access recommendations from the project that they can 

incorporate into their practices. Another key stakeholder is Interior Health (IH), the regional health 

authority and the TRDFP’s closest partner. Interior Health delivers health care services to patients in the 

interior of British Columbia (BC); it is headquartered in Kelowna, but Royal Inland Hospital in Kamloops 

is a tertiary referral site and the primary acute care facility for the region. As the regional health 

authority, IH also provides primary care to patients in the Thompson Region through primary care clinics 

and an urgent primary care centre, as well as number of community programs. The TRDFP and IH 

engage in collaborative work around primary, acute, long-term, and community care. The two 

organizations can apply the recommendations to enhance primary care provider leadership in crisis and 

connect the TRDFP’s advocacy to involve community providers in emergency response. Partners should 

be involved from the very beginning of a research project (Brouwer & Woodhill, 2019), which helps 

ensure buy-in while creating a strong relationship from the inception. As action research is participatory 

(Reason & Bradbury, 2015) and holistic (Hersted et al., 2019) it must involve the people who are 

impacted.  

Organizational Context  

In this section I will describe the organizational context for my inquiry and provide a systems 
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analysis. My partner for this project is my own organization, the Thompson Region Division of Family 

Practice. The TRDFP is a non-profit organization supporting primary care providers in Kamloops, Logan 

Lake, Barriere, Sun Peaks, Chase, and the North Shuswap (see Figure 1). It is funded through the General 

Practice Services Committee, which is a partnership between Doctors of BC and the Government of BC 

(General Practice Services Committee, 2020). The majority of TRDFP members are family physicians, 

including emergency room physicians, hospitalists, family practice residents, and retired physicians, but 

membership also includes nurse practitioners and midwives. As of October 2022, there are more than 

200 members. The majority of the members are family physicians who have private family practices or 

sub-speciality focused practices in Kamloops. Most rural members are family physicians; some work in 

clinics operated by Interior Health, but they are private fee-for-service physicians.  

Figure 1 

System Diagram 
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Primary care providers are leaders in several ways. Those family physicians who own and 

operate their own clinics are also responsible for leading and managing their administrative staff to 

effectively care for patients. Additionally, all TRDFP projects and initiatives have a physician or nurse 

practitioner lead to ensure the work is member-driven. Members of the TRDFP can also join leadership 

committees such as the Board of Directors, which oversees the organization’s strategic and legal 

obligations, or the Health Leadership Committee, which provides input into programmatic and project 

work. They may also join other committees through partner tables. These providers contribute to local 

health care change and offer their leadership at a local, regional, or provincial level. Leadership roles for 

primary care providers vary, and many physicians and nurse practitioners are leaders at various 

committees and in their own practices.  

The TRDFP is not directly involved in the provision of patient care; the organization’s vision is 

“To be a community of family physicians, nurse practitioners, and other primary care providers working 

collaboratively to develop and support the implementation of primary care, focusing on wellness, 

satisfaction, and sustainability for both patients and providers” (Thompson Region Division of Family 

Practice, 2021b, p. 1). The organization has 11 staff members and is governed by a Board of Directors 

made up of family physicians. The work focuses on collaborating with partners, planning for health 

service delivery based on community needs, implementing grassroots quality improvement projects, 

and supporting members through change management to adapt to new models of care. The TRDFP also 

holds funding to develop an emergency preparedness program for physicians. The 2021-2022 Annual 

Plan described an intended impact of this emergency preparedness work: “Increased ability for better 

patient care in emergency situations by creating working relationships between family physicians and 

regional partners” (TRDFP, 2021a, p. 20). My inquiry question bridged the vision with this impact.  

As an employee of this organization, I undertook action research within my own organization, 

and although it was not directly focused on my colleagues, it resulted in conversations with physicians 
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and nurse practitioners who I had pre-existing professional relationships with. Coghlan (2019) advised 

questioning the knowledge you already possess about your organization; this advice was valuable as I 

proceeded with my action research. As my organizational partner, the TRDFP will be responsible for 

disseminating my research findings to other primary care providers who I hope will implement changes 

in their own leadership and professional practices based on my recommendations. Additionally, the 

recommendations and executive summary will be shared by the Board of Directors and the Health 

Leadership Committee. Because the membership of the TRDFP is comprised of primary care providers, 

the recommendations have the potential to change the direction of the organization’s strategic 

direction by developing and delivering services to address gaps if they are identified. Fostering primary 

care provider leadership at a community level is also an organizational focus. The TRDFP is committed to 

make change driven by the priorities of the membership.  

Systems Analysis 

In this next section I provide a systems analysis. By defining and analyzing the system in which I 

work, I set the stage for my research. It is difficult to define a system when we are in it (Senge, 2006), 

but system description will help to ensure there is shared understanding from partners and that we are 

talking about the same thing (Cady, 2020). These lessons will set a foundation for enacting system 

change. Snowden and Boone’s (2007) Cynefin Framework offered a guide for leaders to sense and 

identify which context they are in and how to respond to it. The framework outlined four contexts or 

domains: simple, complicated, complex, and chaotic. The Cynefin Framework offered an opportunity to 

define the system I operate in, which normally fluctuates between complicated and complex, but in 

crisis falls within the chaotic realm. The Cynefin Framework recommended using good practice when 

making decisions in complicated systems, and emergent practice for complex systems, but leaders must 

act, sense, and respond in chaotic systems (Snowden & Boone, 2007). Considering recent extreme 

weather events and their resulting crises, leaders in chaotic systems must work to try to return the 
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system to complex. Although this research did not focus on the COVID-19 pandemic, the virus added an 

additional layer of uncertainty to this chaotic system. Chaotic systems also offer opportunity for new 

innovations and practices to emerge, which is what this research seeks to understand in the context of 

primary care provider leadership.   

Emergency situations can result in unforeseen challenges as there is “no clear cause-and-effect 

relationships, so [there is] no point in looking for right answers” (Snowden & Boone, 2007, p. 73). For 

example, when Lytton was evacuated due to the devasting wildfire that destroyed much of the village’s 

centre in June 2021, thousands of people were displaced and temporarily moved to other cities. Many 

evacuees came to Kamloops. Some of these people required regular or emergency medical treatment or 

may have evacuated without their necessary prescription medication. These situations can put 

additional strain on emergency departments or walk-in clinics that do not have additional capacity to 

manage increased patient demand for emergent health care services. In some cases, displaced family 

physicians have been able to set up a remote clinic and can see their patients virtually, demonstrating 

innovative community leadership. This ensures continuity of care with the patient and reduces stress on 

emergency services. Additionally, patients may put off routine but necessary appointments due to a lack 

of health care service, so having access to their physicians may make them feel more comfortable and 

safer. There may be multiple added complexities for rural or First Nations communities accessing health 

care services. For these reasons, this research falls more under the realm of a chaotic system as there is 

high tension and uncertainty (Snowden & Boone, 2007). It illuminated innovative actions or behaviours 

to foster primary care provider leadership during crisis, but meaningful intervention may be challenging 

to measure.  

Stroh’s (2005) change process helps identify steps to be taken to ensure that the change that 

results from this action research process is embedded within the TRDFP. The first stage is based on 

developing readiness for change; this has already been applied by the organization as the TRDFP 
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identified it as a priority and agreed to partner on this research. The TRDFP has recognized its role in the 

change and have taken accountability (Stroh, 2015) in its position representing physicians to 

disseminate findings and champion the recommendations. The second stage is about facing current 

reality through understanding and acceptance. This understanding was built through the action-oriented 

research process. Collaboration is essential in this phase. Stroh (2015) also highlighted three ways 

partners can face current reality: facilitating individual analysis, identifying mental models, and engaging 

in powerful restorative conversations. The third stage is about getting commitment to make an explicit 

choice for change. It can be helpful to identify benefits of the future state. The last stage is about 

bridging the gap to move forward and change the system. In this stage, interventions (Braithwaite, 2018; 

Stroh, 2015) can be used to lead to lasting change in leadership among primary care providers.  

Overview of the Thesis   

As outlined above, this inquiry explores the following primary question: How might the 

Thompson Region Division of Family Practice foster primary care provider leadership during extreme 

weather events? This thesis explores that inquiry question and is organized into five chapters. Chapter 1 

provided an overview of the project and its significance. Chapter 2 presents a review of relevant 

literature. I explored topics around crisis leadership related to health care, Indigenous leadership, and 

physician leadership development. Chapter 3 provides an overview of the research methodology. I 

discuss my action-oriented research methodology and approach, engagement and data collection 

processes, project participants, study conduct, approach to data analysis, and ethical considerations for 

this inquiry. Chapter 4 presents my findings in the form of themes, conclusions, study scope, and 

limitations. Chapter 5 focuses on inquiry implications where I present three recommendations and 

consider organizational and future inquiry implications.   

Chapter Summary 

In this chapter, I introduced my inquiry, including the context and significance. I included a 
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systems analysis and an overview of the organizational context. I also introduced my organizational 

partner. I concluded the chapter with an overview of the layout and content of this thesis. The next 

chapter will present a discussion of the literature relevant to my inquiry.  
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Chapter 2: Literature Review  

A literature review is an essential analysis of the relevant and current material on a given topic 

(Saldana & Omasta, 2021). It is important to identify linkages, commonalities, and differences in 

literature (Massey University, 2010). For this inquiry, I explored crisis leadership, Indigenous leadership, 

and physician leadership development.  

Crisis Leadership  

This literature review explores crisis leadership. I chose this topic because it provided a 

foundation for my research on primary care provider leadership experiences during displacement due to 

extreme weather events, which can be considered crises or emergencies. According to Hede (2018) “a 

crisis is defined as a societal collective crisis, which means that it collectively affects several individuals 

at the same time and is handled by societal organisations and institutions, usually several in 

collaboration” (as cited in Fors Brandebo, 2020, p. 569). Boin and Lagadec (2000) also stated, “Crisis 

leadership is the term applied to the rare individual with the gift of fast decision making under pressure” 

(p. 185). My research seeks to consider how the experiences and behaviours identified relate to the 

themes that emerged in this literature review and how they are conceptualized.  

For this literature review, I reviewed sources on leadership in crisis and focused my theming on 

leadership actions or behaviours. Where possible, I tried to focus my review on health care specific 

literature or studies that looked at the public sector. With these parameters, much of the recent health 

care crisis leadership literature is focused on the COVID-19 pandemic. Additionally, there is a wealth of 

literature about corporate crisis management, but this type of leadership is typical of a more traditional 

hierarchical environment, so I excluded this type of reading. I also looked at grey literature from wildfire 

experiences in BC to help ground this literature review with geographical relevance. I have included a 

few sources that fall outside of these parameters to demonstrate that the identified themes and values 

are more universal than the initial scope of this literature review. In my literature review of crisis 
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leadership, I broke down the key leadership competencies into two overarching behavioural themes: 

those related to the organization and those that are people focused. Within each, I have identified three 

to four sub-themes. In general, the literature diverged to either focus on the organization or on more 

individual competencies. I will first address the organizational and then the individual themes that 

emerged in this literature review.   

Organizational Focused Behaviours 

First, several behaviours and actions emerged in the literature on crisis leadership on more of an 

organizational or systems level. While the individual competencies emerge in leaders’ interactions with 

other people, this category focuses on a broader view of how a leader plans and interacts during the 

crisis. Within this overall category, the sub-themes are systems thinking, risk mitigation or preparation, 

and learning. Leaders must be able to manage complex or chaotic systems during crisis (Boin & Lagadec, 

2000; Lagadec, 1997; Rohrich et al., 2020). Lagadec (1997) noted that managing complex systems is a 

crisis management challenge and shared that even well-organized institutions can be confused and 

unsure in the face of a crisis. This challenge can be mitigated by networking and developing processes as 

part of advance preparation. Boin and Lagadec (2000) noted that crises are increasing in complexity: 

The modern crisis is the result of many converging factors: specific risks that are increasingly 

difficult to evaluate, large systems consisting of entangled networks with a hitherto unknown 

complexity, the immediate mediatisation of incidents, abrupt changes in collective perceptions 

and social demands suddenly condemning what was hitherto tolerated. (p. 186)  

Each of these factors results in additional challenges for leaders in crisis. Managing the complexity of the 

system is therefore of primary importance as leaders are faced with crisis situations. There may also be 

factors that emerge after a crisis that are complex and challenging to address (Boin & Lagadec, 2000). 

Sukhera et al. (2020) noted that a tension exists where leaders are pressured to make a siloed decision 

when they need to consider the complexity of the whole system. Complex system management or 
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thinking is important in crisis as organizations have to network and adapt in changing and challenging 

times.  

Another way that leaders can develop their competencies through crisis is by engaging in risk 

mitigation and preparation (Boin & Lagadec, 2000; Canyon, 2013; Forster et al., 2020; Lagadec, 1997; 

Rohrich et al., 2020). Although a crisis or an emergency implies an unforeseen event, there are steps 

leaders can take to prepare themselves and have systems in place in the case of an unexpected 

occurrence. Lagadec (1997) asserted that “the task is to prepare, as an organization, to confront 

situations that are unimaginable and potentially highly de-stabilizing” (p. 27). Similarly, Canyon (2013) 

and Boin and Lagadec (2000) expressed concern that there is a serious lack of proactive planning and 

inadequate preparation for organizations to respond to crises. Boin and Lagadec (2000) provided the 

most in-depth framework for leaders in crisis to prepare for future challenges. They listed several 

effective ways to prepare, including learning from experience, running through tests and simulations, 

training, collaborating with other organizations, and expanding leadership beyond the top of an 

organization. I will discuss many of these factors later as they relate to other themes that emerged in 

the literature on crisis leadership.  

There is an additional theme related to training and education (Boin & Lagadec, 2000; Kapucu & 

Ustun, 2018; Lagadec, 1997; Rohrich et al., 2020). This emerged in two ways: learning from experience 

and providing education for leaders around crisis or disaster response. Lagadec (1997) outlined steps for 

leaders to take to learn from crises, including conducting drills and simulations and providing additional 

training to key individuals. Likewise, debriefing after an event can help make sense of the situation and 

provide valuable learning for the leader and the broader team (Boin & Lagadec, 2000; Lagadec, 1997). 

Crisis offers a great opportunity for leadership and innovation to emerge (Boin & Lagadec, 2000; 

Lagadec, 1997; Rohrich et al., 2020). This is in alignment with Snowden and Boone’s (2007) Cynefin 

framework which suggested utilizing a crisis manager or leader as well as a team to focus on new ways 
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of doing things to take the chance to innovate. Although not specifically about crisis leadership, the 

Cynefin framework provides insight into leading in chaotic systems, where crisis or emergency would 

likely fall. Similarly, fostering future education and training is important for leaders to adequately 

respond to crisis. Kapucu and Ustun (2018) used a leadership action cycle model which identifies 

behaviours that make effective leaders. The competencies are divided by whether they are task, people, 

or organization-oriented behaviours. They looked at the relationship between these competencies and 

how effective leaders were during crisis. These identified behaviours can provide a framework for future 

training and education.  

 One limitation in the literature was the lack of focus on leadership post-crisis. Boin and Lagadec 

(2000) flagged this as a potential concern, noting that there are factors that emerge after a crisis that 

are complex and difficult to address. They emphasized the need to conduct an analysis, debrief, or 

reflection to capture lessons learned. Within the broader theme of organizational planning, I identified 

sub-themes of systems thinking, risk mitigation and preparation, and learning. 

People Focused Behaviours 

Next, I will review the themes that can be considered leadership behaviours that connect 

people. This includes behaviours that foster emotional connections with other people. The literature 

divulged that empathy, trust, inspiration, values, collaboration, and communication are important traits 

for leaders to embody during a crisis. Displaying empathy enables leaders in crisis to be able to relate to 

others (Forster et al., 2020; Sukhera et al., 2020; Rohrich et al., 2020). Forster et al. (2020) argued that 

empathy in emergency situations is more important than at other times. Indeed, “The demonstration of 

empathy is critical in crises in which human tragedy is frequent” (Forster et al., 2020, p. 422). They 

discussed crisis leadership from the perspective of a radiology department, but the behaviours and 

leadership competencies they described are applicable to crisis leadership in general, including 

leadership during extreme weather events. The unpredictability and chaos of crisis can leave people 
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without direction and leaders must be able to empathize with difficult situations. Sukhera et al. (2020) 

similarly wrote that crisis leaders often immediately attempt to solve problems when they need to listen 

and support their teams with compassion. Fors Brandebo (2020) took an alternate approach and looked 

at destructive leadership behaviours during crisis and found that a lack of respect and understanding can 

cause relationships to break down. The opposite of the destructive leadership behaviours can be 

assumed to be effective crisis leadership strategies. However, Fors Brandebo (2020) noted that 

leadership behaviours may be considered positive or negative depending on the context of the crisis or 

situation.  

Connecting through values and inspiration is similar to the previous sub-topic of empathy. 

Angood (2020) recommended leaders take a humanistic and values-based approach when leading 

during crisis. Values based leadership is an approach that is “based on foundational moral principles or 

values such as integrity, empowerment, and social responsibility” (Viinamäki, 2012, p. 29). This literature 

review does not consider values-based leadership in depth, as that leadership paradigm could be a 

separate topic, but the relational aspect of values-based leadership was emphasized. Another leadership 

behaviour that fosters emotional connections between people is inspiration (Rohrich et al., 2020). 

Inspiring teams helps keep them working and moving forward in uncertain or challenging situations. 

Rohrich et al. (2020) suggested that although challenges will always lie ahead, it is important for leaders 

in crisis to remain authentic and inspiring to their followers.  

The need for leaders in crisis to form emotional connections was apparent in the literature. Fors 

Brandebo (2020) noted that there have been insufficient studies on the psychological impacts of crisis 

leadership or crisis management, “specifically the relationship between the leader and his/her 

subordinates” (p. 568). This is a potential area for future research to better understand emotional or 

psychological connections between leaders and their teams or the public during crisis. Similarly, Canyon 

(2013) noted that organizations often do not consider human or social methods to respond to crisis. This 
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study looked at damage containment methods for finance, equipment, and human resources in health 

services, noting that there is a lack of investment and resources for crisis leadership and mitigation. The 

literature is clear that fostering an emotional connection is a key behaviour for leaders in crisis 

situations.   

The most common theme that emerged in the literature was collaboration (First Nations Health 

Authority, 2019; Fors Brandebo, 2020; Forster et al., 2020; Kapucu & Ustun, 2018; Lagadec, 1997; 

Rohrich et al., 2020; Uhr, 2017; Verhaeghe, 2019). It appeared as a theme in every piece of literature I 

reviewed, either explicitly stated, or summed up under team-based behaviours. Rohrich et al. (2020) 

wrote their editorial at the brink of the pandemic and outlined what they refer to as the “six Cs of 

leadership” (p. 1433): calm, compassionate, confident, communicative, commanding, and collaborative. 

They refer to these six behaviours as traits; they can act as a framework and “provide guidance in 

navigating through a crisis because we cannot stand alone to achieve effective and successful 

outcomes” (p. 1433). Forster et al. (2020), Lagadec (1997), and Sukhera et al. (2020) also stressed the 

importance of teams. Indeed, Forster et al. (2020) wrote, “During a crisis, more than ever, it is 

paramount that leaders avoid a top-down style of leadership” (p. 421). It is impractical for leaders to act 

in isolation in crisis situations. Uhr (2017) wrote about the challenges of collaborating during crisis 

where issues can be referred to as “collaborative frictions” (p. 302). This study was unique as it explored 

how leadership ideals have the potential to hinder collaboration in crisis or emergency. Uhr (2017) 

noted that leaders face a paradox during crisis to support their own organization or the greater good of 

the public collective. This is true for health care leaders and providers who may experience a 

professional obligation to their patients and communities but also need to care for themselves or their 

families.  

I have also grouped a sub-theme of communication under collaboration. Kapucu and Ustun 

(2018) and Rohrich et al. (2020) found that communication was essential to crisis leadership. Leaders 
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must be able to ensure their messages are conveyed clearly and effectively in challenging times. Related 

to this is the need to make logical and rapid decisions (Boin & Lagadec, 2000; Fors Brandebo, 2020; 

Kapucu & Ustun, 2018). These authors emphasized the need for leaders to act and communicate 

decisively during crises. Fors Brandebo (2020) concluded that their “study results show that 

subordinates expect leaders to take responsibility and make decisions, be clear and allow subordinates 

to exercise their responsibilities and roles” (p. 577). One of the ways leaders can make effective 

decisions is to ensure that they rely on truth and data to convey their message (Rohrich et al., 2020). By 

informing decisions with scientific data, leaders can make sense in chaotic situations and relieve 

concerns from their teams.  

Collaboration also connects with the previously discussed sub-theme of learning and education. 

Lagadec (1997) did not explicitly mention collaboration but suggested connecting with other 

organizations for multi-actor learning to manage crises more effectively. This also relates to systems 

thinking and demonstrates the interconnectedness of the themes that emerged in the literature. 

Collaboration was evident in every piece of literature I reviewed. It can therefore be assumed that 

collaboration is the most important behaviours for individuals leading in crisis. 

The themes I discovered in my literature review of crisis leadership as key capabilities or 

behaviours for leaders are either organization or people focused. Each of these themes was distinct in 

the literature but should be considered in conjunction with the others for a more comprehensive view 

of the literature regarding crisis leadership.  

Indigenous Leadership  

The following section provides an overview of the relevant literature on Indigenous leadership. 

My research centred around physician and nurse practitioner experiences of displacement during crisis 

events and how that impacted their leadership. The primary care providers who participated in my 

research work in rural communities in the interior of British Columbia, which often have higher 
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populations of Indigenous peoples than urban centres. I explored this topic because the participants of 

my research are leaders in diverse communities that include Indigenous nations. Leaders require 

understanding of the context and challenges faced by the people they are serving. Marshall et al. (2014) 

stated that:  

Understanding Indigenous research begins with an intense awareness of culturally sensitive 

issues that include knowledge of the influences of colonialism, residential schools, child 

apprehensions, living under the paternalistic control of the Indian Act, loss of culture, language, 

and land base, and how all of these deep losses have affected Indigenous people. (pp. 208-209) 

All the aspects described by Marshall et al. (2014) are part of the complexities of systemic racism in 

Canada, which leaders need to understand. Cultural safety and humility are becoming more significant 

within the health care system, especially with the findings from the In Plain Sight Report (Turpel-Lafond, 

2020) and the Calls to Action from the Truth and Reconciliation Commission (2015). Although not 

directly involved in patient care, the TRDFP supports primary care providers who are, and works closely 

with partners.   

 My choice of methodology also influenced the exploration of this topic. As I will describe in 

Chapter 3, I employed action-oriented research influenced by narrative inquiry in which participants 

shared stories. Storytelling has many ties to Indigenous culture and leadership perspectives (Marshall et 

al., 2014; Wilson, 2008). I believe that part of reconciliation involves understanding cultural practices 

and diverse perspectives and applying those lenses to our own worldviews. The literature on Indigenous 

leadership influenced the inception and analysis of this research project.  

For my literature review on Indigenous leadership, I reviewed literature sources either written 

by Indigenous authors and researchers or specifically on the topic of Indigenous leadership. I intended 

to focus my review on topics from BC as that is the relevant geographic area, but I found similar themes 

in literature by Indigenous authors from elsewhere in Canada as well as those from Australia and the 
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United States. I have chosen to include these sources to demonstrate that the identified themes and 

values are more universal than the initial intended scope of this literature review.  

Several themes emerged from the literature as key capabilities for Indigenous leadership: 

relationships, culture, community, and land. I am addressing each of these themes separately, although 

they are related: “Understanding leadership as a socially constructed or relational concept rather than a 

set of attributes and competencies powerfully aligns with an Indigenous epistemology or way of seeing 

the world” (Evans, 2015, p. 178). I will consider the relational nature of the identified themes in the 

conclusion of this section. I had initially identified respect as being a fundamental theme and core value 

to Indigenous leadership (Brearley, 2018; Voyageur et al., 2018; Wilson, 2008). Both Brearley (2018) and 

Voyageur (2018) highlighted respect as a central tenet of leadership practice; additionally, they 

described behaviours related to listening deeply to demonstrate respect and build leadership capacity. 

However, as I reviewed the literature further, I realized that most of the authors discussed respect as an 

enabling behaviour to conceptualize the other themes. For that reason, I have integrated respect into 

my discussions of each of the themes I uncovered in my Indigenous leadership literature review.  

Relationships  

The first theme is that relationships are a necessary foundation for leadership (Brearley, 2018; 

Pepper, 2021; Voyageur et al., 2018; Wilson, 2008). Wilson (2008) shared about Indigenous research, 

knowledge, and relationships that are ultimately relatable to leadership principles. He emphasized the 

importance of relations with people and mutual knowledge, and explicitly stated that respect is one 

characteristic of a beneficial relationship. Pidgeon (2012) described leadership as a form of connection 

and posited, “Being a leader means having meaningful and respectful relationships with others” (p. 144). 

Similarly, Voyageur et al.’s (2018) edited anthology provides insights from their research into Indigenous 

leadership, as well as principles for working with developing relationships such as wise practices and 

deep listening, which I will define. A wise practices approach offers an alternative to the term best 
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practices which may be Western ideals at unattainable high standards (Caillou & Wesley-Esquimaux, 

2018). Deep listening involves taking the time to develop relationships and listen respectfully and 

responsibly; leaders who demonstrate deep listening skills develop trust (Brearley, 2018). Brearley 

(2018) provided a framework for building relationships under the framework of deep listening:  

1. Respect underpins our relationships with each other and with the land.  

2. Time is invested in relationships and the building of trust.  

3. Our understanding of ways of knowing is broadened and deepened. 

4. Creativity is embedded into the way we learn. 

5. A quality of care infuses our relationships and our work with each other. (p. 94) 

This framework is based on the concept of deep listening and focused on developing meaningful 

relationships through Indigenous leadership values. Pidgeon (2012) provided a critique of modern 

leadership: “What is often missing from mainstream conversations about leadership is an 

acknowledgement of the inherent philosophical, epistemological, and cultural differences in how 

relationships work within Indigenous leadership” (p. 147). The literature has clearly revealed that 

relationships are an important theme in Indigenous leadership, and they can be developed through 

respectful behaviours, but Pidgeon’s (2012) comment did reveal an area for further discussion as none 

of the literature I reviewed was adequately able to address this lack.  

Culture  

Culture is also an underlying theme I uncovered in my literature review of Indigenous 

leadership. From within this theme, the literature diverged in two directions: (1) the integration of 

Indigenous culture into leadership practice (Archuleta, 2012; Caillou & Wesley-Esquimaux, 2018; 

Marshall et al., 2014; Pepper, 2021; Simonds & Christopher, 2013), and (2) Indigenous culture as 

separate and distinct (Evans, 2015; Gladstone & Pepion, 2017). These two sub-themes are not 

necessarily at odds, but worth considering separately as they have different implications in their 
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application and how they are conceptualized. First, culture has a major impact on leadership and 

blending traditions with modern strategies encourages resilience and competency in leaders (Archuleta, 

2012; Caillou & Wesley-Esquimaux, 2018). Archuleta (2012) described leadership as “the ability to 

balance traditional culture with strategies to navigate the uncertainty and complexities of our times” (p. 

164), thus building resiliency. Within the literature, culture is described as a way to honour traditions 

and share knowledge (Simonds & Christopher, 2013). Likewise, Marshall et al. (2014) wrote, "Attention 

to cultural protocol and practices is essential when partnering with Aboriginal communities" (p. 222). 

The literature revealed that Indigenous leaders can benefit from integrating traditional and cultural 

aspects in their practices. Culture and leadership are two of the seven elements of success of a wise 

practices model as described by Caillou and Wesley-Esquimaux (2018). On the other hand, the literature 

also showed that Indigenous culture is unique and important for Indigenous leaders to embrace. Evans 

(2015) noted that Indigenous leadership upholds different values than what is found in more Western 

leadership studies, thereby highlighting the need to enact traditional cultural practices in leadership. 

Similarly, Gladstone and Pepion (2017) approached decolonization and traditional leadership lessons in 

relation to Indigenous culture to enhance leadership capacity. They posited, “Preserving the traditional 

worldview is important for asserting self-determination, the right for an Indigenous culture to persist 

and thrive within by its own values, standards, and customs” (p. 586). Although they emphasize the 

distinct nature of Indigenous culture to leadership, Gladstone and Pepion (2017) conceded that the 

integration of Indigenous and Western education may result in increased leadership capacity. Culture is 

one of the main themes uncovered in this literature review on Indigenous leadership.  

Community  

The next theme I identified is community. Leaders are described as a model for behaviour for 

the collective group (Kayseas, 2015), which speaks to the importance of community in Indigenous 

leadership. Likewise, the literature on deep listening connects the idea with the collective and 
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community building as spending time investing in relationships is a respectful behaviour (Brearley, 

2018). Community building is essential for Indigenous leaders who have to balance future needs with 

cultural preservation (Caillou & Wesley-Esquimaux, 2018). On a similar note, Kayseas (2015) posited, 

“Leaders are responsible for initiating the evolution of their communities and addressing the challenges 

with innovation and action” (p. 258). Offering a slightly different perspective, Williams et al. (2014) 

shared a learning and teaching principle from the Lil’Wat First Nation in BC:  

Celhcelh - each person is responsible for their own learning; it means finding and taking 

advantage of all opportunities to learn, and maintain openness to learning. Each person must 

take the initiative to become part of the learning community by finding their place and fitting 

themselves into the community. It means offering what knowledge and expertise you have to 

benefit the communal work being carried out. (p. 240) 

This principle iterates the value of community in Indigenous leadership; it demonstrates the individual 

responsibilities that tie into the collective for the benefit of the whole. Pidgeon (2012) espoused a 

similar argument that leadership is a communal activity. This notion differs from Kayseas (2014) in that it 

is more focused on each person’s contribution to the community, rather than the leader as a catalyst for 

collective change.  

Connection to the Land 

The final theme I will discuss in this literature review is the relationship or connection to the 

land which can be considered the space between people and is a unique linkage and a shared 

experience (Wilson, 2008). This is an inherent part of Indigenous leadership (Atleo, 2004; Brearley, 2018; 

Wilson, 2008; Young Leon, 2012). As noted above in the principles of deep listening, “Respect underpins 

our relationships with each other and with the land” (Brearley, 2018, p. 94). Similarly, Young Leon (2012) 

highlighted four Indigenous leadership components: land interaction, cultural practices, community 

service, and language and genealogy. Young Leon (2012) discussed land and cultural reclamation in a 
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similar context, which ties into the theme of culture that I identified previously. Connection to the land 

is a respectful and sacred leadership behaviour. Indeed, Wilson (2008) described relations with the 

environment and the land as part of a spiritual connection and as a place where knowledge is held. The 

land helps to form Indigenous people’s and leaders’ identities (Wilson, 2008). Connection to the land 

can also include an awareness of the changes that have occurred or are happening (Williams et al., 

2014). Marshall et al. (2014) discussed land in a different context. They wrote that it is important for 

leaders to be aware of historical issues and challenges contributing to the marginalization of Indigenous 

peoples, including the loss of culture and land, and how these factors have impacted, and continue to 

impact, modern Indigenous people. Awareness of these culturally sensitive issues ties into the notions of 

respect and relationality. Land is an important factor to consider when conceptualizing Indigenous 

leadership.  

In this literature review, I discussed the themes I uncovered about Indigenous leadership 

separately, however there is an overarching idea that each of these ideas is related and therefore 

holistic (Archuleta, 2012; Atleo, 2004; Little Bear, n.d.; Pidgeon, 2012; Wilson, 2008; Young Leon, 2012). 

Indeed, “Indigenous leadership reflects the interconnected nature of relationships and focuses on the 

whole, not the parts” (Pidgeon, 2012, p. 144). Young Leon (2012) also demonstrated the connections in 

the pedological components, noting the holistic nature, which connects to Atleo’s (2004) notion of 

tsawalk that everything is one and Wilson’s (2008) description of interrelated and interconnected ideas 

as a cycle.  

Physician Leadership Development   

This section provides a review of the literature related to physician leadership development. I 

explored this topic because my inquiry question asks how the TRDFP might foster primary care provider 

leadership. Therefore, physician leadership development is applicable to answer the research question. 

It became evident throughout my research process that the primary care providers interviewed had 
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little to no formal leadership training. Additionally, providers did not necessarily see themselves as 

leaders, or identified their leadership as their regular day-to-day interactions with patients.  

I focused this review on literature related to family physicians; if it was specified, I did not 

include articles about medical speciality leadership. A limitation of this literature review is that it is 

largely focused on the American health care system. I chose to include relevant articles because the fee-

for-service compensation structure for physicians is similar between Canadian and American systems. In 

BC, most family doctors own their own practices but submit billings to the Medical Services Plan for 

medical care they provide to patients, also known as a fee-for-service compensation model. I included a 

short section on nurse practitioner leadership development at the end of this review.  

Leadership Frameworks 

When reviewing the literature related to physician leadership development, I also explored two 

medical leadership frameworks which I will discuss first to provide a basis for the rest of the literature. 

These were helpful to ground the literature in commonly used and endorsed frameworks in Canada. The 

first is the CanMEDS framework developed by the College of Physicians and Surgeons of Canada. Within 

this framework, there are seven competencies or roles for family physician leaders: family medicine 

expert, communicator, collaborator, leader, health advocate, scholar, and professional (Shaw et al., 

2017). Similarly, the LEADS in a Caring Environment framework also outlines roles and capability for 

Canadian health care leaders. These capabilities are Lead Self, Engage Others, Achieve Results, Develop 

Coalitions, and Systems Transformation (LEADS Canada et al., 2016). Dickson and Van Aerde (2018) 

found that LEADS had value as a physician leadership framework. The majority of CanMEDS 

competencies align with LEADS capability: leader and scholar with Lead Self; communicator with Engage 

Others; collaborator with Develop Coalitions; and Advocate with Systems Transformation. LEADS has 

less of a focus on patient care, as the competencies of family medicine expert and professional have less 

obvious parallels. Achieve Results is a goal-oriented capability that can be found within all the CanMEDS 
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competencies. The leadership capabilities and competencies described in these two frameworks align 

with the themes I identified in my literature review. I simplified the aligned categories to individual 

leadership competencies, communication, collaboration, and system understanding. I outline my 

examination of the literature using these four categories and then discuss challenges related to 

physician leadership development.   

Individual Competencies  

I will discuss individual competencies for leadership development. A common theme 

emphasized personal values or traits that required caring for others (Guthrie, 1999; Zaher, 1996). 

Curiously, these are the two most dated articles I reviewed, but they both act as foundational pieces to 

understanding physician leadership and physician leadership development. Although they are older, 

there are similarities to more recent literature. Slonim (2019) paralleled Zaher (1996) as both discussed 

compassion as an aspirational trait for physician leaders to possess. Indeed, “All formal physician leaders 

must . . . find a set of values and behaviours that respect their physician colleagues’ needs and 

expectations but allow effective organizational leadership performance” (Guthrie, 1999, pp. 7-8). 

Individual traits or behaviours about caring and values were apparent in the literature.  

Another way to develop individual leadership skills is through experience (Appelbaum et al. 

2022; Kusy & Wiesner, 2021; Satiani et al., 2022; Zaher, 1996). Physicians who demonstrate an aptitude 

or interest in leadership often have past experiences that prompted them. Organizations can support 

physician leadership development by finding those who are eager and fostering that interest (Guthrie, 

1999). Kusy & Wiesner (2021) found that leadership programs should take an individual’s experience 

into account in leadership training. Interestingly, both Appelbaum et al. (2022) and Zaher (1996) are in 

favour of leadership training later in a physicians’ career once they have sufficient clinical experience. 

Appelbaum et al. (2022) referenced experiential learning theory to demonstrate the importance of 

experience before leadership development.  
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Interestingly, autonomy was a theme that emerged frequently in the literature. Guthrie (1999), 

Stoller (2009), and Zaher (1996) each emphasized that physicians value their independence and 

autonomy. This can also be perceived as a potential leadership challenge (Guthrie, 1999). Cochran et al. 

(2014) offered a different view; they wrote that physicians are trained to be independent and make 

autonomous decisions, which can be contrary to the concept of leadership development. Although not 

necessarily a key competency to developing leadership, it is important to be cognizant of this behaviour 

in physicians. 

Communication 

The importance of communication skills was apparent in the literature (Appelbaum et al., 2022; 

Chaudry et al., 2008; Guthrie, 1999; Kirschman, 1996; Mathews et al., 2022; Sacks & Margolis, 2021). 

Appelbaum et al. (2022) conducted a study of physicians holding both MBAs and MDs and asked their 

participants what business topics were most important for physician leaders to learn. The top two 

responses were communication (including crisis communication) and leadership. The authors later 

argued for formal training for physicians in these categories. Chaudry et al. (2008) agreed that physicians 

need to develop interpersonal and communication skills, or they are ill-equipped as leaders. Kirschman 

(1996) also found that communication skills, including the ability to actively listen, are the most 

important leadership competencies in a survey of physician executives. Similarly, physicians should 

cultivate emotional intelligence and have the courage to engage in difficult or sensitive conversations 

with patients (Sacks & Margolis, 2021; Weston & Feldman, 2017). Mathews et al. (2022) found that 

physician leaders are adept at using their judgement to communicate differently to specific groups. 

Physician leaders need to be able to communicate effectively.  

Collaboration 

Physician leadership can also be developed by encouraging collaboration (Guthrie, 1999; 

Kirschman, 1996; Newton, 2017; Weston & Feldman, 2017; Zaher, 1996). This behaviour is one of the 
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key roles highlighted in the CanMEDS Physician Competency Framework (Newton, 2017). This piece of 

grey literature was endorsed and published by the College of Family Physicians of Canada and outlined 

roles and responsibilities for Canadian family physicians irrespective of their location or practice type. 

Collaborator is one of the key roles. Multidisciplinary or team-based care is becoming more common in 

the family practice realm and leaders must be able to work with others. Succinctly stated, “Good leaders 

involve others, create opportunities for effective participation, tap into other talent, and delegate” 

(Guthrie, 1999, p. 14). Collaboration was a key theme uncovered in this literature review.  

Another element to collaboration is working effectively with a team. The literature also 

discussed the role of physician leaders in teams with other health care providers (Appelbaum et al., 

2022; Chaudry et al., 2008; Frich & Spehar, 2018; Guthrie, 1999; Kusy & Wiesner, 2021). The physician is 

most often the centre of the care team who other members defer to in interdisciplinary teams. 

Appelbaum et al. (2022), Frich and Spehar (2018), and Guthrie (1999) wrote about the impact of 

physician leadership on multidisciplinary teams; Frich and Spehar advocated for the development of 

multidisciplinary leadership training in health care. As the health care system evolves to incorporate 

more team-based and patient-focused care, primary care providers work more closely with other health 

care professionals which can foster connections (Frich & Spehar, 2018). Physicians impact the teams 

they work with, whether that includes administrative staff or a broader multidisciplinary team. 

Another way collaborative leadership can be fostered is by encouraging physicians to teach 

(Chaudry et al., 2008; Kusy & Weisner, 2021). Teaching involves understanding and helping others, so it 

is collaborative. As leaders, physicians educate their patients, teams, and colleagues. Teaching others is 

a way to empower them and enable them with the skills to address their own challenges in the future 

(Chaudry et al., 2008). Kusy and Wiesner (2021) wrote about teaching almost as a leadership obligation: 

“To be a leader is to teach” (p. 56). Guthrie (1999) and Zaher (1996) both recommend mentor programs 

to integrate teaching into regular practice. This review revealed physicians need to develop 



 
 
FOSTERING THOMPSON REGION PRIMARY CARE PROVIDER LEADERSHIP  40 

competencies around collaboration to be effective leaders.  

System Understanding  

Physician leadership also has an impact on the broader health care system and developing 

leadership competencies in providers therefore requires an understanding of the system. Physicians are 

poised to affect change on a system level within the health care field (Appelbaum, 2022; Chaudry et al., 

2008; Cochran et al., 2014; Guthrie, 1999; Weston & Feldman, 2017). Physicians are leaders within their 

teams and within the health care system. Chaudry et al. (2008) described this impact on the system:  

In a small practice, the physician leader can motivate employees, reduce turnover, improve 

patient satisfaction, and reduce costs. A physician leader who operates within the framework of 

a large health-care system can share ideas and concerns effectively; promote a culture of 

understanding and knowledge-sharing among physicians, management, and other employees; 

and guide the development of organizational goals and initiatives. Finally, a physician leader can 

help direct policy initiatives from within an inter-agency team, political party, or lobbying group. 

However, if formally trained leaders do not emerge, the physician community will miss the 

opportunity to help define the future of the health-care system. (p. 214)  

To make change at a systems level, physicians should develop and apply systems thinking to foster their 

leadership (Appelbaum et al., 2022). Chaudry et al. (2008) were explicit with their point that physician 

leadership should be developed to affect system change in the long-term. Similarly, Weston and 

Feldman (2017) wrote in the CanMEDS leadership framework that family physicians have an obligation 

to their patients to change the health care system for the better. Cochran et al. (2014) argued that 

physicians need to step up or they will miss an opportunity to influence change because of the impact 

they have in and on the health care system. Advocacy is another important role for physician leaders 

(Cochran et al., 2014; Ince-Cushman, 2017; Mathews et al., 2022) as their voices are important to push 

for care improvements for their patients, which often requires an understanding of the health system 
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and key stakeholders. Physician leaders should develop an understanding of the health care system and 

the far-reaching impacts of their leadership.  

Challenges  

This literature review also revealed challenges to developing physician leadership. One of the 

main barriers is compensation. It is expensive to pay for physician leadership training programs and 

there is no way to fund it in a fee-for-service payment system (Cochran et al., 2014; Frich & Spehar, 

2018) so any leadership development would have to be funded by the physician themselves unless there 

is a third party willing to cover the expenses. Incentives could be provided to overcome this challenge 

(Guthrie, 1999).  

Another challenge revealed by the literature was that there is a lack of formal training for 

physician leaders although there is a need for it (Appelbaum et al., 2022; Chaudry et al., 2008; Cochran 

et al., 2014; Frich & Spehar, 2018; Guthrie, 1999; Mathews et al., 2022; Satiani et al., 2022; Zaher, 1996). 

Appelbaum et al. (2022) wrote, “Leadership has been recognized as an essential skill for physicians to 

navigate an increasingly complex healthcare system” (p. 44). Similarly, Cochran et al. (2014) advocated 

for formal physician leadership training programs to be embedded in successful health care 

organizations. Their article is focused on the American system, which operates differently than the 

health system in British Columbia, although in both systems family physicians who work in private 

practice are compensated using a fee-for-service payment model.  

These authors agreed that leadership development programs were important for physicians and 

the health care system but did not offer strategies for developing leadership. One challenge is the lack of 

guides on physician leadership development (Cochran et al., 2014) which makes it difficult to design and 

implement a program. If not delivered within the organization, physician leadership development is 

focused on the individual and not the team (Guthrie, 1999) which is at odds with the theme of 

collaboration that was previously discussed.  
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Nurse Practitioner Leadership Development 

The previous review focused on literature related to leadership development for physicians. I 

also reviewed the more limited topic of nurse practitioner leadership development to identify 

commonalities and differences in the two topics. The themes were similar, although the literature on 

nurse practitioner leadership development draws from more case studies. Like physicians, nurse 

practitioners are also integral leaders within the health system and multidisciplinary teams (Watts et al., 

2009). Collaboration and teamwork are factors that contribute to leadership development (Kraaij et al., 

2019; Poghosyan & Liu, 2016; Watts, 2019). There is also a lack of formal leadership training programs 

for nurse practitioners (Lewis, 2011, Kraaij et al., 2019). Leadership can also be incorporated through 

training and experience; mentoring programs were also said to be beneficial and integral to leadership 

development (Lewis, 2011), as they were for physicians.  

The use of technology and networking were aspects for nurse practitioners (Lewis, 2011) that 

were absent in my review of physician leadership development. Another difference is the confusion 

between nurse practitioner and registered nurse roles in the workplace, which was not a factor for 

physicians (Kraaij et al., 2019). In BC, family nurse practitioners have a similar scope of practice to family 

physicians, but the differences in roles, scope, and compensation models can be confusing. This section 

compared the themes in nurse practitioner leadership development to that of physicians.   

Chapter Summary  

 In this chapter, I presented an overview of relevant literature related to the topics of crisis 

leadership, Indigenous leadership, and physician leadership development. The aim of this review was to 

contextualize my research and lay the foundation for subsequent chapters of this thesis. The next 

chapter will outline the methodology for this action research project.  
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Chapter 3: Methodology 

In Chapter 3 I describe the methodology and methods I chose for my inquiry, and explain how I 

conducted the research to answer the inquiry question: How might the TRDFP foster primary care 

provider leadership during extreme weather events? I also describe the project participants, study 

conduct, data analysis, ethical implications, proposed outputs, and contribution and application.   

Methodology 

This study is considered an action research project, which means it seeks to address a problem 

by making a change and involving the people impacted. A succinct definition of action research is:  

A participatory process concerned with developing practical knowing in the pursuit of 

worthwhile human purposes. It seeks to bring together action and reflection, theory and 

practice, in participation with others, in the pursuit of practical solutions to issues of pressing 

concern to people, and more generally the flourishing of individual persons and their 

communities. (Reason & Bradbury, 2015, p. 4)  

Action research takes a holistic worldview (Hersted et al., 2019) and considers problems in a 

more unified way than other types of research. It is collaborative, but the choice of methods can 

encourage engagement and participation. I was particularly drawn to narrative approaches as they allow 

the participants to speak about their experience. Methodologies like narrative inquiry can help 

researchers understand multiple meanings and intersections of culture and relations and help 

participants articulate and identify feelings (Kim, 2016; Lindsay & Schwind, 2016; McCormack, 2004; 

Zingaro, 2009). I learned from the personal displacement experiences of the participants through action-

oriented research influenced by narrative inquiry.  

I will provide further context about storytelling, which has foundations as an Indigenous 

research methodology. Although I am not Indigenous, I wanted to respectfully incorporate aspects of 

Indigenous research methodologies to honour the culture and history of the Secwepemc people. Ignace 
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and Ignace (2017) shared Secwepemc stories in their book as lessons or metaphors. Marshall et al. 

(2014) said that Indigenous communities use oral storytelling as the main method to maintain their 

historical records. Storytelling has a rich tradition and history that is already familiar for many people; I 

am specifically mentioning the Indigenous tradition of storytelling, but it also has roots in many cultures. 

We connect with and learn from other people through sharing stories. One of the strengths of 

storytelling is that it can empower marginalized people by giving them a voice (Zingaro, 2009). It 

involves listening to others to understand their lived experience, so it aligns with Indigenous values and 

other Indigenous methodologies.  

A benefit of narrative approaches is that they can amplify voices by having people tell stories in 

their own words. Wilson (2008) wrote, “When listeners know where the storyteller is coming from and 

how the story fits into the storyteller’s life, it makes the absorption of the knowledge that much easier” 

(p. 32). Lindsay and Schwind (2016) emphasized the experiential nature of narrative inquiry, which I was 

also influenced by as I sought to learn from the experiences of participants. Stories can help ground 

experience. However, Zingaro (2009) cautioned that this may also be a challenge as the researcher may 

experience an epistemological and ethical paradox if they are a member of the dominant or non-

marginalized group helping those who are considered marginalized. Physicians and nurse practitioners 

are not a marginalized group in our society, but individual participants may have experienced hardship 

due to other factors of their life. I was cognizant that I cannot speak for others, but I can share their 

stories in my research.  

Data Collection Methods   

I utilized two research methods in this study to address my research questions: I conducted 

qualitative interviews, and I employed an arts-based method to better understand the stories 

participants shared. I also facilitated a small group activity with key stakeholders to validate findings. I 

will discuss data collection methods in detail.   
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Qualitative interviews  

I conducted qualitative interviews with primary care providers who have experienced crisis 

through displacement. Narratives are an important element to many action-oriented research 

methodologies (Greenwood & Levin, 2006). Storytelling helps to share lessons, values, and history to 

others (Williams et al., 2014). This method can also build relations between people by creating a mutual 

understanding. A key feature of these interviews is the unique way the narrator can create communal 

knowledge and understanding. Zingaro (2009) wrote that storytelling involves “speaking ourselves into 

relation” (p. 108), sharing about themselves, their identity, and their experiences.  

Arts-Based Method 

I combined the qualitative interviews with an arts-based method. Arts-based methods can 

illuminate experience by using artistic expression (McNiff, 2008) so the two are well-suited to 

complement each other in answering my research questions. I invited participants to bring a visual 

artifact to their interview. This could be in the form of a photograph, drawing, artwork, or another visual 

item. Burke and Evans (2011) found that photographs offer additional insight into experiences and the 

visual depiction can explore more complexity into stories. Their study concluded that the use of 

photographs in research “encourages participants to contemplate and critically think about the subject 

matter, enrich the spoken word, and may facilitate expression for those previously unable to share their 

lived experiences” (p. 175). Results from visual arts methods can vary as it is less structured that an 

interview protocol. This is both an advantage and a disadvantage. Arts-based methods offer many 

opportunities to explore research from a different perspective, provide a contrast to written or 

transcribed narratives, and offer an additional way for participants to contribute their story. Indeed, 

Aragn and Castillo-Burguete (2015) argued that there is a “need for methodological plurality and 

hybridization (systemic intervention) to honor and grapple with the diverse realities in which practices 

are used” (p. 16). There are benefits to blending methodologies. Wilson (2008) recommended that 
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researchers ask themselves “How do my methods help to build respectful relationships between the 

topic that I am studying and myself as a researcher (on multiple levels)?” (p. 77). This is a question that I 

revisited throughout my research as leadership is an underlying theme of this inquiry. 

Project Participants   

In this section I discuss the participants I involved in my action research. My research focused on 

family physicians and nurse practitioners because that is the membership of my organizational partner, 

the TRDFP. Primary care providers include family doctors and nurse practitioners and are usually the 

first point of contact for health care needs (Government of British Columbia, 2021). They have unique 

and longitudinal relationships with their patients. This means they provide health services through most 

phases of a patient’s life. Family physicians in private practices operate their own businesses and 

manage their staff, which add complexities to their experiences of displacement. In contrast, nurse 

practitioners are generally employed by a health authority and are funded through a different payment 

model. Although their employment models differ, their scopes of practice are similar.  

My research was influenced by narrative inquiry, which generally involves a small number of 

participants. Creswell et al. (2007) shared that narrative approaches may include one or more 

participant while Haydon et al. (2018) suggested four to six. A low number of participants may be 

considered a limitation of narrative methodologies, but the detailed stories provide a rich understanding 

of the smaller number of participants (Butina, 2015). My goal was to conduct qualitative interviews with 

four to six primary care providers who experienced evacuation or displacement due to extreme weather 

events; I ended up completing four interviews. Bradbury et al. (2019) wrote action research "requires 

drawing much more from diverse people on the ground who understand the problems at hand and can 

offer solutions anchored in their experience of what is meaningful for them" (p. 15). I was specifically 

interested in conducting this research with primary care providers in the Thompson Cariboo Shuswap 

Health Service Delivery Area (Interior Health, 2020). This includes communities like Logan Lake, Merritt, 
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Kamloops, Lytton, Lillooet, Williams Lake, and 100 Mile House who have experienced displacement due 

to wildfires and flood. In summary, participants had to meet all the following inclusion criteria to 

participate in this research study:  

1. Be a family physician or nurse practitioner.  

2. Have provided primary care in a rural community in the Thompson Cariboo Shuswap (which 

includes 100 Mile House, Cariboo/Chilcotin, Lillooet, Merritt, Kamloops, North Thompson, 

Salmon Arm, South Cariboo, and Revelstoke). 

3. Experienced displacement due to an extreme weather event (e.g., wildfire, flood).  

Inquiry Team  

I invited three individuals to form my inquiry team to assist with session design, session piloting, 

and data analysis, and provide feedback into my project as it evolved. One was internal to my 

organization. My organizational partner recommended the inclusion of a colleague as a member of my 

inquiry team to provide feedback into the research process and ensure it is significant to the 

organization. She holds a Master of Arts in Leadership from Royal Roads and has knowledge and 

experience that are beneficial to this inquiry. She assisted with method design and identification of the 

participant pool but did not have access to raw data or participate in data analysis due to her role in the 

organization. The other two members are external to my organization. A colleague through the Royal 

Roads University Master of Arts in Leadership, Health Specialization program provided feedback on data 

analysis to help provide objectivity to the research. She was an appropriate member of my inquiry team 

to assist in these areas as she has complementary education and knowledge of action research and 

leadership. The third member of my inquiry team was a colleague who is involved in similar work 

outside of the health care system. It was an asset to have an outside perspective and consider different 

industry perspectives while maintaining objectivity. She provided feedback to the data analysis. A draft 

Inquiry Team Member Letter of Agreement is included in Appendix A. 
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Study Conduct  

Recruitment 

 Participants were recruited electronically. As noted in the systems analysis, primary care 

providers in BC can apply for membership with their local division of family practice. I sought primary 

care providers in the Thompson Cariboo Shuswap region of BC’s interior, so participants who were 

members of my own organization, or members of other divisions in the interior. For internal members 

of the TRDFP, I recruited participants by sending them emails from my Royal Roads email address with 

invitation letters, informed consent forms, and research information letters. For members from other 

divisions, I arranged for the aforementioned documents to be emailed by a delegate from that 

organization through their main organizational email account. Divisions in the interior work closely with 

each other as there is crossover of work and health initiatives, as well as different boundaries across 

Interior Health’s services. They regularly include research requests in their member communications.  

Participants were invited to respond directly to me. Once they agreed to participate, I followed 

up to schedule a time for a qualitative interview. I also utilized a snowball sampling technique and asked 

potential participants to invite others who meet the selection criteria defined above. Snowball sampling 

is useful when conducting research with hard-to-reach or hard-to-identify groups by having those 

populations detect other potential participants (Flynn, 1973; Heckathorn, 2011). Once the initial 

recruitment email was sent, potential participants had two weeks to indicate their interest in 

participating. In the case that I received more interest than the four to six participants I was aiming for, I 

planned to prioritize participants from the TRDFP’s membership, so providers from communities within 

the Thompson Region. This did not end up being a concern. Recruitment materials are included in 

Appendices C (Informed Research Consent Form), D (Research Information Letter), and E (Invitation 

Letter).  

Method Development and Testing  
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For method testing and development, I worked with a member of my inquiry team and 

organizational partner to develop and test my qualitative interview method with an arts-based 

component. I also worked with one member of my inquiry team member on method development. I 

tested with an inquiry team member external to my organization so they can provide objective feedback 

on the method. The qualitative interview questions are included as Appendix E. 

Method Execution 

Qualitative interviews. I conducted interviews with each participant where I listened to their 

personal stories. Qualitative interviews took place virtually via Zoom. I anticipated that they would last 

approximately 45-60 minutes, but most were concluded within 45 minutes. I recorded the qualitative 

interviews to analyze after the conversation. This method can build relationships with the participants 

and requires listening deeply and respectfully (Brearley, 2018; Hollingsworth & Dybdahl, 2007; Lindsay & 

Schwind, 2016) during my conversations. Deep listening involves taking the time to develop 

relationships and listen respectfully and responsibly; leaders who demonstrate deep listening skills 

develop trust (Brearley, 2018). I also invited participants to bring an image with them that reflects their 

displacement experience. This served as an opportunity to engage in dialogue around the artifacts. I 

followed each session with an email thanking the participant for their time and sharing their experience, 

as well as providing follow-up information and timelines in writing  

Small Group Method – 1-2-4-All. After I had developed draft recommendations, I presented 

them to a group of key stakeholders from the TRDFP. The intent of this activity was to ensure the 

organization endorsed the recommendations and took ownership for implementing them. The 

recommendations, which will be discussed in Chapter 5, are for the organization to operationalize, but 

require individual ownership from the participants to continue to foster and develop their leadership. 

Supplemental information for this method is included in the appendices, including the invitation letter 

(Appendix F), informed consent form (Appendix G), research information letter (Appendix H), and 
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session plan (Appendix I).  

Data Analysis and Validity  

In this section, I describe how I analyzed the data generated through my research process. The 

first step was to generate a transcript of the interview. Once this was complete, I shared it with 

participants to offer them an opportunity to validate and provide feedback on their story contributions 

(Hollingsworth & Dybdahl, 2007). This section outlines my approach to data analysis.   

Analyzing narrative data is a complex process and can be daunting (Clandinin & Connelly, 2000; 

Kim, 2016; McCormack, 2004). This inquiry produced a wealth of data in the form of narrative 

transcripts. I first used in-vivo coding to analyze the data, which involved identifying words or phrases 

shared by participants as categories (Saldana & Omasta, 2018). I did not include conversation data such 

as introductions and concluding remarks in my analysis. I reviewed the data several times over a few 

weeks, first highlighting words and phrases on printed transcripts using coloured pens, then by sorting 

the data in a Microsoft Excel spreadsheet. Once in the spreadsheet, I applied a second round of coding, 

and then identified emerging themes. I also applied Daiute’s (2014) method of value analysis, which 

identifies major and minor values within the narrative as “a way to identifying collective and divergent 

meanings around an issue of research interest” (Daiute, p. 74). Values are strongly linked to culture and 

can help to ground this inquiry in a way that is meaningful for my organizational partner. 

Saldana and Omasta (2021) wrote that narrative inquiry allows researchers to be more creative 

rather than following strict academic standards. Narrative inquiry data can also be referred to as field 

text (Lindsay & Schwind, 2016) and can be analyzed through a process of constructing a story and 

developing a basic plot then composing a personal experience narrative, as described by McCormack 

(2004) and Clandinin and Connelly (2000). This allows the complexity and experience of each individual 

participant to be retained (Hollingsworth & Dybdahl, 2007; McCormack, 2004). Narrative methodologies 

may benefit from further analysis because meaning can be lost when breaking down the entire story. 
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Wilson (2008) cautioned about linear analysis: “All of the pieces go in, until eventually the new idea 

comes out” (p. 116). His Indigenous research paradigm provides an interesting counterpoint to stricter 

academic standards for data analysis, but narrative and arts-based methods are well-suited to non-

linear thinking. 

Participants were also asked to bring an artifact to their interview which was used as a prompt 

to share how their displacement experience affected their leadership. Because I had participants 

describe the artifacts, they effectively themed the images in their own words. Saldana and Omasta 

(2021) recommended that researchers use their intuition when performing analysis on visual materials, 

advising that “for visual images that supplement primarily narrative texts, we believe that open-ended 

interpretations of photographs and illustrations are most appropriate” (p. 118). Because the participants 

described the artifact and how it related to their leadership, they attributed a narrative to the item that 

could be included in the transcript and analyzed in conjunction with the rest of the data.  

After concluding data analysis and developing conclusions, I convened a group of key 

stakeholders to present the draft recommendations. This approach ensured the TRDFP took 

responsibility to act on the findings and distinguish the most significant recommendations for the 

organization to prioritize. Coghlan (2019) recommended groups engage collaboratively around the 

research, which encourages them to take accountability and move the organization towards action.  

To mitigate any potential bias and ensure credibility and integrity of my analysis, I engaged 

external reviewers to offer potential alternate theming perspectives and verify the validity of my 

research (Saldana & Omasta, 2021). I shared the narrative data and coding spreadsheet with my thesis 

supervisor and a member of my inquiry team who is external to my organization. Reflexivity is important 

to this research; it “is the process by which we as researchers seek to challenge, continually, our biases 

and examine our stances, perspectives, and views as a researcher” (Savin-Baden & Wimpenny, 2014, p. 

88). As the researcher, I had to be aware of my position to the research and participants due to my role 
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in the TRDFP. I engaged in self-reflection by keeping a research and reflective journal through this 

process which helped in identifying biases and challenging assumptions.  

Ethical Implications 

The Tri-Council Policy Statement: Ethical Conduct for Research Involving Humans (TCPS 2) 

(Canadian Institutes of Health Research et al., 2018) outlines three principles for ethical consideration: 

respect for persons, concern for welfare, and justice. There are several ethical considerations for my 

project. To address respect for persons, I considered participant autonomy in the research design by 

honouring their experience and giving them the opportunity to consent freely to participate in my study. 

The Research Invitation Letter (Appendix D) outlined how I intended to conduct the research so 

participants could provide clear, prior, and informed consent. They were also provided with the 

Informed Research Consent Form (Appendix C) in that email, which we reviewed prior to beginning an 

interview, allowing time for participants to ask any questions or voice concerns.  

Concern for welfare is another ethical consideration. I interviewed primary care providers about 

their experiences being displaced; I was concerned that this would be a difficult or traumatic topic for 

some participants. I mitigated this risk by ensuring they were aware that they are under no obligation to 

participate in my research and could withdraw consent at any time. Additionally, I offered the 

opportunity to debrief post-interview and shared mental health and wellness resources, including 

counselling supports, in a follow-up email.  

Justice ensures people are treated fairly. Chevalier and Buckles (2013) wrote, “Issues of power, 

interests, legitimacy, values and relations of conflict and collaboration are critical to action research 

initiatives that go beyond technical thinking and interventions” (p. 266). My role at the TRDFP is 

Retention and Recruitment Lead so I am responsible for member supports and I oversee the recruitment 

team. I have a collegial relationship with members; I hold no real or perceived authority over these 

individuals. The invitation letter (Appendix B) clearly stated that the choice to participate or not and the 
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discussions would have no impact on our professional relationship. I also considered power imbalances 

in my research with regards to senior leadership in the organization. I mitigated this risk by ensuring my 

internal inquiry team member and organizational partner did not have access to any raw data or 

participate in the data analysis process. They did not have access to information about participants, 

including who was invited, who declined to participate, and who participated. These ethical 

considerations and concerns were mitigated through my action research design and were 

communicated clearly so participants were aware of free, prior, and informed consent.  

Proposed Outputs 

A written thesis is the primary output of this inquiry. Stakeholders from the Thompson Region 

Division of Family Practice validated and prioritized recommendations. These will be shared with the 

organization’s membership. As the work of the TRDFP is largely driven by the membership, the 

recommendations have the potential to result in service change. Coghlan (2019) noted that members of 

an organization reviewing action research are likely not interested in the academic requirements and 

suggested that researchers may choose to create a separate report without the academic requirements 

for ease of readability; I will share an executive summary of this research. I may have an opportunity to 

publish the results of my research peer-reviewed journals or present at conferences.  

Contribution and Application   

Bradbury (2019) wrote, “Quality action research offers a role model for translating such lived 

experience into novel, inclusive, multiplicative measures of impact, and reshaping strategies and 

policies” (p. 137). The TRDFP has benefited as they have gained insight as to how best to foster rural 

primary care provider leadership during extreme weather events. The findings are likely applicable to 

primary care provider leadership in other situations as well. I hope this research will encourage primary 

care providers to adopt the practices, actions, and behaviours that I discovered in my research. 

However, Burns (2015) noted that action research can result in different outcomes than expected and 



 
 
FOSTERING THOMPSON REGION PRIMARY CARE PROVIDER LEADERSHIP  54 

that success looks different to different groups within the system.  

Partners and community members will benefit as they will better understand the role their 

primary care provider plays during extreme weather events. Connecting different parts of the system is 

beneficial to all players. The ideal outcome of this project is that it might solidify the connection of 

primary care to emergency responses across the province.   

Although this thesis was focused on the organization, I have also benefited as a student-

researcher. I have had the opportunity to develop relationships with participants. I am able to 

contribute to health care system change. I have also learned and developed new skills related to 

research and conducting interviews. The outcomes of this research benefit both the TRDFP as my 

partner organization and myself.  

Chapter Summary  

In this section, I have outlined and described my methodology, data collection methods, project 

participants, study conduct, data analysis and validity, ethical implications, outputs and knowledge 

mobilization, and contribution and application of this research.  
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Chapter 4: Inquiry Project Findings and Conclusions  

In conducting this study, I examined the following primary inquiry question: How might the 

Thompson Region Division of Family Practice foster primary care provider leadership during extreme 

weather events? I also explored the following subquestions which address current state, future state, 

possible steps to achieve the future state, and potential resources and supports:  

1. What stories do primary care providers tell about their leadership through displacement 

experiences caused by extreme weather events?  

2. What are the future needs for primary care provider leadership during extreme weather 

events?  

3. What would increase primary care provider leadership capacity during extreme weather 

events?  

4. What resources or supports do primary care providers need to lead during extreme weather 

events?   

In this chapter, I present five key findings based on my analysis of the qualitative interviews conducted 

throughout this study. Based on these findings, I revisit my research questions and offer five 

conclusions. I conclude this chapter with a discussion of the scopes and limitations of this study and my 

research.  

Study Findings  

In this section, I describe the findings from my study using themes from the qualitative data 

analysis outlined in Chapter 3. These findings are not presented in order of significance. For each theme 

listed below, I include a narrative with supporting evidence in the form of direct quotations shared by 

participants from the qualitative interviews. In analyzing the data from the qualitative interviews with 

primary care providers who experienced displacement, five key themes were revealed:  

1. Lack of primary care provider involvement in emergency response  
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2. Preparation and experience  

3. Values and leadership styles 

4. Collaboration and teamwork  

5. Personal and professional balance  

Each theme will be discussed in further detail in the following sections. I include verbatim quotations 

from individual interviews to emphasize and support the findings. To maintain anonymity for my 

participants, I attribute the pseudonyms P1, P2, P3, and P4 and used the pronouns they/them. I also 

removed place names and geographical locations unless more than 10 primary care providers work 

there. Many rural communities have limited access to health care and only one or two family physicians 

or nurse practitioners, so I have removed identifiable information to protect the anonymity of the 

participants.  

Theme 1: Lack of Primary Care Provider Involvement in Emergency Response 

Throughout the qualitative interviews, it became evident that the primary care providers had 

not been involved in the formal emergency responses for their communities (P2; P3; P4). They did not 

have leadership roles during the events that impacted them, aside from their connection to their 

patients, about which one participant said that “the leadership part is just we just do what we normally 

do” (P2). It was interesting that participants revealed an almost universal frustration that they had not 

been contacted to provide primary care or emergency services when their communities were displaced. 

P4 said that their role in the entire response was very small and “it shouldn't have been as minimal as it 

was, being a physician in this whole area that was potentially quite isolating” since their geographic 

location was rural with only one access road.  

The majority of participants flagged the lack of primary care provider involvement in 

emergencies as a concern (P1; P3; P4). P4 strongly believed that health care needed to be formally 

linked into their community’s emergency response. They asserted that “there needs to be medical 
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leadership in any planning at the municipal level” and “I think that any disaster planning the municipality 

does has to have physicians involved because they're going to be keeping people going.” Rural 

communities in the Thompson Region often do not have emergency departments that operate full-time, 

so patients rely on their family physician or nurse practitioner. Municipalities may not consider primary 

care when developing their own emergency plans and may therefore miss an opportunity to leverage 

existing primary care supports (P1; P3). When participants were asked to share a story about a time 

during their displacement when they felt most like a leader, two participants, instead, shared their 

frustrations that they were not included in their communities’ emergency responses (P3; P4).  

Only one participant had been involved in a formal emergency response for an extreme weather 

event, but they had assumed a leadership role during the summer 2021 wildfires as a physician 

representative for the Thompson Region Division of Family Practice as an organization, not as an 

individual provider while they were displaced. Earlier in their career, they had experienced displacement 

without a formal role in emergency response. Another participant reiterated the need for physician and 

nurse practitioner leadership during these events because “oftentimes people don’t think about the 

medical side of things” (P3). Both P3 and P4 expressed frustration that they, or other representatives 

from their clinics, had not been contacted when their communities were placed on an official evacuation 

alert: “They should involve the medical director of the clinic or the next person if he wasn’t around to 

have those prerequisite meetings” (P4). Although the lack of primary care provider involvement in 

formal emergency response was problematic at the time, some of the participants recognized it as a 

lesson learned and shared their desires for increased involvement (P3; P4). In response to a question on 

hopes for clinician leadership during extreme weather events, participants expressed their frustrations 

that they had not been involved in the emergency response for their rural communities.  

Theme 2: Experience and Preparation  

Universally, participants identified preparation and experience as essential. One participant 
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even remarked, “Nothing speaks like experience” (P3) when sharing stories about their previous 

involvement in emergency response. This research inquiry sought to understand experiences of 

displacement due to extreme weather events. When discussing these types of emergencies, most 

participants used stories from past experiences as leadership lessons. For several, these examples were 

drawn from the COVID-19 pandemic (P1; P3; P4). Although this research was not focused on the 

pandemic, participants applied lessons they had learned from a different kind of disaster, whether 

knowingly or unknowingly. The emergency becomes the most pressing matter: “Fires, COVID, and 

everything else that we're doing just gets pushed aside because it's becoming urgent” (P4).  

All participants mentioned previous experiences when recounting their leadership during 

displacement. Their experiences were varied, from being the head of an emergency department 

evacuating a rural hospital due to an encroaching wildfire (P1), to taking a medical leadership role for 

their community during the COVID-19 pandemic (P4), to managing AIDS/HIV patients at St. Paul’s 

Hospital in Vancouver during the 1980s (P3). These stories demonstrated that although they may not 

have had experience leading during a displacement event, they had experience with other crises or 

emergencies that equipped them with a foundation to address new challenges. They shared stories 

about these experiences and their leadership at the time. One participant discussed learning from past 

failures as an opportunity for future growth (P1). Their comment could tie into the previous theme of 

leadership competencies, but also demonstrates personal awareness and a willingness to learn from 

their past mistakes.  

Another theme that emerged from the qualitative interviews was the importance of 

preparation. The participants generally discussed preparation and experience in conjunction. One 

participant was a proponent of community tabletop activities. A tabletop training exercise gathers a 

variety of responders to simulate an emergency response. They said,  

I was very skeptical of the first [tabletop] I went to, and I realized, ‘no, these are actually good.’ 
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They really suss out a lot of deficiencies in the system . . . all that sort of stuff can be worked out 

on the equivalent of a tabletop where everybody’s roles are defined. It’s not just about dealing 

with disasters, it’s dealing with the communication aspects, what happens when the 

communications break down, whether it’s telecommunications or whatever. And the roles and 

responsibilities, who’s supposed to do what. But all that’s just from practicing and information. 

(P3) 

Another participant also highlighted the need for processes and communications plans that are 

developed in advance (P1). This type of preparedness can be beneficial so that people know their roles 

and responsibilities in an emergency.  

Theme 3: Values and Leadership Styles  

Thematic data analysis revealed two major subthemes identified by the participants in the 

qualitative interviews that are related to leadership: values and leadership styles. One participant also 

spoke about learned skills that benefitted their leadership, including responsibility, accountability, and 

being organized (P2).  

Values. Most frequent were subthemes relating to interactions with other people such as 

empathy and compassion (P1; P2; P4). In their displacement experiences, participants expressed 

concern about their patients and other community members. One participant indicated that they were 

able to manage their own affairs during the emergency, but they were worried about the impact on the 

people and the place in which they lived (P2). All the participants were primary care providers, so they 

expressed their obligations to continue to care for their patients even during their displacement 

experiences (P1; P2; P4).  

P2 shared a story about an encounter in their community during recovery from a flooding 

disaster. They described walking through a neighbourhood that had been devastated by the flood and 

encountering an elderly man who talked about being woken up by the police and advised to leave the 
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house due to the rapidly rising water levels of the nearby river. P2 continued, “it just really struck me 

that this person who is 85 should be confronted with that in the later part of his life. And such a 

frightening thing to go through” (P2). P2, like the other participants, described their empathetic and 

compassionate reactions to the people whose haunting stories had such a broad impact in the 

community and stayed with them. Other participants also identified values such as inspiration (P1), trust 

(P3), and vulnerability (P3). These behaviours are all related to interactions with other people. 

Leadership Styles. Knowingly or unknowingly, participants discussed styles of leadership, 

including values-based (P1), servant (P2), and distributed leadership (P1; P3). P1 also specifically spoke 

to the importance of motivating others by appealing to shared values. The majority of participants 

mentioned caring for their patients and their communities, which aligns with a servant leadership style.  

 One participant spoke extensively about encouraging younger colleagues to assume leadership 

responsibilities when asked about their hope for physician or nurse practitioner leadership in the future. 

They recognized that younger clinicians felt that leadership roles would get in the way of their jobs, 

although it was their personal experience that once you are established in the clinical work in the 

community, the networks and relationships can create a substantial systems impact (P2). The process 

for developing clinical leaders was a gradual and incremental to alleviate responsibility on one individual 

while allowing new leaders opportunity for growth:  

For someone just starting out in leadership, who feels maybe overwhelmed by the concept . . . 

we’re bringing them along that journey in pieces . . . You’re going to start at this angle and we’re 

not expecting you to do 100% of everything you know until you’ve been at it for a while . . . so as 

we try to cultivate leaders, do that in baby steps right. Give everybody the chance, put them in 

the situation where they can succeed. (P1) 

One approach to leadership development could be to share responsibility using a distributed leadership 

approach by breaking down a leader’s responsibilities and sharing them, which lessons the pressure on 
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one individual. P3 and P4 also spoke to the value of teamwork, which will be discussed as the next 

theme. Similarly, another participant spoke about stepping into leadership positions when necessary. 

They said, “I think when anything like that takes place, from the beginning of it you start to step into a 

leadership role . . . because everybody has to take on a little bit of leadership to manage the situation” 

(P2). By breaking down a leader’s responsibilities and sharing them, the burden is spread, lessening 

pressure on one individual. 

Theme 4: Collaboration and Teamwork  

When sharing stories about their experiences during displacement, all participants mentioned 

working with others. I have categorized themes of collaboration, teamwork, and groups together as all 

the participants shared learnings about working with and relying on other people. Collaboration was 

discussed explicitly. Participants were asked to tell a story about when they felt the most capable or 

successful in either their professional or leadership role during their displacement experiences. P4 

shared that their “proudest moment would be the collaboration” between themselves and the other 

team members working in their clinic. Participants spoke about the role of mentoring and how this leads 

to support reciprocity in a crisis. One participant described mentoring a new nurse-practitioner who was 

overwhelmed by the evacuation process:  

This was all new to her and overwhelming . . . she was displaced as well, and [this was] probably 

more frightening to her all around. And so, . . . helping to coordinate her and her response, and 

then, our other clinic administrative assistant as well. So, between the three of us, just 

supporting each other. (P2) 

 Participants also spoke to teamwork and how to work together effectively. One participant 

posited that leaders are only effective when they have competent teams working with them (P1). They 

also offered a leadership lesson from when they were responsible for evacuating a rural emergency 

department due to a wildfire: “Know your team, know the strengths and weaknesses of your team, and 



 
 
FOSTERING THOMPSON REGION PRIMARY CARE PROVIDER LEADERSHIP  62 

try to put people in positions where they can succeed” (P1). They were able to relocate patients to other 

health care facilities safely.  

Theme 5: Personal and Professional Balance   

Every participant made mention of their personal lives during the disaster; the majority 

discussed their family, and others referenced friends. As part of the qualitative interview, I invited 

participants to bring an artifact representing their displacement experience. One participant showed me 

two items: the ashes of their pet in a wooden box and a photo of their deceased grandfather. Personal 

and sentimental items were commonly mentioned, including a pocket watch belonging to another 

grandfather, passports, and photo albums. These items were described as irreplaceable (P1; P3; P4), 

demonstrating their significance to the participants. Although participants described their personal 

items as sentimental and irreplaceable, they also noted that in an emergency, things can be replaced 

(P1; P3; P4) and “even if you lose the sentimental stuff, it’s still alive in your memories” (P3).  

Participants mentioned that when they first received evacuation alerts and orders, their initial 

thoughts were about their families. One participant recalled a story where he was working in the 

hospital during a wildfire and asked a colleague to phone his pregnant wife to check on her before he 

could concentrate on his work again: "Can you phone my number? Can you phone home and make sure 

they know what's going on?" (P1). Another said, “My thoughts about the clinic really, I'll be honest, 

didn't really come to mind at the time. It was too, it was too personal” (P4). The participants expressed 

their challenges in balancing their obligations as primary care providers with their concern for their 

families and their own wellbeing. One of the participants said that they were “both a provider as well as 

a victim” (P1) during their evacuation.  

Another aspect of personal and professional balance is the need for medical care during an 

emergency. Primary care providers have longitudinal relationships with their patients. Health services 

may not need to be involved immediately after a disaster, but they will be involved at some point. Most 
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participants noted ongoing mental health concerns from their patients as a result of the wildfires and 

floods in 2021 (P2; P3; P4). Anxiety was a particular concern at the time. Treatment for mental health 

can require long-term follow-up with patients. One participant said, “If not the immediate response, 

then the long-term response of picking up after the disaster in what's happening emotionally to people 

and things like that” (P4). Participants shared that they also saw patients with respiratory health 

concerns due to smoke and poor air quality during the fires (P3; P4). Other patient groups of concern 

were complex medically frail (P2; P3; P4), and Indigenous patients (P2). Due to the demographics of the 

communities in which the providers practice, only one participant indicated that their community had a 

significant Indigenous population. 

Even when displaced, providers feel an obligation to their patients. One participant shared, “I 

felt like I still needed to continue to provide my service or some aspect of it” (P2). Recent advancements 

in virtual care technology meant telehealth or video health appointments were viable options for 

patients who had dispersed. Another benefit to modern medical technology is the electronic medical 

record, which allows providers to access patient information remotely. P2, P3, and P4 were grateful for 

this technology and were not concerned about continuing to provide care for their patients during their 

displacement experiences. However, each participant shared their reluctance about leaving their home 

and the land they live on (P1; P2; P3; P4). They preferred to stay close and opted to evacuate to nearby 

centres when given a choice. One participant shared that “actually removing from the whole area to be 

down at the coast wouldn't have been easy for me to carry on patient contact for practice” (P2). 

Although primary care providers have access to virtual care, they demonstrated a preference to remain 

close to their patients and communities when displaced.  

The five key themes I discussed above are representative of the displacement and leadership 

experiences of a selection of primary care providers in the Thompson Cariboo Shuswap region of BC. I 

have arrived at five study conclusions based on these themes and my research questions. 
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Study Conclusions 

Based on the research data and themes I have discussed previously; I have arrived at the 

following conclusions:  

1. Primary care providers value community and connections.  

2. Primary care providers should be central to the planning and preparation for any extreme 

weather event emergency response.  

3. Primary care providers should be supported to develop their leadership. 

4. Primary care providers need to be connected to a team to lead effectively during extreme 

weather events. 

5. Primary care providers need supports for patients and for themselves during extreme 

weather events.   

Conclusion 1: Primary care providers value community and connections. 

One of questions this inquiry sought to answer was “What stories do primary care providers tell 

about their leadership through displacement experiences caused by extreme weather events?” It was 

clear from the data that participants emphasized connections with their families and communities, 

including the land (P1; P2; P3; P4). The importance of community leadership was a lesson learned from 

past wildfire experiences in BC (First Nations Health Authority, 2019; Verhaeghe et al., 2019). The 

connections the participants made, and the value of community was also apparent in the literature on 

Indigenous leadership perspectives (Kayseas, 2014; Pepper, 2021; Pidgeon, 2012). These connections 

should be considered in future experiences with displacement, especially for primary care providers 

working in rural areas.  

Participants described their connections to their communities. They shared a reluctance to leave 

the places they lived unless necessary, even in extreme weather events, suggesting a strong connection 

to the land (P1; P2; P3; P4). This emphasis on connections and relations was apparent in the Indigenous 
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leadership literature review discussed in Chapter 2. Atleo (2004), Brearley (2018), Wilson (2008), and 

Young Leon (2012) all discussed connection to the land as an inherent part of Indigenous leadership that 

was paralleled in the participants’ stories. The experience of the participants, who did not disclose 

whether they were Indigenous, also demonstrated that connection to the land and to the places where 

they lived was meaningful. In the context of Indigenous leadership, land helps shape people’s identities 

(Wilson, 2008). Williams et al. (2014) also said that land has a memory for what happened and that 

leaders need to understand the history of the land. With extreme weather events, the effects on the 

land are obvious stark reminders of the devastating impacts. In many areas of BC’s interior, damage 

from wildfires that occurred several decades ago is still visible. Therefore, it is essential for primary care 

provider leaders to connect to the places they live; it may allow them to connect with their patients and 

their communities more fully.  

Conclusion 2: Primary care providers should be central to the planning and preparation for any 

extreme weather event emergency response. 

This research study sought to understand how the TRDFP might foster primary care provider 

leadership during extreme weather events by understanding the future needs. A common theme 

identified through the data from the qualitative interviews was the importance of preparation (P1; P2; 

P3; P4). The theme of preparedness was also highlighted in the literature on crisis leadership (Boin & 

Lagadec, 2000; Canyon, 2013; Forster et al., 2020; Lagadec, 1997; Rohrich et al., 2020). Pepper (2021) 

found that First Nations communities require resources for emergency planning and preparedness, just 

as this study demonstrates a similar need for primary care providers. One of the ways primary care 

providers can prepare for a crisis is to learn from the past (Boin & Lagadec, 2000), which participants 

also discussed (P1; P2; P3; P4). This connects to experiential learning cycles related to leadership 

development (Appelbaum et al. 2022; Kolb, 1984; Kusy & Wiesner, 2021; Satiani et al., 2022; Zaher, 

1996) that will be discussed in Conclusion 3.  
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Another aspect is both personal and clinical preparedness. Participants discussed the items they 

urgently packed when preparing to be displaced. One had advised their family to make a list of things 

they would take if they were forced to leave (P1), which is an exercise all participants ultimately 

undertook as part of their experiences with displacement. Similarly, primary care providers can prepare 

their clinics for emergencies such as evacuations. Going through these exercises in advance can relieve 

pressure and anxiety during an event since the plan is understood and documented (Canyon, 2013; 

Lagadec, 1997). Preparation can include tests, simulations, and training (Boin & Lagadec, 2000). These 

are all activities leaders should consider in their preparation for extreme weather events. Knowing the 

situation and mitigating the potential risks are key behaviours to prepare for emergencies.   

Additionally, preparedness may help balance competing priorities, such as personal and 

professional obligations (P1); Uhr (2017) stated that leaders face a paradox in balancing their own 

wellbeing with that of the organization and then again with what is best for the public. Boin and Lagadec 

(2000) posited that risk mitigation requires two streams of strategy: one aimed at anticipation and one 

targeted towards resilience, so essentially pre-event and post-event. Preparedness can be considered an 

anticipation-based strategy. The literature on crisis leadership mentioned resiliency (Boin & Lagadec, 

2000; Verhaeghe et al., 2019). Verhaeghe et al. (2019) discussed resiliency in relation to the experience 

of the Tsilhqot’in First Nation during wildfires, whereas Boin and Lagadec (2000) spoke more generally 

about resilience in relation to organizations during crisis. Interestingly, participants did not refer to 

resilience at all in the qualitative interviews. Resiliency may have been implied as participants said that 

they conducted themselves as they normally do during their crisis situations (P2; P3) or it may have been 

omitted as they had difficulty seeing themselves in leadership roles at the time. Primary care provider 

resiliency during crisis would be an interesting topic for future inquiry as it was not addressed in this 

research.  

Another way to prepare for an emergency is to connect primary care providers into formal 
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emergency response plans, which did not happen in the participants’ experience. Some of the 

participants indicated that they could have provided much needed support during the crisis (P3; P4). 

Foster et al. (2020) stated, “Leaders need to provide clarity on what they know and what they don’t. 

Regular, accurate communication is essential during such a crisis and mitigates the risk of rumors and 

misinformation being spread” (p. 421). Primary care providers may have been able to support the 

emergency response through the provision of medical service, but the fact that they were excluded 

demonstrates that there is a gap in information between formal emergency management organizations 

and health care providers on the ground. As discussed in Chapter 2, Canyon (2013) found that human 

and social connections were often excluded from emergency response; these areas did not receive 

sufficient investment to develop to be more effective. The experience of the Tsilhquot’in First Nations 

during the 2017 wildfires was that their knowledge and expertise were not considered (Verhaeghe et al., 

2019). This experience was paralleled by the primary care provider participants of this inquiry.   

Conclusion 3: Primary care providers should be supported to develop their leadership. 

 Primary care provider leadership can be developed in several ways, through formal, informal, 

and experiential learning. As discussed in Chapter 2, the literature on physician leadership development 

was clear that formal training programs were beneficial (Appelbaum et al., 2022; Chaudry et al., 2008; 

Cochran et al., 2014; Frich & Spehar, 2018; Guthrie, 1999; Mathews et al., 2022; Satiani et al., 2022; 

Zaher, 1996). Interestingly, two participants discussed formal leadership training programs. One had 

completed a program, and another had not. The latter lamented the lack of time to complete formal 

leadership training programs. They said, “you’re involved in leadership, you’re already too busy to go 

and do seven weekends in a row at Simon Fraser” (P4). This refers to the Leadership and Management 

Development Program delivered by Simon Fraser University’s Beedie School of Business, which 

physician leaders in BC are encouraged to attend. It can be challenging for providers to invest in their 

own leadership development. Lack of time and compensation are common barriers to providers 
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investing time in their leadership development (College of Family Physicians of Canada, 2019; Mathews 

et al., 2022; Satiani et al., 2022). Although they are not formal training programs, LEADS and CanMEDS, 

the two leadership frameworks discussed in Chapter 2, can provide a foundation for physician 

leadership development programs, or provide a framework for primary care providers to seek out 

different leadership opportunities in the identified categories.   

 Mentorship may be an effective strategy to develop leadership more informally. The interviews 

and literature on physician leadership development showed that mentorship programs are beneficial 

(Guthrie, 1999; P2; Zaher, 1996). Many informal mentoring relationships already exist within the 

primary care provider community, as it is natural for individuals in their early career to seek advice from 

colleagues with more experience.  

Leadership can also be developed informally by encouraging systems thinking. Systems thinking 

is a skill set that enables leaders to better understand complexities and interconnections in the world 

around them (Arnold & Wade, 2015). The literature revealed that systems thinking and understanding 

are necessary leadership competencies so leaders can understand the interdependencies that occur in 

their systems (Appelbaum et al., 2022; Chaudry et al., 2008; Cochran et al., 2014; Weston & Feldman, 

2017). P1 and P3 also shared that it is important for leaders in crisis situations to be aware of the impact 

to the system. Boin and Lagadec (2000), Lagadec (1997), Rohrich et al. (1997), and Sukhera et al. (2020) 

all posited that systems understanding is essential to crisis leadership when systems are most likely 

chaotic (Snowden & Boone, 2007). Informal learning is one facet of physician and nurse practitioner 

leadership development. These behaviours are less tangible than other leadership skills, but they can be 

developed through informal learning and observation. 

Experiential learning was another common theme in the qualitative interviews and the 

literature. Unanimously, study participants shared that past leadership in difficult times assisted them 

during their displacement (P1; P2; P3; P4). This parallels literature on experiential learning, discussed by 
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Appelbaum et al. (2022) in Chapter 2. Kolb (1984) developed an experiential learning cycle, which 

involves continually moving through phases of concrete experience, reflective observation, abstract 

conceptualization, and active experimentation. Participants may unconsciously cycle through these 

phases as they learn from their past experiences and apply those learnings to new situations. For 

example, one participant shared a story about their concrete experience working with HIV/AIDS patients 

in Vancouver in the 1990s (P3). Throughout and after that experience, they reflected on the situation, 

then formed ideas and theories, and tested them in when attempting to contain a scarlet fever outbreak 

in a rural community in Northern BC. They then repeated this cycle throughout the COVID-19 pandemic. 

Their story is representative of a medical crisis but demonstrates Kolb’s (1984) experiential learning 

cycle in action.  

Leadership competencies can be developed through formal, informal, and experiential learning. 

The literature and interviews revealed that qualities such as empathy (Forster et al., 2020; P1; P2; P4; 

Rohrich et al., 2020; Sukhera et al., 2020), compassion (Angood, 2020; P1; P2; Slonim, 2019; Sukhera et 

al., 2020; Zaher, 1996), and respect (Brearley, 2018; Fors Brandebo, 2020; P1; P3; Pidgeon, 2012; 

Voyageur, 2018) are key crisis leadership behaviours. Developing these behaviours requires self-

awareness and can enable primary care providers to lead more effectively during extreme weather 

events. Although primary care providers should be supported to develop leadership, they must also take 

responsibility for their leadership (Williams et al., 2020) and have an interest in leadership (Guthrie, 

1999). Participants shared elements that can be attributed to different leadership approaches, including 

servant (P2), distributed (P1; P3), and values-based leadership (P1). These theories can all be applied to 

working with other people, representing the theme of collaboration that emerged. Any leadership 

training should consider collaborative leadership approaches. The findings and literature revealed that a 

combination of formal, informal, and experiential learning can support primary care providers in their 

leadership development.  
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Conclusion 4: Primary care providers need to be connected to a team to lead effectively during 

extreme weather events. 

 This inquiry sought to understand what supports and resources primary care providers need to 

lead during extreme weather events. The supports identified through the literature and interview 

analysis require teamwork. Collaboration was the most frequent theme that emerged during analysis of 

the qualitative interviews and in each literature review category as discussed in Chapter 2 (First Nations 

Health Authority, 2019; Fors Brandebo, 2020; Forster et al., 2020; Kapucu & Ustun, 2018; Lagadec, 1997; 

P1; P2; P3; P4; Rohrich et al., 2020; Uhr, 2017; Verhaeghe, 2019). Participants recognized that they 

relied on others to both support their leadership and assume authority at different points during their 

displacement experiences. Difficult situations require working with other people towards a common 

goal. In chaotic times, it may mean relying on the support of colleagues or subject matter experts.  

Within the health care realm, physicians are commonly regarded as leaders; the literature 

revealed that physician leadership was a factor influencing the effectiveness of a health care team 

(Appelbaum et al., 2022; Chaudry et al., 2008; Frich & Spehar, 2018; Guthrie, 1999; Kusy & Wiesner, 

2021). This is likely true of nurse practitioners as well, as evidenced by P2’s story of evacuating their 

clinic with nursing and administrative staff. As the primary care clinician, other individuals deferred to 

their authority. Lagadec (1997) advised crisis leaders to “form teams that can move forward in a 

mutually supportive, structured manner when potentially discomforting signals are detected around 

sensitive issues” (p. 27). Multidisciplinary health care teams can be effective with each team member 

working to their expertise and scope. This may be a familiar structure for primary care providers, 

demonstrating the need to replicate it during extreme weather events.  

Another key team member for primary care providers is an organizational representative or 

liaison to support them during extreme weather events. Participants were asked what role the TRDFP 

played during their experience of displacement. Most indicated that they did not need to connect with 
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the TRDFP although they knew that organizational support was available if needed (P2; P3; P4). The 

TRDFP acts on behalf of its members, the majority of which are physicians. In emergencies the TRDFP 

can liaise with partners, communicate effectively, and offer immediate support to find temporary 

housing or set up virtual care solutions. The TRDFP supported a family physician in this way in 2021 by 

appointing a staff member as a key point of contact to coordinate support and logistics. Mathews et al. 

(2022) found that divisions of family practice can help manage information for physicians during crisis. 

Communication support is truly essential to keep accurate and up-to-date information flowing so 

leaders can be effective. Divisions of family practice also support their nurse practitioner members, but 

family nurse practitioners are generally employed by health authorities and are overseen by a separate 

regulating body, the BC College of Nurses and Midwives. One participant was a nurse practitioner who 

referenced the support offered by an individual from their professional practice office. Similar to the 

TRDFP’s assistance, this support was mainly in liaising and communicating, as well as providing direction 

when needed although they made the best decision they could given the information they had at the 

time (P2). An organizational liaison can also interact with other services; Pepper (2021) noted the 

interconnections between emergency management response and health systems. Primary care 

providers can be supported by teams during extreme weather events to lead more effectively.  

Conclusion 5: Primary care providers need supports for patients and for themselves during extreme 

weather events.   

 To increase primary care provider leadership capacity during extreme weather events, family 

physicians and nurse practitioners need to know their personal lives are taken care of and their patients 

are supported. Primary care is the foundation of medical care for patients. Family physicians and nurse 

practitioners have longitudinal relationships with their patients, meaning they see them regularly for 

treatment and management of health concerns, including the prevention of illness. Family physicians 

also have a deeper understanding of the needs of their most vulnerable patients (Mathews et al., 2022).  
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When communities in Interior Health are placed on evacuation alert, patients accessing home 

health services or those in long-term care facilities are often evacuated pre-emptively. However, there 

are patients who are not seen by home health programs so primary care providers could use their 

intimate knowledge of their patient panels to collaborate with first responders and share information 

about vulnerable individuals who require extra support. Most of the participants in this study identified 

specific demographics of patients who were of particular concern during their experiences with extreme 

weather events and displacement.  

Mental health was the main challenge identified by the participants (P2; P3; P4). Even before 

evacuations, communities dealt with widespread anxiety due to fires, smoke, and floods. Anxiety due to 

extreme weather events and displacement was exacerbated by ongoing concerns about COVID. One 

participant, mimicking the sentiment of their patients, queried, “When’s this going to end?” (P3). 

Participants were clear that they were still managing the long-term effects of anxiety in their patients 

even after they had returned to their communities. Boin and Lagadec (2000) noted that there are factors 

that emerge after a crisis that are complex and difficult to address; mental health is one of these factors. 

Mental health is already a challenging area in the health care system, with a lack of providers and 

support. There are resources such as counselling for evacuated people, but primary care providers carry 

much of the responsibility of mental health care for their patients.  

 Other patient demographics were identified as particularly challenged or needing support 

during evacuations, including elderly or infirm individuals (P3; P4), Indigenous populations (P2), and 

patients with respiratory conditions (P3). Primary care providers can advocate for enhanced support for 

their patients. As discussed in the literature review in Chapter 2, advocacy is a crucial function of 

physician leadership (Cochran et al., 2014; Mathews et al., 2022; Shaw et al., 2014). The unique 

relationship primary care providers have with their patients allows them to understand their challenges 

and advocate for their unaddressed health concerns. Organizations such as divisions of family practice 
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can assist with this, but providers must first speak on their patients’ behalf.  

 Primary care providers also need to know that they are supported, including their families. As 

noted in the findings, one participant shared that they found it difficult to care for patients when they 

were concerned about their family at home during a nearby fire (P1). Emergencies leave everyone, even 

leaders, feeling uncertain (Lagadec, 1997). Services and supports should be flexible and adaptable 

(Pepper, 2021). Primary care providers need to be assured that their families are supported and safe so 

their focus remains on providing medical care to their communities during emergencies.   

Findings and Conclusion Summary  

This section discussed five conclusions based on my research findings in relation to the relevant 

literature discussed in Chapter 2. These conclusions and my research questions have led to the creation 

of three recommendations that I offered for consideration to my partner organization, the Thompson 

Region Division of Family Practice. These recommendations are discussed in detail in Chapter 5.  

The previous sections have sought to answer the primary research question: How might the Thompson 

Region Division of Family Practice foster primary care provider leadership during extreme weather 

events? I also explored subquestions which addressed current state, future state, possible steps to 

achieve the future state, and potential resources and supports. The answers to these questions have 

been alluded to through the findings and conclusions, but I have created a graphic (see Figure 2) 

representing the connections between the subquestions, themes, conclusions, and recommendations to 

be more explicit.   

Scope and Limitations of the Inquiry  

The intended scope of this study was to inquire into the experience of family physicians and 

nurse practitioners who had experienced displacement due to extreme weather events in the Thompson 

Cariboo Shuswap area of BC. The study included individual qualitative interviews, which participants 

scheduled at a time that was convenient for them. In total, I sent invitations to eleven potential 
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Figure 2 

Connections Between Research Subquestions, Themes, Conclusions, and Recommendations

 

Note. This graphic illustrates the connections between the research subquestions, themes, conclusions, 
and recommendations. I have not linked specific themes to the first conclusion, as elements of 
community and connections were also evident in the other conclusions.  
 
participants who are members of the TRDFP, and to contacts from two other divisions to share with 

their membership. I identified 65 potential participants. I also sent reminder emails as I did not receive 

any interest from my first round of engagement. Ultimately four participants expressed interest in this 

study and participated in interviews. The limited number of participants is a constraint of this study. 

Although it is worth noting that all the participants were members of the TRDFP practicing in the 
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Thompson Region. I received no interest from physicians and nurse practitioners from other areas. The 

fact that I only received responses from primary care providers I knew could be attributed to the pre-

existing relationships I have cultivated with members as an employee of the organization. The fact that 

all respondents were members of my own organization enforces the relevance and significant of the 

inquiry to the TRDFP. It is an unintended benefit.  

Other factors may have limited participation. This study took place two years into the COVID-19 

global pandemic. There has been an increased workload for all health care providers who have had to 

adapt to changing health practices and provider shortages in the wake of the pandemic. COVID-19 has 

also exacerbated systemic problems in BC’s health care system. Primary care is particularly strained, 

with recent news stories stating almost a million unattached patients across the province (MacLeod, 

2022). Primary care providers are facing burnout and may not have the capacity to participate in 

additional activities.  

Additional potential limitations of this study could be due to the chosen inquiry methods. I used 

qualitative interviews to gather stories in conjunction with an arts-based method, but I am curious if a 

simpler semi-structured interview would have been more familiar for potential participants. I opted not 

to implement a survey because, in my experience with the TRDFP, surveys receive a very low completion 

rate. Still, a survey method may have captured additional data from individuals unwilling to commit to 

an interview. I also implemented an arts-based method, which did not receive the robust response I had 

hoped for. Only two of the participants brought an artifact with them to the interview; the other two 

forgot even though I had followed up with them two days in advance. However, they did mention items 

they might have shared. Finally, while I did not receive a large response to this study, I considered my 

sample a group of subject matter experts based on the limited number of regional primary care 

providers who had experienced displacement.  

Chapter Summary 
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 In this chapter I presented five themes based on the thematic analysis of the research data:  

1. Lack of primary care provider involvement in emergency response  

2. Preparation and experience  

3. Values and leadership styles 

4. Collaboration and teamwork  

5. Personal and professional balance  

This chapter also presented the following conclusions based on the findings, themes, and 

relevant literature:  

1. Primary care providers value community and connections.  

2. Primary care providers should be central to the planning and preparation for any extreme 

weather event emergency response.  

3. Primary care providers should be supported to develop their leadership. 

4. Primary care providers need to be connected to a team to lead effectively during extreme 

weather events. 

5. Primary care providers need supports for patients and for themselves during extreme 

weather events.   

I then answered the inquiry question and subquestions before concluding this chapter with a 

section discussing the scope and limitations of my research study. In the next chapter, I present 

recommendations for my organizational partner, the Thompson Region Division of Family Practice, 

based on the study findings and conclusions and discuss organization implications, as well as 

implications for future research.   
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Chapter 5: Inquiry Implications  

In this chapter, I present three recommendations based on my findings, conclusions, 

engagement with key stakeholders, and relevant literature provided in this report. I review the 

implications for my organizational partner, the Thompson Region Division of Family Practice. I conclude 

the chapter with a discussion of the implications for future research.  

Study Recommendations  

For this research study, I examined the following inquiry question and subquestions: How might 

the TRDFP foster primary care provider leadership during extreme weather events?  

1. What stories do primary care providers tell about their leadership through displacement 

experiences caused by extreme weather events?   

2. What are the future needs for primary care provider leadership during extreme weather events?  

3. What would increase primary care provider leadership capacity during extreme weather events?  

4. What resources or supports do primary care providers need to lead during extreme weather 

events?  

Based on the findings and conclusions discussed in the previous chapter and supported by the 

literature, I submit the following recommendations: 

1. Involve primary care providers in emergency preparedness and response.  

2. Offer or promote leadership opportunities for primary care providers.  

3. Share supports for providers and patients.  

These recommendations have been endorsed by key stakeholders from the TRDFP. I presented the 

themes discussed in Chapter 4 and draft recommendations to them during a small group method using a 

modified 1-2-4-All Liberating Structure to ensure organizational support of this action research project, 

as described in Chapter 3. Each recommendation is discussed in detail in the following sections with next 

steps identified. To maintain anonymity of key stakeholders, I have applied the pseudonyms GP1, GP2, 
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GP3, and GP4. In this context GP stands for group participant rather than general practitioner. The 

recommendations will be described with examples of support for key stakeholders, along with 

participant findings and relevant literature.  

Recommendation 1: Involve primary care providers in emergency preparedness and response. 

As discussed in Chapter 4, primary care providers were not formally connected in emergency 

response, but participants felt that they should have been included (P1; P2; P3; P4). The literature was 

clear that leaders should engage in preparedness to be able to respond to a crisis (Boin & Lagadec, 2000; 

Canyon, 2013; Forster et al., 2020; Lagadec, 1997; Rohrich et al., 2020). The TRDFP can involve primary 

care providers in emergency preparedness and response in a few ways. It can support clinics to develop 

preparedness plans, communicate about the importance of emergency preparedness, and network with 

partners to include primary care providers in formal emergency response structures.  

 First, the TRDFP can support clinic preparedness by utilizing existing funding to engage primary 

care providers and their office staff to develop plans (GP2; GP3). Extreme weather events are large scale 

crises that can impact whole communities, but clinics can also prepare for events that would impact 

their operations. In the small group session, GP4 stated,  

Some of the small stuff rather than always like forest fires, floods. Those are huge right but 

some of the smaller stuff that are still emergency situations because I have the rest of the week 

planned and I have no place to have it because the sewer is backed up, or a gas leak. (GP1)  

Developing plans and conducting training exercises may help build familiarity (Lagadec, 1997) and 

resilience (Boin & Lagadec, 2000; Lagadec, 1997) in the long-run or when faced with larger events.  

Second, the key stakeholders recommended regular communication with primary care providers 

about emergency preparedness. As noted in Chapter 2, communication is one of the most important 

activities for leaders (Appelbaum et al., 2022; Chaudry et al., 2008; Guthrie, 1999; Kapacu & Ustun, 

2018; Kirschman, 1996; Mathews et al., 2022; Rohrich et al., 2020; Sacks & Margolis, 2021). Key 
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stakeholders prioritized the development of a section on emergency management awareness in the bi-

weekly member communication distributed by email, called the Xpress. They also proposed using this 

method of communication to share the experiences and learnings of other providers, which connects to 

the previous recommendation. In addition, they recommended “the concept of using anniversaries of 

past events as a way, as a good reflection point, and a way to reengage the leadership around an event” 

(GP4) and ask “What have we learned? What are we doing for the next time?” (GP4). Debriefing after an 

event is an important learning exercise that can build resiliency (Boin & Lagadec, 2000; Lagadec, 1997; 

Verhaeghe et al., 2019). Regular communication around emergency preparedness can serve as a 

reminder to primary care providers and develop their familiarity with and understanding of emergency 

response processes.  

The third action the TRDFP can take under this recommendation is to network and advocate for 

the inclusion of primary care providers in emergency responses. This emphasizes systems thinking and 

collaboration, which was revealed in the literature and by participants as a necessary leadership 

competency (Appelbaum, 2022; Boin & Lagadec, 2000; Chaudry et al., 2008; Cochran et al., 2014; 

Guthrie, 1999; Lagadec, 1997; P1; P3; P4; Rohrich et al., 1997; Sukhera et al., 2020; Weston & Feldman, 

2017). Similarly, advocacy is a crucial role for physician leaders (Cochran et al., 2014; Ince-Cushman, 

2017; Mathews et al., 2022). One of the interview participants spoke about the benefit of community 

tabletop exercises (P3) to ensure everyone knows their role in an emergency. Lagadec (1997) also 

suggested convening multiple organizations to plan and learn together. The TRDFP has been involved at 

health care focused incident command tables for previous extreme weather events. Some individuals 

may connect in with the broader emergency response through Emergency Management BC. Existing 

relationships with Emergency Management BC and the General Practice Services Committee can be 

leveraged to include more primary care providers in emergency response (GP3). The key stakeholders 

recommended connecting with other groups such as first responders (GP1) or Indigenous bands to 
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involve the entire system. First Nations Health Authority (2019), Pepper (2021), and Verhaeghe et al. 

(2019) all stressed the importance of involving Indigenous community leadership.  

Emergency situations may require innovative ideas and connections with unknown groups (Boin 

& Lagadec, 2000; Lagadec 1997). During the floods in November 2021 when Hope was isolated, the 

emergency management team connected with CN Rail to bring physicians to the hospital to support a 

patient in critical condition (Grover, 2022). Divisions of family practice are relatively new, so it would be 

helpful to connect and educate other organizations about the role of the TRDFP (GP3). Using existing 

organizational structures is helpful; Mathews et al. (2022) found that “pandemic responses that were 

built upon regional organizational structures provided an efficient and effective means to facilitate 

family physician leadership through preexisting governance, lines of communication and established 

relationships” (p. 10). While their study looked at the pandemic, the lessons they described can also be 

applied to extreme weather events.  

Finally, the key stakeholders saw the benefit of engagement outside of the region in order to 

have a stronger voice. There are relationships with other divisions through the Interior Division Network, 

which brings together the divisions in BC’s interior, and Interior Health (GP2) that can be leveraged to 

advocate for the inclusion of primary care providers in emergency response. An additional consideration 

is the development of a plan to support other primary care providers when they are evacuated. One of 

the key stakeholders said the TRDFP should consider “the concept of not just when a disaster happens in 

your area, but . . . [if] it’s all over Interior Health, what happens when there’s a disaster and we become 

the absorption community for that?” (GP4) Preparedness includes creating plans for all scenarios as 

there is not one single solution to an emergency (Boin & Lagadec, 2000; Lagadec, 1997; Rohrich et al., 

1997). The TRDFP can network with partner organizations to develop these community plans. The third 

recommendation from this inquiry focuses on the involvement of primary care providers in emergency 

preparedness and response.  
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Recommendation 2: Offer or promote leadership opportunities for primary care providers.  

As discussed in the previous chapter under conclusions, there are different options for physician 

leadership development through formal, informal, and experiential learning. The TRDFP can offer or 

share information for leadership opportunities in those three categories as well. As a non-profit 

organization, the TRDFP is unlikely to create their own leadership training program, but there are many 

opportunities that can be communicated to primary care providers. The literature made it apparent that 

there is a need for formal leadership training for physicians (Appelbaum et al., 2022; Chaudry et al., 

2008; Cochran et al., 2014; Frich & Spehar, 2018; Guthrie, 1999; Mathews et al., 2022; Satiani et al., 

2022; Zaher, 1996). Programs that already exist are the General Practice Services Committee’s (GPSC) 

Leadership and Management Development Program and the Specialist Services Committee’s (SSC) 

leadership training scholarship (Doctors of BC, n.d.). The GPSC and SCC are collaborative tables jointly 

partnered by Doctors of BC and the Ministry of Health. Another opportunity that is open to nurse 

practitioners and physicians is the Clinical Fellowship in Health Care Quality offered through the BC 

Patient Safety and Quality Council (BCPSQC, 2022a).  

However, leadership development programs require dedicated time to complete; it is a 

challenge for primary care providers to close their practices during that time as it reduces access for 

patients. Due to the fee-for-service payment structure for family physicians in private practice in BC, 

compensation is another barrier to taking time away from practice (Cochran et al., 2014). Although time 

and money might be obstacles for some primary care providers, those with an interest will likely find 

ways to overcome these barriers. Continuing medical education (CME) credits could provide an incentive 

as medical professionals are required to complete a certain amount of education each year. The TRDFP 

could provide remuneration or educational credits to primary care providers to alleviate some of these 

pressures.  

Those are formal physician leadership training programs, but there are other educational 
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opportunities that could encourage primary care provider leadership. For example, Indigenous cultural 

safety training can help providers better understand their patients. Gladstone and Pepion (2017) 

suggested that the integration of Indigenous and Western education can increase leadership capacity. 

An example is the San’yas Indigenous Cultural Safety Training program for which physicians can claim 

CME credits (Provincial Health Services Authority, 2022). Archuleta (2012), Caillou and Wesley-

Esquimaux (2018), Marshall et al. (2014), and Simonds and Christopher (2013) discussed incorporating 

Indigenous culture into leadership practice which can build understanding and respect for patients and 

partners. Team training is another option to provide leadership resiliency that ties into the findings 

around collaboration and teamwork, and the conclusion that support from teams is essential. There are 

health-specific team-based care training programs for primary care providers, as well as general team 

building courses. One such opportunity is the Teamwork and Communication Action Series offered 

through the BCPSQC (BCPSQC, 2022b) which emphasizes meaningful communication, conflict resolution, 

and team building, all topics that emerged from the data and the literature as being important. 

Indigenous cultural safety and teamwork courses can also foster primary care provider leadership.  

Key stakeholders at the small group session recommended capitalizing on the interest and 

experience of primary care providers who led during past extreme weather events. One participant 

queried, “between crises, how do we maintain. . . that presence, that interest, that networking? 

Because you may have people who step up to leadership roles but how do you keep them engaged in 

the present . . . in between [emergencies]?” (GP2). A possible solution to this suggestion is to use an 

individual’s experience to continue to develop leadership capacity through experiential learning (Kolb, 

1984). The primary care providers who were involved can champion the work and share their stories 

(Chaudry et al., 2008; Kusy & Weisner, 2021). Mentor programs were recommended by Guthrie (1999) 

and Zaher (1996) and they may be beneficial in this regard. The TRDFP can connect with past leaders to 

learn from their experiences, share their stories, and engage them in future work.  
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 Part of this recommendation also includes expanding leadership to a larger group of providers 

as part of the organization’s response. As evident in the qualitative interviews and emphasized in the 

literature, distributed leadership is beneficial in crisis situations as it takes the burden of pressure off 

one individual (Forster et al., 2020; P1; P3; Uhr, 2017). In the small group activity, key stakeholders 

differentiated between “small L leadership” and “big L leadership” (GP1). “Small L leadership” can 

include primary care providers who want to be involved at a local level whereas “big L leadership” is for 

individuals willing to advocate at a provincial level (GP1; GP2). GP2 suggested developing a physician 

network framework to connect interested individuals.  

Ultimately education is the responsibility of the individual, tying into the Lil’Wat First Nation 

philosophy of celhcelh (Williams et al., 2014). As described in Chapter 2, it is the idea that everyone is 

responsible for their own learning, which benefits the community as a whole. Celhcelh can be applied to 

this recommendation under the notion that primary care providers’ leadership during extreme weather 

events can benefit the communities in which they live and provide care. Kayseas (2015) said that leaders 

initiate positive changes in their communities. Although leadership and learning require an individual 

investment, the TRDFP can offer and promote leadership opportunities to its membership and connect 

involved individuals with the opportunity that best aligns with their experience and interest.   

Recommendation 3: Share supports for providers and patients.  

 The third recommendation validated by key stakeholders is for the TRDFP to communicate to 

primary care providers the supports that are available to them and their patients. Several participants 

identified that the TRDFP supported them in their displacement (P1; P3; P4). One of the ways the TRDFP 

can support its membership is by communicating timely and relevant information. Divisions of family 

practice are often conduits of information. In a study of family physician leadership during the COVID-19 

pandemic across Canada, Mathews et al. (2022) found that physicians were appreciative of divisions of 

family practice to manage information effectively. The TRDFP supports its membership through regular 
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communication of necessary information and can continue to do so during extreme weather events.  

 Primary care providers are the centre of the health care team and have an intimate 

understanding of their patients’ needs. It is important for them to be aware of care concerns and 

sensitive to the cultural backgrounds of their patients, particularly those with Indigenous heritage 

(Archuleta, 2012; Marshall et al., 2014; Simonds & Christopher, 2013). As discussed in Chapter 4, the 

participants shared that their patients with anxiety had a particularly challenging time due to extreme 

weather events (P2; P3; P4). A recommendation of this inquiry is to identify and communicate to 

primary care providers what mental health supports exist. Key stakeholders agreed: “The one thing we 

haven’t really thought about is how do we also educate our physicians on that patient care piece and 

longevity of what that means in terms of mental health afterwards and all the ramifications” (GP3). Boin 

and Lagadec (2000) noted that there are factors that emerge after a crisis that are complex and difficult 

to address; resourcing mental health adequately is one of these factors. This recommendation includes 

conducting a needs assessment to identify and understand existing mental health support, then work 

with partners to advocate for additional resources if necessary. Ideally mental health resources would 

be organized so that they could be implemented early in a crisis. Most crisis responses are reactive, and 

it would be beneficial for leaders to shift to proactive planning (Canyon, 2013) around a major area of 

concern for primary care providers would be beneficial.  

 In terms of patient communication, key stakeholders also recognized the need for primary care 

providers to have created communication plans to connect with their patient panels (GP1; GP3). They 

said, “We need to let patients know in the event of an emergency that your doc is no longer available. 

This is what you can do to help your care continue” (GP1). Continuity of care for patients can be offered 

through virtual means such as telephone or video visits. Effective communication is a vital skill 

associated with crisis and physician leadership (Appelbaum et al., 2022; Chaudry et al., 2008; Guthrie, 

1999; Kapacu & Ustun, 2018; Kirschman, 1996; Mathews et al., 2022; Rohrich et al., 2020; Sacks & 
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Margolis, 2021). Emergencies bring confusion and uncertainty (Lagadec, 1997) so clear direction would 

be helpful. Health information for patients could be communicated through existing social media 

channels or by leveraging relationships with media contacts (GP3; GP4). One concern is for rural or 

remote communities where internet and cell service are not reliable (GP3). This is often the case for 

rural Indigenous reserves. This challenge could be overcome by sharing information proactively through 

a variety of channels, such as social media, radio, television, and word of mouth, to target a broad 

audience. The TRDFP’s experience with communications campaigns has proven that singular approaches 

are unlikely to have a wide reach.  

One aspect of this recommendation is to share resources with primary care providers as well, 

such as a guide outlining what their next steps are after they are evacuated (GP1). This may be 

challenging as every situation is different, but planning can reduce uncertainty (Canyon, 2013; Lagadec, 

1997). This type of guide can also include connections to first responder plans and supports (GP1; GP2) 

to ensure the response considers the entire system (Chaudry et al., 2008; Lagadec, 1997). Providers also 

need to be supported if they are displaced. In BC, primary care providers possess a unique advantage:  

One of the advantages that we as family physicians in BC have that health authorities don’t 

have, is as community family docs you can go anywhere and work right? If there was a crisis in 

Nanaimo and they needed family docs I could go work at any clinic in Nanaimo. I don’t need 

privileges, I don’t need credentials at all. Which is a real advantage that we have versus a 

hospital-based physician who needs to go through a credentialing process. As long as you have a 

license in BC you can go anywhere. And anybody can come to your community to work as well. I 

think that’s something we could leverage on somewhere as well. (GP2)  

The mobility of primary care providers enables them to support patient care even while displaced. They 

could provide virtual care to their patients from a geographical distance, or they could treat local 

patients from their current location. The TRDFP can share information about how primary care providers 



 
 
FOSTERING THOMPSON REGION PRIMARY CARE PROVIDER LEADERSHIP  86 

can still support their patients and themselves if they are displaced.  

Organizational Implications  

This study utilized an action-oriented research methodology and was influenced by narrative 

approaches to inquiry. Because my research was participatory, I involved key stakeholders from the 

Thompson Region Division of Family Practice in a small group activity to validate and endorse the 

recommendations based on my findings and conclusions, as mentioned in the previous section. I also 

invited qualitative interview participants to this group. Four key stakeholders, including senior staff, 

Board members, and participants, participated in a Liberating Structures exercise. I facilitated a modified 

1-2-4-All activity where participants discussed what opportunities they saw for the organization to take 

action on each recommendation. This engagement was held via Zoom and generated valuable insights 

into next steps as well as priorities for the organization. Comments from the activity were included in 

the recommendations section to enforce the TRDFP’s commitment to operationalizing the findings of 

this inquiry. Overall, the key stakeholders were pleased with the outcomes of the research, and they 

attributed a vision of “educate, communicate, engage” (GP3) to the outcomes of this research.  

 I also included a colleague from the TRDFP on my inquiry team who provided feedback 

throughout the project to ensure it was aligned with the organization’s scope and priorities. She assisted 

with method testing, identifying the participant pool, and drafting recommendations. It was helpful to 

include an internal member of my organization throughout this action research project to ensure the 

project was significant to the TRDFP and the recommendations within scope (Coghlan, 2019).  

Bradbury et al. (2019) stated, “Because collaborative action tends to be an afterthought of 

conventional knowledge creation, radical shifts are needed to encourage production of more inclusive 

knowledge forms capable also of supporting desired action and change” (p. 6). The leadership of TRDFP 

has to commit to the recommendations to initiate change. Although the TRDFP currently holds funding 

for some emergency preparedness work, the recommendations identified in this project require 
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additional time and effort to operationalize. The current funding is allocated for clinic preparedness and 

networking, which are both aspects of Recommendation 1. These research recommendations are 

broader than the current funding allows so the TRDFP will have to seek additional funding or leverage 

existing resources to fully implement all recommendations and next steps. This will require strong 

leadership and advocacy from the TRDFP Board of Directors and senior staff team. In terms of the next 

steps for the organization, the key stakeholders prioritized the following two actions from the 

recommendations: 

• Create a standing section in the bi-weekly member newsletter distributed electronically to 

share information about emergency preparedness, leadership opportunities, past events, 

and lessons learned. This action could be implemented relatively easily as communications 

personnel and resources already exist.  

• Support primary care providers to develop emergency preparedness plans for their clinics. 

The key stakeholders emphasized the importance of promoting this work to all members. 

This work was already underway due to funding from the Shared Care Committee of Doctors 

of BC. Since I presented the draft recommendations, the TRDFP has created an engagement 

plan to work with more members on preparedness and has involved the project’s physician 

lead as a champion for this work.  

Due to my role in the organization, I will continue to support primary care providers in developing their 

emergency response plans.  

This research examined how the TRDFP might foster primary care provider leadership during 

extreme weather events. Recommendations were endorsed by key stakeholders. However, the primary 

health care system is severely challenged by a lack of capacity. Providers and organizations like the 

TRDFP receive funding to support changing models of care. Innovation and creativity can thrive after a 

crisis (Boin & Lagadec, 2000; Lagadec, 1997; Rohrich et al., 2020; Sukhera et al., 2020) or when 
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operating in a chaotic system (Snowden & Boone, 2007). There may be major changes to primary care in 

the next few years. Due to these factors and disengagement from primary care providers, I worry that 

these recommendations will not be prioritized even though key stakeholders recognized their value and 

importance. If they are not operationalized, primary care providers will be less able to respond 

proactively to extreme weather events or develop their leadership. Partners have a shared responsibility 

to instigate a change or improvement, which is different from the role of a participant (Numens et al., 

2019). In order to make a meaningful shift, the TRDFP will have to prioritize and operationalize the 

outcomes of this research.  

In addition to the contribution of this research at the organizational level, described above, this 

research has implications on systemic and social levels. Torbert and Taylor (2008) described three layers 

of inquiry. First-person inquiry focuses on the individual, second-person on the organization, and third-

person on the broader system. Each type of inquiry builds on the others. As action research seeks to 

make a change (Coleman, 2015; Bradbury, 2019; Hersted et al., 2019), it can have systemic impacts. The 

conclusions and recommendations offered in this thesis primarily pertain to the second-person level as 

they are steps for the TRDFP as an organization. That said, if enacted, they should have first-person 

impacts on primary care providers. They also have the potential to influence the health care system and 

current emergency response structures to include health care providers.  

I believe this thesis contributes new knowledge to the fields of primary care provider leadership 

and leadership during extreme weather events, or crises. When I was conducting my literature reviews, I 

found that there was a lack of resources about primary care provider leadership during extreme 

weather events. This was further reinforced when I conducted the qualitative interviews; participants 

recognized that they were not involved in emergency responses, but they are responsible for the health 

of their community and deal with long-term health impacts from these events. The themes I discovered 

in my research were similar to other situations as there are many stories and experiences, but there is a 
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lack of formal literature on this topic. Primary care provider leadership during extreme weather events is 

a unique and relevant topic and this project has contributed new knowledge and theory to scholarship. 

As an action research project, this inquiry has had an impact on both the academy and on the 

participants who are involved and engaged with it (Coleman, 2015). It is practical as well as academic.  

Implications for Future Inquiry  

Although this project was limited in scope, I believe the outcomes are sufficient to support 

further inquiry into primary care provider leadership during extreme weather events. Future inquiry 

topics might delve deeper into the experiences of different participant groups during displacement due 

to extreme weather events. The scope of the inquiry could be changed to understand the experiences of 

primary care providers, for example by expanding the geographical constraints of the research, by 

understanding urban primary care providers who have experienced displacement, or by learning from 

the leadership experiences of providers who had not been displaced but were impacted by extreme 

weather events. These subtle pivots to the inclusion criteria could generate a more fulsome picture of 

primary care provider leadership while still focusing on collaboration and the involvement of the 

participant in the action research process (Gergen & Gergen, 2019; Hersted et al., 2019; Reason & 

Bradbury, 2015). I did not explicitly ask participants about their cultural backgrounds or mental models, 

which would be an interesting addition for future research to better understand how their experiences 

and perspectives have been shaped. Another future inquiry topic might include the patient perspective. 

Additional research is warranted to explore these topics and construct a more holistic view of primary 

care provider leadership.  

My greatest learnings as a researcher and practitioner were about how fragmented the system 

is. The experiences of the primary care providers I connected with varied greatly, although with 

commonalities such as their lack of involvement. I was also surprised by the patient concerns voiced by 

the participants. This surprise was echoed by two of the key stakeholders as well. In hindsight, the 
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patient piece should have been obvious, as primary care is truly focused on the patient. It was a 

reminder to me that the work I do has an ultimate goal to improve patient care by supporting primary 

care providers which in turn enables them to effectively care for their patients.  

Within the health care system, I have observed a greater shift towards inclusion in the past 

several years. Funding applications for new projects often require Indigenous and patient engagement. I 

believe this shift to greater inclusion is a benefit; collaboration was clearly a theme in the literature I 

reviewed, and Guthrie (1999) emphasized that effective leaders are inclusive and identify opportunities 

to work together. In a way, this inquiry parallels the transition to increased inclusion in health care by 

advocating for the addition of primary care providers in formal emergency responses. A benefit of both 

action research and narrative approaches is that marginalized or less-dominant voices are amplified 

(Brearley, 2015; Zingaro, 2009). Because primary care providers have typically been excluded from 

emergency responses, this research project advocates for their greater involvement and inclusion in the 

future, by sharing their stories, experiences, and future leadership hopes. It also recommends the 

development of primary care provider leadership, as family doctors and nurse practitioners have a 

significant effect on the health care system (Cochran et al., 2014). I hope the path forward is guided by 

respect and collaboration to remove siloes and integrate primary care into emergency responses, while 

supporting the patient experience, specifically for Indigenous patients and those with mental health 

concerns.  

Thesis Summary  

In this thesis, I set out to explore how the Thompson Region Division of Family Practice might 

foster primary care provider leadership during extreme weather events. The first chapter of this report 

described the organizational and system contexts for the research I undertook. Chapter 2 provided a 

literature review on the topics of crisis leadership, Indigenous leadership, and physician leadership 

development which were all used to frame this inquiry. Chapter 3 outlined the methodology for this 
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research, as well as the implementation strategy, process for data analysis, and ethical considerations. 

Chapter 4 then presented the findings from the inquiry and the conclusions which referenced the 

relevant literature. The five key themes were:  

1. Values and leadership competencies 

2. Lack of primary care provider involvement in emergency response  

3. Preparation and experience  

4. Personal and professional balance  

5. Collaboration and teamwork  

These key themes and the relevant literature led to the development of five conclusions based 

on the findings, themes, and relevant literature:  

1. Primary care providers value community and connections.  

2. Primary care providers should be central to the planning and preparation for any extreme 

weather event emergency response.  

3. Primary care providers should be supported to develop their leadership. 

4. Primary care providers need to be connected to a team to lead effectively during extreme 

weather events. 

5. Primary care providers need supports for patients and for themselves during extreme 

weather events.   

In Chapter 5 I brought this inquiry to its conclusion and presented three recommendations. These 

recommendations were validated by key stakeholders from the TRDFP who prioritized actions for the 

organization to operationalize. The three recommendations are:   

1. Involve primary care providers in emergency preparedness and response.  

2. Offer or promote leadership opportunities for primary care providers.  

3. Share supports for providers and patients.  
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After presenting the recommendations, I discussed organizational implications of this inquiry and 

concluded this chapter by offering proposed implications for future inquiry. This action research project 

resonated with key stakeholders and organizational leaders, so it has the potential to be a catalyst for 

major change within the Thompson Region. The conceptions and outcomes from this research will 

continue to be reinforced through the existing emergency preparedness project and shared dialogues. 

By implementing the recommendations and shifting the culture to one of inclusion, the TRDFP can 

“advocate for the essential role of primary care providers in the delivery of health care” (TRDFP, 2021b) 

which is one of its mission statements.   

In conclusion, I would like to leave readers with the interconnected nature of this research. 

There are connections and associations between all the ideas of this thesis. The findings, conclusions, 

and recommendations could have been separated in different ways, but there are similarities between 

them as well. This parallels the principle of tsawalk where everything is one (Atleo, 2004). The ideas are 

interrelated and interconnected. Action research is holistic (Hersted et al., 2019) and nothing is truly in 

isolation. In health care, we often see how a decision made in one area of the care continuum affects 

others. This inquiry demonstrated the value of and advocated for the inclusion of primary care providers 

in emergency responses. Finally, it also demonstrated the value of each person’s unique experience and 

how they contribute to the broader system.  
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Appendix A: Inquiry Team Member Letter of Agreement 
In partial fulfillment of the requirement for a Master of Arts in Leadership Degree at Royal Roads 

University, Chelsea Brookes (the Student), will be conducting an inquiry study at the Thompson Region 
Division of Family Practice to explore how to foster primary care provider leadership during extreme 
weather events. You can confirm the student’s registration at Royal Roads University by contacting the 
Program Head, Dr. Cheryl Heykoop at [email address].  

 
Inquiry Team Member Role Description 
As a volunteer Inquiry Team Member assisting the Student with this project, your role may 

include one or more of the following: providing advice on the relevance and wording of questions and 
letters of invitation, supporting the logistics of the data-gathering methods, reviewing analysis of data, 
and/or reviewing associated knowledge products to assist the Student and the Thompson Region 
Division of Family Practice’s change process. In the course of this activity, you may be privy to 
confidential inquiry data. 

 
Confidentiality of Inquiry Data 
In compliance with the Royal Roads University Research Ethics Policy, under which this inquiry 

project is being conducted, all personal identifiers and any other confidential information generated or 
accessed by the inquiry team advisor will only be used in the performance of the functions of this 
project and must not be disclosed to anyone other than persons authorized to receive it, both during 
the inquiry period and beyond it. Recorded information in all formats is covered by this agreement. 
Personal identifiers include participant names, contact information, personally identifying turns of 
phrase or comments, and any other personally identifying information. 

 
Personal information will be collected, recorded, corrected, accessed, altered, used, disclosed, 

retained, secured and destroyed as directed by the Student, under direction of the Royal Roads 
Academic Supervisor. 

 
Inquiry Team Members who are uncertain whether any information they may wish to share 

about the project they are working on is personal or confidential will verify this with [Your name here], 
the Student. 

 
Statement of Informed Consent: I have read and understand this agreement. 
 
________________________              ______________________                        _____________ 
Name (Please Print)   Signature    Date 
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Appendix B: Qualitative Interview Invitation Letter 
 
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 of Arts Degree in Leadership, at Royal Roads University. This 
project has been approved by the Thompson Region Division of Family Practice (TRDFP) and I have been 
given permission to contact potential participants for this purpose. 

 
The Thompson Region Division of Family Practice is a non-profit organization representing 

primary care providers working in Kamloops, Chase, Logan Lake, Barriere, Sun Peaks, and the North 
Shuswap. The TRDFP provides supports to family physicians and nurse practitioners to work 
collaboratively with community partners focusing on wellness, satisfaction, and sustainability for both 
the patients and the primary care providers. The purpose of my research is to explore how rural primary 
care providers’ experiences of being displaced due to extreme weather events have impacted their 
leadership. This includes understanding the stories primary care providers tell about being displaced, 
what the future needs for leadership are, what personal behaviours and actions increase leadership 
capacity, and what resources or supports are needed to foster leadership in primary care providers.  

 
Your name was chosen as a prospective participant because you are a family physician or nurse 

practitioner who is or was practicing in a rural community in the Thompson Cariboo Shuswap who 
experienced displacement as a result of an extreme weather event (e.g., wildfire, flood). I hope you will 
also be interested in the outcomes of this research. If you have colleagues who also meet this criterion, I 
invite you to forward this email invitation with attached invitation letter to them.  

 
This phase of my research project will consist of individual conversations/interviews and are 

estimated to last 45-60 minutes. The interviews will occur via Zoom and can be scheduled at a date and 
time in March or April 2022 that is convenient for you. I will also be hosting a small group research 
activity after the data analysis to validate findings and plan the next steps for the organization. You are 
invited to participate in this activity as well. I am seeking eight participants for this small group method; 
up to four may be qualitative interview participants as the others will be Board and Health Leadership 
Committee members or Division staff members. I will select the first four participants who indicate 
interest and are also members of the Thompson Region Division of Family Practice.  

 
The attached Information Letter 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 anytime prior to your scheduled interview without prejudice.  
 
Please feel free to contact me at any time should you have additional questions regarding the 

project and its outcomes.  
 
If you would like to participate in my research project, please contact me at: 
Name: Chelsea Brookes  
Email: [email address]   
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Telephone: [telephone number] 
 
Sincerely, 
Chelsea Brookes  
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Appendix C: Qualitative Interview Informed Research Consent Form 
By signing this form, you agree that you are over the age of 19, have read the information letter 

for this study, and meet the following inclusion criteria to participate in this study:   
1. Be a family physician or nurse practitioner.  
2. Have provided primary care in a rural community in the Thompson Cariboo Shuswap (which 

includes 100 Mile House, Cariboo/Chilcotin, Lillooet, Merritt, Kamloops, North Thompson, 
Salmon Arm, South Cariboo, and Revelstoke). 

3. Experienced displacement due to an extreme weather event (e.g., wildfire, flood).  
 
Your signature states that you are giving your voluntary and informed consent to participate in 

this project and have data I contribute used in the final report and any other knowledge outputs 
(articles, conference presentations, newsletters, etc.). Your signature at the bottom of this Informed 
Consent indicates you are in agreement with this event being recorded, for the purpose of creating a 
transcript of your verbatim comments. You will have a chance to review and amend your transcript for 
ten days before this becomes part of the anonymous data set for this inquiry. 

 
 I consent to participate in a Zoom hosted conversation.  

 
 I understand that the conversation will be hosted on the Zoom platform with cloud 

recording disabled, and that audio/video recordings will be stored on the researcher’s 
personal computer under password protection.  

 
 I consent to quotations and excerpts expressed by me through the qualitative interview 

be included in this study, provided that my identity is not disclosed, unless I indicate in 
writing that I would like my name attached to my narrative.   

 
 I consent to the material I have contributed to and/or generated such as a story, photo, 

image, or other visual material be used in this study. 
 

 I understand that I may withdraw my consent and participation at any time and my data 
will be removed from the research findings.  

 
Name: (Please Print): __________________________________________________ 
 
Signed: _____________________________________________________________ 
 
Date: ______________________________________________ 
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Appendix D: Qualitative Interview Research Information Letter  
 

Study Title: Fostering Thompson Region Primary Care Provider Leadership   
My name is Chelsea Brookes, and this research project is part of the requirement for a Master of 

Arts in Leadership – Health Specialization at Royal Roads University. You can confirm my registration at 
Royal Roads University by contacting the Program Head, Dr. Cheryl Heykoop at [email address].  

 
Purpose of the study and sponsoring organization 
The Thompson Region Division of Family Practice is a non-profit organization representing 

primary care providers working in Kamloops, Chase, Logan Lake, Barriere, Sun Peaks, and the North 
Shuswap. The TRDFP provides supports to family physicians and nurse practitioners to work 
collaboratively with community partners focusing on wellness, satisfaction, and sustainability for both 
the patients and the primary care providers. The purpose of my research is to explore how rural primary 
care providers’ experiences of being displaced due to extreme weather events have impacted their 
leadership. This includes understanding the stories primary care providers tell about their leadership 
during displacement, what the future needs for leadership are, what personal behaviours and actions 
increase leadership capacity, and what resources or supports are needed to foster leadership in primary 
care providers. Participants must meet all the following inclusion criteria to participate in this research 
study:  

1. Be a family physician or nurse practitioner.  
2. Have provided primary care in a rural community in the Thompson Cariboo Shuswap 

(which includes 100 Mile House, Cariboo/Chilcotin, Lillooet, Merritt, Kamloops, North 
Thompson, Salmon Arm, South Cariboo, and Revelstoke). 

3. Experienced displacement due to an extreme weather event (e.g., wildfire, flood).  
 
Your participation and how information will be collected 
This phase of my research project will consist of one-on-one conversations between the 

researcher and the participant. Each conversation is estimated to last 45-60 minutes. The interviews will 
occur via Zoom and can be scheduled at a date and time in March or April 2022 that is convenient for 
you. I will be using qualitative interviews influenced by narrative inquiry to generate data through 
storytelling about your leadership and your experience being displaced by extreme weather events. I 
would also like to invite you to bring an artifact to your conversation that represents your leadership 
experience. This could be a photograph, image, or any other kind of item that is significant to you. This is 
optional but will be helpful to better understand your experience.   

 
Participation in this study is entirely voluntary, and your decision whether to participate will 

have no impact on your membership with the Thompson Region Division of Family Practice or any future 
work or supports you may request from the TRDFP.  

 
I will also be hosting a small group research activity after the initial data analysis to validate 

findings and plan the next steps for the organization. While you are not required to participate in this 
activity as part of my research study, your insights in identifying the next steps in operationalizing the 
studies key findings would be greatly appreciated. 

 
Benefits to participation 
As a result of this study, the Thompson Region Division of Family Practice will better understand 

rural primary care providers’ experiences being displaced by extreme weather events and how those 
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experiences have shaped their leadership. This information will be useful in informing future direction 
for the organization and offer a framework to enable primary care provider leadership.  

 
As a research participant, you will be asked to explore your experiences being displaced by 

extreme weather events and about your leadership. You may develop new insights into your leadership 
and strategies for the future through this reflective storytelling process. You may benefit from the 
opportunity to provide insight into leadership in your community.  

 
As a student researcher I will benefit from the learning and experience of engaging in action 

research and writing a thesis. This research will enable the completion of my Master’s Degree in 
Leadership – Health Specialization at Royal Roads University. It will also support the development of my 
own leadership, academic, research design, and facilitation skills. I may benefit from the opportunity to 
publish the results of my research in peer-reviewed journals.  This project contributes to the successful 
completion of my MA Leadership degree and may result in future professional and academic 
opportunities. The results of this inquiry may become part of a scholarly or professional journal article or 
conference presentation. 

 
Potential risks to participation  
As a research participant, you will be asked to explore your experiences being displaced by 

extreme weather events. The nature of these conversations may be traumatic and could leave 
participants vulnerable. If you are a member of the Thompson Region Division of Family Practice, your 
membership or future requests for support will not be impacted by the decision to participate in this 
research study. I cannot guarantee that recommendations mentioned by the participant will be 
implemented by the TRDFP. I will mitigate the risks described above in the following ways: 

1. You are under no obligation to participate in a qualitative interview and can withdraw 
anytime during the research process up until your scheduled conversation.   

2. I will provide a list of mental health and wellness supports, including counselling resources, 
following the session. I will also offer the opportunity to have a post-conversation debrief. 

3. Data will be anonymized prior to presentation to the organization and in the thesis report in 
order to protect your anonymity, unless written permission is granted to include a named 
story.  

4. The decision to participate and the conversations will not impact any professional working 
relationship you hold with myself or the TRDFP. No resources or supports will be withheld as 
a result of the decision whether or not to participate.  

 
There are also potential risks to the use of the Zoom platform. The Zoom meeting will be 

recorded specifically for the purpose of making a verbatim transcript of what was said in the meeting, 
using the Zoom transcription function. Your name and any personally identifying comments will not be 
part of the transcript, and all reports based on this inquiry will be anonymous. Because the 
conversations will be hosted on Zoom where data may be stored on servers in the USA, this data (like 
any other data generated on Zoom) may be subject to examination by the US government under the 
USA Patriot Act. While this likelihood is small, I am required to let you know this possible risk. 

 
Inquiry team 
My inquiry team consists of individuals internal and external to the Thompson Region Division of 

Family Practice:  
1. Rhonda Eden, Network Lead, TRDFP. As Network Lead, Rhonda is responsible for planning, 
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advocacy, and facilitation of networks in the Thompson Region to ensure effective programs 
and services are provided. Rhonda will assist with method design and identification of the 
participant pool but will not have access to raw data, participate in data analysis, or know 
who any of the participants are due to her role in the organization.  

2. Courtney Gardener, colleague through Thompson Rivers University and University of British 
Columbia undergraduate programs. She will provide feedback to the data analysis. The data 
analysis will be anonymized, and she will not know who participated.  

3. Leigh-Anne Mitchell, colleague through the Royal Roads University Master of Arts in 
Leadership, Health Specialization program. She will assist with session design and provide 
feedback on data analysis to help provide objectivity to the research. 

 
Real or Perceived Conflict of Interest 
Participation in this inquiry will have no impact on the relationship I may have with participants 

in my regular professional work with you, regardless of whether you participate, decline to participate, 
or withdraw from participation. I am employed by the Thompson Region Division of Family Practice and 
while I have no real or perceived conflict of interest to declare, it is possible my research and resulting 
thesis may have an effect on my career within or external to the organization. I disclose this information 
here so that you can make a fully informed decision on whether to participate in this study. 

 
Confidentiality, security of data, and retention period 
I will work to protect your privacy throughout this study. All information I collect will be 

maintained in confidence. Electronic data (such as transcripts or audio files) will be stored on a 
password protected computer on my home computer. Information will be recorded, audio recorded 
and, where appropriate, summarized, in anonymous format, in the body of the final report. At no time 
will any specific comments be attributed to any individual unless agreement has been obtained 
beforehand to be named in the narrative. All documentation will be kept strictly confidential. 
Conversations will be transcribed and analyzed by the researcher. The transcription will be shared, and 
participants will have 10 days to respond with any changes. You may withdraw at any time up until this 
point. After that time, data will be analyzed, and it will be too difficult to withdraw. Data will be 
destroyed one year following my convocation date, anticipated to be June 1, 2023. Interviews will occur 
on a one-on-one basis so there is no risk to sharing information or experiencing judgment from peers or 
colleagues.  

 
Sharing results 
In addition to submitting my thesis to Royal Roads University in partial fulfillment for a Master of 

Arts Degree in Leadership – Health Specialization, I will also be sharing my research findings with the 
Thompson Region Division of Family Practice. Data may also be used in future reports, studies, articles, 
or presentations. Research participants may request a copy of the final research. The thesis will be 
published and available to the public. The results of this inquiry may become part of a scholarly or 
professional journal article or conference presentation. 

 
Procedure for withdrawing from the study  
You may withdraw your consent for participation in this research at any time. Should you wish 

to withdraw, please contact Chelsea by phone at [phone number] or by email at [email address]. If you 
wish to withdraw during a Zoom session, please send a private chat message to me stating that you have 
chosen to withdraw.  
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You are not required to participate in this research project. By replying directly to the e-mail 
request for participation and signing the attached consent form you indicate that you have read and 
understand the information above and give your free and informed consent to participate in this 
project. If you have any questions about this inquiry, please contact:  

 
Name: Chelsea Brookes  
Email: [email address] 
Telephone: [telephone number] 
 
Please keep a copy of this information letter for your records. 
Sincerely, 
Chelsea Brookes  
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Appendix E: Questions for Qualitative Interviews 
 
I would like to invite participants to bring an accompanying artifact to their conversation that 

represents their experience. This could be something like a photograph, image, or item. 
 
1. Could you tell me the story of your artifact and why it is important to you? How do you 

think your story connects to your leadership during displacement?  
2. Would you tell me about your leadership experience being displaced?  
3. Could you share a story about a time when you felt most capable and successful in your 

professional or leadership role during displacement?  When was that and what happened?  
4. What is the most impactful leadership story that emerged from the crisis for you?  
5. Would you tell me a story about how your division supported your leadership during this 

time?  
6. Would you tell me what your hope for the future of physician/nurse practitioner leadership 

during extreme weather events in your community would be? Either personally or for the 
TRDFP as an organization?  

7. Is there anything else you would like to share that I did not ask?  
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Appendix F: Small Group Method Invitation Letter 
 
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 of Arts Degree in Leadership, at Royal Roads University. This 
project has been approved by the Thompson Region Division of Family Practice (TRDFP) and I have been 
given permission to contact potential participants for this purpose. 

 
The Thompson Region Division of Family Practice is a non-profit organization representing 

primary care providers working in Kamloops, Chase, Logan Lake, Barriere, Sun Peaks, and the North 
Shuswap. The TRDFP provides supports to family physicians and nurse practitioners to work 
collaboratively with community partners focusing on wellness, satisfaction, and sustainability for both 
the patients and the primary care providers. The purpose of my research is to explore how rural primary 
care providers’ experiences of being displaced due to extreme weather events have impacted their 
leadership. This includes understanding the stories primary care providers tell about being displaced, 
what the future needs for leadership are, what personal behaviours and actions increase leadership 
capacity, and what resources or supports are needed to foster leadership in primary care providers.  

 
Your name was chosen as a potential participant because you were either a participant in the 

qualitative interviews, a TRDFP Board or Health Leadership Committee member, or a TRDFP staff 
member.  

 
This phase of my research project will consist of a small group activity that is estimated to last 

45-60 minutes. The activity will occur via Zoom in late spring 2022. This activity will take place after a set 
of qualitative interviews and the subsequent data analysis to validate findings and plan the next steps 
for the organization.  

 
The attached Information Letter 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 anytime prior to your scheduled interview without prejudice.  
 
Please feel free to contact me at any time should you have additional questions regarding the 

project and its outcomes.  
 
If you would like to participate in my research project, please contact me at: 
Name: Chelsea Brookes  
Email: [email address] 
Telephone: [telephone number] 
 
Sincerely, 
Chelsea Brookes  
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Appendix G: Small Group Method Informed Research Consent Form 

By signing this form, you agree that you are over the age of 19, have read the information letter for this 
study, and meet one of the following criteria to participate in this study:   

1. Have participated in the qualitative interviews.  
2. Be a TRDFP Board or Health Leadership Committee member.  
3. Be a TRDFP staff member.  
 
Your signature states that you are giving your voluntary and informed consent to participate in 

this project and have data I contribute used in the final report and any other knowledge outputs 
(articles, conference presentations, newsletters, etc.). Your signature at the bottom of this Informed 
Consent indicates you are in agreement with this event being recorded, for the purpose of creating a 
transcript of your verbatim comments. You will have a chance to review and amend your transcript for 
ten days before this becomes part of the anonymous data set for this inquiry. 

 
 I consent to participate in a Zoom hosted conversation.  

 
 I understand that the conversation will be hosted on the Zoom platform with cloud 

recording disabled, and that audio/video recordings will be stored on the researcher’s 
personal computer under password protection.  

 
 I consent to quotations and excerpts expressed by me through the small group activity be 

included in this study, provided that my identity is not disclosed.   
 

 I consent to respect the confidential nature of the small group by not sharing identifying 
information about other participants. 

 
 I understand that I may withdraw my consent and participation at any time and my data 

will be removed from the research findings.  
 
Name: (Please Print): __________________________________________________ 
 
Signed: _____________________________________________________________ 
 
Date: ______________________________________________ 
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Appendix H: Small Group Method Research Information Letter  
 
Study Title: Fostering Thompson Region Primary Care Provider Leadership 
 

My name is Chelsea Brookes, and this research project is part of the requirement for a Master of 
Arts in Leadership – Health Specialization at Royal Roads University. You can confirm my registration at 
Royal Roads University by contacting the Program Head, Dr. Cheryl Heykoop at [email address].  

 
Purpose of the study and sponsoring organization 
The Thompson Region Division of Family Practice is a non-profit organization representing 

primary care providers working in Kamloops, Chase, Logan Lake, Barriere, Sun Peaks, and the North 
Shuswap. The TRDFP provides supports to family physicians and nurse practitioners to work 
collaboratively with community partners focusing on wellness, satisfaction, and sustainability for both 
the patients and the primary care providers. The purpose of my research is to explore how rural primary 
care providers’ experiences of being displaced due to extreme weather events have impacted their 
leadership. This includes understanding the stories primary care providers tell about their leadership 
during displacement, what the future needs for leadership are, what personal behaviours and actions 
increase leadership capacity, and what resources or supports are needed to foster leadership in primary 
care providers.  

 
Your participation and how information will be collected 
In the first phase of my research, I conducted qualitative interviews with rural primary care 

providers who have experienced displacement. Following the interviews, I analyzed the data and am 
now hoping to engage key stakeholders, which may include: 

1. Participants from the qualitative interviews  
2. TRDFP Board or Health Leadership Committee Members 
3. TRDFP staff members  

 
 This phase of my research project will consist of a small group activity, estimated to last 60 

minutes. The activity will occur via Zoom and can be scheduled at a date and time in in late spring 2022. 
I will be using an activity called 1-2-4-All. The intent of this small group research activity after the initial 
data analysis is to validate findings and plan the next steps for the organization. 

 
Participation in this study is entirely voluntary, and your decision whether to participate will 

have no impact on your membership with the Thompson Region Division of Family Practice or any future 
work or supports you may request from the TRDFP.  

 
Benefits to participation 
As a result of this study, the Thompson Region Division of Family Practice will better understand 

rural primary care providers’ experiences being displaced by extreme weather events and how those 
experiences have shaped their leadership. This information will be useful in informing future direction 
for the organization and offer a framework to enable primary care provider leadership.  

 
As a research participant, you will be asked to guide the TRDFP’s direction on primary care 

provider leadership during emergency displacement events and prioritize recommendations. You may 
develop new insights into your leadership and strategies for the future. You may benefit from the 
opportunity to provide insight into leadership in your community.  
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As a student researcher I will benefit from the learning and experience of engaging in action 
research and writing a thesis. This research will enable the completion of my Master’s Degree in 
Leadership – Health Specialization at Royal Roads University. It will also support the development of my 
own leadership, academic, research design, and facilitation skills. I may benefit from the opportunity to 
publish the results of my research in peer-reviewed journals.  This project contributes to the successful 
completion of my MA Leadership degree and may result in future professional and academic 
opportunities. The results of this inquiry may become part of a scholarly or professional journal article or 
conference presentation. 

 
Potential risks to participation  
As a research participant, you will be asked to explore your experiences being displaced by 

extreme weather events. The nature of these conversations may be traumatic and could leave 
participants vulnerable. If you are a member of the Thompson Region Division of Family Practice, your 
membership or future requests for support will not be impacted by the decision to participate in this 
research study. I cannot guarantee that recommendations mentioned by the participant will be 
implemented by the TRDFP. I will mitigate the risks described above in the following ways: 

1. You are under no obligation to participate in a qualitative interview and can withdraw 
anytime during the research process up until your scheduled conversation.   

2. I will provide a list of mental health and wellness supports, including counselling 
resources, following the session. I will also offer the opportunity to have a post-
conversation debrief. 

3. Data will be anonymized prior to presentation to the organization and in the thesis 
report in order to protect your anonymity, unless written permission is granted to 
include a named story.  

4. The decision to participate and the conversations will not impact any professional 
working relationship you hold with myself or the TRDFP. No resources or supports will 
be withheld as a result of the decision whether or not to participate.  

 
There are also potential risks to the use of the Zoom platform. The Zoom meeting will be 

recorded specifically for the purpose of making a verbatim transcript of what was said in the meeting, 
using the Zoom transcription function. Your name and any personally identifying comments will not be 
part of the transcript, and all reports based on this inquiry will be anonymous. Because the 
conversations will be hosted on Zoom where data may be stored on servers in the USA, this data (like 
any other data generated on Zoom) may be subject to examination by the US government under the 
USA Patriot Act. While this likelihood is small, I am required to let you know this possible risk. 

 
As the researcher, I will maintain your confidentiality, but I cannot promise this on behalf of 

other participants. However, I will request that all participants respect the confidential nature of this 
study and not share identifying information with others. 

 
Inquiry team 
My inquiry team consists of individuals internal and external to the Thompson Region Division of 

Family Practice:  
1. Rhonda Eden, Network Lead, TRDFP. As Network Lead, Rhonda is responsible for planning, 

advocacy, and facilitation of networks in the Thompson Region to ensure effective programs 
and services are provided. Rhonda will assist with method design and identification of the 
participant pool but will not have access to raw data, participate in data analysis, or know 
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who any of the participants are due to her role in the organization.  
2. Courtney Gardener, colleague through Thompson Rivers University and University of British 

Columbia undergraduate programs. She will provide feedback to the data analysis. The data 
analysis will be anonymized, and she will not know who participated.  

3. Leigh-Anne Mitchell, colleague through the Royal Roads University Master of Arts in 
Leadership, Health Specialization program. She will assist with session design and provide 
feedback on data analysis to help provide objectivity to the research. 

 
Real or Perceived Conflict of Interest 
Participation in this inquiry will have no impact on the relationship I may have with participants 

in my regular professional work with you, regardless of whether you participate, decline to participate, 
or withdraw from participation. I am employed by the Thompson Region Division of Family Practice and 
while I have no real or perceived conflict of interest to declare, it is possible my research and resulting 
thesis may have an effect on my career within or external to the organization. I disclose this information 
here so that you can make a fully informed decision on whether to participate in this study. 

 
Confidentiality, security of data, and retention period 
I will work to protect your privacy throughout this study. All information I collect will be 

maintained in confidence. Electronic data (such as transcripts or audio files) will be stored on a 
password protected computer on my home computer. Information will be recorded, audio recorded 
and, where appropriate, summarized, in anonymous format, in the body of the final report. At no time 
will any specific comments be attributed to any individual unless specific agreement has been obtained 
beforehand. All documentation will be kept strictly confidential. Due to the nature of the group method, 
it is not possible to keep identities of the participants anonymous from the researcher, facilitator, or 
other participants.  You can ask participants to respect the confidential nature of the research by not 
sharing names or identifying comments outside of the group. Conversations will be transcribed and 
analyzed by the researcher. The transcription will be shared, and participants will have 10 days to 
respond with any changes. You may withdraw at any time up until this point. After that time, data will 
be analyzed, and it will be too difficult to withdraw. Data will be destroyed one year following my 
convocation date, anticipated to be June 1, 2023.  

 
Sharing results 
In addition to submitting my thesis to Royal Roads University in partial fulfillment for a Master of 

Arts Degree in Leadership – Health Specialization, I will also be sharing my research findings with the 
Thompson Region Division of Family Practice. Data may also be used in future reports, studies, articles, 
or presentations. Research participants may request a copy of the final research. The thesis will be 
published and available to the public. The results of this inquiry may become part of a scholarly or 
professional journal article or conference presentation. 

 
Procedure for withdrawing from the study  
You may withdraw your consent for participation in this research at any time. It may be difficult 

and/or unfeasible to remove data because of the collective nature of the conversation. That being said, 
you may be able to withdraw any specific information mentioning a withdrawn individual provided it 
does not compromise the data set. Should you wish to withdraw, please contact Chelsea by phone at 
[telephone number] or by email at [email address]. If you wish to withdraw during a Zoom session, 
please send a private chat message to me stating that you have chosen to withdraw.  
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You are not required to participate in this research project. By replying directly to the e-mail 
request for participation and signing the attached consent form you indicate that you have read and 
understand the information above and give your free and informed consent to participate in this 
project. If you have any questions about this inquiry, please contact:  

 
Name: Chelsea Brookes  
Email: [email address] 
Telephone: [telephone number] 
 
Please keep a copy of this information letter for your records. 
Sincerely, 
Chelsea Brookes  
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Appendix I: Small Group Method Plan 
 

Welcome 10 minutes  Land acknowledgement 
Thank you for participating  
Review consent and withdrawal process 
Request confidentiality 
Review Zoom logistics 
Review session plan  
Rules of engagement  
 

Finding 1:  
1-2-4-All  

2 minutes Introduce activity and question around Recommendation 1.  
“What opportunities do you see for making progress on this finding?”  
 

 1 minute Participants reflect individually on the question  
 

 2 minutes Participants are put in breakout rooms.  
Participants discuss the question together.  
 

 5 minutes  Participants return to main room and share one important idea with 
all.  
 

Finding 2:  
1-2-4-All  

2 minutes Introduce activity and question around Recommendation 2.  
“What opportunities do you see for making progress on this finding?”  
 

 1 minute Participants reflect individually on the question  
 

 2 minutes Participants are put in breakout rooms.  
Participants discuss the question together.  
 

 5 minutes  Participants return to main room and share one important idea with 
all.  
 

Finding 3:  
1-2-4-All  

2 minutes Introduce activity and question around Recommendation 3.  
“What opportunities do you see for making progress on this finding?”  
 

 1 minute Participants reflect individually on the question  
 

 2 minutes Participants are put in breakout rooms.  
Participants discuss the question together.  
 

 5 minutes  Participants return to main room and share one important idea with 
all.  
 

Discussion and 
debrief 
 

10 minutes  Further discussion of actions and ideas if needed  

Conclusion  5 minutes Thank participants for attending 
Repeat withdrawal process   
 

 


