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Executive Summary

In British Columbia, as in many other jurisdictions in Canada and 
across the globe, leadership has gained significant attention in the 

last ten years1. Leadership is vital to the success of change and quality 
improvement in the health and social service sectors.2  There is also 
a growing sense of urgency that leadership of change is needed. As 
the 2008 Getting Our Money’s Worth report on health care in the 
province of Quebec states: “Everyone is aware of the difficulties of the 
health system, yet the situation is not changing quickly enough.”3 
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Recently, in British Columbia (BC), and also across Canada, there has been a 
growing demand for focused investment and planning to address a perceived 
‘leadership gap’ in the Canadian health system.4 For example, Stephen Lewis 
(2007) and Roy Romanow (2007)5 —two well-known health experts - have 
stated that improved leadership is a key to making the changes that are 
necessary (e.g., waitlist management, fiscal sustainability, primary care 
reform, end-of-life care6). The Leaders for Life Program in BC is a provincial 
effort aimed at overcoming this leadership gap7.

The BC Leaders for Life Program
In January 2006, in response to a business plan submitted to the BC 
Ministry of Health, the Health Care Leaders’ Association of British Columbia 
(HCLABC), in collaboration with major health employers and post-secondary 
partners, received a $3.0 million grant to build a learning program that would 
enhance the overall quality and quantity of health leaders in BC. The result 
was the creation of the Leaders for Life Program in British Columbia.8 The 
originators of Leaders for Life fashioned it on work done by the National 
Health System to develop health leadership in the United Kingdom9 (which 
the Chief Executive Officer of the Health Care Leaders’ Association had 
participated in early in his career before coming to Canada).10  A starting point 
for that project was the formulation of the LEADS framework,11 the genesis of 
which is the focus of this paper.

In January 2006, the health care 
leaders’ association of British 
columbia, in collaboration 
with major health employers 
and post-secondary partners, 
received a $3.0 million grant 
to build a learning program 
that would enhance the overall 
quality and quantity of health 
leaders in Bc.
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The Genesis of the LEADS framework
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Most of us have seen news stories where individuals describe 
experiences of elderly patients suffering or people dying 

because of shoddy care. There is a subtle subtext to these stories: the 
hospital manager, the day care manager, or the government minister 
responsible for the system has somehow mismanaged it. And how 
easily media-generated perception becomes truth in the public’s eye! 
We see many articles anticipating the future demise of the health 
system as we know it. Regardless of whether or not these anecdotes 
are truly representative of poor leadership, some argue that the media 
controversy is itself a symptom of a lack of leadership in the system. 
For example, a colleague recently stated: “the public image of health 
care is damaged because individuals in the system do not see it as a 
system. Indeed, it is their own behaviour of pointing fingers at other 
components of the system, and blaming each other for its woes, that 
damages its image in the public eye.”12 Leadership—the capacity to 
influence others to work together to achieve a constructive purpose—
is required to make the system work as a system. The Health Care 
Leaders’ Association of BC is dedicated to creating the quality of 
leadership within the BC system that will address this issue.

Many readers who work in the private sector will not be surprised to hear that 
improved leadership is fundamental to the future success of the health system. 
Nor will many people in health prevention, health promotion, and acute care in 
Canada. But what might surprise both groups is the lack of resources and credible 
research into leadership in the health sector, particularly in Canada. Often the 
literature that is referenced in the health sector profiles studies in the private 
sector from the United States.13 Given the fact that the Canadian health system is 
dramatically different in design, purpose, and social importance than it is in the 
US and that private enterprise is somewhat distinct from public service delivery, 
it is surprising that this condition exists. Although other leadership studies are 
available—for example, the Goffee and Jones14 work in the UK that outlined 
the qualities of leadership of CEO’s in successful British corporations—there 

Why Leadership in Health?

leadership—the capacity 
to influence others to 
work together to achieve a 
constructive purpose—is 
required to make the system 
work as a system. The health 
care leaders’ association of 
Bc is dedicated to creating the 
quality of leadership within the 
Bc system that will address this 
issue.
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has been little such work in Canada, and even less in the health sector.15 Given 
the “situational” nature of leadership—i.e., that the qualities that work in one 
situation do not necessarily work in another—how do qualities of leadership in 
other sectors translate into the Canadian health environment?

In the past two years, the Centre for Health Leadership and Research at Royal 
Roads University has had the opportunity to work with the Health Care 
Leaders’ Association of BC to address this question. The LEADS project is one 
result of that collaboration. The specific task was to define a set of qualities of 
leadership and management that could become the foundation of a provincial 
leadership capacity enhancement initiative. This new definition would raise 
the quality and quantity (depth and breadth of experience & knowledge) of 
modern health leadership throughout the health system of British Columbia, 
and contribute to improving the image of the profession. 

how do qualities of leadership in 
other sectors translate into the 
canadian health environment?
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Background to LEADS

There was a strong consensus 
amongst the participants that 
the kind of leadership needed 
to guide the canadian health 
system into the future was both 
qualitatively and quantitatively 
different from the leadership 
currently in practice.

In the winter of 2004, the Health Care Leaders’ Association of 
British Columbia (HCLABC) and Royal Roads University co-

sponsored a symposium on strategic leadership for health care 
reform in Canada. Twenty-three senior executives from the health 
sector across the province and about 50 Masters of Arts (Health 
specialization) learners from Royal Roads University participated. 
The purpose of the symposium was to define the concept of strategic 
leadership for health care reform: what it looked like, whether it was 
needed in the current health environment, why it was important, 
and what, if anything, could be done to improve efforts in British 
Columbia to develop strategic leadership.16

This symposium was notable primarily for four reasons. First: Dr. Penny 
Ballem, Deputy Minister of Health in BC at the time, spoke about the ‘crisis’ 
in management. She argued that over the years many mid-management 
positions had been taken out of the health system and that as a consequence 
it was in danger of being severely under-managed. Second: Bill Tholl, CEO 
of the Canadian Medical Association, spoke eloquently about the fact that if 
there were to be a strategy for leadership development, no one organization 
in Canada could do it by itself. He coined the phrase, “leadership without 
ownership”—a principle that suggests many organizations would have to 
collaborate and share the ownership of a meaningful leadership development 
process, especially if it was to create a culture shift within the health system. 

Third: the Health Care Leaders’ Association of BC and Royal Roads University, 
who were responsible for producing a document to summarize the symposium’s 
proceedings, became deeply committed to working together to turn that 
document into an action plan, and to use that plan as a foundation for seeking 
funding and support for a provincial leadership development initiative.17 

Finally, there was a strong consensus amongst the participants that the kind 
of leadership needed to guide the Canadian health system into the future was 
both qualitatively and quantitatively different from the leadership currently in 
practice. And most importantly—and germane to this article—was the implicit 
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agreement that leaders of the future will not be developed without formally 
defining the qualities of exceptional leadership in a BC context.18 

With this as background—and with the foundation of ten year’s experience 
working with leadership competency frameworks as part of the leadership 
programs designed and delivered at Royal Roads University—the Centre for 
Health Leadership was commissioned by the Health Care Leaders Association 
of BC and the Leaders for Life Program to “define” exceptional health systems 
leadership in British Columbia. The LEADS framework is the product of this work.

Most importantly was the 
implicit agreement that 
leaders of the future will not 
be developed without formally 
defining the qualities of 
exceptional leadership in a  
Bc context.
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when society is going through 
major change—as it is today 
with demographic challenges, 
health challenges, technological 
advances, and environmental 
challenges never-before 
faced—both leadership and 
management are required.

Dispelling Some Leadership Myths

Before moving on to a discussion of the LEADS Framework itself, 
it will be useful to identify some of the myths that permeate 

discussions of leadership that would need to be addressed “head on” 
for the project to make sense. 

One myth is that Leaders are born, not made. If this were so, then there would 
be no point to developing definitions of leadership, or in offering leadership 
programs. As Vince Lombardi stated, 

Leaders aren’t born, they are made. And they are made just like 
anything else, through hard work. And that’s the price which all of 
us must pay to achieve any goal that is worthwhile.

Leadership is an art19 and like any other art, its “craft” and “expression” can be 
learned and developed. Indeed, it is a rare artist that has not “studied” his or 
her discipline, and practiced it. So it can be—should be—with leadership. 

Another pair of related myths is that there is no difference between leadership 
and management, or that if there is a difference, one is more important 
than the other. This is not the case. Leadership is the quality we look for to 
guide us through change in complex environments with uncertain futures, and 
in circumstances with changing or competing societal values. Management, 
on the other hand, is the body of knowledge and skills we use to organize, 
plan, and control resources when direction has already been set. When society 
is going through major change—as it is today with demographic challenges, 
health challenges, technological advances, and environmental challenges never-
before faced—both leadership and management are required. Leadership 
sets direction and engages people in a willingness to go in that direction; 
management organizes the resources to help us get there. The recent 2007 
Conversations on Health, and the change they presage for British Columbia, 
will require both leadership and management to create change.20 Consequently, 
any framework that defines effective leadership in today’s health world must 
capture the right balance between leadership and management.

Finally, there is a myth that leadership is touchy-feely, comprised of soft, 
as opposed to hard skills. If that is the case, why is leadership so difficult? 
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As one participant in a recent program said, “Gosh, these soft skills are hard 
to master!” The truth here is that leadership is composed both of soft skills 
(i.e., people oriented skills such as interpersonal communication, inspiring, 
encouraging, empowering) and hard skills (i.e., planning, organizing, 
measuring, accounting). Blake and Mouton,21 two of the first writers in the field 
of leadership, made this clear. They stated that good leaders take care of both 
task and consideration—that is ‘“getting the job done”, while considering, at the 
same time, the needs, aspirations and purposes of the people being led.
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Improving the health of 
canadians requires leaders with 
a deep commitment to the 
“calling” of health.

Some Assumptions Shaping the  
LEADS Framework

A number of guiding principles shaped both the process used to 
create the LEADS framework, and the construct of the LEADS 

framework itself. These principles were: 

The LEADS Framework must reflect the noble purpose of  
“leading to health.”
For years, the public, in survey after survey, have indicated that health is the 
among the most important public policy issues to be addressed. Improving the 
health of Canadians requires leaders with a deep commitment to the “calling” 
of health. Therefore, language used to describe exceptional health systems 
leadership must reflect the unique challenges of leading to that calling. Similarly, 
programs and initiatives that are aimed at assisting others to learn leadership 
require an approach and method that is unique to leading to that calling. 

Leadership is intended to have a practical impact on the  
BC leadership gap. 
There are three ways to address a leadership capacity gap.22 The first is to raise 
the overall quality of leadership by increasing the number of leaders. The 
second is to raise both the number of leaders and the quality of those leaders. 
And the third is to create a leadership culture throughout a system—such that 
everyone in that system contributes as a leader to its success. This is known 
as distributed leadership.23 The purpose of the LEADS framework for health 
system leadership is to stimulate a shared awareness of quality leadership 
throughout the BC health system, to provide a common framework for 
developmental programs, and to provide standards to aspire to in terms of a 
systems leadership culture.  
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A health systems leadership framework must have direct utility. 
A third principle underlying this work was that the project had to have a 
utilization focus, i.e. be designed to fulfill “…its intended use by its intended 
users.”24 There are two sets of intended users: formal and informal leaders in 
the health system. Formal leaders consist of individual executives and leaders 
of all BC health organizations. Included also are leaders and managers of key 
interest groups, professional associations, provincial and national associations, 
and of course, leaders at the policy and operational levels in individual health 
authorities. Informal leaders are those individuals who are not necessarily in 
formal management positions, but who wish to be active as independent agents 
in moving the health system forward; i.e., the employee or citizen who chooses to 
lead. This group of users is consistent with the concept of “distributed leadership” 
mentioned earlier, and need to be active participants if a transformational 
leadership culture to move the health sector forward is to be built. 

Effective leadership can be defined, and deliberately developed. 
For some, leadership is a quality that exists, like beauty, but cannot be captured, 
or defined. There is also the old adage, “Leaders are born, not made.” Both of 
these constructs, however, are inconsistent with current research, and inimical 
to the challenge of addressing the health leadership capacity gap. The past ten 
years have produced a plethora of research that defines leadership and many 
attributes of quality leadership.25 There is also significant evidence that leadership 
can be learned, just as musical talent or athletic talent can be developed through 
practice, visualization, and of course, knowledge and skill acquisition.26 

There is also significant evidence 
that leadership can be learned, 
just as musical talent or athletic 
talent can be developed through 
practice, visualization, and of 
course, knowledge and skill 
acquisition.
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The Project

The vision27 for the LEADS project was to identify the leadership and 
management capabilities needed for the future health system.

As a first step in scoping out the project, HCLABC and the Centre for Health 
Leadership and Research hosted a symposium in April 2006, to identify key 
concepts, ideas and practices that would have to be employed to ensure that 
the project would be successful in fulfilling its intentions.28 Representatives of 
BC health authorities, the academic community, national health organizations 
and international experts attended this event. The four-member research team 
followed this event by laying out a plan to accomplish the work associated with 
this project. The plan was as follows:

purpose: The purpose of this project was to provide individuals and organizations 
in the BC health sector with a clear picture of, and a set of standards for, the 
knowledge, skills and attitudes a leader must have if they are to be successful in 
stewarding the health system into the future. 

principles: There were six key principles guiding this activity:

1.  The inquiry will be guided by a desire to maximize benefits for participating 
BC’s health organizations, and their national partners. 

2.  It is important that the resulting framework reflects the foundational 
elements of effective leadership: its task and consideration dynamic;29 
its transformational nature;30 its values-orientation;31 and the fact that it 
does not exist except in action.32 Consequently, the framework should be 
expressed in relevant, practical language that speaks to its “action” focus: 
verbs as opposed to nouns.

3.  In recognition of quality work already done in many health organizations 
related to competency development, contributions from those organizations 
will be used as the foundation for the BC Competency framework.  In 
addition, there is a need to create a framework that represents the emerging 
conceptions of leadership provincially, nationally, and world-wide33 34 35 

founded on new emerging skills, current research, and the relevance of that 
research in practice (i.e., the utilization focus).

as a first step in scoping out 
the project, hclaBc and the 
centre for health leadership and 
research hosted a symposium 
in april 2006, to identify key 
concepts, ideas and practices.
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4.  Action research methods are the best approach to take to this project 
because these methods allow the project to: be responsive and flexible to 
conditions and challenges within the health sector; enhance the quality of 
results through a collaborative research process; and, create and share new 
knowledge with all participating organizations (assuming they are well-
implemented!).

5.  All participants will attempt to model the qualities of leadership they are 
trying to define.

6.  Resources will be used efficiently to deliver maximum value. 

research method: In keeping with action research methods, the project had 
nine steps of action and reflection. They were: 

1.  Analyse existing provincial, national and international competency 
frameworks.

2.  Conduct literature search for “best practices” in health leadership.

3.  Engage key players from the BC Ministry of Health, health authorities, 
professional groups and interest groups and create a Field Action Group to 
work with the principal researchers.

4.  Develop an interview protocol and focus group protocol.

5.  Conduct informal focus groups where possible with key groups of leaders.

6.  Conduct interviews with senior leaders in BC’s health sector.

7.  Analyze data.

8.  Create a capabilities model and represent it in print and visually.

9.  Engage partners/stakeholders in meetings to revise, refine framework.

All of these activities were carried out between April 15 and September 30, 2006.  

At the end of this process, the model was presented at the HCLABC Annual 
Conference in October, 2006, and final input was received from a large 
contingent of members. Between that date and December 31, 2006, the results 
of the research were then transformed into brochures and booklets, to make 
the LEADS capabilities framework accessible to programs and services.

at the end of this process, the 
model was presented at the 
hclaBc annual conference in 
october, 2006, and final input 
was received from a large 
contingent of members.
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The Logic of the Inquiry

The logic of the approach was to triangulate data from three 
sources: (1) existing competency frameworks in health 

organizations from BC, nationally, and internationally; (2) a 
comprehensive literature review of salient leadership literature, 
especially focusing on health leadership, and preferably health 
leadership in Canada; and (3) empirical data drawn from about 
40 interviews of mid-senior health leaders in British Columbia. 
The data analysis stage would seek robust patterns that would 
emerge when all three data sources were reviewed, to identify key 
leadership concepts and practices germane to all three data sources. 
Figure 1 below outlines the logic:

The logic of the approach was 
to triangulate data from three 
sources.

capability domain #1 capability domain #2 capability domain #3

Qualitative content analysis

literature 
review

existing 
competency 
frameworks

focus groups 
& Interviews

Model fraMeworK & descriptors

refinement

Pattern recognition

Figure 1: The logic of the competency 
project approach
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From the data gleaned from interviews and focus groups, and from the existing 
competency frameworks, there were over four-hundred and fifty individual 
statements about specific competencies, both those currently in use in existing 
health authority frameworks and those seen as potential and desirable. Once 
the named ideas were compiled, they were clustered according to overarching 
theme. Thirty overarching themes emerged from the four hundred and fifty 
four named concepts and ideas when the raw data was referenced to key 
themes. The outcome was a list of competency clusters, each with a weight as 
identified by the quantitative analysis. 

Competency clusters were then further grouped according to the general 
focus of intent as described by participants or as revealed in the literature. 
The next step in the data analysis process was a final refinement of the data 
by comparing the themes to existing themes in the literature and in existing 
health authority competency frameworks. The purpose was to develop a 
comprehensive, simple and meaningful model that would appropriately reflect 
all considerations and that could be utilized according to the needs of all 
participants. In other words, it had to be intuitive and utilitarian and it had to 
reflect the various competency frameworks currently in use. This process was 
undertaken not as a simple and further reduction of data, but simultaneously 
with the process of developing an explanatory model. Numbers of competency 
foci in the two stages of analysis varied from three to six depending on the 
stage of development of a meaningful model. The final model is described in 
the next section of this paper.36

Thirty overarching themes 
emerged from the four hundred 
and fifty four named concepts 
and ideas when the raw data was 
referenced to key themes.
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The final model is a simple list of 
five key leadership capabilities 
necessary to create an exceptional 
Bc health system.

The Results

There were four primary results from this project. They were: (1) 
The creation of a utilitarian framework that was conceptually 

sound and practical and the same time; (2) The acceptance and 
adoption of that framework by the Leaders for Life Program in BC; 
and in some health authorities; (3) The creation of an electronic 
method of displaying the Framework based on the United Nations 
model37 and its link to existing competency work done in other health 
agencies; and (4) Some conceptual insights into the limitations of 
competency models for leadership development, and the potential 
utility of a “capabilities” model specifically for developing leadership. 
Each of these will be discussed in turn.

The LEADS Framework: An Overview of Exceptional Health 
Systems Leadership

As the LEADS project progressed, numerous conceptual models to explain 
the emerging model were developed and ultimately discarded. Some of those 
models (see Appendix A) tried to show, visually, the complexity of health 
systems leadership, as one moves from simple to more complex leadership 
positions in the health system; others attempted to show the conceptual 
linkages between the various elements of the emerging LEADS framework; 
yet others tried to define capabilities by hierarchical position descriptions. In 
almost all instances the visual representation of the model was so complex that 
it made it very difficult to be used. 

The final model is a simple list of five key leadership capabilities necessary to create 
an exceptional BC health system. At the highest level of simplicity, the model 
was presented as the LEADS acronym; one letter for each of the five competency 
domains of exceptional health leadership. The framework is as follows:
Leads self
Engages others
Achieves results
Develops coalitions
Systems transformation
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A more complete version of the framework is shown in Appendix B. 

The model is composed of five major “capability”’ domains, each with four sub-
domains that further clarify the expectations of and guidelines for exceptional 
health leadership. From an “elegant simplicity” perspective, the model is easy 
to remember and yet at the same time represents five discrete set of capabilities 
that in the light of the feedback received: it captures the essential elements of 
effective leadership and management. 

The LEADS framework is consistent with emerging research into leadership but 
presents it in a sequence and order that represents an expanding application of 
leadership skill in the health sector. For example, many authors (e.g., Covey38, 
Senge,39 Leatt & Porter40) state that leadership begins with knowing why 
one chooses to lead and then self-directs their own development. However, 
the Leads Self dimension of the LEADS framework takes those concepts 
and expresses them in practical terms relevant to the health sector’s specific 
context. The pattern of contextualizing theoretical constructs of leadership 
into health situational language continues throughout the framework. For 
example, once a leader understands why they lead, they then need to progress 
to the next stage of leadership which is to engage immediate allies who are 
willing to pursue a vision they collectively share (Engages Others). Effective 
leadership then ensures the shared vision is expressed in measurable outcomes, 
and that those outcomes drive implementation (Achieves Results). The next 
domain (and here the framework takes us from the actions of conceptualizing a 
leadership project from an immediate “tactical” perspective to the “strategic” or 
organizational/systems perspective) suggests that good leadership determines 
which organizations and groups must “be on side” for implementation 
success, and then connects with them (Develops Coalitions). The final step 
in leadership (before the cycle begins again) is implementing change on a 
system-wide scale: Systems Transformation. Thus an individual leader, when 
employing the leadership practice guidelines of the LEADS framework, can 
move a proposed change that is little more than a “gleam in the eye” to a major 
systemic change aimed at improving service delivery in health. 

Essentially, the framework expects that a good leader must answer five key 
questions for success as they move through a major change initiative:

1.  Why am I leading, and how do I prepare myself to do so?

2.  Who do I need to engage in order to take the first steps forward, and how 
might I do that?

3.  What results do I (we) want to create and do I have the skills to ensure they 
are achieved? 

The leads framework is 
consistent with emerging 
research into leadership but 
presents it in a sequence 
and order that represents 
an expanding application of 
leadership skill in the health 
sector.

essentially, the framework 
expects that a good leader must 
answer five key questions for 
success as they move through a 
major change initiative.
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4.  Which organizations or groups do I need active participation from in 
creating those results?

5.  What changes/actions do I need to take so as to maximize the potential for 
meaningful change, in my organization and/or system?

The Value of the LEADS framework in BC: A Foundation for  
the Leaders for Life Program

Feedback from individuals and organizations who have seen the communication 
materials used to express this framework41 suggested that the LEADS model 
was clear and simple enough to be accessible to the average health leader (i.e, 
they could use it in the context of their work). In other words it appears to have 
face validity; in that it mirrors, at first glance, people’s immediate conceptions of 
quality leadership. It also has construct validity in that it is consistent with both 
the literature and existing competency frameworks. 

Initially there were some concerns expressed that the “management” 
capabilities were assumed rather than explicit in the language of the 
framework. To address this concern, the framework was developed to greater 
levels of detail to identify the management skills associated with each of the 
domains of effective health leadership.42

Given these attributes, the LEADS framework was adopted by the Leaders for 
Life Program. The framework—in its high level and detailed form—is being 
used as a foundation for shaping the content and focus of the various programs 
Leaders for Life is developing, and for the programs it chooses to endorse so as 
to promote leadership development in BC. It is also being used as a framework 
to guide selection processes for individuals who wish to take advantage of the 
Leaders for Life scholarships for leadership development; and is the basis 
for the creation of a 360 assessment instrument that will assist each Leaders 
for Life participant to get a clear picture of where they wish to develop their 
leadership capability; and who wish to follow a self-directed, or program-
driven path to improved performance as a leader.43

This was especially important to the Leaders for Life Program because 
its developers were very conscious of the fact that the programs they were 
developing to support leadership development in the BC health sector needed 
to be adding value to what already existed in the system. The developers 
of the Leaders for Life Program had no desire to compete with existing 
health authority efforts at leadership development; indeed, they wanted 
to complement them. In that regard, value could be added by developing 
a framework of leadership that shows common expectations of effective 
leadership, applicable across all health entities. If this framework was cutting 

The framework—in its high level 
and detailed form—is being 
used as a foundation for shaping 
the content and focus of the 
various programs Leaders for Life 
is developing.

The developers of the Leaders 
for Life Program had no desire 
to compete with existing health 
authority efforts at leadership 
development; indeed, they 
wanted to complement them.
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edge, reflective of emerging research, and valid and reliable, then it could 
inform individual health authorities of where their existing frameworks might 
be bolstered. A second value was its ability to cohere conceptions of leadership 
across a system: in other words, to engender discussions and practices of 
leadership across existing silos and boundaries such that connections can 
be made more easily. And a final component of value for an overarching 
framework was its utilitarian value: i.e., a framework that could be integrated 
into day-to-day decision making as it pertains to the exercise of leadership, and 
of course, to guide leadership development activities wherever possible.44 

There are three examples of evidence that speak to the value created by the 
LEADS framework project. At the time of writing, two health authorities had 
employed the Senior Executive LEADS framework document45 to guide the 
selection process employed for the filling of senior executive positions vacant 
on executive teams. In another instance, it was used as the framework to be 
used to evaluate a senior executive. The Ministry of Health in BC has used the 
LEADS framework for developmental purposes for its executive. In a fourth 
instance, a Health Authority adopted the high level LEADS framework as its 
overarching leadership/management framework; and then, in conjunction with 
Leaders for Life, conducted a study to define what the five LEADS domains 
looked like in action for four groups of managers: senior executives, mid-
managers, front line supervisors and employees. 

The Importance of an Integrating Framework for BC Health  
Systems Leadership

One of the biggest challenges facing the research team at the outset of the 
LEADS project was to ensure that the resulting expression of health systems 
leadership would be supported by, and to a significant extent congruent with, 
expectations in each of the health authorities and agencies in the health system 
in BC. After all, individual health authority frameworks represented key 
attributes of leadership and/or management deemed vital for success in that 
health authority’s context. For them not to see the contribution the LEADS 
framework might make to embellishing their own frameworks, or not to see 
the potential contribution an overarching framework might make by creating 
a unified view around exceptional health leadership in BC, would doom this 
project—and the Leaders for Life Program more generally speaking—to 
failure. At the same time, it was important that the framework represented 
exceptional health leadership as described in the literature and similar 
international projects; and that it was seen to represent the attributes leaders 
require today to address system challenges. And it was noted, too, that small 
health agencies did not necessarily have a framework to define leadership, and 

and a final component of value 
for an overarching framework 
was its utilitarian value.
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in that instance, an overarching framework such as LEADS would be of direct 
benefit to those organizations.

In all of these instances, however, cooperation and collaboration with the 
health authorities and other key agencies in the health sector in BC was 
required. So to develop a competency framework using methods that were in 
and of themselves cooperative was important so as to not alienate different 
health agencies from cooperating with the overall Leaders for Life Program. 
Thus the action research approach taken to the project. Secondly, the LEADS 
framework must demonstrate—as the first project out of the Leaders for Life 
gate—that it was in and of itself, adding value to the system, and that it would 
continue to do so. 

As the project progressed, it soon became apparent that there was some 
consternation amongst representatives of the health authorities who were invited 
to assist with the LEADS framework’s development. Some representatives 
could not initially see how such an overarching framework could be developed 
and used such that it would not encroach upon their own independence 
and autonomy. Views and perspectives on the use of, and meaning of, such 
competency frameworks differed from health authority to health authority. The 
potential of imposition of such a framework on them—given the climate of 
centralism prevalent in the minds of many in BC—was very real. 

To resolve this issue, the research team tabled a leadership competency model 
from the United Nations to act as a guide to resolution. In order to align the 
competencies of individual UN organizations with the six core competencies 
of their Senior Managers Network (SMN: http://www.unssc.org/web/
programmes/ML/smn/, accessed on June 10, 2008) the UN uses a “mind map” 
approach (see Figure 2 below). 

Figure 2: The United Nations Competency ‘Mind map’ starting web page.

http://www.unssc.org/web/programmes/ML/smn/
http://www.unssc.org/web/programmes/ML/smn/
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This approach was followed to show the linkages between the LEADS 
framework and the six provincial leadership competency frameworks (see 
Appendix C for a chart showing the linkages). To use the LEADS capabilities 
online map you click the relevant LEADS domain and are sent to a page 
that has a detailed definition of the components of that domain, and then a 
number of competency statements from different health organizations, such 
as the Fraser Health Authority, or the Provincial Health Authority, relating to 
that core capability. For example, for the domain of “Leads Self ” the Fraser 
Health Authority has five statements, one of which is “strives for personal 
mastery—participates in life long learning”, which maps to the “Develops Self ” 
sub-domain of the Leads self capability. You can observe each health authority’s 
connection to the LEADS framework by clicking on the domains and viewing 
the agency’s definition and the indicators that demonstrate alignment with the 
LEADS core capability.

LEADS: a capabilities framework, as opposed to a  
competency framework

The reader might have noticed that throughout this paper we are referring to the 
LEADS framework as a Health Systems Leadership and Management capabilities 
Framework, not a competencies framework. Early on in this project a decision 
was made to define exceptional health system leadership as capabilities, not 
competencies. Competency implies the bare minimum required to do the 
job; whereas capability includes competence but also implies the capacity for 
more. Also, the literature suggests that competencies are inconsistent with the 
nature of leadership—especially transformational leadership.46 47 For example, 
Henry Mintzberg advocates moving from the traditional managerial language 
of “competencies” to leadership “capabilities” going beyond “functions” (i.e., 
competencies) to “mindsets”(capabilities) of leadership.48 This approach suggests 
that while a description of what good leadership looks like is possible, a “best 
practice” prescription common to each individual is not. 

The capability versus competency distinction is very important to position the 
LEADS framework for the philosophy of self-directed leadership development 
that underpins the Leaders for Life Program. This philosophy acknowledges as 
does Kouzes and Posner49 that “Leadership is an art, a performing art, and the 
instrument is the self.” This approach suggests that individuals need to choose 
a behavioural attribute or skill that they need to develop that is consistent with 
their own talent, character and personality; and that what that looks like for one 
individual as a “best practice” will differ from another, even in a similar situation. 
Research has also shown that learning goals that are generative and process-
oriented are more powerful than performance goals that are outcome-based.50 
The LEADS framework takes a form of the former, rather than the latter.

early on in this project a decision 
was made to define exceptional 
health system leadership as 
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Also, the term capabilities is typically used in the business literature to refer 
to both a collective cultural ability of an organization or business, as well as 
an individual ability. The term competency is usually used to refer solely to an 
individual’s ability.51 In the LEADS framework, we wished to emphasize the 
both the individual qualities and the qualities of leadership culture that need 
to exist and permeate the whole Canadian health system, consistent with the 
concept of distributed leadership.52  As stated in the LEADS brochure,   

Anyone—regardless of their role, or the position they occupy 
in the health system—must be able to lead themselves, engage 
others, achieve results, develop coalitions, and conduct systems 
transformation. For each of the LEADS domains, “effectiveness” 
differs, depending on the context, or arena of action, in which an 
individual can exert influence. To create a leadership culture, each 
person in the system, regardless of position or title, must exercise 
leadership when it is required. This is distributed leadership.

A final practical reason to use the term capability versus competency is to 
brand the LEADS framework as an overall “guide” to effective leadership 
practice, one that is distinct from the specific challenges of effective leadership 
within a specific employer’s context. One cannot define a set of leadership 
competencies that are common to all health authorities and professional 
organizations. Rather, one can build a description of the broad capabilities that 
good leadership must create within a specific systems context that is consistent 
with the overall mandate and purpose of the BC health system. Then if it so 
desires, individual organizations can apply those capabilities to their unique 
situation and circumstance.
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Conclusion

The process used to develop the 
framework was a collaborative 
and inclusive one, aimed at 
ensuring that the product was 
valid, reliable, and utilitarian.

This paper describes a complex and significant project that 
has identified a set of five “BC Health Systems Leadership & 

Management Capabilities” that are the foundation of the BC Leaders 
for Life Program. The LEADS Framework, as this foundation is 
called, outlines four attributes of effective leadership in each of the 
five domains. It represents the distillation of input from 

•	 key	informant	interviews	of	senior	and	mid-level	leaders	from	all	health	
authorities in British Columbia; 

•	 content	from	existing	provincial	and	national	health	leadership	and	
management frameworks; and 

•	 contributions	from	the	research	into	effective	leadership.	

The process used to develop the framework was a collaborative and inclusive 
one, aimed at ensuring that the product was valid, reliable, and utilitarian: i.e., 
that it could be used for the purposes intended. The LEADS Framework was 
intended to be used as criteria for selection and assessment for individuals to 
enter and move through the Leaders for Life Program; to serve as a curricular 
guide as to content of Leaders for Life endorsed and developed programs; and 
to cohere the BC health system around a set of leadership attributes that define 
the culture of what a highly functioning health system be like. Progress has 
been made—now what remains to be determined is the overall impact of such 
a developmental process on the future of the BC health system itself.
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Appendix A: Model 1
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Appendix A: Model 2

health systems leadership competencies—new Model Based on feedback
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Appendix A: Model 3

health systems leadership competencies—new Model Based on feedback
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Appendix A: Model 4
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Individuals
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Communities

Leads
Self

Engages
Others

Achieves
Results

Develops
Coalitions

Systems
Transformation

health systems leadership competencies—leads framework
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Appendix B: A comparative chart showing linkages between 
Health Authority competency frameworks and the provincial 
LEADS framework.

BC Health Leadership Capabilities FH IH NH Providence PHSA VCH VIHA

Leads 
Self

Is self-aware Y Y Y Y

Manages self Y Y Y Y

Develops self Y Y Y Y Y Y

Demonstrates character Y Y Y Y Y Y Y

Engages 
Others

Fosters development of others Y Y Y Y Y Y

Contributes to the creation of a 
healthy org.

Y Y Y

Communicates effectively Y Y Y Y Y Y

Builds teams Y Y Y Y Y

Achieves 
Results

Sets direction Y Y Y Y Y Y Y

Strategically aligns decisions 
with vision, values & evidence

Y Y Y Y Y

Takes action to implement 
decisions

Y Y Y Y Y Y Y

Assesses and evaluates Y Y Y Y Y

Develops 
Coalitions

Purposefully builds partnerships 
& networks to create results

Y Y Y Y Y Y Y

Demonstrates a commitment to 
customers&service

Y Y Y Y Y Y

Mobilizes knowledge Y Y Y Y Y

Navigates socio-political 
environments

Y Y Y Y Y

Systems 
Transformation

Demonstrates systems/
critical thinking

Y Y Y Y

Encourages and supports 
innovation

Y Y Y Y Y Y

Is strategically oriented 
towards the future

Y Y Y Y Y Y Y

Champions &
orchestrates change

Y Y Y Y Y Y Y
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