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Overview
The purpose of this brief is to recommend what is needed for health executives 
and senior leaders to effectively lead health system transformation in Canada. 
To develop a truly integrated patient-centred healthcare system, health leaders 
are called upon to work across boundaries related to organizations, professions, 
sectors, geography and jurisdictions. 

We offer the following recommendations to strengthen the role of executive lead-
ership in transforming the Canadian healthcare system:
1. Balance national vision and strategy with local flexibility
2. Develop avant-garde executive leadership competencies 
3. Tap into expertise to develop executive leadership capacity and accelerate 

change
4. Foster executive leadership continuity and succession planning 

Note: In this brief, the terms “executive” and “health leader” both refer to executive 
and senior management leadership roles in healthcare.
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What Is ACEn?
The Academy of Canadian Executive Nurses represents the voice of nursing lead-
ership in Canada. Founded over 30 years ago, ACEN is now a network of nurses in 
executive and leadership positions in healthcare, education, research, government, 
and health and nursing associations. ACEN provides a forum for nurse execu-
tives to deal with unique challenges and a network to influence federal policies on 
several health-related subjects in the interest of better healthcare for Canadians. 

ACEN would be pleased to collaborate with the CNA’s National Expert 
Commission and other key stakeholders to support and implement emerging 
recommendations in our organizations and regions and at the national level.

Canadian Values and the Leadership Imperative
Canada’s healthcare system is fundamental to Canadian culture and identity. 
Canadians strongly support the Canada Health Act’s principles of administration, 
comprehensiveness, universality, portability and accessibility and are concerned 
about the long-term sustainability and accountability of our healthcare system 
(Commission on the Future of Health Care in Canada 2002). 

Tommy Douglas, the father of Canadian medicare, envisioned an acute care 
system solidly underpinned by a comprehensive primary and public health 
system to optimize the health status of Canadians (Margoshes 1999). A preventive 
approach to population health was essential to minimizing acute care demands 
and ensuring a sustainable health system. As Michael Rachlis has pointed out, 
although we have committed to funding acute care systems extensively, we have 
yet to achieve the second stage of medicare (Rachlis 2007). Integration of health 
services across the continuum of care is urgently needed, given the dramatic 
increases in life expectancy and chronic disease prevalence over the past 50 years. 
The second stage of medicare must build a system that is population health 
focused, equitable, patient-centred, effective, accessible and safe (Rachlis 2007). To 
achieve these goals, the health system must be efficient, accountable and appropri-
ately resourced and be based on non-profit delivery (Rachlis 2007).

What’s needed from health leaders to achieve this transformation of the Canadian 
healthcare system? Visionary and servant leadership, ethical decision-making 
and the adoption of innovation grounded in the principles of the Canada Health 
Act are all necessary to uphold these core Canadian values (Canadian College of 
Health Service Executives 2005; May and Ferguson-Paré 1997). This brief extends 
the discussion by recommending strategies to strengthen the contributions of 
health leaders to transforming the Canadian health system.
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Leadership Challenges in Health System transformation
Despite decades of restructuring, the Canadian healthcare “system” remains a 
patchwork of health services. Health leaders face many challenges to develop a 
truly integrated patient-centred health system. In recent years, regional health 
authorities and local integrated health networks have required health leaders to 
work across organizational, sectoral and geographic boundaries to align local 
needs with broader systemic priorities. Health leaders are also contending with 
flattened structures and leadership shortages within organizations, as well as 
fluctuations in labour and financial markets (Baker 2001; Leatt and Porter 2003). 
These trends are complicated by increasing pressure to demonstrate improved 
quality and outcomes relative to population health needs, in a transparent, 
accountable and cost-effective manner (Leatt and Porter 2003).

In coming years, key challenges that will continue to drive health system transfor-
mation include: 

•	 the	need	for	integrated	delivery	of	health	services	across	the	continuum	(Leatt	
et al. 2000) to manage a growing population of clients with chronic conditions 
(Baker 2001), as well as the complex legal, financial, regulatory and leadership 
issues that accompany such a reorganization of services; 

•	 advances	in	technology,	such	as	pharmacogenetics	and	bioinformatics,	which	
will not only alter the costs and methods of medical treatment, but also the 
power dynamics of the healthcare industry (Baker 2001); 

•	 a	shrinking	government	tax	base	coupled	with	an	aging	baby-boomer	popula-
tion and anticipated healthcare provider shortages, which will oblige health 
leaders to provide more healthcare service with fewer resources (Shamian 2010).

While organizations have made great strides in reorganizing services and build-
ing cultures to support patient-centred care, now is the time for health leaders to 
harness their collective efforts to develop a truly integrated patient-centred health-
care system for Canadians and to achieve the second stage of medicare.

Approach
Information for this brief was synthesized from a variety of sources, including 
a literature search on the professional competence of executive health leaders. 
Commentaries by opinion leaders and lessons learned about health system trans-
formation from the Veterans Health Administration (VHA) in the United States, 
the National Health Service (NHS) in the United Kingdom, the Jönköping County 
Council in Sweden and Canada were also included. Synthesis of information from 
all sources was guided by the following questions:
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1. What is the leadership imperative to transform Canada’s healthcare system? 
2. What leadership lessons can be learned from other jurisdictions?
3. What competencies and characteristics are needed in future leaders to enable 

transformative change in Canada’s healthcare system?

Recommendation 1: Balance national vision and strategy with local flexibility
Although mainly delivered through organizations and networks, health services 
for populations are positioned within a broader healthcare system (Denis et al. 
2011). The planning, design and funding of health systems are influenced by the 
limits and opportunities afforded by broader political, economic, social and tech-
nological contexts (F/P/T Advisory Committee 2005). The interplay between the 
local level, where services are delivered, and the systemic level, where overall strat-
egy is determined, is key to health system transformation.

First, a singular, compelling vision and a performance orientation were pivotal 
to focusing efforts and effecting large-scale health system change. A clear and 
consistent vision and the metrics to monitor progress and accountability towards 
the vision were central to transformations in the VHA, NHS and Sweden (Baker et 
al. 2008a; Fooks and Decter 2005; Rachlis 2004).

Second, local flexibility in adaptation of performance measures and in change 
implementation supported health system transformation. Tailoring performance 
measures to the clinical populations served enabled health leaders in the VHA and 
in Sweden to drive changes that were meaningful to care providers and patients 
(Baker et al. 2008a,b; Rachlis 2004). In the NHS, a recent shift from compliance with 
quality standards to commitment to quality improvement is allowing health leaders 
flexibility and creativity in leading local change (Blackler 2006; CHSRF 2011).

An overarching national vision and strategy for Canadian health system transfor-
mation will enable health leaders to rally around shared goals. Local flexibility in 
aligning priorities and performance measures within an overall Canadian strategy 
will enable health leaders to meet local needs and to improve quality.

Recommendation 2: Develop avant-garde executive leadership competencies 
A review and synthesis of recent literature on professional competence (Arnold 
et al. 2006; Englebright and Perlin 2008; Hartman and Crow 2002; Huston 
2008; Kirk 2008, 2009; May and Ferguson-Paré 1997; Meadows et al. 2003, 2005; 
Misener et al. 1997; Palarca et al. 2008; Porter-O’Grady and Malloch 2009; Sentell 
and Fenstuen 1998; Stefl 2008; Sutto et al. 2008) revealed high consistency with 
the Canadian College of Health Service Executives’ competencies (2005), which 
include leadership, communication, lifelong learning, consumer and community 
responsiveness and public relations, political awareness in the health environ-
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ment, conceptual skills, results-oriented management, resources management and 
compliance with standards, ethics and laws (see Appendix A).

The following are newly emerging competencies identified from the literature:
•	 Global	awareness	and	interoperability	(Huston	2008;	Palarca	et	al.	2008)	is	the	

ability to dialogue externally and internally with other leaders and to proactively 
identify and synthesize healthcare and health profession issues (e.g., pandemics, 
migration of health human resources) across diverse cultures and markets. This 
competency facilitates the planning and alignment of national, regional and 
local healthcare initiatives across professional, organizational, sectoral and juris-
dictional boundaries. 

•	 Public	policy	acumen	(Margoshes	1999;	May	and	Ferguson-Paré	1997;	Rachlis	
2004; Shamian et al. 2002) is the ability to assess the broader policy context, to 
position healthcare on the policy agenda and to engage and gain the commitment 
of policy makers and influential stakeholders in adopting change. This compe-
tency enables health leaders to secure the political will that is necessary to address 
the broad determinants of health and the systemic nature of healthcare issues. 

•	 Rapid	response	capacity	(Hartman	and	Crow	2002;	Huston	2008)	is	the	ability	
to use short-term, highly responsive strategy formulation and implementation 
skills. This competency aids health leaders in adapting proactively to a rapidly 
changing healthcare industry characterized by fragmentation and turbulence. 

•	 State-of-the-art	communication	and	information	technology	savvy	(Huston	
2008; Wertenberger et al. 2011) refers to the ability to apply work design 
processes to virtual communication modalities and to harness emerging infor-
mation technologies (e.g., biometrics, information systems, electronic records). 
This competency facilitates the portability and integration of relationships and 
operational processes.

•	 Innovation	(Hartman	and	Crow	2002;	May	and	Ferguson-Paré	1997;	Porter-
O’Grady and Malloch 2009) is a state of being that draws on all executive 
competencies to strategically redesign health services to achieve an integrated 
health system in a manner that is both responsive to the changing context and 
consistent with core values. 

These emerging leadership competencies are crucial to transforming increasingly 
integrated, virtual and high-tech health systems in globalized, policy-driven and 
rapidly changing contexts.  

Recommendation 3: Tap into expertise to develop executive leadership capacity 
and accelerate change
Many health systems attributed success in the transformation process to invest-
ing in the ongoing training of executive and medical leaders. A key lesson is that 
organizational learning and cultural change were expedited by tapping 
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into centralized expertise outside the organization (Levine 2008).

For example, the VHA, NHS and Sweden purposefully trained health leaders in 
change implementation through the Institute for Healthcare Improvement in the 
United States, with some systems subsequently developing internal capacity to 
spread these improvement methods (Baker et al. 2008a; Levine 2008; Martin 2008; 
Rachlis 2004). Both the NHS and Sweden invested in leadership councils to foster 
leadership capacity, as well as mentoring relationships with either leading health-
care corporations or experts from abroad (Baker et al. 2008a,c; Martin 2008). 

Investing in centralized or national initiatives, such as the Canadian Health 
Leadership Network (CHLNet), to increase local training and to create mentoring 
partnerships among organizations are potential approaches to tapping into exter-
nal expertise that will accelerate health system change in Canada.

Recommendation 4: Foster executive leadership continuity and succession  
planning
Health leader tenure, stability and succession planning enable transformative 
change and improve health system performance. In Canada, the supply of execu-
tive and management roles will soon suffer deep losses due to the baby boomer 
retirement demographic, who will be very difficult to replace because of the 
advanced educational and experiential requirements associated with health lead-
ership roles (Hewitt 2006).

Allowing administrators to build long and successful careers within an organiza-
tion enhanced transformation efforts in the VHA, NHS and Sweden (Baker et 
al. 2008a,b; Levine 2008). Succession planning through extensive training and 
leadership development at all levels was essential to ensuring ongoing transforma-
tion of the system (Baker et al. 2008a,b). Developing clinician leaders was critical 
to success in the NHS (Baker et al. 2008c), and similar calls have been heard in 
Canada (CHSRF 2011; Denis et al. 2011; Shamian 2010). By virtue of their profes-
sional expertise, clinician executives are well positioned to unravel the complexity 
of point-of-care issues, incorporate the broad determinants of health, balance 
financial and clinical outcomes, and foster collaborative interdisciplinary cultures 
(Denis et al. 2011; Rachlis 2004; Shamian 2010). 

Monitoring the production, supply and deployment of qualified health leaders as 
part of an overall health human resources strategy will inform system-level plan-
ning for health leadership sustainability. A deliberate strategy to cultivate a criti-
cal mass of clinician executives across all disciplines will strengthen the interface 
between management and clinical domains and facilitate local and system-level 
transformation.
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Call to Action
For these recommendations to be put into action, ACEN provides the following 
considerations to the Commission:
•	 Articulation	of	a	compelling,	national	vision	for	system-level	change	grounded	

in the principles of the Canada Health Act is essential to achieving an integrated 
patient-centred health system for Canadians.

•	 A	strong,	overarching	federal	strategy	balanced	with	jurisdictional	flexibility	will	
enable health leaders to meet the population health needs of Canadians in local 
contexts.

•	 Investing	in	the	development	of	avant-garde	executive	competencies	will	
enhance leadership capacity for rapid health system innovation.

•	 Tapping	into	expertise	to	develop	leadership	and	quality	improvement	capacity	
and mentoring partnerships will accelerate health system change.

•	 Growing	a	critical	mass	of	clinician	executives	will	enhance	local	and	systemic	
change. 

•	 Fostering	executive	continuity	and	planning	for	succession	will	ensure	the	
sustainability of health leadership in Canada.

Healthcare remains integral to our Canadian identity. To achieve the second stage 
of medicare, that is, the fully comprehensive and preventive medicare system orig-
inally envisioned by Tommy Douglas, we must consider who will lead systemic 
innovation and redesign. Urgent action is required to ensure a vanguard of vision-
ary and influential health leaders who will enable the successful transformation of 
our Canadian healthcare system.
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Appendix A: Competencies for Health Service Executives
Canadian College of Health Service Executives (2005)

These are the nine competencies that are seen as essential for leaders of health 
service organizations:

1. Leadership
 Defining a vision and guiding individuals and groups while maintaining group 

cohesiveness, motivation, commitment and effectiveness.
•	 vision
•	 team	capabilities
•	 flexibility
•	 personal	management
•	 commitment	

2. Communication
 Communicating information effectively and understanding the essence and 

subtle meanings of what is said.
•	 verbal	communication
•	 listening
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•	 written	communication
3. Lifelong Learning
 Continually learning and promoting the value of learning for self and others.

•	 self-directed	learning
•	 teaching/mentoring/facilitating
•	 emotional	intelligence

4. Consumer and Community Responsiveness; Public Relations
 Responding to consumer and community needs; actively partnering with and 

promoting positive relations with the community and consumer groups.
•	 public	relations
•	 responsiveness
•	 partnerships

5. Political Awareness in the Health Environment 
 Sensitivity to political issues and the health environment and their impact; 

furthering health services through active involvement.
•	 political	awareness	and	sensitivity	
•	 health	services	environment	
•	 determinants	of	health

6. Conceptual Skills
 Identifying and analyzing situations and problems to find viable solutions, and 

approaching tasks and problems in a way that considers total systems and strategies.
•	 analysis	and	synthesis	
•	 problem	solving
•	 systems	thinking
•	 emotional	intelligence

7. Results-Oriented Management
 Establishing courses of action for self and others to achieve results.

•	 planning
•	 implementation
•	 monitoring/evaluating

8. Resources Management
 Managing human, capital, financial and information resources so that organiza-

tional objectives are achieved.
•	 human	resources/intellectual	capital
•	 financial	resources
•	 capital/material	assets
•	 information

9. Compliance with Standards, Ethics and Laws
 Promoting compliance with accreditation standards and ethical and legal 

requirements.
•	 accreditation	standards	
•	 ethical	practices	
•	 legislation


