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G O V E R N A N C E  R E N E W A L  C O N F E R E N C E

CONTEXT: The results of the provincial election will be known and the Minister of Health will have made
it clear what (if any) changes to the macro design are going to be made in our health system. This conference has
been designed with the assumption that Boards will survive, but that they will need to fundamentally transform.

LEADERS’ DIALOGUE: Six outstanding speakers/facilitators will facilitate dialogues that will
enable conference participants to learn from one another -- as well as from the insights of the facilitators. Sixty to
70% of this conference will engage the participants in dialogues.

WHO SHOULD ATTEND? We suggest two board members and one senior manager attend
as a “learning team” that should include the CEO and Board Chair. Participants will return from this conference with
practical suggestions the organization can follow as they move into 2008.

COMPLETE READINESS SURVEY: Complete the survey yourself and urge others at
your organization (the board/senior management) to complete the Health System Transformation Readiness
Survey available at www.ipac.ca.

REGISTRATION FEE: Individual $825 or two or more people for only $700 per person.
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If this proposition captures your attention, and you find
that the content of this paper captures your passion
about the future of our system, then the IPAC Leaders’
Dialogue on Governance Renewal on January 16th

will be of interest to you.

Our diverse authors team believes that if our healthcare 
system continues to implement the current provincial
health reform agenda, medicare will be preserved, and
our healthcare system will be sustainable in the longer term.

We believe that the system is stabilizing and is now finally

beginning to implement positive and progressive reforms
that can be expected to improve the system’s perform-
ance in a number of key areas.

However, while stabilizing, there are still a number of 
key challenges that need to be met – in terms of system 
performance.

We are still producing about the same bottom-line
results as we were four years ago: poor quality (one in 13
patients harmed); long wait times for some procedures;
gaps in services; chronic deficits and bail-outs in the

W hy did the McGuinty government decide to keep independent governance Boards in the Ontario 
healthcare system? Western Canadian models of integrated health care delivery systems got rid of
local governance years ago when they created regional delivery models. However, four years ago, the 

newly-elected McGuinty government decided to ignore the confidential report on governance by forensic
accountant Al Rosen. Despite Mr. Rosen’s devastating critique of hospital governance, the provincial government
decided to maintain a macro healthcare system design that continues to retain independent governance as a key
feature of their integrated regional model. But will this continue after the fall election? We believe it should and
will – but only if healthcare governance also undergoes a fundamental transformation over the next few years.
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hospital sector; a lack of a customer/patient focus across
the delivery system; underfunding of highly leveraged
community services; perverse incentives that reward bad
behaviors; and, system, structures, processes and 
practices that create low customer/ staff/ physician satis-
faction rates.

These trends simply must be reversed. The public
demands it. They want access to the high quality health
system that they believe they have paid for.

What is different today is that there is a clearer understand-
ing that more and more money is not going to “fix” our
healthcare delivery system’s poor performance record.

There shouldn’t be a
bidding war between
the political parties on
“who will spend more
on health care?” We
don’t need more money
in the health system.
Lack of money isn’t the
problem. System design
is the problem.

The truth is: if health-
care spending were to continue its historical growth 
patterns, our society would become less healthy –
because we would have to shift spending from services
like education, social support and the environment in
order to continue the “normal” 6% to 8% annual growth
in healthcare spending.

Over the past four years, the Ontario government has
moved significantly forward with a fundamental
redesign of our public healthcare delivery system – while
maintaining a key role for the private sector within the
system.

The government’s strategy has been to fix the existing 
public healthcare “system” by mobilizing the public 
system to save itself – and by targeting new funds for
achieving certain reforms – like wait-times and quality/
patient safety improvements.

While there have been some significant efforts to shift
the system over the past four years, for groups like the
Canadian Medical Association, the modest gains

achieved so far are not enough.

The CMA's paper on private payment released this sum-
mer advocates that doctors be allowed to work in both
the public system, and in a parallel private system – with
an expanded role for private for-profit service providers.

Pressure to shift the emphasis from reforming the 
existing system, to creating a two-tiered healthcare 
system can be expected to grow over the next few years.

Historically, when faced with calls for systemic reform,
vested interest groups respond by suggesting that “more
money”, rather than system design, is the solution.

Our authors team believes that the
Ontario provincial government is on
the right track and that the planned
reforms will need to be accelerated
over the next few years if we are to
save medicare.

Uniquely in the world, the “Made-in-
Ontario” model of health system
design puts a balanced emphasis on
the need for the independence of
each service provider. This ensures

that health service providers focus on customer-satisfac-
tion and continuous innovation and improvement at the
customer-service level.

The model also provides new systems, structures,
processes and incentives that have been designed to
ensure that each local system produces a level of 
interdependence that will result in a “seamless customer
experience” along the continuum-of-care.

Organizational scientists would say the Ontario model is
“organic” – and that it reflects a best practice 
understanding of what they refer to as a “complex 
adaptive system”.

By emphasizing the paradoxical nature of living organic 
systems (i.e. being independent and interdependent at
the same time), we believe that the Ontario model 
actually stands a very good chance of working – if there
are in fact some dramatic shifts in the way governance
and management are currently practiced in the 
delivery system.
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SSYYSSTTEEMM  
TTRRAANNSSFFOORRMMAATTIIOONN

T he “way governance and management are 
practiced” is of course just one component of the
plethora of changes being implemented in the

Ontario healthcare system today.

Everything about our healthcare system – how it is funded;
how accountability will be practiced; how resources will
be allocated; and, how performance will be 
measured and monitored for both managerial and 
governance purposes – are each at different stages of
evolution as we approach the provincial election.

While some may believe that the election will produce a
significant change in our current direction, we really
don’t believe that there will be any significant changes
until the current strategy (Service Accountability
Agreements with LHIN’s) is fully executed over the
next two years.

Today, at the four-year point in the government’s health 
system reform journey, we are just now starting to see
the actual “end state” that is emerging.

Change, of course, often causes misalignment between
the incentives posed by the environment and each 
organization’s defining characteristics. In periods of 
evolutionally change, this misalignment is relatively
minor. It emerges gradually. Organizations simply need
only make incremental adjustments.

However, when the internal and external environments
undergo revolutionary
change on the scale of
Ontario’s new system
design, “business as
usual” is simply no longer
possible.

Organizations – and those
who work within them –
must undertake a major
transformational change if
they are to survive and thrive in such radically altered
environments.

We believe that today at least 30% of organizations
within our healthcare system are “on board” and fully
engaged in the health system’s transformation.

Experience suggests that perhaps another 30% of health
service organizations are “on the fence” – with a “
wait-and-see” attitude – while another 30% fully intend
to resist change. The final 10% just don’t care. That’s
“normal”.

However, those who believe that the existing ways of
“doing governance”, “doing management”, “doing 
government” and “doing business” are not going to
change, are wrong.

Significant transformational change will be necessary to 
save medicare.

Major assumptions from the past are currently
being surfaced and tested today:

• What is the Board’s role in a redesigned system? 
• Who does the Board “represent”? 
• Who are the “stakeholders” that the Board needs 

to consider? 
• How can Boards across the delivery system ensure that

collaboration produces a more customer-focused,
higher-quality and more cost-effective delivery system
at the operational level?

Some Board members continue
to believe that it is their role to
“represent” certain constituen-
cies or geographic areas.

In our emerging system, instead
of “representing their silo”,
Board members are being asked
to focus on the broad interests of
the citizens of their community –

as well as the taxpayers and the patients/ customers/
clients of their organization.

GGOOVVEERRNNAANNCCEE
TTRRAANNSSFFOORRMMAATTIIOONN
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In “Trouble in the Board Room: The Seven
Deadly Sins of Ineffective Governance”, Jamie
Orlikoff points out that when Boards operate as 
representational governance, “members of the Board do
not consistently focus on the best interests of the system,
or of the organization as a whole. Rather, they focus on
the best interests of the component parts of the system,
or on specific constituencies”.

Orlikoff says, “Representational governance is the
antithesis of integration, and the mortal enemy of 
effective governance.”

Dennis Pointer and Jamie Orlikoff are experienced gover-
nance coaches specializing in the healthcare sector. They
have seen how the individual component parts of local
healthcare networks can end up working against the
good of the whole community – and their own best interests.

This is often referred to as an “unintended consequence”
of a silo mentality, and of a vested interest group mentality.

Another mortal enemy of effective governance is “interest
group activism” facilitated by the old models for hospital
corporation membership structures that actually invite
small “p” politics.

As a result, rather that
leading change and
supporting change
agents, some Boards
have become
entrenched in the old
ways of governing and
managing.

They actually reinforce
the status quo.

Orlikoff says “there are many reasons why Boards tend
to resist change. Some are comfortable with the old 
paradigm and, in their complacency, do not wish to
change. Some Boards realize that they must change –
but do not know how. Like the deer caught in the 
headlights, they become paralyzed into deadly inaction.
Other Boards deny that change is even occurring.”

But, the fact is: the status quo cannot survive!

Thankfully, we’ve gone way past the “tipping point” for
whole system change in Ontario. Those who are hoping
for a halt to system reform – or even a little break – will
be disappointed, in our judgment.

Major transformational changes are now occurring
throughout our healthcare delivery system. They will 
continue to occur over the next three to four years – no
matter which political party is elected in October.

T he Institute for Healthcare Improvement
says that “system transformation” implies “a 
profound change in form, structure, and/ or 

character. It is emergence from what you were, to 
something radically different. For example, from a cater
piller to a butterfly – many things are changing at once in
an integrated and systematic manner”.

At this point in Ontario’s transformation journey, the
whole delivery system should be
thought of as being in a “state of
emergence” – as we enter into what
organizational scientists have called
the “2nd Curve Healthcare
System” (see pages 5-6).

As you review the shifts that are 
taking place as we move from the 
1st Curve to the 2nd Curve delivery 
system, you will notice that the 
2nd Curve System is already 
emerging. We believe that a much

more customer-focused, safer, higher quality and more
cost-efficient system is emerging as the sector evolves
and is shaped by the multiple of forces within the 
external and internal environment.

In Ontario, one of those key internal forces that will be 
impacting on the transformation is our existing 
independent governance Boards.

WWHHOOLLEE  SSYYSSTTEEMM
TTRRAANNSSFFOORRMMAATTIIOONN
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A S S U M P T I O N S  &  B E L I E F S

FIRST CURVE – CURRENT REALITIES

Acute care is the ìhub of the system ”.

The delivery system is designed to meet the needs of 
healthcare providers.

The systems, structures and processes have evolved
overtime and have been cobbled together with unaligned
assumptions in each silo.  Lack of alignment  and perverse
incentives produce chaos in the system.

System is fragmented. Patient fends for her or himself, 
moving from silo to silo.

Sickness-focused. Episodic/Individual.

The system is designed to provide care and services to 
individuals ( a diabetic, for example),

Designed to facilitate freedom, independence and autonomy
of professionals.

Systems, structures and processes are designed to 
control and regulate the people working in the system.

Hierarchical, command & control systems/structures/
processes/culture creates toxic work environments.

“Accountability” means blame. Blame causes cover-up.
Constant cover-ups means we don’t address design flaws in
our systems, structures and processes.

Systems, structures and processes are designed to find out
“who is to blame?”

Information is centralized and hierarchical. Physician is
supreme source of knowledge and dictator of therapy.

Medical record is fragmented and idiosyncratic to a 
particular silo. Individual caregivers work off  entirely
unconnected, often contradictory scripts.

Tight centralized control and influence over the delivery 
system by unaccountable public servants.

Assumption that performance problems result from 
lazy, unmotivated and uncaring people that need to be 
carefully monitored and controlled.

Designed to encourage political behaviour/power games.

Behaviours characterized by fear and anxiety. Little trust.

Bosses are “in control” of “sub-ordinates”.

Solutions to problems translates to retraining or 
censoring people.

SECOND CURVE – EMERGING VISION

Primary health is the “hub of the system”.

The delivery system is designed to be customer-driven 
– while incorporating the needs of all care-givers along the
continuum.

Systems, structures and processes are aligned and
intentionally designed to achieve the outcomes required.
Organizational alignment produces synergy within
organizations and across the delivery system.

System is seamless. Coordinates needs of complex patients,
using case managers for those that are especially difficult.

Health status & outcomes-focused. Systemic/ Population-
based.

The system is designed to meet the needs of defined 
populations (diabetics for example) while retaining 
responsiveness to individual needs.

Designed to facilitate the best combination of independent
and interdependent professionals.

Structures, systems and processes are designed to facilitate
collaboration, co-ordination and teamwork.

Systems, structures and processes are designed to achieve
the right balance of empowerment and accountability. 
High staff satisfaction rates.

“Accountability for Outcomes” is clear for every manager
and Medical Chief. “Learning from our best mistakes” means
continuous improvement.

Systems, structures and processes are designed to provide
the support people need to achieve the outcomes for which
they are accountable.

Information is dispersed.  All caregivers and patients have
direct access. Physician is integrator and facilitator of 
choices.

Medical record is electronic and instantly updated and 
available for all relevant caregivers, all caregivers read from
precisely the same script.

Assumption that people are competent when accountabilities
are clear and the supports required are in place

Knowledge that poorly designed systems, structures 
and processes leave people feeling powerless and uncaring.
93% of time performance issues are system design issues.

Designed to produce collaborative behaviour and 
teamwork.

Behaviours characterized by creativity and innovation.  
Lots of trust – and a real sense of purpose.

Leaders are in stewardship (“in service”) to those 
around them.

Solution to problems translates to redesigning systems 
and providing people with the learning support they need.
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A S S U M P T I O N S  &  B E L I E F S

FIRST CURVE – CURRENT REALITIES

The system requires compliance from people.

Goal is to maximize resources for your silo.

Huge resources are consumed in reimbursing inefficient 
systems. 30% of all work is unnecessary rework.

T raditional budgeting processes are political, inflexible, 
linear and absorb up to 30% of senior executive’s time, and
20% of middle managers efforts.

Resources are allocated centrally based on politics in silos.

Assumption: “First, do no harm.” Provider intentions 
impeccable.

Reality: Human error generates harm with threat of
punishment  as a deterrent.

Mistakes are inevitable, but to be avoided; move on quickly
if they occur. These are “undiscussables”.

Hospital accidents are common. Medical error, death and
injury headlines are regular, predictable occurrences.

Complexity makes it easy to do things wrong, hard to do
things right (Institute of Medicine).

Ultimate definition of quality endlessly debated, thus 
avoiding adequate measurement, management and
improvement.

Quality can be improved by responding to each event and
dealing with the “problem people”. There is a silo for quality.

Quality capability is seen almost solely in terms of
professional skills – with virtual blindness to the importance
of  support systems.

Quality improvement efforts are undertaken by silos in
charge of quality monitoring.

When major TQM/CQI efforts are undertaken with vigor, the
existing system can reach 3 to 4 Sigma on quality.  (3.5% to
7.5% error rates)

CEOs manage an organization within a network of
healthcare services. Managers in silos talk past each other.
Despite the rhetoric of co-operation, the rewards and 
incentives are for “winners” and “losers” and for those 
who play politics.

Governance represents the self-interests of the organization.

The system is designed to be complicated.

SECOND CURVE – EMERGING VISION

The system seeks commitment from people.

Goal is to allocate resources appropriately within the system.

Huge resources are freed up for innovation and quality
improvement. People & resources are leveraged.

Strategic budgeting allocates resources based on evidence
to achieve the outcomes and targets set by management
and approved by the Board. Management time on the 
budget process cut by 50%.

Evidence-based allocation of resources. Strategic 
budgeting.

Assumption: Humans are inherently fallible. Harm occurs
despite providers’ best intentions.

Reality: System accepts human error as inevitable.  Designs
error proofing.

Mistakes are our most valuable source of learning.
Learning from our “best mistakes”.

Hospital accidents are rare, with medical error death 
equivalent to airline and nuclear power plant performance.

Well-designed workplace systems, structures and processes
make it easy to do things right and hard to do things wrong.

Consensus exists regarding a variety of key measures –
including access to care, clinical outcomes, functionality,
satisfaction and value received.

Quality is achieved by designing error proofing at the 
interface of people and processes. Everyone is in charge 
of quality.

Understands that carefully designed quality infrastructure 
is absolutely essential to reduce risk and optimize skills 
of professionals.

Quality emanates from the careful design of clinical and
operating processes and the coordinated skills of caregivers,
patients and community stakeholders.

T ransformed organizations, systems, people can reach 
6 Sigma and beyond – to a 3rd curve of healthcare system
design. (3.4 defects per million and better)

CEOs participate in facilitating a network of healthcare delivery
organizations and provide strategic management and leader-
ship to their own organizations. Silo managers integrate their
planning and system design efforts. They are rewarded for
achieving integration and for excellence in management.

Governance represents the “owners”: the citizens/ 
community.

The system’s complexities and self-organizing potential 
is realized in a natural complex adaptive system. 

MARTIN D. MERRY, M.D. & QUANTUM LEARNING SYSTEMS
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In moving towards the 2nd Curve, the question that
Board members need to be asking themselves is: given
the massive redesign that our healthcare delivery system
is undergoing, how should community Boards adjust and
change the way they currently govern?

How will they move from 
1st Curve to 2nd Curve
healthcare system designs?
How will they adapt? What
will be different? How can
Boards “add value”? And, are
our Boards even ready for
such a transformation?

The provincial government’s
new macro system architec-
ture certainly encourages Boards to provide stewardship
for their communities – while “pushing the envelope” on
behalf of the ‘owners’.

The ‘owners’, of course, are the people of each commu-
nity – as well as provincial and federal taxpayers, which
include the patients/clients/customers.

We believe that when governance Boards shift from 
representing their silos, to representing the best interests
of the “owners”, the system will begin to truly transform
towards the more customer-focused model demanded by
the 2nd Curve.

T he Institute for Health Improvement (IHI)
refers to this shift as “an overall system design
where every aspect of the system must revolve

around the patient – where the patient and family, in 
partnership with the system, drive everything.”

This is the powerful vision offered by the “Made-in-
Ontario Model”: networks of independent health service 
providers who are interdependent at the customer 
service/operational level.

While much has been made of this design paradox, the
fact is that many people holding leadership positions
throughout the healthcare delivery system have been
speculating that “independent” Boards might not in fact
be part of the future design of our healthcare service
delivery system.

Many believe that “the 
government” is going to get
rid of Boards right after the
election. Is this really true?

In our view, these perspec-
tives seem to be rooted in
some people’s personal
experience that Boards do
not really “add value” – and

should therefore be eliminated from the system – like
they did in Western Canada.

Since no political party has said that if they are elected,
they will rid the province of local governance, our
assumption – as an authors’ team – is that “independent
governance” can and will undergo a fundamental 
transformation as the delivery system evolves in Ontario
over the next two or three years.

We don’t believe the issue is whether Boards will or even
should survive, but how they will adapt to the new macro
system design that is being put into place.

In order for the Made-In Ontario Model to actually
work, independent Boards of governance – representing
the “owners” – need to learn how to “hold management
accountable” for achieving agreed-upon customer /
patient / client outcomes – within a balanced budget and
a balanced Board/ CEO relationship.

Our authors team believes that while the Board holds
important responsibilities for finances, the most “value-
added” gift that citizen Boards can bring to their 
organization is a deep commitment to quality, safety and
customer satisfaction.

They need to encourage the staff, and they need to 
celebrate the incremental victories in these areas.

IINNDDEEPPEENNDDEENNTT  &&  EEFFFFEECCTTIIVVEE
GGOOVVEERRNNAANNCCEE
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In addition to having a clear focus on quality / customer /
staff / physician satisfaction issues, Boards need to
understand that the real leverage for change is in the

design of the systems, structures and processes.

Indeed, the ultimate success of the provincial health 
transformation strategy will be dependent upon each
organization mobilizing to redesign and align their part
of the system to the overall vision of an efficient,
effective, high-quality and seamless healthcare system –
at the local network level, at the organizational level,
and at the customer level.

While nobody knows
the final form that our
delivery system will
take, we know that the
ultimate design will be
very different than our
existing system –
which is fragmented,
silo-based, unaligned,
dangerous to the
health of patients, of
poor quality, bureau-
cratic, inefficient and difficult to access.

We firmly believe that for the system to work effectively
in the future, we need to liberate the knowledge and 
wisdom of our front-line healthcare service providers as
we redesign the system.

While many people think that the election outcome will
be the critical factor for the future of our healthcare 
system, in the final analysis, we believe that the future
“end state” of Ontario’s delivery system will be driven
more by the system’s own culture (thinking & behavior),
than by any changes that politicians and bureaucrats at
Queen’s Park might make.

Indeed, there will be no real change until leaders in the 
system change the way they think and behave – and
until the key systems, structures and processes are
aligned to achieve the results required.

In Board Work: Governing
Healthcare Organizations,
Pointer and Orlickoff have argued
that for governance to effectively
lead healthcare into the future, new
mindsets, structures and skills will be
necessary.

They point out that “effective governance is not a happy
accident. Rather, it is the result of an integrated process of
planning, coordination, implementation and evaluation”.

They say that “when a Board is governed by chance or
tradition, (or simply reacts to whatever situations arise),
it abdicates its responsibility for leadership and 
contributes to organizational atrophy.”

If Boards in Ontario are to continue to
survive – beyond the election – we
think that they need to decide on their
role and function in a transformed 
system within the next three to six
months.

What do you think: will governance
Boards in Ontario seize the opportuni-
ty to undergo a governance renewal
process – in order to create a meaning-
ful “value-added” role for governance
in the new system? Or, will most

Boards remain ineffective, and therefore become 
candidates for elimination?

Your organization will be significantly shaped by
how the emerging system functions at both the
macro and local levels.

Our observation is that there is currently a great deal of
variation from community to community, and from LHIN
to LHIN.

So, what is it like in your community today? How have the
changes that have been made to the system’s structures
and processes changed our delivery system so far?

RREEAALLIITTYY  CCHHEECCKK  OONN  TTHHEE
EEMMEERRGGIINNGG  SSYYSSTTEEMM  DDEESSIIGGNN

SSYYSSTTEEMM  DDEESSIIGGNN  AANNDD
SSYYSSTTEEMM  AALLIIGGNNMMEENNTT
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Do the managerial and governance leaders in your 
network share a common understanding of the
roles/responsibilities and accountabilities of the 
various players in the emerging delivery system? 

Do Boards of healthcare service delivery organiza-
tions understand that their role in the emerging
Ontario model is to represent the “owners” of the
organization (citizens & taxpayers) – rather than the
narrow interests of the organization itself? 

Do all the community partners understand that in
the future, LHIN Boards will hold health service
provider Boards accountable for agreed-upon “high-
level” customer and financial outcomes in a Service
Accountability Agreement (SAA) – which need
to be designed in ways that are intended to avoid
any micro-management by the LHIN?

Do the stakeholders/partners in your LHIN have a
shared vision of the future? Are they truly aligned on
what they are seeking to create in your community
over the next three to four years?

Do we collectively understand
that while the Service
Accountability Agreements
(SAA) and the Integrated
Health Service Plans (IHSP)
are very important elements in
the evolving system, the most
important element in a 
customer-focused system will
be the individual Organizational Balanced
Scorecards for each health service provider? 

Does everyone understand that CEO’s/Ex. Director’s
across the delivery system will need to create an
accountability architecture within their organizations
that will link everyone in management to: their
Board’s approved strategic outcomes; the results
promised in the organization’s Service
Accountability Agreement (SAA) with their
LHIN; and the appropriate components of their
LHIN’s Integrated Health Service Plan (IHSP)
that relate to them.

Does everyone understand that in the emerging 
system, independent health service provider Boards
will need a process that enables them to actually
hold their CEO’s and Chiefs-of-Staff accountable for
specific and measurable outcomes that reflect their
organization’s Board-approved strategy – and their
SAA with the LHIN? 

Do we all agree that it will be through independent
local governance and management that innovation
and customer-service will be highlighted as the 
highest priority at each health service delivery
agency and institution?

Do we agree that the partners in the system need to
self-organize (with support from LHIN offices) in
order to address system-wide issues like: patient and
staff safety; how to create customer-driven and 
quality-focused services; how to tap into the collective
intelligence of the system in order to design aligned 
systems, structures and work processes; how service
providers can organize to achieve “back office”, as
well as program consolidation; and, how we could
achieve a much more leveraged use of public resources?

Are the governance, managerial and clinical leaders in
your community aligned on these types of assumptions,
or, do most hold a belief that because the world will
change immediately after the election: there is no point
transforming governance?

✔

✔

✔

✔

✔

✔

✔

✔

✔
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“In the emerging delivery 
system, independent 

health service provider Boards 
will need a process that enables
them to hold their CEO’s and 
Chiefs-of-Staff accountable.”
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I n Leadership for an Uncertain Time, Margaret
Wheatley talks about “organic complex adaptive 
systems” – like our healthcare system.

She says that when a system is 
failing, or performing poorly, the
solution will be discovered within
the system itself – if more and 
better connections are made.

Wheatly says that “the solution is
always to bring the system together – so that it can learn
more about itself, from itself.”

She says that “a troubled system needs to start to talk to
itself – especially to those it didn’t know were even part
of itself.”

This is what is now starting to take place inside most
LHIN’s today. Indeed, the system is beginning to “get
connected” so that the partners can determine together
where they are going (Vision) – and, how they are going
to get there (Strategy).

Each independent organization needs to focus on 
developing internal strategies that will enable them 
to provide the highest quality and most cost- 
effective services that are possible – within a 
balanced budget.

But they must also focus on their interdependence – and
on how they can collaborate to produce measurable
improvements on key customer service and quality indicators.

But will our Boards really push for a “patient-centered”
system? A system that is integrated and seamless? Are
they pushing for it now? 

The Integrated Health Service Plan (IHSP) in each 
community provides local system partners with an initial 
starting point on an integration agenda at the network level.

But who “owns” the IHSP in your community? The
LHIN? Or, the health service delivery partners – who 
collectively make up “the LHIN”? 

We think that if an IHSP is only owned by the LHIN
Board/staff – and not by a critical mass of the system
partners at the governance, managerial and clinical 
levels – then the system won’t change.

If the LHIN’s emerged after the election as the
“Performance & Compliance Police”, then our health-
care service delivery organizations would simply shift
their existing dysfunctional relationships with the Health
Ministry, to the new LHIN office.

If this were to become the case, there would be little – if
any – change in any of the key performance indicators 
within the existing healthcare delivery system.

Same/old...same/old...micro-management / silo-orientation /
blame & blame avoidance dynamics.

H ow will we stop ourselves from repeating the
“same old mistakes” in system design that we
are just now in the midst of creating? 

Our new system design suggests that we must learn how
to be “collaborative”.

Is your organization and your network partners actually
ready for “collaborative governance”? And, how will this
type of evolved system be different than in the past?

You might be looking for recipe for a “new structure”
and some “new rules” to guide your organization toward
something called “Collaborative Governance”. But
the reality is that it starts with a mindset and behavioral 

CCOOLLLLAABBOORRAATTIIVVEE
GGOOVVEERRNNAANNCCEE

LLEEAADDIINNGG
TTRRAANNSSFFOORRMMAATTIIOONN
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“Collaborative Governance 
is a mindset and behavioral 
shift – not another complex 

structure with complicated rules
and rigid protocols.”
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shift – not another complex structure with complicated
rules and rigid protocols.

The collaborative approach doesn’t work that way.
Collaboration isn’t either simple or complicated. It’s 
actually complex.

Glouberman and Zimmerman (Royal Commission back-
ground papers) explain that “simple” is like having a
recipe to bake a cake. You just follow the recipe.

Sending a rocket to the moon is an example of a “
complicated” problem (with many, many recipes) – while
raising a child is an example of a 
“complex” problem.

“Collaborative Governance”, in
our view, will be much more like raising
a child where simple and complicated
solutions don’t work. The firm rule for
raising children is: … “it depends”. The
fact is that every child is unique and
must be understood as an individual in
a certain context.

Governance leaders who are still trapped
in the old paradigm of “representing their silo”, rather
than “representing the broader public interest”, may
actually be preventing the current system from transforming.

When governance leaders shift to 
operating in stewardship to their 
communities, they will provide a
very different set of requirements for
the delivery system’s professional 
managers and service providers.

Indeed, when the Board Chairs from
across a local healthcare delivery system begin to meet
regularly over the next few years – the expected “aha”
will be: “we are all here to represent the same
owners.”

That means the old paradigm of “competing for funds”
against one another no longer holds. As with living
organisms, the interdependent parts collaborate to 
produce better results.

It’s a holistic, rather than fragmented approach.

T o survive and thrive in the future, service delivery 
organizations must pay attention to both their
local and the provincial level issues. But as we

have said, to succeed, we think that they must first and
foremost strive to be “customer-driven”.

Not Queen’s Park or LHIN Office-driven, but customer
and patient/family-driven.

Indeed, that’s why we
need citizen Boards to
govern each organi-
zation – in ways that 
produce the best
results possible for
patients, their families
and their communities.

But are our Boards
really ready to play
that kind of role? Do

Boards understand what their emerging role is?

Governing Boards in the “Made-in-Ontario” system will
need to learn how to contribute to their organization’s 
overall performance by fulfilling five major responsibilities
in the emerging system:

1. Approve Strategic Direction & Priorities.

While governance Boards do not create strategy,
their approval of the overall policies and priorities
sets the organization in motion.

However, a number of recent surveys conducted by
think tanks and consulting firms indicate that many
Board members don’t really fully understand the key
“drivers of value” for the organizations they govern.

This is particularly true in healthcare – a sector that
change management guru Tom Peters has called
“the most complex of organizational structures ever
created by humans.”

BBAALLAANNCCEEDD  GGOOVVEERRNNAANNCCEE//
MMAANNAAGGEEMMEENNTT  RROOLLEESS

Public Sector Governance Issues, Fall, 2007

11Institute of Public Administration of Canada

“We need citizen Boards 
to govern each organization

in ways that produce 
the best results possible 

for patients, their families
and their communities.”
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The challenge of getting at the “true drivers of
value” can be addressed by a best practice balanced
scorecard process, and, by adopting leading-
edge performance monitoring practices.

These modern methodologies for rapid complex
change enable organizations to focus on timely, rel-
evant and accurate information about the progress
being made at achieving the outcomes, or, as John
Carver calls them, the “ends policies” that Boards
set – in partnership with their management.

In a rapidly changing and dynamic environment like
healthcare, strategy development / strategy execu-
tion / learning / strategy recalibration all need to
become a continuous process led by the CEO and
their management team.

So, where does the Board fit?

As with the Carver/
Pointer & Orlikoff
models of the past,
the best practice
Balanced Scorecard
Model also prescribes
the Board’s role as
“approving strategic
direction”, rather than
“doing strategy”.

However, given that the healthcare sector has an
ingrained blame/shame culture, many senior managers
don’t feel safe being innovative or leading-edge.

We think the Board’s job is to create an environment
for innovation and “out-of-the-box” thinking.

2. Guardian for Quality/Risk Management and
Compliance.

Today a health service provider Board member in
Ontario must also be a “watchdog for uncompensated
risk” – as well as a “guardian for compliance”.

“Compliance” includes legal, accounting and regula-
tory requirements – as well as oversight for best
practices for quality-of-care and for human resource 
management.

While these issues are of vital importance to the
“owners” of our healthcare system, the most impor-
tant role for governance in the emerging system will
be as a guardian for quality and safety.

Boards must learn how to ask generative questions
this area.

3. Ensure a Leveraged Use of Resources.

In the emerging system, Boards will need to 
continuously “push the envelope” on cost-effective
strategies like “clinical program reconfiguration”
and “back office consolidation” to ensure that we
have a leveraged use of taxpayer dollars.

Royal Commissioners Roy Romanow and Ken Fyke
(as well as numerous healthcare economists) have
suggested that there are in fact hundreds of millions

of dollars in the healthcare 
system that could be redeployed
to meet unmet needs, and to
support continuous improve-
ment in the system.

They say that this could be
accomplished simply by focusing
on “quality” – and by designing
systems, structures and processes

that are aligned to meet the needs of the
customer/patient/families.

We think that Boards need to embrace this 
perspective – on behalf of citizens/owners.

4. Coaching the CEO – while holding them fully
accountable for results.

We hear Board members complain that too often
Board meetings are just “approval forums” and lack 
opportunity for any meaningful discussion on 
strategy and its execution.

The Balanced Scorecard Monitoring Process ensures
that Board meetings become opportunities for Board
members to share their knowledge, discuss strategic
tradeoffs and lend decision support – from the 
perspective that Boards hold.

Institute of Public Administration of Canada
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“Boards can’t operate 
blind-folded. They need 
the right information if 
they are to ‘add value’.”
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Which is: “What is in the best interests of the
owners and the customers?”

Board members need to see both financial and 
non-financial information that clearly demonstrates 
current and anticipated performance.

However, Boards can’t operate blind-folded. They need
the right information if they are to actually “add value”.

If they were to provide real value, Boards would need to
learn how to become a
coach/guide/mentor who will
advocate on behalf of the 
owners and the customers – by
asking “probing” and “genera-
tive” questions that will provoke
management’s best thinking and
generate deeper explorations of
what could be possible.

Boards also need to focus on how they can “add value”
to the CEO to ensure that they succeed.

After all, when the CEO succeeds, the Board 
succeeds … and the owners succeed.

Some Board members say that they believe that the 
government wants them to “get tough” with their CEO’s.
That’s one way of looking at it. But we think the 
important question is: How is your Board ensuring
that your CEO will succeed?

That’s the key question.

Unfortunately, sometimes Boards will play “gotcha”
games that produce blame and blame-avoidance 
dynamics across the whole organization.

Whether Boards intend it 
on not, their behavior in the
boardroom can and do 
often produce fear and anxiety
throughout the staff – 
sometimes contributing to
very serious failures in 
performance.

Some hospital Boards may have even been hijacked by
internal physician politics, and by so-called “community
interest groups”, to the point of firing competent CEOs
as a “political solution” to appease some groups.
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A L I G N I N G  S Y S T E M  &  O R G A N I Z AT I O N A L
A R C H I T E C T U R E  F O R  A C C O U N TA B I L I T Y :

Provincial
Government

MOHLTC

Local Health
Integrated
Network

Service
Organization

Board

CEO/Ex. Dir.
Chief-of-Staff

10-Year
Health Strategy

3-Year
Integrated

Health Service Plan

1-3 Year
Organizational

Balanced Scorecard

Annual CEO/COS
Scorecards

MOHLTC/LHIN
Accountability Agreement

Service Accountability
Agreement with Board

CEO/Ex.Dir/COS
Accountability Agreements

“When the CEO succeeds,
the owners succeed. How is
your Board ensuring that
your CEO will succeed?”
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In the emerging system, Boards ought not to engage in
such primal organizational politics. Boards must ensure
that they remain “on the balcony” – above the frey.

They must focus on stewardship and on the longer-
term public interest – not the short-term politics of 
the organization, or interest groups.

In our new system, the focus needs to be on “evidenced-
based decision-making”, not “power politics”.

5. Selecting, Developing and Motivating
Executives.

In Ontario, hospital Boards have two employees: the
CEO and the Chief-of-Staff (sometimes replaced
with a Medical Advisory Committee Chair).

While the Board has
a major responsibil-
ity to select these
two individuals, as
“stewards” for the
longer-term viability
of the organization,
the Board also
needs to encourage
the development of
leaders throughout
the organization.

They can do this by ensuring that between 1% and
5% of their organization’s payroll budget is invested
in the on-going learning and growth of the staff. This
is how they will ensure that there is a “talent
pipeline” within their organization.

Indeed, best practices suggests that the Board is
responsible for ensuring that there is “a process” for
“Talent Management” and for “Succession
Planning” – as well providing “oversight” for a
best practice Accountability Process that will
align senior and middle managers to the organiza-
tion’s Board-approved strategy.

T he key to success in the emerging system in
Ontario will be found in a balanced perspective.
Boards and CEO’s must become partners if their

organizations are to succeed.

While “partnership” is a relationship of equality, the 
reality is that the Board is the “managing partner” – they
have 51%; compared to the CEO’s 49%.

Given that equation, there is clearly a boss. But for the
most part, Boards and CEO’s should always strive to be
equal partners – equally committed to achieving the
agreed-upon outcomes.

The CEO’s responsibility to manage
and lead the organization is dis-
tinct – but complementary – to the
Board’s oversight responsibility.

Best practices suggest that the
CEO should be accountable to the
Board for overall organizational
performance – as measured by the
organization’s Balanced Scorecard,
and their distinct contribution to it.

The Board’s role is to hold the CEO accountable for the out-
comes/results of the strategy – and, under LHIN Ontario’s
new system, for fulfilling the commitments in their Service
Accountability Agreement with the network.

The CEO’s role in this model is to work with their 
management team to develop/facilitate/and communi-
cate the organization’s Board-Approved Strategy.

With best practice balanced scorecarding methodologies,
CEOs and senior managers cascade the initial iterations
of their Balanced Scorecard to Directors and Managers
and to high performance teams for their best thinking
and input.

This becomes an on-going process of strategy develop-
ment, strategy execution, results monitoring and strategy
recalibration. It is both top-down and bottom-up.

OORRGGAANNIIZZAATTIIOONNAALL
BBAALLAANNCCEEDD  SSCCOORREECCAARRDD
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“While partnership is a 
relationship of equality,

the reality is that the Board 
is the managing partner –

they have 51%; compared to
the CEO’s 49%.”
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T H E  B A L A N C E D  S C O R E C A R D

FINANCIAL

VALUE-ADDED PROCESSES

CUSTOMER

LEARNING & GROWTH ENABLERS

• Balance Revenue and Costs
• Asset Utilization
• Efficiency / Effectiveness
• Leveraged Use of Resources

• Accessibility
• Quality Care / Outcomes
• Seamless Services
• Customer Satisfaction

• Core Process: Quality Care
• Support Processes
• Integrated Service Design

• Human Capital and Strategic Competencies
• Accountability and Strategic Budgeting
• Information Capital
• Alignment & Culture

However, to successfully transform, organizations must 
ultimately engage their front-line care providers in 
designing the actual work processes, structures and 
systems for patent care/customer service.

While it’s true that most community governance Boards
don’t necessarily understand all the operational complex-
ities of the healthcare system, regular Board/Strategy
Team Dialogues really needs to
be designed to achieve align-
ment, common understanding –
and, ultimately, Board support
for strategy.

Boards need to be aware of the
potential for significant harm
that can be caused within
organizations with a dysfunc-
tional Board.

Dysfunctional Boards can and do
cause very serious harm! 

As we move beyond the election, more than ever, we will
need oversight, stewardship and generative governance
to support our organizations as they transform over the
next several years.

In the emerging system, the CEO’s of service delivery 
agencies and institutions will be required to explain the
progress being made on their targeted financial and cus-
tomer outcomes – and on the non-financial drivers and
assumptions that underpin their strategies.

This degree of explicit accountability is a new feature in
the macro design of the Ontario healthcare system.

To ensure that the results for
which the CEO and Chief-of-
Staff are accountable are in
fact achieved, the CEO’s key
role is to ensure organiza-
tional alignment: that is, the
alignment of people, systems,
structures, processes, culture,
and skills.

In hospitals, under the
Public Hospitals Act,

Boards are also directly accountable for “quality-of-
care”. How does this work? 

They hire a Chief-of-Staff who – along with the CEO – is
accountable for achieving the quality- of-care outcomes 
listed in the hospital’s BSC, and in the Chief-of-Staff’s
Accountability Agreement with their Board.

“The Ontario healthcare 
system is currently in a 

state of ‘emergence’. A new
system is evolving in 

response to the many factors
that are now shaping it.”
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B O A R D ’ S  R O L E C E O ’ S  R O L E

VISION

APPROVE STRATEGIC DIRECTIONS

SHARED VISION

DEFINE & COMMUNICATE STRATEGY

• Continuously review, explore and refine
   the organization’s vision
• Require highly participative processes for shared 
   vision, strategy development and feedback

• Ensure teams and staff throughout the
   organization have ownership of the evolving
   vision and strategy
• Lead and manage transformation process

• Long-term strategy and targets
• Partnerships and system integration

• Identify financial and non-financial drivers
• Capacity-building for BSC input through
   cascading process
• Partnership and system integration

OVERSEE FINANCIAL ACTIVITIES MANAGE FINANCIAL RESOURCES

• Performance review/monitoring process
• Fiscal policy/strategic budgeting
• Ensure leveraged use of resources
• Approve major capital expenditures

• Fiscal policy/strategic budgeting
• Forecasting and strategic budgeting
• Propose major capital expenditures
• Balance the budget

SELECT & MOTIVATE EXECUTIVES BUILD CAPACITY OF STAFF

• Executive performance and compensation
• Succession planning/executive development
• Invest in learning & growth of board and staff

• Invest in learning & growth of staff
• Leadership & Talent Management
• Model learning
• Practice developmental facilitation
   and coaching

ENSURE COMPLIANCE MANAGE EXECUTION

• Regulation requirements
• Quality care and risk management
• Stakeholder/funder communications
• Hold CEO/Chief-of-Staff accountable
   for outcomes

• Performance measurement/reporting/ review
• Partnership with Chief-of-Staff/senior team/Board
• Determine leveraged actions to close the
    performance gap
• Stewardship for success

COACH THE CEO/CHIEF-OF-STAFF &
PARTNER WITH SENIOR MANAGEMENT

ORGANIZATIONAL &  
PEOPLE ALIGNMENT

• Decision support
• Performance feedback/advice
• Ask probing questions on behalf of the
  “owners” and “customers”
• Function as coach, guide, mentor

• Workforce acquisition/retention and
   performance management
• Alignment of processes, systems, structures,
  culture and skills to achieve the strategy
• Coach direct reports/model learning
• Provide the right balance of
   leadership/management
   and empowerment/accountability
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On the adjacent page, are summaries of the 
“Distinct roles of the Board and the CEO”. We
suggest you to review them with your own organization
in mind.

How does your organization compare to these “best 
practice guidelines”?

It might be helpful to your organization to invest some
time at the Board to discuss the essential issues about
Board/CEO roles within the emerging system? 

What adjustments could your Board and management
make to better reflect best, or, smart practices? 

What is it that you are going to “do differently” to enable
the Board to truly “add value” to your organization?

In order to achieve alignment and synergy within an
organization – or within a system of organizations at
the network level – best practices suggests that there

needs to be a common language and common frame-

work that links the Board, the CEO, senior management
and middle management together.

A common language and framework simply enables peo-
ple to talk together, plan together, and execute strategies
together – because they understand one another. They
mean the same things, using the same words.

While this is a key success factor at the organizational
level, it is also true at the network level.

Minister Smitherman told the Economics Club of
Toronto in 2004 that he wants to create “a system where
all providers speak to one another in the same language.”

For Boards that have, over the years, evolved their own
unique approach to the Carver/Pointer/ Orlikoff Models,
the Balanced Governance Scorecard approach may be the
next iteration of your continuous improvement journey.

BBAALLAANNCCEEDD  GGOOVVEERRNNAANNCCEE
SSCCOORREECCAARRDDSS
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B A L A N C E D  G O V E R N A N C E  S C O R E C A R D

FINANCIAL

VALUE-ADDED PROCESSES

CUSTOMER / STROKEHOLDER

LEARNING & GROWTH ENABLERS

• Enhance long-term value for
   owners/customers
• Balanced Budget
• Leveraged Use of Resources
• Maintain High Level of Risk Management

• Accessibility
• Quality Care / Outcomes
• Seamless Services
• Customer Satisfaction
• Strokeholder relationships

• Performance oversight, monitoring and 
   Accountability Process
• Strategic Budgeting Process
• Quality Assurance and Risk Management Process
• Compliance and Communication
• Succession Planning Process

• Capacity-building for governance
• Develop Coaching skills
• Invest in the learning & growth of
   staff and board
• Performance information system and
   IT Support for governance

“We need a system where all
providers speak to one another 

in the same language.”
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In Canada, one of the best health sector examples of how
to link Organizational Balanced Scorecards with
Governance Scorecards – is Canadian Blood Services.
Best practice Balanced Governance Scorecards (BGS) are
the product of learning from “what worked”, and “what
didn’t work so well” in the Carver/ Pointer/Orlikoff Models.

The Balanced Governance Scorecard – that each Board
needs to build for themselves – is designed to describe
and manage the strategic responsibilities of the Board.

The BGS needs to clarify the strategic information required
by the Board to provide best practice governance. It
becomes a tool and methodology to manage and 
evaluate the performance of the Board – as well as its
committees.

Boards, CEOs and Chiefs-of-
Staff have separate – but 
complementary – roles that
need to be designed to work
synergistically together to
achieve their “shared vision”
for the future.

When supported by cohesive
information provided by each of the scorecards
(Organizational/CEOs/Chief-of-Staff/Governance), Board
members will have a modern set of best practice tools
that will enable the governance and managerial leaders
to better fulfill their distinct roles.

Our healthcare system has been characterized by
even its best friends as “toxic” – as well as
“highly political” and “chaotic”.

For people in the system to pitch in and help transform
their organizations and their systems, they need to feel
“safe” and “supported”.

Cooper and Sawaf in their book on Executive EQ urge
us to “reflect on the amount of time and energy we
spend on protecting ourselves from others we do not 

trust, on avoiding problems we do
not discuss, remaining silent and
going along with decisions we dis-
agree with – instead of being open
to exploring and acting on opportu-
nities and insights that spring from
our emotional intelligence.”

Our authors team believes that in far too many cases
today, dysfunctional governance/management dynamics
in the delivery system are causing significant harm at the
patient/client interface.

As quickly as possible after the election, the Ministry of
Health needs to bring the spirit of collaboration and a
sense of urgency that the system must now move 

rapidly towards a collabora-
tive environment.

Is your community ready? Is
your own organization ready
for transformation?

To what extent do the 
partners in your LHIN 
actually “trust” one another

at this stage of your evolution? 

On the next page are lists of the attributes of
“Collaborative Environments” and “Defensive
Environments”.

Which of these most reflects your community? How do
Boards/CEO’s/ senior managers experience the LHIN 
environment? Is it a collaborative environment or a 
defensive environment for them?

While LHINs may be irrelevant to the general
public, they are critically important to the
health service organizations – who will only

receive their money from the LHIN when their Boards
sign off on their Service Accountability Agreement
(SAA).

OONNTTAARRIIOO’’SS  EEMMEERRGGIINNGG
SSYYSSTTEEMM  DDEESSIIGGNN

TTRRUUSSTT  AANNDD
CCOOLLLLAABBOORRAATTIIOONN
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“Dysfunctional governance
dynamics in the delivery 

system are causing 
significant harm at the 

patient/ client interface.”
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While these have yet to be designed, the stated intention is
that these Agreements will focus on high level outcomes.

If the indicators and measures in these Agreements are
not at a high enough level, LHIN’s would be 
positioned to take over the role of “micro-manager”
from Queen’s Park – and from the local MOHLTC offices.

Will MOHLTC construct the same/old command and 
control accountability architec-
ture between the ministry and
the LHIN's so that LHIN's are
forced to become “the system
manager”-- contrary to model that 
the government has articulated?

That’s not the vision that
Minister Smitherman has talked
about for the past four years – nor is it the orientation of
PC leader John Tory.

John Tory has said that “independent, voluntary hospital
Boards have served their communities well. My strong

personal belief is that they will continue to do so for
many years to come.”

Mr.Tory has also said that a “PC government will support
Local Health Integration Networks as they assume their
new mandate in Ontario’s healthcare system.”

So what would a PC government do about independent
healthcare governance?

Having served on a hospital
Board himself, John Tory has
some insights into their 
current level of effectiveness.

He says that “because
Ontario’s healthcare organi-
zations face new and 

different demands and expectations, it is very important
that the Boards of all of our healthcare providers
strengthen and change the way they exercise their roles
and responsibilities – especially when it comes to a focus
on leadership, strategic planning, using limited resources
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W H AT  I S  T H E  C U R R E N T  E N V I R O N M E N T
W I T H I N  Y O U R  L H I N  C O M M U N I T Y  

DEFENSIVE ENVIRONMENTS
CHARACTERIZED BY:

COLLABORATIVE ENVIRONMENTS
CHARACTERIZED BY:

• Command & control

• Low trust

• High blame

• Alienation

• Undertone of
   threats and fear

• Anxiety

• Guardedness

• Hyperrivalry

• Withholding

• Denial

• Hostile arguments

• Risk avoidance

• Cheating

• Political Games

• Greed

• An attitude of
   entitlement

• Deadness

• Cynicism

• Sarcasm

• A tendency for people
   to hide mistakes

• Work experienced
   as painful

• Dependence on
   external motivation

• Self-serving leaders

• Character Assassination

• Highly participative

• High trust

• Dialogue

• Excitement

• Honesty

• Friendship

• Laughter

• Mutual support

• Sincerity

• Optimism

• Cooperation

• Friendly competition

• Shared vision

• Flexibility

• Risk Taking

• A tendency to learn
  from mistakes

• Facing difficult truths

• Taking a broad
   perspective

• Openness to feedback

• Sense of contribution

• Work experienced
   as pleasure

• Internal motivation

• A sense of purpose

• Ethical behavior

• Inspirational leadership

• Authentic community

“We are saying that the 
often repeated rumors that
‘boards will be eliminated
after the election’ is false.”
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effectively and improving quality and patient outcomes.”

So, from a best practice 
perspective, from a cohesive 
managerial perspective, and
from a provincial political 
perspective, it simply makes
sense that the basic thrust of
the health reform agenda 
proceeds –basically, as
planned.

We are saying that health system design is not a political
issue. And, we are saying that the often repeated rumor
that “Boards will be eliminated after the 
election” is false.

It might be true that a few  MOHLTC officials want to
return to old models that centralize power at Queen’s
Park, but we believe that the “Made-in-Ontario” model’s
very strength is in the independence of service providers
to focus on their customers – and to be free to discover
innovative ways to continuously improve their services.

If customer-focused care and innovation are the results that
need to be achieved, then the system simply can’t become
bureaucracy-driven; or, LHIN-driven, or politically-driven.

While there are a number of features of the Ontario
model that are “standardized”, each LHIN, and each
health service delivery organization within a LHIN
absolutely needs to be free to “customize” around their
unique circumstances.

Indeed, it is vital that they do so at both
the system and organizational levels.

Margaret Wheatly explains that “self-
organizing systems have the capacity
to create for themselves the aspects of
organization that we thought leaders had to provide”.

She says that “self-organizing systems create their own
structures and pathways, networks of communication,
values and meaning, behaviors and norms.”

Wheatly points out that “a system arises from two seem-
ingly conflicting forces: the absolute need for individual
freedom, and the unequivocal need for relationships”.

That’s why our authors team believes that the “Made-in-
Ontario” model will work. We think it reflects how

healthy living organisms
actually function.

As people, and as profoundly
human organizations, we have
both a need to be independent
– and, a need to be part of a
larger group or community.
Our emerging system has
been designed to be both.

So, it isn’t the design of the future system that presents
the not significant challenge ahead, it’s the attitude/ 
culture of the system’s governance and operational 
leadership.

The bottom-line: it’s about culture. It’s about how we
think and behave.

So, where is the Ontario healthcare system heading
on the key issues that we have raised in this back-
ground paper?

Will local healthcare governance survive? And, if it 
survives, how could community governance “add value”
in the emerging system?

If the issues that our authors’ team has raised in this
essay has provoked your thinking – and perhaps even
your anxiety – you might wish to meet with other lead-
ers from across the delivery system to help generate
ideas that you can act upon together over the next two
to three years.

If you passionately believe that local governance is worth
preserving, and want to learn how you could launch your
organization on a governance renewal path, the IPAC
LEADERS’ DIALOGUE ON GOVERNANCE RENEWAL
on January 16th, 2008 will provide you and other leaders
from across the system with just such an opportunity.

We hope to see our fellow reformers there.

TTIIMMEE  FFOORR  AA  LLEEAADDEERRSSHHIIPP
RREEFFLLEECCTTIIOONN
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“Is your Board getting ready
for renewal, or, are you 

expecting to get eliminated
because you have not found 

a way to ‘add value’?”
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B I B L I O G R A P H Y

Join thought leaders, practitioners and decision-makers by becoming a member of the Institute of 

Public Administration of Canada (IPAC). Our members are dedicated to excellence in public service.

They come from all orders of government, universities, colleges, hospitals and organizations 

interested in public administration.

MEMBERSHIP BENEFITS ARE MANY.  THEY INCLUDE:

• access to the latest research and insights in public administration and management 

• opportunity to participate in senior knowledge networks 

• opportunity to participate in national and regional workshops, conference and seminars 

• access to international networks and programs 

• recognition of contribution to public administration in Canada 

For more information on IPAC, or to become a member,

please visit our website at www.ipac.ca 
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Bonnie Adamson has been the President and

CEO of North York General Hospital since August

2002. During her tenure, she has achieved fiscal

stability in the organization, led the organization

successfully through the SARS epidemic in 2003

and has led a strategy driven cultural/leadership

transformation at the hospital.

Prior to this appointment, she was President and

CEO of the Huron Perth Hospitals Partnership, an eight hospital network in

southwestern Ontario.

Ms. Adamson is a Fellow of the Canadian Collegeof Health Service

Executives and the American College of Healthcare Executives. She is the

chair of theNational Board of the Canadian College of Health Service

Executives. badamson@nygh.on.ca

Gordon Cheesbrough is the Chair of North York

General Hospital, former Chair of Upper Canada

College and board member at the Canadian Tire

Corporation. Under his leadership at NYGH, the

board has been developing a Balanced

Governance Scorecard that will be integrated with

their operational scorecard and their Service

Accountability Agreement with their LHIN.

gordon@blairfranklin.com

Ted Ball is a partner in Quantum Transformation

Technologies. He has spent the past 15 years

learning about organization and whole system

redesign in the health, education and high 

technology sectors.Ted’s focus has been on the

integration of systems thinking-based tools for

strategy development, strategic alignment, project

management, strategy execution, story-telling,

dynamic evaluation and action learning methodologies.

Ted is a leading expert in accountability systems design, cultural transformation,

transformational leadership development, balanced scorecarding and 

coaching. Ted served as Chief-of-Staff and senior policy advisor to Health 

Minister Larry Grossman in the Davis Government.

ball@quantumtransformationtechnologies.net

Ken Moore of Quantum Innovations of Austin

Texas has coached Hospital Boards and Senior

Teams on Balanced Scorecards in both the U.S. and

Canada. He has developed a comprehensive

Strategy Management System that integrates the

Boards own Governance Scorecard, the

Organization and Senior Leadership Scorecards,

within an overall framework for formulating and

executing strategy.

Ken is a former Corporate VP of Columbia/HCA which operated over 300

hospitals. kenmoore@quantuminnovations.net

Elinor Caplan is a generative coach for high 

performance governance boards and strategy

teams. She provokes thinking with probing 

questions that enable people to think strategically.

Prior to coaching, Elinor served in provinicial and

federal cabinets of David Peterson and Jean

Chretien and has recently facilitated a new partner-

ship between Women’s College Hospital and

Sunnybrook Health Science Centre. Elinor’s pas-

sions include excellence in governance and patient safety.

ecaplan.csi@hotmail.com 

Gabriel Sékaly is the CEO of the Institute of

Public Administration of Canada. IPAC’s mission is

to promote excellence in public service at the 

management and governance levels.

A former Associate Deputy Minister of Finance, and

Adjunct Professor at the School of Policy Studies at

Queen’s University (where he focused on accounta-

bility, transparency and modern controllership),

Gabriel provided the government with advice and assistance on all aspects

of fiscal and financial policy, fiscal planning, expenditure management and

reporting and overall stewardship of the financial resources of the province.

gsekaly@ipac.ca
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If you want to dialogue with other health system leaders in governance, management, LHIN’s and government,
register now for the Institute of Public Administration of Canada’s Healthcare Leaders’ Dialogue Conference.

To provoke the participants’ thinking as you dialogue with other leaders, the facilitators will include:
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