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“Structural violence is silent, it does not show – it is essentially static, it is the tranquil waters.” – Johan Galtung (1)

The sinking of RMS Titanic on April 15 1912 has taught us some important lessons about leadership, hubris, safety culture, and the importance of accounting for the parts of the iceberg we do not see. Two-thirds of the passengers did not survive the tragic incident, and famously, social class and sex were important determinants of passenger’s chances of surviving (2). There was more than one iceberg at play. What are the icebergs we should be more aware today of when reflecting on leadership challenges and inequalities in the health services and in health? 

One challenge that has long hidden in plain sight is the need to better meet the needs of people disadvantaged by race, gender, class or other sources of inequality. In a modern society, interactions with the health care system are not optional: people are literally born interacting with it. The system, including hospitals, public health, primary care and community services, is meant to serve all citizens, without regard to gender, social or ethnic background and race. Nevertheless, social determinants have a huge impact on disease burden and mortality (3). How well do our systems address health disparities? How well do they adapt to the population’s diversity in needs, preferences, health literacy, and service utilisation? How can services better target vulnerable groups and those who experience barriers to access? Further, in every country, health and care systems are major employers: to what extent do systems model and promote equity and inclusion in the workforce?

The COVID-19 pandemic has called for extraordinary and rapid transformations of service delivery (4), and creativity and improvisation has played an important role (5). Nevertheless, this creativity and improvisation has thus far stopped short of mitigating the effects of societal inequalities. The burden of COVID-19 is distributed unevenly among social groups, both in terms of mortality and the financial effects of societal lockdown. Paul Farmer’s observation 20 years ago that in emerging infectious diseases “social forces and processes come to be embodied as biological events” is no less relevant today (6). In part, these social forces may be so enduring and violent, and rooted in such a diverse set of institutions and cultural or social practices that no health system can fully compensate. In part, however, these societal inequalities may also be a blind spot for many health leaders—part of the iceberg that sits below the water. As a result, they may not always have the priority they merit on every leadership agenda, both during the COVID-19 crisis and in normal times. Moreover, the leadership challenges of addressing the socially structured health disparities may not have received the research attention they deserve. Health care organisations need leadership that can understand the complex biosocial realities that determines who falls ill and that embraces diversity in the planning and provision of services.

A second challenge is the need for healthcare organisations to better develop the leadership potential of all of their staff (7), regardless of race, gender, class or social background. This challenge likely stems from deeply rooted cultural biases. Our ideas of leaders and leadership are historically and culturally shaped. Even if “the great man theory” is less relevant today, the portrayal of leaders often echoes the notions that people with certain characteristics—white men (who are usually also both tall and thin) in North America, the UK, Europe and Australia—are the ones who best fit the job. These social and cultural blind spots can lead people to underestimate the leadership potential of people who do not fit the stereotypes that inform cultural constructions of leaders and leadership (7, 8). Even more insidious, people are often judged negatively or penalized for acting in ways that do not conform to socially and culturally defined gendered and racialized roles. For example, a woman can be judged negatively for speaking assertively or for putting herself forward for a promotion or raise, and black women even more so. As a result, a Black or Asian female leader can be judged negatively for behaviours that are acceptable or even valued in a white male leader (8, 9).

In response to these challenges, we will shine a light on diversity and inclusion and we will broaden and change ideas of leaders and leadership. Nurturing diverse talent, and allowing diverse leaders to act in ways that we hope and expect our leaders to act, then, is an enduring challenge. In a recent article in BMJ Leader, Gilmartin et al focus on diversity and gender balance among leaders as an important organisational capacity, and offer tangible advice on how this capacity can be developed (10). Gender diversity in leadership can be enhanced through the combination of mentorship, talent management, training and network opportunities, improvements to advertising, interview panel diversity and succession planning (8). Talent needs to be nurtured, and organisations need policies for inclusion and talent management that embraces and promotes diversity. Diversity in teams is associated with better results, recruitment and retention. Diversity in leadership can foster flexible and dynamic organisations that adopt to new challenges. 

As an academic journal focused on disseminating knowledge about leaders and leadership in health and care, BMJ Leader also has its blind spots and challenges. We have a responsibility to publish research and open up other forms of dialogue that can help organizations and leaders better address the health effects of inequity. We also have a responsibility to publish research and open up dialogue that can help organizations develop the leadership potential of all staff. Though a relatively young journal, publishing now for just three years, we realize that we may not have prioritized these research topics as much we should have. However, we now see and recognize this blind spot, and are committed to action. 

As a journal, we responded quickly and, we hope, creatively to the COVID-19 pandemic, developing research, reflective essays, commentaries and interviews that aim to shed new insight into the challenges organizations face and the actions they might take in response to this novel global health crisis. We need to be equally quick and creative to respond to the longer standing inequities that have prevented health and care organizations from realizing their full potential. We also need to highlight proactive leadership approaches to tackling disparities in health and clinical outcomes.

For this longstanding issue, however, we need a longer-term approach. We aim to act to keep making our blind spots smaller. As an editorial team, we will to take stock of our progress in a year’s time, and to learn from our successes and failures. We hope through our commitment now, and the expectation that we will continually evaluate and learn, that we will help translate the current public attention on race and racism into a more enduring commitment to publish research and initiate dialogue on how leaders can better address the challenges posed by all forms of inequity in the years to come. 

We will welcome and consider readers’ suggestions about how we, as an editorial team, and the BMJ Leader community more broadly can best go about this. You can write to us at [email] tweet to @bmjleader or XXXX. To start the dialogue, we will hold a twitter chat on this topic at XXX on XXXXX
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