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Abstract 

Medical students enter medical school 
with similar or even better well-being 
than their age-matched peers in other 
educational programs, but there is 
predictable erosion of their well-being 
following matriculation. Interventions 
to counter this erosion predominantly 
focus on the individual level; however, 
significant systemic issues persist that 
thwart meaningful change. Effectively 
reforming the learning environment 
and more broadly targeting problematic 
aspects of the culture of medical 
education are essential steps to advance 
efforts to improve medical learner well-
being. Although a healthy environment 
may allow learners to be well in the 

educational setting, a health-promoting 
learning environment strives to promote 
and embed well-being across all aspects 
of the learner’s experience. Health-
promoting learning environments 
operate by infusing health principles 
into all aspects of operations, practices, 
mandates, and businesses. The Okanagan 
Charter is a widely adopted international 
framework with principles for best 
practices of adoption. This charter has the 
recent endorsement of the Association 
of Faculties of Medicine of Canada, 
representing all faculties of medicine 
in Canada, and serves as a framework 
for reassessing work on well-being in 
medical education. In response to this 

endorsement, the authors have adapted 
the 5 strategies from the charter for 
pragmatic integration into the medical 
education environment and added a sixth 
strategy: (1) embed health in all policies; 
(2) develop sustainable, supportive 
spaces; (3) create thriving medical 
communities and culture; (4) encourage, 
support, and sustain meaningful personal 
development; (5) review, develop, and 
strengthen faculty-level health services; 
and (6) collaborate and invest in 
continuous improvement and evaluation. 
For each of these 6 strategic directions, 
actionable steps for implementation in 
academic medicine are provided to create 
sustainable and meaningful change.

 

Medical students enter medical 
school with similar or even better well-
being than their age-matched peers in 
other educational programs; however, 
there is predictable erosion of their 
well-being following matriculation.1–3 A 
concerning phenomenon is that medical 
school itself seems to contribute to poor 
well-being.4,5 The COVID-19 pandemic 
further exacerbated long-standing issues 
affecting both learners and the learning 
environment.6–8 Despite the increased 
focus on physician and learner well-
being, implemented measures have been 
ineffective,6 and the problem of how to 
address medical student well-being after 
matriculation remains.

Medical student well-being is a complex, 
multifaceted issue. Medical education 
has long approached well-being by 
focusing on individual interventions, 
often lacking coordinated, strategic, 
systems-level approaches. Although 
attention to personal resilience plays 
a role in medical student well-being, 
evidence indicates that it is not an 
effective sole strategy. Significant systemic 
issues persist that thwart meaningful 
change, leaving a gap that must be 
addressed; medical education must 
improve the learning environment.8–10 
The learning environment is the physical, 
social, and psychological context in 
which individuals learn,11,12 and this 
environment is heavily influenced by 
cultural and institutional contexts.13 
A longitudinal study by Dyrbye et 
al14 highlighted learning environment 
characteristics associated with burnout, 
empathy, and career regret, noting the 
importance of learning environment 
interventions and the elimination of 
mistreatment. Studies demonstrate that 
poor health among medical students 
is not experienced equally, with 
medical students from marginalized 
backgrounds reporting high rates of 

discriminatory experiences, which are 
associated with worse mental well-
being.15,16 National educational bodies, 
such as the Association of Faculties 
of Medicine of Canada (AFMC)17 and 
the Association of American Medical 
Colleges,18 have previously made 
commitments to improving well-being 
that feature the learning environment 
and allude to systemic factors. These 
plans have generally outlined the 
creation of working groups and the 
reaffirmation of commitments to learner 
well-being rather than the delineation 
of specific plans. However, as awareness 
of the issues of physician and learner 
burnout and distress increases, the onus 
and opportunity to address identified 
challenges, including the hidden 
curriculum, also increase.

The hidden curriculum is defined as 
implicit and/or unintended influences 
within medicine that reflect culture, 
values, moral judgments, and behavior 
and is a key driver that thwarts the 
efforts of meaningful change in health 
care learning and work environments.19 
Effectively reforming the learning 
environment and more broadly targeting 
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aspects of the culture of medical 
education are essential steps to advance 
efforts to improve medical learner well-
being. Although a healthy environment 
may allow a learner to be well in the 
educational setting, a health-promoting 
learning environment (HPLE) strives to 
promote and embed well-being across 
all aspects of the learner’s experience. 
Drawing on the existing body of work 
in health-promoting education will help 
translate the principles of public health 
and health promotion to the academic 
learning setting. This change shifts the 
focus of well-being work to the cultural 
and learning environment, instead of 
relying on personal resilience strategies.

Health-promoting education has a rich 
background. The first International 
Conference on Health Promoting 
Universities took place in 1996 in the 
United Kingdom, building on the 
work of the initial Ottawa Charter for 
Health Promotion20 (1986) and the 
World Health Organization21 (1995) 
and recognizing the role institutions 
of higher education play in individual 
and community well-being. In 2005, 
the Edmonton Charter for Health 
Promoting Universities and Institutions 
of Higher Education22 further defined 
a “health-promoting” institution of 
higher education. In 2015, the Okanagan 
Charter23 provided a tangible framework 
and an enticing opportunity for faculties 
of medicine to address and support 
HPLE. The Okanagan Charter, which 
was developed broadly for universities 
and colleges, was largely unknown within 
faculties of medicine before 2021. This 
article provides a background primer 
on the Okanagan Charter, detailing its 
application to medical education and the 
6 strategic directions for implementation 
in academic medicine.

The Okanagan Charter: An 
International Higher Education 
Health Promotion Charter

The Okanagan Charter (2015) was 
developed in collaboration with 
researchers, practitioners, administrators, 
learners, and policymakers from more 
than 45 countries and the World Health 
Organization.23 The purposes of the 
Okanagan Charter are to (1) guide 
and inspire action using a framework 
aligned with principles of health-
promoting universities and colleges, 
(2) generate dialogue and research that 

connects networks at all levels and 
accelerates action, and (3) mobilize 
action across sectors so that health is 
integrated in the policies and practices 
across organizations.23 There are many 
examples of networks, including the 
UK Healthy Universities Network, 
that have implemented the Okanagan 
Charter. Germany, Switzerland, and 
Spain also have national networks that 
have adopted the Okanagan Charter 
principles. The widespread adoption is 
indicative of the collaborative nature of 
the charter, the universal well-being and 
health promotion principles in which the 
charter is grounded, and initial evidence 
of positive outcomes.24–26

To date, the Okanagan Charter is the 
most visionary, comprehensive approach 
to health-promoting universities and 
presents a roadmap for medical schools 
for achievable and sustainable change. 
Health-promoting environments foster 
the growth of all individuals involved 
and unlock the potential of the collective. 
A health-promoting environment must 
foster the principles of equity, diversity, 
inclusivity, and belonging (EDIB); create 
a culture of compassion, well-being, and 
social justice; and improve the lives of all 
those involved. Not only do individuals 
involved feel enriched in their activities, 
but a health-promoting environment 
fosters an overall sense of well-being. The 
goal is for individuals to live, learn, and 
work in a more fulfilled manner. Health-
promoting environments ultimately 
strengthen the overall community and 
society at large.23

The Okanagan Charter for 
Medical Education

Despite the availability of this health-
promoting framework, medical education 
has been slow to adopt this approach in 
addressing systemic challenges in well-
being. In April 2022, the AFMC, as part 
of the Culture of Academic Medicine 
initiative, committed to working with 
Canada’s17 medical schools to adopt and 
implement the Okanagan Charter.27 The 
vital questions are, “How can we apply 
this work within the unique realities 
of medical education and health care 
environments? What can we learn from 
early implementation in other higher 
education settings?”

Squires and London28 have performed 
extensive work evaluating initial efforts 

to implement broadly within academia 
the Okanagan Charter calls to action. 
They concluded that supportive 
leadership, engaged champions, well-
defined collaborative structures, and 
strategic communication strategies are 
critical for successful implementation. 
Furthermore, it is critical to ensure the 
work is highly visible and has well-
defined goals and milestones. Dedicated 
human and financial resources are 
required. The efforts must include a focus 
on all students, faculty, and staff.28 These 
insights can help inform our approach 
within the complexity of medical 
education.

The Okanagan Charter serves as a 
framework for how we can reassess our 
work on well-being in medical education. 
We have drawn from the existing 
literature and adapted the strategic 
objectives laid out in the Okanagan 
Charter to a medical school context to 
provide a model for successful creation 
of an HLPE through 6 overarching 
directions.

The 6 Strategic Directions for 
Implementation of the Okanagan 
Charter in Medical Education

Administrators and educators have 
opportunities to help build HPLEs within 
medical education. Of note, the strategic 
directions for implementation are not 6 
separate, distinct directions, but all these 
directions support and build on and 
with each other. We have adapted the 5 
strategic directions from the Okanagan 
Charter to translate the charter to the 
medical learning environment context 
and added a sixth focused on evaluation. 
These 6 strategic directions and 
actionable steps for implementation are 
summarized in Table 1.

Embed health in all policies
The first strategic direction—embed 
health in all policies—is adapted from 
the direction to embed health in all 
campus policies.23 Well-being must be 
a central component of all policies and 
procedures across a medical school. In 
keeping with the core definition of an 
HPLE, well-being should be embedded 
into all aspects of campus culture, across 
the administrative, operations, and 
academic mandates.23 Faculties, through 
formal governance processes, should 
review and amend all existing policies 
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and procedures that govern students, 
faculty, and staff to ensure they support 
well-being. Educators must consider 
how policies are being implemented 
and ensure their interpretations are 
in keeping with health promotion 
principles. Codeveloping and reviewing 

policy to ensure health promotion should 
always include the learner’s perspective. 
With each new policy or procedure 
(and review of current ones), critical 
questions to ask should move beyond 
“Is this in alignment with accreditation 
standards?” to include “How is this 

aligned with creating and supporting 
a health-promoting work and learning 
environment?” Faculty development must 
accompany these changes so that policies 
are implemented as intended. Learners 
need to be empowered to provide 
feedback on policy implementation. It is 

Table 1 
Actionable Steps and Specific Examples for Consideration in Creating an HPLE Strategic  
Plan in Alignment With the Okanagan Charter

Actionable steps for implementation Examples 

 Embed health in all policies
•  Review and amend all existing faculty policies and procedures 

that govern students, faculty, and staff to ensure they support 
well-being.

•  Codevelop with learners and faculty a review protocol to objectively 
review policies and procedures’ effects on well-being.

•  When adopting or amending policies, programs should move 
beyond the question, “Is this in alignment with accreditation stan-
dards?” to include “How is this aligned with creating and support-
ing a health-promoting work and learning environment?”

•  Consider faculty development needs to ensure health-promoting 
changes are implemented and facilitated as intended.

•  Strategically measure well-being to ensure that metrics inform policy 
and collectively undertake continued efforts to elucidate the most 
informative well-being measures.

•  Use the American Medical Association CWO roadmap, which has 
9 steps for leading change, as a starting point for developing and 
executing the CWO role.

•  Systematically review attendance and leave policies to ensure reasonable 
flexibility and consideration of individual circumstances to support health 
and well-being.

•  If a new absence policy is passed, ensure all course and clerkship rota-
tion coordinators are aware of implications so that the policy will be 
enacted as intended and without undue demands being placed on the 
learners who request a leave of absence.

•  Codevelop a review protocol with assistance from individuals with health 
promotion, occupational health, and project management expertise dur-
ing an annual faculty retreat.

•  If academic appeals, remediation, and leave policies are scheduled to 
be reviewed, strategically include evaluative questions to inform this 
process.

•  Include the maintenance of healthy work and learning environments 
in overarching faculty of medicine strategic plans in addition to UGME, 
PGME, and graduate studies strategic plans.

 Develop sustainable, supportive spaces

•  Design physical, social, and virtual spaces to consider the building 
of community and collegiality along with the equity, diversity, inclu-
sion, and belonging needs of work and learning spaces.

•  Follow universal design and accessibility strategies, as opposed to 
ableist constructs, in design and development.

•  Ensure virtual spaces are thoughtfully considered in sustainability.
•  Engage stakeholders and the community in the design process.

•  Directly raise space considerations with the university architect and 
building and maintenance services before any new designs are created 
and address these considerations during annual budget discussions.

•  Consider the following specific environmental factors: all-gender bath-
rooms, breastfeeding and pumping space, accessible or powered doors 
to all educational spaces and call rooms, religious observance spaces, 
and learner, faculty, and staff lounges.

•  Consider the use of virtual spaces for meetings for individuals from 
distributed campuses, which allows for ease of participation without the 
need for travel time and promotes inclusion and community.

•  Encourage the CWO to lead a subcommittee of diverse learner and 
faculty representatives to provide input on campus facility needs.

 Create thriving medical communities and culture

•  Clearly and broadly communicate strong leadership commitment to 
creating culture change in medicine and include actionably strategic 
steps in the communication.

•  Support zero-tolerance harassment and mistreatment policies.
•  Create brave spaces where the community can discuss issues.
•  Continue to develop faculty and curriculum to address psychological 

safety and the hidden curriculum.
•  Develop, communicate, and evaluate mistreatment and antiracism 

policies, procedures, and reporting strategies.
•  Recommit to a set of core values that set the tone for a positive 

culture.

•  Encourage faculty leadership to regularly communicate efforts on well-
being and culture change in medicine in routinely distributed emails and 
newsletters.

•  Include in these communications information on mistreatment, equity, 
diversity, inclusivity, and belonging and related policies and procedures 
along with faculty and learner resources and educational offerings to 
support well-being.

•  Feature a section dedicated to accountability for well-being on faculty 
websites.

•  Commit funds to developing a core set of faculty development work-
shops on supporting psychological safety and methods to address the 
hidden curriculum.

 Encourage, support, and sustain meaningful personal development

•  Design and deliver evidenced-informed wellness education  
initiatives, through well-being curricula and targeted resources, to  
help individuals maintain their physical, mental, social, and spiritual 
health needs.

•  Develop resources and curricula to support the development of  
positive coping strategies and the development of growth mindsets.

•  Ensure that a wide range of programming and supports are avail-
able and effectively developed to support individuals to develop 
skills in a variety of contexts.

•  Use Thomas and Kern’s curriculum development framework56 to develop 
a core curriculum to support well-being. Consider teaching strategies 
that will engender deep learning instead of didactic or lecture-based 
sessions.

•  Develop and offer the following types of faculty programs: coaching, 
peer support networks, Balint groups, and counseling services.

•  Ensure personal well-being offerings go beyond cursory initiatives (yoga 
and healthy eating) and include shared responsibility with systems 
change.

(Table continues)
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important to acknowledge that policies, 
procedures, and governance within 
the clinical settings (e.g., hospital work 
policies) may be considered outside 
the scope of the faculty of medicine or 
medical school administration. These 
rules may be governed by the local 
health authority, hospital administration 
itself, government, or any combination 
thereof. Faculties of medicine may have 
variable access and influence at these 
decision-making tables. The policies 
and procedures that govern the clinical 
environments are critical to the well-
being of both the learner and faculty; 
thus, it is still incumbent on medical 
school administration to work in 
partnership with the appropriate hospital 
and health authority governance bodies. 
Occupational burnout is well studied 

among health care professionals and 
is known to be negatively associated 
with quality of care, patient satisfaction, 
medical errors, and higher staff turnover, 
making it highly relevant to hospital 
administration and a worthwhile 
endeavor for stakeholders to work 
collaboratively.

Embedding health in policies requires 
leadership commitment and support 
as well as engaged champions who 
contribute at different levels of 
governance to serve as the health 
promotion voice. Development of 
these analytical skills requires training, 
mentorship, and protected time. The 
complexity of being able to effectively 
influence policy and procedures from a 
well-being perspective has led health care 

organizations to adopt the role of chief 
wellness officer (CWO), a position that is 
meant to focus on protecting clinicians 
from occupational distress, enabling 
them to provide high-quality care along 
with a satisfying and sustainable career.29 
Organizational efforts to address burnout 
require an approach that tackles a wide 
range of potential drivers. Considering 
how to optimize workloads, improve 
efficiencies, address work–life integration, 
optimize electronic health records, and 
foster collegiality are only some of the 
factors that have policy and procedure 
levers that require a well-being lens.30 
Effectively measuring well-being and 
collecting data on appropriate metrics are 
important to inform policy. Ultimately, as 
has been stressed, an overarching strategy 
that encompasses these 6 strategic 

Actionable steps for implementation Examples 

 Review, develop, and strengthen faculty-level health services

•  Review existing health services, resources, and programs to look for 
duplication and opportunities for alignment with health-promoting 
strategies.

•  Ensure accessibility of services by identifying barriers that thwart 
possible uptake.

•  Service development, such as counseling, peer support, and coach-
ing, must include principles of equity, diversity, inclusivity, and 
belonging.

•  Encourage learners to engage in help-seeking behaviors and regard 
asking for help as a sign of strength.

•  Clarify confidential procedures around disclosures of health chal-
lenges and disabilities.

•  Employee and family assistance programs should be easily acces-
sible, confidential, and comprehensive.

•  Remove barriers and align policy for learners to attend health-
related appointments and to take leaves of absence to attend to 
personal and medical needs.

•  Construct a well-developed communication strategy that raises 
awareness of existing resources and policies and encourages use of 
health-promoting services.

•  Develop a strategic approach to collecting data on use and experi-
ence of health-promoting services to ensure they continue to be 
strengthened.

•  Create a faculty-specific health-promoting environment committee to 
assist in conducting an environmental programming review that en-
compasses all relevant university and faculty services to ensure a central 
repository, which will identify strengths and opportunities for additional 
services and reallocation of resources when there is significant duplica-
tion. (Creation of these committees must be carefully performed with 
multistakeholder involvement to ensure evidenced-based practices are 
followed, e.g., there is evidence that individuals of color value counsel-
ors with similar backgrounds.)

•  When reviews are completed and a revised suite of services is available, 
communicate updates via faculty leadership communication means 
(noted in the strategic direction above; not that consistent reminders 
regarding the available services are required for uptake to occur).

•  In the spirit of continuous improvement, (as discussed further in the stra-
tegic direction below), use user surveys and focus groups to strengthen 
and revise offered services so that evaluation can be meaningfully 
sought.

 Collaborate and invest in continuous improvement and evaluation

•  Actively collect data on the health of learning and working environ-
ments and then use these findings to support ongoing quality 
improvement of existing initiatives and identify gaps.

•  Use accreditation processes as opportunities to evaluate well-being 
within the medical school.

•  Convene a multistakeholder working group at the faculty level that 
will develop an HPLE strategy that encompasses all key stakeholder 
groups in the faculty and health system.

•  Integrate well-being into the overarching faculty strategic plan, sup-
ported with sufficient financial and human resources and endorsed 
by the highest faculty governing body and faculty leadership.

•  Assign the CWO to lead a health-promoting environment committee, 
which should include learner representatives, clinical and academic 
faculty, health authority or hospital representation, leadership, and ad-
ministrative staff, that meets at minimum quarterly. Consider structuring 
the committee to include a core steering group and multiple working 
groups and giving the committee administrative, project management, 
and communication support and the ability to report to faculty adminis-
tration (e.g., dean’s council) for authoritative support.

•  Develop and adopt a data collection plan, including yearly targeted 
surveys that use validated instruments and specific questions related to 
the learning environment and are designed with the assistance of data 
management experts, including psychometricians.

•  Give the health-promoting environment committee the authority to 
review these data and develop potential action plans.

    Abbreviations: CWO, chief wellness officer; HPLE, health-promoting learning environment; PGME, postgradu-
ate medical education; UGME, undergraduate medical education.

Table 1
(Continued)
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directions is required. Thus, an effective 
senior leader with authority and resources 
is required for the implementation of 
the Okanagan Charter.31 Commitment 
to a well-resourced CWO office is key to 
being able to embed health in all policies 
and set an organization on a path to 
developing a health-promoting working 
and learning environment. The American 
Medical Association has created a CWO 
roadmap with 9 steps for leading change 
that can serve as a starting point.32

Develop sustainable, supportive spaces
The second strategic direction—develop 
sustainable, supportive spaces—is 
adapted from the direction to create 
supportive campus environments.23 
Faculties must develop and execute 
strategies that create respectful, inclusive, 
fair, and equitable learning and working 
spaces. Physical, social, and virtual spaces 
should be designed with sustainability 
and resilience, underlying the natural 
social, cultural, and academic contexts 
that accompany each space. Literature on 
healthy building, workspace, and living 
design is plentiful, including examples 
of health care facility design.33,34 Many 
of these goals relate to simple measures. 
Bringing back the doctor’s lounge has 
been discussed as one tool to help address 
physician well-being challenges. With the 
doctor’s lounge a modern-day casualty to 
the increasing cost-cutting measures and 
demand for patient care space, the value 
of a space that fosters connectedness and 
community is perhaps more important 
than ever. Learner lounges and other 
equivalent community-building spaces 
need to be considered in physical space 
designs.

Working to bring about culture change 
and create an HPLE requires attention 
to EDIB issues. We must work with 
expert colleagues to ensure that clinical 
and nonclinical learning environments 
are built and maintained in a manner 
that ensures everyone feels supported 
and welcomed, particularly those who 
are from underrepresented groups in 
medicine.35,36 Clinical settings without 
breastfeeding rooms, all-gender 
bathrooms, physical accessibility, and 
religious observance spaces tell certain 
individuals that they do not belong. 
Building designs that follow ableist 
constructs create physical barriers and 
unwelcoming spaces. Fostering online 
connectedness and ensuring individuals 

are accommodated while working and 
learning are newer considerations.

Create thriving medical communities 
and culture
The third strategic direction—create 
thriving medical communities and 
culture—is adapted from the direction 
to generate thriving communities and a 
culture of well-being.23 Many versions 
of the quote “culture eats strategy 
for breakfast,” attributed to Peter 
Drucker, have been espoused in recent 
years.37 It is important to educate and 
empower students, faculty, and staff 
about ways to support peers and foster 
psychologically safe environments, 
given the toxic culture often referenced 
within medicine.38 Psychological safety 
refers to an individual’s perceptions of 
consequences to taking interpersonal 
risks in a particular context.39 It is not 
merely the absence of mistreatment. 
As we highlighted at the beginning of 
this article, a culture of compassion 
fosters the potential of the collective 
through the values of social justice and 
inclusivity. Creating psychologically safe 
environments and revealing the hidden 
curriculum in medicine contribute to 
thriving communities.

Learner mistreatment cannot be 
tolerated, and actions need to accompany 
words. Medicine and health care often 
operate within a hierarchical culture 
of fear of speaking out and concern 
regarding disclosure of vulnerability.40,41 
Leadership must make it a priority 
to change this narrative and develop 
campaigns to positively recognize 
those who take deliberate steps to 
create a supportive culture that in 
turn fosters well-being capacity. 
Evidence demonstrates that a healthy 
environment leads to higher productivity, 
satisfaction, creativity, and enhanced 
patient care.42,43 Medical schools can 
start with unequivocally supporting 
and being accountable to zero-tolerance 
harassment and mistreatment policies. 
A relatively easy on-ramp to this space 
can be through creating or supporting 
opportunities, such as Balint groups 
and ice cream rounds, that start to 
provide spaces to reveal and address 
issues around culture that contribute 
to the erosion of well-being within our 
communities.44,45A thriving community 
and culture cannot happen without EDIB. 
Sonnenberg et al46 outline 6 practical 

steps on how to address antiracism and 
enact allyship. Efforts to advance EDIB 
are core to well-being efforts; thus, 
everyone must commit to the learning 
and relearning process required to center 
these efforts in their work.

Encourage, support, and sustain 
meaningful personal development
The fourth strategic direction—
encourage, support, and sustain 
meaningful personal development—is 
adapted from the direction to support 
personal development.23 Supporting 
personal development remains a critical 
component of supporting well-being, 
despite wellness and resilience modules 
becoming prone to online parody, 
particularly by the well-known Dr. 
Glaucomflecken.47 These criticisms 
are important, and they bring about 
important scrutiny as to how resilience 
and personal well-being development 
have been introduced into the health 
care settings. Online modules, which 
frequently require completion on 
one’s own time, have too often been 
interventions of choice among health 
care organizations. Acknowledging 
recent debate about the balance between 
individual and systemic interventions to 
improve well-being, medical schools have 
introduced wellness-related curricula 
with varying degrees of success.48,49 When 
borrowed from other settings or contexts 
and/or developed in a manner that seems 
removed from the day-to-day experiences 
of frontline staff, this method of personal 
skill building can be dispiriting. The 
creation of opportunities to build 
personal capacity and life-enhancing 
skills helps individuals reach their 
personal and professional potentials.

Professional and personal development 
education for faculty members must 
be grounded in theory and evidence 
informed by codevelopment, integration, 
flexibility, and personalization. An 
example of the challenge of personal 
development approaches can be found 
in examining mindfulness interventions, 
which have had mixed results and at 
times have not been well received as an 
effective strategy by medical learners.50 
Isolated mindfulness interventions are 
not grounded in self-determination 
theory because they do not support 
psychological need fulfillment.51 Personal 
skill development must be paired with 
organizational wellness policies and 
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practice to optimize effectiveness and 
buy-in. Educators tasked with leading 
sessions on personal well-being strategies 
need to be grounded in a health 
promotion approach and be supported 
to validate concerns on addressing the 
learning environment issues concurrently.

Review, develop, and strengthen 
faculty-level health services
The fifth strategic direction—review, 
develop, and strengthen faculty-level 
health services—is adapted from 
the direction to create or reorient 
campus services.23 Faculties should be 
commended for supporting student, 
resident, and graduate student affairs’ 
offices. The review of existing health 
services, resources, and programs to look 
for duplication and opportunities for 
alignment is important for continuous 
assessment. Services must be readily 
accessible and have as few barriers 
as possible toward uptake. Service 
development, such as counseling, 
peer support, and coaching, must also 
consider EDIB principles. Medical 
students’ help-seeking behaviors are 
influenced by risk-benefit evaluations, 
with significant consideration given 
to how disclosures may affect their 
academic future. Medical schools are 
encouraged to support learners to engage 
in help-seeking behaviors and regard 
asking for help as a sign of strength.52 The 
clarification of confidential procedures 
around disclosures of illness is critical. 
Staff and faculty support also needs 
to be robustly developed. Employee 
and family assistance programs should 
be easily accessible, confidential, and 
comprehensive. Removing barriers 
for learners to attend health-related 
appointments and to take leaves of 
absence to attend to personal and 
medical needs should be reflected in 
policy. A well-developed communication 
strategy that raises awareness of existing 
resources and policies and encourages 
use of health-promoting services is an 
important part of this strategic direction. 
Faculties should take a strategic approach 
to collecting data on use and experience 
of these services to ensure that the 
services continue to be strengthened.

Collaborate and invest in continuous 
improvement and evaluation
The sixth strategic direction—
collaborate and invest in continuous 

improvement and evaluation—is a new 
goal. Coordinated strategic efforts are 
critical to ensuring sustainable change. 
To facilitate continuous improvement 
and rigorous evaluation, programs must 
actively collect data on the health of 
learning and working environments 
and then use these findings to continue 
improving support for well-being. 
Both the Committee on Accreditation 
of Canadian Medical Schools and 
the Liaison Committee on Medical 
Education have accreditation standards 
related to the learning environment, 
mistreatment, and student support.53 
Just as accreditation should encourage 
continuous improvement among 
programs, we can also encourage 
programs to use these opportunities 
to evaluate well-being within medical 
schools. To effectively undertake 
the change management process, 
faculties of medicine should convene 
a multistakeholder working group 
that will develop an HPLE strategy 
that encompasses all key stakeholder 
groups in the faculty and health system. 
This group could be led by the CWO 
or an equivalent leader. Integration of 
well-being into the overarching faculty 
strategic plan, with sufficient financial 
and human resources support and 
endorsement from the highest faculty 
governing body and faculty leadership, 
will demonstrate true commitment to 
the advancement of well-being. Led by 
the HPLE working group, an evaluation 
strategy would include a baseline 
well-being survey, a needs assessment, 
and an environmental programming 
review. Initial consultations for strategy 
development should include focus 
group interviews. The surveys, needs 
assessments, and environmental 
programming reviews would be 
performed serially every 1 to 2 years 
alongside focus groups that focus on hot 
spot areas (e.g., departments identified 
as having more concerns during initial 
surveys). The strategy should use 
validated tools and evidence-based 
instruments. We reinforce the importance 
of qualitative data alongside surveys to 
inform next steps.

Operationalizing and Logistics

The prospects of tackling this work 
alone can be daunting. As an initial 
step, we encourage medical schools to 
begin by identifying and supporting 
well-being champions. Individuals can 

start by considering these strategic 
direction areas in small parts of the 
curriculum and through policy review. 
For example, course coordinators can 
begin evaluating their courses from 
these perspectives. They will inevitably 
note a number of considerations that 
go beyond their individual courses 
but in the interim may be able to 
take small tangible actions. Medical 
school leadership can support well-
being champions through connecting 
individuals in networks and recognizing 
their efforts as part of promotion and 
review processes. Leveraging networks 
across medical schools (e.g., those within 
a particular region of a country) can 
help share the workload and create a 
sense of community working toward 
a common goal—creating HPLEs in 
medical education. A collaborative that 
meets quarterly can be created to discuss 
common challenges, celebrate successes, 
and share resources. In Canada, the 
AFMC is leading a national collaborative 
on implementation of the Okanagan 
Charter, leveraging resources from a 
central grant from the Canadian Medical 
Association. For many institutions, 
funding could be a barrier; however, 
the financial case for focusing on well-
being is strong. The business case for 
physician well-being investment has 
been established, with eroded well-
being translating into higher clinician 
turnover, decreased productivity, and 
inferior health care quality and patient 
safety.54 Faculties and health authorities 
must invest in these strategies. Making a 
thorough business case for resources—
financial and human—is critical.

Conclusions

During the last several years, efforts 
to address issues related to physician 
health and well-being have resulted 
in tangible albeit slow changes. By 
developing HPLE strategic plans based 
on the 6 strategic directions noted in 
the Okanagan Charter, medical schools 
demonstrate a commitment to long-
term sustainable action that will result 
in improved experiences for learners, 
staff, and faculty. In addition, by 
instituting HPLEs, medical education 
becomes the driving force for broader 
systems and culture change in medicine. 
When medical schools are successful in 
implementing integrated HPLE strategic 
plans, they improve not only learner 
and clinician mental health but also 
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health care delivery, benefiting patients 
and, more broadly, society. Measurable 
improvements in medical student mental 
health must be made for a sustainable 
future. Leaders are needed to step 
forward and create the substantive change 
needed in systems and culture.9 This 
article outlines the strategic and practical 
steps needed to create sustainable change. 
How will your institution take this 
leadership challenge forward? How will 
you lead using this framework? As the 
proverb states, “The best time to plant a 
tree was 20 years ago. The second best 
time is now.”55
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Artist’s Statement: Zoom Medical School

After 2 years of predominantly virtual 
medical school during the COVID-19 
pandemic, I feel apprehensive about 
entering clinical rotations and translating 
my hands-off medical education into real-
world patient care. Though terrifying, 
this transition to clinical work is at least 
accompanied by excitement over the 
prospect of trading recorded lectures full 
of cartoon diagrams for real experiences. 
The first half of medical school felt 
directionless and discouraging with 
endless hours alone in an on-campus 
dormitory, watching the product of my 
tuition money through a webcam.

My artwork Zoom Medical School, on 
the cover of this issue, reflects on the 
melancholic boredom that pervaded 
my experience, and the experiences of 

those around me, during the first half 
of medical school. Colorless, fractured, 
and stuffed into rectangular boxes, too 
small for comfort, the figure in this 
repeating linoleum print expresses the 
same tired resignation I felt. Though 
the medical student population was far 
from the hardest hit by the pandemic, for 

my cohort, it was a heavy weight on our 
collective morale.

With the demanding nature of the next 
stage of training and the burden posed by 
burnout under normal circumstances, I 
am especially concerned with the long-
term consequences of the past 2 years. 
Looking forward, I am hopeful a return 
to in-person interactions will breathe 
some much-needed life and motivation 
into my class of aspiring physicians. Still, 
this transition will undoubtedly require 
exceptional fortitude and patience from 
us and those training us.
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