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LEADERSHIP PERSPECTIVE

The Upstream Hospital Leader: 
Taking Action to Improve Population 
Health
Ross Graham and Ryan Meili

Abstract
Canadian hospital leaders face numerous barriers when they 
seek to work upstream in an effort to improve population 
health. A noted challenge is lack of role clarity. We introduce 
the concept of an “upstream hospital leader” in an attempt 
to address this challenge, and suggest behaviours for how 
this role can advance population health at the individual, 
organizational and health system levels. These sugges-
tions aim to contribute to the ongoing conversation and 
growing interest in the role of hospitals in population health 
improvement. We invite feedback on these suggestions and 
encourage leaders to explore opportunities where greater 
upstream action by their hospital and health system can 
improve population health.

Background

“Everyone in healthcare is working to improve popula-
tion health these days. Or will be very soon. Or feel that 
they ought to be” (Casalino et al. 2015: 819).

Widespread adoption of the Triple Aim suggests its compo-
nents – patient care, population health and cost reduction – 
resonate as critical goals for healthcare providers and health 
systems (Whittington et al. 2015). Resonance of the first and 
third aims is unsurprising. Improving patient care aligns with 

traditional notions regarding the mandate of health systems 
and the professional responsibilities of clinicians. Similarly, 
there is consensus on the need to control or reduce healthcare 
spending (Simpson 2012). Resonance of the second aim has 
pleasantly surprised other health system actors who have long 
sought to advance population health (e.g., public health). This 
is because many in public health believe healthcare providers, 
namely, hospitals, have had little interest in population health 
over the past three decades (Casalino et al. 2015). Public health 
actors cite that while the World Health Organization (1986) 
has long advocated that healthcare providers “move increas-
ingly in a health promotion direction, beyond [their] respon-
sibility for providing clinical and curative services,” progress 
in this area has been limited and the optimal role for hospitals 
in population health improvement remains unclear (Catford 
2014; Hancock 2011; Nutbeam 2008).

However, evidence suggests that Canadian hospitals have 
long desired to become more active in illness and injury 
prevention and population health improvement (Cohen 
et al. 2014; Neudorf 2012; Poland et al. 2005, Thompson 
et al. 1986). Unfortunately, few hospitals have been able to 
make significant progress in this area because demand for 
treatment consistently outpaces funding, and few Canadian 
hospitals are held accountable or are incentivized to improve 
population health (Frankish et al. 2007, Graham et al. 2014). 
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The  result is  a  challenging  scenario for hospital leaders 
(Canadian Institute for Health Improvement 2014; Lalonde 
1989). While leaders may wish to allocate resources towards 
population health improvement activities, they are subject 
to the “tyranny of the urgent” and are predominantly held 
accountable for financial and clinical performance. This is 
problematic because hospital financial and clinical perfor-
mance has “only tenuous or very indirect linkage with the 
improvement of the health and well-being of a population” 
(Denis 2014: 8). 

Healthy populations clearly require acute care services, 
which are most often provided in hospitals. However, many 
suggest that Canadian health systems are overly acute care-
centric, struggle to control costs and poorly address the needs 
of Canadians with chronic diseases (Daar et al. 2007; Picard 
2013; Simpson 2012). This includes high-needs patients 
(Kuluski et al. 2013) and high-use/cost patients (Fitzpatrick et 
al. 2015). Acute care-centric systems also limit resources avail-
able to address the more influential determinants of popula-
tion health: lifestyle factors and the social, economic, built 
and natural environments in which we live (Canadian Public 
Health Association 2015; Mikkonen and Raphael 2010). In 
other words, how effective are health systems that “treat people’s 
illnesses, [but] then send them back to the conditions that 
made them sick?” (Bégin in Mikkonen and Raphael 2010: 5). 
Lewis (2010: 2) reports another issue with acute care-centric 
health systems: The public becomes “persuaded of the value 
of increasingly specialized and sophisticated healthcare and 
health technology, despite the clear absence of effect on health 
status.” Serving a community that has a “symbolic and empir-
ical devotion to health care” only exacerbates the challenge 
of advancing population health for hospital leaders (Lewis 
2010: 2). The result is that the majority of health spending 
and health policy attention remains focused on improving and 
increasing healthcare services. While some evidence suggests 
that these investments have paid off (such as the 16% reduc-
tion in Canada’s hospital standardized mortality ratio since 
2009), rising chronic disease rates and various population 
health indicators (such a threefold increase in youth obesity 
rates over the past 30 years) demonstrate that the acute-care-
centric status quo is unacceptable (CIHI 2015): “The reality 
is that we’re treating symptoms. If we are going to flatten the 
cost or demand curves, the only way to do that effectively is to 
move upstream” (Waldner in Tremblay 2012: 15).

The topical issue of supporting high-use/cost patients by 
“hot-spotting” is an example of the need to work upstream. 
Two-thirds of Canadian healthcare resources are spent caring 
for only 5% of high-use patients (CIHI 2014a). Health systems 
across Canada have taken bold action in an attempt to better 
support these patients and reduce costs. However, many initial 
hot-spotting approaches have limited success because they 
focus solely on reorganizing care, and only for patients who 
are already high-use (Fitzpatrick et al. 2015). To address these 
limitations, health leaders across Canada have recognized the 
need for an upstream approach (CIHI 2014a). For hospital 
leaders, upstream hot-spotting presents an opportunity to 
improve patient care and reduce costs through collaborating 
with housing, education, transportation, justice, social services 
and urban planning stakeholders. It also presents an opportu-
nity for hospital leaders to engage and educate political leaders 
and the public about the powerful inf luence of the social 
determinants of health (SDOH) on health and healthcare costs.

In addition to hot-spotting, a number of approaches have 
been suggested to support hospitals to work upstream. For 
example, Neudorf (2012) and Cohen et al. (2014) recommend 
that Canadian hospital leaders adopt a “population health 
lens” in decision-making. Poland et al. (2005) suggest greater 
collaboration between hospitals and community agencies. 
There is also a growing literature on the role of hospitals as 
“anchor institutions” in their communities, and the important 
role hospitals can play in local economic development through 
their purchasing, real estate, advocacy and hiring practices 
(Dragicevic 2015; Duffy & Pringle 2013). In the United States, 
3,000 hospitals must now demonstrate community benefit 
beyond provision of medical treatment to remain exempt 
from federal taxes (Rubin et al. 2015). Also in the United 
States, Shortell has advocated for the creation of “population 
health organizations,” where hospitals and public health are 
integrated to better focus on addressing the determinants of 
health (Casalino et al. 2015). In (mostly) Europe and Asia, over 
1,000 hospitals comprise the international Health-Promoting 
Hospitals movement, which posits that hospitals should (1) 
be healing environments, (2) use ‘clinical health promotion’ 
approaches with patients, (3) be healthy workplaces and (4) 
form inter-sectorial partnerships to create healthy communities 
(Pelikan et al. 2013).

Others have suggested the rise in chronic diseases and 
healthcare spending in Canada requires more drastic action. 
This includes the recommendation from Goodfellow (2015: 
148) for a “dramatic dehospitalization” of current systems. 
Similarly, Hancock (2011: ii267) advocated for “a profound 
re-orientation of our current illness-care system.” However, 
while radical reform may be necessary, study of health system 
reform in Canada suggests that change will most likely be 
evolutionary not revolutionary (Lazar et al. 2013).
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We applaud these approaches and support their continued 
investigation. However, a persistent challenge for hospitals 
across these approaches is lack of role clarity (CIHI 2014). 
In particular, limited attention has been paid to the role of 
hospital leaders in advancing this work (Wieczorek et al. 
2015). This is unfortunate given the important role hospital 
leaders can play in population health improvement, and 
the challenging scenario many face when trying to advance 
upstream, population health-promoting activities (Cohen et 
al. 2014; Johnson 2001). In the remainder of this article, we 
introduce the concept of the “upstream hospital leader” and 
draw on the literature to suggest possible behaviours for this 
role at the personal (micro), organizational (meso) and system 
(macro) levels. These three levels are consistent with guidance 
literature for upstream family physicians (College of Family 
Physicians of Canada 2015).

Far from ground-breaking, our aim is to provide practical 
advice to busy hospital leaders interested in advancing this 
important and challenging area. We acknowledge that some 
leaders already practice these behaviours, and some Canadian 
hospitals are recognized as leaders in population health 
improvement (e.g., Winnipeg’s Seven Oaks General Hospital 
for physical activity and Toronto’s St. Michael’s Hospital for 
health equity). We include hospital-based clinical leaders in 
our definition, and have developed the suggestions accordingly. 
Those with a specific interest in the role of hospital-based clini-
cians in advancing population health should review existing 
literature on the topic (e.g., Allen et al. 2013; College of Family 
Physicians of Canada 2015; Whitehead 2005).

The Upstream Hospital Leader
Hospitals, as organizations, and those in leadership positions 
within hospitals are well-positioned to advance population health:

[Hospitals] represent the main concentration of health 
service resources, professional skills and medical 
technology. Communities readily identify with hospitals. 
They generally have substantial prestige and their staff 
are well respected. They are seen as credible sources of 
advice and expertise on health issues beyond their respon-
sibilities for sick care services. So although hospitals are 
the high temples of sick care, the extensive resources 
they command mean that even a small shift of focus 
has the potential to bring about an increase in resources 
dedicated to health promotion and, in time, health 
benefits to a community (Johnson and Baum 2001: 282).

Hospital leaders (at all levels) have opportunities to advance 
population health as individuals, and as part of teams, organiza-
tions and a health system. The upstream hospital leader is someone 
who makes a concerted effort to seize these opportunities. This 
can range from leading revolutionary change to supporting a 
small shift of focus (Johnson 2001). The term “upstream” in 
this context refers to striving to prevent illness and injury by 
addressing root causes (rather than the notion of “swimming 
upstream,” although this may be required on occasion). To 
support busy hospital leaders interested in moving upstream, 
example behaviours are suggested below. These suggestions, 
and the notion of an upstream hospital leader, also contribute 
to ongoing discussions about the role of health professions and 
organizations in population health improvement. This includes 
physicians (Canadian Medical Association 2013; College of 
Family Physicians of Canada 2015), nurses (Canadian Nurses 
Association 2005; Whitehead 2005), all healthcare professionals 
(Allen et al. 2013) and medical schools (Health Canada 2001). 
An “all hands on deck” approach is clearly needed to achieve any 
significant reorientation of Canadian health systems and service 
providers towards population health.

Suggested Behaviours of an Upstream Hospital 
Leader
At the personal (micro) level
•	 Learn about the impact of the SDOH and your commu-

nity’s health status, including key determinants and health 
equity issues (Neudorf 2012).

•	 Learn about possible interventions hospitals can use to 
advance population health (examples reported above) and 
introduce these interventions to colleagues (Johnson and 
Baum 2001).

•	 Learn about local, regional and/or national initiatives that aim 
to improve population health (e.g., Coalitions Linking Action 
and Science for Prevention [CLASP]) and determine whether 
your hospital could get involved (Poland et al. 2005).

At the organization (meso) level
•	 Test interventions that can advance population health in 

your setting (e.g., clinical health promotion approaches) and 
disseminate evaluation results (Johnson and Baum 2001).

•	 Assess the social challenges faced by patients who access 
your hospital and engage them in addressing these 
challenges (Ready 2014).

•	 Use community health assessment data to inform team, 
program and strategic planning (Neudorf 2012).

•	 Empower clinicians to explore clinical health promotion 
approaches with patients (Wieczorek et al. 2015).

•	 Empower clinicians and staff to learn about population 
health and be active in community partnerships that 
advance population health (Poland et al. 2005).
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•	 Consider the impact on population health in the evalua-
tion of projects, programs and services (Johnson and Baum 
2001).

•	 Build relationships, partner and establish regular commu-
nication mechanisms with local public health leaders and 
community-based organizations (Poland et al. 2005).

•	 Communicate the importance of the SDOH to members 
of the public and engage the public in discussions on how 
you can collaborate to improve health (Johnson 2001).

•	 Explore the role of the hospital’s board and foundation in 
community partnerships and advocacy (Johnson 2001).

•	 Develop social impact guidelines for purchasing and 
procurement activities (Duffy and Pringle 2013).

•	 Explore strategies to leverage the hospital’s social capital, 
real estate holdings and other assets to advance local social, 
economic and land use planning goals (Dragicevic 2015).

At the health system (macro) level
•	 Support the upstream reorientation of healthcare providers 

and health systems (Hancock 2011).
•	 Advocate at municipal, provincial/territorial and federal 

forums about key health determinants and equity issues 
(e.g., healthy urban planning) (Johnson 2001).

•	 Promote the concept of health-in-all-policies as a means 
of integrating upstream thinking into policy making 
(Casalino et al. 2015).

•	 Participate in community partnerships as an individual or 
on behalf of your hospital (Poland et al. 2005).

•	 Advocate that your professional association(s) support the 
upstream reorientation of healthcare providers and health 
systems.

•	 Support the integration of population health into health 
leadership education (e.g., MHA programs; Joshi 2015).

•	 Engage political leaders and policy makers to enhance their 
understanding of the SDOH and policies that would help 
improve health outcomes.

•	 Use the platform given to you by your leadership role to 
speak in the media and other public venues in promotion 
of policies that improve health equity (Allen et al. 2013).

While appropriateness of these suggestions will vary by 
context, this list provides a starting place for hospital leaders 
to consider actions they can take to support population health 
improvement. 

Conclusion
Canadian hospital leaders face a challenging scenario when 
they seek to work upstream in an effort to improve population 
health. Thankfully, there are a number of exciting approaches 
being explored to support hospitals advance this work. We have 
suggested some example behaviours to guide hospital leaders 

advance these approaches and more broadly, the reorientation 
of their organization and health system. We invite feedback on 
these suggestions and encourage leaders to have discussions with 
their colleagues about how best to advance population health in 
their setting and system. There is great need for bold, upstream 
leadership if we are to improve the health of Canadians. 

Acknowledgements
Thank you to Dr. Irving Rootman and Howard Waldner for 
reviewing and providing valuable feedback on this commentary.

References
Allen, M., J. Allen, S. Hogarth and M. Marmot. 2013. Working for 
Health Equity: The Role of Health Professionals. London, UK: UCL 
Institute of Health Equity.

Canadian Institute of Health Information. 2014. Exploring a Population 
Health Approach in Health System Planning and Decision-Making. 
Ottawa, ON: Author.

Canadian Institute for Health Information. 2014a. Pan-Canadian Forum 
on High Users of Health Care: Summary Report. Ottawa, ON: Author.

Canadian Institute for Health Information. 2015. “Your Health System.” 
Retrieved January 8, 2016. <http://yourhealthsystem.cihi.ca/>.

Canadian Medical Association. 2013. Physicians and Health Equity: 
Opportunities in Practice. Ottawa, ON: Author.

Canadian Nurses Association. 2005. Social Determinants of Health and 
Nursing: A Summary of the Issues. Ottawa, ON: Author.

Canadian Public Health Association. 2015. Global Change and Public 
Health: Addressing the Ecological Determinants of Health. Ottawa, ON: 
Author.

Casalino, L.P., N. Erb, M.S. Joshi and S.M. Shortell. 2015. “Accountable 
Care Organizations and Population Health Organizations.” Journal of 
Health Politics, Policy and Law 40(4): 819–35.

Catford, J. 2014. “Turn, Turn, Turn: Time to Reorient Health 
Services.” Health Promotion International 29(1): 1–4.

Cohen, D., T. Huynh, A. Sebold, J. Harvey, C. Neudorf and A. Brown. 
2014. “The Population Health Approach: A Qualitative Study of 
Conceptual and Operational Definitions for Leaders in Canadian 
Healthcare.” SAGE Open Medicine 2: 2050312114522618. 

College of Family Physicians of Canada. 2015. Best Advice: Social 
Determinants of Health. Mississauga, ON: Author.

Daar, A.S., P.A. Singer, D.L. Persad, S.K. Pramming, D.R. Matthews, 
R. Beaglehole et al. 2007. “Grand Challenges in Chronic 
Non-Communicable Diseases.” Nature 450(7169): 494–96.

Denis, J.L. 2014. “Accountability in Healthcare Organizations and 
Systems.” Healthcare Policy 10(SP): 8–11.

Dragicevic, N. 2015. Anchor Institutions. Toronto, ON: The Mowat 
Centre, University of Toronto & The Atkinson Foundation. 

Duffy, R., and A. Pringle. 2013. Buying Local: Tools for Forward-
Thinking Institutions. Vancouver, BC: Columbia Institute, LOCO BC 
and ISIS Research Centre, University of British Columbia. 

Fitzpatrick, T., L.C. Rosella, A. Calzavara, J. Petch, A.D. Pinto, 
H. Manson et al. 2015. “Looking Beyond Income and Education: 
Socioeconomic Status Gradients among Future High-Cost Users of 
Health Care.” American Journal of Preventive Medicine 49(2):161–71.

The Upstream Hospital Leader: Taking Action to Improve Population Health  Ross Graham and Ryan Meili

http://yourhealthsystem.cihi.ca/


Healthcare Quarterly  Vol.18 No.4  2016   29 

Frankish, C.J., G.E. Moulton, D. Quantz, A.J. Carson, A.L. Casebeer, 
J. Eyles et al. 2007. “Addressing the Non-Medical Determinants of 
Health: A Survey of Canada’s Health Regions.” Canadian Journal of 
Public Health 98(1): 41–47.
Goodfellow, C. 2015. “The Dramatic Dehospitalization of Health 
Services is a Prerequisite for a Sustainable and Effective Health System.” 
Healthcare Management Forum 27(4): 148–51.
Graham, R., J.A. Boyko and S. L. Sibbald. 2014. “Health Promoting 
Hospitals in Canada: A Proud Past, an Uncertain Future.” Clinical 
Health Promotion 4(2): 70–75.
Hancock, T. 2011. “Health Promotion in Canada: 25 Years of Unfulfilled 
Promise.” Health Promotion International 26(Suppl. 2): ii263–7.
Health Canada. 2001. “Social Accountability: A Vision for Canadian 
Medical Schools.” Ottawa, ON: Author.
Johnson, A. 2001. “Public Health Advocacy - Determining a Role for 
Staff of a Public Hospital.” Australian Health Review 24(2): 112–19.
Johnson, A. and F. Baum. 2001. “Health Promoting Hospitals: 
A Typology of Different Organizational Approaches to Health 
Promotion.” Health Promotion International 16(3): 281–87.
Joshi, M. 2015. “Positioning Hospitals to Advance Health.” Hospitals 
& Health Networks Daily. Retrieved January 8, 2016. <http://www.
hhnmag.com/articles/3382-positioning-hospitals-to-advance-health>.
Kuluski, K., S.N. Hoang, A.K. Schaink, C. Alvaro, R.F. Lyons, 
R. Tobias and C.M. Bensimon. 2013. “The Care Delivery Experience 
of Hospitalized Patients with Complex Chronic Disease.” Health 
Expectations 16(4): e111–3.
Lalonde, M. 1989. “Hospitals Must Become True Health Centres.” 
Dimensions in Health Service 66(8): 39–41.
Lazar, H., J. Lavis, P.G. Forest and J. Church, eds. 2013. Paradigm 
Freeze: Why is it so Hard to Reform Health-Care Policy in Canada. 
Kingston, ON: McGill-Queen’s Press.
Lewis, S. 2010. “Creating Incentives to Improve Population Health.” 
Preventing Chronic Disease 7(5): A93.
Mikkonen, J. and D. Raphael. 2010. Social Determinants of Health: 
The Canadian Facts. Toronto, ON: School of Health Policy and 
Management, York University.
Neudorf, C. 2012. “Integrating a Population Health Approach 
into Healthcare Service Delivery and Decision Making.” Healthcare 
Management Forum 25(3): 155–59.
Nutbeam, D. 2008. “What Would the Ottawa Charter Look Like if it 
Were Written Today?” Critical Public Health 18(4): 435–41.
Pelikan, J.M., C. Dietscher and H. Schmied. 2013. “Health Promotion 
for NCDs in and by Hospitals: A Health Promoting Hospital 
Perspective.” Global Handbook on Noncommunicable Diseases and 
Health Promotion (pp. 441-60). New York, NY: Springer.

Picard, A. 2013. “The Path to Health Care Reform: Policy and 
Politics.” Ottawa, ON: The Conference Board of Canada.

Poland, B., H. Graham, E. Walsh, P. Williams, L. Fell, J.M. Lum et al. 
2005. “Working at the Margins’ or ‘Leading From Behind’?: A 
Canadian Study of Hospital-Community Collaboration.” Health & 
Social Care in the Community 13(2): 125–35.

Ready, T. 2014. “How Hospitals Can Become ‘Upstreamists’.” Health 
Leaders Media. Retrieved January 8, 2016. <http://healthleaders-
media.com/page-1/FIN-309472/How-Hospitals-Can-Become-
Upstreamists>.

Rubin, D.B., S.R. Singh and G.J. Young. 2015. “Tax-Exempt Hospitals 
and Community Benefit: New Directions in Policy and Practice.” 
Annual Review of Public Health 36: 545-557.

Simpson, J. 2012. Chronic Condition: Why Canada’s Health Care System 
Needs to be Dragged into the 21st Century. Toronto, ON: Allen Lane.

Thompson, C., S. Davidson and D. LeTouzé. 1986. “National Survey 
Reveals how Hospitals are Promoting Health.” Dimensions in Health 
Service 63(6): 17–20.

Tremblay, K. 2012. “In Conversation with Howard Waldner.” 
Healthcare Quarterly 15(4): 23–26.

Whitehead, D. 2005. “Health Promoting Hospitals: The Role and 
Function of Nursing.” Journal of Clinical Nursing 14(1): 20–27.

Whittington, J.W., K. Nolan, N. Lewis and T. Torres. 2015. “Pursuing 
the Triple Aim: The First 7 Years.” Milbank Quarterly 93(2): 263–300.

Wieczorek, C.C., B. Marent, F. Osrecki, T.E. Dorner and W. Dür. 
2015. “Hospitals as Professional Organizations: Challenges for 
Reorientation Towards Health Promotion.” Health Sociology Review 
24(2): 123–36.

World Health Organization. 1986. Ottawa Charter for Health 
Promotion. Ottawa, ON: Proceedings of the First International 
Conference on Health Promotion.

About the Authors 
Ross Graham, CHE, is the leader of physician performance 
enhancement at the Vancouver Island Health Authority 
and an affiliate researcher at the UBC Centre for Health 
Services and Policy Research. He can be reached by email at: 
ross.graham@viha.ca, or by telephone at: 250-370-8462

Ryan Meili, MD, CCFP, is a family physician, founder of 
Upstream: Institute for a Healthy Society, head of the University 
of Saskatchewan College of Medicine’s Division of Social 
Accountability, and an expert adviser with the Evidence Network.

Ross Graham and Ryan Meili  The Upstream Hospital Leader: Taking Action to Improve Population Health

electronichealthcare.net

http://www.hhnmag.com/articles/3382-positioning-hospitals-to-advance-health
http://www.hhnmag.com/articles/3382-positioning-hospitals-to-advance-health
http://healthleadersmedia.com/page-1/FIN-309472/How-Hospitals-Can-Become-Upstreamists
http://healthleadersmedia.com/page-1/FIN-309472/How-Hospitals-Can-Become-Upstreamists
http://healthleadersmedia.com/page-1/FIN-309472/How-Hospitals-Can-Become-Upstreamists
mailto:ross.graham@viha.ca

