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This fall 2025 issue of the Canadian Journal of Physician Leadership (CJPL) 
focuses on various types of learning. A national review of Canadian data 
in pathologists’ well-being and workload addresses a much-needed area 
of learning. Another article addresses the impact of physician leaders 
with formal training in quality improvement on one of British Columbia’s 
health authorities. Dr. Giuseppe Guaiana argues the benefits of embedding 
research in rural hospitals and the role of physician leaders in relation to 
that. Dr. Sandra Fisman looks back on her experience as a senior clinical 
academic physician leader, outlining milestones and related challenges and 
opportunities. Dr. Carlos Yu addresses “presence” in physician leadership, 
commenting on the need for such self-management skills for physician 
leaders. In their series on health economics, Drs. Hoch and Dewa explain 
how leaders can use cost-effectiveness data. And a book review looks at 
conflict resilience and the leadership lessons the reviewer learned. 

This issue marks the end of my second year as the editor-in-chief of CJPL. 
It is timely for me to consider here these last couple of years for CJPL and 
its expected future for the next few years. From a content aspect, we have 
structured CJPL to include special ongoing sections, such as health economics 
and rural physician leadership. We have published scientific articles on 
physician leadership and related matters, and we have continued to publish 
viewpoints and book reviews. From a process aspect, we have added an 
associate editor, section leaders, and new perspectives including updated 
guidelines for authors and more. And from a format aspect, we have  
redesigned CJPL for reader friendliness and more. The near future of CJPL 
involves adding a health informatics section, restarting a coaching corner,  
and further marketing to additional stakeholders. 

I thank all involved with CJPL and I hope to continue to contribute to it as its 
editor-in-chief and to Canadian and other physician leadership more generally 
in the years to come. Input on CJPL’s content, process, style, and format is 
always welcomed. Please share your comments and ideas with me and/or any 
of the CJPL  team members. Thank you for your readership.  

Abraham (Rami) Rudnick, MD, PhD

E D I T O R I A L

Present, past, and future

Author
Abraham (Rami) Rudnick, 
MD, PhD, FRCPC, CCPE, 
CPRRP, MCIL, DFCPA, mMBA, 
is editor-in-chief of CJPL and 
professor in the Departments 
of Psychiatry and Bioethics  
and in the School of 
Occupational Therapy at 
Dalhousie University in Nova 
Scotia. He is also the clinical 
director of the Nova Scotia 
Operational Stress Injury  
Clinic at the Nova Scotia 
Health Authority. 

Correspondence to:  
abraham.rudnick@nshealth.ca



C A N A D I A N  J O U R N A L  O F  P H Y S I C I A N  L E A D E R S H I P  2 0 2 5     |     V o l u m e  1 1  N o  3     | 1 2 0

R E S E A R C H

Canadian pathologists 
in crisis: a review of 
national well-being 
and workload data

Raymond Maung, MBBS, Michael Bonert, MD,  
Britney Soll, BSc(Hon), Heather Dow, CAE, CPC(HC)

Background: Canadian pathologists lack workload protection, 
resulting in excessive unpaid overtime, which contributes to medical 
errors, rising medicolegal risk, and mental health deterioration.  
This crisis has resulted in repeated public inquiries about quality  
of patient care. 

KEY WORDS: pathology, workload, burnout, workforce, well-being, 
psychological security

Maung R, Bonert M, Soll B, Dow H. Canadian pathologists in crisis: a 
review of national well-being and workload data. Can J Physician Leadersh 
2025;11(3): 120-130. https://doi.org/10.37964/cr24795

Method: This study is a general review of national data with an 
observational component. First, we correlated workforce-to-population 
ratio with medicolegal burden. Second, we used Canadian Medical 
Association (CMA) wellness survey data to rank pathology against other 
specialties in terms of 17 wellness indicators.

Results: From 2006–2010 to 2016–2020, medicolegal cases per 
pathologist rose disproportionately. This was most evident in British 
Columbia (127% increase in complaints vs. 9.4% growth in workforce) 
and Ontario (39% vs. 15%). Nationally, complaints rose 33% vs. a 16.7% 

https://doi.org/10.37964/cr24795
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workforce increase. In contrast, Alberta, with the highest workforce growth 
(27%), saw a 9% decline in complaints. Pathologists ranked worst on 14 of 
17 wellness indicators in the 2018 CMA wellness survey. They reported the 
lowest levels of psychological well-being and the highest rates of distress. 
Pathologists had a 2.44-fold increased risk of low psychological well-being 
compared with physicians in other specialties.

Interpretation: The pathology workforce crisis is driven by excessive 
workload, inadequate structural support, and rising medicolegal scrutiny, 
which collectively erode well-being. Addressing these issues requires 
systemic reform, workload-based contracts, and mental health protections 
to sustain both physician wellness and patient care quality.

Pathologists strive to deliver the highest quality of patient care. The 
precision and quality of that care are improving — medicine’s evolving 
knowledge base has enabled meticulous management of complex cases, 
ancillary studies have expanded, and reporting requirements have become 
more rigorous.1,2 Despite their increased workload, pathologists do the best 
that they can — until they no longer can. Currently, Canadian pathologists 
face an employment model that is unique in Canadian medicine; it lacks 
workload protections and forces them into excessive unpaid overtime 
without contractual safeguards. This contributes to rising medicolegal risk 
and deteriorating mental health. 

Laboratories face unpredictable specimen volumes, making workload 
management difficult. A study analyzing pathology reports from 2011 
to 2019 found that, despite a 6% decrease in total cases per year, the 
workload of pathologists increased substantially: 20% more “blocks,” 23% 
more workload units, and 19% more report lines.1 This was matched by only 
a 1% increase in the workforce.1 Unlike that of fee-for-service physicians, 
pathologists’ workload is not tied to compensation. Hospitals have little 
incentive to pay for overtime, leading to prioritization of increased output 
from existing staff rather than hiring additional pathologists.3 

Unionization is illegal in most provinces, and Ontario’s Employment 
Standards Act4 excludes physicians, leaving salaried and contracted 
pathologists without labour protections. As a result, pathologists must 
manage overwhelming workloads without mechanisms to redistribute 
cases or advocate improved conditions. These demands, coupled with 
systemic neglect, contribute to severe professional distress.  

“
Canadian 
pathologists face an 
employment model 
that is unique in 
Canadian medicine; 
it lacks workload 
protections and 
forces them 
into excessive 
unpaid overtime 
without contractual 
safeguards. 
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Unsurprisingly, Canadian pathologists experience some of the worst 
mental health outcomes in the Canadian medical profession.5 A pre-
pandemic study found burnout rates among Canadian pathologists of 
57.7%6 — exceeding the 35–40% reported among American pathologists 
who operate under a fee-for-service model.7 Lack of workload control 
is a primary driver of burnout and disengagement among pathologists8 
and is associated with increased medical errors and higher medicolegal 
exposure.9 Excessive workloads and task maldistribution also contribute to 
staff absences and departures, further straining the remaining workforce1,8 
and damaging morale. 

This study presents a national-level review of workforce data. Its primary 
objective is to examine the relation between the Canadian pathologist 
workforce and medicolegal risk over time. A secondary objective is to 
compare the well-being indicators of pathologists with those of other 
medical specialties.

Method

Design

We carried out a general review using an observational 
approach. Because of the lack of a unified national 
dataset linking workforce data with medicolegal 
cases, we aggregated independent datasets. To 
our knowledge, these are the only national datasets 
covering the pathology workforce, medicolegal trends, 
and physician wellness in Canada. 

We conducted two independent analyses: the relation between workforce 
and medicolegal complaints; and the well-being of pathologists compared 
with other specialties.

Data sources

To study the relation between workforce and medicolegal complaints, 
we looked at data from the Canadian Institute for Health Information.10 
Workforce data included the number of pathologists per 100 000 
population, specialty, and province. For statistical reasons, only large 
provinces (British Columbia, Alberta, Ontario, Quebec, and Canada as  
a whole) were included. Specialties included in the analysis were 
anatomical pathology, general pathology, hematological pathology,  
and neuropathology. 
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On our request, the Canadian Medical Protective Association (CMPA) 
provided data on self-reported medicolegal cases of its members by 
province and specialty. The 2006–2010 and 2016–2020 periods provided 
by the CMPA dictated the periods included in the analysis. Data included 
civil complaints, college complaints, and hospital complaints.

For the second study, pathologists’ well-being, we examined the CMA 
National Physician Health Survey (2018),5 which included mental health 
data, such as burnout and workplace stressors, with laboratory specialty-
specific findings. The 2021 survey11 did not separately identify lab 
specialists, making the 2018 survey the most recent dataset.  

Analysis

An observational analysis explored the relation between the number 
of practising pathologists per 100 000 population and medicolegal 
complaints per 1000 members of the CMPA, by region. Because of the 
limited number of cases, data were aggregated into two five-year periods. 
Aggregation was performed by averaging workforce numbers and 
medicolegal cases within each period. These values were not normalized 
further. Given that both datasets were independent and confounders could 
not be controlled, the analysis remained descriptive and exploratory. The 
relation between workforce changes and medicolegal case volumes was 
assessed using Spearman’s rank correlation coefficient. 

Mental health rankings by specialty were determined using 17 wellness 
indicators from the CMA 2018 National Physician Health Survey.5 Each 
specialty was ranked best to worst based on flourishing mental health, 
emotional well-being, burnout, and depression screening positivity. 
Positive indicators (e.g., psychological well-being) were ranked in 
descending order, while negative indicators (e.g., burnout, suicidal 
ideation) were ranked in ascending order. Because of the lack of access to 
raw data, sensitivity analyses were not possible. 

Ethics approval

As all data were either publicly available (CIHI, CMA) or available on request 
from the controlling organizations (CMPA), this study did not require ethics 
approval under institutional and national research ethics guidelines.9



C A N A D I A N  J O U R N A L  O F  P H Y S I C I A N  L E A D E R S H I P  2 0 2 5     |     V o l u m e  1 1  N o  3     | 1 2 4

Results

During the study period, medicolegal complaints rose by 33% (Table 1), 
far outpacing workforce growth (Table 2), suggesting an escalation of the 
burden per pathologist. A Spearman’s rank correlation (rS(3) = −0.56, 
p = 0.322) indicated a moderate negative correlation, suggesting that 
as workforce grew, medicolegal cases increased disproportionately per 
pathologist. This trend was most pronounced in British Columbia (127% 
increase in complaints compared with a 9.4% increase in workforce) and 
Ontario (41% increase in complaints compared with a 12% increase in 
workforce). This trend was opposite in Alberta, where a 27% increase in 
workforce was accompanied by a 9% decrease in complaints. 

In terms of well-being, pathologists ranked worst in 14 out of 17 mental 
health indicators in the CMA 2018 National Physician Health Survey 
(Table 3). Administrative positions rank highest in all but one factor, 
while pathology (laboratory specialty) ranked worst in most categories. 
Pathologists reported the lowest ratings of high psychological well-being 
(71%) and the highest rate of low psychological well-being (27%) — a 
2.44-fold increased risk (144%) compared with other physicians (see 
2018 National Physician Health Survey,5 page 13, ɑ = 0.004, adjusted for 
multiple comparisons). This disparity is larger than the gap in psychological 
well-being between any two other specialties.

Alberta Quebec Ontario
British  

Columbia
Canada

2006 -2010 11 24 17 11 18

2016 - 2020 10 32 24 25 24

% change -9 +33 +41 +127 +33

Table 1: Number 
of closed Canadian 
Medical Protective 
Association cases per 
1000 members.

Note: Medicolegal cases are self-reported to the CMPA at the plainant’s discretion; 
therefore, data may not include all cases. Data are also based on case closure; other cases 
involving pathologists may still have been open at the time of data extraction.

Table 2: Number of 
physicians (including 
anatomical pathology, 
general pathology, 
hematopathology, and 
neuropathology) per 
100 000 population by 
region for two periods 
and percentage change 
between them.

Source: 2018 National Physician Health Survey.5

Alberta Quebec Ontario
British  

Columbia
Canada

2006 -2010 111 180 258 288 18

2016 - 2020 141 192 289 315 21

% change 27 6.7 12 9.4 16.7
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Category Measure Best 2nd best 3rd best 4th best 5th best Worst

Overall mental 
health

Flourishing Admin 
position (74)

Internal  
medicine (60)

Family  
medicine (58)

Medical  
specialty (57)

Surgical  
specialty (56)

Laboratory 
specialty (47)

Languishing 
(lowest is best)

Admin  
position (2)

Internal  
medicine (3)

Family  
medicine (4)

Medical 
specialty (4)

Surgical 
specialty (5)

Laboratory 
specialty (9)

Moderately 
mentally  
healthy

Admin  
position (12)

Internal  
medicine (29)

Family  
medicine (30)

Medical 
specialty (31)

Surgical 
specialty (32)

Laboratory 
specialty (38)

Emotional well-
being

High Admin 
position (95)

Internal  
medicine (90)

Family medicine 
(88)

Medical 
specialty (87)

Laboratory 
specialty (84)

Surgical 
specialty (82)

Low (lowest is best) Admin 
position (3)

Internal 
medicine (6)

Family medicine 
(8)

Medical 
specialty (9)

Surgical 
specialty (13)

Laboratory 
specialty (16)

Social well-
being

High Admin 
position (76)

Internal 
medicine (67)

Family medicine 
(66)

Medical 
specialty (64)

Surgical 
specialty (60)

Laboratory 
specialty (54)

Low (lowest is best) Admin 
position  (17)

Internal 
medicine (27)

Family medicine 
(28)

Medical 
specialty (30)

Surgical 
specialty (34)

Laboratory 
specialty (41)

Psychological 
well-being

High Admin 
position (86)

Internal 
medicine (83)

Family medicine 
(83)

Medical 
specialty (81)

Surgical 
specialty (79)

Laboratory 
specialty (71)

Low (lowest is best) Admin 
position (5)

Internal 
medicine (11)

Family medicine 
(12)

Medical 
specialty (13)

Surgical 
specialty (17)

Laboratory 
specialty (27)

Resilience High Admin 
position (93)

Surgical 
specialty (84)

Medical 
specialty (83)

Internal 
medicine (82)

Family 
medicine (82)

Laboratory 
specialty (77)

Low (lowest is best) Admin 
position (5)

Surgical 
specialty (15)

Medical 
specialty (16)

Internal 
medicine (17)

Family 
medicine (17)

Laboratory 
specialty (22)

Burnout High emotional 
exhaustion (lowest 
is best)

Admin 
position (19)

Surgical 
specialty (24)

Medical 
specialty (25)

Laboratory 
specialty (25)

Internal 
medicine (27)

Family 
medicine (28)

High 
depersonalization 
(lowest is best)

Admin 
position (10)

Medical 
specialty (12)

Family medicine 
(15)

Internal 
medicine (17)

Surgical 
specialty (18)

Laboratory 
specialty (19)

Overall burnout 
(lowest is best)

Admin 
position (19)

Laboratory 
specialty (28)

Surgical 
specialty (29)

Medical 
specialty (29)

Internal 
medicine (31)

Family 
medicine (32)

Depression Screened positive 
(lowest is best)

Admin 
position (19)

Surgical 
specialty (29)

Medical 
specialty (32)

Internal 
medicine (33)

Family 
medicine (35)

Laboratory 
specialty (40)

Suicidal 
ideation

Lifetime (lowest is 
best)

Internal 
medicine (15)

Surgical 
specialty (16)

Medical 
specialty (18)

Admin 
position (19)

Family 
medicine (20)

Laboratory 
specialty (22)

Recent (last 12 
months; lowest is 
best)

Admin 
position (3)

Internal 
medicine (7)

Surgical 
specialty (7)

Medical 
specialty (8)

Family 
medicine (9)

Laboratory 
specialty (10)

Table 3: Ranked comparison of mental health indicators across six specialty groups: administration, internal medicine, family 
medicine, medical specialties, surgical specialties, and laboratory specialties (including pathologists). Numbers in parentheses are % of 
respondents in that category. Peach and blue backgrounds draw attention to the disparities in well-being between administrators and 
laboratory specialists. 

Source: Canadian Medical Association 2018 National Physician Health Survey.5
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Pathologists also reported the lowest overall flourishing mental health 
rate (47%) and highest languishing rate (9%). They scored second lowest 
in emotional well-being (84%), lowest in high social well-being (54%), 
and highest in low social well-being (41%). Depression rates were highest 
(40%), and burnout was significant and comparable to other specialties, 
with 25% of pathologists experiencing emotional exhaustion and 19% 
reporting depersonalization. Suicidal ideation rates were elevated,  
with 22% lifetime prevalence and 10% of pathologists reporting recent 
suicidal thoughts, similar to rates observed in family medicine and  
medical specialties. 

Interpretation 

Our analysis found that medicolegal complaints against pathologists 
increased in all provinces but Alberta, suggesting an increase in errors that 
impact patient care. Pathologists ranked last in wellness indicators, with 
higher rates of burnout, depression, and suicidal ideation than most other 
specialties. Comparatively, administrators, who have the greatest control 
over workload, ranked highest in well-being indicators. This supports the 
importance of control over one’s work environment. 

Between 2006–2010 and 2016–2020, we found a marked increase in 
medicolegal cases per pathologist. This trend may reflect increasing 
workload pressures, case complexity, and evolving medicolegal scrutiny. 
Excessive workload is associated with increased medicolegal risk and 
errors.12 Patient safety is affected when pathologists work more than 39 
hours per week;13 Canadian pathologists work an average of 59 hours 
per week, including 19 hours of unpaid overtime.13 The consequences 
of chronic burnout extend to increased medical errors and decreased 
diagnostic accuracy, posing a direct risk to patient outcomes.14 In contrast 
to other provinces, Alberta, which has adopted the Canadian Association 
of Pathologists’ level 4 equivalent system,15-17 had the greatest growth 
in workforce (27%) and was the only province to see a decrease in 
medicolegal complaints (-9%).  

International data suggest that pathology workload has intensified through 
increased case complexity and expanded reporting requirements.1,2,18,19 
In addition, task maldistribution contributes to staff departures, which 
place further strain on an already understaffed system8 that falls under 
public scrutiny for high-profile diagnostic errors.20,21 In 2025, there were 
118 unfilled pathology resident positions.22 These findings suggest that 
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the increasing medicolegal burden faced by pathologists may be driven 
in part by systemic workload pressures, which continue to rise without 
corresponding workforce expansion or structural support.

Pathologists face a 2.44-fold risk of low psychological well-being compared 
with other physicians,5 which aligns with recent findings that burnout, 
depression, and anxiety are prevalent in the profession.5-8 The solitary 
nature of pathology — with minimal social engagement and collegial 
interaction — further exacerbates these challenges.6 Chronic work-related 
pain, particularly musculoskeletal strain from prolonged sedentary work and 
repetitive tasks, has been identified as a significant but underrecognized 
contributor to burnout.6,23 However, limited work flexibility is the strongest 
predictor of burnout among Canadian pathologists.6 

Beyond workload, lack of psychological safety in workplace culture, 
exacerbated by the established “culture of bullying” in the Canadian 
medical fraternity,24-26 may contribute to poor well-being. A 2018 study 
found that up to 75% of Canadian resident physicians had reported 
harassment and/or intimidation.26 Similar rates were observed in an 
American study, which established that the intensity of workplace incivility 
increased the number of sick days taken by laboratory practitioners.27 In 
response to a webinar on burnout in Canadian pathologists, participants 
raised concerns that mental health is often dismissed by hospital 
administrators as “whining.”28 Combined, these circumstances appear 
to reinforce a culture of silence in the profession and create barriers to 
developing psychological safety.29 

Limitations and knowledge gaps 

As a general review with an observational component, this article 
synthesizes national datasets that were not designed for direct comparison, 
limiting the ability to adjust for confounders, such as regulatory changes, 
differences in case adjudication, or provincial variation in medicolegal 
reporting. Furthermore, as Canadians physicians report their medicolegal 
cases to the CMPA at their own discretion, the data may not include all 
cases. In addition, the analysis does not consider such factors as policy 
shifts and increased legal scrutiny. 

The analysis of mental health ranking lacks weighting, meaning that 
indicators with high prevalence (e.g., burnout) may have a disproportionate 
influence on specialty rankings. Because of data restrictions, a sensitivity 
analysis was not conducted, preventing further validation. Mental health 

“
Beyond workload, 
lack of psychological 
safety in workplace 
culture, exacerbated 
by the established 
“culture of 
bullying” in the 
Canadian medical 
fraternity,24-26 may 
contribute to poor 
well-being. 
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data specific to pathologists are limited; the 2018 CMA survey5 remains the 
only national dataset that disaggregates laboratory specialists, leaving post-
pandemic trends unexplored. These limitations should be considered when 
interpreting the findings.

Call to action

In light of the evidence, we urge provincial health leaders and pathology 
departments to champion change collaboratively. We recommend:

•	 Shifting from time-based to workload-based contracts to ensure 
equitable compensation for consultative, administrative, and academic 
duties, using Laboratory Information Systems (LIS) data to track workload. 

•	 Including pathologists as key stakeholders in defining workload 
benchmarks. A national workload model should standardize benchmarks 
and support fair distribution.  

•	 Transparent workload tracking to improve accountability, morale, and 
staffing decisions. Transparency would improve morale by addressing 
actual or perceived workload imbalances and facilitating cooperative 
crisis management. 

•	 Collaboration between leadership and pathologists to oversee the 
implementation of well-being initiatives and policies aimed at reducing 
workplace bullying, with the aim of fostering a transparent and equitable 
environment and a culture of psychological safety. 

Conclusion 

Canadian pathologists face a high level of medicolegal risk and mental 
health disparities relative to other specialties. The disproportionate increase 
in medicolegal complaints relative to workforce growth may reflect rising 
error rates, regulatory scrutiny, or evolving medicolegal frameworks. 
Pathologists consistently rank worst in well-being indicators and are at high 
risk of poor psychological well-being. 

This national review makes clear that Canadian pathology is at a tipping 
point — burnout and workload pressures are not only undermining 
pathologists’ well-being but may also threaten the quality of patient care. 
Implementing nationwide workload standards and pathologist wellness 
programs and addressing workplace culture could serve as critical 
interventions. Without systemic changes, the profession risks further 
attrition and widening gaps in patient safety. A coordinated, evidence-
based response is urgently needed to sustain the pathology workforce and 
safeguard the integrity of Canada’s health care system.
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The space between: 
reclaiming presence in 
physician leadership

V I E W P O I N T

Yu C. The space between: reclaiming presence in physician leadership.  
Can J Physician Leaders 2025;11(3): 131-135. https://doi.org/10.37964/
cr24796

The leadership problem we’re not naming

Physician leadership today sits inside relentless complexity: cascading 
decisions, contested priorities, moral distress, and the ambient hum of 
urgency. The common fix is to do more — optimize another process,  
add another tool, accelerate the pace. But the more we accelerate, the 
narrower our attention becomes, and the less we perceive what actually 
needs our care.

This viewpoint explores presence as a practical leadership capacity: not 
an escape from complexity but a way to perceive it with higher resolution. 
Presence is not a mood or a luxury. It is the disciplined ability to notice  
what is happening — within and around us — so that judgement gives way  
to discernment and reflex gives way to choice. As Viktor Frankl observed, 
“Between stimulus and response there is a space. In that space is our  
power to choose our response. In our response lies our growth and  
our freedom.”1 

Carlos Yu, MD

“
Presence is not a 
mood or a luxury. It 
is the disciplined 
ability to notice 
what is happening 
— within and 
around us — so that 
judgement gives way 
to discernment and 
reflex gives way to 
choice.

https://doi.org/10.37964/cr24796
https://doi.org/10.37964/cr24796
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Presence as a leadership technology

Presence becomes actionable when it is translated into skills leaders can 
practise together:

•	 Recognizing involuntary thoughts — Judgements and interpretations 
arise automatically — conditioned, rapid, and often invisible. Treating 
them as events in the mind, rather than truths to obey, creates the small 
wedge of freedom from which wise leadership proceeds.

•	 Anchoring in sensory awareness — The nervous system’s direct 
signals — breath, posture, temperature, muscle tone — are a reliable 
reference when narratives are noisy. Sensation widens the perceptual 
field and stabilizes attention in high-stakes moments, echoing Jon Kabat-
Zinn’s insight that “mindfulness means paying attention in a particular 
way: on purpose, in the present moment, and nonjudgmentally.”2 

•	 Allowing non-ordinary states (safely, briefly, purposefully) — Deep 
quiet, shared stillness, and other state-shifts can loosen habitual 
cognition and reveal overlooked options. These are not curative claims; 
they are contextual tools for seeing differently so we can lead differently.

Practised together, these skills reduce reactivity, increase relational 
intelligence, and improve the quality of collective decisions. The 
“technology” is humble: attention, breath, and the willingness to pause 
long enough for better options to emerge.

Why this matters system-wide

Presence is often framed as self-care. In leadership it is system care. When a 
leader can recognize an involuntary judgement (“this will never work,” “this 
person is difficult,” “we don’t have time”), name it as a thought, and return 
to direct data (what is actually being said, sensed, and needed), the tone of 
the room changes. Psychological safety rises. Creativity becomes possible. 
Meetings consume less energy and produce clearer agreements. Small 
shifts compound.

As Snowden and Boone remind us in their framework for leading in 
complexity, different contexts call for different kinds of responses3 —  
and presence is what enables a leader to discern which is needed in  
the moment.

Crucially, presence scales because it is non-proprietary and low cost. A one-
minute pause before a difficult agenda item. A practice of briefly naming the 
assumptions in the room. A closing round of sensations (“one word:  

“
Practised together, 
these skills reduce 
reactivity, increase 
relational intelligence, 
and improve the 
quality of collective 
decisions. The 
“technology” is 
humble: attention, 
breath, and the 
willingness to pause 
long enough for better 
options to emerge.
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how does your body feel now?”) to calibrate nervous systems before  
the next task. None of these requires new funding lines, and all of them 
reshape culture.

Lived experience: one example (illustrative,  
not evidentiary)

Recently, a nurse practitioner invited me to facilitate a short group session 
at her family health team in Perth, Ontario. Ten participants — physicians, 
admin, learners, and community members — gathered in a newly prepared 
space. We set 31 minutes aside for shared stillness supported by a simple, 
standardized ear-acupuncture protocol (the NADA4 approach) and 
followed by integration dialogue.

What happened next was ordinary and instructive. One participant 
described a vivid, grounded forest journey. Another said she found her 
“zen spot.” A physician noticed she woke feeling unusually refreshed. An 
administrator, seated between a psychology student and a public-sector 
leader, reported an almost palpable calm radiating from both sides. The 
conversation afterward was unhurried, respectful, and specific — people 
spoke from direct experience rather than from opinion.

Two days later, the leadership debrief focused not on “did it work?” but on 
“what it made possible”: interest in a repeating, team-led offering; a plan to 
train facilitators from within; and curiosity about how brief, shared stillness 
might become a normal feature of team life. This is not presented as clinical 
proof; it is a leadership vignette about culture change initiated by a small, 
shared practice.

From concept to cadence: making  
presence habitual

Leaders do not need to become meditation teachers or adopt new 
identities. They need cadence — tiny, dependable practices that create 
space between stimulus and response:

•	 Open with orientation (60–90 seconds) — Before major items, invite 
the group to place both feet on the floor, lengthen the spine, soften the 
jaw, and take two quiet breaths. No mystique; just physiology.

•	 Name the mind — When stakes rise, normalize the sentence, “Notice 
what your mind is supplying right now — assumptions, judgements, 
predictions. They’re thoughts. They’re conditioned. They arrived on their 
own.” The aim is to loosen identification, not to suppress thinking.

“
Leaders [need] tiny, 
dependable practices 
that create space 
between stimulus 
and response
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•	 Return to data — Ask, “What do we actually know from direct 
observation?” Separate sensed facts from interpretations. Decide from 
the wider field.

•	 Close with calibration (30 seconds) — One-word check-out (“ready,” 
“cloudy,” “steady,” “tight”). This trains leaders to read the room as a 
nervous system, not just a set of roles.

These moves are deceptively small. Their power is cumulative. Culture is 
what we do repeatedly — especially under time pressure.

Addressing common objections

“We don’t have time.” Then we especially need to stop losing time  
to reactivity. A one-minute pause often saves 15 minutes of  
unproductive debate.

“This feels soft.” Presence is not softness; it is precision. It reduces  
error born of narrowed attention.

“What about evidence?” This viewpoint does not claim therapeutic 
outcomes from any single practice. It argues that state management and 
shared attention are legitimate leadership competencies that improve  
the conditions under which evidence-based care is delivered.

The invitation

Presence is not a specialty. It is a human capacity we can normalize in 
leadership without jargon or fuss. Start small: one minute of shared stillness 
before your next contentious agenda item. Name thoughts as thoughts.  
Ask for direct data. Notice the shift in tone. Repeat weekly. Then decide 
what, if anything, needs building out from there.

The space between stimulus and response is where leadership lives.  
We can cultivate that space — together.

“
Presence is not 
softness; it is 
precision. It 
reduces error 
born of narrowed 
attention.

Mantra: 

“Keep some room in your heart for the  
unimaginable” - Mary Oliver

Mikel Segal
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Embedding research in rural 
hospitals: a leadership priority 
for reducing health inequities  
and fostering innovation

R U R A L  H E A L T H  L E A D E R S H I P

Rural hospitals play a critical role in delivering care to populations that face 
persistent health inequities compared with their urban counterparts. These 
inequities include poorer survival rates for time-sensitive conditions, later-
stage diagnoses, and reduced access to specialized care. Despite their 
central role in their communities, rural hospitals remain under-represented 
in health research and often lack the sustainable infrastructure needed 
to conduct it. International experience shows that hospitals engaged in 
research achieve better patient outcomes, greater adherence to evidence-
based practice, and stronger workforce retention. Case examples 
demonstrate that embedding research capacity in rural hospitals is 
feasible, improves quality, fosters innovation, and accelerates the adoption 
of effective care models. Thus, building research into the core business of 
rural hospitals is both an ethical obligation and a strategic opportunity for 
health system improvement.

Guaiana G. Embedding research in rural hospitals: a leadership priority for 
reducing health inequities and fostering innovation. Can J Physician Leadersh 
2025;11(3): 136-142. https://doi.org/10.37964/cr24797

Giuseppe Guaiana, MD, PhD
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The health gap between rural and urban Canadians is persistent and well-
established.1 Rural residents experience avoidable disadvantages in access 
to timely, high-quality care, leading to poorer overall health outcomes. 
These inequities are driven by system-level factors, such as service 
distribution, infrastructure limitations, and workforce shortages, rather 
than geography alone.2 For example, rural hospitals in Canada had higher 
30-day in-hospital mortality rates following stroke than urban academic 
hospitals and the Canadian average.3 Also, trauma patients treated in rural 
emergency departments (EDs) had a higher mortality rate and were more 
likely to die prehospital or in the ED compared with patients treated at an 
urban trauma centre.4

Addressing this issue requires more than incremental improvements in 
service delivery; it demands locally generated evidence to inform models of 
care that reflect the realities of rural practice. Embedding research capacity 
in rural hospitals should be regarded not merely as an enhancement, but 
also as an important strategic priority.

Why research must be embedded in rural hospitals

International evidence shows that research-active hospitals are associated 
with improved patient outcomes, better adherence to evidence-based 
practice, and increased workforce engagement.5 Mechanisms may 
include the faster adoption of new evidence into clinical workflow, more 
robust clinical governance and decision-making, and greater professional 
satisfaction and retention among clinicians.5

In rural settings, smaller organizational size and closer community 
integration can allow research findings to be implemented more quickly 
than in large urban centres. However, without dedicated structures and 
resources, these advantages are lost. Some voices have argued that rural 
hospitals have the potential for “place-based research” — investigations 
that directly address local priorities and realities, allowing improved 
knowledge of solutions to address rural health inequities.6 Embedding 
research capacity enables rural hospitals to move from being passive 
recipients of externally generated evidence to active contributors shaping 
care models.

“
These inequities are 
driven by system-
level factors, such as 
service distribution, 
infrastructure 
limitations, and 
workforce shortages, 
rather than geography 
alone.2
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Case examples

In the following cases, rural research led to improvement in health service 
delivery and access to care.

Example 1: Living Lab Charlevoix (Quebec, Canada)

The Living Lab Charlevoix — developed by the Centre intégré de santé et 
des services sociaux de l’Outaouais in partnership with Université Laval — 
integrates innovation into daily rural health care operations.7 Initiatives  
have included:

•	 Implementing TREKK (TRanslating Emergency Knowledge for Kids), 
a pediatric emergency decision-support application

•	 Trialling AI-based clinical documentation in emergency care

•	 Testing telemedicine for in-flight ambulance nurses (abandoned after 
connectivity challenges)

•	 Mobilizing over 3000 medical students during COVID-19 to staff rural 
emergency departments

Even discontinued projects yielded actionable knowledge, demonstrating that 
rigorous evaluation of “failed” innovations can be as valuable as successful 
implementation.

Example 2: Colac Area Health research unit (Australia)

Colac Area Health, a small rural hospital in Victoria, Australia, embedded a 
dedicated research unit in its governance structure in partnership with Deakin 
University and the Western Alliance Academic Health Science Centre.8,9 The 
unit provided staff with protected time for research, operational resources, and 
training in study design, data analysis, and knowledge translation.

In the first two years of operation, measurable improvements were observed:

•	 Research capacity and culture increased in 9 of 20 measured domains

•	 Staff competence in research methods, analysis, and translation improved

•	 Perceived career development opportunities and workplace relevance 
among participating staff were enhanced

These outcomes demonstrate that embedding research leadership in 
organizational governance, combined with partnerships, dedicated resources, 
and protected staff time, can significantly strengthen rural health service 
research capacity and sustainability.
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Example 3: The Rural Health Initiative (central Idaho, USA)

The Rural Health Initiative (RHI) was developed through a partnership 
between the University of Washington’s Institute of Translational Health 
Sciences’ community engagement program and St. Mary’s Health and 
Clearwater Valley Health System in north-central Idaho.10 The goal was to 
build capacity for community-driven translational research in a rural setting.

Through literature review, community survey data, and facilitated 
discussions, the RHI identified health care access as the top community 
health priority across three counties. Key outcomes of the initiative include:

•	 Establishing a co-led partnership model, with academic researchers and 
rural health care leaders sharing decision-making authority

•	 Conducting a community forum and surveys that engaged both health 
care providers and residents to prioritize health challenges

•	 Identifying barriers limiting health care access, such as geography, 
economics, workforce shortages, and cultural factors

•	 Highlighting potential solutions, including expanding services (e.g., 
telehealth, community health workers), reducing costs, improving 
infrastructure, and supporting behavioural change initiatives

•	 Developing guidance for best practices in community–academic rural 
partnerships, emphasizing community-led processes, trust-building, 
inclusive engagement, and long-term commitment

This case underscores the importance of rural communities directly shaping 
the research agenda, ensuring that academic resources align with local 
priorities and contribute to sustainable improvements in health care access.

How can we embed research in rural hospitals?

A critical factor in realizing the benefits of research in rural hospitals is 
organizational structure. Smaller hospitals often have the advantage of 
agility, allowing new findings to be adopted quickly. However, without 
formal mechanisms, such as dedicated research units, governance 
representation, and operational funding, this potential remains largely 
untapped. Strong leadership commitment and integration of research into 
hospital strategy are, therefore, essential.

“
Smaller hospitals often 
have the advantage 
of agility, allowing 
new findings 
to be adopted 
quickly. However, 
without formal 
mechanisms, such as 
dedicated research 
units, governance 
representation, and 
operational funding, 
this potential remains 
largely untapped. 
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Key leadership actions may include:

•	 Governance integration: Position research as a standing element  
of executive strategy and align it with quality and safety portfolios

•	 Protected time and resources: Support clinicians and allied health 
care staff with protected time, administrative assistance, and access to  
analytic resources

•	 Local relevance and co-design: Involve patients, Indigenous 
communities, and local providers to ensure research questions and 
methods are contextually appropriate

•	 Networked collaboration: Engage with provincial and national 
research networks to share expertise and infrastructure

•	 Accountability: Track both process indicators (e.g., staff participation, 
publications) and impact indicators (e.g., practice changes, patient 
outcomes)

In Canada, funding models rarely support sustained rural research capacity. 
In Australia, some federal grants now require rural organizational leadership 
and residency of the principal investigator in rural areas.6 Similar Canadian 
policy measures could:

•	 Incentivize rural hospital leadership to invest in research infrastructure

•	 Promote equitable distribution of research funding

•	 Create pathways for career development in rural research roles

Embedding research in rural hospitals is not a luxury, it is an ethical 
and operational necessity. Evidence suggests that doing so can help 
reduce avoidable morbidity and mortality in rural centres.1,2 Strategically, 
strengthening organizational performance, fostering innovation, and 
improving workforce retention are key benefits associated with research 
engagement.7-10 International studies also show that hospitals engaged 
in research tend to deliver higher-quality care,11 making the integration of 
research into rural hospital operations a leadership responsibility rather than 
a peripheral activity.

Conclusion

Rural health inequities in Canada remain persistent and concerning. 
Quantitative evidence from Canadian studies highlights significant 
outcome disadvantages associated with rural residence, largely driven by 
system-level factors rather than by individual patient characteristics.3,4 Case 
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studies from Quebec,7 Australia,8,9 and the United States10 demonstrate that 
embedding research capacity in rural hospital governance is both feasible 
and impactful. Evidence also indicates that hospitals with stronger research 
engagement are associated with lower mortality rates.11 

Although this discussion has focused primarily on rural hospitals, similar 
principles apply to other rural health services, including community mental 
health programs and non-governmental organizations. These services often 
operate with even fewer resources than hospitals, yet they play a vital role 
in addressing the complex health needs of rural populations. Extending 
research partnerships and infrastructure support to these organizations 
could enhance care models, strengthen service integration, and contribute 
to reducing inequities at the community level.

At the same time, important limitations must be recognized. In particular, 
the cost-effectiveness and long-term sustainability of embedding research 
capacity in rural hospitals and related services remain underexplored. 
Although evidence points to clinical and organizational benefits, the 
absence of robust economic evaluations means that health system leaders 
must weigh these initiatives against other competing priorities in resource-
constrained environments. 

Taken together, these findings suggest that rural hospitals are well 
positioned to lead place-based research efforts that address both local and 
global health challenges.
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Analyzing cost-
effectiveness data: from 
calculation to illustration

Jeffrey S. Hoch, PhD, and Carolyn S. Dewa, MPH, PhD

H E A L T H  E C O N O M I C S  

In this sixth article in a series on health economics, we focus on 
computing cost-effectiveness statistics. We provide examples of how 
leaders can communicate the findings and illustrate the main points. 
Building on previous articles, we show calculations and introduce 
options to communicate the results visually to make the message 
clear. Although many factors influence a decision, efficiency is an 
important one, and the results of cost-effectiveness analysis can help 
guide a value-based strategy in an economically attractive manner. 

KEY WORDS: leadership, cost-effectiveness analysis, health economics

Hoch JS, Dewa CS. Analyzing cost-effectiveness data: from calculation 
to illustration. Can J Physician Leadersh 2025;11(3): 143-151. https://doi.
org/10.37964/cr24798

Greater data availability provides an opportunity to study the efficiency 
of new options and novel interventions using cost-effectiveness analysis 
(CEA).1-5 CEA examines both costs and outcomes simultaneously, 
distinguishing itself from cost-minimization where only costs are 
considered. Although CEA can be conducted by modelling with a collage 
of estimates and best guesses supported by the scientific literature and 
expert opinion, it is also possible to do CEA using a cost-effectiveness 
dataset. In this article, we illustrate how to create and present CEA results. 
While CEA can seem to be an academic exercise, physician leaders 
may be motivated to study cost-effectiveness not just as knowledge for 
knowledge’s sake, but also as a foundation of accountability for resources 
being spent.6 

https://doi.org/10.37964/cr24798
https://doi.org/10.37964/cr24798
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YES
65%

NO
35%

Economic modelling plays a major role informing health technology 
assessment processes in Canada and throughout the world; however, for 
pragmatic decision-making, analysis of available data is often enough to 
inform a decision. In fact, Hunter and Franklin7 argue that analyzing a cost-
effectiveness dataset can be satisfactory, except when the data are not fit for 
purpose. “Modelling is necessary in situations with incorrect comparators, 
when a key outcome of interest is not captured, and if evidence synthesis 
(e.g., meta-analyses) is possible/required.”7 Therefore, in this article, we 
assume that readers are analyzing a dataset with a correct comparator, a key 
outcome of interest, and relevant costs.

Cost-effectiveness with a yes/no outcome

Separate reporting of cost and effect 

Assume you are considering whether to invest in a new option and you 
want to use CEA to help inform your decision. Based on a pilot study at your 
organization, you have the following findings in terms of expected cost 
(Figure 1) and expected outcome (Figure 2).

Figure 1: Expected cost 
for the two options.
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Figure 2: Outcome 
(successful = YES or NO) 
as a measure of effect for 
the two options.YES
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The new option has greater expected costs (i.e., $1100 − $100 = $1000 
more). However, the new option is also more effective, with an expected 
success rate of 65% (40% more than the status quo at 25%). 

Another way to summarize this effect difference is by looking at “number 
needed to treat” (NNT).8 Cordell9 states, “NNT provides a clinically useful 
‘yardstick’ of the effort required to have a beneficial outcome or prevent 
a bad outcome with a therapy.” To compute NNT, we first calculate the 
difference in percentages (i.e., 65% − 25% = 40%) and then take its 
reciprocal (i.e., 1/40% = 2.5). Based on this finding, we can say that we 
need to use the new option in place of status quo for three people to 
achieve one additional success. Thus, effectiveness can be reported either 
as a straight difference or as the reciprocal of that difference (as NNT). The 
relationship between extra effect (ΔE) and NNT is shown in Figure 3. The 
open circle shows that the estimated ΔE = 0.4 on the horizontal axis is the 
same as NNT (1/0.4 = 2.5 on the vertical axis).

Figure 3: The relation 
between extra effect 
(which is binary) and 
number needed to treat 
(NNT).
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Reporting cost and effect together

One of the main summary statistics used in CEA is the incremental cost-
effectiveness ratio (ICER), the ratio of the extra cost (ΔC) to the extra effect 
(ΔE). In our example, the ICER = ΔC/ΔE = $1000/0.4 more successes or 
$2500 per additional success. Alternatively, the ICER can be calculated as 
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Figure 4:  Illustrating 
the extra cost and extra 
effect estimate as well 
as the incremental 
cost-effectiveness ratio 
(ICER).
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The solid circle in Figure 4 appears at the intersection of the estimated 
extra cost (ΔC = $1000 on the vertical axis) and extra effect (ΔE = 0.4 on 
the horizontal axis). The open circle illustrates the extension of the ray from 
the origin to an extra effect of 1 (in Figure 4, the actual estimated difference 
is 0.4). The value of the vertical axis for an extra effect of 1 equals the ICER 
value ΔC/ΔE = 2500. If that ICER value is divided by the extra cost (ΔC), the 
result is NNT (1/ΔE). Therefore, the concept of NNT can be introduced into 
CEA. Figure 5 combines Figures 3 and 4 by adding a second vertical axis 
value on the right side to include NNT.

the product of ΔC and NNT, labeled “costs of additional treatment success” 
(COATS) by Weiss et al.10 Calculated this way, the ICER equals $1000 x 2.5 
= $2500 for one more success. Thus, whether you divide extra cost by extra 
effect (ΔC/ΔE) or multiply extra cost by NNT (ΔC x NNT), you get the same 
result for your economic evaluation.

Figure 4 illustrates the results of the ICER computed as the ratio of extra cost 
to extra effect (i.e., ΔC/ΔE). The slope of the line equals the ICER estimate. 
Also, the height of the line for extra effect = 1 is the ICER (i.e., the vertical 
height of the open circle in Figure 4).

3000

2500

2000

1500

1000

500

0



C A N A D I A N  J O U R N A L  O F  P H Y S I C I A N  L E A D E R S H I P  2 0 2 5     |     V o l u m e  1 1  N o  3     | 1 4 7

Figure 5: Illustrating 
the incremental cost-
effectiveness ratio (ICER) 
and the number needed 
to treat (NNT).

Cost-effectiveness with a continuous outcome

In the previous example, the outcome variable was binary (either failure 
or success). However, often the outcome of interest is a continuous 
variable, such as life years, length of stay, disability days. In this case, the 
interpretation of NNT is slightly different because the interpretation of 1/
ΔE is slightly different. Estimating ΔE based on continuous data produces 
an NNT estimate of how many people need to switch to the new option to 
produce one more unit of outcome, rather than how many people need to 
be switched to help one more person. 

For example, in a study of the cost-effectiveness of a collaborative mental 
health care program for people receiving short-term disability benefits, 
the authors considered both continuous and binary outcomes.11 One 
continuous outcome was 16 fewer days lost from work, and a binary 
outcome was extra effect of a 0.23 percentage point improvement in return 
to work.  

Although it is possible to compute NNT for both effect measures (i.e., NNT 
= 1/16 = 0.0625 and NNT = 1/0.23 ≈ 1/0.25 = 4), it easier to interpret 
the NNT result for the binary outcome. The NNT of 4 means that one 
must treat that many with the new intervention to achieve one additional 
positive outcome (in this case an additional employee returning to work) 
compared with the status quo. In other words, for every four people in your 
organization, one extra person will benefit if you implement the new option. 
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The other outcome, which is the continuous effect measure, has a larger 
ΔE and, therefore, a smaller 1/ΔE which makes interpretation awkward. 
For every 0.0625 employees in your organization, 1 extra unit of outcome 
will be obtained if you implement the new option in place of status quo. For 
this reason, NNT is not often chosen as a summary statistic in CEA when the 
effect variable is continuous. In general, “NNTs can aid the interpretation 
of results… using continuous outcomes. Where possible, these should be 
reported alongside mean differences.”12 

Although agreement on the use of NNT is not universal, previous studies 
provide a sense of different relative sizes. As Murad et al.13 suggest: 

NNT became popular with the increased momentum of the evidence-
based medicine (EBM) movement, which has become the modern 
approach for making healthcare decisions. NNT was promoted in EBM 
workshops and was used to compare interventions and think about 
their cost-effectiveness. For example, when comparing NNT for primary 
prevention of heart disease across various interventions over a five-year 
period, 44 people need to be treated with pravastatin to prevent one 
event of myocardial infarction, stroke, or death. In comparison, the NNT 
was 140 for beta-blockers, 346 for aspirin in men, and 426 for aspirin in 
women.14

Therefore, it is more typical to calculate sample averages with cost and 
outcome data and then compute their differences. For example, Table 1 
shows the expected costs and outcomes for status quo and a new option 
using a hypothetical dataset.

Table 1: Expected costs 
and effect (outcomes) 
resulting from a new 
option compared with 
the status quo.

Measure New option Status quo

Total cost $22 000 $22 500

Sample size 20 225

Average cost $22 000/20 = $1,110 $22 500/225 = $100

Difference in cost (ΔC)
Total effect 51.8 492.75

Sample size 20 225

Average effect 51.8/20 = 2.59 492.75/225 = 2.19

Difference in effect (ΔE)
Incremental cost-effectiveness ratio (ICER): $1000/0.40 = $2500

$1,110 - $100 = $1000

2.59 - 2.19 = 0.40
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With a cost-effectiveness dataset, expected costs and outcomes can be 
estimated using sample means. The extra cost is the difference in the mean 
costs, and the extra effect is the difference in the mean outcomes. The 
ICER is calculated as shown earlier as the ratio of extra cost to extra effect. 
In this case, the ICER estimate is ΔC/ΔE = $1000/0.4 = $2500. As the 
new option provides 0.4 more units of outcome for an additional $1000, 
it is producing at a rate of 1 additional unit of outcome for $2500. Figure 4 
illustrates the result.

Discussion

The example we explored focused on a new option that had an estimated 
ICER of $2500 per additional success. This type of information can be 
challenging to integrate into decision-making. Because the ICER is a 
fraction, there is no way to know how it came to be $2500 except by 
examining its constituent parts. The most intuitive way to do this is by using 
a graph like Figure 4. Looking at the horizontal and vertical axes, it becomes 
clear exactly how much more effect is produced by the new option (i.e., ΔE) 
and how much cost (i.e., ΔC) to expect per person. Based on the math for 
the ICER, buying 0.4 more units of outcome for $1000 is the same deal as 
buying half that quantity (i.e., ΔE = 0.2) for half the cost (i.e., ΔC = $500). 

However, a leader may not feel this way. You may not view 0.2 more units 
for $500 the same way you view 200 more units for $500 000. In both 
cases, they yield an ICER of $2500 (i.e., $500 000/200 = $500/0.2). The 
solid circle in Figure 4 clarifies the estimated extra cost and extra effect. The 
ICER expresses what extra cost would be if extra effect were 1. In situations 
where ΔE ≠ 1, as in almost all cases, the ICER is neither relaying the 
expected extra cost nor the expected extra effect. It is reporting the extra 
cost at which one unit of additional outcome is being produced. 

When effect is binary (e.g., the outcome of interest is of a yes/no variety), 
it may be easier to consider NNT in addition to ΔE. For example, an ICER 
of $2500 for a new option that has a NNT = 1000 has an ICER of that 
magnitude because of the large NNT. Since the ICER is the product of ΔC 
and NNT, this means ΔC = $2.50. The driver of inefficiency here is the 
relatively small ΔE, which corresponds to the relatively large NNT. Plotting 
the results in Figure 4 would show a solid point on the line at 0.001 on the 
horizontal axis and $2.50 on the vertical axis. This clarifies why the cost-
effectiveness estimate, the ICER, turned out to be that number. 
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Some of the limitations of Figure 4 and Figure 5 as they are currently shown 
include not incorporating the overall budget, not characterizing statistical 
uncertainty, and not factoring in other important decision factors. Typically, 
CEA reports an ICER and that statistic does not describe the total cost of the 
new option to your organization. The new option’s total cost is computed 
by adding on to the status quo’s total cost the extra cost of the new option 
for every person receiving the new option. Thus, something may be cost-
effective (e.g., a new hepatitis C drug), but prohibitively expensive (e.g., 
with an initial price tag for a full course of over $80 000). As for the statistical 
variability of our estimates (e.g., we used our data to compute means and 
the data we used vary because of sampling variability), we recommend 
characterizing the uncertainty using a 95% confidence interval). Because of 
the technical requirements to make a 95% confidence interval for the ICER, 
we leave this topic for future discussion. Finally, because Figure 4 cannot 
show all of the other important decision factors when considering the ICER 
of $2500 in its proper social and political context, we must accept CEA as 
just one part of the decision-making process. When changing from status 
quo to the new option, the trade-off of $2500 in extra cost for an additional 
unit of outcome may be worth it. Or maybe not. The goal is to communicate 
an understanding of the efficiency of new opportunities. Leaders can use 
the CEA results along with other contextual considerations to arrive at and 
communicate their value judgements about new options. 

In this article, we demonstrate how cost and outcome data can be analyzed 
to estimate the cost-effectiveness of a new option. The analysis involved 
calculating sample means for cost and effect and then computing the 
difference in the means (comparing a new option to the status quo). 
The ICER, the fraction of the difference in mean cost over the difference 
in mean effect is estimated from data this way. The cost-effectiveness 
statistic expresses the efficiency rate for one additional unit of outcome. 
If the outcome is binary, then one additional unit of outcome is one more 
person being helped. How many people must receive the new option to 
help one more person is the NNT concept. Thus, CEA can be viewed as 
encompassing estimates of both extra cost as well as NNT. When the effect 
measure is a continuous outcome, the focus is on the extra cost for one 
more unit of outcome. The results of cost-effectiveness can help inform 
decisions, but leaders must make value judgements, and these do not 
frequently appear in the figures. 

“
The results of 
cost-effectiveness 
can help inform 
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C A S E  S T U D Y

The value of “physician 
quality leaders” in the 
Fraser Health Authority

Marshall Cheng, MD, Angela Tecson, RN,  
Lesli Matheson, MSW, Dave Williams, MBBS 

This case study explores the Fraser Health Authority’s (FHA) experience 
with the Physician Quality Leader (PQL) program, an initiative designed 
to embed physicians, who have formal training in quality improvement, 
into leadership roles. Surveys of stakeholders and participants indicate a 
high positive impact. PQLs have become trusted partners in system-level 
decision-making; they are respected for their clinical insight and quality 
improvement expertise. Executive leadership has reported effective 
collaboration with PQLs, highlighting improved alignment between 
frontline care and strategic goals. Overall, the PQL program has 
strengthened a culture of continuous improvement and multidisciplinary 
engagement across the FHA.

KEY WORDS: physician leaders, quality improvement, engagement

Cheng M, Tecson A, Matheson L, Williams D. The value of “physician quality 
leaders” in the Fraser Health Authority. Can J Physician Leadersh 2025;11(3): 
152-155. https://doi.org/10.37964/cr24799

Hospitals require effective leadership to navigate today’s complex and 
dynamic health care environment. A cross-sectional study in the United 
States1 found that top-performing hospitals were led disproportionately 
by physicians. Hospitals with physicians appointed to their hospital boards 
receive higher ratings by patients and show lower morbidity rates.2 In 
addition, health care quality improvement (QI) results in better patient 
outcomes, hospital performance, and staff morale.3 However, although 
more physicians are entering leadership roles in health care, there are 

https://doi.org/10.37964/cr24799
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limited leadership models that emphasize QI and patient safety.4 Among 
the diverse group of professionals assuming leadership positions in health 
care, physicians with QI training offer a unique perspective and a skill set 
that will help shape the future of health care.4,5 

The Fraser Health Authority (FHA) is the largest and fastest-growing public 
health authority in British Columbia. It serves 1.9 million people with 13 
acute care hospitals, 9 community hospitals, and an outpatient and surgery 
centre. In 2020, the FHA recognized the need for physician leaders trained 
in advanced QI methods. As a result, it created positions of “physician 
quality leads” (PQLs) in its Clinical Quality and Patient Safety (CQPS) 
portfolio. The aim was to support hospital and program leadership in 
achieving improvement in FHA’s defined quality and safety priorities using 
continuous QI methods.

A PQL is a physician passionate about fostering a culture of improvement 
and safety in clinical services. PQLs are responsible for establishing 
evidence-based patient care models to enhance patient safety at their acute 
care site or in their program. They are also accountable for promoting QI 
and supporting QI initiatives in their assigned hospital. The PQL is an FHA-
funded contractual position of 1-year duration. Applicants are screened 
and interviewed by senior CQPS leadership. Initially, PQLs were assigned 
to all acute care hospitals in the FHA. The FHA has now expanded the 
responsibilities of the PQLs into medical programs such as the critical 
care, medicine, and mental health networks, and the maternal infant child 
and youth program. Currently, 17 PQLs have been assigned to hospitals 
and medical programs. All have completed the physician QI certification 
program, an initiative of Doctors of British Columbia’s Specialist Services 
Committee. In addition, they received coaching, teaching, and leadership 
training. As a result of these initiatives, in 2023, Accreditation Canada 
recognized FHA’s dedication to continuous QI efforts.

PQLs bridge the gaps between clinical care, administrative strategy, and 
QI science to ensure that decisions are made with an understanding of 
patient care, operational efficiency, and data-driven approaches. They serve 
as QI advisors, coaches, mentors, and teachers, engaging physicians and 
frontline staff and supporting leadership. PQLs provide value by fostering 
collaboration, developing quality of care and patient safety initiatives, and 
promoting QI.

“
PQLs bridge the gaps 
between clinical 
care, administrative 
strategy, and QI 
science to ensure 
that decisions 
are made with an 
understanding 
of patient care, 
operational 
efficiency, and data-
driven approaches. 
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Health care comprises a host of special interest groups; their members use 
specialized systems and approaches to their work. However, collaboration 
across medical disciplines improves patient outcomes and leads to more 
effective use of available resources. PQLs work across medical disciplines, 
bridging gaps between health care providers and fostering collaborative 
improvement efforts. They collaborate with hospital leadership to create 
local quality governance structures and committees. 

In a recent survey of PQLs in the FHA, 100% reported feeling confident 
speaking up about patient safety concerns to hospital administration, 
and 96% believed their administrators acted on their suggestions. PQLs 
are members of local quality steering committees and hospital-based QI 
working groups. They offer physician insight into quality and patient safety 
and have been instrumental in incorporating quality into strategic visions. 

In a 2024 survey among senior FHA administration, five of seven (71%) 
hospital administrators felt that PQLs were willing to collaborate with major 
hospital initiatives. Four of the seven strongly agreed that PQLs collaborated 
on key initiatives. PQLs also actively collaborate with other quality teams 
to advance patient care. For example, togetherQI (tQI) is a FHA quality 
improvement team enabling acute care and long-term care​​​​ hospital teams 
to use QI at point-of-care. PQLs will often provide physician engagement 
and a physician perspective on tQI projects. As data experts, PQLs will take 
part in planning data collection and interpretation for QI projects. 

As effective leaders, PQLs are drivers of quality care. In 2024, for 
example, PQLs led communications about and implementation of criteria-
led discharge in the FHA’s access and flow portfolio. They performed 
interdepartmental mapping of hospital patient flow and developed 
patient transfer protocols. PQLs support FHA innovation, such as artificial 
intelligence predictive tools and contribute to the FHA’s reputation as 
an innovative health care leader. They directed work with information 
technology experts on artificial intelligence monitoring and surveillance 
tool development, such as sepsis risk and surveillance tools. PQLs continue 
to direct the prioritization of data collection in the staged roll-out of the 
FHA’s new electronic medical record system. 

Health care system leadership and transformation requires physician 
and frontline health care provider engagement.4 PQLs effectively 
promote QI among medical and allied staff. Recently, PQLs developed 
and implemented leadership-supported quality and safety walkabout 
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rounds at an acute care hospital to further engage frontline health care 
providers in continuous improvement. In a 2025 survey of senior hospital 
administrators, 80% of responders felt that PQLs helped shift culture toward 
continuous learning and improvement. 

PQLs added depth to the FHA CQPS portfolio by providing links among 
physician clinicians, QI methods, and leadership. They achieved this 
through QI expertise, collaboration, and advocacy for quality patient care 
and safety. The FHA believes in the value of PQLs. Among surveyed hospital 
administrators, 83% agreed that PQLs enhance patient care quality and 
safety. Recently, a hospital administrator stated: “I love both my PQI leads… 
and truly would not know what to do without their ongoing passion and 
leadership. This is a great role for our sites.”

Despite the demonstrated value of PQLs, several challenges remain. 
Balancing clinical responsibilities with leadership and QI activities can limit 
time for engagement and project follow-through. Embedding PQLs into 
existing hospital governance and quality structures requires alignment 
with multiple stakeholders, and resistance to new practices can slow 
adoption. Scalability to other health authorities is untested. We believe 
that success would depend on organizational culture, resources, and 
leadership support. Finally, sustainability of the role relies on continued 
funding, institutional recognition, and formalized career pathways to retain 
experienced PQLs. Currently, the FHA is planning a study to illustrate the 
value of this role. They hope to see positive results to help them advocate 
for PQLs in other health authorities.
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Looking back on a clinical 
academic career: a woman 
physician’s leadership 
journey

Sandra Fisman, MB

This invited article provides a retrospective composite of the 
experience and some of the choices made during a clinical 
academic career. I reflect on joys and challenges experienced 
through the years and seek to advise young physicians who are 
on the threshold of a medical career.

Fisman S. Looking back on a clinical academic career: a woman 
physician’s leadership journey. Can J Physician Leadersh 2025;11(3): 
156-164. https://doi.org/10.37964/cr24800

I have learned a lot over my long career as a clinical academic 
leader. Being a pragmatist, I will try to synthesize what may be the most 
valuable lessons for you, as current and future leaders, who can move our 
health care system to a better place.

I have enjoyed a productive career as a child and adolescent psychiatrist 
and senior administrator. In particular, I have been passionate about 
my work with children, youth, and families and have experienced joy in 
changing the developmental trajectory of troubled and troubling young 
people to happy and productive citizens.

I was born at the tail end of the “traditionalist generation” and on the brink 
of the “baby boom.” So, it will not come as a surprise that my early role 
models were two women physicians, living and working in the traditionalist 
era. They had each managed to combine successful medical careers with 

V I E W P O I N T
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child rearing and maintaining a household. One of these women held a 
leadership position as head of an anesthesiology department in a large 
academically affiliated hospital. The other was a pediatrician in a community 
hospital. These women were clearly ahead of their time, and both lived into 
their early nineties.

My story of development as a female clinical academic is an intertwined 
narrative between my personal life and my career. In the course of my life 
and work, there have been progressive changes for women in terms of 
gender equity, particularly at the leadership level. Beginning in the 1970s, 
we have seen many changes in female prominence in the professions, 
including medicine. 

Enrolment of women is much higher in what were traditionally male-
dominated professions: medicine, law, architecture, and engineering. 
There has been growth and more acceptance in places where women 
had not previously been welcome, such as surgery and the surgical 
subspecialties. However, a gap remains between the percentage of 
women who have entered these positions and those who have gained 
senior positions. Data still indicate that women medical school faculty are 
promoted more slowly than men. Gender differences are not explained by 
hours worked or time since graduation.1

With this backdrop, what helpful advice can I share with young people 
embarking on an academic career? I believe that we still have an important 
task ahead of us. This involves the need for a real change in our academic 
culture to allow people of all genders to thrive. Such a culture shift is 
premised on the universal adoption of a values-based framework that 
embraces collaborative, mutually respectful relationships, including trust 

“
There has been 
growth and more 
acceptance in places 
where women had 
not previously been 
welcome, such as 
surgery and the 
surgical subspecialties. 
However, a gap 
remains between the 
percentage of women 
who have entered 
these positions 
and those who 
have gained senior 
positions.

Mantra: 

Our vision — vibrant physicians thriving in a strong health care 
system. Our mission — support Canadian physicians to lead 
significant positive change. Our belief — physician leadership, 
physician wellness, and quality of care are intrinsically linked
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and promotion of personal integrity.2 It is these relationships that have the 
greatest chance of taking us to an academic win-win common ground.

In a practical sense, being part of a culture and values transformation 
requires that newly hired academic faculty seek out the right mentoring 
and role modelling early in their academic career. A successful mentorship 
relationship requires a genuine commitment to the process, adequate time 
spent together, and syntonic role modelling by the mentor.3 Same-gender 
role models are necessary for all genders in the early phases of their career 
development, but generally with academic growth there is a need for more 
than one mentor who may or may not be of the same gender.

In fact, the blurring of stereotypical gender role behaviour, which we 
have been able to talk about so much more comfortably over the last 
decade, will allow us to make progress in trusting one another and 
accepting our differences. Thus, the stereotypically male characteristics 
of competitiveness, ambitiousness, and assertiveness are important 
for success in competitive areas. However, tempering these with 
stereotypically female characteristics of flexibility, being more nurturing, 
sharing information, and supporting others is valuable in generating heathy 
personal and organizational growth.

Let me turn to some personal advice for those on the threshold of an 
academic career in medicine. It may not resonate for everyone as you set 
your career direction. Feel free to pick and choose and have the courage  
to shift direction in mid-career if your aspirations change. Ultimately, the 
best balance will come from your personal choices and your passion about 
those choices.

I would like to begin with medical leadership. There is no question in my 
mind that leadership has its rewards. Becoming a medical leader may be 
planned for some. Others may fall into leadership opportunities, as doors 
incidentally open. This has been the story of my life. In either event, learning 
to be a leader and taking advantage of leadership development and 
coaching experiences are both tremendously helpful.2 Although stylized 
leadership courses (some more than others) are invaluable in providing 
“tools” for effective leadership, one learns a lot “on the job.” The art is 
being able to apply the tools to the learning from experience.4

Among the blessings of academic medicine are the many opportunities for 
leadership experience and the relationships that evolve from these. Many 
of us begin with education leadership roles, others with research and/or 

“
Feel free to pick and 
choose and have the 
courage to shift  
direction in mid-
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Ultimately, the best 
balance will come 
from your personal 
choices and your 
passion about those 
choices.
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clinical leadership. Maintaining a clinical role concurrent with a leadership 
role, as well as having a strong clinical identity before taking on a medical 
leadership role, allows one to remain true to the needs and realities of good 
patient care.

There continue to be enormous challenges to health care 
delivery. Difficulties in access to primary care have resulted 
in inappropriate use of hospital emergency services. There is 
consequential overcrowding and long waits for medical and 
surgical beds and procedures and a lack of timely access to 
mental health and addiction care. 

Often referred to as “hallway care,” this has reached crisis 
proportions for health care funders, hospital administrators, 
health care providers, and our patients and families. At the 
other end of the equation, there are obstacles to the flow from 
acute care into stepdown community care and long-term care 
facilities when needed. These challenges have been further 
compounded by escalating health care costs, budgetary 
restraints, an aging demographic, and the recent pandemic. 
There will be challenges in taking up leadership roles with greater levels of 
responsibility. You may have to be the ultimate decision-maker and make 
some tough and even unpopular decisions to serve the greater good. 
Having the courage to stand up to some potentially fierce criticism will be 
easier if you have the buffer of strong collaborative relationships with those 
around you. 

But medical leadership is not for all of us. Your strengths may lie elsewhere. 
In the context of mentorship, make choices that use your strengths. Find 
others in your midst who can complement your strengths and skills. There is 
far more joy in working at what we are good at than struggling to remediate 
our weaknesses.

Be sure to maintain your family as a priority, and they will be your ultimate 
source of strength. Among the amazing career mentors that I have had, 
one of my senior mentors advised: “Don’t wait too long to have children 
because biological clocks do run down, and it is in fact easier to manage 
the sheer work of career and family when you are younger.” Many  
women, both in medicine and other careers, will intentionally choose  
not to have children.      

I would like to conclude with a collection of Cs that are potential enablers 
for successful clinical academic leadership.
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Organizational culture 

Whether in health care or any other organization, the organizational culture 
begins at the top and filters down through all levels. It is reflected in the 
way individual members relate to one another and to those who are the 
“customers” of the organization. In this way, a culture of compassion and 
caring, beginning with the senior leadership team, will filter down to the 
care providers in an organization.5 

Compassion and caring 

Caring is seen as a deliberate act that creates and sustains relationships. 
Ideally, organizations should foster cultures where providers are 
encouraged and inspired to be caring toward patients and coworkers. 
Compassion is a personal moral orientation and sense of responsibility 
toward others. Health care organizations and educational institutions 
should hire or admit individuals with innate compassion. However, although 
the capacity for empathy is important, it can be taught and cultivated. It is 
action that is combined with empathy that enables compassionate care.5  

Nurturing and sustaining compassionate care

I had the honour of being part of the Association of Medical Services 
(AMS) Phoenix Program, initiated in 2012. AMS is a small charitable 
organization with an impressive history as a catalyst for change. It has had, 
and continues to have, a profound impact on the health care of Canadians. 
In 2012, AMS launched a multi-year initiative: the AMS Phoenix — A Call 
to Caring, which focuses on making a positive and lasting difference in 
how health professionals nurture and sustain the learning and practice of 
compassionate care. I chaired the AMS Phoenix Fellowship Committee, 
which became a cornerstone of the program. Dr. Rita Charon is the founder 
and executive director of the Narrative Medicine Master’s Program at 
Columbia University in New York City. Her work in narrative medicine partly 
informed our Fellowship Program.                                                      

Compassion in an age of digital care

Health care workers usually choose their profession because they are 
drawn to show compassion to those who suffer. The rising prevalence 
of burnout and other consequences of workplace stress emphasize the 
need for compassionate approaches toward health care workers as well. 

“
Compassion is a 
personal moral 
orientation and sense 
of responsibility 
toward others. Health 
care organizations 
and educational 
institutions should 
hire or admit 
individuals with 
innate compassion. 
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There have been multiple contributors to workplace stress, including the 
COVID-19 pandemic. However, it is more likely that the inevitable increase 
in technology has added to this stress. This includes the demands of 
the electronic medical record and the introduction of AI to health care. 
Hopefully, in the future, technology can be harnessed by the organization 
to support more compassionate ends.

Collaboration and cooperation

Brenda Zimmerman, who was one of my senior mentors, wrote about 
the Generative Relationship Star. In complex contexts such as our health 
care system, generative relationships allow the co-creation of innovative 
solutions and services. Diagrammatically, the points of a four-pointed star 
each depict one key aspect of a generative relationship: separateness, 
talking, action, and reason to work together. When the four points of the 
star are equal, there is the capacity to create something that is greater than 
the sum of the parts.6 Its greatest value is to reframe a conversation with a 
focus on positive change. Collaboration and cooperation, when healthy, 
are not mutually exclusive. Together they can be a catalyst in the pursuit  
of excellence. 

Consensus building

A strong academic leader will be committed to 
building consensus among all who provide care and 
the multiple contingents who receive care within 
a health care system. This will ensure the wellness 
of the providers and include working conditions 
that enable them to make healthy and balanced life 
choices. Success is measured not only in the number 
of patients who are cared for but also in the quality of 
care they receive. The diverse cultural milieu of North 
American health care contexts makes representation 
an important marker for health care organizations. 
This is particularly true for members of our society 
who have historically suffered neglect, violence, and 
mistreatment by colonizers and the brand of medicine they brought with 
them. As a leader, you must ensure consensus across the organizational 
value system that goes well beyond a code of conduct that is framed and 
posted on hospital walls.



C A N A D I A N  J O U R N A L  O F  P H Y S I C I A N  L E A D E R S H I P  2 0 2 5     |     V o l u m e  1 1  N o  3     | 1 6 2

Self-confidence

There will be challenges in taking up leadership roles with greater levels of 
responsibility. You may have to be the ultimate decision-maker and make 
some tough and even unpopular decisions to serve the greater good. 
Having the courage to stand up to some potentially fierce criticism will be 
easier if you have self-confidence and the buffer of strong collaborative 
relationships with those around you.                         

Career and family

In retrospect, a delay in training made no difference to my academic 
progression overall, a view shared by one of my mentors. My career 
was punctuated by the birth of four children who have grown up to be 
successful adults. Simultaneously, I have had a successful academic career. 
A wise member of the senior leadership team once told me to always put 
your family first. If something happens to you, the hospital/medical school 
will grieve for a week or two and then recruit your replacement. However, 
your family will miss you forever. Flexible career development opportunities 
that incorporate a range of options can serve to accommodate women with 
growing families. 

Concept of team-based care

Another of my important mentors introduced me to the valuable concept 
and practice of team-based care. Moreover, she introduced the senior 
leadership team to a book by Tom Rath and Barry Conchie: Strengths Based 
Leadership.7 This book and other versions provide an account of how the 
most successful people start with dominant talents, then add skills and 
knowledge to multiply their raw talent. 

To establish your five top talents, Strengths Based Leadership provides a 
strength-finder exercise that takes about 30 minutes to complete. You will 
then receive a summary of your top five strengths and their meaning for you. 

The strengths we bring to work vary. A successful team will have a mix of 
strengths and weaknesses that complement one another. We can try to 
mitigate and improve our weaknesses, but they will never become our 
strengths. Using our strengths is associated with excitement about coming 
to work and positive team morale.

“
Flexible career 
development 
opportunities that 
incorporate a range 
of options can serve 
to accommodate 
women with 
growing families. 
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Person-centred care

In taking the Hippocratic Oath, we vow to “respect the hard-won scientific 
gains of those physicians in whose steps I walk and gladly share such 
knowledge as is mine with those who are to follow.” We tend to forget that 
we have chosen a career in health care to take care of ill people. It is at the 
interface of patient and provider that a therapeutic alliance develops. The 
nature of this interface will change throughout the lifespan.         

As a child and youth psychiatrist, adolescent development has dominated 
my perspective. Issues of consent and capacity, cognitive development and 
emotional maturity, and the variance of phases of adolescent development 
have influenced the therapeutic connection.

Final comments

Stay grounded in your values. Preserve your academic interests, your 
curiosity, and your enquiring mind. Always be passionate about your work. 
When you lose compassion, it is likely time to change direction. Be willing 
to take some risks. Enjoy relationships with colleagues who are stimulating 
and have similar interests. Seek out mentors, formal and informal, medical 
and non-medical, who help you to promote and develop your strengths. 
Affiliate with professional groups and establish strong connections but learn 
to say no when you need to.

Finally build your own resilience. Your inner strength may come from 
refueling activities, including hobbies, interests, and relationships (inside 
and outside of work). Maintain your family as a priority, and they will be your 
ultimate source of strength. 
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As I reach Erikson’s stage of wisdom versus despair,8 I hope I have been 
an inspirational role model and a wise and supportive mentor. I feel so 
privileged to have made a difference in the lives of youth and families as 
well as learners and interprofessional colleagues. From my perspective, 
working in interprofessional teams, whether based in clinical care, 
education, administration, or research, has been the ideal.

My hope is that you, as current, emerging, and future leaders, will sustain 
and develop initiatives that enable a well-functioning, accessible, evidence-
based, and effective health care system. As you determine your career 
direction, remember (paraphrasing actor James Dean), you can set the sails, 
but you can’t control the wind. Life-cycle events may dictate ebb and flow in 
your career. But the journey continues.
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In medicine, we’re trained to diagnose and treat disease, but rarely are 
we taught how to navigate workplace conflict. For many of us, it feels 
like going into a Code Blue without any ACLS algorithm cards.

Conflict Resilience is written by a Harvard Law professor and a 
neurologist. Using stories and neuroscience, they unpack the modern 
need for the title concept, which they define as “the ability to genuinely 
sit with and grow from conflict.” They describe a structured approach 
to preparing for and facing conflict, not shying away from mundane 
and even controversial example topics, and including brain science 
along the way. According to their framework: NAME the conflict, 
EXPLORE fully the issues involved, COMMIT to doing your part in  
facing the conflict.

Bordone and Salinas’s intended audience is any lay person or professional 
who finds conflict difficult to navigate. It is an excellent book for any 
physician leader, as the complexity of health care creates ripe ground for 
potential conflict. Although several excellent books on this topic already 
exist, this one is entirely different in its focus on building a comprehensive 
approach from the inside out, underpinned by the neuroscience that 
explains what works and what doesn’t. In addition, the authors use 
contemporary and relatable examples. Rather than discussing geopolitical 
scenarios or simple price bargaining, they give examples of a health care 
workplace disagreement or differing political opinions among family 
members at Thanksgiving. 

B O O K  R E V I E W

Conflict Resilience:  
Negotiating Disagreement 
Without Giving Up or Giving In

Robert C. Bordone, Joel Salinas, MD
Harper Business; March 2025
Reviewed by Ruth Vilayil, MD
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These are my top three leadership lessons learned from Conflict Resilience. 

The concept of conflict tolerance

This involves both conflict recognition (our internal tendency for labeling an 
event as “conflict”) and conflict holding (our ability to sit with conflict). This 
varies for different people. Understanding this improves our self-awareness 
as a leader and increases empathy for those on our teams who are having a 
different experience of conflict than we are.

Three steps to better conflict negotiation as a leader:

1.	 Mirror work: self-examination and brutal honesty with ourselves around 
our true interests and motivations in the conflict.

2.	Chair work: practising conversations with different sides of ourselves  
on the topic at hand.

3.	Table work: bravely bringing the conflict to the table with our 
counterparts, truly understanding their side while also communicating 
our point of view, resisting the urge to run away. I conceptualize this as 
the ability to “listen up, speak up.”

Information and examples on leading cultural change 
(whether you are in charge and have a title or not)

Individual up-skilling is not enough; the entire culture around the 
organization’s approach to conflict must shift as well. There are valuable 
pearls of wisdom here from those who have pioneered seismic changes.

This book is packed with stories, research, and practical tools. For physician 
leaders in particular, this book gives wisdom not only for our own up-skilling 
in the area of conflict negotiation, but also insight into how those we lead 
may be experiencing it too. That empathy can move conflicts forward 
monumentally. As a physician, Salinas’s stories and insights are completely 
relatable. 

Unfortunately, because of the book’s comprehensiveness, readers can lose 
track of which section or skill they’re currently focusing on. Diagrams would 
have been a nice addition to keep the reader oriented. However, it remains 
a practical, innovative guide that can help us translate book-knowledge into 
action in our personal lives and organizations. 

While navigating conflict may never be algorithmic like a Code Blue, the 
frameworks in this book are a great way to confidently approach — even 
embrace — any conflict that comes your way. 
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