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Abstract
Physicians are often required to lead teams in clinical 
and non-clinical environments but may not receive 
formal training in advance of these opportunities. 
In this commentary, three medical learners discuss 
their views on leadership education in undergraduate 
and postgraduate medicine, arguing that leadership 
development should be more explicitly integrated 
into training programmes and that medical leaders 
need to be better recognised for their contributions 
to this field, much like expert clinicians, clinician-
educators and clinician-scientists are recognised for 
theirs. After reviewing the published literature in this 
domain, reflecting on their experiences engaging with 
medical leaders and attending a leadership education 
summit, the authors conclude that, as initial steps 
towards improving leadership training in medical 
education, faculties and programmes should commit 
to incorporating leadership training into their curricula, 
and strive to deliberately connect learners interested in 
leadership with practising clinician-leaders with an eye 
towards improving learners’ leadership skills. These first 
steps could help to catalyse the necessary shift towards 
improved leadership education and better patient care.

Leadership education in medical 
training
Physicians often find themselves in situations where 
they can lead, but are they well prepared for this role 
based on their formal training? Medical learners 
often experience a disconnect between what is 
valued on applications to medical school, residency 
programmes and staff positions, and what is empha-
sised in medical training. This disconnect is evident 
in the case of leadership. Competency frameworks 
such as CanMEDS 2015, CanMEDS-FM and the 
ACGME Core Competencies1–3 endorse leadership 
skills as a core competency of physicians. More-
over, competitive medical schools and residency 
programmes seek candidates with demonstrated 
leadership experiences. It is therefore paradoxical 
that leadership education remains an under-em-
phasised component of medical school and resi-
dency curricula. While a primary objective of 
medical training is to produce expert clinicians to 
deliver high-quality care, committing to leadership 
skills development for learners has the potential 
to significantly improve healthcare quality more 
broadly. For example, enhancing leadership skills of 
developing clinicians is likely to improve clinician 
effectiveness by preparing practitioners for clinical 
teamwork and the numerous leadership and admin-
istrative roles that directly affect, and can dramati-
cally improve, patient care.4 Fortunately, in recent 

years, there have been many calls to improve lead-
ership training in medical education programmes, 
and some notable progress has been made at both 
the undergraduate and postgraduate levels.5–11

For example, some undergraduate medical 
programmes, such as the University of Toronto, 
offer a master’s degree or certificate in leadership 
to a select group of interested students.5 To enhance 
leadership and advocacy training for all students, 
the University of Manitoba has incorporated a 
workshop that teaches medical students to write 
letters to their members of parliament about health-
care-related issues.5 Across Canada and the USA, 
medical students are supported by their faculties to 
attend ‘lobby days’, events where groups of medical 
students meet with local and national politicians to 
discuss issues such as universal drug coverage; many 
faculties also support programmes where students 
or physicians offer mentorship on the leader role.5 
Blumenthal and colleagues8 describe implementing 
a pilot leadership curriculum for internal medicine 
residents consisting of case studies and discussions 
about leadership at the clinical level and note that 
participants found that the course provided content 
and skills training relevant to their daily roles. This 
course has become required for all internal medicine 
residents in the programme. Two systematic reviews 
published within the last 5 years identified nearly 
70 different curricular efforts in leadership devel-
opment, many of which target medical students 
and trainees.12 13 Still, much work remains to be 
done because many of these activities only provide 
leadership experience to those already interested in 
leadership, and where universal programmes exist, 
they often are not as rigorous as other aspects of 
medical training.

As learners we perceive that time spent on lead-
ership training is still undervalued by faculty and 
training programmes. This has the effect of shaping 
a ‘hidden curriculum’14 which teaches some learners 
to devalue this skillset as well.

Why do programmes undervalue 
leadership skills training?
Below we discuss three potential explanations for 
why leadership skills development may be under-
valued in medical education.

First, educators may not believe that leadership 
skills can or should be systematically taught; rather 
these skills should be gleaned through experience 
in the clinical setting, and with time and delib-
erate practice, one will become more proficient. 
This may be compounded by the belief that one 
becomes more comfortable wielding authority and 
more capable as a leader as a direct result of clinical 
experience and growing clinical competence. This 
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is problematic, however, as previous research shows that leader-
ship skills can be effectively taught to clinicians.7 13 Furthermore, 
repeated calls for improved leadership teaching demonstrate 
that the status quo is not effectively preparing medical learners 
for leadership roles.6 7

Second, medical educators may believe that their learners, 
having been accepted into competitive medical schools and/or 
residency programmes, are a population of learners who have 
already acquired leadership abilities or who do not need addi-
tional leadership training. Yet, leadership skills can be continu-
ously improved through dedicated efforts, for example, through 
iterative cycles of experience, reflection and feedback.4 Addi-
tionally, the leadership challenges that clinicians face are often 
specific to the clinical setting in which they work. Healthcare is a 
complex, high-stake and often high-stress environment which is 
very different from the undergraduate extracurricular activities 
or the workplace experiences that serve as the most common 
sources of leadership experience for medical school applicants. 
Given these realities, it is imperative that leadership skills be 
developed in the healthcare setting to better ensure they can be 
deployed at the appropriate times to ensure high-quality care. 
To do so, leadership development efforts must also be structured 
intelligently and promoted by clinicians, medical educators and 
clinician-scientists. It is only when this training is valued by our 
supervisors that the hidden curriculum can change and that more 
learners will start to value, develop and demonstrate enhanced 
leadership skills. Learners who value leadership skills are also 
more likely to develop a commitment to lifelong learning about 
leadership and to critically reflect on their own leadership as 
they direct their own growth through deliberate practice.

Third, some may hold the belief that leadership training 
should be reserved for the subset of individuals with an expressed 
interest in becoming systems leaders, and therefore may not 
be relevant to all learners. However, as Dath and colleagues9 
argue, leadership is an important part of the day-to-day work 
of all clinicians. While some schools have established leadership 
programmes, gaps in medical curricula that currently exist leave 
many graduates of medical training programmes unprepared 
for these ‘small l’ leadership roles. ‘Small l’ leadership refers to 
leadership at the level of a clinic or multidisciplinary team, as 
opposed to leadership at the systems level, and has as its goal 
the creation and maintenance of an effective care environment; 
all clinical personnel, from medical students to nurses to consul-
tants, may need to act as small ‘l’ leaders at different times.15 
Filling in these gaps could result in stronger leadership at every 
level of the healthcare system, from frontline providers and clin-
ical teams to administrators, improving patient care and the effi-
ciency with which services are delivered.

Engaging with the medical leadership education 
community
We have highlighted some of the barriers that may prevent 
leadership development from being universally integrated into 
medical curricula. How can these concerns be addressed?

It is perhaps not surprising that one way to improve the 
delivery of leadership education and to provide more opportu-
nities for medical learners to grow as leaders is through engaging 
in leadership itself. To demonstrate this, we reflect below on 
some of our own experiences engaging with the medical leader-
ship community. Lessons learnt through these interactions offer 
hope that similar interactions could facilitate others’ growth as 
leaders, and in doing so, catalyse a shift toward improved leader-
ship education throughout the medical education system.

Exposure to different career paths in medicine begins on day 
1 of training through the role models honoured by our facul-
ties. Master-clinicians, clinician-scientists and increasingly clini-
cian-educators are recognised for their contributions. With the 
exception of clinicians with formal leadership titles (eg, Chair, 
Chief and Programme Director), frontline healthcare leaders are 
less often singled out for their leadership contributions. As such, 
we are more familiar with the archetypes of clinician-expert, 
clinician-scientist and clinician-educator than clinician-leader.

In contrast, when we first attended the Toronto International 
Summit on Leadership Education for Physicians (TISLEP), we 
were exposed to a diverse community of clinician-leaders who 
were passionate about physician leadership. Many of these 
leaders were engaged in transformational change in the health-
care and medical education systems including leading the change 
to competency-based medical education and the reorganisation 
of healthcare services. Despite this, their work was often less 
well known to learners and colleagues outside the medical lead-
ership community (though there are certainly examples of well-
known clinician-leaders). This led us to realise how undervalued 
clinician leadership is and how little we had been exposed to 
clinician-leader role models. By attending this conference, we 
had the opportunity to engage with thought leaders on the topic 
of medical leadership. It also provided us with a chance to learn 
and apply leadership skills through workshops and participa-
tion on organising committees. There, we engaged with learners 
from undergraduate and postgraduate medicine, staff physi-
cians, policy-makers, other healthcare professionals, faculty 
from outside of healthcare and patients. Learner opinions were 
frequently sought after and valued. Through this experience, we 
networked with junior and senior clinicians who demonstrated 
their commitment and passion to improving leadership educa-
tion by developing resident modules16 that could be used freely 
by medical educators and learners. The summit organisers and 
attendees valued leadership and leadership education, as well 
as our contributions and interest as learners. The summit also 
served as a gateway to other academic opportunities.

This experience highlighted for us the importance of experi-
ential learning in leadership education. Leadership is a skill that 
must be taught and practised.5 In our case, the experience of 
working with senior colleagues who valued our contributions 
empowered us to pursue further leadership development oppor-
tunities. Attending TISLEP provided theoretical foundations to 
inform this development; actively engaging as conference organ-
isers provided a forum to translate theory into action. Clinicians 
who actively engage in leadership at the experiential level, and 
who reflect on these experiences with an eye towards refining 
their skills, will be more likely to understand their leadership 
strengths and weaknesses as they take on additional leadership 
roles in the future.

Overcoming barriers to learner engagement
The experience of attending and then helping organise TISLEP, 
combined with our previous and concurrent experiences 
engaging in leadership and advocacy locally, provincially and 
nationally with various student, resident and physician organ-
isations, have motivated us to continue our efforts to improve 
medical leadership education. When learners are exposed to 
mentors who value leadership and who respect and engage the 
learner—and provide them with space to become leaders them-
selves—engagement in leadership training is likely to increase. 
This engagement is most likely to occur in an environment 
where there is a shared commitment to physician leadership 
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and leadership education between faculty and learners. TISLEP 
provided this supportive environment. However, conferences 
are self-limited and not every trainee has the opportunity to 
attend. One mechanism we have found helpful is to connect with 
local clinician-leaders and to maintain and expand the interna-
tional networks we established through TISLEP. This deliberate 
expansion fosters a strong sense of community and helps sustain 
momentum. However, it is often a time-consuming and chal-
lenging process when done alone. As such, while having more 
learners attend educational events focused on medical leadership 
will certainly have a positive impact (as it did in our case), it is 
unlikely to be a scalable solution—that is, we cannot rely on 
these types of conferences to, in isolation, train the next gener-
ation of medical leaders. Instead we encourage medical schools 
and postgraduate training programmes to help link students 
with clinician-leader mentors and to foster a culture within each 
programme that is conducive to the growth of learners inter-
ested in leadership skills development.

Several strategies to promote clinician-leadership are avail-
able. One is to publicly acknowledge and celebrate our physi-
cian leaders by raising their profile through awards or faculty 
communications. This recognition will help learners recognise 
that becoming a clinician-leader is a viable path for career devel-
opment. Another is to create more faculty promotion and tenure-
track pathways to develop and promote physician leaders like 
their clinician-educator and clinician-scientist colleagues. This 
expertise will help faculties develop and implement new lead-
ership curricula that will benefit all learners. This cultural shift 
will require leadership and a willingness of training programmes 
to actively address the hidden curriculum which has, in general, 
devalued leadership education. As a step towards programmes 
aimed at teaching leadership skills to all learners, wider imple-
mentation of dual-degree or elective certificate-granting 
programmes like the ones described above will help to deepen 
the skills of learners interested in leadership, potentially empow-
ering them to contribute to the further development of lead-
ership training opportunities. Another positive development 
would be wider programme support for elective or extracurric-
ular leadership projects or training experiences, as these oppor-
tunities foster skills development, and working on projects of 
their own choosing should improve learners’ engagement with 
leadership education. Ultimately, though, we believe that foun-
dational leadership skills training should be incorporated into all 
residency programmes to provide healthcare trainees with the 
leadership skills and confidence needed to excel as leaders in 
today’s healthcare system.

We also call on current physician leaders to reach out to 
students and residents. There are certainly medical learners who 
are seeking role models and who would be interested to engage 
with and learn from local leaders through leadership curricula 
and other hands-on experiences. This engagement would help 
interested learners sustain their efforts to work with programmes 

to improve leadership education. Finally, programmes and 
organisations must be willing to listen to and value these learner 
voices while working alongside learners to set the agenda for 
change.
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