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Introduction

Video: Developing the CanMEDS Leader: Defining the CanMEDS Leader
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Video: Developing the CanMEDS Leader: My personal leadership journey: Katharine Gillis
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Video: Developing the CanMEDS Leader: My personal leadership journey: Viren Naik
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Defining the CanMEDS Manager/Leader role
CanMEDS 2015

Royal College of Physicians and Surgeons of Canada released a
revised definition of the role, along with the key competencies
for the role, for broad consultation.

Change of name

Copyright © 2015 The Royal College of Physicians and Surgeons of Canada.
http://www.royalcollege.ca/portal/page/portal/rc/canmeds. Reproduced
with permission.

Video: Developing the CanMEDS Leader: From Manager to
Leader

The CanMEDS framework describes the competencies
physicians need to effectively care for their patients within seven
roles: Medical Expert, Communicator, Collaborator, Leader,
Health Advocate, Scholar, and Professional. The framework is
reviewed and updated at regular intervals. In March 2015, the
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Change of emphasis

At the start of the CanMEDS 2015 review process, the Manager
Role Expert Working Group proposed that the Manager role be
renamed to Leader “to reflect an emphasis on the leadership skills
needed by physicians to contribute to the shaping of health
care” (Frank et al., 2014a, p. 7). The rationale for this change is
detailed in CanMEDS 2015: From Manager to Leader, with the key
messages being:

In addition to the change of name from Manager to Leader, other
major revisions to the role in 2015 include:
• Patient safety and quality improvement processes have been
given increased emphasis.
• Emphasis has been placed on the development of skills to
achieve a balance between professional practice and personal
life.

• The positive, collaborative frame of the CanMEDS 2015 Leader
role will encourage physicians to develop and use leadership
skills to advance the care of their patients and to contribute to
improving the health care system.

• Resource allocation has been conceived as a function of good
stewardship.

• CanMEDS has always included leadership competencies but in
the past the framework emphasized managerial competencies.

• Competence in health care informatics is viewed as crucial for
medical leaders and managers and vital to the delivery of
health care.

• All physicians lead in their everyday practice; some hold titled
leadership positions.

• Competence in ensuring patient safety and quality
improvement, including through the incorporation of patient
safety standards such as adverse event reporting, was added.
(Frank et al., 2014, p. 7)

• Physicians need to lead the health care system in collaboration
with other professionals.
• A physician does not have to be the boss to be a leader.

Proposed definition

• Stakeholders in the CanMEDS 2015 review process included
patients, medical students and residents, Royal College
fellows, leaders in medical education, other health care
professionals, specialty bodies, governing institutions and
partner organizations, and international collaborators.

The proposed definition of the Leader role for CanMEDS 2015 is:
As Leaders, physicians engage with others to contribute to a vision
of a high-quality health care system and take responsibility for the
delivery of excellent patient care through their activities as
clinicians, administrators, scholars, or teachers.

• Stakeholders want a greater emphasis on the physician as
leader without sacrificing managerial competencies.
• The Future of Medical Education in Canada undergraduate
and postgraduate projects both endorse leadership
competencies for physicians. (Dath, Chan, & Abbott, 2015, p.
1)
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• A pathologist who seeks election to the medical advisory
committee and then continues in administrative work to
become the chief of staff of the hospital, shaping care for her
community. (Dath, Chan, & Abbott, 2015, p. 3)

Key Competencies:
Physicians are able to:
• Contribute to the improvement of health care delivery in
teams, organizations, and systems.

Milestones

• Engage in the stewardship of health care resources.

The CanMEDS 2015 update also includes the addition of
milestones. Milestones are “descriptions of the abilities expected of
a trainee or physician at a defined stage of professional
development” (Frank et al., 2014a, p. 8). This will allow residents
and preceptors to determine whether they are progressing in their
program as expected. Milestones will be used to:

• Demonstrate leadership in professional practice.
• Manage career planning, finances, and health human
resources in a practice. (Frank, Snell, & Sherbino, 2015)
The CanMEDS 2015 framework breaks each of these 4 key
competencies into a number of enabling competencies, which can
be reviewed in the Draft CanMEDS 2015 Physician Competency
Framework and are presented, along with tips on how to develop
each competency, in the Teaching the CanMEDS Leader section of
this eBook.

• Mark the progression of competence throughout a physician’s
career.
• Provide clearly defined targets to guide authentic learning and
assessment.

What does a Leader look like?

• Enable learners to focus their learning activities more
effectively.

The Royal College of Physicians and Surgeons of Canada shared
the following examples of what it means to be a physician leader:

• Enable assessors (and programs) to know when a learner has
achieved a given milestone or set of milestones and is truly
ready to move to the next stage of training or development.
(Frank et al., 2014a, p. 8)

• A resident in postgraduate year 2 who notices that the
handover between on-call residents has been of variable
quality and content for years; he works to adapt evidenceinformed practices of handover that would work for his
specialty.

The Milestones Guide provides an overview of the proposed
milestones for each CanMEDS role.

• An intensive care specialist who champions a clinical care
pathway for standardizing the use of newer anti-fungal agents
developed by the team pharmacist.
• A community physician who participates in the professional
organization’s prep course for political advocacy and takes on
a leadership role at the regional health authority.
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CanMEDS-FM

In 2009, the College of Family Physicians of Canada adapted the
Royal College of Physicians and Surgeons of Canada’s CanMEDS
2005 framework to categorize physician competencies in family
medicine. They created CanMEDS-Family Medicine (CanMEDSFM), with the same, slightly adapted, seven roles: Family Medicine
Expert, Communicator, Collaborator, Manager, Health Advocate,
Scholar, and Professional.
The College of Family Physicians of Canada defined the role of
Manager as follows:
As Managers, family physicians are central to the primary health
care team and integral participants in health care organizations.
They use resources wisely and organize practices which are a
resource to their patient population to sustain and improve health,
coordinating care within the other members of the health care
system.
Key Competencies:
Family physicians are able to:
• Participate in activities that contribute to the effectiveness of
their own practice, health care organizations, and systems.
• Manage their practice and career effectively.
• Allocate finite health care resources appropriately.
• Serve in administration and leadership roles, as appropriate.

Image adapted by the College of Family Physicians of Canada in 2011 from the
CanMEDS Physician Competency Diagram with permission of the Royal College of
Physicians and Surgeons of Canada. Copyright © 2009. Reproduced with permission
of the CFPC.

The CanMEDS-FM framework breaks each of these 4 key
competencies into a number of enabling competencies, which can
be reviewed in the document CanMEDS-Family Medicine.
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4. Frank JR, Snell L, Sherbino J. Draft CanMEDS 2015 milestones
guide. Ottawa: The Royal College of Physicians and Surgeons of
Canada; 2014b Sept. Available from: http://
www.royalcollege.ca/portal/page/portal/rc/common/
documents/canmeds/framework/
canmeds_milestone_guide_sept2014_e.pdf

Make sure you are familiar with the key and enabling
competencies of the Manager/Leader role presented by
the Royal College of Physicians and Surgeons of Canada
and the College of Family Physicians of Canada.

5. Frank JR, Snell L, Sherbino J. Draft CanMEDS 2015 physician
competency framework – Series IV. Ottawa: The Royal College
of Physicians and Surgeons of Canada; 2015 March. Available
from: http://www.royalcollege.ca/portal/page/portal/rc/
common/documents/canmeds/framework/
canmeds2015_framework_series_IV_e.pdf
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Teaching the CanMEDS Leader

Video: Developing the CanMEDS Leader: Teaching the CanMEDS Leader
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When to teach the Leader role
• Model the role of Leader in your work with residents so they
can do the same for medical students.
• Take a few minutes with your team to review how you
embodied the Leader role that day. Help the residents see
the Leader role in the work they are doing.
• Notice and positively reinforce when residents demonstrate
a mastery of the skills associated with the Leader role.
• Challenge and aid your learners to grow into the Leader role
if it doesn’t come to them naturally.
• Spotlight your colleagues who are doing work outside of the
hospital that is related to the Leader role.
• Don’t forget to tell the residents about the work that you do
related to the Leader role that may be invisible to them but
that establishes you as a rounded physician and excellent
role model.

Video: Developing the CanMEDS Leader: When to teach the
Leader role
It is important to integrate the teaching of all CanMEDS roles
into your daily work with residents, including the role of Leader.
Below are some general suggestions for integrating the teaching
of the Leader role into your clinical teaching (adapted from
http://www.collaborativecurriculum.ca/en/modules/
CanMEDS-manager/canmeds-introduction-tutorguide.jsp):
• Make the Leader role a part of ward rounds, teaching
sessions, and case conferences.
• Encourage residents to present rounds that focus on the
Leader role.
12

How to teach the Leader role
In this section, we present practical examples for helping
learners develop competence in the Leader role organized by the
four key competencies defined by the Royal College:

• Use health informatics to improve the quality of patient
care and optimize patient safety.

1. Contribute to the improvement of health care delivery in
teams, organizations, and systems.
2. Engage in the stewardship of health care resources.
3. Demonstrate leadership in professional practice.
4. Manage career planning, finances, and health human
resources in a practice.

Key competency 1: Contribute to the
improvement of health care delivery
in teams, organizations, and systems

Video: Developing the CanMEDS Leader: Why is this key
competency important to develop in residency?

Within the key competency, Contribute to the improvement of
health care delivery in teams, organizations, and systems, there
are four enabling competencies. Namely, physicians are able to:

Strategies for helping learners develop competence in each of
these four areas are described in the following sub-sections.

• Apply the science of quality improvement to contribute to
improving systems of patient care.
• Contribute to a culture that promotes patient safety.
• Analyze patient safety incidents to enhance systems of care.
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Enabling competency 1.1: Apply the science of quality
improvement to contribute to improving systems of patient
care

explicitly identify patient safety elements in the clinical day (see
Teaching Tip example that follows). It is most helpful to speak of
the “system” when discussing lapses in safety. This tends to
make such conversations less emotive and helps reinforce the
concept of blameless events as well as setting up the idea that it
takes many suboptimal elements of a system for error to occur.

Patient safety has become a fundamental feature of current health
care systems. The science of continuous quality improvement
(CQI) is now an essential element of physician competency across
all specialties.

6. Use the institution’s adverse event reporting system.
Encourage residents to be active users of the adverse event
reporting system and explicitly model your use of it to them.
This will enhance health advocacy and can serve as a teaching
moment when near misses are observed.

To effectively develop CQI competency, the resident needs to:
1. Work in and lead multidisciplinary teams. Systems do
not improve without effective, collaborative teamwork.
2. Learn how to manage change and become a
transformational leader. Through the strength of their
vision and personality, transformational leaders are able to
inspire followers to change expectations, perceptions, and
motivations to work towards common goals. Transforming
leaders are idealized in the sense that they are a moral exemplar
of working towards the benefit of the team, organization, and/or
community. This is highly relevant to CQI and needs much
practice and experiential learning.
3. Lead behaviour change. The Office of Postgraduate Medical
Education offers the Vital Smarts Influencer Training to all
residents, which is a great resource for embarking on the path of
health advocacy.
4. Understand the science of CQI. There are thousands of
texts dedicated to the topic of CQI. Each program needs a formal
teaching package related to CQI with appropriate resources for
residents at different stages of training.
5. Recognize patient safety issues. It is commonly estimated
that only 1 in 300 adverse patient events is captured in formal
systems. As such, opportunities abound to seize moments to
14

Integrate the teaching of the Leader role into your
clinical teaching

Scholarly project
Have residents undertake a scholarly project in CQI as a
core part of their residency; ideally in collaboration with
other residents or as a multidisciplinary initiative to ensure
long-term success. Residents can then present the project
to the departmental CQI committee for consideration of
implementation.

You are doing ward rounds and notice that the disinfectant
container at the entry to the patient’s room is empty. How
can you turn this into an opportunity to develop residents’
competency in the Leader role?
This simple moment provides many opportunities to
address the role of Leader. For example:
• Discuss the role of hand washing.
• Discuss the role of the system in minimizing patient
risk in this respect.
• Analyze why disinfectant containers may be left
empty.
• Discuss possible responses to remedy the situation
and ensure disinfectant containers contain
disinfectant at all times.
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Resources

Enabling competency 1.2: Contribute to a culture that
promotes patient safety

The Royal College has been very active in the domain of patient
safety:

Contributing to a culture that promotes patient safety is an active
process of both role modelling and mentoring of others.

• The Royal College and the Canadian Patient Safety Institute’s
Advancing Safety for Patients in Residency Education
(ASPIRE) program addresses:
o

The culture of patient safety

o

Recognizing and responding to adverse events

o

Analyzing and designing systems

Handover rounds

o

Patient-centred communication skills

o

Patient engagement

o

Teamwork

o

Handovers

Have residents participate in handover rounds, an area rife
with patient safety issues. An example of positive change
is the rolling out of an electronic tool by The Ottawa
Hospital in 2015 that will significantly enhance this critical
piece of information management.

o

Human and system factors

o

Quality improvement

While geared towards medical educators and physicians in
practice interested in patient safety and quality improvement,
the ASPIRE program is also open to residents.
• The art and science of high-quality health care: Ten principles
that fuel quality improvement. Position statement from the
Health and Public Policy Committee and Office of Health
Policy of the Royal College concerning patient safety as it
relates to the CanMEDS 2015 framework.

Safety checklists
Residents need to understand and actively participate in
safety checklists, such as the surgical safety checklist.
Your participation in this activity is also an excellent
opportunity for role modelling.

CMPA’s lecture series addresses CQI from their perspective. The
CMPA will also present to local audiences.
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Enabling competency 1.3: Analyze patient safety incidents to
enhance systems of care
A key competency in promoting a culture of patient safety is the
ability to analyze near misses and adverse events. It is crucial that
all learners are aware of the Ontario Quality of Care Information
Protection Act of 2004. How a review of an adverse event is
managed is critical for protection from the potential of requiring
disclosure.

Scholarly project and presentation
Analysis of patient safety incidents is an excellent topic for
small group learning and presentation to one’s peers.
Consideration should be given to making such an activity a
mandatory scholarly project for all learners during their
residency. With an estimated 300:1 ratio of near misses to
adverse events there are, unfortunately, a wealth of
opportunities for teaching around this subject. The work of
Dr. Donald Berwick, the former President and Chief
Executive Officer of the Institute for Health care
Improvement, is an excellent resource on this topic.

Morbidity and mortality rounds
Involve residents in departmental morbidity and mortality
rounds, including presenting in this forum.

Enabling competency 1.4: Use health informatics to improve
the quality of patient care and optimize patient safety
As more and more residents are using various elements of
electronic medical records (EMRs) they also need to be familiar
with extracting and utilizing data to explore safety aspects of
patient care. Equally, many hospital organizations are now doing
such data extracts and presenting them to both individual
physicians and departments. When well constructed, such
syntheses can be very helpful but one needs to be a savvy consumer
(e.g., recognizing the statistical requirements to identify relevant
change versus monthly random variation around a mean).
Residents can be readily engaged both individually and in small
groups to review such departmental reports and consider potential
changes for system improvement (e.g., hand washing frequencies).

17

Key competency 2: Engage in the
stewardship of health care resources
Physicians have been given a significant challenge as it relates to
the use of precious health care resources. With aging populations
and general population growth these pressures will only continue
to expand. A physician’s responsibility is ultimately to his patient
in that he/she must facilitate and provide the best possible patient
care yet simultaneously ensure that resources are being used
wisely, such that wastage is minimized and patient outcomes are
maximized. The key to this delicate balance is the utilization of
evidence-based medicine at all times. This will ensure that health
care dollars are being spent wisely and are being targeted towards
improved patient outcomes.

You have received the monthly surgical site infection (SSI)
rate data for your hospital. This becomes an excellent
opportunity to discuss the following with your residents:
• What is the current protocol for minimizing SSI?
• What is the evidence supporting the local protocol
(and therefore quality of the protocol)?
• What is the resident’s role in minimizing SSI? Their
specialty’s role (e.g., surgery resident versus
anesthesiology resident)? The role of the rest of the
team involved in the life cycle of the surgical patient?

The difficulty facing physicians and their administrative colleagues
is how to measure the return on investment of a health care dollar.
In contrast to the financial sector of the economy, return on
investment with the health care dollar is based on a much broader
definition. Within the medical field, return on investment is based
on balance sheets along with quality assurance metrics that include
patient experience and communication metrics; factors that are
difficult to attach a dollar value to.

• What are the resident’s observations on the overall
compliance rates with the protocol elements?

Within the key competency, Engage in the stewardship of health
care resources, there are two enabling competencies. Namely,
physicians are able to:
• Allocate health care resources for optimal patient care.
• Apply evidence and management processes to achieve costappropriate care.
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Enabling competency 2.1: Allocate health care resources for
optimal patient care
Resource allocation is conceived as a function of good stewardship
in CanMEDS 2015 (Dath et al., 2014). In the context of this
competency, health care resources include the workforce (e.g.,
human resources), policies (e.g., programmatic, disease-based),
and physical infrastructure (e.g., capital investment). Residents
need to consider justice, efficiency, and effectiveness in the
allocation of these resources to support optimal patient care, which
is defined as:
• Superior outcomes
• High levels of patient safety
• Time-sensitive care delivery

Video: Developing the CanMEDS Leader: Why is this key
competency important to develop in residency?

•

Strategies for helping learners develop competence in each of these
two areas are described in the following sub-sections.

Unbiased access

To effectively develop proficiency in this enabling competency, the
learner needs to:
1. Develop understanding of the developing trend in outcome
tracking, both for the physician and the hospital. The resident
should become acquainted with bodies that are tracking
outcomes (e.g., National Surgical Quality Improvement Program
(NSQIP)).
2. Be familiar with the concept of communities of practice where
outcomes are measured on a physician-basis. Many specialtyspecific communities of practice exist across the country. Have
the resident research local opportunities and become involved.
If none exist, encourage the resident to begin one via a research
project.
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3. Understand the concept of patient safety and be an active
participant in the review of patient safety data provided at the
local and/or national level (e.g., PSLS, M&M Rounds). Residents
should be actively involved in these rounds with the goal of
developing strategies for patient care and safety improvement.

1. When discussing or addressing Divisional,
Departmental, and/or Hospital complication rates refer
to the Comprehensive Unit-based Safety Program
(CUSP), which is responsible for overseeing patient
safety and complication rates. There are CUSP teams
at many hospitals nationally. Encourage residents to
become a member of a relevant CUSP team (e.g.,
Operating Room, Ward, Wound Management Group).

4. Become acquainted with the concept of time-sensitive care
delivery and participate within the provided standards of the
timing of care delivery. Several examples exist, including the
nationally recognized Wait Time Information System (WTIS).
With the understanding of optimal patient care as defined above,
the learner will be more equipped to assign resources accordingly.
In order to do so, the learner will need to:

2. Encourage residents to be active participants in the
review of patient safety data. When participating in
morbidity and mortality (M&M) rounds, formalize this
discussion around an accepted M&M classification
system (e.g., Clavien-Dindo Classification of Surgical
Complications).

1. Understand funding formulas for human resources within the
global health care budget. This knowledge will allow the learner
to focus his/her energies regarding resource allocation
optimally. Consider having residents audit hospital finance
committee meetings (with approval from hospital
administration).

3. Understanding funding formulas will allow the learner to
focus his/her energies regarding resource allocation
optimally. “Quality-Based Procedures” (QBPs) is a new
and novel formula funding system used by the Ontario
Ministry of Health and Long-Term Care to fund
“diseases” rather than hospitals. Have residents review
this new approach and present to staff and residents at
rounds.

2. The learner needs to be aware and stay abreast of changes in
existing funding models/policies that direct resources towards
patient care delivery. These may be programmatic or diseasebased. Refer residents to the Ministry of Health and Long-Term
Care websites that define funding formulas, such as case
weighting.
3. The learner will need to develop knowledge with regard to
process and procedures that are followed in order to allow for
investment in capital equipment that would be used to provide
state-of-the-art patient care. Encourage residents to participate
in the presentation of requests for investment to the capital
budget committee of your hospital.
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Enabling competency 2.2: Apply evidence and management
processes to achieve cost-appropriate care
It is important to understand that evidence-based medicine is not
health care rationing. The concept within this enabling competency
is for the resident to acquire the skill sets that will allow for an
understanding of wise outcome-based resource assignment.
Evidence-based medicine is the key to success within this enabling
competency.

Evidence-based decision making
During your clinical teaching, ask residents what evidence
they are grounding their assessment and management
decisions in. Encourage residents to refer to the following
resources:

The resident will need to:

1. Choosing Wisely Canada: When considering whether a
test is efficacious on an outcome/statistical basis.

1. Be able to measure outcome changes and differences between
different treatment models. This lends itself to a scholarly
project at many levels.

2. Specialty-specific disease and treatment guidelines:
When establishing patient care plans.

2. Understand cost differences between treatment models and
their direct or indirect relationship to outcome differences.
Further scholarly project options exist here.

3. Canadian Task Force on Preventive Health Care: When
considering various screening tests.

3. Become acquainted with the more intangible outcome measures,
such as patient experience, communication techniques, and
information sharing, and be able to assign a value to these with
regards to cost-appropriate care. Patient surveys could be used
in an attempt to assign a nonmonetary value to these examples.
4. Understand the diagnostic yield of investigations (laboratory,
radiographic) along with their cost structure and establish need/
indications and usefulness. This information is available within
existing literature and residents could present in this area in a
journal club format.
5. Stay abreast of the epidemiological data of screening tests and
utilize screening tests based on this evidence. The learner could
prepare a presentation around screening tests relevant to their
specialty and present it to colleagues.
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In clinics and during patient encounters

During hospital-based in-patient rounds

It is within the clinic setting that a physician has the
greatest impact on the stewardship of health care
resources. Today’s patients are inundated with information
from multiple sources, including the Internet. A patient
request for a particular treatment pathway must be
supported by the physician only when it is evidence-based
and in the patient’s best interest. Individual specialties will
have a plethora of examples, as it relates to the disease
profiles within each specialty. Evidence-based medicine is
not health care rationing. Requests for treatments that are
not evidence-based provide an opportunity to discuss the
literature with the patient in lay terms thereby improving
communication and advocacy skills.

It is during hospital-based in-patient rounds that the
physician has a role to play in the administration and use
of hospital-based funding. The patient length of stay is of
paramount importance. Patient length of stay is perhaps
the most malleable within planned elective-based
admissions. A physician has the ability to perfect specific
elements of his/her specialty while providing the best
patient outcomes with the shortest possible length of stay.
Several studies have shown that patients recover better at
home than they do in the hospital. The decreased length of
stay decreases the patient’s exposure to other hospitalacquired diseases. Patient outcomes are optimized and
the physician maintains the role of patient advocate.
Investigations for in-patients need to be ordered in a
prudent and evidence-based fashion. The use of
unnecessary laboratory work and radiographic
investigations is an expensive proposition that does not
improve patient outcomes. The unnecessary duplication of
investigations is another expenditure that does not provide
the patient any benefit. Clear communication among all
disciplines minimizes the amount of duplication.
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Procedural and technological applications

Office management/practice administration

Physicians are inundated by industry as it relates to the
purchase and use of evolving technologies. The
technologies that are selected for use need to be of
proven benefit to the patient as it relates to the technology
it is replacing. There are many historical examples within
individual specialties where investments have been made
in equipment that has not yet been proven to be of patient
benefit or endorsed by its specialty. The learner should
consider literature reviews on all technologies before using
them.

A large component of a physician’s professional life
resides within the administrative category. A physician is
responsible for the administration of his/her own practice,
along with the administration of the hospital budget. It is
the physician’s obligation to take a leadership role where
possible within the hospital’s administration that is
responsible for best possible patient outcomes. Where
possible, a physician in training or in practice needs to
acquaint him/herself with the financial infrastructure of the
health care environment within which he/she practices.
Where possible, learners should be encouraged and
mentored by leaders in order to develop this skill set.
Learners should be placed in relevant leadership roles at
the appropriate time in their training.

Key competency 3: Demonstrate
leadership in professional practice
Within the key competency, Demonstrate leadership in
professional practice, there are two enabling competencies.
Namely, physicians are able to:
• Demonstrate leadership skills to enhance health care.
• Facilitate change in health care to enhance services and
outcomes.
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The first two stages can be categorized as “transactional
leadership”, where the leader is most concerned with maintaining
the flow of operations. The last two stages are examples of
“transformational leadership”, where the leader is engaged in
strategic decision-making to move the organization to high
performance through change.

Video: Developing the CanMEDS Leader: Why is this key
competency important to develop in residency?
Strategies for helping learners develop competence in each of these
two areas are described in the following sub-sections.

Enabling competency 3.1: Demonstrate leadership skills to
enhance health care

Image adapted from Self Leadership International (www.selfleadership.com)

The development of leadership skills requires a lifelong learning
approach. Leadership matures over time with experiences. The
leadership development continuum occurs through four
overlapping stages; each stage building on the stage before it:

To effectively lead others, the resident needs to:
• Have a working definition of leadership.
• Be aware of their leadership style.

1. Self leadership: Leading and understanding yourself

• Appreciate the leadership and followership styles of others.

2. Team/Operational leadership: Leading and understanding
others
3. Business leadership: Leading opportunities
4. Strategic leadership: Leading change
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Define leadership

Build self-awareness of leadership skills

• Individually or in small groups, have learners
brainstorm the characteristics of good and ineffective
leadership and share one or two word phrases
describing what leadership means to them.

Provide self-assessment tools to learners and ask them to
identify 1 or 2 changes they will make to improve their
leadership skills. Follow-up a month later with the learners
individually or in a small group to discuss progress and
challenges and share ideas. Consider the following selfassessment tools and lists to guide this activity:

• Explore famous quotations related to leadership and
discuss what they mean to the resident.

• Myers Briggs Testing

• Ask learners to share their experiences of leadership
success and failure and strategies for improved
leadership.

• True Colors
• Big Five Personality Traits

• Discuss famous examples of leadership and why they
are good examples.

• Revised NEO Personality Inventory
While these tools are proprietary and involve a cost to use,
consider negotiating with licensed providers for group
discounts through batch testing. Advocate for the use of
this type of testing with your Program Director. Smaller
programs can partner with others to achieve affordability.

• Encourage engagement in popular cultural examples
of leadership (e.g., movies, Internet). Use these
examples as a “fun” platform to discuss different
leadership successes and failures:
o
o
o
o
o
o

Invictus
Apollo 13
Wall Street
Wolf of Wall Street
Master and Commander
Gladiator

Administer tests early on in residents’ training to allow for
enrichment in the reflection required to develop in this role.
Return on investment and engagement can be further
maximized through subsequent journaling activities
throughout training.
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Journalling

Formal courses

Residents can reflect on leadership and followership
activities through journaling. Journaling is a skill that needs
to be developed over time and should be encouraged. Any
resistance to engage in reflective journaling should
diminish over time as the process becomes appreciated
and easier with experience.

• Resident as Leaders (RALS): Offered through the
Office of Postgraduate Medical Education Office,
RALS is a valuable resource for the development of
all stages of leadership. Unfortunately, enrolment in
these courses is limited so space is often reserved for
residents with administrative responsibilities or with
demonstrable interest in leadership.

Reflective journals should include the following:

• Physician Management Institute (PMI) Courses:
The Canadian Medical Association (CMA) offers a
breadth of leadership courses through their Physician
Management Institute (PMI). These courses are
traditionally offered to faculty but residents are
welcome to attend. The CMA offers opportunities to
customize courses for resident audiences of sufficient
numbers. Further, there are a series of online selfdirected PMI courses for residents.

• A brief description of the scenario or activity.
• Personal comments after reflecting on the scenario or
activity.
• Notes, images, drawings, and photographs that are
deemed appropriate.
• Extracts from the literature to support the reflection.

• Graduate Degrees: Masters in Business
Administration and/or Masters in Health Administration
are not practical for completion concurrently with a
residency. These graduate degrees could be
considered for exceptional residents who are offered a
sabbatical from their clinical training. Graduate
degrees have significant associated costs. These
degrees may offer their best return on investment
following residency training after a period of
independent clinical practice.

Reflective journaling is most powerful if there is an
opportunity for review and support from a leadership
coach or mentor in strict confidence.
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Resources
Viren Naik’s Top 5 resources for leadership:
1. Mind Tools
2. BusinessBalls.com

Involve residents in change management initiatives

3. Harvard Business Review. HBR's 10 Must Reads on Leadership.
Boston: Harvard Business School; 2011.

5. Maister DH, Green CH, Galford RM. The Trusted Advisor. New
York: Free Press, 2002.

Invite residents to lead or assist with a change strategy
that could improve the quality of care and safety for
patients and/or the engagement of health care staff. There
are many toolkits to support the management of change
within a department, organization, or on a larger scale.
These resources mostly originate in the business literature
but have widespread applicability to other industries,
including health care. Some of the most useful resources
in Canada include:

Enabling competency 3.2: Facilitate change in health care to
enhance services and outcomes

• Business balls change management: Organizational
and personal change management, process, plans,
change management and business development tips

Facilitating change requires strategic leadership (i.e., stage 4
transformational leadership). In order to facilitate change
effectively, physicians should have some experience with the first
three stages of leadership: Self, team/operational, and business
leadership. Change can be guided by many different models (see
Teaching Tips). All of these models hinge on creating a sense of
urgency or dissatisfaction with the current norm as a platform to
move forward to a change.

• Change management: Making organization change
happen effectively (MindTools)

4. Maxwell JC. The 360˚ Leader: Developing Your Influence from
Anywhere in the Organization. Nashville, TN: Thomas Nelson;
2005.

• Beckhard and Harris’ change equation: Overcoming
resistance to change (MindTools)
• Harvard Business Review
Have the residents present their projects to their
department. Through projects and/or presentations,
residents can achieve a greater understanding of the
enablers and barriers for successful change directed
towards physicians, departments, hospitals, and health
care systems. Synthesis and presentation of these
materials can serve as a scholarly project that can be
assessed with similar metrics to other forms of scholarly
presentation or dissemination.
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Involve residents in national and regional political
forums

Invite residents to hospital committees and
departmental meetings

Residents should be encouraged to become involved in
political representative and lobbying organizations
provincially and nationally. For example:

Consider inviting residents to observe departmental
discussions and hospital committee meetings where
appropriate. Participation in and observation of these
committees will give residents a better appreciation of the
enablers and barriers to change initiatives. Observation of
transformative leadership can provide the necessary role
modelling for future success with projects requiring
change. Hospital committees that can provide particular
insight include:

• Professional Association of Residents of Ontario
(PARO)
• Resident Doctors of Canada (RDoC – previously
CAIR)
Invite residents to the same political forums staff
physicians attend in the hospital and regionally. For
example:

• Residency Program Committee (RPC)
• Department/Division Committees

• Local Health Integration Network

• Senior Management Team

• Provincial Ministry of Health and Long-Term Care
Forum

• Medical Advisory Committees
• Quality, Safety, and Performance Committees

• Provincial lobbying authorities for physicians (e.g.,
Ontario Medical Association)
• Provincial licensure authorities (e.g., College of
Physicians and Surgeons of Ontario)
• National accreditation authorities (e.g., Accreditation
Canada, Royal College of Physicians and Surgeons
of Canada, College of Family Physicians of Canada)
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Key competency 4: Manage career
planning, finances, and health human
resources in a practice

Strategies for helping learners develop competence in each of these
three areas are described in the following sub-sections.

Enabling competency 4.1: Set priorities and manage time to
integrate practice and personal life

Within the key competency, Manage career planning, finances, and
health human resources in a practice, there are three enabling
competencies. Namely, physicians are able to:
• Set priorities and manage time to integrate practice and
personal life.
• Manage a career and a practice.
• Implement processes to ensure personal practice
improvement.

Video: Developing the CanMEDS Leader: The importance of time
management.
In order to effectively manage a practice, physicians need to be able
to reflect on and set personal, educational, and professional goals.
Aligning short, medium, and long term goals, as well as developing
time management skills, is key to doing this. Helping learners
develop knowledge and skills in the following areas will therefore
support their development as leaders:
• Application of time management models to current and future
practice:
o Eisenhower’s Urgent/Important Principle
o Covey’s Time Management Matrix for physicians
• Goal setting for time management

Video: Developing the CanMEDS Leader: Why is this key
competency important to develop in residency?
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The identification and practice of time management skills will
likely improve physician efficiency and have a positive impact on
overall career satisfaction and achieving a professional-personal
life balance.

• Provide examples of your own time management
growth and how you apply principles of time
management in practice. For example, what did you
do to become more efficient and not waste time? Are
there specific times of the day when you are most
productive? Do you have successful strategies for
managing email?

Residents complete a mandatory Time Management course in their
first year of residency offered through the Office of Postgraduate
Medical Education.

• Ask residents to list the academic tasks they need to
accomplish in their current rotation. Then, using Table
2 in Gordon and Borkan (2014) ask residents to
categorize each task in terms of the type of
concentration and the amount of time needed to
complete the task. This is a fundamental skill for
setting up a work schedule and can be an initial step
in completing a “one week” schedule exercise. This
can also be applied to personal tasks.

Define time management skills
• Individually or in small groups, have learners
brainstorm the characteristics of good time
management and ineffective time management.

• Ask residents to create a “one week schedule” for one
week of their professional schedule. The article by
Gordon and Borkan (2014) is an excellent resource
for assisting residents complete this reflective
exercise of planning. Gordon and Borkan emphasize
that effective time management requires setting shortand long-term goals; setting priorities among
competing responsibilities: planning and organizing
activities; and minimizing exposure to circumstances
that result in wasted time. During this exercise,
residents should identify times in the week for their
personal optimal productivity.

• Ask learners to share their experiences of time
management success and failure (e.g., managing
emails) and strategies for improved time
management.
• Review Covey’s Time Management Matrix for
physicians (see Time management: A review for
physicians and/or What Stephen R. Covey Taught Me
About Time Management [video]) and ask learners to
complete the Covey’s Time Management Matrix for
physicians exercise for their own schedules.
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Mentor for practice management

Build self-awareness of time management skills

• Encourage learners to seek out and build a
relationship with a mentor or coach for practice
management. Discuss mentorship, recognizing that
programs vary in their mentorship structures (ranging
from formal to informal).

Provide self-assessment tools to learners and ask them to
identify 1 or 2 changes they will make to improve their time
management skills. Follow-up a month later with the
learners individually or in a small group to discuss
progress and challenges and share ideas. Consider the
following self-assessment tools and lists to guide this
activity:

• A mentor or professional coach may be particularly
helpful for a learner who has difficulties such as:
arriving on time, completing charting documentation in
the expected time frame, staying later than colleagues
at work to complete clinical duties, taking on too many
tasks and not staying on top of them, and
experiencing fatigue and stress due to workload.

• How good is your time management?
• 10 common time management mistakes
• How well do you delegate?
• 10 common time wasters and potential solutions

• Use supervision time in the clinical environment to
reflect and provide feedback to learners on their time
management skills.
• Individually or in small groups, have learners share
one or two word phrases describing what mentorship
means to them.
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Resources
Time Management
1. Patel H, Puddester D. The time management guide: A practical
handbook for physicians by physicians. Ottawa: Royal College
of Physicians and Surgeons; 2012.

Journaling
Residents can reflect on time management, including goal
setting and delegation activities, through journaling.
Journaling is a skill that needs to be developed over time
and should be encouraged. Any resistance to engage in
reflective journaling should diminish over time as the
process becomes appreciated and easier with experience.

2. Mind tools: Time management
3. What Stephen R. Covey taught me about time management
(video)
4. Covey SR. The 7 habits of highly effective people. London:
Simon & Schuster; 1990.

Reflective journals should include the following:

5. Allen D. Getting things done: The art of stress-free
productivity. New York: Penguin; 2015. [video]

• A brief description of the scenario or activity.
• Personal comments after reflecting on the scenario or
activity.

6. Brunicardi FC, Hobson FL. Time management: A review for
physicians. J Natl Med Assoc. 1996 Sep; 88(9): 581-587.

• Notes, images, drawings, and photographs that are
deemed appropriate (e.g., their professional calendar
and how they implemented time management skills).

7. Gordon CE, Borkan SC. Recapturing time: A practical approach
to time management for physicians. Postgrad Med J
2014;90:267-272.

• Extracts from the literature to support the reflection.

8. Johnson SR. Personal productivity: How to work effectively
and calmly in the midst of chaos; 2008.

Reflective journaling is most powerful if there is an
opportunity for review and support from a leadership
coach or mentor in strict confidence.

9. Lowenstein SR. Tuesdays to write … A guide to time
management in academic emergency medicine. Acad Emerg
Med 2009;16:165-167.
Coaching
1. Institute of Coaching at McLean Hospital
2. International Coach Federation
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Enabling competency 4.2: Manage a career and a practice
In order to effectively manage a practice, physicians need to be
aware of societal needs and current and projected workforce
requirements, aligning these with personal factors in order to
choose a career. During residency this means reconciling
expectations for practice with job opportunities and workforce
needs and adjusting educational experiences to gain the required
competencies for future independent practice.

Help residents understand the drivers of health care
The websites of the regulatory, licensing, and lobbying
groups are useful resources for educating physicians
about the current drivers and resources available for
health care at the federal and provincial level. Some of the
most useful resources in Canada are:

Financial planning is fundamental to a medical career. There is
need to reconcile projected residency expenses against expected
income and plan practice finances based on short- and long-term
goals. Learners need to understand remuneration models as they
pertain to their own discipline.

• Canadian Medical Association
• Federal and Provincial Medical Regulatory Authorities

Physicians need to be aware of factors that impact health human
resources at the office, hospital, department, and provincial level.
In independent practice, a physician may be managing a workforce
and as such needs to be aware of the legal requirements when
hiring and working in teams.

• Canadian Medical Protection Association
Invite residents to present to their Department regarding
challenges to current models of health care delivery in
Canada. Through projects and/or presentation, residents
can achieve a greater understanding of the challenges for
physicians, departments, hospitals, and health systems in
the delivery of care. Synthesis and presentation of these
materials can serve as a scholarly project and can be
assessed with similar metrics to other forms of scholarly
presentation or dissemination.

Residents complete a mandatory Practice Management course in
senior residency offered through the Office of Postgraduate
Medical Education.
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Resource
Fréchette, D., Hollenberg, D., Shrichand, A., Jacob, C., & Datta, I.
2013. What’s really behind Canada’s unemployed specialists?
Too many, too few doctors? Findings from the Royal College’s
employment study. Ottawa, Ontario: The Royal College of
Physicians and Surgeons of Canada. Available: http://
www.royalcollege.ca/portal/page/portal/rc/common/
documents/policy/employment_report_2013_e.pdf

Encourage residents to engage in financial planning
There are local resources from financial institutions such
as banks, financial planners. Nationally, MD Financial
Management has a number of resources of seminars and
online modules. Have residents complete these online
modules.

Key competency 4.3: Implement processes to ensure personal
practice improvement
In order to effectively manage a practice, physicians need to
develop systematic habits for ongoing practice management using
technologies and practice management tools. This allows the
creation of personal organized practice plans to improve patient
care for continuous practice improvement. Physicians also need an
understanding of how practice standardization can improve quality
of health care and knowledge of provincial regulatory body roles in
setting standards of practice and physician practice assessments.

Invite residents to hospital committees and
departmental meetings
Consideration should be made to invite residents to
observe department discussions and hospital committee
meetings where appropriate. Participation in and
observation of these committee discussions can give
insight into the factors impacting physician human
resource planning for the various disciplines.
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Case-based discussion

Small group discussions around critical incidents

Use the following scenario as the basis for a small group
discussion or an individual project (theoretical or real) for a
practice plan improvement. Residents should evaluate the
problem, set priorities, execute the plan, and analyze the
results.

The Quick Answers section on the Canadian Medical
Protective Association (CMPA) website provides answers
to issues that may arise in resident or staff practice; for
example, “I am the subject of a hospital complaint or an
investigation”. These issues can form the basis of small
group discussion facilitated by a faculty member. Many
residents will be involved in critical incident reviews during
their training. Preparing for potential future events and
learning from these experiences when they do occur is a
valuable learning experience that can prepare residents
for current and future practice. Small group discussion can
allow residents and faculty that have been in such
situations to share if they are comfortable doing so.

Dr. Smith is a new chief resident and has been
directed by the Residency Program Committee and
her peers to facilitate a change from a 24-hour on-call
in-hospital service responsibility to shifts with a
maximum 12-hour duty. The Department is concerned
that there are not enough residents for the service
requirements and residents are concerned about the
compromise to their experience and education. Dr.
Smith wonders how to facilitate this significant change
in the residency program.
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Scenario: Scheduling

Scenario: Running a practice

Share the following scenario with residents and discuss:

Use the following scenario for discussion:

You are working in an outpatient clinic and have
control over your schedule, how can you most
effectively arrange your clinical schedule with patient
bookings?

You are planning on a practice with an office
component and will need to be hiring staff and
managing your office team.
Dr. Daniel G. Wallace provides resources to address this
in his presentation Recruiting, Supervising, and Motivating
Office Staff (NB: not all slides are relevant to the Canadian
health care system), as well as additional scenarios that
can be used in individual and group discussions.

• Dr. Jeffrey P. Friedman provides practical tips for
efficient clinic booking in his presentation Physician
Time Management (NB: not all slides are relevant to
the Canadian health care system). Encourage
residents to reflect on their own experiences and how
they can incorporate tips from the presentation into
their own current or future outpatient work.

Resources

• Share your own strategies for how you manage your
clinical calendar, indicating what has worked as well
as what has not worked for you.

1. Principles of Practice and Duties of Physicians (College of
Physicians and Surgeons of Ontario)
2. The Canadian Medical Protective Association (CMPA) offers
learning modules on
•

Safety of care: Improving patient safety and reducing risks

•

Duties and responsibilities: Expectations of physicians in
practice

3. CMPA Good Practices Guide: Good practices are ways of
thinking and acting that the CMPA believes will help physicians
provide safe care to patients and reduce medico-legal risk.
Designed for medical students, residents, and teaching faculty.
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4. Transition to Practice is an important focus of senior residency
and/or fellowship. The changing practice of medicine:
Employment contracts and medical liability (CMPA, 2012) may
be a helpful resource or a focus of a discussion group for senior
residents with staff participation.
5. CMPA Electronic records handbook is a practical resource for
physicians, describing the implementation and use of electronic
medical records and electronic health records, including
benefits, technological issues, and medico-legal risks.
6. CMPA 10 tips for using electronic records provides a review of
problems, pitfalls, and emerging liability issues with the use of
electronic patient records.
7. CMPA A matter of records: Retention and transfer of clinical
records provides an overview of the principles of retention,
sharing, and transferring of medical records.
8. MD Management have resources on their website that
residents may choose to explore (NB: this is a for profit
company owned by the Canadian Medical Association):
•

Medical practice incorporation

•

Preparing for practice

9. Recruiting, Supervising, and Motivating Office Staff (NB: not
all slides are relevant to the Canadian health care system)
10. Physician Time Management (NB: not all slides are relevant to
the Canadian health care system)
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Evaluating the CanMEDS Leader
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Evaluating the CanMEDS Leader

Video: Developing the CanMEDS Leader: Evaluating the CanMEDS Leader
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What is assessment and evaluation?
(from Lesson plans to rubrics: A practical guide to curriculum
for k-12 educators)
The terms evaluation and assessment are often used
interchangeably in education. Technically, assessment implies
collecting information to provide feedback and guide the learner
to the next level. Whereas evaluation implies making a
judgement on the information collected (e.g., you are
competent, you can move on to the next level of training).
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Reference

There are three main types of assessment: Diagnostic, formative,
and summative. The characteristics of each are presented in the
following table:

1. MacDonald CJ, Mace H, Archibald D, Sun R. Lesson plans to
rubrics: A practical guide to curriculum design for k-12
educators. Ottawa: CollaLearning Corp; 2013.

TYPE OF ASSESSMENT

DESCRIPTION

DIAGNOSTIC

FORMATIVE

SUMMATIVE

What
knowledge or
skills do
learners
already have?

How are
learners
progressing
with
knowledge or
skills?

What are the
learners’
knowledge and
skills now?
To derive a grade

To direct
instruction or
plan learning

To provide
specific
feedback for
improvement
as a means to
improve
learning

TIMING WITH
RESPECT TO
INSTRUCTION

Before

During

After

FREQUENCY
DURING
INSTRUCTION

Once

Frequently

Once

NATURE

Many
questions
related to
general
knowledge

Few questions
related to
specifics

Many questions
related to
specific and
general
knowledge

To identify
problems and
group learners
PURPOSE

To incorporate
improvements
and progress in
the culmination
of learning
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Why evaluate?
The Royal College of Physicians and Surgeons of Canada and the
College of Family Physicians of Canada require preceptors to
demonstrate they are evaluating their residents on the
CanMEDS Leader role as part of the accreditation process.

• To motivate residents.
• To decide whether residents are at a level of competency to
graduate and be “safe in practice”.
• To be accountable to residents, the department, the Faculty,
the University, the Colleges, and the public.

There are many other practical reasons for evaluating residents:
• To determine if the required competencies have been
achieved.
• To determine what knowledge and skills residents have
acquired.
• To observe residents’ development in attitudes and practice.
• To determine what topics should be expanded, reduced,
added, or eliminated from the curriculum.
• To communicate with residents.
• To help residents realistically evaluate themselves and their
practice.
• To obtain feedback on performance.
• To find a basis for designing a program for a resident or
group of residents.
• To provide residents with practice.
• To determine where the curriculum needs improvement.
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Tying evaluation to Competence by Design
With the global shift towards competency-based medical
education, the Royal College of Physicians and Surgeons of
Canada is in the process of implementing the Competence by
Design (CBD) program. CBD “is based on determining what
competencies and assessment tools are required to meet those
needs and sets appropriate curriculum for residents and
physicians in practice” (Royal College of Physicians and
Surgeons). Within this model of medical education, resident
training is broken down into a series of integrated stages
starting with Transition to Discipline and progressing to
practice. Each stage of training has defined abilities expected of
the resident and required prior to moving onto the next stage.
The CanMEDS 2015 Framework describes these milestones for
each of the CanMEDS roles. In each stage of the CBD program,
residents would likely have a didactic and experiential
component, which would be evaluated in a formative manner
during that stage. In order to progress to the next stage,
residents would have to demonstrate competence through a
summative evaluation. Ideally, the later stages of training would
focus more on workplace-based assessment, such as OSCEs,
Mini-CEX, and 360 degree evaluations.
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Evaluation tools
In order to make an evaluative decision, preceptors need tools to
guide their decision-making process. The following assessment
methods are preferred for evaluating the Leader role:
Multisource feedback and peer evaluation, simulation,
portfolios, and direct observation (Razack & Dath, 2006).

opportunity to recognize the importance of feedback for
individual practice improvement at all phases of a career.
The University of Ottawa Postgraduate Medical Education
Program uses PULSE 360˚ as their multisource feedback tool.

Simulation

Multisource feedback and peer
evaluation

Simulation can be used to assess residents’ performance in
complex situations that require the resident to provide
leadership. Simulation is particularly useful for assessing
management competence related to patient care (Razack &
Dath, 2006).

Businesses have traditionally used 360-degree
Sample Pulse
evaluation to evaluate management skills.
360 Report
Medical educators have adopted this approach
and termed it multisource feedback.
Multisource feedback is a useful tool for
assessing the Leader role as it solicits
information from multiple sources, both junior
and senior to the resident being addressed, as
well as from allied health professionals and
patients. Questions in the multisource feedback
should be designed to address the key competencies of the
Leader role (Razack & Dath, 2006). Further, 360-degree
feedback provides residents with the opportunity to reflect on
their current practice and set goals for further growth.
Conversely, providing feedback for a 360-degree evaluation on a
team colleague, resident, or faculty member provides a reflective

Portfolios
Portfolios allow residents to assemble evidence of their
competence and skill development throughout the duration of
their training. They can also be used as part of an overall
assessment at the end of training. As the management literature
emphasizes reflective learning, portfolios fit well with the role of
Leader. Encourage residents to collect evidence of their
management and leadership, such as committee work, quality
assurance projects, and audits, as well as elements that
demonstrate practice and career management (e.g., curriculum
vitae, discussions with mentors) (Razack & Dath, 2006).

44

ResEval logbook
The ResEval logbook (Android or iPhone/iPad) is an application
that allows residents to track their daily activities in each of the
CanMEDS roles. Residents can then send a copy of their log to you
for evaluation and add it to their portfolio.

Direct observation
There are many opportunities for direct observation of
management and leadership skills. For example, management of
clinical scenarios, time management during meetings, efficient
patient management, effective mobilization of health care
resources, delegation of tasks during clinics, and booking of
patients (Razack & Dath, 2006).

References
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1. Understand the key competencies for the Leader role as defined by your
College.
2. Leadership is not about telling others what to do, but inspiring and
motivating others towards a goal.
3. Leadership is a competency that needs to be learned and taught explicitly;
people are not “born leaders”.
4. It is never too early to begin developing competencies related to the Leader
role.
5. Integrate the teaching and evaluation of the Leader role into your regular
clinical teaching.
6. Assessing leadership is complex and must always be formative not
summative.
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