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(Author affiliations can be found at the end of the article)

Abstract
Purpose – Physicians are often ill-equipped for the leadership activities their work demands. In part,
this is due to a gap in traditional medical education. An emergent international network is developing
a globally relevant leadership curriculum for postgraduate medical education. The purpose of this
article is to share key learnings from this process to date.
Design/methodology/approach – The Toronto International Summit on Leadership Education for
Physicians (TISLEP) was hosted by the Royal College of Physicians and Surgeons of Canada, and the
University of Toronto’s Faculty of Medicine and Institute of Health Policy, Management and
Evaluation. Of 64 attendees from eight countries, 34 joined working groups to develop leadership
competencies. The CanMEDS Competency Framework, stage of learner development and venue of
learning formed the scaffold for the work. Emotional intelligence was selected as the topic to test the
feasibility of fruitful international collaboration; results were presented at TISLEP 2015.
Findings – Dedicated international stakeholders engaged actively and constructively through defined
working groups to develop a globally relevant, competency-based curriculum for physician leadership
education. Eleven principles are recommended for consideration in physician leadership curriculum
development. Defining common language and taxonomy is essential for a harmonized product. The
importance of establishing an international network to support implementation, evaluation, sustainability
and dissemination of the work was underscored.
Originality/value – International stakeholders are collaborating successfully on a graduated,
competency-based leadership curriculum for postgraduate medical learners. The final product will be
available for adaptation to local needs. An international physician leadership education network is
being developed to support and expand the work underway.

Keywords International, Health leadership competencies, Doctors, Education,
Leadership curriculum
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Introduction
The increasing complexity of health care calls for a relatively synchronous evolution in
our understanding of the competencies and capabilities that health care professionals
need to deliver care effectively in modern health care systems (Porter and Teisberg,
2007; Stoller, 2014 p. 235; Arroliga et al., 2014). Physician leadership is one such
competency, and medical educators around the world are at various stages of
responding to this need (Schwartz and Pogge, 2000; Blumenthal et al., 2012; Dhaliwal
and Sehgal, 2014; Frich et al., 2015). The recent change in terminology from “Manager
Role” to “Leader Role” in the CanMEDS Physician Competency Framework is one
example of a specific, responsive change in a national medical education policy designed
to promote the systematic development of core physician leadership competencies
(Frank et al., 2015). An opportunity to engage international medical education leaders
and other stakeholders at the 2014 International Conference on Residency Education
(ICRE) in Toronto, Canada, generated collaboration between the University of Toronto’s
(UofT) Faculty of Medicine and Institute of Health Policy, Management and Evaluation
(IHPME) and the Royal College of Physicians and Surgeons of Canada (RCPSC) in
hosting an international pre-conference physician leadership education summit (the
Toronto International Summit on Leadership Education for Physicians, TISLEP). The
aim of the summit was to explore how the expertise and experience of international
educators, learners and other stakeholders in physician leadership could work together
to create a common leadership curriculum amenable to contextual adaptation.
Following TISLEP, an international community of practice emerged which is
committed to developing, implementing and evaluating such a leadership curriculum on
an international scale. The purpose of this article is to share key learnings from the
collaborative efforts to date and their impact on the leadership curriculum under
development.

Background
Effective physician leadership and teamwork are considered key to transforming the
health care system at both the micro- and macro-systems levels. This imperative is
underscored by a burgeoning literature on the topic, and more importantly by a global
move to embed leadership development within medical education curricula. (Jardine
2015; AMFEM, 2008; Busari, 2015; FMEC, 2010, 2012; General Medical Council, 2012;
Health Workforce Australia, 2013; NHS, 2012). Despite international recognition of the
value of leadership development for health-care professionals, educators have not yet
defined an “optimal” leadership-training curriculum. A systematic review of reports on
physician leadership programs noted considerable variability in the conceptual
frameworks, content, teaching strategies and evaluation frameworks used, and
identified important outstanding gaps in existing curricula (i.e. enhancing
self-awareness, systems level outcomes and interprofessional leadership education)
(Frich et al., 2015; Busari et al., 2011). The current challenge has recently been eloquently
articulated by Bekas (2015); “How to best develop leadership throughout medical
education remains an open debate. Experiential learning, reflective practice, action
learning, and mentoring could provide the foundations of leadership development”.

The international move toward competency-based medical education provides an
opportunity to embed leadership training within formal medical curricula as part of the
renewal process. The RCPSC’s CanMEDS Competency Framework has formed the
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backbone of medical education across Canada and several other countries and
represents an example of how this could be facilitated. In the Leader role, as defined in
the new CanMEDS 2015 Competency Framework:

[…] 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 (Frank et al., 2015).

The competencies outlined therein offer a preliminary roadmap to achieving
competence. This change in training requirements, combined with the fact that robust
medical-leadership training is already occurring in various places worldwide, suggested
that collective expertise could be harnessed to create a leadership curriculum for
widespread use. Taking to heart the words of caution offered by Bekas:

[…] application of the aforementioned (i.e. experiential learning, reflective practice, action learning,
and mentoring) should be cautious due to limitations of the concept of leadership as currently
promoted and lack of robust evaluation strategies (Bekas, 2015).

A commitment to a robust and well-documented process of curriculum development,
implementation and evaluation was made.

Process
Physician and/or health-systems leadership education has long been a focus at the
UofT’s IHPME and for the past five years in the undergraduate medical curriculum as
well. Arising out of the CanMEDS 2015 Leader Role consultation process, a partnership
was established between IHPME, UofT’s Faculty of Medicine, and the RCPSC to
highlight physician leadership education through an international summit. Clinical
educators from the RCPSC and representatives from UofT’s two institutions formed a
committee to organize the event. Given the readiness in the postgraduate arena and the
opportunity to synergize with ICRE, the committee decided to focus on physician
leadership education in postgraduate medical education, from “requirements for
residency” through to “transition to practice” (Frank et al., 2015). The committee agreed
unanimously prior to the summit that, in principle, all physicians require basic
leadership competencies, and training should start as early as in the undergraduate
years. This view was based on the premise that all physicians are leaders by virtue of the
social contract assumed with their position as health care providers, and that front line
practitioners take on leadership in the course of their normal daily work.
While physicians interested in titular roles and system level change should be able to
access more advanced leadership training over time, a primary focus on leadership
competencies for all learners, from undergraduate through to practice emerged as the
starting point.

TISLEP 2014, Toronto proceedings and follow-up activities
TISLEP 2014 was held as a one-day, by-invitation-only pre-conference summit and
included a plenary session and panel discussion, two series of breakout groups and a
final wrap-up session. The purpose statement for the Summit, as described in the
invitation was the following:

An international audience of thought leaders and educators will meet to advance the
conversation on the many physician leadership types and their requisite competencies, and
discuss how stakeholders can collaborate to build the physician leaders of tomorrow. The goal
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will be to create guiding principles for developing a physician leadership curriculum that will
complement implementation of CanMEDS 2015 thereby driving improvement of the health
care system.

An annotated bibliography linking to three key references (Frenk et al., 2010; FMEC,
2010, 2012) was pre-circulated to all attendees, as was a draft document (unpublished)
by Adalsteinn Brown and colleagues outlining five draft guiding principles on
leadership development for consideration. The latter, reiterated in the Proceedings of the
Summit (TISLEP, 2014), are outlined below:

(1) All physicians are expected to be leaders within their clinical practice
environment.

(2) Leadership (in health care) is a people business so it must be taught and learned
around the people with whom leaders will need to work.

(3) Leadership training tailored to the clinical or system level should be guided by a
framework that pays attention to competency, character and managerial skills.

(4) Because of the importance of the character traits needed by leaders, training
should be grounded in situations and experiences that reflect the challenges that
physicians will face.

(5) Leadership training goals should ultimately focus on better health-system
performance.

Of 104 invitees, 64 individuals from eight countries attended the Summit, including;
patient representatives, physicians and other health care professionals; professionals
and educators from fields outside of health care; and administrators and learners. An
array of expertise was desired and represented, ranging from local, organizational and
systems level leadership to experts in patient safety, quality improvement, resource
stewardship, business, leadership and education. This wide representation also
provided broad-based and complementary inputs. The summit attendees agreed that
the guiding principles were on the right track and were also a good starting point. The
summit served to create a sense of urgency for the issues at hand and actually catalyzed
the curriculum development process, including a commitment to the presentation of
preliminary curricular content two years later at TISLEP 2016.

A post-summit electronic survey identified 34 individuals from five countries
interested in developing a postgraduate leadership curriculum. These individuals were
assigned a working group (WG) according to their stated area of interest: Four WGs
examined physician leadership competencies by venue of delivery (classroom versus
workplace) and by the level of learner background and/or future aspiration (core versus
advanced) respectively. A fifth WG focused on program evaluation and scholarship.
Regular virtual and phone WG meetings were convened by WG co-chairs, who
conducted their WG activities similarly with calls spanning up to four time zones. The
WG chairs themselves formed a multi-perspective advisory group tasked with making
recommendations for a leadership curriculum that could be implemented and
contextually adapted to meet the needs of different training programs in varied
environments, including internationally. The CanMEDS Competency Framework was
selected by consensus as the medical education scaffold for the work, and preliminary
work was targeted for presentation at TISLEP 2015 in Vancouver, British Columbia,
Canada. To facilitate the process described above, it was decided that approvals and
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decisions would be made through alignment rather than by consensus. More
specifically, if WG members disagreed with a decision, they were asked to present an
alternative proposal for consideration. If dissent persisted after the alternative proposal
was presented, the original decision would stand.

The TISLEP, 2014 agenda was designed to probe existing assumptions about
physician leadership, identify current controversies and begin to address opportunities
for an international agenda on curriculum development and scholarship. Summit
participants were first invited to confront the prevailing model of leadership, which is
anchored in theories and leadership skills, and instead consider an approach where
insights gained from participants’ personal leadership experiences iteratively inform
their actions and perspectives (Souba, 2011). What leadership is, and how it can be
learned, was a focal point of WG discussions. A recent systematic review noted:

[…] the leadership programs described in the medical literature focus more on the “know” and
“do” elements of leadership than the “be” component, which some argue is fundamental in
attaining the capacity to lead. (Frich et al., 2015)

Subsequent WG deliberations affirmed the need to emphasize understanding what it
means to “be a leader,” as well as the centrality of this concept to any leadership
curriculum.

Before the WGs committed to a particular leadership framework, they encountered
fundamental challenges stemming from the different lenses through which they viewed
the task of building a physician leadership curriculum. Firstly, while dividing the
groups by locus of teaching and learning had initially seemed to be a logical way of
distributing the workload, many WG members noted that the terms used to define
specific WG objectives were ambiguous. For example, would morbidity and mortality
rounds be classified as a “workplace activity” or a “classroom activity”? One group
considered “classroom” to include traditional settings (lectures, workshops, and
seminars) as well as other ways of learning (e.g. through supervision and coaching). In
an effort to make sense of terminology, another WG relabeled the activities as either
“work activities” (one’s professional practice) or “non-work activities” (only education
for the participants). Yet another attempt at classification differentiated between
learning that focused merely on the acquisition of general knowledge and/or skills (e.g.
“learner-centric”) and learning which was related to provider-patient interactions at the
point of care (“learner/patient-centric”). This description was ultimately questioned
given that all learning is ultimately focused on the patient. The complexity of classifying
educational activities is apparent in Table I, which describes the different categories and
demonstrates the overlap among them. The deliberation did however lead us to the
essential realization that opportunities to learn leadership were vast and varied, and
must include both didactic and interactive learning.

WG members also debated about the difference between “core” and “advanced”
milestones. For example, were core milestones landmarks for all learners or those
required in the “core” years of training? Were the advanced milestones for those further
along in their training or for those who already had basic leadership competencies at the
time of entry into a post-graduate medical training program (e.g. by virtue of already
having a Masters in Business Administration)? This conundrum was partially
addressed by replacing the terms “core” and “advanced” with “essential” and
“enriched”, terms that had been previously applied in the development of a
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competency-based family medicine curriculum (Iglar et al., 2013). Essential
competencies were those expected of all physicians at the end of their residency, usually
learned and evaluated at each training site. In contrast, enriched competencies were
more advanced; not all residents were expected to achieve this level of competency by
the end of their clinical training, and the specific training necessary (for some) to attain
this degree of leadership skill likely would not be available at all training sites. However,
the WGs continued to debate how to assign particular competencies to the basic and/or
enriched stratum, and which competencies should be placed in which category.

TISLEP 2015 and subsequent activities
In preparation for TISLEP 2015, WGs decided to focus on a single competency to test the
cohesiveness of the process and products of international collaboration. Emotional
intelligence (EI) was chosen for this purpose for three reasons: First, it resonated with all
WG chairs, given the incontrovertible centrality of self-awareness to being an effective
leader. Second, EI had been a central topic of discussion during TISLEP 2014 – including
conversations about how the lived experience of being a leader is key to one’s growth in
this role. Third, the logic of focusing on EI was further substantiated by evidence that
residents’ degree of EI could predict their success during residency (Ishak et al., 2009).
The group defined EI as:

[…] the ability to perceive emotions, to access and generate emotions so as to assist thought, to
understand emotions and emotional knowledge, and to reflectively regulate emotions so as to
promote emotional and intellectual growth. (Mayer and Salovey, 1997, p. 5)

To develop a framework for their work, most WGs mapped the stages of the CanMEDS
professional life cycle against EI attributes including self-awareness, self-regulation/

Table I.
Alternate methods

for classifying
learning activities by

venue of learning

Terms Educational description Examples of learning

“Classroom
activities” i.e. related
to traditional
educational settings

Lecture halls, workshops, and
seminars

Virtual classroom, journal clubs,
peer to peer interactions,
supervision, coaching,
mentorship, homework projects,
clinical rounds, research, grants,
and external leadership courses

“Work activities” i.e.
related to the
physician’s
professional practice

Patient care at the bedside,
health administration, research
activities, teaching activities

Participating in meetings,
writing grant proposals,
organizing patient discharge

“Non-work activities”
i.e. related to the
learning that is not
directly related to
patient contact

Non patient
care/administration/research/
teaching outcome from actions

Leading a mock resuscitation in
the simulation lab or attending a
large group session

“Learner centric”
activities

Learning that is focused merely
on the acquisition of general
knowledge and/or skills

Grand rounds, seminars, surgical
skills course

“Learner/patient
centric” activities

Competencies acquired at the
interface of direct patient care
respectively

Bedside rounds, morbidity and
mortality rounds, observed
learner-patient interaction
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self-management, motivation, social awareness/empathy and social skill (Goleman,
1998); these attributes were felt to support the concepts of being a reflective learner and
reflective practitioner. It was recognized that not every postgraduate resident would
become competent in every component of EI and that they could be stronger in some
areas than others. A combination of milestones, teaching and assessment strategies, or
tools and resources applicable to each EI attribute were also included in the mapping
exercise. The availability of existing tools to measure EI might abrogate the need to
develop measurement tools de novo.

The following list outlines 11 key concepts exacted from the outputs of the WGs that
were proposed for integration into an international physician leadership curriculum:

(1) All physicians are leaders and must be competent leaders.
(2) Leadership is relationship-centered; all stakeholder relationships influence

health care delivery (e.g. relationships between patients, physicians, other
healthcare providers, institutional management and government).

(3) Physician leadership education will enhance excellence in relationship-centred
integrated health care.

(4) Leadership competencies can be mapped against the stages of the professional
life cycle, providing a scaffold for graded milestone development.

(5) The leadership curriculum should be spiraled, with competencies being
revisited along the professional life cycle.

(6) While clinically-based learning remains the mainstay for acquisition of clinical
competencies, more formal classroom-type learning still plays an important
role. Foundational knowledge and/ or learning an organized approach to
material can be taught in a traditional or flipped classroom and / or using
simulation.

(7) A wide variety of traditional medical education teaching and assessment
strategies can be used both in the classroom and in the workplace.

(8) Both existing general leadership and health care professional leadership tools
and resources are available; the former can be adapted for use in physician
leadership training rather than starting to create resources de novo.

(9) At an enriched level, physician leadership education will enhance system level
integrated health care and enable learners to be active contributors and
architects of the system.

(10) A common language and taxonomy is important for international leadership
curriculum development.

(11) A leadership curriculum developed for international use should be kept high
level to allow for contextual adaptation.

The first three focus on physicians as leaders and the importance of physician
leadership education, and five are general statements regarding an educational
framework and teaching and assessment strategies for physician leadership education.
One acknowledges the importance of offering an enriched curriculum for those
interested in pursuing system level change. The last two statements address the
underpinnings of an international curriculum, which requires a common language and
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should be maintained as a high-level competency framework to enable contextual and
cultural adaptation as required.

Notwithstanding alignment across all WGs around these concepts, fundamental
questions still remained. At a basic level, which leadership competencies should be
considered essential for all physicians? Which are the enriched competencies? Should
faculty select individuals for enriched training, should learners self-select, or can both
approaches be considered routes to the enriched experience? All of these questions may
be best answered by consideration of the local training and/or cultural context.

More substantive leadership competency training issues became apparent while
working through the exemplar EI. For example, what is the approach to the learner who
is not achieving the appropriate milestones and/or does not acquire the basic EI
competencies by the end of their training? What EI competencies are requisite for the
faculty involved in leadership training? How is the time of clinicians protected to assist
learners who are deficient in their EI abilities? Many of these questions highlight the
common challenges in assessing competencies. Assessment by observation is a
hallmark of competency-based medical education (Holmboe, 2015); however, the
transformation to competency-based medical education will require a full program of
assessment to capture the many facets and nuances of the competencies (Holmboe and
Batalden, 2015, Whitehead et al., 2015).

Finally, issues related to the ultimate challenge of developing a globally relevant
and generalizable physician leadership curriculum remain. What local
infrastructure(s) are required for contextual and cultural adaptation? And how can
an international curriculum be transferable to countries/medical schools that do not
use a competency-based program? The importance of establishing and growing a
community of practice to support implementation, evaluation, sustainability and
spread of the program was underscored, and a commitment to inviting further input,
particularly from our international partners who join the community was made.

Participants to date and others who have joined since TISLEP 2015 are
committed to further development, implementation and evaluation of this
postgraduate physician leadership curriculum. The first curriculum modules are
expected to be launched in September 2016 at TISLEP 2016. By consensus of the WG
chairs, the LEADS leadership framework (LEADS Collaborative, 2015) will be
integrated with CanMEDS going forward. Key topics are being selected by the WGs
through a modified Delphi process. The goal is to have two case-based–
competency-based modules for each of the five pillars of LEADS ready for
presentation at TISLEP 2016. An international network is being formalized under
whose auspices this curriculum will fall; members have a vested interest in
following the course of design, implementation and evaluation of the curriculum,
and plan to contribute meaningful related scholarship to the literature.

Discussion
The international and intercontinental collaboration of a dedicated consortium of
educators, learners, patients and others has resulted in the development of a scaffold
on which to build a globally relevant, competency-based physician leadership
curriculum. For the first time, relevant expertise within and outside health care has
been harnessed for co-producing such a leadership curriculum. Although there have
been challenges finding the terminology that captures the intended concepts in
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graduated competency and learning strategies, the deliberations have proven
valuable in highlighting the necessity for a common language and functional
taxonomy for international collaboration. The principles proposed for developing a
competency-based leadership curriculum will ideally be generalizable to others
undertaking a similar task. Content development is underway through regular
virtual and phone communication, and a target date has been set for completing the
curriculum.

A review of the literature suggests that the approach used to conceptualize and develop
the competency-based medical curriculum described herein is unique. The unique aspects of
this competency-based curriculum include its reflection of global differences in existing
educational frameworks and teaching and learning strategies, resulting in international
co-development and opportunities for contextual adaptation. It is hoped that the geographic
diversity of participants in this curriculum development effort will help to facilitate
widespread acceptance in a variety of training contexts and locations, enable additional
curriculum modifications and development, and ultimately mitigate barriers to successful
course implementation. It is also hoped that curriculum dissemination, implementation,
program evaluation and sustainability, will be enabled through consolidation of a dedicated
community of practice that will share learnings and facilitate adaptations as required. It will
also allow for an unprecedented opportunity to look at outcomes through large-scale
program evaluation and collection of outcomes data. Formalization of the group with terms
of reference is underway, and international support through grant funding and other means
is being sought. Inclusivity and cultural awareness are core values of the community and
affiliation is open to all who are interested in this subject. While scholarship activities will be
key to disseminating the results of these efforts, this academic work will also serve to
enhance the immeasurable value of the networking and relations derived from them.
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