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Abstract

The implementation of sociosanitary pathways in the Quebec healthcare system aims to better meet the needs of
communities and strengthen their participation at all levels of governance. This initiative will form the basis of our
article, which will look at the challenges of adaptation both inside and outside organizations. Drawing on the complex
adaptive systems approach, we have developed an analytical framework to highlight the processes that can lead to
the adaptation of governance to facilitate community participation in the management of this pathways. The aim of
this article is to propose a better understanding of coevolution in the process(es) of adaption of the governance of
a complex healthcare organization to its environment, by mobilizing the complex adaptive systems approach. We
conducted a qualitative case study, based on 4 sources: documents (n=70) produced or used during implementation,
participatory observations on various tactical and operational committees of the management structure, collaborative
workshops with members of the management committee, and semi-structured interviews (n=[8) with managers,
department heads, partners, and users of health and social services. To understand the co-evolutionary processes
involved in the implementation of management by social and health pathways, we present our results in response
to 3 research proposals on the theme of internal and external coherence in a healthcare organization, in terms of
vision (cultural), structures (organizational and clinical), and relationships with external partners (environment). Our
findings show that to implement and manage an innovation in a healthcare organization, it is fundamental to foster
coevolution at operational, tactical and strategic levels, as well as with the external environment. To achieve this, it
is necessary to maintain a balance and internal coherence between the structure being implemented and the existing
structure, to establish formal and informal communication channels to ensure seamless interactions, while recognizing
and reinforcing mutual interdependence in a systemic perspective.
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Introduction

In 2015, the Quebec government undertook a major reor-
ganization of its health and social services network. The
main objectives of this reform were to promote and sim-
plify access to services for the population, contribute to
improving the quality and safety of care, and increase the
efficiency and effectiveness of this network.! The Act fo
Amend the Organization and Governance of the Health and
Social Services Network (Bill 10) brought about major
changes in the governance and organization of healthcare
organizations, including major mergers and a significant
centralization of power to the Ministry of Health and Social
Services.?

As part of this province-wide structural reorganization,
several healthcare organizations have developed social and
health pathways, and a management model to support them:
social and health pathways management.

The implementation of social and health pathways rep-
resents a governance innovation that aims to increase the
abilities of health and social service organizations to adapt
to the needs of the population, particularly through the
improvement of accessibility and continuity of services.

This innovation has 2 main elements. Firstly, the imple-
mentation procedure is based on the strategic community
approach.>* Strategic communities are characterized by inter-
organizational collaboration structures consists of profession-
als, first-level executives, general practitioners, specialist
physicians, and representatives of community organizations
whose mandate consists of generating, putting into practice
and assessing new ideas regarding the organization of work
between establishments.? This means that the implementation
of social and health pathways is supposed to be based on col-
laboration and cooperation between all actors involved in a
social and health pathway in which both users and commu-
nity partners are heavily involved. The method of operation
should therefore no longer be hierarchical, but cooperative,
with a large part left to the emergence and co-construction of
diagnoses and solutions.*

Secondly, this innovation seeks to introduce a matrix
structure to the organization in order to make a connection
between the implementation structure and the management
structure.’ Those who are enforcing the implementation
process are functional specialists who are responsible for
the application, operation, and improvement of social and
health pathways through the creation of new methods for
the organization of services.® Coordination along the hori-
zontal line of the matrix (the social and health pathways)
and between the horizontal and vertical line (the manage-
ment systems) should be achieved through mutual adjust-
ment between the administrative and clinical professionals
at all levels of governance.® This type of structure aims to
increase the flexibility and the transversality of the organi-
zation so that it can adapt appropriately to meet the needs of
the environment (users, partners, population of the area).

Complex Adaptative System (CAS)

The innovative nature of this governance implies a global
and systemic vision of this implementation. Building on

previous work,”® we have developed a systemic analysis
framework based on complexity.

Complex Adaptive System (CAS) has 3 main charac-
teristics: many actors or components; they are different and
autonomous; and, above all, they are interdependent.’!!
Their interdependence means that the influence of 1 actor
or component is linked to the presence and intensity of
other actors or components.'>'* This relationship is not lin-
ear. It is curvilinear. It is therefore through the interactions
between these actors (or components) that this interdepend-
ence reveals its presence. '

Jessop'® describes governance as a complex art, and
multilevel governance allows us to describe new forms of
public authority at various levels: local, national, and
supranational. From this perspective, the use of multi-level
governance can be encouraged by the combination of
operational autonomy and interdependence between
organizations and systems.”!” This use is considered in a
pluralistic context, in which it is impossible to conceive of
any absolute authority due to shared leadership and diffuse
powers.'®! In a healthcare context, drawing on the work
of Folke et al.,° Lamothe,?! and Maillet et al.,” multilevel
is structured across 3 levels (operational, tactical, strate-
gic): the operational corresponds to the frontline clinical-
administrative sphere, the tactical to the management
layer, and the strategic to the “hierarchical” decision-mak-
ing tier.?? From this perspective, governance serves as a
space where actors at the operational level benefit from the
credibility associated with the tactical and strategic levels.
Conversely, administrators of the strategic level require an
ongoing legitimacy from the other levels, particularly from
healthcare professionals. The tactical level plays a crucial
role by translating strategic guidelines to the operational
level and conveying actions undertaken at the operational
level up to the strategic level.?® This structure fosters
coherence across the 3 levels, strengthening the processes
of adaptation and organization. Healthcare organizations
are thus thought of in terms of interaction and co-evolution
between stakeholders, going beyond a purely hierarchical
vision.?* (Figure 1).

Environment is defined as all the players around health-
care organizations. These may be community organiza-
tions, government departments, the community, etc. The
Environment can be local or more global. By interacting
with its local and global Environment, the organization
shapes itself by taking it into account and learning from it
(ie, its context of action involving community representa-
tives, municipalities and all players external to the health-
care organization).?-?>

Co-evolution refers to the iterative process whereby
“organizations attempt to meet the expectations of their
environment, and their environment changes according to
the efforts made by the organizations and the expectations
they succeed in meeting. This process implies that organi-
zations create their environment, which in turn shapes the
organizations” (p. 58).2° This is also known as the interde-
pendence of organizations and environments.”’” They are
continuously connected and dependent on each other
through positive feedback processes.'> The organization
and its environment are mutually adaptive.?®
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Figure |. Representation of multilevel governance in a complex health care organization.

Source: Adapted from Maillet et al.”

Finally, coherence refers to the harmony, logic or fit
between different parts of a whole. In the context of man-
agement, coherence can be defined as the ability to maintain
alignment between an organization’s strategies, objectives,
actions, and values. This ensures the effectiveness and rele-
vance of the decisions taken. To achieve this, decisions must
be taken in line with organizational priorities and the priori-
ties of the external parties with whom the organization is in
contact, that is, the environment. In a complex system, inter-
dependence is continuous and dynamic; coevolution is the
result of this dynamic interdependence.?

Social and Health Pathway Management
Structure in Healthcare Organization A

In Quebec, the notion of pathways is quite broad. It inte-
grates the social and health dimensions, is user-centered
and conceived as an interweaving of several episodes of
care and services over long periods of time in an intersecto-
ral perspective in a targeted territory. It brings together
users with a similar clinical condition or profile and can
extend over the whole of a person’s life by integrating
access mechanisms, health promotion, prevention, treat-
ment, follow-up, and end-to-life care.

This article focuses on the implementation of social and
health pathways management in 1 case, the Healthcare
Organization A. This empirical case study is rich in lessons,
particularly because of its duration and scope. Unlike sev-
eral other organizations, which did not go beyond the
experimentation or pilot project phase, the Healthcare
Organizations A deployed social and health pathways man-
agement throughout the organization and across the entire
regional territory.

The Healthcare Organizations A is a large-scale regional
organization that provides almost all the healthcare and
social services for the population of its region. Its services
cover all stages of life, from birth to end-of-life care, and
include preventive, specialized (such as surgery, oncology,
and radiology) as well as subspecialized (such as neurosur-
gery and neonatology) care. Created by the merger of the
territory’s various healthcare establishments in April 2015,
the Healthcare Organizations A serves around 500,000
inhabitants spread over an area of 13,000km? and has
around 20,000 employees working in more than 100 facili-
ties organized into 9 local service networks.

In this organization, the desire to implement social and
health pathways comes directly from the impetus of the
executive management from 2016. A process management
approach is adopted for the implementation of social and
health pathways, inspired by Lean management. The imple-
mentation approach makes the users the central focus, and
advocates the participation of all actors (clinic, administra-
tion, and community/intersectoral partners) in the spirit of
shared responsibilities.

Social and health pathways is implemented by a Social
and health pathways operational committee (SHP-OC)
that brings together the clinical and administrative co-own-
ers (physicians and management), clinicians, members of
the various departments concerned, community partners,
and users. SHP-OC contributes to the deployment and
ensures the supervision of the care pathways. It identifies
and commissions the necessary workgroups in order to
make improvements according to a fixed deadline and
ensures their support.

A Social and health pathways management commit-
tee (SHP-MC) supports all SHP-OC. It contributes to the
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Figure 2. Social and health pathways management structure illustration in Healthcare Organization A.

Table 1. Data collection.

Participatory observation

Documentary analysis (SHP-MC and SHP-OC)

Collaborative workshops

Semi-directed individual
interviews

32 committees
200h

70 documents

18

deployment of the approach and to the creation, running,
and evaluation of the stages of the implementation process
and the tools used; documents the results, and generates,
shares, and consolidates findings; oversees managerial
intercommunication and reports organizational governance
issues (Figure 2).

The aim of this article is to propose a better understand-
ing of coevolution in the process(es) of adaption of the gov-
ernance of a complex healthcare organization to its
environment, by mobilizing the complex adaptive systems
approach.

Method
Design Study

As part of this study, we conducted a qualitative case study
with nested levels of analysis®® over an 18-month period
(2017-2019). The aim was to better understand how col-
laborative dynamics developed between the SHP-MC and
SHP-OC committees, as well as the Executive Board as
part of the implementation of social and health pathways
management within a healthcare organization (case A). We
were able to observe the iterative design cycles that led to
the formalization of structures, management processes, and
social and health pathways within the healthcare organiza-
tion and with the network of partners and users involved on
different SHP-OC. We were able to document the interde-
pendence and coevolution within these different processes.

Data Collection

Data were collected from 4 sources (Table 1): documents
produced or used during implementation, participatory
observations on various tactical and operational committees
of the management structure (SHP-MC, caucus and

SHP-OC), collaborative workshops with members of the
SHP-MC, and individual semi-structured interviews with
managers, department heads, partners, and users of health
and social services. A total of 70 documents relating to the
pathways structure and process were assembled and ana-
lyzed (meeting reports, pathways planning and management
tools, monitoring indicators, etc.).

Participatory observations were documented using
observation grids between January 2017 and June 2018
(n=32 committees observed or over 200 hours of observa-
tions). Data and documents from collaborative workshops,
held as part of the developmental evaluation, with SHP-MC
members and the research team were also collected and ana-
lyzed (n=3 workshops). The purpose of these workshops
was to provide reflective feedback on practical issues related
to the development and implementation of social and health
pathways management and linking them to evidence from
the scientific literature or international experience.

Finally, we conducted 18 individual semi-structured
interviews between May and August 2018. Participants for
the interviews were recruited internally by purposive sam-
pling (see supplemental material here). The inclusion crite-
ria were to be part of one of the different committees of
pathways management: SHP-MC, SHP-OC, and caucus.
The administrative and clinical spheres separate the partici-
pants according to whether they belong to the world of man-
agement and administration or the world of social-health
practice (healthcare professionals and social workers).

They were proposed from key collaborator, then they
were approached by email by the researchers to find out if
they were interested in participating in the research. None
refused or dropped out. The representativeness of the inter-
views is strong because a high number of managers and
stakeholders from different spheres, sites, and ficlds were
involved in the project.
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Table 2. Distribution of interviews by sites, action levels, and spheres.

Strategic Tactic

Operational

Administrative

Administrative

Administrative

Sites sphere Clinical sphere  sphere Clinical sphere  sphere Clinical sphere
Organization 2 | 3 | 4 12

Partners 3 3

Users 4 4

Total 5 | 3 | 8 18

The distribution of participants in these interviews is
presented in Table 2. Recruitment by purposive sampling
also respected the criterion of relevance, particularly with
partners and users. The sample size was not calculated a
priori; we proceeded by reaching a saturation point.>! Each
interview began with the explanation and signature of the
consent form approved by the Ethics Committee.

Interviews were recorded, with consent being sought
from those involved. Some interviews took place in person
at the workplace, others virtually. They were conducted by
the researchers responsible (first and second authors), and
research assistants. The interview guide was tested and
adapted during the initial interviews. Questions included
for example: “Who are the main players involved in path-
ways management? What do you think of the collaborative
links between the various stakeholders involved? What
facilitates and/or hinders this collaboration? Could you tell
me how and by whom you learned about pathways man-
agement? What was your role?” Interviews lasted between
1 hour and 1 hour 30 minutes.

Data Analysis

Based on Miles and Huberman’s framework of qualitative
methodology,*? the analysis and collection was carried out
simultaneously and iteratively in terms of coding and cate-
gorization, which enabled the researchers team to adjust the
interview guides and observation grids.

To capture the data and facilitate analysis, QDA Miner
software version 5°° was used. The first phase of analysis
involved listing the units of meaning corresponding to the
codes (descriptive, interpretive, and explanatory) and charac-
terizing basic concepts to highlight emerging themes, con-
figurations, and patterns of explanation. The codebook was
used to assemble data from documents, observations, and
interviews into a corpus relevant to our research objectives.
The main categories of the codebook are: Respondent charac-
teristics, Initial implementation conditions, Innovation devel-
opment, Implementation process, Governance structure, User
and partner participation, Outcomes and perspectives.

To ensure the triangulation of data from several respond-
ents and several instruments (observations and documen-
tary sources), we had to control the fidelity and validity of
our analyses. The main reseearcher (first author) and a
research assistant carried out “coding-contrecoding” to
ensure that the transformation, synthesis, and reduction
inflicted on the data corpus remained faithful and valid to
the raw data. It should be remembered that codes and

themes were kept for analysis as long as 3 respondents,
regardless of organization or field of affiliation, brought
them to light. This was valid for codes pre-established from
the theoretical framework and the literature, or for codes
emerging directly from the corpus of data as the analysis
progressed.

A second phase involved mapping the dimensions of
collaborative dynamics (eg, joint action capabilities) for
each site, governance level, and sphere. The data were
reduced (matrices, relationship mapping, case memos, and
summaries), enabling our research propositions to be ana-
lyzed on the basis of the data collected..

Ethical Process and Consent to Participate

Research Ethics Committee of the Centre intégré universi-
taire en santé et services sociaux Estrie-CHUS approved
pilot studies (#¥MP-31-2018-2784) and the principal project
(#MP-31-2021-3799). All participants provided written
informed consent prior to participating.

Results

To understand the role played by the coevolution in the
process(es) of adapting the governance of a complex health
organization to its environment, we will present our results
in response to 3 research propositions on the theme of inter-
nal and external coherence in a healthcare organization, in
terms of vision (cultural), structures (organizational and
clinical) and relations with external partners (environment).
These research proposals are working hypotheses that we
wanted to validate using the data collected and the analyses
carried out. In addition to the data collected, we validated
the results with resource persons within organization A in
order to fully grasp the particularities of each of the levels
analyzed.

I/ The Internal Coherence of the
Implementation Structure and Process
Depends on the Level of Understanding and
Appropriation of a Common, Shared Vision
of the Structure of Implementation of Social
and Health Pathways Linked with the Role
of the Involved Users and Communities’
Partners

In the context of implementing social and health pathways
within healthcare organizations, the internal coherence of
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Figure 3. Cross-analysis of internal coherence (research proposition ).

the implementation process is critically dependent on how
well a common vision is understood and embraced across
different organizational levels. A shared vision acts as a
unifying framework that guides the coordination and man-
agement of pathways, ensuring that all stakeholders are
aligned in their goals and approaches. The challenge lies
not only in developing this vision but also in effectively
disseminating and embedding it throughout the organiza-
tion (Figure 3).

At the strategic level of Healthcare Organization A,
senior management clearly articulates the vision for the
implementation of social and health pathways.

“The Pathway must remain a priority in the minds of directors,
and they must be committed to implementing the solutions
arising from the trajectories. [. . .] Pathway is not a project,
its a way of doing things on a daily basis. The project must
become the organization’s identity.” (Observation notes,
Extract from senior management’s opening remarks at the
SHP-MC meeting, November 22, 2017).

However, this clarity does not always permeate down to the
directors and deputy directors of clinical and support divi-
sions. For instance, although senior management commu-
nicates the importance of these pathways, this topic does
not consistently appear as a recurring agenda item in the
Management Committee meetings, which are critical
forums that bring together all departments within the insti-
tution. There is also an absence of strategic committees
dedicated to the discussion and management of social and
health pathways, leading to fragmented communication
and inconsistent understanding across the organization.

“It hasn’t belonged since the beginning, so it hasn’t been
carried anywhere. It’s supported in terms of vision, but not
action. How can I tell you this? [...] We’re all SHP-OC
managers and we belong to the departments. There’s no

superior managing this.” It needs stronger leadership at times.
(Respondent #2)

In addition, there is ambiguity as to the degree of priority of
the pathways and the coherence between the various “inno-
vations,” particularly the one on performance. A respond-
ent related:

“OK, I'll share my opinion on this political issue. When the
government announced the mergers in 2015, the creation of
huge structures, | remember senior management saying they’d
make it better. The customer is on the motorway. When you
need petrol, you stop at a station and continue. All the
programmes/services are defined as partner stations. The new
structure would do this. No more silos. It was beautiful! I even
thought, ‘Maybe reform is a good thing.” Three years on and
we’re still in the same situation. We’ve never been in silos
before, because it’s all getting mixed up. With the performance
context, we’re moving towards performance evaluation for
performance-based financing ... Our access times, client
numbers, interventions per day, etc. are used to determine our
performance and funding. If we’re underperforming, we’ll be
cut. We’ll argue about the petrol station closing and the client
taking up time and using up petrol. That’s incompatible. I'm
all for health pathways, but we’re doing this in the context of a
health organisation, disregarding local practice, and that’s very
worrying.” (Respondent #22)

Finally, there is a certain variability in the understanding of
their role by administrative and medical co-owners in the
management of pathways. This situation creates complex
tensions, reflecting varying levels of commitment and
engagement among different healthcare organizations’
stakeholders, thereby undermining the coherence of the
implementation process.

“18 months after the start of work on the SHP, the actors at the
meeting made their mea culpa to the pathway co-owners for
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the little or no involvement they had been asked to provide.
They underline the difficulty with the mandate expected of
co-owners: Role? The term “co-owner”: difficulty when you
don’t control anything. Accountability for what? Collaboration?
In what and how?” (Observation notes, SHP-MC meeting,
June 6, 2018)

One respondent confirmed this gap in an interview:

“We probably should have involved the co-owners more in the
development of the project, so that their vision would also be
reflected and create an ownership of their role on an ongoing
basis, and so that there would never be a gap between what we
do and what they must assume as their role.” (Respondent #1)

At the tactical level, there is a strong alignment in the
understanding of the coordination processes for social and
health pathways, particularly among those responsible for
these pathways. These individuals are often closely
involved in the co-development and piloting of pathways,
which facilitates a shared vision within their immediate
teams. However, divergences arise when it comes to the
implementation and outcomes of these pathways. For
example, there are differences in how pathway objectives
— such as stabilizing service offerings, ensuring continuous
improvement, and enhancing accessibility and fluidity —
are prioritized and interpreted. A respondent highlighted:

The working group was making progress, yet others felt
excluded from development. There are challenges, but we
worked with 19 people. I think the foundations were laid, with
good representatives from everywhere. People are open to
suggestions. We reevaluated because the [SHP-MC] changed,
there were sub-workgroups and we changed the interlocutor to
a group. We used the same pathway management mechanism,
with an executive preparing the [SHP-MC] meetings and
acting as intermediary with top management. We assessed
what the executive had done, but also where we were and what
our game plan was. We’d achieved our goals: launched
pathways; conducted SHP-MC meetings; discussed indicators;
tackled bottlenecks; and reviewed our SHP-OCs. “We tracked
the number of SHP-OCs and their location. We followed the
two pilot pathways, following the stages.” (Respondent #20)

This variability in interpretation highlights the challenges
of maintaining internal coherence, especially when the
vision is not uniformly internalized or when the roles of
various stakeholders are ambiguously defined.

At the operational level, the implementation of
SHP-OC has successfully fostered collaboration and the
development of a shared vision among participating actors,
including clinical staff, users, and community partners.
These efforts have helped bridge gaps between different
stakeholders, aligning their goals and facilitating smoother
implementation of pathways. However, outside these struc-
tured interactions, there remains a low level of awareness
regarding the principles of pathway coordination and the
concept of pathways:

“For me, it was an irritant: we’re going to export our model [as
part of the ministerial committee], when we haven’t even

explained it internally. For me, one of the things that would
have made it easier would have been to say, this is where we
want to go, well, we’re having a senior management forum and
we’re talking about all this, so at the same time, the whole
establishment community knows where we’re going and
what’s expected.” (Respondent.e #2)

This limited understanding at the operational level further
exacerbates the challenges of maintaining internal coher-
ence across the organization.

To support a shared vision and enhance internal coher-
ence, it is essential to address several cross-cutting issues.
At the strategic level, there needs to be a clear prioritization
and communication of the innovation within the healthcare
organization, utilizing multiple strategies for dissemination
and appropriation. Ensuring alignment and coordination
between management and operational structures is crucial:

“Sometimes, they give you an order at the bottom, which
makes it top-down, and here we’ve got stuff here that we say
“eh, it would be fun if we could . ..” but there’s no link
between the two yet. (. . .) My budget is for the year. I don’t
have the money to solve this problem. (. . .) And here at the
top, when we’re working on this, we say that’s the priorities,
that’s it. So it’s a new priority, a new problem, it’s not one of
those at the top, it’s not budgeted at the bottom. So we have a
financial problem to solve.” (Respondent #18)

The ambiguity surrounding the roles of co-owners further
complicates the implementation. At the tactic level, while
SHP-OC managers often play dual roles as both designers
and champions of the innovation, this can lead to rapid
development but also risks the innovation being too nar-
rowly focused. Clearer delineation of roles and responsi-
bilities, particularly among support directors, and increased
involvement of SHP-OC managers are needed to enhance
the internal coherence of the implementation process.

2/ Coherence Between the Implementation
Structure and the Management Structure
Facilitates the Implementation, Operation,
and Continuous Improvement of Social
and Health Pathways, as Well as the
Participation of Users and Communities

The successful implementation, operation, and continuous
improvement of social and health pathways within health-
care organizations depend heavily on the coherence
between the implementation structure and the management
structure. This coherence ensures that decision-making
processes, resource allocation, and the flow and processing
of information are aligned with the overarching goals of the
organization, thereby supporting the effective participation
of users and communities in these pathways.

Achieving coherence between implementation logic and
management logic requires a strategic alignment of deci-
sion-making mechanisms across all levels of the organiza-
tion. This alignment is crucial because it directly influences
how resources are allocated and reconfigured in response to
organizational priorities and efficiency criteria. Social and



Health Services Insights

ADMINISTRATIVE

OPE

Vertical interdependence between fields

v &

Horizontal interdependence between spheres

CLINICAL

>

<

rd

Figure 4. Cross-analyses of coherence between structures and action logic (research proposition 2).

health pathways are not merely projects to be implemented;
they represent essential mechanisms for improving popula-
tion health. Therefore, it is critical to ensure that the deci-
sion-making structures and processes support these
pathways effectively, from strategic planning through to
operational execution (Figure 4).

Several issues arise when attempting to establish this
coherence in Healthcare Organization A. A fundamental
question is how to create a connection between the man-
agement structure and the implementation of social and
health pathways. This involves understanding where deci-
sion-making occurs versus where it ideally should occur.
For instance, while managers at the strategic level may
allocate professionals to operationalize pathways, these
roles are often not hierarchical, leading to ambiguities in
decision-making and responsibility. In this regard, a
respondent raises:

“Where I think [the SHP manager] is a bit stuck at the moment,
as much as she wants to support her strategic role, there’s no
body to take her issues [to the top]. Pathways are nowhere
discussed at the strategic level. That’s why we need our model
of management structure that’s going to provide some
governance for it.” (Respondent #1)

This issue is compounded at the tactical level, where local
managers face resource constraints that make it challenging
to balance the demands of implementing cross-functional
pathways with those of their clinical management duties in
a vertical structure:

“As far as I’'m concerned, I’ve got a lot of other things on my
plate in addition to the “Health Pathways management”. We
were supposed to have three days dedicated to this . . . That
hasn’t been the case in the last two years. This year, I did what
I had to do to reserve my agenda, because otherwise it’s done
in the evening, it’s done elsewhere. You can’t turn up in front
of 25 people and not be ready.” (Respondent #2)

The tension between hierarchical and functional structures
is particularly evident in the governance of the healthcare
organization. There is a lack of coordinated governance
structures and processes at the strategic and tactical levels,
which creates significant challenges. Without -clear
instances or processes for piloting and liaising at these lev-
els, there is a risk of misalignment between strategic objec-
tives and the deployment of social and health pathways.
This misalignment can lead to issues with visibility and
ownership at the operational level, particularly when paral-
lel initiatives, such as Integrated performance management
system* (SIGP), dominate attention and resources. A
respondent underlined:

“If we don’t move quickly, so that by fall we have a place
where these decisions can be made, and there are big
alignments coming down, we won’t be able to move forward
(. . .) and when it doesn’t move forward it’s because it hasn’t
been prioritized in their directions. And that’s all I can do. I
can’t give the order for it to be prioritized. So that’s it . . .”
(Respondent #1)

Decision-making and relevance are further challenged by
issues related to data availability and utilization. In many
cases, critical data — such as population and territorial data,
as well as scientific knowledge — are either missing or not
adequately integrated into decision-making processes.

“Here, we can output our data, but it’s integrated into a data
list, so . . . and it’s not an Excel format that we can go and sort,
so we have to take the data, go and transcribe it into a file,
contact the local establishments and all the other centers that
do it, and ask for the same data. The examinations are not
necessarily done in the same way, so we'll have to see how
.. .. (Respondent #4)

This gap makes it difficult to tailor the implementation of
social and health pathways to the specific needs of different
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Figure 5. Cross-analyses of external coherence (research proposition 3).

territories, leading to potential inefficiencies, and reduced
effectiveness. Additionally, the absence of a common
model for harmonizing and adapting analytical processes
and tools across different pathways exacerbates these
challenges:

“We do evaluations, so I named this element. Of course, the
impression I get is that there’s some analytical work done
beforehand, and we 're made to wear a pair of glasses with . . .
we extract data and were told, look, put on these glasses and
make choices based on the data we 've extracted. But we don 't
know the analysis process that led them to extract the data. So
1 have the impression that we 're cut off from certain elements
that could change the direction of a boat; you understand?”
(Respondent #27)

However, a shared vision focused on continuous improve-
ment of social and health pathways (one of the four guiding
principles of SHP management) goes some way to fostering
commitment and consistency in the process:

“I'd say we've managed to keep the momentum going, but
that’s because we’ve developed a common vision, major
principles, we’ve continued to feed, I dont know if you've
noticed, but we've had a lot of guests come in to talk about
information management, the project, the ministerial mandate
on this, to talk about . . . (. . .) so we continued, I think, to keep
the mobilization going.” (Respondent #1)

But it should be noted that the focus on accessibility and
fluidity often comes at the expense of other important
dimensions, such as relevance and efficiency, which are
essential for the long-term success of the pathways.
Fragmenting the service offering and the organizational
structure does not make it possible to grasp complexity,
which ultimately cannot be achieved in silos.

In conclusion, coherence between the implementation
and management structures within healthcare organizations
is vital for the effective implementation and continuous
improvement of social and health pathways. Achieving this
coherence requires strategic alignment of decision-making
processes, resource allocation, and the flow of information.
Without it, the potential benefits of these pathways — such
as improved population health and enhanced participation
of users and communities — may not be fully realized.

3/ External Coherence Between the
Structure of Implementation of Social and
Health Pathways, the Environment (Users,
Partners, and Communities), and the
Participation of Users Depends on a Clear,
Shared Vision of Roles and Responsibilities

For the effective implementation of social and health path-
ways, external coherence between the organizational struc-
ture and the environment — comprising users, partners, and
communities — is critical. This external coherence hinges
on a shared understanding and clear articulation of roles
and responsibilities among all stakeholders. When such a
vision is established, it facilitates the seamless exchange of
information and coordination of processes between various
actors, which is essential for the successful operation of
user-centered pathways (Figure 5).

One of the main challenges highlighted here is how
external perspectives, including those of users and intersec-
toral partners, are integrated into the healthcare organiza-
tion’s approach to pathway implementation. At the
operational level, the involvement of these external actors
in SHP-OC activities has been a notable success, contribut-
ing significantly to the implementation of user-centered
pathways.
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« Well, they thought it was . . . in any case, that’s what I like
when I go there, is that the participating patients, we 're not put
on the spot, but . . . we're stars. I [laughs] P: That'’s how I see
it. And what we say is taken down, it’s important, it’s not just
“okay, next. . .”. They appreciate what we say, theyll question
it if our intervention isnt clear . .. I've realized that it
important and that it’s taken seriously and that it fits . . . it’s
not “ok we write it down and forget it”.

(Respondent #6 user)

« I'm someone who takes her place very well too. I'm not
afraid to say that I work in community organizations. We left a
lot of room for parents too. They didn't immediately want to
raise their hand to speak, but we asked their opinion: “And
you, do you think this kind of thing is feasible? Do you think

", and then they’d open up. We gave them the chance to
talk. I liked that. » (Respondent #29 partner)

This involvement ensures that the pathways are grounded
in the real needs and experiences of the users they are
designed to serve:

People listen to each other. When the doctor heard the user, he
said yes and agreed that it’s true and said he hadn’t thought
that, but that he often hears it said by him. Psychosocial carers
were also involved. They spent time organising things and
collected a lot of irritants, but it was the users who made
changes and showed what was needed. That’s how it rallies
people around the real needs of the user. (Respondent #1)

It should be noted, however, that while the point of view of
users and community partners is considered, they are not in
a position of shared leadership either. Our observation
notes underline this issue of the (real) role of user partners
in governance:

“Most members comment that the room is impossible to find.
[The user] comments that it is very difficult for him to access
- he has physical functional limitations, and the room is far
from the arrival of the adapted transport. No follow-up is done.

[The CTO manager] welcomes the members. She announces
that [the user] will be her co-animator for the meeting.
Observer’s note: This was only related to the fact that he’s
sitting up front; he’s not involved in the moderation at all.
However, he will have to give feedback to the [community
partner] who is absent.” (Observation notes, CTO meeting -
Pathway Physical disability/cerebrovascular accident, May 16,
2018)

The diversity of viewpoints, both from users and cross-
sector partners, could also be improved:

“Perhaps having more than one representative per sector is
helpful. I’ve attended almost all the meetings, but my colleague
from Sherbrooke has missed some. I was impressed by the
number of field representatives, and we are as important as
they, if not more.” My rural community is very collaborative
and full of initiatives. In contrast, my other colleagues come

from much further away. The distance from the central city
makes it hard to bring people together. Their perspectives
might have enriched our discussions. (Respondent #29,
partner)

However, this (relative) success at the operational level is
not mirrored at the strategic and tactical levels, where the
absence of these external stakeholders’ points to a signifi-
cant gap in organizational coherence. This disconnect hin-
ders the development of a shared vision that integrates the
environment into the strategic planning and decision-mak-
ing processes, a process of coevolution.

The lack of coordinated governance structures that
bridge the hierarchical and functional aspects of the organi-
zation further exacerbates this issue. There are no estab-
lished processes or bodies at the strategic and tactical levels
dedicated to piloting and liaising with external stakehold-
ers, which poses significant challenges. Firstly, there is a
misalignment between the strategic objectives and the
deployment of social and health pathways. Without clear
communication and integration of external perspectives at
these levels, the strategic goals set by the organization may
not fully reflect the realities on the ground, leading to sub-
optimal outcomes. Secondly, the visibility and ownership
of pathway management at the operational level suffer
from this disconnect. The absence of external input at the
higher levels of governance leads to a situation where oper-
ational teams may be less aware of or committed to the
broader strategic goals of the organization.

Furthermore, the prioritization of recommendations
from SHP-OC across different directions and pathways is
compromised by the lack of external coherence. The roles
of directors, medical managers, and their deputies in align-
ing these recommendations with the organization’s strate-
gic priorities are unclear, leading to inconsistencies in the
implementation process. This lack of coherence is not only
a governance issue but also impacts the decision-making
processes, particularly concerning the relevance and justifi-
cation of those decisions.

Finally, the roles and representation of partners and
users in decision-making and governance structures are
crucial for maintaining external coherence. While there is
strong involvement of partners and users at the operational
level, their representation is minimal at the strategic and
tactical levels. This lack of representation poses a risk of
information loss and weakens the coordination of service
offerings across territories. Moreover, it undermines the
alignment with policies like the Population Responsibility
and Community Development,>>*® which aim to enhance
the participation of users and partners in shaping healthcare
services.

In conclusion, achieving external coherence in social
and health pathways implementation requires a clear,
shared vision of roles and responsibilities across all levels
of the organization and its external environment. Without
this, the potential for effective, user-centered pathways is
significantly diminished, and the organization’s ability to
adapt and evolve in response to the needs of its users and
partners is compromised.
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Discussion

To discuss the results of our analyses, we have chosen to
put them into images (and colors) by taking up the visual of
the theoretical framework (Figure 1).

Thus, the following three figures show the successes (in
green), the stumbling blocks (in red), and the variations
between the two (yellow) of co-evolution at each organiza-
tional level and in each clinical and administrative sphere
in the implementation of the SHP management in the
Healthcare Organization A.

Each figure shows the degree of coevolution for each
level of decision making (operational, tactical and strate-
gic) and for each clinical or administrative sphere.

The focus of Research Proposal 1 on internal coherence
is illustrated by Figure 3, which highlights coevolution at
the top and administrative levels. These levels are GREEN
and have seen the development of vision, tools, and meth-
odology. In contrast, the strategic admin level is RED due
to barriers that have been erected against the management
project from the outset. These barriers include political,
symbolic, and functional reasons. The project’s social and
health pathways management vision wasn’t clearly shared,
leading to a sense of exclusion. The role of the co-owner
was poorly defined, resulting in an unproductive project.
Several departments felt their leadership was under threat.
This explains the silo work, which was not the original goal
of transversal governance.

For the other levels in ORANGE, there are variations
from case to case, but overall, the more management and
teams were involved, the easier it was to commit to and
progress with the adoption and implementation of trajec-
tory-based management. This is in line with many organi-
zational studies, but most importantly it supports the fact
that management’s confidence in the frontline teams,
whether administrative or clinical, is an important marker
of success for a project of this scale. Here, the pulse was
taken at field level regarding the possible use of trajectory-
based management: those responsible decided to go at the
pace of each team, rather than in a standardized way as
required by some of the literature.3”-® This made it possible
to contextualize each implementation, to fully understand
expectations at all levels and to reconsider certain actions if
they were not ultimately on the right track. In short, the
implementation was more collaborative than imposed, and
this was reflected in the results.

For the research proposal concerning the coherence
between the existing structure and the resulting logic of
action within the organization, Figure 4 clearly shows the
disparities and variations between the decision-making lev-
els and the clinical and administrative spheres.

For the tactical and strategic levels, GREEN represents
strong coherence. Coevolutionary principles apply between
the different actors: the actions of the tactical levels enable
the strategic top to adapt, and vice versa: communication
corridors are established, and decisions are made by the
right people at the right time.

This is not the case for the strategic level, which is com-
pletely in the RED: the issues raised in Figure 3 are major

in terms of finding coherence between the structure and the
logic of action: although some departments are playing the
game, this is not enough to reverse the trend. Both clinical
and administrative management are disengaged and
respond little or not at all to the requests of the trajectory
committees. Stalemate has set in. This is one of the reasons
that explain the green light between the other two levels,
which had to find ways to act despite everything.

At the operational level, the orange color indicates that
the coherence between the structures set up and the logic of
action varies. However, operational committees have ena-
bled the implementation of social and health pathways in
users’ and patients’ interests.

Co-evolutionary actions between doctors, clinicians,
and managers have been implemented (eg, improving
adapted transport for people with chronic illnesses): They
have learned to work together in a cooperative way and not
by thinking that the others know. In short, at this level,
communication issues were mostly raised and addressed.
This was not the case, for example, for communication
issues between hierarchical levels, which limited the opera-
tional level’s scope for action.

Research Proposal 3 is shown in Figure 5. The strategic
level is red because if the problems exist internally, they are
also reflected in the cohesion with the external environ-
ment, that is, users, partners, and the community. At the
time of data collection, there were no bridges between the
strategic levels and the external actors regarding the imple-
mentation of social and health pathways.

Conversely, the rest of the organization is committed to
continuous improvement, fostering user, and partner
involvement through operational (regular) and tactical (by
invitation) committees. The top strategic level emphasizes
this commitment by addressing participation issues across
various institutional bodies. While the implications for
coevolution may not always reflect ideal interactions, the
established structure significantly facilitates the participa-
tion of the organization’s users and partners.

To enhance system performance, it is essential to foster
coevolution at all levels — operational, tactical, and strate-
gic — as well as with the external environment. This neces-
sitates the creation of both formal and informal channels of
communication, with the objective of ensuring uninter-
rupted and seamless communication. Furthermore, it is
essential to identify key influencers who can effectively
disseminate information and interpretations both vertically
and horizontally. This approach ensures a seamless transfer
of knowledge and enhances coordination among various
stakeholders. This process of “setting the scene™ lays the
groundwork for robust communication and collaboration,
facilitating a well-integrated system.

The acknowledgment of mutual interdependence and
the implementation of mechanisms to reinforce this inter-
dependence are of paramount importance for the effective
management of the heightened complexity of social and
health pathways. The implementation of novel and creative
animation principles has the potential to enhance govern-
ance by offering more adaptable methodologies aligned
with evolving circumstances. However, it is important to
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note that these developments may also give rise to tensions
with traditional governance models that are already in
place. This is the case with the strategic level, which, by
and large, has not overcome these tensions with the rest of
the organization. This has led to misunderstandings and
even disconnects between the different decision-making
levels.

But these tensions could be, in fact, beneficial as they
provide an opportunity to re-examine and adjust vertical
and horizontal interdependencies as needed. The incorpora-
tion of feedback permits the continuous improvement of
the implementation of organizational innovations, such as
social and health pathways management.

Limits

This study has its limitations. Firstly, the results presented
predate the COVID-19 pandemic, a period during which
structures and players evolved. Despite this, the knowledge
acquired during this first study (2017-2019) remains neces-
sary to understanding the history of social and health path-
ways-based management implementation in Quebec.
Secondly, the representation of users was limited to four
respondents and that of partners (community, municipal,
etc.) to three, which may have biased the analysis in favor
of the healthcare sector perspective. Finally, as this study
was carried out in a specific region of Quebec, its results
may not be directly transferable to other contexts, limiting
the scope of the research. Nevertheless, the framework
based on complex adaptive systems remains relevant and
promising, not only for understanding the internal dynam-
ics of healthcare organizations, but also for exploring co-
evolutionary interactions and emerging dynamics with
external actors.

Conclusion

When an organization establishes the need to adapt its ser-
vices to the needs of the population, it should play a key
role in the process of collective adaptation of its govern-
ance. The construction of a convergent collective govern-
ance system and the emergence of solutions necessitate that
these are controlled by the organization’s leaders and are
highly animated by its stakeholders.*’ If we want individual
and collective practices to evolve, we need to look at how
the organizational schemata work. It is important to put
users and the community at the center of the system, not
just to focus on services and the medical profession. This
means moving from a hospital-centric approach to a more
integrated, networked vision where users and the commu-
nity play an active role in the process. From this perspec-
tive, the adaptive governance structure represented by the
multi-level coherence of schemata becomes the lever for
action.

Schemata are frequently overlooked in change man-
agement, with a focus on rational and administrative
levers. The development of multi-level governance allows
for the refocusing of all actions and schemata to avoid

isolated, non-integrated, and non-recursive actions. This
facilitates the dynamic process of adapting and changing
clinical and organizational practices regarding the popula-
tions served by health and social services organizations.
The orchestration of multilevel governance within a com-
plex organization allows all heterogeneities to be made
homogenous, to converge the various actions targeting
adaptation. As the common goal of the organization and
its actors is to provide healthcare quality and equity to all
users, the development of multi-level governance should
enable decisions to be better shared with users and
communities.

The coevolutionary principle of social and health
pathways in a healthcare system is a strategy for shared
decision-making and dynamic involvement for an over-
all improved performance. To achieve this, it is neces-
sary to maintain a balance and internal coherence
between the structure being set up and the existing struc-
ture, and to establish formal and informal communica-
tion channels to ensure seamless interactions, while
recognizing and reinforcing mutual interdependence in a
systemic perspective.
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