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Purpose: As the COVID-19 pandemic recedes, the importance of population health has come into sharp focus, prompting many 
health systems to explore leveraging population health data (PHD) for operational planning. This approach requires that healthcare 
leaders embrace the dual priorities of maintaining excellence in patient care while promoting the overall health of populations. 
However, many leaders are new to population-based thinking, posing a threat to successful operationalization if mental models are not 
aligned.
Patients and Methods: This qualitative case study explored the alignment of mental models among 13 senior leaders at Trillium 
Health Partners (THP), one of Canada’s largest community hospitals, as they embark on embedding PHD within operational 
workflows.
Results: All leaders recognized the necessity of adopting a population health approach amid resource constraints and growing 
pressures. When discussing the operationalization of PHD, two distinct mental models emerged among leaders: one focused on patient 
care and the other on population health. While executive leaders demonstrated a fluidity in their thinking between the two, 
programmatic leaders favoured one over the other. For example, some viewed the organization’s focus on PHD as competing with 
their patient care responsibilities, while others saw the use of PHD as a solution to the organization’s operational pressures. Despite 
these divergences, leaders unanimously stressed the importance of increasing the organization’s risk tolerance and devolving decision- 
making as a necessary precursor to realizing the transformation to a PHD-driven approach.
Conclusion: These divergent mental models highlight a need to clarify the shared vision for the use of PHD along with its impact on 
leadership roles and accountabilities. These findings illustrate the current state from which THP aims to evolve and underscore the 
importance of aligning leaders’ mental models as a critical step to facilitating successful integration of PHD and advancing a collective 
vision for healthcare transformation.
Keywords: health equity, population health management, healthcare leaders, qualitative study

Introduction
In recent decades, healthcare’s overarching mission has undergone a subtle yet significant transformation.1,2 Driven by 
system-level vertical integration and the shift toward value-based reimbursement,3,4 health systems have evolved their 
focus beyond optimizing care for individual patients to include improving the overall health of populations.5–7 While the 
COVID-19 pandemic temporarily required health systems to adopt a more reactive state of operating,8,9 it also high
lighted widespread inequities and the pressing need to proactively prepare for the rapidly growing healthcare demands of 
an aging population.10–13 This, along with the ever-evolving complexity of the healthcare environment, necessitates 
a coordinated, strategic response from health system leaders.
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In Ontario—Canada’s most populous province—current projections indicate that cumulative health system pressures 
are likely to overwhelm the acute care sector if the current trajectory persists.14–17 In an effort to proactively mitigate 
future demand, some healthcare organizations are looking to operationalize the use of population health data (PHD) to 
inform strategic planning and decision-making.6,7,18–20 Community hospitals, owing to their embeddedness within the 
communities they serve, are emerging as leaders in this space.21,22 This evolution to a population health approach is 
defined by its dual prioritization of acute care alongside the active promotion of population-level health outcomes and 
reduction of health inequities.6,7

As with any organizational evolution, successfully operationalizing the use of PHD hinges on the ability and 
willingness of individuals who must integrate it into their workflows. Normalization Process Theory (NPT)23,24 provides 
a framework to understand the dynamics of adopting a new process by focusing on the individual and collective 
behaviours shown to be critical to successful implementation. NPT emphasizes the role of sense-making—both at the 
individual and group level—as a key mechanism during the early stages of implementation, reinforcing the idea that 
leaders’ mental models (ie, their comprehension of how things work or should work) significantly shape the trajectory of 
healthcare transformation.25–31 Shared mental model theory posits that collective performance is shaped by a shared 
understanding of tasks and roles among interdependent individuals, for better or for worse.32 NPT is well-suited to 
explore the complex dynamics between individuals, interventions, and implementation contexts within health systems 
and has been effectively applied to both intervention development24,33–35 and implementation planning.33–37

This qualitative study examines how leaders in one of Canada’s busiest hospital systems are making sense of and 
collectively engaging in the work of population health. The findings highlight how organizational structures and 
individual experiences influence leaders’ perceptions of their roles in healthcare transformation, offering key insights 
for aligning their thinking with broader organizational priorities.

Material and Methods
Study Design
This qualitative case study was designed to contribute to the ongoing strategic planning and organizational transforma
tion efforts at Trillium Health Partners (THP) as they move towards a population health approach. This study was 
reviewed and granted delegated approval by THP’s Research Ethics Board on December 20, 2022. Delegated approval 
was granted on the grounds that the research was determined to not constitute human subjects’ research.

Setting
THP, Canada’s largest community hospital, has committed to embracing a population health approach as part of its 
mission to achieve a new kind of healthcare for a healthier community. THP serves one of the fastest growing and most 
diverse populations in Canada, home to many newcomers and structurally marginalized groups.15,17 This presents 
a complex challenge, as limited resources,14 population aging,15,17 and varying degrees of health literacy and trust at 
the community level require a strategic plan that appreciates the variability of health needs and how people access care.

THP is located in Mississauga, Ontario, and is one of Canada’s busiest hospital systems by patient volume, providing 
nearly 1.7 million patient visits annually.38,39 THP comprises three hospital sites: the Mississauga Hospital, Credit Valley 
Hospital, and Queensway Health Centre, employing a workforce of over 15,000 individuals.39 These hospitals maintain 
a robust presence in and a deep commitment to the communities they serve. The delivery of these services is supported 
by a fully-fledged academic teaching centre, with embedded research and innovation.

By 2041, the size of the population of Mississauga is projected to increase by 45%,15,17,39 adding approximately 
one million new residents. Concurrently, the population over the age of 65 is expected to rise by 133%,14,15 making it one 
of the fastest-growing segments of the population. Over half of THP’s resources are currently dedicated to caring for 
seniors, the majority of whom live with two or more chronic diseases.40 In addition, social inequities are widening, with 
nearly 51% of the neighbourhoods in THP’s service area now classified as low or very low income, marking a 30% 
increase from figures in 2000.39,41
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THP’s adoption of a population health approach is a direct response to these trends, as outlined in their 10-Year 
Strategic Plan.39 To enable this approach, THP is developing an equity-based PHD and analytics platform. This platform 
aims to empower leaders with data-driven insights to inform population health-based planning and decision-making.

Participants
This study used a purposive sampling strategy targeting members of THP’s executive leadership team as well as senior 
leaders with clinical programmatic accountabilities involved in early conversations around using PHD. Potential 
participants were identified by the organizational co-leads of THP’s population health approach and included those 
who were directly involved in iterating on and operationalizing early examples of a population health approach within 
THP. Senior leaders without current exposure to or accountabilities related to the early implementation of the population 
health approach, including those in corporate strategy, human resources, privacy, and financial services, were excluded. 
Senior leaders affiliated with the research institute were also excluded to mitigate potential bias. Three Program Chief 
and Program Director dyads from distinct clinical programs were invited to participate based on their early involvement 
in discussing or reviewing PHD.

All included leaders and their administrative assistants were contacted by the research team via email, enclosing 
a Letter of Information and Invitation to Participate. Leaders were offered a $50 gift card as remuneration for their time, 
which they could direct to a colleague or team member of their choosing as recognition for their efforts and impact. All 
leaders contacted for this study agreed to participate.

Data Collection
Data was collected through semi-structured interviews conducted between February 6th and June 26th, 2023. The semi- 
structured interview guide was informed by NPT23,24 to ensure questions explored the individual and collective 
mechanisms known to influence early implementation (see Table 1). NPT proposes four constructs that represent the 
different kinds of work required when implementing a new practice:

1. Coherence: This pertains to the sense-making work that people do individually and collectively when faced with 
the problem of operationalizing a new practice.

2. Cognitive Participation: This refers to the relational work people do to foster a community of practice around the 
new practice, emphasizing the importance of active engagement and collaboration among stakeholders.

3. Collective Action: This pertains to the operational work that people do to enact a new practice, emphasizing the 
tangible steps and actions required for successful implementation.

4. Reflexive Monitoring: This refers to the appraisal work people do to assess how the new practice affects them and 
others in terms of outcomes and impacts.

Table 1 Sample Questions from the Interview Guide

NPT Domain Sample Questions

Coherence 1. What do you think a population health approach looks like in your role?
2. Where do you think integrating PHD will have the greatest impact, eg, patient outcomes (eg, clinical team), corporate- 

level (savings), community-level (population health indicators, etc.)?

Cognitive 

Participation

1. Who (which role) do you think will be responsible to drive the inclusion of PHD into routine operations and decision- 

making?
2. How does the social context and culture of THP need to evolve to support the routine use of PHD?

Collective Action 1. What additional training might be needed to understand PHD indicators and their meaning?
2. What difficulties might THP team members have in determining how to action on the data?

Reflexive 

Monitoring

1. From your experience, do you think that most senior leaders are aligned on the vision for the use of PHD at THP?
2. What are some changes you would make to better normalize the practices around the use of PHD?
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Given that interviews were held during the early stages of implementation, conversations organically focused on 
early-stage sense-making (Coherence) and relational aspects (Cognitive Participation) of the work of implementation, 
with references to operational work (Collective Action and Reflexive Monitoring) being speculative in nature.

Interviews with the Chief Executive Officer, Chief of Staff, and Executive Vice Presidents were carried out by the 
study principal investigator, while the remaining interviews were conducted by a Research Associate trained in 
qualitative interviewing. Standardized and open-ended questions and neutral language were used to mitigate potential 
interviewer bias.

All participants provided verbal, informed consent before participating. Participants informed consent included the 
publication of anonymized responses and direct quotes from the interviews. Interviews were audio-recorded, transcribed, 
and de-identified by an independent third party. Three rounds of member checking, including one round of individual 
review and two group conversations, were conducted to ensure accuracy of the findings.

Data Analysis
A deductive-inductive approach was used for data analysis, adhering to the principles of thematic analysis.42,43 Two 
independent coders performed the coding in Microsoft Word, aiming to capture leaders’ perceptions, beliefs, and 
assumptions that influence the sense-making, relational, and operational aspects of implementation.

The initial coding iteration deductively coded data according to NPT’s four constructs. Codes distinguished whether 
leaders were discussing sense-making (eg, clarifying goals, expected outcomes, and roles and responsibilities), relational 
(eg, aligning accountabilities, removing barriers for involvement), or operational aspects of the work (eg, training and 
capacity building, aligning resources). No codes were generated discussing appraisal work (ie, NPT’s Reflexive 
Monitoring) due to the early stage of operationalization. The research team then reviewed the data within each NPT 
construct, generating inductive codes to capture leaders’ perceptions, beliefs, and assumptions about the different kinds 
of work necessary to advance a population health approach. Deductive codes characterized insights relating to the 
mechanisms that drive implementation, while inductive codes described how leaders were interpreting their involvement 
with this work along with the organizational changes needed to support it.

Once all transcripts were coded, codes were consolidated into themes by identifying where leaders’ perceptions, 
beliefs, and assumptions converged and diverged, forming central organizing concepts. The research team met biweekly 
to refine the themes and derive the overall narrative.

Results
Thirteen interviews were conducted with senior leaders, ranging from 40 minutes to 56 minutes in duration 
(average = 50 minutes).

In the following three sections, we explore leaders’ alignment (Section 1) and divergence (Section 2) in how they 
were making sense of a population health approach, as well as their perspectives on the organizational changes necessary 
to support its implementation (Section 3).

Alignment Among Healthcare Leaders
Leaders unanimously recognized the necessity of adopting a population health approach for the organization, citing 
numerous benefits aligned with the Quintuple Aim, including patient experiences, provider experiences, population 
health, health equity, and cost efficiency.44

All leaders reported promoting population health and reducing health inequities as key aims, while only a few 
discussed the aims of improving patient and provider experiences and cost efficiency.

Leaders demonstrated a broad and varied understanding of how a population health approach would impact the 
evolution of their work. They acknowledged the imperative for finding new ways of working with and learning from the 
communities they serve. This shared perspective emphasized the belief that much of what constituted the work of 
population health extends beyond the defined patient population that actively seeks care to include the population at 
large. Nearly every leader expressed this sentiment, with many making the distinction between “who we’re serving and 
who we’re not serving” (ID01).
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“We know who we’re providing care to. We don’t know who we’re not providing care to. We’ve worked with [the Research 
Institute] to try to understand who we’re missing, because we know they’re missing. And so, whenever we set a strategy [for our 
services], having those pieces of data is very important, and we just can’t access it yet.” ID12 

Leaders highlighted two strategies they saw to enhance their understanding of community health needs: collaboration 
with community organizations and direct engagement with community members. Noted community organizations 
included health-promoting entities such as community health centres, local health departments, and health advocacy 
organizations, as well services addressing social determinants of health, such as local food banks, family resource 
centres, and places of worship. Partnership approaches varied depending on the type of organization, ranging from 
sharing community-based knowledge and data and optimizing scopes of practice for health-promoting organizations, to 
raising awareness and connecting patients with social determinants of health-serving organizations.

Leaders unanimously acknowledged building trust as crucial, with collaborative projects and providing resource 
support for partnering organizations cited as ways to demonstrate commitment to the community. Trust building was also 
a central theme for engaging directly with community members, especially those from structurally marginalized and 
equity-deserving groups. Leaders stressed the importance of establishing a presence within these communities as 
a prerequisite for meaningful engagement.

“At the end of the day, you’re going to need these individuals within the community that are your links, your voice, your way of 
communicating with these groups in a way that’s relatable. Which we don’t have right now because we don’t understand these 
communities. So, we need to self-educate quite a bit. How do they like to be taught to? What is it that they’re really concerned 
about? Because we think we know, but we don’t know, and I think that assumption would take you to a place of potentially 
failing big time. Because [if there is] one thing I’ve learned in healthcare, it’s that whenever you’re looking at any type of large- 
scale initiative, you have to engage deeply with that community to really find out what they want. You have to bring them in to 
help drive the solution.” ID11 

Divergence Among Healthcare Leaders
Two distinct mental models emerged that leaders anchored to when discussing population health. These mental models 
were distinct in terms of leaders’ perceptions of the goals, tactics, and resulting impact the work of population health 
would have on leadership roles (see Figure 1). Of note, these mental models are not mutually exclusive, as several 
leaders exhibited thinking aligned with both. This complexity appeared to reflect the paradoxical tension leaders 
experience as they shift from a patient-centred mindset focused on current state to a population-centred mindset focused 
on planning for future state.

Mental Model I: A Focus on Operational Pressures and Acute Care
Mental Model I reflects a perspective that the primary role of leaders is to manage the organization’s operational 
pressures using a patient-centred approach. Leaders with this mental model held the underlying belief that there are trade- 
offs between patient-centred care and population health, and that focusing on one detracts from the other. Leaders aligned 
with Mental Model I saw their roles as unlikely to change to facilitate the operationalization of a population health 
approach. They saw the goal of this approach as extending access to structurally marginalized and equity-deserving 
groups while managing upstream health risks and conditions. These leaders perceived much of what constituted the work 
of population health as outside their individual scope. These leaders saw themselves engaging with this work but 
primarily by way of supporting other hospital teams, departments, or community-based organizations. They emphasized 
that their engagement would be weighed against the operational realities of running a clinical program, which was 
viewed as their primary priority.

Mental Model II: The Reinforcing Roles of Population Health and Acute Care
Mental Model II reflects a perspective that a population health approach supports patient-centred acute care, with leaders 
holding the underlying belief that attending to population health and managing operational pressures in acute care are 
interwoven and interdependent demands. They saw a population health approach as a means of aligning health service 
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provision with the community’s health needs, emphasizing a broad range of community-focused strategies to address the 
dual aim of promoting health while reducing inequities. They viewed the adoption of a population health approach as 
a solution to—rather than detracting from—the organization’s operational pressures and challenges. These leaders 
positioned themselves at the forefront of this new approach, actively engaging with the community to understand their 
health needs and setting the strategy for addressing them. They asserted that the clinical operational side of the 
organization would need to drive the hospital’s population health efforts for them to be successful.

Comparing and Contrasting Mental Models
Goals 
Leaders unanimously highlighted operational pressures and challenges as a primary driver of adopting a population 
health approach. However, those aligned with Mental Model I viewed this adoption as a trade-off with the organization’s 
commitment to acute care, while those aligned with Mental Model II saw it as a solution to, rather than detracting from, 
efforts to manage these operational realities.

This distinction reflected leaders’ beliefs about the types of services hospitals provide and their expectations for the 
evolution of these services to accommodate this new way of working. Those aligned with Mental Model I viewed the 
hospital primarily as an acute care system, while classifying the work of population health as predominantly health- 
promoting care (thereby placing it out of scope). This sentiment underscored a perceived dichotomy between addressing 
illness (acute care) and promoting health and well-being (health promotion).

“Many of us [leaders] have clinical responsibilities, and what I really want is stuff that’s going to help me do the job I’m doing, 
which is as I say, looking after the system that provides care for sick people.” ID06 (Mental Model I) 

Leaders aligned with Mental Model II perceived acute care and health promotion as mutually reinforcing health services. 
By promoting the health of the community, they saw the acute care system as being relieved of the pressures of 
overcrowding, which would allow patients requiring acute care to flow through the system more efficiently and return to 
the community with a lower burden of hospital-associated deconditioning. This connection was less clear for leaders 

Figure 1 Alignment and Divergence of Healthcare Leaders’ Mental Models. 
Abbreviation: PHD, population health data.
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aligned with Mental Model I, as evidenced by their expressed concerns about doing things differently unless “they’re 
going to offer solutions to the hard and fast operational issues that we’re dealing with” (ID06).

One leader associated the operational focus of Mental Model I with leaders’ clinical training, stating that the “ability 
to sort of stay elevated and think ‘population health’ may be different for [clinician leaders]” (ID04). This claim was 
supported by a review of mental model categorization by participant, which revealed that Mental Model I was only found 
among leaders with direct programmatic responsibilities (eg, Program Chief, Program Director). Within this group, 
exactly half were aligned with Mental Model I and half with Mental Model II, which differed from the unanimous 
alignment among executive leaders with Mental Model II. This finding likely speaks to the difficulty of shifting between 
patient-centred and population health perspectives for these leaders. In roles where both perspectives are necessary, 
leaders appeared to gravitate to the one they have more experience with. For example, leaders with clinical training (ie, 
providing direct care to patients, one by one) resonated with Mental Model I, as it was more connected to the day-to-day 
operational realities of care delivery.

Tactics 
A key enabler of the organization’s adoption of a population health approach is the anticipated establishment of an 
equity-based PHD and analytics platform. However, leaders’ perceptions of the intended use of this platform varied. 
Those aligned with Mental Model I viewed the platform as providing a snapshot of the demographics, locations, and 
health needs of the population. They envisioned leveraging this information to extend access for existing services to 
structurally marginalized and equity-deserving groups.

In contrast, leaders aligned with Mental Model II perceived the platform as a dynamic tool integrated directly 
into operational planning. These leaders provided detailed examples of how they intended to use the platform, 
such as strategically locating services based on the prevalence of community conditions, predicting service 
demand shifts based on population trends, and evaluating service effectiveness based on patient- and population- 
level outcomes.

“If we knew our community in the way that we are now starting to come to know them, location of services starts to matter. 
Where are the pockets of inequity? What are the conditions that we reliably predict are active or will become issues? Those are 
some basic questions. Because we have those aspirations. [If we’re planning] to pop up a health hub over here, where matters 
and what goes in it matters—the programming matters.” ID13 (Mental Model II) 

This depth of thinking demonstrated a comprehensive understanding of a population health approach among leaders 
aligned with Mental Model II, including the implications it had for the evolution of their work. While all leaders 
mentioned leveraging the platform to address health inequities, only those aligned with Mental Model II offered 
examples of using the platform to promote health at a population level, emphasizing the dual aims of a population 
health approach.

Impact on Role 
Leaders aligned with Mental Model I tended to view the work of population health as primarily the responsibility of 
another team or department. They referred to the “population health people” as distinct from the “clinical team people” 
(ID04). This distinction further emphasizes the challenge some clinician leaders face when conceptualizing a population 
health approach from a clinical operational perspective.

In terms of the evolving nature of work, leaders aligned with Mental Model I perceived minimal changes to their 
individual roles. They regarded the work of population health as providing an additional layer of understanding for their 
longer-term, strategic responsibilities.

“I think there’s a million ways you could slice and dice who’s coming and who’s not coming. Would that be helpful? Totally. 
Does my team have the expertise to do that? Not on your life. Does my team have the time to, you know, slice and dice and, no. 
But would my team and I make the time to talk to somebody about what we should be looking at in small chunks of data to 
bring it back and [evolve] some of our services? Oh yes, we would.” ID03 (Mental Model I) 
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In contrast, leaders aligned with Mental Model II perceived the work of population health as transforming the way they 
work. They saw themselves as leading the organization’s population health efforts, as expressed by one leader, stating, “I 
don’t believe that a population health approach can reside within [the Research Institute], or the non-delivery side of the 
organization. It has to be [the clinical platform], or it won’t move the needle one millimeter” (ID07).

“When it comes to the big question of how we integrate population health into what we do, it has to be part and parcel of the 
expectation and competency of leaders to pursue that level of understanding at a population level. Challenge the status quo 
where it’s necessary and forge the path to a new or different way of doing things.” ID05 (Mental Model II) 

Healthcare Leaders Perceived Necessary Organizational Changes
To foster a population health-oriented shared mental model, leaders perceived certain aspects of the organizational 
culture as needing to evolve. Although leaders acknowledged progress over the years, they unanimously believed that 
substantial change remained necessary.

“We’re a hospital, although we aspire to be more population health-focused, we are very much a hospital. And I say that 
because before I came [here], I worked for many, many years [at a regional level]. And when I came here, I was struck to see 
how deeply [fragmented] we are. How much we think like a hospital even though we think we don’t.” ID05 

Related to the tremendous shifts that accompany reorienting to a population health approach, several leaders underscored 
the importance of clarifying the organization’s tolerance of risk within individual roles. One leader described the current 
state as “a bit of a permission culture” (ID01). According to them, the organization needed to empower leaders to take 
risks aligned with population health by “setting the, ‘It’s your job’ expectation to do things that advance the mission of 
the organization”. Another leader echoed this sentiment, emphasizing that “none of the [Program Directors] could go and 
do something without making it very clear to the organization that we were trying something different” (ID07). This 
tension spoke to a broader need to clarify the roles and responsibilities regarding the work of population health, with one 
leader stating, “I think we’re all a little bit unsure of where the guardrails are” (ID12).

The need to clarify roles and responsibilities became clear as leaders discussed their perceptions of accountability for 
operationalizing this new approach. Leaders considered three possibilities: a programmatic accountability, an enabling 
services accountability, or a hybrid of the two. A programmatic accountability would carry the expectation that clinical 
programs embed the work of population health into their operations, raising concerns of the daunting task of training and 
upskilling staff as well as determining who would be responsible for building these competencies. Conversely, an 
enabling services accountability would appoint a specific team or department to oversee the organization’s population 
health efforts. However, some leaders expressed concern that this accountability would undermine the reach of this work, 
with one leader stating, “If somebody has that title, then it becomes one of those, ‘Oh, that’s their job and not my job’ 
kind of things” (ID07). Moreover, one leader underscored that existing enabling services accountability structures 
sometimes work against programs being involved.

“In our structure, we have, for example, [one portfolio] focused on community partnerships, which is great and necessary, but 
I think it may also detract [programmatic leaders] from being encouraged to be sitting at working tables with other stakeholders 
in the community.” ID05 

Complementing the acknowledged need to adopt a more risk-tolerant stance and clarify accountability, leaders also 
perceived a need to empower those “who are closer to the work” to take part in operational decision-making (ID13). This 
sentiment underscored the need to shift away from a predominantly top-down decision-making structure to one that 
involves the knowledge and expertise of frontline staff, which was seen as having the benefit of “creating some time for 
middle- to senior-level leaders to think about the partner[ship] and shape aspects of our Strategic Plan” (ID13).

Discussion
This study explored the early-stage implementation of a population health approach from the perspective of leaders 
within a large Canadian hospital system. While leaders unanimously recognized the importance of this approach, 
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differing views emerged regarding its goals, strategies, and the resulting shifts in leadership accountability. In the 
following section, we emphasize the need to align mental models and present strategies to advance healthcare 
transformation. These strategies aim to support both individual and collective sense-making while fostering 
a community of practice that reinforces the new approach.

Our study contributes to the growing body of literature supporting NPT as an effective framework for understanding 
and identifying strategies to facilitate early-stage implementation.45,46 Executive leaders cited annual strategy sessions as 
a key pre-implementation activity, where they come together for a full-day break from their operational responsibilities to 
focus on the future of the organization. These sessions provide an opportunity for social interaction and shared dialogue, 
fostering both sense-making through the development of a common language and community-building through discus
sions around the benefits of a population health approach.47,48 One explanation for the greater degree of alignment among 
executive leaders is their higher level of connectivity outside these sessions, suggesting a need for more routine 
opportunities for the broader group of senior leaders to convene and discuss the benefits of a population health approach, 
its connection to operational pressures, and its impact on their roles.

Middle managers play a key role in shaping change,49 yet their role during transformation is often underemphasized 
in comparison to senior executives.50 The implications of divergent senior leader beliefs on the role of middle managers 
remains unclear, and may limit their ability to serve as implementation champions and directors of change.49 Without 
dedicated time for leaders at all levels to focus on the big picture, implementation initiatives are likely to suffer from 
inconsistent leadership engagement, as demonstrated by the US Department of Veterans Affairs’ adoption of 
a collaborative care model for primary care patients.51,52 Successful implementation was most evident at sites where 
leaders understood the link between care management plans and patient outcomes and thus prioritized them for this 
reason,51,53 emphasizing the importance of creating routine time for leaders to focus on long-term strategic objectives and 
coming together to foster a shared understanding of their collective “why.”

To ensure alignment across all leadership levels, organizations can employ a combination of informational, empow
erment, and support-based strategies.54,55 Informational strategies aim to clarify goals, expected outcomes, and the 
necessary knowledge for effective implementation, including clear expectations about which outcomes should change 
and within what timeline.56 Empowerment strategies focus on encouraging participation by facilitating group discussions 
among staff,57 sharing success stories, and conducting peer-led co-creation workshops.57–59 As PHD becomes more 
embedded within program objectives and reporting structures at THP, co-creation workshops provide a promising 
evidence-based approach to foster collaborative problem-solving among leaders, deepening individual engagement and 
promoting collective organizational learning. Supportive strategies include training, resource allocation, and aligning 
organizational structures and incentives. Organizations might consider role-specific training sessions and the develop
ment of consensus documents that outline shared goals, expected outcomes, and practical examples of the work being 
undertaken.55 Regardless of the strategy, organizations must clearly assign roles, outline accountabilities, and incentivize 
participation. Additionally, executives should (re)organize teams to align with desired objectives, as formalized structures 
promote coordinated interactions and help sustain a community of practice around implementation efforts.60

THP is actively working to operationalize several organizational strategies. For example, as part of its informational 
approach, THP has begun integrating PHD and insights into the performance dashboards used by senior leaders.61 These 
dashboards are accompanied by clear guidelines to ensure leaders understand their responsibilities in managing key 
indicators. Furthermore, THP is leveraging existing structures, such as patient and family advisory groups, to help leaders 
engage with and better understand the communities they serve. While these initiatives have contributed to a shared 
understanding of how and why a population health approach will be implemented, THP recognizes the need for further 
investment in leadership training. Creating opportunities for engagement is just the first step—leaders must also be 
motivated to seek out these opportunities and feel competent in navigating the complex, sometimes challenging 
conversations involved.62,63

Advancing a population health approach demands more than coordinated efforts across leaders within an organization 
—it requires system-wide alignment and active collaboration from partners across the health system.64–67 While 
structural and system-level factors are often seen as obstacles to implementation,68–70 they can become powerful catalysts 
when alignment is not only achieved within an organization but extends beyond it to a broader coalition of partners. For 
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example, the Camden Coalition of Healthcare Providers, a non-profit committed to improving health outcomes for 
patients with complex needs in New Jersey, partnered with three local hospital systems to create a unified all-payer 
hospital claims dataset.71 This collaborative data-sharing initiative provided partners with insights into the health status, 
healthcare utilization, and hospital costs associated with high-need populations, enabling a deeper understanding of the 
impact of high users and driving investment in focused interventions to address their needs within the community. 
Similarly, Gesundes Kinzigtal in Germany, a regional health management company, entered into shared savings contracts 
with statutory health insurers as a mechanism to provide managers and healthcare providers a chance to collectively 
benefit from system-level efficiency gains.72 The model, through incentivizing preventive care, chronic disease manage
ment, and reducing unnecessary treatments, translated into shared savings for all partners. Additionally, a portion of these 
savings were reinvested in preventive care programs to address health concerns before they escalated into costly 
treatments. These examples highlight that advancing a population health approach demands changes in both organiza
tional practices and partnerships to reshape care models across the health system.

Limitations and Future Directions
The findings from this study are based on data from a single healthcare organization at a specific point in time, precluding 
the ability to understand whether, how, and under what circumstances mental models evolve. The study aimed to inform 
organizational strategies by considering the needs and current state of implementation. Although not within the scope of 
this study, future research should analyze the effectiveness of organizational implementation strategies and their 
mechanisms of action, which would provide instructive and actionable insights for other health systems and organiza
tions facing similar challenges. Given that our interviews were conducted in the tail end of the COVID-19 pandemic, our 
study highlights the need for further investigation into whether and how organizational implementation efforts are 
influenced by the stability of operating conditions. Variability in our results may be influenced by desirability bias, 
whereby senior leaders may have felt compelled to provide responses perceived as favourable or aligned with organiza
tional objectives. Finally, this work surfaces a core paradox in healthcare—managing for today while innovating for 
tomorrow. Future work should leverage organizational paradox theory to further explore these mental models, seeking to 
understand whether and how health system leaders cope with and navigate the reality of conflicting and persistent 
demands, and its impact on implementation.73

Conclusions
In the coming years, escalating healthcare needs and widening inequities among patients and populations pose a threat to 
acute care systems globally.11,74,75 As health systems contemplate new approaches to healthcare that prioritize both the 
needs of patients and populations, it is imperative to align leaders’ comprehension of the approach and their role in its 
operationalization, making explicit who does what differently and why. While aligning leaders’ thinking is crucial, the 
most effective way to bring a shared vision to life is by harnessing the organizational setting and broader health system as 
a catalyst.76

Acknowledgments
The authors would like to acknowledge the leaders who engaged as participants in this study for their transparency and 
candor.

Author Contributions
All authors made a significant contribution to the work reported, whether that is in the conception, study design, 
execution, acquisition of data, analysis and interpretation, or in all these areas; took part in drafting, revising or critically 
reviewing the article; gave final approval of the version to be published; have agreed on the journal to which the article 
has been submitted; and agree to be accountable for all aspects of the work.

https://doi.org/10.2147/JHL.S475322                                                                                                                                                                                                                                   

DovePress                                                                                                                                                 

Journal of Healthcare Leadership 2024:16 398

Terpou et al                                                                                                                                                          Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Funding
This work was supported by a Learning Health Systems Accelerator grant funded by the Trillium Health Partners (THP) 
Foundation.

Disclosure
The authors report no conflicts of interest in this work.

References
1. Marvasti FF, Stafford RS. From sick care to health care — reengineering prevention into the U.S. system. N Engl J Med. 2012;367(10):889–891. 

doi:10.1056/NEJMp1206230
2. Robertson A. Shifting discourses on health in Canada: from health promotion to population health. Health Promot Int. 1998;13(2):155–166. 

doi:10.1093/heapro/13.2.155
3. Robinson JC, Casalino LP. Vertical integration and organizational networks in health care. Health Aff. 1996;15(1):7–22. doi:10.1377/hlthaff.15.1.7
4. Machta RM, Maurer KA, Jones DJ, Furukawa MF, Rich EC. A systematic review of vertical integration and quality of care, efficiency, and 

patient-centered outcomes. Health Care Manage Rev. 2019;44(2):159–173. doi:10.1097/HMR.0000000000000197
5. Szreter S. The population health approach in historical perspective. Am J Public Health. 2003;93(3):421–431. doi:10.2105/AJPH.93.3.421
6. Kindig DA, Stoddart G. What is population health? Am J Public Health. 2003;93(3):380–383. doi:10.2105/AJPH.93.3.380
7. Kindig DA. Understanding population health terminology. Milbank Q. 2007;85(1):139–161. doi:10.1111/j.1468-0009.2007.00479.x
8. Brownson RC, Burke TA, Colditz GA, Samet JM. Reimagining public health in the aftermath of a pandemic. Am J Public Health. 2020;110 

(11):1605–1610. doi:10.2105/AJPH.2020.305861
9. Evans AC, Bufka LF. The critical need for a population health approach: addressing the nation’s behavioral health during the COVID-19 pandemic 

and beyond. Prev Chronic Dis. 2020;17:E79.
10. Guyon AI, Perreault R. Public health systems under attack in Canada: evidence on public health system performance challenges arbitrary reform. 

Can J Public Health. 2016;107(3):e326–e9. doi:10.17269/CJPH.107.5273
11. Evans RG, McGrail KM, Morgan SG, Barer ML, Hertzman C. APOCALYPSE NO: population aging and the future of health care systems. Can 

J Aging. 2001;20(S1):160–191. doi:10.1017/S0714980800015282
12. Haldane V, De Foo C, Abdalla SM, et al. Health systems resilience in managing the COVID-19 pandemic: lessons from 28 countries. Nat Med. 

2021;27(6):964–980. doi:10.1038/s41591-021-01381-y
13. Alami H, Lehoux P, Fleet R, et al. How can health systems better prepare for the next pandemic? Lessons learned from the management of 

COVID-19 in Quebec (Canada). Front Public Health. 2021;9:671833. doi:10.3389/fpubh.2021.671833
14. Financial Accountability Office of Ontario. Ontario Health Sector: Spending Plan Review: Ministry of Health; 2023. Available from: https://www. 

fao-on.org/en/Blog/Publications/health-2023. Accessed February 18, 2024.
15. Statistics Canada. Census Profile, 2021, Census of Population. Peel, Ontario: Government of Canada; 2021. Available from: https://www12.statcan. 

gc.ca/census-recensement/2021/dp-pd/prof/details/page.cfm?Lang=E&SearchText=Peel&DGUIDlist=2021A00033521&GENDERlist= 
1,2,3&STATISTIClist=1&HEADERlist=0. Accessed November 15, 2024.

16. Office of the Premier of Health. Ontario Reducing Wait Times for Surgeries and Procedures: Government of Ontario. 2023. Available from: https:// 
news.ontario.ca/en/release/1002641/ontario-reducing-wait-times-for-surgeries-and-procedures. Accessed February 28, 2024.

17. Ministry of Finance. Ontario Population Projections Update: Spring 2018: Government of Ontario; 2018. Available from: https://doppleronline.ca/ 
huntsville/wp-content/uploads/2018/07/Ministry-of-Finance-projections-2017-2041.pdf. Accessed February 28, 2024.

18. Rosella LC, Hurst M, O’Neill M, et al. A study protocol for a predictive model to assess population-based avoidable hospitalization risk: avoidable 
Hospitalization Population Risk Prediction Tool (AvHPoRT). Diagn Progn Res. 2024;8(1):10. doi:10.1186/s41512-024-00165-5

19. Predmore Z, Hatef E, Weiner JP. Integrating social and behavioral determinants of health into population health analytics: a conceptual framework 
and suggested road map. Popul Health Manag. 2019;22(6):488–494. doi:10.1089/pop.2018.0151

20. Galetsi P, Katsaliaki K, Kumar S. Big data analytics in health sector: theoretical framework, techniques and prospects. Int J Inf Manage. 
2020;50:206–216. doi:10.1016/j.ijinfomgt.2019.05.003

21. Atkins DN, Gabriel MH, Cortelyou-Ward K, Rotarius T. Population health initiatives among hospitals. J Healthc Manag. 2020;65(3):187–200. 
doi:10.1097/JHM-D-19-00025

22. Ginn GO, Moseley CB. Community health orientation, community-based quality improvement, and health promotion services in hospitals. 
J Healthc Manag. 2004;49(5):293–306.

23. May CR, Finch T. Implementing, embedding, and integrating practices: an outline of Normalization Process Theory. Sociology. 2009;43 
(3):535–554. doi:10.1177/0038038509103208

24. May CR, Mair F, Finch T, et al. Development of a theory of implementation and integration: Normalization Process Theory. Implement Sci. 2009;4 
(1):29. doi:10.1186/1748-5908-4-29

25. Paoletti J, Reyes DL, Salas, E. Leaders, Teams, and their Mental Models. In: Mumford MD, Higgs CA, editors. Leader Thinking Skills: Capacities 
for Contemporary Leadership. New York: Routledge; 2019:277–299.

26. Baker J, Singh H. The roots of misalignment: insights on strategy implementation from a system dynamics perspective. J Strateg Inf Syst. 2019;28 
(4):101576. doi:10.1016/j.jsis.2019.101576

27. Balogun J, Johnson G. From intended strategies to unintended outcomes: the impact of change recipient sense-making. Organ Stud. 2005;26 
(11):1573–1601. doi:10.1177/0170840605054624

28. Burtscher MJ, Manser T. Team mental models and their potential to improve teamwork and safety: a review and implications for future research in 
healthcare. Saf Sci. 2012;50(5):1344–1354. doi:10.1016/j.ssci.2011.12.033

Journal of Healthcare Leadership 2024:16                                                                                         https://doi.org/10.2147/JHL.S475322                                                                                                                                                                                                                       

DovePress                                                                                                                         
399

Dovepress                                                                                                                                                          Terpou et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1056/NEJMp1206230
https://doi.org/10.1093/heapro/13.2.155
https://doi.org/10.1377/hlthaff.15.1.7
https://doi.org/10.1097/HMR.0000000000000197
https://doi.org/10.2105/AJPH.93.3.421
https://doi.org/10.2105/AJPH.93.3.380
https://doi.org/10.1111/j.1468-0009.2007.00479.x
https://doi.org/10.2105/AJPH.2020.305861
https://doi.org/10.17269/CJPH.107.5273
https://doi.org/10.1017/S0714980800015282
https://doi.org/10.1038/s41591-021-01381-y
https://doi.org/10.3389/fpubh.2021.671833
https://www.fao-on.org/en/Blog/Publications/health-2023
https://www.fao-on.org/en/Blog/Publications/health-2023
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/prof/details/page.cfm?Lang=E%26SearchText=Peel%26DGUIDlist=2021A00033521%26GENDERlist=1,2,3%26STATISTIClist=1%26HEADERlist=0
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/prof/details/page.cfm?Lang=E%26SearchText=Peel%26DGUIDlist=2021A00033521%26GENDERlist=1,2,3%26STATISTIClist=1%26HEADERlist=0
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/prof/details/page.cfm?Lang=E%26SearchText=Peel%26DGUIDlist=2021A00033521%26GENDERlist=1,2,3%26STATISTIClist=1%26HEADERlist=0
https://news.ontario.ca/en/release/1002641/ontario-reducing-wait-times-for-surgeries-and-procedures
https://news.ontario.ca/en/release/1002641/ontario-reducing-wait-times-for-surgeries-and-procedures
https://doppleronline.ca/huntsville/wp-content/uploads/2018/07/Ministry-of-Finance-projections-2017-2041.pdf
https://doppleronline.ca/huntsville/wp-content/uploads/2018/07/Ministry-of-Finance-projections-2017-2041.pdf
https://doi.org/10.1186/s41512-024-00165-5
https://doi.org/10.1089/pop.2018.0151
https://doi.org/10.1016/j.ijinfomgt.2019.05.003
https://doi.org/10.1097/JHM-D-19-00025
https://doi.org/10.1177/0038038509103208
https://doi.org/10.1186/1748-5908-4-29
https://doi.org/10.1016/j.jsis.2019.101576
https://doi.org/10.1177/0170840605054624
https://doi.org/10.1016/j.ssci.2011.12.033
https://www.dovepress.com
https://www.dovepress.com


29. Valle Santos M, Teresa Garcia M. Organizational change: the role of managers’ mental models. J Change Manag. 2006;6(3):305–320. doi:10.1080/ 
14697010600963084

30. McComb S, Simpson V. The concept of shared mental models in healthcare collaboration. J Adv Nurs. 2014;70(7):1479–1488. doi:10.1111/ 
jan.12307

31. Senge PM, Sterman JD. Systems thinking and organizational learning: acting locally and thinking globally in the organization of the future. Eur 
J Oper Res. 1992;59(1):137–150. doi:10.1016/0377-2217(92)90011-W

32. Cannon-Bowers J, Salas E, Converse S. Shared Mental Models in Expert Team Decision-Making. In: Castellan NJ, editor. Current Issues in 
Individual and Group Decision Making. Hillsdale: Erlbaum; 1993:221–246.

33. Murray E, Treweek S, Pope C, et al. Normalization Process Theory: a framework for developing, evaluating and implementing complex 
interventions. BMC Med. 2010;8(1):63. doi:10.1186/1741-7015-8-63

34. Carter H, Beard D, Harvey A, et al. Using Normalisation Process Theory for intervention development, implementation and refinement in 
musculoskeletal and orthopaedic interventions: a qualitative systematic review. Implement Sci Commun. 2023;4(1):114. doi:10.1186/s43058-023- 
00499-z.

35. May CR, Cummings A, Girling M, et al. Using Normalization Process Theory in feasibility studies and process evaluations of complex healthcare 
interventions: a systematic review. Implement Sci. 2018;13(1). doi:10.1186/s13012-018-0758-1.

36. Holtrop JS, Potworowski G, Fitzpatrick L, Kowalk A, Green LA. Effect of care management program structure on implementation: 
a Normalization Process Theory analysis. BMC Health Serv Res. 2016;16(1). doi:10.1186/s12913-016-1613-1

37. Nordmark S, Zingmark K, Lindberg I. Process evaluation of discharge planning implementation in healthcare using Normalization Process Theory. 
BMC Med Inform Decis Mak. 2016;16(1). doi:10.1186/s12911-016-0285-4

38. Canadian Institute for Health Information. Discharge Abstract Database Metadata (DAD) metadata. Available from: https://www.cihi.ca/en/ 
discharge-abstract-database-dad-metadata. Accessed March 3, 2024.

39. Trillium Health Partners. Strategic Plan 2019–2029. 2018. Available from: https://www.thp.ca/strategy/Documents/THP-StrategicPlan-2019-2029. 
pdf. Accessed March 3, 2024.

40. Region of Peel. Health Status Data, Chronic Diseases. 2017. Available from: https://www.peelregion.ca/health/data/chronic-diseases. Accessed 
March 3, 2024.

41. United Way Toronto & York Region. The opportunity equation: building opportunity in the face of growing income inequality. 2021. Available 
from: https://www.unitedwaygt.org/wp-content/uploads/2021/10/opportunity-equation-exec-summary.pdf. Accessed March 3, 2024.

42. Kiger ME, Varpio L. Thematic analysis of qualitative data: AMEE guide no. 131. Med Teach. 2020;42(8):846–854. doi:10.1080/ 
0142159X.2020.1755030

43. Braun V, Clarke V. Thematic Analysis. In: Cooper H, Carmic PM, Long DL, Panter AT, Rindskopf D, Sher KJ, editors. APA Handbook of Research 
Methods in Psychology. Washington: American Psychological Association; 2012.

44. Nundy S, Cooper LA, Mate KS. The quintuple aim for health care improvement. JAMA. 2022;327(6):521. doi:10.1001/jama.2021.25181
45. Johnson M, Straiton N, Ferguson C, et al. Pre-implementation context and implementation approach for a nursing and midwifery clinician 

researcher career pathway: a qualitative study. J Adv Nurs. 2024;2024:1. doi:10.1111/jan.16307
46. Sutton E, Herbert G, Burden S, et al. Using the Normalization Process Theory to qualitatively explore sense-making in implementation of the 

Enhanced Recovery After Surgery programme: ”It’s not rocket science”. PLoS One. 2018;13(4):e0195890.
47. Senge PM. The Fifth Discipline: The Art and Practice of the Learning Organization. New York: Doubleday; 2006.
48. Guowei J. Unpacking unintended consequences in planned organizational change: a process model. Manag Comm Q. 2007;21(1):5–28. 

doi:10.1177/0893318907301986
49. Balogun J, Johnson G. Organizational restructuring and middle manager sense-making. Acad Manage J. 2004;47(4):523–549. doi:10.2307/ 

20159600
50. Huy QN. Emotional balancing of organizational continuity and radical change: the contribution of middle managers. Adm Sci Q. 2002;47(1):31–69. 

doi:10.2307/3094890
51. Lipschitz JM, Benzer JK, Miller C, et al. Understanding collaborative care implementation in the Department of Veterans Affairs: core functions 

and implementation challenges. BMC Health Serv Res. 2017;17(1). doi:10.1186/s12913-017-2601-9.
52. Zeiss AM, Karlin BE. Integrating mental health and primary care services in the Department of Veterans Affairs health care system. J Clin Psychol 

Med Settings. 2008;15(1):73–78. doi:10.1007/s10880-008-9100-4
53. Tomoaia-Cotisel A, Farrell TW, Solberg LI, et al. Implementation of care management: an analysis of recent AHRQ research. Med Care Res Rev. 

2018;75(1):46–65. doi:10.1177/1077558716673459
54. Proctor EK, Powell BJ, McMillen JC. Implementation strategies: recommendations for specifying and reporting. Implement Sci. 2013;8(1):139. 

doi:10.1186/1748-5908-8-139
55. Leeman J, Birken SA, Powell BJ, Rohweder C, Shea CM. Beyond “implementation strategies”: classifying the full range of strategies used in 

implementation science and practice. Implement Sci. 2017;12(1). doi:10.1186/s13012-017-0657-x
56. Cabana MD, Rand CS, Powe NR, et al. Why don’t physicians follow clinical practice guidelines? JAMA. 1999;282(15):1458. doi:10.1001/ 

jama.282.15.1458
57. Wandersman A, Alia KA, Cook B, Ramaswamy R. Integrating empowerment evaluation and quality improvement to achieve healthcare 

improvement outcomes. BMJ Qual Saf. 2015;24(10):645–652. doi:10.1136/bmjqs-2014-003525
58. Van Der Winden D, Van Dijk N, Visser MRM, Bont J. Walking the line between assessment, improvement and learning: a qualitative study on 

opportunities and risks of incorporating peer discussion of audit and feedback within quality improvement in general practice. BMJ Open. 2023;13 
(1):e066793. doi:10.1136/bmjopen-2022-066793

59. Rantz MJ, Popejoy L, Petroski GF, et al. Randomized clinical trial of a quality improvement intervention in nursing homes. Gerontologist. 2001;41 
(4):525–538. doi:10.1093/geront/41.4.525

60. Jarzabkowski P, J L, Balogun J. The social practice of coevolving strategy and structure to realize mandated radical change. Acad Manage J. 
2019;62(3):850–882. doi:10.5465/amj.2016.0689

61. Allen-Valley A, Bains S, Rai K, et al. Integrating equity indicators for hospital reporting metrics. RHSR. 2024;3(1):10.

https://doi.org/10.2147/JHL.S475322                                                                                                                                                                                                                                   

DovePress                                                                                                                                                 

Journal of Healthcare Leadership 2024:16 400

Terpou et al                                                                                                                                                          Dovepress

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1080/14697010600963084
https://doi.org/10.1080/14697010600963084
https://doi.org/10.1111/jan.12307
https://doi.org/10.1111/jan.12307
https://doi.org/10.1016/0377-2217(92)90011-W
https://doi.org/10.1186/1741-7015-8-63
https://doi.org/10.1186/s43058-023-00499-z
https://doi.org/10.1186/s43058-023-00499-z
https://doi.org/10.1186/s13012-018-0758-1
https://doi.org/10.1186/s12913-016-1613-1
https://doi.org/10.1186/s12911-016-0285-4
https://www.cihi.ca/en/discharge-abstract-database-dad-metadata
https://www.cihi.ca/en/discharge-abstract-database-dad-metadata
https://www.thp.ca/strategy/Documents/THP-StrategicPlan-2019-2029.pdf
https://www.thp.ca/strategy/Documents/THP-StrategicPlan-2019-2029.pdf
https://www.peelregion.ca/health/data/chronic-diseases
https://www.unitedwaygt.org/wp-content/uploads/2021/10/opportunity-equation-exec-summary.pdf
https://doi.org/10.1080/0142159X.2020.1755030
https://doi.org/10.1080/0142159X.2020.1755030
https://doi.org/10.1001/jama.2021.25181
https://doi.org/10.1111/jan.16307
https://doi.org/10.1177/0893318907301986
https://doi.org/10.2307/20159600
https://doi.org/10.2307/20159600
https://doi.org/10.2307/3094890
https://doi.org/10.1186/s12913-017-2601-9
https://doi.org/10.1007/s10880-008-9100-4
https://doi.org/10.1177/1077558716673459
https://doi.org/10.1186/1748-5908-8-139
https://doi.org/10.1186/s13012-017-0657-x
https://doi.org/10.1001/jama.282.15.1458
https://doi.org/10.1001/jama.282.15.1458
https://doi.org/10.1136/bmjqs-2014-003525
https://doi.org/10.1136/bmjopen-2022-066793
https://doi.org/10.1093/geront/41.4.525
https://doi.org/10.5465/amj.2016.0689
https://www.dovepress.com
https://www.dovepress.com


62. Uche UI, Stearns J, Lee K. Capabilities, opportunities, motivations, and practices of different sector professionals working on community 
environments to improve health. Can J Public Health. 2024;115(1):132–142. doi:10.17269/s41997-023-00824-y

63. Willmott TJ, Pang B, Rundle-Thiele S. Capability, opportunity, and motivation: an across contexts empirical examination of the COM-B model. 
BMC Public Health. 2021;21(1). doi:10.1186/s12889-021-11019-w

64. Schmittdiel JA, Gopalan A, Lin MW, Banerjee S, Chau CV, Adams AS. Population health management for diabetes: health care system-level 
approaches for improving quality and addressing disparities. Curr Diab Rep. 2017;17(5). doi:10.1007/s11892-017-0858-3

65. Farmanova E, Baker GR, Cohen D. Combining integration of care and a population health approach: a scoping review of redesign strategies and 
interventions, and their Impact. Int J Integr Care. 2019;19(2). doi:10.5334/ijic.4197

66. Wojcik O, Miller CE, Plough AL. Aligning health and social systems to promote population health, well-being, and equity. Am J Public Health. 
2020;110(S2):S176–S177. doi:10.2105/AJPH.2020.305831

67. Kindig DA. Purchasing population health: aligning financial incentives to improve health outcomes. Health Serv Res. 1998;33(2 Pt 1):223–242.
68. Gottlieb L, Tobey R, Cantor J, Hessler D, Adler NE. Integrating social and medical data to improve population health: opportunities and barriers. 

Health Aff. 2016;35(11):2116–2123. doi:10.1377/hlthaff.2016.0723
69. Woolf SH, Purnell JQ, Simon SM, et al. Translating evidence into population health improvement: strategies and barriers. Annu Rev Public Health. 

2015;36(1):463–482. doi:10.1146/annurev-publhealth-082214-110901
70. Cohen B. Barriers to population-focused health promotion: the experience of public health nurses in the province of Manitoba. Can J Nurs Res. 

2006;38(3):52–67.
71. Gross K, Brenner JC, Truchil A, Post EM, Riley AH. Building a citywide, all-payer, hospital claims database to improve health care delivery in a 

low-income, urban community. Popul Health Manag. 2013;16(S1):S–20–S–5. doi:10.1089/pop.2013.0037
72. Hildebrandt H, Hermann C, Knittel R, Richter-Reichhelm M, Siegel A, Witzenrath W. Gesundes Kinzigtal Integrated Care: improving population 

health by a shared health gain approach and a shared savings contract. Int J Integr Care. 2010;10(2). doi:10.5334/ijic.539
73. Miron-Spektor E, Ingram A, Keller J, Smith WK, Lewis MW. Microfoundations of organizational paradox: the problem is how we think about the 

problem. Acad Manage J. 2018;61(1):26–45. doi:10.5465/amj.2016.0594
74. Bone AE, Gomes B, Etkind SN, et al. What is the impact of population ageing on the future provision of end-of-life care? Population-based 

projections of place of death. Palliat Med. 2018;32(2):329–336. doi:10.1177/0269216317734435
75. Dall TM, Gallo PD, Chakrabarti R, West T, Semilla AP, Storm MV. An aging population and growing disease burden will require a large and 

specialized health care workforce by 2025. Health Aff. 2013;32(11):2013–2020. doi:10.1377/hlthaff.2013.0714
76. Reid RJ, Wodchis WP, Kuluski K, et al. Actioning the Learning Health System: an applied framework for integrating research into health systems. 

SSM Health Syst. 2024;2:100010. doi:10.1016/j.ssmhs.2024.100010

Journal of Healthcare Leadership                                                                                                      Dovepress 

Publish your work in this journal 
The Journal of Healthcare Leadership is an international, peer-reviewed, open access journal focusing on leadership for the health profession. 
The journal is committed to the rapid publication of research focusing on but not limited to: Healthcare policy and law;Theoretical and practical aspects 
healthcare delivery; Interactions between healthcare and society and evidence-based practices; Interdisciplinary decision-making; Philosophical and 
ethical issues; Hazard management; Research and opinion for health leadership; Leadership assessment. The manuscript management system is 
completely online and includes a very quick and fair peer-review system. Visit http://www.dovepress.com/testimonials.php to read real quotes from 
published authors.  

Submit your manuscript here: https://www.dovepress.com/journal-of-healthcare-leadership-journal

Journal of Healthcare Leadership 2024:16                                                                                   DovePress                                                                                                                         401

Dovepress                                                                                                                                                          Terpou et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.17269/s41997-023-00824-y
https://doi.org/10.1186/s12889-021-11019-w
https://doi.org/10.1007/s11892-017-0858-3
https://doi.org/10.5334/ijic.4197
https://doi.org/10.2105/AJPH.2020.305831
https://doi.org/10.1377/hlthaff.2016.0723
https://doi.org/10.1146/annurev-publhealth-082214-110901
https://doi.org/10.1089/pop.2013.0037
https://doi.org/10.5334/ijic.539
https://doi.org/10.5465/amj.2016.0594
https://doi.org/10.1177/0269216317734435
https://doi.org/10.1377/hlthaff.2013.0714
https://doi.org/10.1016/j.ssmhs.2024.100010
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Material and Methods
	Study Design
	Setting
	Participants
	Data Collection
	Data Analysis

	Results
	Alignment Among Healthcare Leaders
	Divergence Among Healthcare Leaders
	Mental Model I: AFocus on Operational Pressures and Acute Care
	Mental Model II: The Reinforcing Roles of Population Health and Acute Care
	Comparing and Contrasting Mental Models
	Goals
	Tactics
	Impact on Role


	Healthcare Leaders Perceived Necessary Organizational Changes

	Discussion
	Limitations and Future Directions
	Conclusions
	Acknowledgments
	Author Contributions
	Funding
	Disclosure

