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LEADerShip at a Glance 

CHLNet’s “Top Three” Suggested LEADS Readings 
 
Theme: Is the Word Transformation, Bankrupt?  
 
Introduction: 

A term often used to describe the aspirations for change in Canadian health care is the word, 

‘transformation’, or its derivative, ‘transformative change’. Indeed, a Google Scholar search of 

articles with the key words ‘leadership’, ‘transformation’, and ‘health care’ produced 23,800 

results since 2018 alone! 

 

In an earlier Top Three, we defined transformation as “the emergence of an entirely new state, 

prompted by a shift in what is considered possible or necessary, which results in a profoundly 

different structure, culture or level of performance”.1 We went on to present three articles that 

explored the challenges of transformation, suggesting that leaders—and therefore leadership—has 

the responsibility to realize it. 

 

Recently, however, in a conversation with a CEO of a large health authority, she expressed 

frustration in the use of the term, ‘transformation’. In her way of thinking, the word was bankrupt, 

because it no longer had the ability to achieve its motivational goals. Her dissatisfaction emanated 

from our collective inability to perceive the true magnitude of the work required to achieve 

transformation. The word has become a slogan, a hollow attempt to inspire people to change; but 

hiding beneath it the magnitude of the work and severe disruption it implies.2   

 

She said that she prefers the use of the words ‘deconstruction’ (scrutinize, examine, break down, 

take apart) and ‘reconstruction’ (build or form something again after it has been deconstructed) of 

health care, words that describe the challenge implicit in the term. Intrigued with this notion, I 

reflected on the previous Top Threes, and realized, for example, that a number of the articles 

outlined in previous editions did suggest dramatic and challenging change, without really 

exploring the scope and scale of the work associated with accomplishing it.3 
 

 
1 Smith IM, Bayliss E, Mukoro F. Capability building for large-scale transformational change: learning from an 

evaluation of a national programme. BMJ open quality. 2021 Jan 1;10(1):e00098 
2 Indeed, inadvertently, some of our own Top Threes have been complicit in this regard. For example, in the June 

edition of the Top Three we reintroduced the panarchy model, in which transformation is described as the transition 

from ‘release’ (i.e., deciding to abandon the current state) to ‘renewal’ (creating a new state): which might be seen 

by some as avoiding coming to grips with the scope and breadth of the challenge implicit in transformation. 
3 See Top Three for April 22, 2022: in particular, the article, Sutherland JM. Post-Pandemic Transformation of 

Healthcare Delivery in Provinces and Territories. Healthcare Policy/Politiques de Sante. 2021 Aug 1;17(1):6-16, 

which the author posits 7 areas of dramatic policy change that are required as a consequence of the COVID-19 

pandemic. 

 

https://dev.chlnet.ca/wp-content/uploads/2022/09/Top-Three-Reading-List-COVID19-Mar-23-2022-1.pdf
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So, this month’s Top Three highlight articles that speak to the scale and significance of the work 

associated with deconstruction and reconstruction within our health care system: the real challenge 

of transformation. 

 

Article 1 addresses the challenge of large-scale change in Saskatchewan. It was written in 2012—

and identifies five, what the authors call, ‘simple rules’ that may be simple in formulation, but are 

incredibly challenging in implementation. Subsequent events—regionalization, COVID-19 

responses, etc. within the province have sharply identified the scope and breath of the challenge to 

deconstruct structural, cultural and political practices of the old system, and reconstruct new ones.  

When deconstruction is difficult, then reconstruction moves at a snail’s pace (G. Dickson, personal 

communication, September 24, 2022). 

 

Book 2 takes the notion of transformation to a global scale, outlining the attendant challenges in 

today’s world to truly hope for successful change, and what that requires of all of us: leaders and 

followers both. 

 

Article 3 has been chosen to illustrate that today’s challenges are indeed much more complex than 

we might like to think; and that the scope and breadth of deconstruction and reconstruction as it 

relates to the challenge of primary care, is actually much broader in scope than it was prior to 

COVID-19. 
 
 
Reference 1: 
Best, A., Greenhalgh, T., Lewis, S., Saul, J. E., Carroll, S., & Bitz, J. (2012). Large‐system transformation 
in health care: a realist review. The Milbank Quarterly, 90(3), 421-456 
 
Summary: 

The Saskatchewan Ministry of Health in Canada requested a six-month synthesis project to guide 

four major policy development and strategy initiatives focused on patient- and family-centered 

care, primary health care renewal, quality improvement, and surgical wait lists. The aims of the 

review were to analyze examples of successful and less successful transformation initiatives, to 

synthesize knowledge of the underlying mechanisms, to clarify the role of government, and to 

outline options for evaluation.  

 

The authors identified five "simple rules" of Large System Transformation that were likely to 

enhance the success of the target initiatives: (1) blend designated leadership with distributed 

leadership; (2) establish feedback loops; (3) attend to history; (4) engage physicians; and (5) 

include patients and families. These principles play out differently in different contexts affecting 

human behavior (and thereby contributing to change) through a wide range of different 

mechanisms.  

 

NOTE: Readers are encouraged to contemplate the success of transformation based on their own 

knowledge of what has progressed in the five areas of change identified in this article.  
 
 
 
 

https://pubmed.ncbi.nlm.nih.gov/22985277/
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Reference 2: 
Homer-Dixon, T. (2020). Commanding Hope: The Power We Have to Renew a World in Peril. Knopf 
Canada. 
 

Summary: 
This book provides insights on the concept of ‘hope’, implicit in leadership (i.e., pursuing a 

vision of the future) and necessary for us to find the will and commitment to go through the 

challenges of health care deconstruction and reconstruction.  A previous COVID Corner focused 

on Evidence-Informed Hope; and the November 2022 CHLNet member partners meeting  will 

discuss perspectives on the leadership qualities needed to achieve change world-wide in the next 

number of years. 

 

While not specific to health care, the author describes hope as having three dimensions: honest 

hope (i.e., the willingness to embrace the truth about the scope and breath of the challenges we 

face implicit in the demand for transformation); astute hope (the ability to analyze and identify 

the worldviews and motivations of the people who must carry out the work within the system 

that needs to be changed—i.e., deconstructed and reconstructed); and third, powerful hope: the 

ability to adopt a psychological attitude that is committed to a vision of a positive future and the 

clear roadmap of strategies to get there. Powerful hope motivates the agency of the people 

needed to engage in deconstruction and reconstruction.   

He eloquently describes—in keeping with the notion of honest hope—the scope and breadth of 

the challenges facing humankind today and shows how the interconnectedness of those 

challenges pose meta problems not unique to each sector, but to all sectors, including health care. 

In his treatment of astute hope and powerful hope, he suggests that human beings have the 

capacity to achieve transformation (in the realm of deconstruction and reconstruction) but must 

believe in their ability to do so. He also argues that the scope and breadth of the deconstruction 

and reconstruction challenge is daunting; but we must face up to them if a potential positive 

future is possible. 
 
 
Reference 3: 
Applequist, J., Miller-Day, M., Cronholm, P. F., Gabbay, R. A., & Bowen, D. S. (2017). “In principle we 
have agreement, but in practice it is a bit more difficult”: Obtaining organizational buy-in to patient-
centered medical home transformation. Qualitative health research, 27(6), 909-922. 
 

Summary: 

This article shows that even small changes—at least, small in comparison to transforming the 

whole Canadian health care system—are very difficult. It chronicles lessons learned in a specific 

change project aimed at creating a Patient Medical Home model in primary care practices 

transitioning to this model. The title itself speaks to the inherent change challenges most of us 

know about but are not often remembered when the word ‘transformation’ is glibly used to 

motivate large-scale change in health care. 

 

This article is also somewhat ironic in that the goal of Patient Medical Home has been pursued 

for many years prior to the pandemic, the challenge now is actually trying to find enough 

primary care physicians—and attendant practices—to meet the needs of the Canadian 

population. The change challenge itself is exponentially bigger; yet the challenges of 

https://www.penguinrandomhouse.ca/books/221940/commanding-hope-by-thomas-homer-dixon/9780307363169
https://dev.chlnet.ca/wp-content/uploads/2022/09/Evidence-informed-Hope.-Getting-to-the-other-side-of-COVID-FINAL.pdf
https://journals.sagepub.com/doi/abs/10.1177/1049732316680601?journalCode=qhra
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deconstructing people’s worldviews, whether they are practitioners, citizens, medical 

associations, or politicians, still remains the same, just of such a larger scale. For example, the 

following three themes were identified to facilitate success: (a) communication among staff that is 

open, consistent; (b) implementation of reinforcement techniques; and (c) access to a change 

implementer who encourages successful evolution.  

 

If those are extrapolated into the challenge of finding primary care practices, say, for the 1M 

people in British Columbia to gain access to a primary care physician (or, if one takes a Canada-

wide approach), how are we doing? i.e., with respect to (1) communication among all 

stakeholders that is open, consistent; (2) implementation of reinforcement techniques (what are 

they?); and (c) access to a change implementer who engages successful evolution (what person, 

or agency, is fulfilling this function)? 
 
 
 
Link to LEADS:  
These three articles all speak to not just the validity of the LEADS framework as a guide to 

leadership of change (i.e., dealing with worldviews [Lead self, Engage others], engagement of the 

whole system [Develop Coalitions]; a commitment to agency and results [Achieve Results]; and 

deconstruction and reconstruction [Systems Transformation and Achieve Results]. The challenge 

as always is not in understanding the capabilities needed but knowing how to put them into practice 

in keeping with the context and scope of the challenge. 


