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People leadership is a core competency in medicine, yet during 
undergraduate medical education, it often remains underdeveloped. 
Although students are exposed to a wealth of clinical practice and social 
determinants of health content, far less attention is devoted to developing 
the skills required to guide, empower, and cultivate high-functioning health 
teams, i.e., people leadership. The consequences can be substantial: 
hierarchical working cultures, poor staff morale, fragmented supports, 
and burnout, all of which directly influence health system performance and 
patient care. Embedding people leadership development meaningfully in 
the medical school curriculum provides a critical opportunity to reshape 
workplace culture, strengthen team cohesion, support staff well-being, and 
ultimately improve patient care. People leadership should not be treated 
as an optional competency; it is integral to health system resilience, patient 
care, and the legacy we leave behind.
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Leadership begins with people

In a recent leadership interview, as part of the master of science in health 
systems leadership and innovation curriculum under the Institute for Health 
Policy, Management, and Evaluation, a physician executive shared: “When 
I leave my position or I leave the organization, there’s no medal. There’s 
no monument they’re erecting. There’s no award named after me, but it’s 
the people that I leave behind. That is the legacy. So, when I say ‘people 
leadership,’ I mean talent scouting. Unlocking everyone’s potential and 
maximizing others” (Hempel E. Unpubl. 2025, Institute for Health Policy, 
Management, and Evaluation, University of Toronto).

At its core, people leadership is about supporting, developing, and 
empowering others to reach their potential. This becomes especially 
important in health care, where providing high-quality patient care is 
fundamentally a team effort. Physicians, allied health, support staff, and many 
more work collectively to improve patients’ well-being, be it by sharing 
knowledge and expertise, designing comprehensive care plans, or guiding 
smooth patient transitions. As such, interprofessional and integrated care 
models have become more adopted across health systems in recognition of 
the value of teamwork and collaboration in providing optimal patient care.1

The 2026 Canadian Conference on Physician Leadership in Montréal, 
Quebec, explored this concept further, highlighting that positive 
organizational culture influences patient care just as much as clinical 
excellence. Patients often notice not only direct interactions with their care 
providers, but also the way health professionals interact with one another.2 
Physicians, wearing multiple hats simultaneously, are uniquely aware of 
organizational culture. They oversee the clinical care of patients, interact with 
a variety health professionals to deliver appropriate care, and communicate 
with upper administration on issues at the front-line.3 

An example from British Columbia illustrates the importance of physicians’ 
role in influencing workplace culture. Multiple emergency department 
closures across major urban centres prompted a province-wide review of 
the health care system. Surveys of affected clinicians and staff revealed that 
respondents felt neglect and burnout after years of experiencing disengaged 
leadership, as well as unsafe and unsupportive working environments.4 This 
highlights the urgent need for leaders who care, listen, and advocate for their 
teams and patients — key qualities of people leaders. 

So, if people leadership is so valuable to health system sustainability, how are 
we preparing our future physicians to become people leaders?
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Do as I say, not as I do

Medical school is often described as a marathon. To meet rigorous 
accreditation standards, curricula are densely packed with numerous 
learning objectives from clinical medicine to discussions around the social 
determinants of health, mental health, diversity, equity and inclusion, artificial 
intelligence, and more. Leadership training has also made its way into the mix, 
as part of the core CanMEDS Physician Competency Framework5 adopted 
by the Royal College of Physicians and Surgeons of Canada, emphasizing 
that leadership involves engagement in shared health system decision-
making, collaboration, and continuous improvement. Notably, although 
people leadership is not explicitly identified in the framework, several of 
its core elements are present, including leading multidisciplinary teams 
to implement change, providing mentorship and guidance to help others 
develop leadership skills, and maintaining positive relationships with other 
health professionals. CanMEDS also conceptualizes these competencies 
as developing progressively across the training continuum, with learners 
assuming increasingly complex leadership responsibilities as they advance.

For undergraduate medical education, the challenge is translating these 
competencies into learning experiences that prepare students for the 
progressive leadership responsibilities expected later in training. Historically, 
leadership training has been provided through workshops and stand-
alone lectures; this hasn’t changed much over time.6 For example, at the 
Temerty Faculty of Medicine, University of Toronto (U of T), training occurs 
in the following ways: senior leaders host introductory lectures exploring 
basic leadership principles with medical students, patient advocates 
attend seminars and share their experiences navigating the health system, 
and students participate in self-reflection exercises exploring the value of 
leadership in clinical practice.

Although these resources provide an important foundation for students to 
build on in future clinical practice, in reality much of this learning remains 
theoretical, with limited opportunities for students to apply and develop 
their people leadership skills. Such experiences may instead depend 
on extracurricular involvement through student councils, clubs, or other 
initiatives, in which access to longitudinal mentorship and structured feedback 
can vary. For those seeking guided leadership development and mentorship 
from experienced leaders in the field, these opportunities fall short. In 
addition, as medical students balance curriculum requirements with the 
demands of residency applications, leadership training can become diluted 
and may often be deprioritized.
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This begs the question, what can medical schools do to address this challenge 
and develop the next generation of clinical leaders?

Leading by example

The COVID-19 pandemic demanded an extraordinary response by health care 
professionals across the globe. The sharp rise in cases soon overwhelmed 
testing capacity, forcing jurisdictions to implement lockdown initiatives to 
help curb the spread. Health systems globally scrambled to keep pace with 
demand. To cope with the situation, thousands of individuals were hired, with 
or without a health care background. I was one of them.

As a fresh undergraduate in laboratory medicine, my journey in the health 
care system started at the BC Centre for Disease Control (BCCDC) under 
the province’s chief medical laboratory officer (CMLO). Although I had a 
strong laboratory background, my understanding of health care delivery 
and the broader health system level was quite limited. As such, I had a 
few reservations about assuming a role at the BCCDC during a particularly 
challenging period, worried that the demands of the position might exceed 
my abilities. 

To my surprise, the CMLO, a physician and health care executive himself, 
who was overseeing BC’s public health labs, mentored me and provided me 
with a safe space to learn about the organization’s operations, processes, 
and people. He introduced me to team members, consistently remained 
responsive to questions, and checked on my well-being on a regular basis. 
As the pandemic evolved and my tenure with the organization continued, 
the CMLO looked out for me and provided opportunities to grow my skillset, 
from smaller data analysis projects to successfully running major provincial 
initiatives supporting the province’s COVID-19 pandemic response. Despite 
the ongoing pressures on the labs, he took time to engage with me, reflecting 
on my mistakes and celebrating my wins. I felt safe, empowered, and proud to 
be a member of his team. 

Later, when I started medical school training at U of T, I used the people 
leadership lessons I learned at BCCDC to set up an Objective Structured 
Clinical Examination (OSCE) prep group for our first-year medical school 
cohort with a few peers. The OSCE aims to assess students’ clinical encounter 
skills in a standardized manner. Students frequently comment on how stressful 
it is to properly prepare for these assessments and succeed. Thus, similar to 
my experiences at BCCDC, students had some initial uncertainty about the 
OSCE and how to approach it. 
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Together, my peers and I created a monthly study roadmap that guided our 
preparation in the months leading up to the exam. We co-designed our 
schedule with the school’s administration team and held weekly sessions 
for medical students to attend and practise in a safe space. As leads, we 
introduced the skills for each session, provided individualized as well as 
group feedback on the execution, empowered individuals to embrace their 
strongest performance, and celebrated everyone’s success after completing 
the OSCE. Years later, students continue to refer to this experience, 
commenting on how it helped them to not only pass their first OSCE, but also 
to mentor others in the same way.

Rethinking leadership education

Recreating a global pandemic just to allow executive leaders to mentor 
medical students in people leadership should not be the vision. In fact, 
developing standardized learning experiences for students may take 
away from the variety of leadership philosophies and applications that are 
desperately needed in the health care system.6

Instead, building on the progressive development approach envisioned 
in CanMEDS, medical schools should consider a longitudinal, experiential 
approach to people leadership during undergraduate medical education. 
This could be achieved by creating leadership opportunities between schools 
and their local health networks, focused on medical education, quality 
improvement, and patient safety. By involving students in authentic health 
initiatives alongside experienced professionals, students could gain hands-
on mentorship experience, practise people leadership in an interprofessional 
care team, and receive structured feedback on their performance, thereby 
creating a community of practice for leadership development in medical 
education and beyond.7 Drawing on these principles of leadership 
development and the experiences described above, Table 1 outlines six core 
elements of a proposed framework for people leadership development.5-7

The benefits are numerous. Students would have the chance to practise 
their leadership skills away from the classroom setting, while also building 
professional relationships along the way and contributing to meaningful 
initiatives in their health network, both of which may support their subsequent 
residency applications and future careers. Medical schools and health 
networks can, in turn, smooth the transition for students from medical learners 
to practising clinicians, while potentially strengthening students’ connections 
to the networks in which they train and promoting homegrown talent. Such 
relationships may also create opportunities for experienced clinicians to pass 
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Core element Why it matters Implementation example

1. Psychological safety Leader creates an environment where 
medical learners can ask questions, 
acknowledge uncertainty, take appropriate 
risks, and learn from mistakes.

Small student teams supported by a 
consistent physician/faculty mentor, with 
regular check-ins and a developmental 
rather than punitive approach.

2. Meaningful & 
progressive responsibility

Leadership develops through authentic 
responsibility and increasing autonomy, 
rather than pure observation or assigning a 
leadership title.

Embed medical learners in real health 
system projects. Students progress 
from understanding the problem and 
contributing, to leading components, to 
coordinating others and assuming greater 
responsibility.

3. People leadership in 
practice

Provides opportunities to practise relational 
behaviours that support, develop, and 
empower others, including listening, 
collaboration, delegation, trust-building, and 
navigating disagreement and conflict.

Rotate responsibilities so medical learners 
experience both contributing to and 
leading an interprofessional team, with an 
emphasis on enabling the success of others 
rather than simply completing individual 
tasks.

4. Multidirectional 
feedback & reflection

Leadership is relational; development 
requires understanding how one’s leadership 
is experienced by others and reflecting on 
successes, setbacks, and opportunities for 
growth.

Formative feedback from peers, mentors, 
project partners, and other relevant 
team members. Learners identify areas 
for development and apply them during 
subsequent phases of the experience.

5. Recognition & 
celebration

Reinforces that growth, learning, and 
developing people and teams are 
valued alongside academic and clinical 
achievement.

Conclude with a project showcase 
recognizing different forms of 
achievement, e.g., collaboration, 
demonstrated growth, equity, innovation, 
system impact, and exemplary people 
leadership.

6. System integration & 
sustainability

Connects leadership development 
to genuine health care needs while 
demonstrating how physicians contribute 
beyond individual clinical encounters.

Partner with affiliated health organizations 
to identify authentic system priorities and 
create pathways for promising initiatives 
to be implemented, continued, or 
transferred to future learner cohorts, while 
fostering longitudinal mentorship and 
knowledge exchange between learners 
and experienced clinicians.

Table 1. Longitudinal people leadership development: an experiential framework for 
undergraduate medical education.

Note: This framework represents the author’s synthesis of principles from existing leadership education literature and the experiences 
discussed in this viewpoint.
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along their knowledge, leadership practices, and organizational experience to 
the next generation of physicians. In this way, people leadership becomes not 
only about developing today’s teams, but also about building a legacy through 
the people who follow. Finally, the health care system could benefit from a fresh 
source of potential and perspectives early on to lead teams and tackle some of 
the most pressing challenges it currently faces.

Challenges and opportunities

Of course, setting up a leadership program like this is no small feat. It would 
require consideration of the variety of competing curricular priorities mentioned 
previously, faculty and health-system capacity, mentorship availability, and 
institutional buy-in. Moreover, given that classroom sizes across Canadian 
medical schools have been growing significantly over time, scalability and 
equity must be considered since opportunities that depend on motivated 
students seeking out these experiences may not reach all learners equally.8  
In terms of assessments, by reducing leadership training to checklists or one-
time evaluations, schools risk overlooking the progressive development 
approach envisioned in CanMEDS. Instead, assessments should use a more 
longitudinal, experiential approach involving mentorship, multidirectional 
feedback, and reflection, allowing learners to achieve progressively greater 
responsibility as they develop their people leadership skills.

Medical schools may not need to build this infrastructure from scratch. U of T’s 
Quality Improvement Experiential Student Training (QuEST) program, which 
supports a longitudinal, mentored, and health-system integrated experiential 
learning, is a testament that this work is possible, at least from a scholarly 
perspective.9 Building on existing partnerships with hospital networks to 
facilitate enhanced leadership training would offer a unique opportunity to 
extend this experiential model toward the deliberate development of people 
leadership.

Leadership education as an investment  
in health care

How do we know when we’ve succeeded? As one physician executive put 
it: “To our front line, we know that we’ve gotten it right when one of our 
housekeepers can say, ‘My job here is to save lives. If I do the terminal room 
cleans when a patient leaves after having C. diff and I make sure there are no 
spores so the next person is safe… then I am saving lives’” (Hempel E. Unpubl. 
2025). This is people leadership in action: every team member sees their 
contribution as integral to patient outcomes.
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With a wide range of health care issues on the horizon, from ongoing 
workforce shortages, funding gaps, public and global health emergencies, 
to the rise of AI, people leadership will be crucial not only to steer teams 
through uncertainty, but also to create innovative, resilient, and sustainable, 
high-performing health care systems. Leadership is not measured by 
titles. It is measured by the people we help grow. Therefore, leadership 
education should not begin once physicians become department heads 
or executives. It should begin on the first day of medical school; not as a 
checkbox exercise, but as a meaningful skill that needs to be developed 
and celebrated.
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