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Ontario’s    healthcare    system   leaders   
are now beginning to collaborate on 
redesigning the systems, structures and 
processes of local delivery systems in fourteen 
networks across the province.  In their 
discussion paper published by the Romanow 
Commission in 2002, Sholom Glouberman and 
Brenda Zimmerman provided some thought-
provoking questions for those who are now 
participating in the redesign of their local 
healthcare delivery systems.  The thought-
provoking question that Glouberman and 
Zimmerman ask us to consider is:  are we 
attempting to solve a simple, complex or 
complicated problem when we redesign our 
healthcare system and each of the Service 
Delivery Organizations in them? 
 
The Glouberman/Zimmerman paper disting- 
uished three different sets of problems or 
challenges:  simple, complicated and complex.  
A simple problem/challenge would be:  
following a recipe to bake a cake.  A 
complicated problem would be:  sending a 
rocket to the moon.  A complex problem would 
be:  raising a child. 
 
Redesigning our healthcare system is a 
complex problem. 
 
There are no simple recipes, nor complicated 
plans for saving medicare that have ever 
worked in the past.  That’s because we can’t 
solve complex problems with complicated 
solutions. 

 
Over the past 20 years of health system crisis, 
the system normally responds to each new 
crisis with another “structural quick-fix” that 
always fails to achieve the results that are 
promised (e.g. mergers/reengineering/down- 
sizing/hospital network structures/program 
management, etc.)  These have been just a few 
of the complicated solutions we have tried in 
the past. 
 
Today, Health Minister Smitherman and his 
officials have very clearly stated their belief that 
the answers to our most complex problems are 
within the hearts and minds of people in the 
delivery system -- not at Queen’s Park or local 
offices. 
 
Because every community is different, the 
reality is that each of the Local Health 
Integration Network needs to customize the 
design of their local system to meet their 
unique circumstances. 
 
However, while solutions are to be generated 
locally, it is possible that local partners at the 
service delivery level could produce the same 
outcomes that were created by a system that 
was designed with provincial vested interest 
groups interacting with the government-of-the-
day to create the provider-focused designs we 
have today. 
 
How can it be different this time?  How can we 
design our delivery system so that it is 
customer and family-centred? 
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Complex systems are self-organizing and smart. 
Change emerges through customer-focused 
dialogues among those who deliver the services 
across the continuum of care. Complex solutions 
are integrated and holistic. Complex systems 
focus on the people who receive services.

Complicated solutions are the product of power 
relationships between the departmental silos at 
Queen’s Park and the fragmented players at the 
service delivery system level -- as well as the 
vested interest groups that represent them. 
Complicated solutions are usually fragmented 
solutions. Complicated systems focus on the 
service providers.

Complex systems are all about what is there 
already. Our systems are complex. Change is 
blocked and stifled by the complicated systems, 
structures and processes that have been 
imposed.  Through dialogue, collaboration and 
teamwork, participants can achieve the results 
and outcomes that are needed.

Optics, (or how things “look” for short periods of 
time) are very important to how complicated 
systems are managed and governed. Structural 
quick-fixes provide optical illusions. Examples: 
Health Services Restructuring Commission, 
hospital mergers, and Fixed Performance 
Agreements have all been designed to create 
optical illusions that the system is under 
“control”.

Leaders in complex systems slow down, in order 
to speed up. They know that the answers to 
even our most difficult issues are within the 
system itself -- within the hearts and minds of 
the people who work there. Leaders in complex 
systems must make a leveraged use of their 
time. Key skills: storytelling, listening and 
learning.

Leaders in complicated systems are always in a 
big rush. They are absorbed in doing urgent, 
unimportant activities. These tend to justify the 
status quo, rather than build a coherent future. 
Busy work on urgent, unimportant matters is the 
hallmark of complicated systems.

Appropriate changes in complex systems 
emerge from customer-focused dialogues 
between partners in a local network. System 
partners who explore issues with a common 
language/common framework for talking about, 
planning for, and implementing change will be 
more aligned for action. Simple recipes won’t 
work. The assumption of complex systems is 
that the knowledge and wisdom on how to 
change the system is within the system itself. 
However, people need to be free to unleash their 
capacity to transform the system.

Complicated healthcare structural changes are 
the product of governmental decision-making 
through an un-ending series of “structural quick 
fixes” -- budget cuts and downsizing; forcing 
hospitals and CCAC’s to merge; squeezing 
budgets and encouraging reengineering 
solutions; saving money by shifting to a part-
time workforce; and, by firing middle managers; 
cutting acute care services through 
mergers/closures/and downsizing of beds & 
staff.

The focus of complex systems is on the arrows 
between the boxes, between the component 
parts of the system. The primary focus of 
complex systems is on: relationships, 
relationships, relationships -- rather than 
machine-like functions. 

Complicated systems focus on structures and 
power relationships. The boxes on 
organizational charts are very important. The 
organization is made even more complicated by 
the connections between the organizational 
boxes for Queen’s Park and those of the delivery 
system. 

COMPLEX HEALTHCARE SYSTEMSCOMPLICATED HEALTHCARE SYSTEMS

ASSUMPTIONS & BELIEFS  
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Complex healthcare systems understand that 
linear strategic planning methodologies fail 90% 
of the time. Instead, they adapt systems 
thinking methods will work for them in their 
unique circumstances.  It’s about customers.  
It’s about serving the public interest.

Complicated healthcare systems are the product 
of traditional linear strategic planning 
methodologies designed by and implemented 
by Ministry silos, local offices, DHCs, LHINs, or 
local delivery system managers.  It’s about the 
providers.  It’s about system power. 

Change in complex systems emerges from 
facilitated dialogues -- where partners generate 
solutions that will work. Because they are 
involved, they enthusiastically support and help 
to implement the solutions. Facilitative leaders 
are required to run complex systems. They are 
in stewardship (“in service”) to others. 

Complicated change is unpleasant, makes no 
real sense, is resisted by most people and needs 
to be imposed by tough, command and control 
leaders at Queen’s Park, in LHINs, and in the 
delivery system. “Tough leaders” are required 
to run complicated systems. 

Those who manage in complex systems 
understand that Fixed Performance Contracts 
result in dysfunctional behaviours -- particularly 
when managers can’t meet those contracts. At 
best, this results in “managing the numbers”. 
At worst, it results in “outright 
misrepresentation and fraud”. Complex systems 
design their accountability process to reflect the 
realities of a dynamic, fast-changing 
environment.  Resource allocation decisions in 
complex systems would reflect evidence, and 
the LHIN’s strategies.  Strategic budgeting 
replaces politics & gaming.  People combine the 
art & science that system frameworks allow.

In a complicated system, a Fixed Performance 
Contract between a LHIN and each service 
delivery organization will force CEOs to follow a 
cookbook recipe regarding service volumes and 
financial reporting the results required --
because if they fail, government has the power 
(Bill 8) to unleash an extensive process that 
could reduce a CEOs salary by “up to 10%”. In 
complicated systems, CEOs have dual 
accountabilities to their Boards and to the 
bureaucrats so that government maintains the 
semblance of “control”.  There is a major focus 
on standardized toolkit and templates. 

LHINs facilitate locally-driven integration of 
services within a community. This will result in 
a large variety of service clusters. While there 
will be elements of standardization, complex 
systems are characterized by their variety and 
their innovations. 

Queen’s Park and the LHINs they “control”
impose their heavily standardized and 
complicated rule-driven healthcare system 
templates on each community -- and on each 
service delivery agency in the system. Whatever 
is good/bad about the macro system design is 
imposed locally.

LHINs are not an “add-on” to the top-down, 
command and control mindset embedded in the 
existing bureaucratic systems, structures and 
processes driven out of the silos at Queen’s 
Park. Instead, they facilitate self-organizing 
systems -- guided by people’s desire to help 
others and serve their community.

In complicated systems, efforts to integrate 
services cross-functionally are the product of 
centralized decision-making by Queen’s Park --
and provided to LHINs as the implementation 
arm of the Ministry’s internal top-down 
planning process. The purpose of LHINs is only 
to implement these Ministry priorities. 
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To solve the complex problems that we face 
in redesigning the healthcare system, we 
need to be able to think differently. We need 
to replace our old assumptions about “how 
things work”, and replace them with new 
ways of thinking and doing.  
 
Chaos theory, complexity theory, systems 
thinking, quantum physics, human factors 
engineering, lean thinking, dynamic 
evaluation, story-telling and Six Sigma 
methodologies are all complementary 
approaches to revolutionizing how we “see”, 
“feel”, “experience” and understand 
complex human systems. These approaches 
are beginning to help us initiate more 
successful changes in such truly complex 
systems. 
 
However, while the new thinking styles for 
the knowledge economy have revolutionized 
many other knowledge-based industries, the 
healthcare sector in both Canada and the 
United States are still very much trapped in 
the graft stage of evolutionary development -- 
with early stage industrial ideas embedded 
in our very traditional bureaucratic systems 
and structures. These inappropriate ways of 
understanding health care delivery systems 
have driven many of our past failed 
structural “quick-fixes” in the healthcare 
system. 
 
Leaders in governance and management 
need to challenge themselves to change the 
existing assumptions and beliefs that 
underlie our current approach to our 
healthcare delivery system.  Our leaders 
need to see the challenge ahead as complex, 
rather than complicated. 
 
Simple solutions and complicated solutions 
need to be rejected.  They won’t work. 
 
On the inside fold-out of this paper are some 
contrasting assumptions and beliefs for 
complicated and complex system designs. 
The list has been designed to provoke your 
thinking about the future design of your local 
healthcare system and the future design of 
your own organization -- within your LHIN. 
 
A good place to start is by asking yourself: 
are you holding assumptions about a 
complicated system, or a complex system? 
 


