Leading Through the COVID-19 Crisis:
A Proposed Action Research Study
Introduction
The Canadian Health Leadership Network (CHLNet)’s vision is “Better Leadership, Better Health—
Together”. CHLNet is a network of over 40 national, provincial and local partners, representing
the health care professions, health authorities, governments, and citizen advocacy groups--that
are dedicated to defining and practicing what ‘better leadership’ is: and then ensuring that it is
utilized to improve the health of Canadians. The notion of working together emphasizes a belief
in distributed leadership; in that Canada’s health system needs to act and perform as a system;
and it is our collective job—formal or informal leader, CEO or family member, politician or
patient, to exercise our collective responsibility to create a system that delivers better health.
CHLNet believes leadership is critical to success in this uncertain time. This proposal outlines an
action research project (similar to a live case study) in support of our mandate to build health
leadership capacity and capabilities across the country.

Purpose
In keeping with CHLNet’s mandate, beliefs and principles, CHLNet’s Research and Evaluation
Working Group proposes to undertake an action research study that has two primary purposes.
These are:
1. To chronicle and curate current leadership practices (evidence and experience-based)
used by Canada’s health workforce and the system to address the COVID-19 challenge;
and
2. To explore together as leaders, what existing, experience-based, and
emerging/innovative leadership decisions and practices should be used to build our
future health and care system.

The Scope of the Canadian COVID-19 Leadership Challenge
The 2020 Coronavirus pandemic is a crisis of global proportions. Ironically, it can be a catalyst to
allow dedicated ethical health care leaders to exercise the kind and form of leadership that is
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needed to co-create a modern, people1 and/or relationship2-centred system of care that truly
responds to the needs of today’s citizens.
The chaos and complexity created by COVID-19 defies conventional rules and many of us are
relearning our ways of leading and organizing work and daily life. Health leadership—formal and
informal--is being tested in novel and uncertain ways. The mix of leadership styles and
approaches that worked in more stable and predictable environments will not suffice 3,4. It is an
ongoing natural experiment in crisis leadership, and lends itself to deliberate, ‘just in time’ action,
reflection, and documentation.
A leader’s job is to integrate systems so they can serve patients, families and systems well; to
ensure health care workers are able to work in a psychologically and physically safe work
environment; and to facilitate meaningful innovation and reform5. These demands—which have
been growing steadily over the past 15-20 years in health care—have remained stubbornly
resistant to change. Yet many leaders have expressed a strong desire to be part of a different
story of health care: a story that allows us to focus on our successes, not our failures; and that
speak to a system that we are all proud of; one that has transformed itself to be people-centred.
Many leaders want to contribute to creating that future. Now is the time to begin that journey.
Prior to the pandemic, there was a growing awareness that we wanted a public health and
healthcare system that was different. That same consciousness today is enabling us to implement
innovations that were unthinkable in the previous environment. If indeed, what Otto Scharmer6
says is true: i.e., that:
1. Everything we knew wasn’t sustainable is collapsing now;
2. As systems collapse, people rise; and
3. We are one system.
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Then it is imperative-- in the spirit of never let a good crisis go to waste--that we identify and lock
down the leadership practices that will build that one health and care system that meets the
needs of today, and the future.

The Research Concept
Action research overlays the vicissitudes and challenges of day-to-day life with an inquiry
methodology that is intended to help us understand what we are doing, why we are doing it, and
to document lessons learned.7 It is ‘in the moment’ research, intended to study action while at
the same time informing it8. It relies on an inductive approach9, because it makes no claim to
identifying cause and effect relationships for predictive purposes, but rather intends to
understand the interdependency of what can and should be done by leaders within the specific
context that they find themselves in; and from a ‘knowing’ perspective, recognizes the difficulty
of distinguishing the subjectivity of the knower from the objectivity of the known.
Action Research 10 does not separate researcher from policy maker, front-line leader from
clinician or employee, or provider leader from patient, family member, or citizen. It asks
individuals, in whatever role they are playing, to assume two roles at once: to observe (see,
reflect, and understand), and then act on that understanding. Action research formalizes this
process. It assumes that by understanding how our leadership plays out in context that it will
prepare us to be more sensitive to context and the impact it has on us as leaders. To be able to
do so will enable leaders to respond more effectively to others’ needs; and it will help us
understand that when the context changes, so must our leadership practice.
The above description implies that action research is a PDSA (Plan, Do, Study, Act) cycle applied
to leadership. In this sense the primary independent variable is the timeframe of each cycle. For
example, one might argue that emotional intelligence is action research in action: asking a person
to be conscious of what they are doing; reflect on the impact it is having on others; and then
make immediate readjustments so as to have the desired impact in the situation one is in.
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Instantaneous action research if you like, in which the timeframe for observing, reflecting, and
changing behaviour is in the moment. But those time frames can be determined at the whim of
the researcher, and therefore gives the method some flexibility to deal with situations such as
what we are now experiencing.
In the case of COVID-19, we also see different policy responses in a very dynamic epidemiological
context (Figure 1) playing out across different jurisdictions across Canada and around the globe.
This provides an opportunity for a natural experiment, in contrast to a planned experiment.
Natural experimental studies are often recommended as a way of understanding the impact of
population-level policies on health outcomes or health inequalities.11 They are also ripe for the
application of action research methods.

Given this description of action research conducted in the context of an ongoing natural
experiment in crisis leadership, it invites others into a disciplined process of co-creation: i.e., in
this case two-fold: (1) to continue to identify and document leadership practices that work to
fulfill the functions of leadership described earlier in this research proposal; and (2) to envision
and articulate aspects of organizational design, community engagement, and service delivery
11
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models that truly respond to the needs of a modern, technological, democratic, and inclusive
society.

The Research Approach
Numerous factors describe to the proposed research approach.
1. Establish a Research Steering Group
It is proposed that we create a research steering group to oversee the process and ultimately
document/write up the study. This research group, reporting to CHLNet’s Research and
Evaluation Working Group (R&E WG) will be comprised initially of volunteer members from R&E
WG, and upon agreement within that group, invite others to participate, as needed, as the
project. It will include a mixture of academics and decision makers.
Terms of reference to include:
a. Define the overall research protocol including affirming the research questions
b. Establish timelines and procedural rigour, including whether an ethics review is
necessary12
c. Investigate potential funding sources
d. Operationalize project management and accountability for the project
e. Expedite a preliminary ethics review
f. Gather the data using a mixed methods approach
g. Analyze the data
h. Generate appropriate findings
i. Write up a final report
j. Disseminate key findings from the report.
2. Operationalize the action research inquiry frame
Action research begins with questions that can only be answered through documenting
deliberate responses at the individual (micro), organizational (meso) and systems (macro) levels
to an emergent situation, reflecting on the appropriateness of those actions, and then deciding
what to do next (i.e., a cycle of action research). Studies may move on to a second cycle of inquiry,
12
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informed by the first: i.e., the Research Team may pose additional questions to guide the actions
of the second cycle of inquiry. The action researchers (i.e., people in the field doing leadership)
do their best to act commensurate with the learning in the first cycle and the new context in
which those actions are required; and reflects and documents on successes (and failures) of those
actions. This is the time variable mentioned earlier; and it is a decision of the Research Team,
whether to conduct a second cycle of action research to correspond to what might be a naturally
occurring new phase of action.
At the time of writing this proposal it is recommended that the first cycle of action research
correspond to the timeframe for the first wave of COVID-19. Subsequent cycles may be
conducted—and are anticipated--should there be a second or third wave as depicted in Figure 1.
3. Define research questions for the study
It is proposed that three primary questions guide the study:
1. What leadership practices have been effective (or contrarily, ineffective) in dealing with
the COVID 19 crisis?
2. How do effective practices differ from pre-crisis leadership practices?
3. What leadership practices can be leveraged to create the desired health and care system
of the future?
NOTE: these are NOT questions that contributors will be asked to answer; they are for the study
overall. For ease of participation from solicited contributors (i.e., volunteer action researchers)
they will be asked questions that are more personalized to their individual context, and will only
be asked to answer one or two questions that are of greatest relevance to their experience.
4. Select volunteer action researchers
The Steering Group will identify a representative group of leaders (from all levels in Canada)13
to become our action researchers to understand what we are learning about leadership in
these trying times in different contexts. It is important to seek out people who want the
opportunity to have their opinions heard. If the research team creates an accessible platform
and a variety of modes of input people are more likely to participate. Consideration can be
given to providing an incentive (if needed). We will start by creating a list of potential
participants known to the Research Team.
We seek a self-selected sample of people who care about leadership and possess the hope that
their input will be helpful. Ideally the pool of participants will represent different perspectives
on system experience (see Appendix A).
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Given the immediacy of the project, a natural body of potential leaders are those contributing to
the new LEADS second edition book (approximately 45 leaders playing a wide range of leadership
roles in the context of the COVID crisis); CHLNet’s Health Leadership and Exchange Working
Group; as well as interested members of CHLNet member partners. A snowball approach—i.e.,
once these individuals are aware of the project and can either participate or not—enables them
to pass on the participation opportunity to other leaders that they see as having something
meaningful to contribute.
5. Determine data collection methods and establish a collection process
Volunteer action researchers will be asked to reflect on practices of leadership they are
observing, experiencing, or utilizing; and the impact—good or bad—on others. The leader—who
is living the context—will reflect also on its influence on the decisions made. In creating these
periods or reflection to share their leadership experiences with COVID in real time, the action
research process can be seen as therapeutic in helping leaders grow personal resilience.
To keep it simple, and ease the time demands of participation, data gathering will be restricted
to asking people to dedicate no more than 30 minutes of their time to the task of preparing for
and providing individual datum.
Individuals who wish to share their ideas will be encouraged to do so in a variety of art forms:
e.g., in the form of vignettes, stories, case studies, podcasts, or video recordings which should
not exceed 10 minutes in length. They will be invited to submit them for potential publication
(i.e., in CHLNet’s e-blasts, Canadian Society of Physician Leaders/CSPL podcasts or other partner
vehicle); and for review and analysis in the context of this study. Given the extent of this
pandemic, more modified and succinct method for data collection may be used for the first cycle.
Other data—in the form of contributions from publicly available reminiscences (i.e., email
exchanges: with permission), peer reviewed articles, grey literature, podcasts, new stories, and
social media postings—will populate another data set.
Data collection will be through the creation of a web portal that enables people to submit their
personal contributions.
6. Frame data analysis
From an analytical perspective, it is proposed that the data from the two pots of data are themed
separately (either using N-Vivo or manual methods) to identify key concepts and themes extant
in both.
To bring some order to the data analysis, we suggest using a LEADS14-informed process of inquiry,
action, reflection, documentation that the research team can overlay on their work to help
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organize data and to create a maximal potential for learning and explanation (given 80% of health
delivery organizations in Canada employ LEADS to define effective leadership)15. We believe the
LEADS framework16 is well suited to describing and evaluating how systems and individuals come
together to achieve shared results: in a first instance, bending the COVID-19 curve, balancing
individual and societal risks and thereby mitigating avoidable deaths during the crisis; and in a
second instance, ensuring we have more integrated public health and healthcare systems for the
future that can meet the needs of citizens in an optimal fashion.
7. Seek funding/resource supports
A preliminary analysis has been conducted and it is proposed that in the short term, we approach
funding agencies such as the Max Bell foundation (Calgary-based), the Canadian Institutes for
Health Research (Institute for Health Services and Policy Research), and CHLNet’s own partners
for monetary and in-kind support. Most of the work will be undertaken on a voluntary basis. That
said, an initial budget of approximately $10,000 may be required for what should be considered
a ‘developmental phase’ for the project: i.e., initial setup of the research team; outreach to
participants; a review of success (i.e., was data collected and was it valuable) before (and if) a
second phase is developed and funding sought for it (in the order of another $15K might be
required.

Summary
This proposal outlines a action research project to study health leadership in times of crisis that
could have a significant influence on our understanding of leadership, its practices, and what
might be done in the future to enhance our overall leadership capacity and capabilities. It is a
study that is consistent with the mandate and purpose of CHLNet, timely, and opportune: i.e.,
unique times demand an exceptional response. To be successful, we believe that the first phase
of this project should be initiated by the end of April.
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