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Abstract

Leadership in the health sector continues to be recognized as a key factor in improving
healthcare and is considered part of professional competence in health professions. In dietetics,
the Integrated Competencies of Dietetic Education and Practice, a document which informs
dietetic education and professional development in Canada, was recently revised to include
leadership as part of a new competency domain. But with limited research on dietetic leadership,
it is challenging to develop and assess leadership skills in dietetic trainees and dietitians. My
thesis addresses this gap by exploring how leadership is currently developed and used in practice
through a three-phase qualitative design.

The theoretical framework and conceptual model was pulled from complexity theory,
leadership theory as well as feminist theory. The LEADS in a Caring Environment framework
was used as the specific leadership framework. It is recognized as a comprehensive model for
leadership in healthcare designed to embody the key skills, behaviours, abilities, and knowledge
required to lead in all sectors and types of organizations. A multi-phase qualitative study was
conducted, which included documentary analysis, one-on-one interviews with dietitians, and
focus group interviews with dietetic educators. The methodology aligned with complexity
science where interactions within and between the individual, micro-, meso-, and macro- levels
were considered throughout the study. Furthermore, issues related to gender and other forms of
diversity as crosscutting influences were considered. To inform this research, an expert
committee comprised of dietitians from different practice areas was involved.

Phase I included a documentary analysis of program documents and one focus group with
dietetic educators to elaborate on their programs. In Phase II, using a multi-case study

methodology, dietitians’ leadership skills development and use in practice were identified.
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Finally, Phase III focused on determining actions and implications of my research findings from
Phases I and II through three focus groups with dietetic educators.

The findings showed that dietitians tend to describe leadership in relation to having a
formal management role. My study found that leadership skills have not been explicitly taught
through dietetic education, but some are developed through transferrable skills that can be useful
in leadership. The findings also demonstrated that dietitians use leadership skills in a variety of
ways and contexts throughout their careers. All four cohorts provided personal examples of their
leadership skills in practice that aligned with each of the LEADS domains and most of the
capabilities. This might suggest that although dietitians were not formally taught leadership skills
through their dietetic education, there is evidence that they possess and use leadership in their
different practice areas throughout the career trajectory. This research furthers the scholarship on
leadership development in dietetics and considers the complexities of leadership in a highly

gendered system.
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Chapter One: Introduction

This thesis explores dietitians’ leadership development as well as how dietitians use their
leadership in practice through a multi-phase qualitative study. This research emerged at a time
when the notion of leadership competence was new to the dietetics profession and reflects the
reality of my participants’ experiences at that point in time. Today, as the profession of dietetics
attempts to establish their authority as nutrition experts and leaders in nutrition within the health
care hierarchy and in other areas of practice, dietitians face barriers on many fronts. This study
not only identified the ways in which dietitians develop and use their leadership in practice, but

also unpacked some of the challenges dietitians face in these areas.

Statement of the Problem

Currently, there is limited research on dietitian leadership and leadership development in
dietetics. In 2020, the Integrated Competencies for Dietetic Education and Practice version 3.0
introduced a new domain: Management and Leadership. This domain includes performance
indicators that suggest dietitians must be competent in leadership. Limited research poses a
problem because it remains unclear how dietitians use their leadership in practice and how they
are taught or develop leadership, yet dietitians are expected to be competent in leadership.

Competency standards are needed in health professions to ensure practitioners have the
abilities required to meet the needs of the people they serve (Royal College of Physicians and
Surgeons of Canada [Royal College], n.d.). For example, CanMEDS is a framework that groups
physician abilities under seven roles, whereby a competent physician integrates the competencies
of all seven roles into their practice (Royal College, n.d.). In dietetics, the Integrated
Competencies for Dietetic Education and Practice (ICDEP) has Practice Competencies

embedded throughout seven interrelated Domains of Competence. The ICDEP is useful for



education programs to guide curriculum and assessment of candidate learning outcomes, creating
specifications for the Canadian Dietetic Registration Exam, and evaluating compliance with
dietetic education programs’ accreditation standard. Perhaps more importantly, however, is that
the ICDEP provides a common understanding of entry-level dietetic practice.

Despite the need for competency standards, professional education has not kept pace with
healthcare challenges, largely because of fragmented, outdated, and static curricula that produce
ill-equipped graduates (Frenk et al., 2010). One area that some suggest needs greater
development is leadership skills (Brewer et al., 2016; Frank, Snell, et al., 2015). Leadership in
the health sector continues to be recognized as a key factor in improving healthcare (Marchildon
& Fletcher, 2016) and leadership skills can help health professionals work effectively in a
dynamic environment, promote collaborative practice, and minimize siloed work.

While leadership research in allied health professions remains understudied, growing
research in medicine and nursing continues to suggest that leadership skills can be taught to
trainees and developed in practice (Brewer et al., 2016; Regan et al., 2017; Schmidt-Huber et al.,
2017); however, there is no consensus on which skills to prioritize or how to implement
curriculum changes (Grady et al., 2019). Much less is known about how dietitians develop and
use leadership in practice, and even less is known about how leadership is taught through dietetic
education. The lack of research poses a significant challenge for potentially implementing the
new dietetic leadership competencies. There is limited evidence to guide how leadership skills
can be integrated into dietetics curricula and assessed as dietitians enter into practice (Jamieson
et al., 2018; Laramee, 2014).

Furthermore, there are several leadership frameworks and theories applied to the context

of healthcare (Grady et al., 2019); however, none of the leadership frameworks have been



explored in relation to dietetics. Defining best practices in leadership is difficult due to lack of a
standard definition of leadership, supporting frameworks, and robust assessments (Rosenman et
al., 2014); the difficulty when defining best practices is exacerbated when considered in the
context of dietetics because the dominant discourse is in medicine and nursing. Nonetheless,
researchers have attempted to standardize domains of leadership (Van Hala et al., 2018) and
assessment tools (Moye et al., 2017) across the health professions. In Canada, the domains from
LEADS in a Caring Environment framework is recognized as a comprehensive model for
leadership in healthcare (Canadian College of Health Leaders, 2016; Dickson & Tholl, 2014;
Dickson & Tholl, 2020) (Appendix A), and may be a viable framework to understand dietitian

leadership. This framework will be discussed in more detail in Chapter Four.

Purpose of the Study
The purpose of the study was to better understand leadership in the context of dietetics and
generate recommendations for how opportunities for leadership development might be integrated
into dietetic curriculum and professional learning. To add to the relative dearth of research on
leadership skills development in dietitians, this study’s overall objective was to understand the

ways in which leadership skills are developed and used by dietitians.

Research Objectives
The specific objectives of my research were to:
1) Understand how leadership is currently taught in dietetic education.
2) Understand how leadership is used in dietetic practice.
a. Understand how dietitians view leadership.

b. Understand how dietitians develop and use leadership skills in practice.



c. Use LEADS as an analytical framework to understand its alignment with
leadership in the dietetics profession.
3) Understand how leadership skills may best be developed in dietetic trainees and
fostered in career setting.

In particular, my study explored current dietetic education curricula, and discovered the
ways in which dietitians understand leadership and use leadership in practice. Using the LEADS
framework provides an analytical structure to begin understanding an under-researched area of
dietetic practice.

Research Questions

This study aimed to address the following major questions:

1) In what ways are leadership skills currently taught in dietetic education in Canada?

2) In what ways are leadership skills used in dietetic practice?
a. How do dietitians view leadership?
b. How do dietitians develop and use leadership skills in practice?
c. How do the ways in which dietitians use leadership skills align with LEADS?

3) In what ways might leadership skills be taught in dietetic education, considering current

dietetic practice?

To address these questions, I conducted a multi-phase qualitative study and included
multiple methods: documentary analysis, one-on-one interviews, and focus group interviews.
These methods were implemented through three phases. Phase I aimed to identify the current
context of leadership development through dietetic education; Phase II explored dietitians’
leadership in practice; and Phase III strived to engage dietetic educators in conversations around

integrating leadership into dietetic education. This research enabled me to make



recommendations to the dietetic profession and educators to consider when it comes to

leadership development of dietitians.

Background and Context

As food and nutrition experts, dietitians are key to quality care for numerous patients and
clients. Throughout the 20" century, the dietetic profession has undergone significant changes
which are symbolized by “a literal and figurative trading in of home economists’ aprons in
favour of the white lab coat” (Brady, 2017, p. 231). Increasingly enrolled with medical and
nutritional science and gradually estranged from its roots with home economics, dietitians sought
greater prestige and recognition with the health care hierarchy. Today, dietitians continue to find
their place within the health care hierarchy and the ways in which they can be recognized as
leaders in the healthcare system.

Throughout my thesis I refer to the Partnership of Dietetic Education and Practice
(PDEP) and the Integrated Competencies for Dietetic Education and Practice (ICDEP). To
provide background, I will briefly review the formation and role of PDEP and describe the

ICDEP. Then, to provide context, I will highlight the recent changes to the ICDEP.

Integrated Competencies for Dietetic Education and Practice

In this section, I describe the formation of the competencies for education and practice of
dietitians in Canada. In 2009, three sector partners, the dietetic regulatory bodies, dietetic
educators, and the professional association, formed PDEP. The Partnership’s focus is at the
intersection of the three sectors, whereby they are reliant on each other’s contributions for safe,
effective, and high-quality dietetic practice (Gignac, 2009). They use a consensus building
approach to bring the best information, consultation, and deliberations into decision-making.

Their first priority was “to develop an integrated set of competencies (knowledge, skills, and



attitudes) as a critical foundation for dietetics education, accreditation of academic and practicum
programs, and the regulation of dietitians in Canada” (Gignac, 2009, p. 3). PDEP created the
ICDEP, the Canadian dietetic entry-to-practice standards which prepare dietitians to deliver high
quality and safe dietetic services (Dietitians of Canada, 2016; PDEP, 2013). Work to develop the
ICDEP began in 2009, with Version 1.0 of the ICDEP published in 2012 and Version 2.0
published in April 2013 (PDEP, 2013). The ICDEP is the source of dietetic competencies as well
as entry-to-practice and ongoing competency standards, which dietetic education programs
reference when developing their programs’ curricula.

The following is a summary of key terms used in ICDEP Version 2.0 (PDEP, 2013)
which will help to provide context to my research, in particular for Phase I. The ICDEP consists
of an interrelated set of practice competencies, performance indicators and foundational
knowledge specifications. According to PDEP (2013), practice competency is a task that is
performed in practice that can be carried out to a specified level of proficiency. The performance
of a practice competency requires application of a combination of knowledge, skills, attitudes,
and judgements. At the time of my study conceptualization and Phase I implementation, the
interdependent dietetic competency areas were (PDEP, 2013):

1. Professional Practice - Demonstrate professionalism.

2. Communication and Collaboration - Communicate effectively and practice

collaboratively.

3. Nutrition Care - Provide services to meet the nutrition care needs of individuals.

4. Population and Public Health - Promote the nutrition health of groups, communities

and populations.

5. Management - Manage programs, projects and services related to dietetics.



These five competency areas represent the abilities that dietitians bring to the workplace as well
as how they apply professional judgment according to the situation (PDEP, 2013). The practice
expectations of a registered dietitian in professional practice, even at entry-level, are expressed
by the Practice Competencies (PDEP, 2020, p. 5).

Each competency area has associated Performance Indicators and Foundational
Knowledge areas. A Performance Indicator is a task that can be carried out within an assessment
vehicle, successful completion of which provides an indication of the candidate’s ability to
perform a practice competency. The purpose of Performance Indicators is to “express the
learning outcome expectations for pre-registration education and assessment of candidates”
(PDEP, 2020, p. 5). The Foundational Knowledge specifications provide a summary of the broad
knowledge base that is necessary to prepare candidates to achieve the practice competencies.
This is intended to guide curriculum development for academic education. Although the
foundational knowledge specifications provide a guide to program content they do not prescribe
a particular course structure; education institutions are free to design their programs in any

manner that meets the accreditation requirements and program-specific goals.

ICDEP Version 2.0 and Study Conceptualization

When I proposed my research study in 2019 and began data collection in early 2020, it
was based on Version 2.0, which was under revision and the new version was expected to be
released in late 2020. Based on stakeholder consultations (PDEP, 2018) and a workforce
assessment conducted by Dietitians of Canada and provincial interest groups (Dietitians of
Canada, 2011; Dietitians of Canada, 2016), there was anecdotal evidence that an emerging area

of dietetic competence is leadership. This was further supported by PDEP efforts from 2018-



2020 to revise the ICDEP, which was anticipated to introduce leadership as a new competency
area (PDEP, 2018).

Upon review of the working documents and information shared during consultations, the
following six performance indicators from Version 2.0 were proposed to fall under leadership:
Assess and enhance approaches to dietetic practice (1.11); contribute to advocacy efforts related
to nutrition and health (1.12); participate in practice-based research (1.13); contribute to the
learning of others (2.05); assess strengths and needs of programs and services related to dietetics
(5.01); and manage programs and projects (5.02) (Appendix B).

ICDEP Version 3.0 Released in 2020

In July 2020, PDEP unveiled the latest version of the ICDEP which includes a new
competency domain ‘Management and Leadership’ (PDEP, 2020). This domain defines the
expectation that “dietitians use management skills and provide leadership to advance health,
through food and nutrition” (PDEP, 2020, p. 19). In this context, leadership is defined as a
process of influencing and inspiring others towards a common goal, whether formally (through a
set role) or informally (PDEP, 2020; Canadian Council of Registered Nurse Regulators, 2012).

Eight practice competencies are associated with the Management and Leadership domain;
these are: Manage programs and projects (4.01); assess and enhance approaches to practice
(4.02); participate in practice-based research activities (4.03); undertake knowledge translation
(4.04); advocate for ongoing improvement of nutritional health and care (4.05); foster learning in
others (4.06); foster development of food literacy in others (4.07); and foster development of
food skills in others (4.08) (Appendix C). Implementation of Version 3.0 is expected to occur in

2022; despite the anticipated changes, there is limited research to inform the implementation of



leadership competency into dietetic education and practice. The timeliness of my study required

me to embrace the concurrent changes affecting dietetic education.

Positionality

As aregistered dietitian for over fifteen years, my research interest is in studying dietetic
education and practice. More specifically, for my thesis, I was interested in examining the
development of competencies—particularly leadership competence—within dietetic education
and throughout dietitians’ career trajectories.

Researchers cannot separate themselves from the research but must actively seek to
understand their own role and the research’s role (Davis & Sumara, 2006). I am an able-bodied,
Canadian-born, cis-gendered woman who is part of a visible minority. To briefly position myself
within my research, the focus of my current doctoral study has been largely shaped by my
experiences as a health professional, part of interdisciplinary teams, and accessing the Canadian
health system; it is not possible to completely remove myself from my research. As a result, my
unique background as a researcher—I am a dietitian, Project Management Professional®, and
adult educator—combines the knowledge of necessary fields to answer these important research
questions, building on work in related fields that are not often combined to gain a deeper
understanding of the problem to address knowledge gaps. However, I am aware that my personal
experiences shape how I interact with and make sense of my research. Thus, as a researcher, [ am
engaged in transforming what is known about a subject, and my research itself will impact the

systems as I study it.

Overview of the Dissertation
I have organized this dissertation into 11 chapters. Following the introductory chapter is

the comprehensive literature review, Chapter Two, that informed my theoretical and conceptual
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framework, research questions, data collection instruments, and analysis techniques. The
literature review integrates research relating to competency-based education (CBE) in the health
professions and leadership development. Next, Chapter Three provides an overview of the
theoretical and conceptual framework. Chapter Four provides a detailed description on my
methodology and methods.

Chapters Five to Nine present the findings of this study. Chapters Five and Six present
the findings from Phase I. In this phase, I explored how leadership is taught in dietetic education
by reviewing program websites and documents and holding a focus group interview. Chapter
Five presents the themes from the documentary analysis of 13 Canadian dietetic programs. This
analysis provided some insights into current dietetic education and leadership. To obtain a more
fulsome understanding, Chapter Six presents the perspectives of dietetic educators who elaborate
on my documentary analysis findings. Chapters Seven and Eight present the findings from Phase
I1, the heart of my study. In this phase, through case studies, I aimed to understand how dietitians
view leadership and how they use their leadership skills in practice. To accomplish this, I look at
how these skills in practice align with the LEADS in a Caring Environment framework. Chapter
Seven presents the themes related to dietitians’ views on leadership. I present these themes
organized by cohorts based on number of years of practice experience. Chapter Eight presents
the themes related to how dietitians use their leadership skills in practice. I use the LEADS
framework to analyze and organize the themes. In Chapter Nine, I present the perspectives of
dietetic educators related to bringing leadership development into the curricula considering
recent changes to the ICDEP. Dietetic educators offered strategies/recommendation.

Chapter Ten weaves together the themes from the three phases. This chapter integrates

the themes from the five chapters into one coherent discussion. In this chapter, I discuss the



11

themes of all chapters with reference to my conceptual framework and the published literature.
In addition, I acknowledge the limitations of my study. Also included in this chapter are
implications and recommendations for practice in dietetic education and leadership development
within dietetics. I also propose future research directions on leadership development in dietetic
education. I share my final remarks on leadership development and practice in dietetics in

Chapter Eleven, which concludes this dissertation.
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Chapter Two: Literature Review

In this chapter, I review the existing literature that relates to CBE and leadership
development in the health professions and more specifically in dietetics. First, I start with a
broad exploration the education requirements in the health professions, which includes CBE and
curriculum. I explore how competence is defined and the relationship between CBE and health
professions education (HPE). I also review literature related to different types of curricula:
formal, informal, and hidden curricula. After reviewing the literature on CBE and HPE, I present
a more focused discussion on CBE and entry-level requirements for dietetic practice. Second, |
review the literature related to leadership and HPE. I highlight key leadership styles related to
my project: traditional, transformational, and distributed. I connect these leadership styles to
current literature on healthcare leadership and women’s leadership in healthcare. In doing so, I
present the literature on gender and leadership, a nexus to my research. This leads into a
literature review of leadership in dietetics. This third and final section focuses on leadership
development in dietetics by pulling together the literature I have presented thus far to situate my

study.

Education Requirements in the Health Professions
Two concepts around teaching and learning relevant to my study are CBE and
curriculum. In the literature, there are several perspectives which describe each concept as well
as the relationship between the two concepts. I situate my study on the CBE definition proposed
by Gruppen et al. (2012) that connects CBE and curriculum within the context of health
professions. They suggest that CBE is “a framework for designing and implementing education
that focuses on the desired performance characteristics of health care professionals” (p. 1).

Furthermore, they posit that at the “heart” of the framework is curriculum (Gruppen et al., 2012,
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p. 2). In this context, Gruppen et al. (2012) consider curriculum as learning experiences, which in
this case, support the development of competencies. However, other authors define curriculum in
different, yet complementary ways.

Wilson (2016) suggests that in CBE the curriculum content is determined by learning
objectives and desired educational outcomes expected for learners to achieve upon completing
the curriculum. Similarly, according to Edmunds et al. (2015), the term curriculum can refer to a
series of planned events that have educational consequences or outcomes for one or many
students. In this regard, curriculum might be the planned learning experiences that develop
specific skills, knowledge, and abilities of learners. Thus, the connection between the two
concepts, according to Gruppen et al. (2012) and supported by other literature, is that CBE uses a
set of expectations or competencies to develop and implement learning experiences. Likewise,
applied to healthcare, the competency-based approach identifies requisite graduate competencies
for health-system performance, tailors the curriculum to achieve competencies, and assesses
achievements and shortfalls (Frenk et al., 2010).

Competencies

Competency is defined in several ways in the literature. For my study, I consider
competency as a set of expectations that a learner is required to achieve. Competence is the goal
which learners achieve after training and are then considered competent to practice (Albanese et
al., 2008; Gruppen et al., 2012). Some scholars see competence as a combination of practical and
theoretical knowledge, cognitive skills, behaviours, and values used to improve performance; or
as the state or quality of being adequately or well qualified, having the ability to perform a
specific role (Palermo et al., 2018; Seijts et al., 2017; Sturm et al., 2017). In nursing, for

example, competence is defined as an integration of the attributes that comprise competent
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nursing care, within a specific setting and context (Canadian Nurses Association, 2000). This
example of competence relates to the previous definition in that there is a combination or
integration of attributes that lead to the ability to perform competent nursing care. Drawing from
the Royal College Competence by Design, progression of competence occurs within a structured
but flexible curriculum. The learning objectives, known as “Entrustable Professional Activities,”
are tailored to the “acquisition of competencies” required for practice and are thus organized into
a progressive sequence (Royal College, 2022). This means that the learning experiences within a
curriculum progressively and sequentially develop competence.

The reason I draw upon these definitions is that they complement the way the PDEP
(2020) defines competency, which is “the ability to perform a task to a specified standard, and in
a way that is observable to others” (p. 5). Therefore, these “tasks” or practice abilities are the set
of expectations that a dietetic trainee is required to achieve to be considered competent for entry-
level practice. The nuance in the ICDEP definition is that performance of a practice ability can
be evaluated. Similarly, in medical education, assessments or evaluations are based on students’
demonstration of knowledge and skills they are expected to attain (Frank, Mungroo et al., 2010).
The ICDEP 2020 reframes areas of practice (PDEP, 2013) as Domains of Competence, which
are described by a context and defined by the practice competencies listed within it. To
elaborate, each domain of competence has a set of Practice Competencies, which are considered
the minimum set of practice abilities that dietitians are expected to possess at the point of initial
registration, enabling their entry to practice (PDEP, 2020, p. 6).

Although I will continue to refer to competencies as the minimum standards for dietetic
education and practice outlined in the ICDEP 2020, LEADS in a Caring Environment framework

(hereinafter referred to as “LEADS”) is an essential framework for my thesis because it
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demonstrates that leadership can be developed throughout the career trajectory and is applicable
in many practice contexts. Dickson and Tholl (2014) write in their book on the LEADS
framework that competence is most appropriate for training, referring to the minimum skills and
knowledge required to do a job. In LEADS, Dickson and Tholl (2020) emphasize the concept of
capabilities rather than competencies, whereby capabilities are defined as bundles of
competencies that must adapt to situations and circumstance and can be developed throughout
one’s career (Dickson & Tholl, 2020). Thus, Dickson and Tholl (2014) argue that capabilities go
beyond the bare minimum and are considered a lifelong journey (p. 28). In Chapter Three, I will
describe LEADS further as a key element of my conceptual model. However, it is important to
denote that competencies are the minimum set of practice abilities for dietitians.
Competency-based Education and Entry-Level Practice in Dietetics

The ICDEP (PDEP, 2013) is intended to delineate the entry-to-practice competencies for
dietitians in Canada and consists of an interrelated set of practice competencies, performance
indicators, and foundational knowledge specification. As mentioned above, PDEP (2013; 2020)
defines a “practice competency” as a task performed in practice that can be carried out to a
specific level of proficiency. In the most current version of the ICDEP, elements of Bloom’s
Taxonomy continue to be integrated to delineate levels of learning (PDEP, 2020). The ICDEP
2020 also introduces Miller’s Pyramid levels to better assess performance indicators (Al-Eraky
& Marei, 2016; Miller, 1990). The four levels starting at base of the pyramid are: knows
(knowledge); knows how (competence); shows how (performance); and does (action) (Miller,
1990). According to Miller (1990), an individual must know how to use the knowledge they have
“accumulated” and be “functionally adequate, or of having sufficient knowledge, judgement,

skills, or strength for a particular duty” to have competence (p. S63). Show how and action are
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particularly relevant during practical training (e.g., internship) and continuous professional
development. The ICDEP was developed to meet the need for reliable and valid assessment
criteria and would be strictly enforced by PDEP. PDEP is a partnership that is inclusive of the
provincial regulatory colleges, dietetic education programs, and Dietitians of Canada, the
national professional association. Although the PDEP (2013) document notes that the model
used is “...a PDEP-developed adaptation of Miller's Pyramid of Clinical Competence” (p. 3),
this model looks the same as and uses descriptors that are used in medical education and training
environments. It is unclear how this model can translate to the dietetic education and training
environment. Miller’s pyramid was developed in the context of medical education and training
which is significantly longer than dietetic education and training. Medical education is typically
a minimum of eight years, not including undergraduate education. Dietetic education and
training are generally five to six years, including undergraduate education.

Despite the practice competencies being organized into discrete, broad areas, they are
interdependent and are best considered as an array of abilities that a dietitian brings to the
workplace. The performance of a practice competency requires application of a combination of
knowledge, skills, attitudes, and professional judgments. Mastery of competency relies on the
judgment of not just a single evaluator but multiple assessors and the number of assessments to
prove validity and reliability of the assessment process. According to PDEP’s (2020) Statement
of Entry-Level Proficiency, as a minimum practice standard, “entry-level dietitians apply
approaches consistent with standards and best practices in the profession. They recognize
situations beyond their capacity and take appropriate steps to ensure such situations are
addressed safely and ethically” (p. 6). Thus, the notion of competence is the foundation of the

ICDEP, the practice domains, and standards which guide education and professional practice.
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The ICDEP is implemented through education programs and the Canadian Dietetic Registration
Examination, which are the minimum requirement designed to ensure safe, effective, and ethical
entry-level practice. The ICDEP informs how dietetic educators design curricula, to ensure
learners meet the entry-level practice standards. At entry-to-practice, entry-level proficiency in
all practice competencies is expected (PDEP, 2013, p. 2). To enable proficiency, education
programs are encouraged to exceed the content required by ICDEP (PDEP, 2013). Once a
dietitian achieves registration and enters the workplace, their competencies evolve with

experience and advanced education or professional development.

Types of Curricula

As I described earlier in this sub-section, I see curriculum as a learning experience, which
supports the development of competencies (Gruppen et al., 2012). Learning objectives are
outlined in the curriculum, which includes the competencies covered (Albanese et al., 2008),
instructional methodologies and strategies (Hills et al., 2019; Rodger et al., 2008), instructional
delivery and modalities (Gervais, 2016), assessment process (Fitzgerald et al., 2016), framework
of curriculum evaluation (Gruppen et al., 2016), and the curriculum timetable (Chen et al., 2017).
This type of curriculum typically relates to the formal curriculum of the classroom and informal
curriculum of the practical training or clinical environment. HPE is a multi-faceted learning
environment comprising of the formal curriculum, informal curriculum, and the hidden curricula
inherent to both (Gofton & Regehr, 2006). Hafferty and Castellani (2009) advised that:

[T]he labels formal, informal and hidden and so on, not be unyieldingly linked to given

settings, situations, or roles. Although the medical literature frequently labels ‘the

classroom’ as formal and ‘the clinic’ as informal, the classroom (as a physical place) can

(and almost always does) contain all kinds of curricula (informal, hidden, null, and so
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forth), just as the clinic can be site of many important formal learning opportunities.

(p. 24)
Formal Curriculum

Formal curriculum is “the stated, intended, and endorsed official curriculum” (Hafferty,
1998, p. 403). Applied to health professions, Thomas et al. (2016) define the formal curriculum
as a planned educational experience, which includes single or multiple session(s) on specific
subject, full-year courses, clinical rotation, or entire training programs. It may refer to a
curriculum document, texts, films, and supportive teaching materials that are overtly chosen to
support the intentional instructional agenda. The formal curriculum embodies the learning
activities that are planned, organized, and implemented within an allotted time in the schedule
(Edmunds et al., 2015). The formal curriculum is explicit, wherein educators plan and deliver

content designed to meet set learning objectives (Edmunds et al., 2015).

Informal Curriculum

The informal curriculum on the other hand refers to what is learned through co-curricular
or extracurricular activities and experiences (Edmunds et al., 2015). The informal curriculum
concerns the “unscripted, predominantly ad hoc, and highly interpersonal form of teaching and
learning that takes place” (Hafferty, 1998, p. 403). Karnieli-Miller et al. (2010) developed
Hafferty’s ideas and see the informal curriculum as the interpersonal processes in which students
interact with other health professionals, patients, and their families. Similarly, according to
Gofton and Reghr (2006), the informal curriculum is particularly important to students’ practical
training or clinical education; it is how students learn clinical practice and how trainees’ abstract
clinical knowledge become concrete skills and abilities. It is at this interpersonal level that

students’ knowledge and skills become situated in the context of daily work.
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Hidden Curriculum

Hidden curriculum is a concept that refers to unintended learning occurring alongside that
which is intended and formally delivered (McKenna, 2020). It includes a “set of influences that
function at the level of organizational structures and culture” (Hafferty, 1998, p. 404). Hidden
curriculum has been explored in nursing and medicine literature but is rarely encountered in the
literature of other health professions (McKenna, 2020; Raso et al., 2019). Much of the literature
positions the hidden curriculum as something that is unintentionally transmitted from teachers to
students as well as peer-to-peer, faculty member to student, and institution to faculty member or
student. McKenna (2020) writes that it is through the hidden curriculum that health professional
students learn about the expected behaviours of their profession and become socialized within
that profession, such as knowing when they can speak up and ask questions within a medical
team. These forms of transmission can have implications both for student and faculty
development (Hafler et al., 2011).

According to McKenna (2020), teaching and learning in the hidden curriculum involves a
lack of intentionality and awareness that "some of what students learn may not necessarily be
what educators intend, and educators may be unaware of the full scope of what they are teaching
students, namely, through their behaviors and actions" (p. 3). Despite the lack of intention or
awareness, studies have suggested that students value the hidden curriculum in developing their
professional roles (McKenna, 2020). For example, third- and fourth-year medical students were
interviewed about their perceptions of the hidden curriculum and reported that it was through this
they learned about how to behave as doctors (Ozolins et al., 2008). Medical students in this study
felt that hidden curriculum was related to learning the “cultural” aspects of being a doctor such

as attitudes, communication skills, and other “core” behaviours of “being a good doctor”
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(Ozolins et al., 2008, p. 608). For Thomas et al. (2016), the unplanned socio-psychological
interactions between students and teachers can create a learning environment with unintended
consequences on learners’ thoughts and behaviours. This hidden curriculum is important to
teaching and learning; it includes all the unintended learning outcomes, the unofficial
expectations, values, and the unstated organizational or professional socialization processes that
occur within learning environments (Edmunds et al., 2015; Ozolins et al., 2008).

Hidden Curricula and Professional Socialization

The effects of what is described as the hidden curriculum are rarely innocuous and, in
many ways, are more influential than the formal curriculum (Lawrence et al., 2018). Hidden
curriculum is the space where a student’s tacit inculcation into the professional culture occurs
through “the unstated, taken-for-granted, and sometimes unconscious group understandings
about how things are done within the group” (Hafferty & O’Donnell, 2015, p. 7). This notion
aligns with Gofton and Regehr’s (2006) explanation that the hidden curriculum reflects the
institution’s widely held values but more so the values of those individuals surrounding the
trainee personally.

The educational program by itself may be insufficient to shape professional identity,
profession-specific socialization can facilitate the development of skills, values, and identity.
Professional socialization continues to be an integral aspect of HPE, and students recognize that
simply accumulating core scientific knowledge is inadequate preparation for their professional
roles (Strouse & Nickerson, 2016; Taylor & Harding, 2007). Silveria et al. (2019) suggest that
hidden curriculum in HPE influences students as they develop their own professional identity.
Similarly, Swanepoel et al. (2016) found that dietetic students gained confidence and formed

their professional identity through participating in a clinic setting as part of their curriculum.
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Consequently, in many health professions programs, the initial years of a degree program are
regarded as a rite of passage—with the simultaneous profession-specific socialization that
occurs during this training period contributing to mastery of the profession’s skills and values,
and solidifying occupational identity (Hall, 2005, p. 190).

According to Price (2008) and MacLellan et al. (2011), the role of mentors, peers, and
role models is influential in formulating career expectations and career-choice decisions. Price
(2008) writes that in nursing, early experiences strongly influence an individual’s view of the
nursing profession. The way an individual self-identifies as a nurse is greatly influenced by other
nurses in the practice setting. In dietetics, professional socialization has a similar role in shaping
identity; it is also important to the continuous improvement of academic and practical placement
curricula and to the continued strength and growth of the profession (MacLellan et al., 2011).
Professional socialization is essential to fulfilling professional roles, as is understanding the
values and norms that are fundamental to the essence of the profession (Howskins & Ewens,
1999).

These concepts of formal, informal, and hidden curricula are important in HPE because
they not only influence what and how educators teach, but also what learners purposefully or
inadvertently learn. The formal, informal, and hidden curricula are prevalent in educational
experiences, whether in-person or online. Furthermore, hidden curricula may also have an
influence on how health professions socialize their trainees’ professionalism and collaboration.
Trainees are exposed to a variety of perspectives throughout their education, which enable them
to develop their skills, knowledge, abilities, and attitudes forming their professional identity.

This type of enculturation is influenced by the informal and hidden curricula.
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Leadership Development through Health Professions Education and in Practice
Leadership studies is a burgeoning field of research. In this sub-section I begin by
exploring leadership styles that are relevant to my thesis. Then, I review literature related

leadership development through HPE and in practice.

Leadership Styles Relevant to Thesis

Different theories approach leadership from various perspectives and can be utilized for
different purposes — one theory does not necessarily negate another — it is possible to study
leadership with a hybrid approach using multiple theories. Several theories and models have
emerged on leadership, ranging from a focus on traits and characteristics of leaders to processes
involved in the construction of leadership models (Ayeleke et al., 2018; Chobanuk & James,
2015). For example, Seijts and colleagues (2017) propose that leader character can be developed
through deliberate practice, such as learning new skills or competencies. Other research by Uhl-
Bien and colleagues (2007) draw from complexity science to develop an overarching framework
for the study of Complexity Leadership Theory. Furthermore, individual models typified by
styles of leadership are increasingly becoming of limited value given the complexity with which
organizations are now contending (Clarke, 2013).

The body of studies on healthcare leadership have created a patchwork of approaches and
styles. For example, Turner (2019) identified nine approaches in the healthcare leadership
literature, including generalist models (Barr & Dowding, 2008; Dye, 2010; Gopee & Galloway,
2009; Gunderman, 2009), transformational leadership (Choi et al., 2016; Maccoby et al., 2013),
servant leadership (Tropello & Defazio, 2014), ethical leadership (Sahne et al., 2016),
complexity leadership (Weberg, 2012; Uhl-Bien & Arena, 2017), coaching as a leadership style

(Hicks, 2014), authentic leadership (Read & Laschinger, 2015), leadership for improvement
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(DaCosta, 2012), and shared or distributed leadership (Fitzgerald et al., 2013; Rogers, 2014). In
this literature review, I have intentionally chosen to explore further the approaches that have
enhanced my understanding of healthcare leadership and helped me develop my conceptual
model in Chapter Three. In this sub-section I will explore a few leadership styles most relevant
to my thesis. I begin with a brief discussion on traditional leadership because it is intertwined
with studying the career trajectory, which typically includes assuming formal leadership roles.

Then, I will discuss transformational and distributed leadership.

Traditional Leadership

Traditional notions of leadership are conceptualized in relation to a hierarchy of an
individual’s positional authority and often focus on the leader’s role in determining future
desired states and directing organizational action to achieve those states. Katz and Kahn (1978)
describe formal leadership as the incremental influence of position holders exercised via direct
and indirect means to maintain or alter the existing dynamics in and of a system (see also Osborn
et al., 2002). Underpinned by hierarchy, traditional leadership assesses power in relation to
‘climbing an organizational ladder’. As an individual ‘climbs the ladder’ and assumes greater
leadership roles, they gain more power. Underpinning this approach remains the assumption that
leadership is essentially a process of interpersonal influence whereby leaders exert influence over
followers to achieve desired goals (Clarke, 2013). As such, leader development has been shaped
by leader-centric theories of leadership, ranging from trait to behaviour category and style
perspectives (Northouse, 2004).

Traditional leadership models, while relevant to this research, limit understanding of the
breadth of leadership styles essential at different levels of an organization. The key critiques of

this approach concern the failure to consider how leadership is as much dependent on followers
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as it is on formal leaders (Higgs, 2003), and how different contexts shape leadership
effectiveness and its enactment (Osborn et al., 2002). Many authors have pointed to the
limitations of traditional leadership theories, which tend to focus on individual characteristics
and skills, and have explored other models such as distributed leadership (Chreim et al., 2013;
Currie & Lockett, 2011; Gronn, 2002). These newer perspectives have shifted understanding
leadership away from its traditional individualistic focus to a more collective, social concept
(Clarke, 2013).

In what follows, I discuss two other leadership styles: transformational leadership; and
distributed or shared leadership. These leadership concepts provide alternative views to
traditional leadership models and expand the ways in which leadership is applied to the
healthcare sector. Before I discuss healthcare leadership, I will first briefly discuss each of these
contemporary leadership styles.

Transformational Leadership

One leadership style that shifts from traditional hierarchical frameworks is
transformational leadership. Leadership that is tied to formal hierarchical positions in traditional
organizations is replaced by power sharing and collaborative participation across boundaries
(Chreim et al., 2010). Central to transformational leadership is the notion that people require a
sense of mission and purpose to be able to work effectively, which extends beyond receiving a
thank you or a reward for effective performance (Avolio & Bass 2002; Collins et al., 2019).
While a transformational leader might have a systems perspective, they are also aware of their
relationships with subordinates and improving their work-related experiences (Gabel, 2013).

According to Gabel (2013), the four components of transformational leadership are (1)

idealized influence, (2) inspirational motivation, (3) intellectual stimulation, and (4)
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individualized consideration. Transformational leaders see idealized influence as a model for
employees, apply inspirational motivation to communicate vision and mission, and use
intellectual stimulation to support and challenge employees (Gabel, 2013). They also apply
individualized consideration to understand the strengths and weaknesses of their employees and
recommend opportunities for development (Gabel, 2013).

Education and training in healthcare, as in other fields, has hierarchical elements that are
comparable to the leader/follower or supervisor/supervisee relationships and may benefit from
the application of transformational leadership. In HPE, transformational leadership principles
should not be confined to these generally accepted hierarchical roles; rather leadership can be
diffused not only vertically, but al