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“ Most notable are the constant fiscal pressures resulting from 
ever expanding demand and the outsized political influence 
exerted by the medical profession because of its control over the 
quality and terms of health services. (Forest & Denis, 2012: 576)

In fact, even if health systems have other characteristics, reform 
and design must always entail some kind of cost- control measures, 
accompanied by various mechanisms to secure physicians’ 
cooperation. ” (Forest & Denis, 2012: 576)

Rather than aiming to secure the basic needs of  the public, as is 
usually the case with pensions or social insurance, health care 
policy invariably states that patients should expect the “best” 
care available, as defined by the providers of  that care. It is 

quite a unique situation, especially when compared with other 
areas of  social protection. (Forest & Denis, 2012: 576)



“ Embedded within this core organizing
dilemma have been continual concerns

about quality, responsiveness, and, in some
contexts, access, regarding wholly publicly

operated service providers. In both
primary care and hospital sectors, public 

command and control structures of 
organization have lagged (sometimes

dramatically) behind patients and citizen
expectations. ” (Saltman & Duran, 2015:1)



“ Transformative capacity ” is defined as a 
set of resources, levers, and practices 

mobilized at the three levels of 
governance of healthcare systems (macro, 
meso, and micro) to bring about change 

and improvement. ” (Denis & al., 2015)



“ Transformative capacities ”  

are more distributed and 

collaborative than usually 

recognized.



FOUR TRANSFORMATIVE KEYS ADRESSED
IN THE POLICY FORUM

Theme I: Delivering Better Care together: community-
based and strategic clinical networks for health care 
improvement 

Theme II: Developing and spreading team-based 
organizations and patient engagement for health 
improvement

Theme III: Changing the center of gravity: Primary care 
leading health improvement 

Theme IV: Managing health system performance for health 
improvement



CFHI’S SIX LEVERS FOR ACCELERATING 
HEALTHCARE IMPROVEMENTTM







“ System inertia may thus be a rational response to
interventions that seek to reform when individuals and

organisations have to manage other competing demands.’’ If the
benefits of a reform come at the cost of other important

organisational goals, then organisations and the individuals in
them will necessarily satisfice. In a system that is

over constrained with competing demands, the human attention
and physical resources needed to make a new intervention

succeed are just not available ”. (Coiera, 2011 in BMJ)



“ Plasticity, then, in the wide 
sense of the word, means the 

possession of a structure 
weak enough to yield to an 
influence, but strong enough 

not to yield all at once. ”

(William James, 'The Laws of Habit', 
The Popular Science Monthly (Feb 

1887), 434)



“ A System in Name Only —

Access, Variation, and Reform  in 

Canada’s Provinces ” 
Steven Lewis, M.A.

NEJM, FEBRUARY 2015



Maynard, A. (2013) ‘Health Care Rationing: Doing It Better in Public and Private Health Care 

Systems’, Journal of Health Politics, Policy and Law, 38 (6), 1103–27.

A WORD OF 

CAUTION! 



II. RESPONSES TO A 

DISENCHANTMENT AND 

EMERGING TRENDS



CHALLENGES FOR HIGH-PERFORMING 
HEALTHCARE SYSTEMS

VCreating unity/consistency in organizations without killing innovation, 
entrepreneurship and ability to adapt and perform

VCreating more synergy between the organizational and clinical 
worlds

VGoing deeper in the management and organization of clinical 
performance (efficiency, appropriateness, quality, safety of care...)

VChannelling distributed expertise, legitimacy and influence to support 
organizational and improvement goals

VGenerating effective intermediary process & mediations across 
organizations and providers to support improvement goals



Clinical context provides a 

unique opportunity to improve 

care and increase the 

development and uptake of  

innovations.



Governing for healthcare improvements 

implies the conduct of  large-scale 

organizational development in health 

care organizations where providers and 

managers collaborate to crate 

facilitative context.



III. SOME ILLUSTRATIONS OF 

THIS PERSPECTIVE ON HEALTH 

REFORMS



QUALITY IMPROVEMENT COLLABORATIVES
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Logic model,  dec 2014



COMPONENTS OF HIGH-PERFORMING 
HEALTH SYSTEMS

Leadership and strategy Organizational design Improvement capabilities

Quality and system 

improvement as a core 

strategy

Robust primary care teams at the centre 

of the delivery system

Organizational capacities and skills 

to support performance improvement

Leadership activities that 

embrace common goals and 

align activities throughout the 

organization

More effective integration of care that 

promotes seamless care transitions

Information as a platform for guiding 

improvement

Promoting professional cultures that 

support teamwork, continuous 

improvement and patient engagement

Effective learning strategies and 

methods to test and scale up

Providing an enabling environment 

buffering short-term factors that 

undermine success

Engaging patients in their care and in 

the design of care

(Baker & Denis, 2011a)





“ By clinical care management systems we mean 
approaches (including incentives, accountability 

and capacity development issues) to assuring the 
design and delivery of effective and 

appropriate care through guidelines and 
reminder systems (and related methods and 

tools) and the development of a 
clinical/organizational leadership system that 

provides successful support to practicing 
clinicians. ” (Baker, Denis, Grudniewicz, Black, 2012)



FOUR HABITS OF HIGH VALUE HEALTH 
CARE ORGANIZATIONS (BOHMER, 2011)

1. Specification and planning at operational and strategic 
levels

2. Design of infrastructure to match the needs for care

3. Measurement and oversight

4. Continual study to understand how to improve care



INSIGHTS ON TRANSFORMATIVE KEYS 
FOR HEALTH SYSTEMS

VA reform from  within

VA commitment to exploit latent capacities for  
improvement despite political, institutional and structural 
limitations

VAn attention paid to existing  basis of mobilization within 
health systems:
ÅEvidence

ÅPatient and citizen engagement

ÅManagement of professional and non-professional human resources

ÅDistributed leadership (managerial and clinical)



IV. CONCLUSION: ADVANCING 

QUALITY THROUGH  REGIONAL 

CLINICAL GOVERNANCE



A focus on the development 

and activation of  

transformative and 

improvement capacities.



A PRAGMATIC APPROACH TO HEALTHCARE 
REFORMS

VFocus on problem-solving

VRecognition and nurturing of distributed capacities

VA focus on the creation of  enabling context for improvement 
and change including incentives

VA reform from within with top-down guidance and support



TO IMPLEMENT AND SUSTAIN REGIONAL 
CLINICAL GOVERNANCE

VA political agenda aligned with tangible transformative 
and improvement goals

VAttention in reforms to both operational challenges and 
political contingencies

VA careful use of structural change to limit the risk of 
entropy (‘’ crowding out ’’)

VMore attention on how local context and system’s logics 
influence the behaviors of providers and organizations

Importance to rely on and to regulate professional 
entrepreneurs



“ The politics of  this redesign phase differ from both the 
“high politics” of welfare-state  establishment  and  the  

stealth  politics  and  short-term  budgetary  unilateralism  
of welfare-state retrenchment. In the redesign phase, 

opportunities for re-allocation and re-investment  are  seized  
upon  by  certain  actors  within  the  health  care  system  

who  see  the potential to benefit from them. These may be 
“policy entrepreneurs” who want to bring a new  idea  to  

fruition. Or  they  may  be  “organizational  entrepreneurs”  
within  the  health system  itself,  who  seize  upon  newly  

available  resources  to  innovate  within  the  shifting  
context. Alliances  between  these  different  types  of  

entrepreneurs,  moreover,  create  yet further impetus for 
change.” (Tuohy, 2012)



REFERENCES

Baker, G. R., & Denis, J.-L. (2011). A Comparative Study of Three Transformative Healthcare Systems: 
Lessons for Canada. Ottawa:  Canadian Health Services Research Foundation. Available from 
http://www.chsrf.ca/Libraries/Commissioned_Research_Reports/Baker-Denis-EN.sflb.ashx

Baker, R., Denis, JL , Grudniewicz, A., Black, C. (2012) Fraser Health: Exploring a Model of Clinical 
Care Management Systems, Ottawa: Canadian Health Services Research Foundation. 

Bohmer, R. M. (2011). The four habits of high-value health care organizations. New England Journal of 
Medicine, 365(22), 2045-2047.

Cloutier C., Denis J-L., Langley, A., & Lamothe L. (2015). Agency at the Managerial Interface: Public 
Sector Reform as Institutional Work. Journal of Public Administration Research & Theory J Public Adm
Res Theory first published online June 1, 2015 doi:10.1093/jopart/muv009 

Denis, J.-L., Davies, H. T., Ferlie, E., & Fitzgerald, L. (2011). Assessing Initiatives to Transform 
Healthcare Systems: Lessons for the Canadian Healthcare System. Ottawa: Canadian Health Services 
Research Foundation. Available from 
http://www.chsrf.ca/Libraries/Commissioned_Research_Reports/JLD_REPORT.sflb.ashx

Denis, J.-L., & Forest, P. G. (2012). Real reform begins within: An organizational approach to health 
care reform. Journal of Health Politics, Policy and Law, 37(4), 633–645.

http://www.chsrf.ca/Libraries/Commissioned_Research_Reports/Baker-Denis-EN.sflb.ashx
http://www.chsrf.ca/Libraries/Commissioned_Research_Reports/JLD_REPORT.sflb.ashx


REFERENCES

Denis, J.-L., Langley, A., & Sergi, V. (2012). Leadership in the plural. Academy of Management 
Annals, 6(1): 211–283.

Forest, P. G., & Denis, J. L. (2012). Real reform in health systems: an introduction. Journal of Health 
Politics Policy and Law, 37(4), 575.

Lazar, H., Lavis, J., Forest, P. G., & Church, J. (Eds.). (2013). Paradigm freeze: Why it is so hard to 
reform health-care policy in Canada, Canada, Mc-Gill Queen’s University Press.

Lewis S. (2015). A System in Name Only - Access, Variation, and Reform in Canada's Provinces. NEngl
J Med. 2015 Feb 5;372(6):497-500.

Maynard A. Health care rationing: doing it better in public and private health care systems. Journal 
of Health Politics, Policy and Law, 2013;38:1103–27.

Saltman RB, Duran A. Governance, government, and the search for new provider models. Int J Health 
Policy Manag. 2016;5(1):33–42. doi:10.15171/ijhpm.2015.198

Tuohy, C. H. (2012). Reform and the politics of hybridization in mature health care states. Journal of 
Health Politics, Policy and Law, 37(4), 611-632.


