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The Commission on the Education of Health Professionals for the 21st Century issued its report on 

a new generation of reforms a century after the landmark Flexner Report of 1910 on medical edu-

cation. More than a decade after the Commission’s report, the McGill University School of Popula-

tion and Global Health convened a Forum in May 2022, entitled Nurturing Leadership for Health: 

Are Universities Stepping Up? This Forum revisited the recommendations of the Commission in 

the context of an ongoing pandemic, amidst other rapid global change, and focused on the extent 

to which universities are nurturing leadership in health.    

Over the course of an afternoon, 14 speakers representing a diverse array of professional and geo-

graphic perspectives provided a rich set of reflections and recommendations. This forum and its 

report are made possible with a generous contribution from the China Medical Board. 

A full recording of the session is available at the School of Population and Global Health website.
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“Health Professional Education in the Post-Pandemic Era” 

Dr. Frenk focused his remarks on what health professional education means in the post-pandemic 

era, with the academic institution seen as not only an initiator, but also an accelerator, of change. He 

noted COVID-19 was an accelerator of change, and it offers the opportunity not only to build a new 

normal, but a better normal. He referred to the Commission’s 2010 report entitled “Health profes-

sionals for a new century: transforming education to strengthen health systems in an interdependent 

world” — recognizing that health is fundamentally about people and that the core driving purpose of 

professional education must be to enhance the performance of the health system to meet the needs 

of patients and populations in an equitable and efficient manner. 

Dr. Frenk noted three emerging drivers of change that represent both needs and opportunities to 

transform education: i) Advances in learning sciences; ii) Advances in technology; and iii) Chang-

es to labor market. He drew on the two axes of education reform — instructional and institutional, 

identified in the 2010 Commission report, and pointed to dimensions of a new strategy.

Along the axis of instructional reforms, four points were identified: key questions, strategic shifts, 

educational redesign principles and continuous leadership.

The key questions that a strategy needs to address include:

 ð What to teach (curriculum)? 

 ð How to teach (mode of delivery)?

 ð When to teach (target portion of the life cycle)?

 ð Whom to teach (access and diversity)?

These questions must be situated with respect to three fundamental strategic shifts: 

 ð Interdisciplinary trans-professional education that recognizes the need for interprofessional 

education and engagement with inter- and trans-disciplinary teams.

 ð More flexible and modular curricula that harness new learning and communication technolo-

gies, particularly for remote learning.

 ð Pedagogic reforms towards engaged learning that incorporates active, interactive, and person-

alized learning in new technological platforms.

 ð A need to move towards a better balance of the three levels of learning outlined in the Commis-

sion report: i) informative; ii) formative; and iii) transformative. These levels of learning can be 

facilitated by blended learning and integrated instructional design drawing on online, onsite, 

and in-the-field learning and enabled where appropriate by simulation technologies.   

With specific reference to nurturing leadership, Dr. Frenk suggested that education be reconsidered 

along an arc of continuous leadership development: future leaders are trained through conventional 

early career professional programs; emerging leaders access continuing education; current leaders 

tap immersive fora; and mature leaders engage in lifelong learning.            

Dr. Frenk noted the importance of the institutional environment in facilitating instructional reforms 

and he identified key areas where institutional reforms are required, including: 

 ð Institutional identity along the defining university axes of education, research, and service.

 ð Financing: Only 1.2 per cent of annual health spending globally is directed to health profession-

al education. Addressing this under-investment is an urgent priority.   

 ð Academic workforce: Old modes of faculty engagement are not sufficient; continuous redevel-

opment of the academic workforce is an imperative for most universities.

 ð Competency certification must adapt to recognize stackable credentials that reflect the grow-

ing modularity of education and the acquisition of new competencies throughout the entire life 

course.

 ð External relations: Health professional institutions must actively engage with an array of insti-

tutional actors (ministries of health/education, certification bodies, professional associations, 

etc.) to navigate and negotiate education reforms that respond to priority health challenges.

 He concluded by emphasizing the imperative for universities to lead these instructional and institu-

tional reforms in health professional education, quoting Albert Einstein: “You can’t solve a problem 

on the same level that it was created. You must rise above it to the next level.” 

Drawing on these, Dr. Frenk suggested the following education redesign principles:

 ð “I-shaped” competency-based education that provides a firm base of foundational con-

cepts and facts; a solid stem of critical thinking, ethical deliberation, and communication 

skills (oral, written and visual); and capped with competencies that enhance adaptive 

lifelong learning.  
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Lincoln C. Chen
President Emeritus, China Medical Board 

“Health Professional Education in the Post-Pandemic Era” 

Dr. Chen began by noting some of the challenges the pandemic presents to the education and 

leadership in the health workforce. For example, he noted the multiple axes of inequity manifested 

during the pandemic, related to risk of infection and access to vaccines, as well as the growing public 

mistrust/distrust of scientific information, health products, and the views of health professionals. He 

emphasized that addressing these inequities demands a renewed focus on the Commission’s rec-

ommendation of transformative learning, whose goal is to enable students to become leaders, rather 

than simply providing them with knowledge about leadership.   

In reflecting on the decade since the release of the Commission report, Dr. Chen pointed to the ex-

tent to which the pandemic has stretched the health workforce beyond its limits. This dire situation is 

despite a significant expansion in the training of health professionals — nearly a tripling of the rate of 

production of physicians and nurse/midwives — over the last 10 years. He noted the need to factor in 

demand-side needs and expectations into workforce planning.   

In terms of cultivating leadership, Dr. Chen indicated the importance of looking to concrete examples 

of transformational education. He noted three: 

 ð The transformation of the public health doctorate at Harvard that replaced an academic re-

search dissertation with a public health leadership experience. 

 ð Paul Farmer’s impact on medical curricula at Harvard, whereby a community-based “effector 

arm” grew to provide a critical complement to learning in classrooms and hospitals. 

 ð The experience of China Medical Board’s health equity fellows, whereby young health profes-

sionals were exposed to NGO action projects, engaged in policy discussions with Ministers, 

formed teams to address complex problems, and were mentored by experts to communicate 

effectively with diverse publics.

Dr. Chen finished by posing two questions to stimulate discussion:

1. Who are the leaders? Is it the person at the top or are leaders found across different levels of 

an organization?   

2. Is leadership nature or nurture? We talk about mentoring but there’s also something in the 

genes of some of the people that you couldn’t stop. They have a spirit that is not going to be 

controlled by authority.
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Moderated by 
Victor Dzau, 

President of the 
National Academy 

of Medicine, USA 
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Are universities stepping up? 

 ð Not sufficiently but we are underway. Asking the question is the first step towards trans-

forming universities themselves to step up to the challenge. 

 ð The two sectors that will experience the longest-term disruption from the pandemic are 

higher education and health care and health professionals are exactly at the intersection of 

those two systems. 

 ð A growing number of universities are realizing that the disruption demands a very thorough 

strategic reorientation and transformation. Universities need to take the lead and guide that 

disruption. 

 ð Either universities embrace the change in the way we hire people, the way we reward facul-

ty, and the way we identify students and provide access, or we will see a mass extinction of 

institutions of higher learning in the next decade.

How do three important elements proposed for the academic health system — conver-

gence, data, and equity, diversity, and inclusion (EDI) — fit into the instructional and insti-

tutional reform model?   

 ð The elements of convergence and data are facilitated by interdisciplinary teams who are 

better able to understand and tackle complex issues through big data. 

 ð The question of EDI relates to whom we educate. This entails a commitment to EDI in the 

student body, which must also be reflected in the faculty. It also relates to how we educate. 

Access to education nationally and globally can be improved by investing in technology to 

expand blended learning and lower the cost of higher education.

How do you incorporate communication in the curriculum?    

 ð Communication is a vital skill for the health professions now and in the future. It needs to be 

a much more explicit part of the educational process through various mechanisms, includ-

ing having access to coaches for public speaking as well as written communications. 

 ð We also must eliminate some elements from the curriculum — or transform learning that is 

focused on memorizing things that students will not use in the future. 

 ð Faculty should be encouraged to speak up publicly on critical health issues, recognizing 

the leadership role of universities in providing information to the public.

Can we make a shift so that our students are not obsessed with marks and that if they want 

to do transdisciplinary work, it doesn’t mean that they need to have five different degrees?     

 ð We need to build on the revolution in learning that began at McMaster University’s medical 

school in the 1960s with its innovative curricular design around problem-based learning. 

Students at McMaster were evaluated on their ability to source critical information to 

solve problems, rather than on their ability to memorize. We should be teaching all health 

professionals how to access, process, evaluate, and then use information, rather than to 

memorize information.

 ð It is also important to recognize that people learn mostly through immersive experiences — 

so-called experiential learning — which then creates the motivation to process the con-

cepts and theories to explain that experience.

 ð Health professional education needs to be more outcome-based! Universities should be 

incubators for educational innovation, taking risks to try new things accompanied by rigor-

ous evaluation to assess impact. Opportunities for educational innovation that promise to 

transform education are emerging from new technologies such as online simulation. 

Post-pandemic, what are the attributes of education that will attract students back to learn-

ing in classroom or hybrid settings? Is it worth the high tuition fees and public subsidies?     

 ð The educational process should be much more outcome-oriented in how it serves disad-

vantaged communities through both communications and advocacy. 

 ð Understanding value-added in health professional education would be enhanced by much 

better metrics of performance and evaluation methodologies.  

 ð Adopt the next generation of online platforms with much more active, interactive, and 

personalized learning. Use these platforms in a blended model of learning that combines 

in-person, online, and immersive onsite, or in-the-field, experiences. 

 ð Create global chat rooms, flipped classrooms, and engage with teams in solving problems 

whereby the students learn from virtual simulations and learn from their mistakes.

 ð Mandate community learning to motivate students to elaborate concepts that explain what 

is happening in the community. It is a very different paradigm. 

 ð Critical competencies for health professionals in the future are: critical thinking and cura-

tion of information. As we witnessed during the pandemic, there is not a lack of information, 

but rather an overabundance of easily accessible information, including misinformation 

and disinformation.

Q&A



Colleen M. Flood
University Research Chair & Director, Centre for Health Law, Policy and 
Ethics, University of Ottawa

Agnes Binagwaho
Vice-Chancellor, University of Global Health Equity, Rwanda

 ð Are universities stepping up? Yes, but not enough! The current and prospective challenges — 

globally, nationally and locally — are so significant that universities must marshal themselves and 

their resources to address those challenges proactively. 

 ð They need to do it with a problem-solving mindset and to be mission-focused, by setting moon-

shot goals on, for example, climate change and public health.

 ð Universities must also change some of the incentive structures. For example, more promotion 

points are awarded for publications and research grants than for workshops with decision-mak-

ers. The (over)-focus on getting research grants comes at a cost of under-investing in communi-

cating the impact of research. There is a need to figure out how to reward the people that bridge 

the gap and do knowledge translation (KT) — with the caveat that not everyone is interested in KT 

but that both KT and research should be rewarded.

 ð Similarly, universities need to “walk the talk” more visibly on cross-disciplinary endeavors re-

quired to shed light and help solve hard problems in health. A specific disciplinary perspective in 

short supply is health economics. An assessment I led several years ago across Canadian univer-

sities identified just 10 health economists as tenure-track full professors. Let’s think about that: 

That’s one for every percentage point of GDP that Canada spends on health. We can and must do 

better.

Universities need to be much more intentional in their objective to produce the next generation of 

leaders capable of managing complex health challenges. This involves a number of education re-

forms. First, and foremost, education institutions need to be more responsive to the diverse needs of 

under-served populations, be they in the developing world or rural areas. Put institutions where they 

are needed — that is, in underserved rural areas where needs are often greatest — instead of letting 

them cluster in urban areas, which is what we see around the world. 

This institutional re-direction needs to unleash a passion for health equity amongst capable change 

agents. Practically, this means incorporating curricular content focused on management and leading 

change. Clinicians (doctors, nurses, PT/OT) need to be taught:

 ð To build, manage, and repair the health sector, in order to exercise good clinical skills.

 ð To work in a collaborative way with colleagues and communities and to understand culture and 

environment.

 ð To listen to and learn from community health workers and diverse community members.

 ð To build trust with patients and communities and to advocate on their behalf.

 ð To communicate effectively, including improving their writing and speaking skills. 

 ð To learn from mistakes, to analyze failed opportunities, and to avoid mistakes that the health 

sector is making worldwide such as the concentration of training taking place in urban 

hospitals. 

Faculties of health sciences need to build bridges with their sister faculties, especially arts and the 

humanities. Health professional training should include in the curriculum an arts program, recogniz-

ing that music, drawing, storytelling, and dance achieve powerful results in the healing process. We 

need to understand this dimension of humanity to better serve people. 
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Gail Tomblin Murphy
Vice-President, Research, Innovation & Discovery and Chief Nurse Executive, 
Nova Scotia Health 

Richard Massé
Conseiller médical stratégique, Cabinet du directeur national de 
santé publique et sous-ministre, Ministère de la Santé et des Services 
sociaux du Québec

 ð To address the complex challenges facing the health system, it is imperative that universities be 

part of multi-stakeholder partnerships that involve diverse sectors, industry, providers, patients 

and their families.   

 ð Are we doing enough? Are universities and health systems working together sufficiently? Nope, 

not enough, and not fast enough!   

 ð The COVID-19 pandemic, however, has forced the system to respond in partnership and there is 

lots we can learn from this. For example, the speed and dynamism of collaborations during the 

pandemic needs to be preserved. Rapid engagement of scientists and students in the change 

process needs to be the rule rather than the exception.    

 ð In everything that we are considering in reforming the health system, we need to wrap this around 

a network of scholars. This means bringing PhD students, postdocs, junior faculty members and 

more senior faculty members to work within the system, such that they are embedded in what’s 

going on and can draw on their research and education functions of the academy to contribute 

to a more responsive learning health system. This engagement will benefit from integrating more 

explicit learning opportunities for students and more ongoing professional development of all 

participants.

 ð Breaking down barriers between universities and the broader health system may have benefits 

with respect to issues like workforce retention. Interactions of students and faculty with health 

system actors may lead a better appreciation of why their work matters in terms of the good func-

tioning of the overall system. Universities, however, need to be more proactive in valuing experi-

ential learning and service efforts through credits and promotion criteria.

 ð Leadership is about speaking the truth on policy to people who are in power. 

 ð In teaching, one of the things that is very crucial, is nature versus nurture. In the health profes-

sions, you want to have people who have the right values, who will engage others, who will be 

able to work with others, and listen to others. This involves using these criteria for selection or in 

admissions, and ensuring students in the health professions further develop these capacities as 

part of their formation.   

 ð One way to develop these capacities is to involve people very early in team-based transdisci-

plinary learning. It is also critical to have students involved in the field, which means a much closer 

relationship between the academy and the health field. While this is generally acknowledged, in 

reality we are still far from being good at managing this relationship. 

 ð Give people opportunities to take on leadership roles and responsibilities. Scale up mentorship so 

that they will be able to increase their leadership capacity. 

 ð The issue of communication: We have not been trained in communications. This is a completely 

particular field in which we need to have experts working with us. It is crucial if you want to make 

a difference in the comprehension of the recommendations that you are going to give not only to 

decision makers, but also to the population. And you need to be sufficiently transparent and open, 

so that people understand what you say.
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Francis Omaswa
Director, African Center for Global Health and Social Transformation, Uganda

Andrew Nevin
Partner and Chief Economist, PwC Nigeria

 ð In Sub-Saharan Africa, in the setting of a major shortage of health workers, many private medical 

and nursing schools have emerged with the primary business aim to make money with insufficient 

attention to the quality of graduates. Regulation and accreditation of these schools is challenging 

because many have connections to politicians, which raises important issues with respect to 

leadership integrity. 

 ð Universities churn out graduates, but they should also spend time tracking the careers of their 

graduates, so they can show governments and say, please look, we are turning out the nurses and 

doctors for you, but they are leaving the country and you are not employing them.

 ð Across the public and private sectors, university leadership — vice chancellors, principals, deans 

and faculty — should engage proactively with politicians and the public to ensure the knowledge 

and training of the academy is better aligned with efforts to improve health systems and invest-

ments in health. This requires reviewing incentives for promotion of university lecturers that are 

currently skewed towards research and publications with insufficient emphasis on teaching and 

service. When students see this as the dominant role model, they also aspire to become re-

searchers, which results in a gap in service and teaching.  

 ð Universities, especially university leaders, need to become the change agents that they teach 

their students to be, engage with their ministers of health, engage with the cultural leaders, their 

social leaders, civil society, and so that it is better population health that is visible in practice, and 

not only research and teaching.

 ð This experience from Africa has lessons and principles that are universal and apply to all conti-

nents.

 ð There is a chronic shortage of health care workers in Canada. Where are those workers going to 

come from in the future? It is very likely that many will come from Africa, given its demographics, 

that is, the world’s largest reservoir of young people. So, even though there are very large unmet 

needs for health workers in Africa, it is likely that Canada and many other countries will continue 

to depend on health workers from Africa for many years to address their own workforce short-

ages. From a global health perspective, the world needs Africa more than Africa needs the world. 

Given this interdependence of health workforce labor markets, we need to have some serious 

thinking about the way the training of health professionals works globally — and this has implica-

tions for all universities.  

 ð As an economist, I am concerned by the skew of public policy towards the maximization of GDP.  

Rather, I prefer the concept of flourishing that captures a much broader notion of individual and 

societal wellbeing. Universities drawing on diverse disciplines should work to further develop the 

concept and measurement of flourishing as a summative objective of social progress.    

 ð The relationship between cooperation and competition: Most human endeavors are cooperative. 

For example, the NFL is 99 per cent cooperation and 1 per cent competition. The way competition 

is designed is crucial; it must be designed with the outcome in mind. We have coined the term 

“optimized competition”. Among academics and students, there are many “frenemies” because 

they are in cooperation and competition with each other. Universities constantly compare them-

selves to their peers around Canada and the world through league tables and rankings. How do 

we design competition in universities to get the outcome we want?
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André Picard
Journalist and Columnist, The Globe and Mail

Ariel Pablos-Mendez
Professor of Medicine, Columbia University 
Former Assistant Administrator for Global Health at USAID

 ð We do a terrible job of teaching future health professionals, and students more generally, how to 

communicate. There’s no point in filling people’s heads with knowledge if they can’t share it in an 

effective, understandable way. The pandemic taught us the importance of communication — both 

the importance of good information and the dangers of misinformation. 

 ð We must teach people how to speak publicly, how to write, how to communicate visually, how to 

listen, how to understand. These are essential skills that schools don’t pay nearly enough atten-

tion to. 

 ð I don’t think we should be waiting until a professor has tenure to give them media training. That 

should be an integral part of their learning from day one. Right now, I think a lot of that is really 

done by the seat of the pants.

 ð This shouldn’t be just for people who seek it out, or the ones who are already the good commu-

nicators. We should be teaching this to everyone. This is essential whether you’re at the bedside, 

whether you’re communicating on CNN, or whether you’re making a speech at this conference.    

 ð Academia must consider the way journals are written. What is the point of all that jargon that 

is incomprehensible to the public? It reminds me of 150 years ago when journals and scientific 

publications were written in Latin because we wanted to keep them for the elite alone. Some of 

the fundamental stuff we must talk about more openly. Why is it done? Is it just tradition? Is there 

still any point to it? 

 ð A key role for health professionals is being a curator and being a translator. If we can’t get our 

messages across about the importance of our research or our clinical interventions, we’re failing 

patients. And we’re failing the public if we can’t communicate how essential certain things are 

and how important it is to their lives.

 ð A couple of questions that we struggle with as journalists every single day include: Who is an 

expert? Who has a legitimate voice? Do letters after your name matter? Do they confer wisdom? 

Do they confer legitimacy? During the pandemic, we saw people using their positions and fancy 

letters after their name to spread misinformation. 

 ð Universities have more of a role in this than just saying “free speech” and we wash our hands.

 ð There is a myriad of beautiful ideas in the Commission Report of 2010, many of them good hy-

potheses that need to be researched and tested at scale.

 ð Disruptive change requires conviction and commitment around a clear conceptual model of 

change and benefits from an understanding of the subject matter, a sense of history and econom-

ics. Leadership also benefits from mentorship.

 ð Leadership is the personification of social change. Change is hard, but the power of ideas can 

change the world — and it often only takes one person or a small group of people.

 ð Flexner was not even a doctor, but he was able to reform medical education. He had high convic-

tion and his timing fit well with a broader scientific revolution that changed medicine and not just 

education.

 ð In the end, you need to size up the context, identify propellers for change such as COVID-19 or the 

ICT revolution. Understand what you’re taking on, look for the right timing, and then go for it! All 

the way!
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Samir Shaheen-Hussain
Pediatric Emergency Physician and Assistant Professor, Faculty of Medicine and 
Health Sciences, McGill University

Srinath Reddy
President, Public Health Foundation of India 

 ð In health disciplines, and medicine in particular, we see that the “history of modern medicine is 

the history of colonialism”.

 ð Before we can ask the question of whether universities are stepping up, we must ask what kind 

of role they are playing to uphold or oppose, disrupt, and end settler colonialism, especially given 

the ramifications in health care and in global health.

 ð Global health must be reimagined: “People who typically hold power and privilege must master 

the art of allyship, where they see their primary role as allies or accomplices rather than leaders”. 

 ð Training in medical school and residency does not prepare doctors to tackle the fomented crises 

impacting health and wellbeing that populations across the world are dealing with today.

 ð Leadership must show a capacity to recognize change, to adapt to change, and to provide contex-

tually appropriate solutions.

 ð Universities need to take a greater leadership role. The approach to public health has been fuzzy 

and fragmented.

 ð To ensure that we have the broadest understanding of public health, but also the greatest depth in 

our approach to problem solving, it’s important that public health leadership provides a conven-

ing platform in which different disciplines can meet and try to evolve synergistic approaches to 

problem solving. 

 ð Complexity demands that we have a broad transdisciplinary approach to our interpretation and 

understanding of problems, and also a strong multi-sectoral approach that fuels solutions.

 ð Universities must play a convening role to bring together and stimulate multiple disciplines to gain 

a better understanding of each other in terms of relevance and value. Universities should provide 

the way forward for humanity to evolve in a manner that best suits the health of the entire global 

population, particularly with a strong focus on health equity.

Samir Shaheen-Hussain authored the award-winning book Fighting 
for A Hand to Hold: Confronting Medical Colonialism against 
Indigenous Children in Canada (MQUP, 2020)
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Hiba Zafran
Assistant Professor, School of Physical & Occupational Therapy, Faculty of 
Medicine and Health Sciences, McGill University 

Fatoumata Traore
President, Foundation for Health and Environment, Mali

 ð The 1993 synthesis report by the United Nations Development Programme articulated the ethics 

of social accountability in the phrase “a people’s participation is a condition for their survival”. 

This speaks to an approach that is not “needs-based” or framed by “concerns”, but rather one 

driven by “who gets to determine needs”. 

 ð In our educational institutions, participation most often means consultation through tokenistic 

mechanisms like a checklist, an email survey, or a town hall that are all initiated and facilitated by 

those in power. Consultation fatigue is real. We’re willing to have EDI plans and strategies, but not 

to change actual mechanisms and processes in decision-making, or include the participation of 

communities most impacted by health and social inequities.

 ð Moving toward more socially responsible decision-making — that is, better and more diverse 

leadership in universities — is not a simple task as it means letting go of power and investing in 

capacity for meaningful participation.  

 ð What would happen if we, in a Canadian context, focused on what communities would need from 

all of us who work in health, and not medicine, nursing and rehab in separate siloes? 

   What could we offer in an institutional community partnership that is not beholden to the 

artificial parameters of disciplinary boundaries? 

   What trust in services could we co-create via curricula that are reconfigured to integrate 

the community and do not require add on budgets from research? 

   And how then would people from marginalized communities experience repairs from 

historical harms and feel through real relationships with specific people a genuine sense 

of belonging to a co-creative community?   

   And might members of these communities be interested and willing to apply to health 

education programs that are already intertwined with their people’s wellbeing?

 ð Health is defined not only as the absence of disease, but as a complete state of physical, social, 

and mental wellbeing. Yet when we got trained, we all got trained based on diseases. After our 

degrees, we entered the real world of public health to learn about planning, management, eco-

nomics, and teamwork — all critical constituents of leadership that should be core elements of 

health professional education.

 ð Reform of health professional education needs to make sure the focus is on the wellbeing of 

people — that is, putting people at the center of whatever we’re learning or doing. Failure to do 

so costs lives. Public health scientists’ ignorance of traditional culture and practices led to failed 

efforts to control the Ebola crisis in West Africa in 2014. Similarly, dismissive modes of communi-

cation with respect to vaccination are fueling hesitancy. Recognition, respect and engagement of 

people and communities is central to training better health professionals.  

 ð Leadership should be seen within and across sectors. Actions can’t be taken in siloed manner or 

within a single ministry. Multi-stakeholder platforms across communities, municipalities, minis-

tries, and the academy are required to establish common agendas that guide the education and 

research efforts of universities. As President Mandela said: “If you want to go fast, go alone. If you 

want to go far, go together.” 
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Tim Evans
Director, School of Population and Global Health, McGill University

Lincoln C. Chen
President Emeritus, China Medical Board

 ð The best way to characterize the way forward after all these terrific contributions is that this is a 

start. 

 ð Many leadership gauntlets have been thrown down in terms of the opportunities and challenges 

we’re facing across local, global, instructional, and institutional contexts. There isn’t any simple 

panacea. 

 ð One of the greatest strengths of universities is their tremendous reservoir of incredible talent in 

the form of its faculty, staff, and students. There’s a huge amount of energy, commitment, and 

willingness to serve. 

 ð If we see ourselves as partners in co-creating change, I’m confident we can transcend inertial 

forces and discover there is ample opportunity to nurture leadership for health more systemati-

cally and successfully.

 ð We’ve been lucky to have had so many speakers today who have provided very diverse view-

points. 

 ð Changing the direction of the academic enterprise is a tough undertaking especially with the 

ambition of guiding change towards more socially desirable outcomes. 

 ð The gap between our performance and our expectations and aspirations is already large and the 

ground on which we stand is shifting very quickly. 

 ð Leadership has been nicely elaborated to include not only the role of someone leading in the front, 

but also the whole question of guiding the change process. A couple of our panelists talked about 

“commitment” and “service” as better words than “leadership”, because they are capturing the 

ethos and the social motivation for the process.

 ð This is a timely subject because health professional education moves very, very slowly. There are 

many interest groups, some positive and proactive and others that are resistant to change. 

 ð One of the powers of the university is its role in society of preserving and transmitting the past 

into the future. They have a natural conservatism and are not always an engine for change. So, 

how then does the university adapt in a time of rapid change?

 ð There is, therefore, urgent to step up now. I encourage McGill University to take the lead in iden-

tifying credible pathways and creative innovations that can harness the potential of the health 

professions.    

 ð I expect that, because of this and other meetings at McGill, we’ll see McGill rise to be the second 

generation of transformations, such as those that took place at McMaster University in medical 

education, but this time with health professions across the board.
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See the full recording 

of the event:
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