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Title  

 

A new governance model to the French healthcare institution? 

“Primum non nocere” - Hippocrates 

 

 

 

Abstract 

 

This academic paper studies the evolution of the hospital governance. The French healthcare 

institution has known several major changes since its creation in the middle Ages. The last 

decade has given some important evolutions to the public health domain. Indeed, as we will it 

through this paper, the hospital governance is changing, becoming closer and closer to a 

corporate governance. But still, it is not yet the time to compare the public hospital to a 

company, to a private corporate. The values between the private and the public sector are 

strongly different, which gives two different positions in terms of strategy. However, the 

hospital governance is adopting a management model and a financial model very close to the 

ones of the corporate world.  

 

The purpose of this paper is to find out how the hospital governance is evolving, and how is it 

able to change its governance model.  
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Introduction 

  

Problem Definition  

 

The French health system faces a major crisis. The famous professor François Nicoli, 

neurologist at the hospital Timone in Marseilles (FRANCE), has resigned from his job in 

order to denounce “the flagrant and persistent failure of medical and human resources which 

do not permit any more to meet the requirements of the quality of care”. The numerous strikes 

organized by the nurses are another response to this problem.  

 

All the reforms that have been done since several years which are affecting the hospital 

institution, as for instance the law HPST (Hôpitaux, Patients, Santé & Territoire) in 2009  and 

2012, are interpreted from specialists of the healthcare industry as the application of Anglo-

saxon concepts of “new public management” and “corporate governance” of hospitals. 

Mordelet: “Anglo-Saxons have developed the concepts of ‘new public management’ and 

‘corporate governance’ which suggest to hospitals the culture and the management tools of 

private corporates, the rules of the market and competition”. Such analyses seem to be based 

on a misinterpretation of the notion of corporate governance given its theoretical origin and its 

initial objectives.  

 

 

Research Question – Objectives  

 

Our objective through this paper will be defined as following: finding an answer to the issue 

of the organizational crisis in hospitals. In order to run such a project, we will first make a 

summary of all the papers related to this topic. The values and the missions of the hospitals 

will be defined in a first part; we will work on the structure of a hospital, its intern 

organization. As the paper is about hospital governance, we will in a third part, explain the 

concept of corporate governance. We will see then how difficult it is to apply governance to 

hospitals in the French system. Therefore, we will do a comparison with the Anglo-Saxon 

model. And to finish, we will try to give  

 

More precisely, here is our research question: in what extent the French health care 

institution: the hospital, can adapt itself to a new governance model?  
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Theoretical background: Literature review  

 

 

What are the missions of the hospitals?  

 

The actual missions of the hospitals are function of the values of this institution. The 

traditional values are the result of centuries of history: charity in the middle Ages and during 

the Renaissance, the hospital became a clinic in the twentieth century, in France.  

 

In the middle Ages, the vocation of the hospital was closely linked to religion. From the 

eleventh century, charity hospital became one of the incarnations of spirituality. At this time, 

hospital belongs to the patrimony of the Church, is under the control and authority of the 

bishop. Its resources only come from charity of individuals. But, it was still not a place of 

medical care.  

 

During the Renaissance, the ‘royal power’ tried to control the religious power, and in 

particular the hospital management. In order to succeed, they encouraged the involvement of 

lay people in the management. A municipal tax was created to fund a portion of the hospital 

costs. These are still largely financed by charity donations. God-hotels were created to lock up 

patients contracting infectious diseases, and general hospitals that received poor patients, the 

elderly, vagrants and orphans. This period which was highly marked by secularization was 

also marked by the arrival of lay caregivers as colleagues of the religious and royal officers in 

the senior hospital management.  

 

The Revolution had another effect on the hospitals: nationalization, with one major challenge: 

the State cannot face the issue of the significant increase in the hospital spending. Therefore, 

governments started to disengage from the hospital management and entrusted this mission to 

the municipalities.  

 

The medicalization of hospitals took place in the late eighteenth century, at a very gradually 

pace. The Age of Enlightenment has marked a watershed in the medicine’s history. This 

evolution has continued throughout the nineteenth century, thanks to the scientific progress, 

and accelerated during the first half of the twentieth century. The first social insurance 

appeared, before their widespread use after World War II, in 1945.  

 

In 1940, we have deleted the hospices. The French law enshrined the hospital as a public 

health and welfare institution. It benefits yet from the legal personality and financial 

autonomy, but it is still attached to a local authority. 1958, the “Réforme Debré” has created 

the university hospitals (CHU – Centre Hospitalo-Universitaire): a place of medical care and 
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research where practitioners and academics were bringing together. Since that day, the 

hospital which is a growing economic sector became a center of medical excellence.  

 

“The Golden Age” of the public health institutions has enabled our country France to acquire 

health facilities in a very performing way between 1958 and 1985. But the slowing growth 

due to the first oil crisis, the increasing costs of the medical research and the spreading 

deficits of the social systems, the public authorities used several tools to regulate the 

accelerated dynamic of spending and to reform the funding arrangements; meaning that the 

hospital faced two objectives: organizing the offer of care and planning their distribution 

throughout the territory according to the assessment of the needs of the population, but also 

regulating the spending. The hospital has to be organized as a health care company while 

optimizing their financial resources.  

 

The act of 1941 December, 21st, completed later with the regulation of public administration 

of 1943 April, 17th, tried to bring order into the internal structure of the public hospitals. One 

action was to organize into a hierarchy. 1958 was much richer in term of hospital 

organization, a time during which the health had been administrated by a series of acts with 

seeable effects: regulation’s reform, coordination of health care private and public institutions, 

development of the internal structure of public hospitals, creation of teaching hospitals thanks 

to Debré’s reform. In the 1960’s, the hospital, a growing economic sector, became a center of 

medical excellence. It was not until the act of 1970 December, 31st that the hospital was 

recognized as the hub of the health system in France. Nevertheless, this situation was not 

sustainable, as in 1979 and 1987 hospitals have been under high surveillance thanks to several 

laws. This was a rude evolution for this domain that had to live with a budget constraint. As a 

result they had to manage a new challenge: their capacity to develop while this constraint was 

getting more and more heavy. Therefore, hospitals had to re-concentrate on more profitable 

activities and find qualitative values for the status “pole of excellence”. 

Nowadays, public and private institutions are facing new challenges: first of all, the one 

concerning the funding by a reform that indicates, since 2004, a pricing policy based on the 

activity which permits to best compare the hospitalization costs between the two sectors, 

public or private. It can also create competition between two institutions.  
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Then, new rules of hospitalization planning, taken in 2003, conducted to distribute market 

shares between the hospitals in a territory of nearness health. Concerning the public 

institutions, their disillusionment showed a deep identity crisis. They restructure their selves  

 

Then, the new rules of hospitalization planning, taken in 2003, conducted to distribute market 

shares between the hospitals in a territory of nearness health. Concerning the public 

institutions, their disillusionment showed a deep identity crisis. They restructure their selves 

and set up a new governance, first thanks to “Plan Hôpital 2007” and then by the “Plan 

Hôpital 2010”.  

 

Hospital is caught between in one hand the concern to arrange enough freedom to satisfy the 

legitimate needs of the patients, and in another hand the burning obligation to submit itself to 

the control of the State and/or the funders; between the duty to treat and the need to it at the 

lowest price as possible for the community. Henceforth, this double requirement of quality 

 

 

Before T2A, resources were 

disconnected from the evolution 

of the activity. Resources were 

allocated according to the 

previous year. 

After T2A, resources were 

calculated based on an 

estimation of activities and 

incomes 
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and security pushed the institutions to rationality where balance in the budget and the 

necessity to find state-of-the-art medical equipment are leading the governance.  

 

Now, the hospital in France is one of the leading institutions of the society: a hospital 

combining the function of medical care facility with those of a teaching and research centre. 

The values shared by this institution are registered in a series of principles formalized in the 

early twentieth century. 

 

 Equality: it implies the total absence of racism and discrimination and the duty to treat 

everyone without regarding the social position and the health status.  

 

 Neutrality: it must be respected. Care has to be provided without referencing the beliefs and 

opinions of the patient.  

 

 Continuity: this public institution is highly characterized by its specific obligations of 

receiving patients in emergency cases. A system of continuity of care must be present, as well 

as a minimum service during strikes. They also have to ensure all treatments, preventive, 

curative and palliative.  

 

 Adaptability: all the changes and reorganizations are designed and produced in order to 

manage well the general interest and the needs of the population.  

 

From these values, are coming the mission of the hospital. According to the ‘Code of Public 

Health’ – Le code de Santé Publique – the hospital has an obligation of ensuring:  

 

 Prevention: the hospital is the main place to detect health problems, particularly via 

emergency. It is reflecting more and more the logics of networking with other health actors as 

for instance the centers of wrestling against cancer. Hospitals are thus well placed to ensure 

their curative and preventive actions, by contributing to make sensitive heterogeneous 

population: the patients, but also the millions of visitors and professionals who work in it.  

 

 The university and post-graduate education: the training of the hospitable or not-

hospitable practitioners, the initial and continuing training of midwives and paramedical staff. 

By cooperating with the 39 medicine faculties and the 16 faculties of dentistry, the hospital 

provides continuing training for the students and interns.  

 

 The research: the hospital is a place for clinical research and an important source of 

medical and pharmaceutical innovations.  
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 Quality of care: the hospital has a system that permits to provide quality medical devices 

that meet the conditions defined by the law. This quality is measured notably through norms 

that the institution has to respect in terms of materials, processes and qualification of the 

human resources.  

 

 Security: the hospital participates through the implementation of vigilance devices to 

improve the security.  

 

One reflection can be made on the situation of the hospital in 2012. This thinking made on the 

results of all these changes in the medical world, especially in hospitals show us a non-

positive effect. The observation of the results of the operations of restructuration but also the 

readings of the public authorities’ reports force us to consider these reforms with caution. In a 

system which is administrated rather than managed, the management tools in place, when they 

exist, are only frequently put into perspective with the strategic analysis. The balance stock of 

reconstructions of hospitals must be also considered with caution. The issue of promoting the 

reorganization of the offer is characterized, since several years, by politics of reduction the 

number of beds and hospitalization places thanks to a real “hunting beds”. The medical 

demography lets us imagine what kind of penuries of tomorrow will appear, but also the 

organizational consequences on the health institutions. It is more a politic of development of 

relevance between the capacities allowed and the real capacity installed rather than a 

restructuration politic. 

 

The crisis that has faced the hospital world refers to two dimensions: the first one is about 

theological issues (what purposes to pursue?) and the second one on the organizational issue 

(which hospital?). The first one indicates that the crisis about the health system tolls the 

hospital between the principles of efficiency, i.e. the financial constraints, and the principles 

of equity, i.e. treating the patient in an equal way. In one hand, the financial resources are 

decreasing positively correlated to the decline of responsibilities of the State, while in the 

other hand the quality of the care have to remain, and even improve. Behind this is hiding the 

notion of arbitrage between the principles of efficiency and equity. But, the hospital’s crisis is 

about the major difficulty of organizations, the difficulty of “working together”. This is the 

organizational dimension of the crisis. Indeed, this crisis is on a background of generalized 

crisis, structure crisis, identity crisis, but also governance crisis. If, like most of organizations, 

everyone agrees on this issue of dysfunctions, the problematic of the methods is still 

remaining.   

 

 

  



Page | 12  
 

The intern organization of the hospital 

 

The general architecture of the internal organization of the hospital 

 

Since 2009, and the law HPST (Hôpital, Patients, Santé et Territoires) the hospital is now in 

an offer of territorial care, and must find its role within the healthcare sector, in relation with 

the other care providers and actors in this domain.  

  

The public health institution must adapt in a better way the environment in which they are 

acting in order to meet the needs of the population. The relaxation of the internal operating 

rules, the growing accountability of the director and of the head of division, the positioning of 

the directory concerning the strategy and the importance given to the medical project are a 

first step.  

 

The law HSPT gave a new architecture to the hospital, which increases the decision process 

capacity in the different hierarchical levels. The public health institutions are composed of a 

supervisory board headed by a director accompanied by the directory. This architecture 

distinguishes the separation of the management (the directory) and the control (the 

supervisory board). This last one organ has a monitoring and advising role, but it is up to the 

director and its directory, to set up and lead its politics.  

 

The new organization, so-called Architecture Nouvelle gives a new repartition of the 

competencies. 

 

Previous Architecture Architecture Nouvelle 

Board of Directors Supervisory Board 

Director, Executive Chairman Chairman of the Directory 

Executive Council Directory 

Head of Department Head of Department 

Head of Service Manager of internal structure 

 

This new architecture is based on the competencies and responsibility. This is a principle 

which is applicable to all the levels of the health institution: regional level, local level, 

department level. It is supposed that the one who takes the decision has decisional 

competencies and sometimes event nomination power.   
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The authorities and their actors 

 

The supervisory board 

 

Composition and functioning 

 

The supervisory board replaces the board of directors. Its missions are focused on the strategic 

policies and the permanent control of the hospital. It is composed of three collectivities and do 

not have more than 15 members.  

 

The number of the members in the three collectivities composing the supervisory board is 

identical. Therefore, as the total number does not have to exceed 15, each collectivity is 

composed of 5 members maximum. Here are the different collectivities: 

 

- The collectivity of the elected representatives 

The members are appointed from their own organisms mandated by the local 

authorities among which are included the Mayor of the municipality or its 

representative, and the President of the General Council (Conseil Général) or its 

representative; 

 

- The collectivity of the medical and non-medical staff representatives 

This grouping represents the staff of the hospital, it is composed of a representative 

elected the committee of nursing, rehabilitation and medical technology (c.f.; la 

commission des soins infirmiers, de reeducation et medico-techniques – CSIRMT). 

The other members are elected by the Medical Commission (c.f.; Commission 

Médicale d’Etablissement – CME) and by the most representative unions.  

 

- The collectivity of the qualified individuals 

The general director of the Regional Health Agency (c.f.; Agence Régional de Santé – 

ARS) elects two members and three others are chosen by the prefect of the department 

among whom two representatives of the users.  

 

The supervisory board elects its own President among the members of the collectivity of the 

elected representatives and among the collectivity of the qualified individuals. All the 

members of the supervisory board, all collectivities included, participate to the election of 

their President. He is elected for 5 year. Its mandate comes to an end when the functions of 

the President as a member of the board stop. The vice-President will be chosen by the 

President in the two collectivities (elected representatives and qualified individuals) who will 

head the board during the absence of the President.  

 

The supervisory board also includes members endowed with a consultative power.  



Page | 14  
 

The President of the Medical Commission, a Vice-President of the directory, participates to 

the different sessions of the board, with a consultative voice. Are members of the supervisory 

board with a consultative voice the following:  

- The general director of the Regional Health Agency, 

- The representative of the organism in charge of ethical issues, when existing,  

- The director of the Health Insurance Fund (c.f.; Caisse d’Assurance Maladie), 

- The director of the training and medical research department in university hospital 

(c.f.; CHU),  

- The representatives of the families of the patients.  

 

The President of the Directory can participate to the sessions without being a member, and 

executes its deliberations.  

By comparison with the old architecture, we can see two major evolutions and consequences. 

The first is the limited number of members of the board compared to the previous Board of 

directors. 

 

 
Nb. of members in the 

Directory 

Nb. of members in the 

Supervisory Board 

University Hospital (CHU) 31 members 

15 members maximum Regional Hospital (CHR) 22 members 

Local Hospital  18 members 

 

 

Another fact is that the President of the Supervisory Board is elected among the elected 

representatives or among the qualified individuals. In the previous architecture, the President 

was automatically assured by the Mayor in the case of municipal hospitals, and by the 

President of the Regional Council in case of departmental hospitals.  

 

Competencies 

 

The very recent HPST reform modifies in depth the governance of public hospitals, endowed 

now with a Supervisory Board and managed by a Director. Therefore, the attributions of the 

Supervisory Board take place in the new architecture. The law HPST confers several roles to 

this newly created organ. The major role: give an opinion on the strategy and exercise 

permanent control on the management.  

 

The Supervisory Board does pronounce itself on the strategy of the hospital and exercise a 

permanent control on the management. In the context of this control, the Board communicates 

to the General Director of the Regional Health Agency the annual report presented by the 
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President and a report on the management. Whenever it is needed, the Board can proceed to a 

check or control and demand for documents that it considers as essential for its mission.  

 

The Supervisory Board also has a decisional competence, it can deliberate on: 

- The hospital project,  

- The conventions,  

- The financial accounts, and the appropriation of net income,  

- All the measures related to the participation to a hospital community or to a project 

aiming at the merger with a public hospital,  

- The annual report concerning the activity, presented by the director,  

- All conventions between the hospital and one of the member of the directory or 

supervisory board, 

- The status of the hospital.  

 

Concerning to the quality politics of the hospital, the Board has a consultative competence.  

It can give an opinion on: 

- The policy of continuous improvement of quality, care security and risk management, 

but also on the condition of home and the support of the users,  

- The acquisitions, alienations, changes of buildings and their affectations,  

- The rules of procedure,  

- The convention of the territorial hospital community.  

 

The President of the Supervisory Board also has the power to suggest ideas to the general 

director of the Regional Health Agency on the conclusion of the territorial hospital 

community. The board has a role of suggestions in terms of hospital community.  

 

The supervisory board is, like the President of the Directory, a decision-making authority. It 

does have a competence of attribution, in contrary to the general competence of the director. 

But its attributions are focused on the strategy to apply and especially on management control 

on the whole activity of the hospital.   

 

To resume, the competencies of the Supervisory Board are several:  

- General role: to pronounce itself on the strategy and exercise a permanent 

management control,  

- Decisional role: to deliberate on the hospital project and on financial accounts and 

affection of the net income,  

- Consultative role: concerning the quality politics,  

- Suggestion role: in terms of hospital community.  
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The directory 

 

Composition and functioning  

 

The directory is a new organ which accompanies and advises the Director in its mission of 

management of the hospital. The directory is an exchange place, where ideas are debated with 

different opinions and point of views: managers, medical and nursing staff. The President of 

the directory is the Director. The Vice-President is the President of the Medical Commission. 

The directory, composed of members coming from various sectors: medical, pharmaceutical, 

odontological, has for mission to keep under surveillance the coherence of the departments’ 

projects according to the medical project and the whole hospital project.  

 

 The directory is composed of seven members for the hospital center, and nine for the 

University hospital. The members are mostly coming from the medical, pharmaceutical and 

odontological staff. They can be members of law or chosen members. 

 

Members of law 

The directory of hospital center includes three members: the Director, the Director of the 

Medical Commission and the President of the committee of nursing, rehabilitation and 

medical technology.  

In the case of university hospitals, there are five members of law: the Director, the Director of 

the Medical Commission, the President of the committee of nursing, rehabilitation and 

medical technology, the Vice-President Dean, and the Vice-President in charge of the 

research.  

 

Chosen members 

The Director, who is the President of the Directory, names the members after having informed 

the Supervisory Board. Four members are named in hospital center, and five in university 

hospitals. The Director chooses the members who belong to the medical staff on a list 

provided by the President of the medical board, Vice-President of the Directory.   

 

The directory is an authority with a medical, pharmaceutical and odontological authority. The 

majority of the members are named by the Director on a suggested list provided by the 

President of the medical board.  The naming is therefore an important managerial decision.  
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Competencies 

 

The public hospital are endowed with the Supervisory Board and headed by a Director who is 

accompanied by the Directory. Concerning the competencies of the Directory, there is a need 

to make a distinction between the preparation, the council, the dialogue and the approval. 

 

The directory has several purposes. It has to prepare the hospital project, notably on the basis 

made by the nursing, rehabilitation and medical technology staff. The director is advised by 

the directory which can also intervene in subjects related to the hospital everyday-life. A 

consultation of the directory is always organized concerning a major part of the management 

politics of the hospital. This permits to the director to benefit from all the different opinions 

and points of view needed for the decision-making process and to prevent, the earliest 

possible, potential difficulties. And finally the directory approves the medical project. This 

project defines the medical strategy of the hospital and specifies the measures that have to be 

done. The President of the Medical Board, Vice-President of the directory, elaborates 

conjointly with the director the medical project.  

 

The decisions made are taken by the director, President of the directory. This means that for 

all these the competencies, the decisions involve are taken by the President, and not by the 

directory. But, this organ has to be concerted each time a decision has to be taken. It is the 

role to the President to make sure that the consultation sessions are organized.  

 

The directory is therefore a place to exchange where the debate permits a real share of the 

different cultures and opinions and a real analysis of all the studied cases. This is an instance 

of preparation of the decisions made by the Director. Thus, even if the Director has the total 

juridical responsibility of the decisions, the legitimacy is reinforced by the participation of 

everyone in the whole decision-making process.   
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What is Corporate Governance?  

 

According to Gérard Charreaux, corporate governance is a notion that recovers all the 

mechanisms that have the effect of delimiting the powers within an organization and 

influences the management decisions; in other words, that governs their conducts and define 

theirs discretionary space. This notion is the base of several theories. Theories that have been 

object of several interpretations since several decades. It is possible to select two conceptions: 

the one of the stakeholders and the one of the shareholders. 

 

The theory of Corporate Governance  

 

The reflections made on this subject were engaged by the contribution of Berle and Means in 

a context of the emergence of traded large capitalist firms in the United States of America. 

They have questioned the corporate governance in terms of organizational innovation which 

characterized this type of organizations, the dissociation of the property and the management. 

Joining the idea already described earlier by Adam Smith: “Directors of these types of firms 

are the regulators of the other people’s money rather than their own money, we can hardly 

expect that they bring exact vigilance and anxious that members of a partnership often bring 

in the handling of their funds”; their thesis was based on the conviction of an inevitable 

separation between ownership and management, because the amount of capital necessary for 

the modern company implicated a dispersed ownership unable to impose its objectives to the 

leaders. As a result, the companies could suffer of a loss of inefficiency. They were 

expressing the issue of the theory: finding the incentives of the constraints that would conduct 

managers not to abuse of their positions. As those people were benefiting from privileged 

information on the situation and the possibilities of the company, and they were taking every 

day several decisions more or less strategic, shareholders could not object and could not be 

sure that it was advantageous for them. 

 

Therefore, three types of mechanisms able to solve the agency problem were identified: intern 

control realized by divers’ authorities, the incentives mechanisms in charge of reducing the 

objectives’ conflicts between managers and shareholders, and external control made by the 

markets and divers financial institutions.  

 

The American Law Institute, in 1980, sets up a commission made of jurists to which joins the 

American Bar Association that develops a core paper that will be published in 1993, 

Principles of Corporate Governance: analysis and recommendations. Following the Enron 

case in 2001, the legislation has intervened again with the Sarbanes-Oxley law in July, 2002. 

In United Kingdom, the report Cadbury, published in 1991, defined the corporate governance 

as: “The system by which companies are directed and controlled”. As a result, a code of the 

Best Practices has been written.  
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These reflections will have a major impact in Europe. The OECD (Organization for Economic 

Co-operation and Development) has suggested some orientations for the corporate 

governance. These suggestions aim at evaluate and improve the legal and institutional 

framework at a national level, the organization of power in the company and make 

propositions for an efficient system. They emit a hypothesis: there is no unique corporate 

governance model, but some common elements can be gathered in order to improve it.  

 

These suggestions are oriented in five themes: the protection of the shareholders’ rights, the 

equitable treatment of the shareholders (especially minority), the role of the different 

stakeholders involved in the corporate governance, the transparency and the distribution of the 

information, and the role of the board of directors. As these propositions are made of 

flexibility and generality, they are suitable as guiding principles. Therefore, they provide the 

basis for a global reflection, while calling for specific solutions according to specific 

constraints and needs of the firms. 

 

 

The conceptions of the corporate governance  

 

In the Western World, it is considered that there are major models: the shareholder’s model 

and the stakeholder’s model.  

 

The shareholder’s model is the regulation mode the most used in the Anglo-Saxon countries. 

The objective to reach is the maximization of the shareholder’s value (meaning that the profit 

or the stock price). In these countries, the financial markets are very developed and the firm’s 

capital relatively fragmented. In these conditions, the directors are controlled by the general 

meetings of shareholders and especially by the market (when the firms are not efficient 

enough, the ‘small’ shareholders sell their shares, the stock price therefore decrease and 

increase the risks of tender offers). Because of the risk of being ousted and this threat is 

credible, the directors are encouraged to manage well the shareholders’ interests.  

 

The other model is the stakeholder’s one. This type of model is present in most European 

countries. The objective here is less to maximize shareholders’ value but more the defense of 

the wealth of all the stakeholders of the company (employees, clients, shareholders, 

directors…). In this model, the financial markets are less developed and the firm’s capital is 

often more controlled by powerful shareholders, alone or by groups, through bloc of control. 

These powerful shareholders are protecting the leading teams of threats of hostile takeovers. 

But other stakeholders have also a control on the directors, as for instance the banks, the 

unions, clients and authorities. The directors constantly have to manage well the interests of 

the different stakeholders. This model takes into account the interest of everyone having a role 

in the company, contractually engaged, and permits therefore to prevent the opportunist 
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behavior of some partners. This promotes trust and cooperation between the employees which 

as a result reduce the agency costs and the situation of free riders (a situation in which an 

individual try to benefit from a contractual relation or from a trust relation, in an opportunist 

way). The interest of the stakeholders is the development of the company in order to preserve 

their jobs, maintain or increase their remunerations and conduct a professional career. 

 

This interest can converge with the one of the shareholders in so far as they are looking for 

development, synonymous with wealth for the stakeholders, and puissance for the 

shareholders. But, it can also diverge in case of downsizing in order to sustain the profitability 

of the capital.  

 

Since several years, there would tend to a clear convergence towards the shareholder model. 

 

 

From corporate governance to hospital governance  

 

In order to transpose the frame of analysis of the corporate governance to the hospital 

governance we need first to understand well the theoretical frame of the corporate 

governance, that is the representation of the governance model as an institutional matrix. 

Then, we will identify the problems that this transposition faces in this analysis frame. 

 

 

The corporate governance system as an institutional matrix 

 

To arrest the influence of the director on the company’s performance, the theory of 

governance supposes that its decisions are built-in an institutional matrix: a system composed 

of several different types of mechanisms. The shareholder performance of the company is 

normally determined by this system which is supposed to decrease the agency costs between 

the management and the shareholders. Fama, in 1980, was the first to present this system. 

According to Fama, the efficiency of a corporate governance of firms quoted in stock 

exchange is mainly depending on the competitiveness of the manager’s market. This main 

mechanism is completed by the board of directors which relies on the director’s market and 

on the mutual control between the directors. These different mechanisms, in turn and as 

complementary, have the market of the public offers considered as the last appeal. Jensen 

distinguishes four “forces” that can discipline the managers: the financial markets, legal 

regulation system, the market of products and inputs and finally the system of internal control 

dominated by the board of directors. 

 

In order to better understand the structure and the functioning of corporate governance, 

Charraud in 1997 has suggested a typology of the mechanisms according to two criteria which 
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are the specificity (or not) and the intentionality. The first one permits to oppose the 

mechanisms which have effects on the management (for instance, the board of directors) and 

which are called “specific” by opposition of the non-specific mechanisms (as for instance the 

law). The second criterion involves the intentionality of the action. The board of directors is a 

mechanism “constructed” in order to discipline the managers. This type of mechanism is 

opposed to the “spontaneous” mechanisms which exert spontaneous discipline on the 

manager, non-intentionally. These mechanisms are often markets (goods and services, 

financial, manager’s market, etc.) which contribute to the discipline of the managers, 

especially since they are highly competitive. 
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Specifics mechanisms  Non-specifics mechanisms 

Intentional mechanisms 

 

- General shareholders’ 

meeting  

- Board of directors  

- …  

 

 

- Legal and regulatory 

environment  

- …  

 

Spontaneous mechanisms 

 

- Mutual supervision of the 

managers  

- …  

 

 

- Market of goods & services  

- Financial markets  

- Managers’ market  

- Media market  

- …  

 

Table 1 – A matrix representation of the system of corporate governance of a traded company – Charraux, 1997 

 

A system of corporate governance seems to be an overall of mechanisms, more or less 

complementary or substitutable. The hierarchy of these mechanisms is not assumed in this 

table as it varies highly according the nature of the structure of the property, of the quality of 

the legal framework, of the competitiveness of the different markets, … It has one goal: to 

facilitate the description and the analysis of the different governance systems in their 

willingness to decrease the agency costs.  

 

 

The problems linked to the transposition to the hospital governance  

 

By analogy, the modeling of the hospital governance should have as objective the explanation 

the difference of performance between the different hospitals, from the capacity of their 

governance systems to supervise the decisions made by the managers so as to reduce the 

agency costs. The leaders of hospitals are considered as “public entrepreneurs” with a set of 

stakeholders which them resources to run a mission: assure at best the preservation of the 

healthy living of a given population for which they are responsible for.  

 

This modeling goes through the identification of the different governance systems which will 

contribute to determine the performance of the hospitals, by delimiting the latitude of the 

managers. This latitude is highly constrained by the legal status. The hospitals in France have 

the status of moral person under the public law, with administrative and financial autonomy. 

Therefore, their main object is not industrial and commercial, and they are object to the 

control of the State. Their actions are described by a national health policy defined and 

regulated by the Stat, in particular through the code of public health and the organization of 
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the national offer entrusted to Regional Health Agencies (Agence Régionale de Santé – ARS). 

These agencies are in charge of managing the health system at a regional level, with multi-

year objectives and a regional schema of the organization of treatment constraining therefore 

the supply of care, the co-operation between hospitals, etc. If there is latitude from managers, 

the public status and the organization of the national health policy is framing it very hardly.  

 

 

The different stakeholders in the hospital governance  

 

In the case of corporate governance, the efficiency and the performance is measured by the 

wealth of the shareholders, the only considered stakeholder. In the case of hospital 

governance, this objective is naturally given up. There is no relevance for French hospitals 

which are public institutions. Here comes the need to understand whom the stakeholders have 

to be integrated into the model, in order to analyze the governance and to measure the 

performance of this type of organization. To identify them, we will come back quickly on the 

missions that are attributed to hospitals. 

 

Whatever their statuses, public or private, the health institutions are in charge of diagnose, 

watch and treat patients. This mission, as we said earlier, is defined by the national public 

health policy which goes through the coordination of the offer of care subscribed in the 

regional plans of the Health Regional Agencies. Hospitals are moreover in charge of several 

other missions as the continuously in the care, the training of the medical staff, the health 

education and prevention, university education, research, etc. 

In terms of efficiency, the objective of hospitals can be formulated as following: the 

preservation of the health capital of a given population on a long-term basis, at the best costs 

possible, and with strong constraints in particular linked to the access and quality of care. This 

formulation is translated by a high complexity in the evaluation of the performance, compared 

to companies in the stock exchange. This complexity is related to the nature and the 

consequences of the service delivered, of the specificity of the human resources, of the 

mobilized equipment and of the fund systems.  

 

In a first analysis, the main stakeholders are the users, the medical and non-medical staff 

(including the managers), the funders (public or not). A wider analysis includes other actors 

as private companies which have an interest in the good health of their employees and finance 

the French health system. A quick analysis of the objectives of every stakeholder will show 

that the conflicts of interest could be high and important, especially for an industry as 

sensitive as this one. The users should receive the best care in the best time while they are 

contributing to the financing of the hospitals, in a direct or indirect (as taxpayers) manner. 

Therefore, there can be some important temporal gap between the financial contributions and 

the day they benefit from the care. And finally, they can choose between public or private 
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hospitals. Concerning the medical staff, except their remunerations and their working 

conditions, their objectives can also be defined as the conservation and the increase of theirs 

skills and the human capital. The objectives of the funders are also particular. Concerning the 

one of the insurers, they depend on their legal form (mutual insurance or not). About the 

public funders, their objectives, notably the financial balance, are highly constraint by the 

national or local electoral concerns; the fiscal dimension is often an important issue. The 

composition of the supervisory board is also an illustration of the diversity and the issue of the 

sensitive issue of the arbitration to be realized between the several and different interests. 

 

We did not mention the managers. In the corporate governance perspective, they are 

considered as a central variable in the explanation of the company’s performance. Applied to 

the hospital case, this issue implies that the origin of a “bad hospital performance” is linked to 

the conflicts of interests between the managers and the different stakeholders. According to 

the opportunism hypothesis, it can also be linked to the insufficient capacity of the managers 

to arbitrate between the conflicts or even to benefit from them to satisfy their own objectives 

(remuneration, career, non-financial advantages, etc.).  

 

 

The institutional matrix applied to Hospital Governance  

 

In order to apply the corporate governance to the hospital, there is a need of identifying the 

mechanisms which aim to reduce the negative consequences of the conflicts of interest and 

from opportunism behaviors. On the basis of the suggested typology, this identification leads 

us to represent the hospital governance as the following matrix. 
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Specifics mechanisms  Non-specifics mechanisms 

Intentional mechanisms 

 

- Regional Health Agencies 

- Supervisory Board 

- … 

 

 

- Legal and regulatory 

environment 

- All the institutions defining, 

setting up and controlling the 

national public health policy 

- Codes of ethics 

- National unions 

- … 

Spontaneous mechanisms 

 

- Mutual supervision between 

members of the board of 

directors and between the 

managerial and medical 

power 

- … 

 

- Market of private hospitals 

- Market of goods and 

services influencing the 

functioning of the hospital 

- Financial market 

- Manager’s market for 

private hospitals 

- Insurance market 

- Users unions 

- Ethics in the medical world 

- … 

 

  

The comparison between the two systems: corporate and hospital governance, leads us to 

conclude that hospitals’ managers have less control, less influence as they are integrated in a 

more complex matrix, with binding mechanisms. Because of the coordination of the hospital’s 

strategy with the national public health policy and because of the importance of the regional 

health agencies, hospitals are more considered as cost centers as we can find some in big 

companies which are autonomous, rather than as hospital-company which is a term sometimes 

used, but in an excessive way. From the unique point of view of intentional and specific 

mechanisms, the supervisory board has is less powerful (at least in principles), compared to 

his equivalent in the company’s word, and seems to be dominated by the Regional Health 

Agencies. We will add one thing: the incentive levers concerning the remuneration of the 

hospital’s managers, even with the introduction of a variable part, are incomparable with 

usual practices in the companies. Especially when concerning the remunerations with shares 

or stock-options.  
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The importance of the intentional mechanisms should not lead us to ignore the capacity, the 

role of the numerous other spontaneous mechanisms. These will have a more central 

responsibility after the recent reforms. However, they still do not have the dominating place 

they have in corporate governance. In other words, the global regulation systems appear very 

differently: the hospital governance is above all deliberate governance by the public 

authorities. 
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Methodology 

 

The methodology presented in this part has one simple objective: to explain the methodology 

used to answer the research question, based on concepts from the literature review. The 

following section discusses the key steps in terms of methodology, steps which were strategic 

points to reach the desired aim, that is to say, a coherent thesis, using research tools in 

connection with the research problem, our problematic.   

 

 

The research problem and its objectives 

 

During the literature review, we have highlighted the existence of the hospital governance, 

existing since several years. It permitted us to understand the French healthcare sector, the 

actual governance and its evolution; an evolution that leads this French system to the Anglo-

Saxon one. The French hospital is in full evolution, it undergoes an important mutation.  

 

The question of our research is to find an answer to the evolution of the organizational model 

in the French public hospital. We seek to analyze this evolution in order to make links 

between the corporate governance and the hospital governance.  The objective of this research 

is to compare the theoretical findings identified through the literature review with empirical 

data from reality, that is to say, from a qualitative study made in hospitals, with actors with 

different profiles of the actual hospital governance.  

 

 

The conceptual model 

 

As seen during the literature review, the research is axed on several concepts of governance: 

management, control, risk management, budget, quality and performance. The suggestions 

made below are reflecting these concepts; the study of their links establishes the main body of 

this research.  

 

The data collection of our research involves the determination of a precise and practical 

methodology. The first step of this methodology goes through the selection and the contacting 

of different actors of the hospital governance in public French hospitals. 

 

Another task will be to establish one or more relationships between the evolution of the 

hospital governance and the corporate governance. The analysis of the nature of this possible 

relationship and the details of the actual functioning of the hospital will be naturally made 

after this first establishment.  
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Advantages and disadvantages  

 

This method allows us to collect the data directly from the concerned person. We obtain two 

types of data, from a unique source. The data will be extracted from both the experience of the 

actors in the actual governance and their opinions on the evolution of it, and its possible 

future.  

 

But, this method presents one particular weakness. We cannot have some empirical results 

concluded from the data. Indeed, this methods allows us to explain why and how the hospital 

governance evolve and gets closer to the corporate governance, but it doesn’t give any results 

allowing extrapolate on this phenomenon. We won’t be able to show, in a statistically manner, 

in which proportion the hospital governance evolves.  

 

 

Data collection  

 

As explained previously, the study presented is exclusively based on qualitative data. The 

reason of this is that the subject of the research comes from an observation: the hospital 

organization is in a major crisis, evolving since several years. The method of the data 

collection is only based on interviews of different actors in the actual hospital governance. 

The choice and the explanation of this method are detailed below.  

 

The type of research done here is explanatory because the treated subject that comes from an 

observation and based on a clearly defined environment, it needs to be explained.  

Furthermore, this research will be mainly built on the literature review and on the different 

interviews.  The objective of this research is not only to visualize the actual situation of the 

hospital governance in a changing environment. But, our main objective is to analyze the 

evolution of the hospital governance to highlight the links with the corporate governance. 

Why and how. The issue raised here won’t be resolved, but will be explained. Also, the given 

conclusions don’t have to be considered as barriers to the phenomenon described, but have to 

be considered as possible evolutions of the hospital governance.  

 

The domain of the healthcare is very different from a country to another and divided as there 

are the private and public domain. That is why, whatever the conclusions, the results can be 

applied only for the French public hospital. Schutt, in its 5
th

 edition, “Investigating the Social 

World”, in 2006, explained that the role of the research is to know “what’s going on?”. He 

also indicates that this type of research should also aim to gather all the information that has 

no relationship between them, to direct them in one direction.  
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The choice of this research method is explained by three constraints. Firstly, the subject of the 

thesis makes it impossible to collect quantitative data because it is impossible to collect data 

on something which is not evidently defined. The second reason is the observation which is 

the base of this research. The collected data have to be used in evidence or discharge. And 

finally, the fact that this problem is concerning a very particular environment, an environment 

based on the human beings.   

 

This research has one objective: studying the evolution of the hospital governance and create 

links with the corporate governance.  

 

 

Determination of the sample 

 

The research of the hospital is based on one criterion: the hospital has to be public; this 

research will be incoherent if we interview actors from private hospitals. We are looking for 

several actors of the actual hospital governance who has different notions of the governance 

since they have different missions within the institution. There was no geographical criterion. 

The contact is then performed, rather by mail or by phone call with these actors.  
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Composition of the sample 

 

The obtaining of the qualitative data was made through six interviews of actors with different 

backgrounds of the hospital governance. The table below (Table 2) shows the different 

profiles encountered with their functions within the hospital.  

 

Name Hospital Function Duration Results 

Thomas R. Groupe HPM General Counsel 87 min Notes taken 

Bruno D. CHRU Lille 
Deputy Chief  

Executive Officer 
64 min 

Notes taken, 

interview recorded 

and transcript 

Benoît V. CHRU Lille 
Chairman of the Medical 

Commission (CME) 
52 min 

Notes taken, 

interview recorded 

and transcript 

Jean-Louis F. CHRU Lille 
Vice-President of the 

Supervisory Board 
54 min 

Notes taken, 

interview recorded 

and transcript 

Aymeric C. CHRU Lille 
Director of the Elaboration 

and Piloting of the budget 
62 min 

Notes taken, 

interview recorded 

and transcript 

Christiane C. CHU Nantes Chief Executive Officer 52 min 

Notes taken, 

interview recorded 

and transcript 

Table 2 

  

The interviews were made under the form of semi-conducted, only in face-to-face, and lasted 

around one hour. The themes of the guide of interview were defined in advance according to 

the status of the interviewed person. All the questions quoted in this guide were not asked 

each time, the interview was guided by the person interviewed, according to their 

specialization. The transcriptions (see appendix 1) were established thanks to the recordings 

made by a vocal recorder. The data analysis was therefore made on the complete 

conversations, which permits a very good precision on the grouping of the results obtained. 
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Objectives of the data analysis 

 

In order to obtain the maximum relevant data, the interviews were quite opened to the 

interviewee, but were still following the outlines of the guide. In obtain such data, useable and 

analyzable, with concrete experience from the interviewee, the interviews have to be therefore 

semi-conduct. The essential of the analysis will be made through the transcriptions, avoiding 

thus the note-taking which a process that garbles the interview.  

 

The interview guide (see appendix 2) was a very helpful tool as it was leading the interview. 

It takes into consideration all the themes of the research and structures them to permit the 

emergence of answers useable, analyzable.  

 

To reach this goal, we need to analyze the maximum data linked to the subject. These data, 

obtained through the several interviews of different profiles, contain the proper content to 

make a coherent analysis of them. The profiles interviewed meet the requirements of the 

research: professionals with different backgrounds from the public hospital. 

 

 

The qualitative data  

 

The aim of this part is to explain how the data collected were analyzed. The treatment of the 

data does not correspond at a data analysis but permits to highlight, to identify some trends 

from a large number of information.  

 

Linking all the data obtained allows us to build some trends, and therefore to better evaluate 

the hospital governance in order to link it to the corporate governance. In order to study these 

qualitative data, we could have used the software of data analysis Nvivo. But, given the 

number of interviews, we have decided to follow the methodology of qualitative study from 

Miles and Huberman
1
 (2003, p25). It is described as follow: 

 

1. Coding the transcription of the interviews – Each of our interviews was been 

subject to a specific and precise transcript.  

 

2.  Comments on the sidelines of the document – All our transcriptions were 

completed by our notes taken during the interviews, adding therefore value to the 

transcripts.  

 

3. Select and analyze these documents to “identify similar sentences, relations 

between the variables, themes, distinct differences between the sub-groups and the 

                                                           
1
 Analyse des données qualitatives, A. Michael Huberman, Matthew B. Miles, 2003 
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common sequences” – The transcriptions will be studied one by one, by 

establishing links between the interviews and our grid coding.  

 

4. Analyze the process, the common points and the differences – Study of the 

elements generated by the transcriptions and the comments. 

  

5. Develop some generalizations overlapping the “regularities” determined through 

the database – Summary of the data analysis.  

 

6. Confront these elements to the theoretical elements – Discussing by gathering the 

elements from the data analysis and the elements from the literature review.  

 

From this established model, some recommendations can be made, but also some limits 

inherent to this model. The main objective is to bring a new perspective to the theme of 

hospital governance by an exploratory approach. This research could be used as support for 

future researches on the same topic or similar ones. From this research, several other topics 

came out. For instance: the place of the joint projects between the different hospitals in the 

governance. The hospital governance is facing a major evolution: several other topics can be 

studied through researches.  

 

 

The interview guide 

 

The elaboration of the interview guide (see appendix 2) has one objective: helping us to lead 

the interview, to keep control of it. This guide is a common base to all our interviews, which 

permits us a coherent and precise analysis of the data. This guide is divided in several parts to 

be approach during the interview. The choice of making semi-conduct interviews gives us the 

opportunity to develop in details some particular points with the interviewee, through 

spontaneous conversations. Therefore, the questions mentioned in the interview guide, 

gathered in function of their categories, serve as support to revive or refocus the interview 

when required. Finally, this guide is a base and evolves by taking consideration of the status 

of the interviewee. It has changed over time, some categories and some questions 

disappeared, while some others appeared.  

 

The guide was divided in several, according to the different variables. These groups were then 

divided again in sub-groups, in order to hierarchize the questions, and to lead in an efficient 

manner the interview. Each questions were not ask, as the interviewee was each time a 

specialist on one particular subject. At each interview, the guide was changed according to the 

person questioned. From a very large guide, with a huge number of questions, we identified 

some particular questions on specified topics.  
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The job and the person 

Definition of the function 

Presentation of the missions 

The work environment 

Competencies, qualities and knowledge 

Necessary knowledge 

Competencies needed 

Qualities needed 

Recruiting process 

The structure 
Presentation of the structure 

The hospital 

The environment The situation 

The governance 

Evolution of the governance 

Budget and resources 

Quality and performance 

Risk management 

General questions 

Table 3 

 

 

The coding process 

 

The relevance significance of the coding process was demonstrated several times, from 

various persons. “Similarly contend that data coding constitutes a critical part of analysis, 

such that there is a ‘reciprocal relationship between the development of a coding system and 

the evolution of understanding a phenomenon”, Weston and Al, 2001, p397. Also, our process 

coding was mainly based on the definition explained by Miles and Huberman, from the book 

quoted previously. This coding phase has begun in parallel of the interviews, and has evolved 

depending on the interviews made. Therefore, a list of codes was established through the 

different interviews, allowing to bring out some concepts and to overlap the collected data. 

This approach is part of a process called ‘closed coding’, that implies an analysis grid defined 

before the study. The software Nvivo10 was used during this coding process. Once the 

interviews coded, Nvivo10 permitted to establish some links between the interviews, some 

relationships between the themes approached.   

 

The list of the codes used is listed below. 

 

 

Responsibility RESP 

The hospital responsibility RESP-HOS 

The responsibility of the actors RESP-ACT 
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Strategy STRA 

Managerial strategy STRA-MAN 

Medical strategy STRA-MED 

Evolution EVOLU 

General evolution EVOLU-GEN 

T2A EVOLU-T2A 

Competition EVOLU-COMP 

EPRD EVOLU-EPRD 

Performance EVOLU-PERF 

Balance in the budget EVOLU-BUDG 

Law HPST EVOLU-HPST 

Authorities AUTHO 

CEO  AUTHO-CEO 

Deputy CEO AUTHO-DEPCEO 

Directory AUTHO-DIR 

Supervisory Board AUTHO-SB 

Medical Commission AUTHO-MEDCOM 

Association Directory / Supervisory Board AUTHO-DSB 

Association Directory / Medical Commission AUTHO-DMC 

Internal organization INT 

Decision-making DEC-MAKIN 

Projects process validation INT-PPV 

Pole of excellence INT-PE 

Management of the pole INT-MGMTPE 

Management team INT-MGMTTEAM 

Environment ENVIR 

G4 ENVIR-G4 

Supply and demand ENVIR-SD 

Public sector vs. private sector ENVIR-PPS 

Regional Health Agency ENVIR-RHA 

 

 

Each element of the transcripts were coded according to its meaning and the ideas it vehicles. 

The analysis of the qualitative data is based therefore on the entire interviews, gathering 

maximum information. The purpose is not to restrict the analysis to a few sentences of each 

interview, but to make a study on the entire content of each interviews. The analysis of the 

key elements of the qualitative data can only be done after this global study. The coding phase 

is based on sets of elements that were compared and grouped according to the ideas they 

convey.  This permits to prepare the data analysis which will be based on this coding grid.  
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Data analysis 

 

Now we have determined the way we coded the data, the interviews, here is the description of 

the way we will study this data. As we can see above, the data were coded according to 

different subjects: responsibility, strategy, environment, etc. One way to present in a coherent 

way the results is to make a summary of each subject. Once the summarization is done, we 

will present the results as one, gathering all the outcomes from each part to build one solid 

and coherent conclusion.  
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Results of the analysis 

 

 

The qualitative data analysis 

 

As we said in the previous part, each category of the coded part is subdivided in sub-

categories which are gathered according to similar ideas or themes from the different 

interviews. The analysis of these sub-categories permits then to analyze the whole data. Each 

sub-category is analyzed individually to highlight the main themes that compose it.  

 

 

 
Figure 1 – Source: Nvivo10 

 

 

The figure 1 provides an overview of the coding process where each node has two attributes: 

the number of sources in which there is some codes, and the total number of encoding. This 

figure shows also that the category “EVOLU”, meaning Evolution, gathers the most 

references (53) and the most sources (5). Then, come the categories AUTHO, Authorities, and 

INT, Internal Organization, in second and third place according to the numbers of references 

and sources. Beyond their obvious recurrence during the interviews, it means that these three 

categories form, for the interviewees, the major elements when dealing with hospital 

governance. In the contrary, the category STRA, Strategy, was covered in four interviews and 

has only five references, which means that its recurrence was very weak in comparison to the 

other categories.  

 

Concerning the two other categories, ENVIR for Environment, and RESP for Responsibility, 

they were present in four interviews (sources = 4) and were only slightly coded, meaning that 

their importance in the hospital governance is not so obvious. A particular attention will be 

made on these two categories, to understand their place in the governance.   

 

The analysis of the relationships between the different categories is very rewarding in terms 

of information. Indeed, the analysis of raw data permits to establish or not the presence of 

links between the different categories and their types. This statistical analysis of the 

qualitative data can be done in two different ways. On one hand, by looking for some 
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similarities between the categories to build relationships between them, and on the other hand, 

by looking at the recurrence of all the categories to see which one is the most present and their 

relations.  

 

As the coding is made on words, sentences or even paragraphs, it is interesting to compare the 

categories and the sub-categories according to the similarities of the elements they are 

composed of. The figure 2 shows the different categories and sub-categories according to the 

word similarities. Beyond the relations between the categories and their sub-categories, as for 

instance AUTHO-SB and AUTHO-DSB, we can notice the relations between one particular 

category and one particular sub-category: DEC-MAKIN and AUTHO-DIR. The subcategory 

DEC-MAKIN was made to explain the process of decision making, while the sub-category 

AUTHO-DIR was created to explain the definition and the role of the Directory within the 

hospital governance. These two nodes are clustered by word similarity, meaning that there is a 

strong relation between these two themes. We can apply the same logic to the sub-categories 

AUTHO-MEDCOM and INT-MGMTTEAM which are linked by word similarity. As an 

explanation, we can say that the Medical Commission is correlated to the management team. 

It is the same situation for the sub-categories STRA-MAN, describing the managerial 

strategy, and ENVIR-RHA which represents the Regional Health Agency; same thing for 

ENVIR-SD and EVOLU-COMP where the competition between the hospitals is related to the 

Supply and Demand on the market. This clustering is interesting as we can highlight some 

particular relationships between subjects through the word similarity.  

 



Page | 38  
 

 
Figure 2 – Source: Nvivo10 

 

It is also very interesting to look at with particular attention the recurrence of the different 

categories and sub-categories to a more precise idea of the relations between the subjects, the 

themes the most present in all the data. 

 

The figure 3 highlights the relations between the nodes and sub-nodes according to their 

coding similarities that is the number of sources and their total number of codes. We can find 

here some relations already made in the previous clustering, as for instance ENVIR and 

ENVIR-PPS, where the ENVIR-PPS is related to the public and private sector. These two 

nodes are linked by word and coding similarity, which gives us a real coherence between 

these two subjects. But, the most interesting analysis here has to be made on the new relations 

described in this cluster. We can easily understand the link between STRA-MED and 

AUTHO-MEDCOM, as seen during the interviews the Medical Commission is directly 
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involved in the medical strategy of the hospital. Another link seems to be obvious, the nodes 

INT and AUTHO, the internal organization is evidently linked to the authorities of the 

hospital. But one particular observation is quite interesting: the relationship between STRA-

MAN and ENVIR-SD. According to the coding similarity cluster, the managerial strategy of 

the hospital is linked to the supply and demand of the market. It can be explained by the fact 

that the positions within the head office are dependent of the market, thus of the supply and 

demand. Therefore, the managerial strategy, which is an outcome of the head office, is 

correlated to the supply and demand of the market.  

 

 
Figure 3 – Source: Nvivo10 

 

 

The analysis of the raw data permits to highlight some existing relations within the collected 

data, and to demonstrate the several similarities between the different categories and sub-
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categories. This also allows analyzing the pertinence of the data according to the presence of 

their themes. As a result, we can say that the data collection is validated as the search topics in 

the interviews were obtained. But, the use of the software Nvivo10 is not enough to run a 

complete analysis of the whole data. It has allowed us to highlight some particular trends, 

some particular relationships 

 

 

The results 

 

The data analysis presented in this part is intended to create links between the categories and 

sub-categories of the data collected and the hospital governance. That is why the presentation 

of the results will be done one by one, one category by one category. At the end of this data 

analysis, a final conclusion will be done in order to answer the research problem: in what 

extent the French healthcare institution, the hospital, can adapt itself to a new governance 

model?  

 

The results based evidently on the data collected during the interviews, some sentences, 

quotes or information coming from these interviews can be used to illustrate some particular 

observations, or results.  

 

 

General results  

 

Before having some precise results related to the different categories and sub-categories, it is 

useful to give some general results that are, beyond their informative aspect, opening some 

subjects that have being more or less treated. As we saw, three themes were often approached 

during the interviews: the evolution, the authorities and the internal organization. They give 

an overview on the general framework of the research. The aim of studying general results 

comes from the fact that the interviews were very rich, giving a lot of information, even some 

times beyond the research topics.  

 

The first global result we have is that the general legal framework stemming from the law 

HPST follows upon the previous reforms of the internal governance of the public institution 

of health which completes or modifies on several major aspects. It can be disputed or not by 

the actors encountered; this general framework is set up, at least in the visited hospitals: 

CHRU Lille and CHU Nantes.  

 

Since several decades, the healthcare institution, in France, is often evolving. Since its 

creation, it has faced several major evolutions. Actually, the hospital is in continuous 

evolution, and depends directly from the political authorities. What has done one government 
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one year; another government can do the contrary the year after. The hospital is getting more 

and more autonomous, particularly through the pricing activity policy (the new activity based 

model – T2A), but we still notice a quite strong presence of the government in the hospital. 

Besides the legal and regulatory evolutions, the hospital changes and follows some particular 

evolutions of the society, notices M. Donius (Deputy CEO, CHRU Lille).  

 

A new organization composed of four different levels appears: control of the management and 

definition or opinion on the strategy by the Supervisory Board; management of the executive 

and the piloting of the hospital by the Chief Executive Officer, with strong dialogs with the 

members of the Directory, we have to notice here the importance of the relation between the 

Chief Executive Officer and the Deputy Chief Executive Officer; internal dialogs and 

contributions to the discussions and reflections within the institution through the different 

authorities such as the Medical Commission; operational management within the poles.  

 

However, some important debates and issues still exist; there are some issues as for instance 

the functioning of the positioning of certain authorities such as the Advisory Board. The law 

HPST still provides some opinions debates, notably on its perception and interpretation.  

 

 

Category – Strategy (STRA) 

 

 

 
Table 4 – Source: Nvivo10 

 

The node ‘strategy’ was the less quoted during the interviews. Four interviewees spoke about 

strategy, a subject that can be divided on two sub-categories: managerial and medical 

strategy; only 6 references for the category, while the average is around 29 references per 

category. As we can see, the category Strategy is not the most obvious subject when speaking 

about hospital governance. But, this subject still keeps its importance because there is a 

slightly difference between the medical and the managerial strategy. The actors concerned 

here are not the same, therefore these two strategies reflect different opinions, different points 

of view. The study of this category will provides us an overview of the strategy of a hospital.  
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Managerial Strategy 

 

As seen in the previous part, according to the clustering by coding similarity, the managerial 

strategy is linked to the Supply and Demand of the market. We can define the managerial 

strategy as the global strategy of the hospital. In this case, two authorities of the hospital are 

concerned. First of all is the Supervisory Board, then the Directory. The Supervisory Board 

defines a medium and long-term vision for the hospital: the organization project (c.f.; Le 

projet d’établissement) that describes for five years the strategy to apply. Then, the Directory, 

especially the Chief Executive Officer has to operate within the hospital this defined strategy. 

Therefore, the definition of the strategy depends directly from the members of the 

Supervisory Board, and indirectly from the Directory, it is thus correlated to the Human. The 

market gives opportunities in terms of job offers and applicants. The market provides thus the 

people who are going to be members of these two authorities. Therefore, we can better 

understand the relationship between the managerial strategy and the supply and demand.  

 

The managerial strategy is also related to the Regional Health Agency, according to the 

cluster by word similarity. It is true that the Regional Health Agency has a major role in the 

definition of the strategy. It is part of an environment which represents a health territory, often 

a region, governed by the Regional Health Agency. This last actor is the decentralized power 

of the State and has the authority to define the health project in its region in order to organize 

the territory and to accept or reject the different hospital’s projects, to authorize or decline 

some of them. Once the strategy is defined by the Supervisory Board of the hospital, as seen 

previously, the hospital will sign a contract with this Agency about the objectives and the 

means, in a multi-year base (c.f.; CPOM : Contrat Pluriannuel d’Objectifs et de Moyens). 

Thus, it is within this environment that is defined the strategy. All the deliberations about the 

strategy dimensions are subject to the approval of the Regional Health Agency.  

 

 

Medical Strategy 

 

According to the cluster by coding similarity, the medical strategy is related to the Medical 

Commission. Indeed, as says Professor Valet (President of the Medical Commission, CHRU 

Lille), “The Medical Commission is a place of medical strategy”. One objective of this 

commission is to establish the medical project of the hospital, for a period of five years. This 

medical project is the base, the foundation of the contract signed with the Regional Health 

Agency, meaning that the major part of this contract (c.f.; CPOM) is made of this medical 

project. Therefore, the medical strategy is at the heart of the global strategy of the hospital.  
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Strategy – Conclusion 

 

As described above, the strategy of a hospital is defined by several authorities, depending on 

its nature. The Supervisory Board gives a medium and long term vision to the hospital, while 

the Medical Commission defines the medical project of the hospital. Once these two parts of 

the global strategy are defined, the Regional Health Agency has to validate it, validation given 

according to the health regional project. Then, the Directory has one mission: apply the 

defined strategy within the hospital.  

 

 

Category – Responsibility (RESP)  

 

 

 
Table 5 – Source: Nvivo10 

 

 

The node ‘responsibility’ was quoted 11 times in four interviews. It is one of the less quoted 

categories in all the interviews; the average of references per category is around 29. This 

category does not seem to be the most obvious when speaking about hospital governance. The 

node was sub-divided by two. One sub-category was related to the responsibility of the 

hospital as an institution, while the second sub-category relates to the responsibility of the 

actors within the hospital.  

 

In terms of governance, it is important to identify clearly the different responsibilities within 

an institution. That is why the responsibility of the actors was more quoted than the 

responsibility of the hospital (8 references against 3). But, one thing interesting about this 

category is that only two interviewees spoke about the responsibility of the actors, while three 

of them spoke about the responsibility of the hospital. The two interviewees speaking about 

the responsibility of the actors were Mrs. Coudrier and M. Donius. The first of them is the 

Chief Executive Officer of the CHU Nantes, while the second one is the Deputy Chief 

Executive Officer of the CHRU Lille; two interviewees at the heart of the hospital 

governance. The responsibility of the actors seems to be a subject that has some importance 

only at the top management of the hospital.  
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The actors’ responsibility 

 

According to the cluster by coding similarity, the responsibility of the actors is linked to the 

sub-category INT-MGMTPE, related to the management of the pole of excellence. Since the 

law HPST came into effect, the management and the internal organization of the hospital has 

changed, has evolved. According to Mrs. Coudrier, one of the reasons of creating this law was 

to better identify the different responsibilities among the actors of the hospital. Indeed, before 

this law, the top-management was made of an Executive Board while now there is a 

Supervisory Board and a Directory; two different authorities with two different and more 

precise missions. Moreover, in the same time the creation of the pole of excellence appeared. 

The poles of excellence are managed by a Director of pole, which are members of the Medical 

Commission, represented by its President at the Directory. That explains the link between the 

two sub-categories.  

 

The motivation of the reform was a clear identification of the responsibilities within the 

hospital, especially through the function of the Chief Executive Officer and the missions 

which are entrusted to him or her, but also to strengthen the role and the power of the 

President of the Medical Commission. It has also permitted to divide the power with the 

Supervisory Board that has also its own responsibility and mission. Each actor of the hospital 

governance has now a precise and clear mission. That permits to identify clearly the 

responsibilities of each and thus to avoid effectively the amalgam between the different actors 

and their missions.  

 

As a result of this better definition of the responsibilities, a best control of the costs by a better 

empowerment of the actors at various levels appeared. To illustrate this fact, we can give the 

example of the budget previously approached by the Executive Board. This authority had the 

role to vote the budget, which was debated by the 60 members of the Board; while now it is 

debated by the Directory, composed of around 10 persons, with a medical majority. A better 

definition of this budget is made, and thus a better control of the costs especially through the 

Directors of pole who control their own budget, in accordance with the total budget of the 

hospital.    

 

 

The hospital’s responsibility 

 

When speaking about the hospital responsibility, the interviewees were dealing with the issue 

of the mission of the hospital and its values. While Nvivo10 provides us a link between the 

hospital responsibility and its environment, through the cluster by coding similarity, the 

interviewees were defining the hospital’s responsibility as a public mission, with précised 

roles. The first characteristic of a hospital is its public mission, meaning: 
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- Equal access for the users. A hospital does not select the users (except when the 

hospital does not have the skills or knowledge to take care of the patient) in contrary 

of the private hospitals; 

- The continuity of the healthcare from January, 1
st
 to December, 31

st
. The 

responsibility of the hospital is to organize the continuity of the care all year long; 

- The adaptability, meaning that the hospital has to be prepared for tomorrow will be, on 

various aspects.  

 

The responsibility of the hospital is not make money, to reward the shareholders, as it is the 

case in the corporate world, but to satisfy the demand of healthcare in a specified territory, 

with nevertheless a balanced budget. M. Donius, Deputy Chief Executive Officer at CHRU 

Lille: “Our responsibility consists in not being in deficit. It is a question of being at 

equilibrium”.  

 

 

Responsibility – Conclusion 

 

 The law HPST has permitted to define better the responsibilities within the institution, to 

clarify the missions of the actors involved in the hospital governance. As results, a better 

control of the cost and the empowerment at different hierarchical levels has appeared. The 

management model of the hospital is getting closer to the corporate management model, but 

the responsibility of the hospital is still different from corporates. It has to answer a particular 

problematic without looking for rewarding the shareholders. The hospital keeps its service 

public mission.  

 

 

Category – Environment (ENVIR)  

 

 

 
Table 6 – Source: Nvivo10  

 

 

As we can see in the table 6, the node ENVIR, standing for Environment, was quoted 19 

times by 4 interviewees. In comparison to the average of references per category, 29, the 
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environment does not seem to be the most important subject in terms of hospital governance. 

But, there are still some reasons to look with particular attention on this category. Indeed, the 

environment I which the organization operates has some consequences on its governance, on 

the way it is managed.  

 

This category was divided in four sub-categories, sub-categories that define all together the 

environment in which the hospital operates. Indeed, each division explains a particular point, 

and put all together, they form the environment. The first sub-division ENVIR-G4 describes 

the links, the relations among the hospitals within the territory. For instance, G4 stands for the 

group of four hospitals from four different regions in which the CHRU Lille is involved. 

ENVIR-PPS was related to the difference between the Public and Private Sector, a theme 

which was the most quoted among the different sub-divisions. ENVIR-RHA explains the 

definition and the function of the Regional Health Agency, while ENVIR-SD gives details on 

the Supply and Demand within this environment.  As we can see, the environment is 

described according to different sub-categories. There is not always some direct links between 

these sub-divisions, but the whole forms the category describing the environment in which the 

public hospital operates.  

 

As we have just highlighted, the sub-division related to the differences between the private 

and the public sector took the major place within this category, more than 40%. All the 

interviewees who spoke about the environment, talked about this particular point. It seems 

that they approached this point with a particular attention. One reason about that fact can be 

found easily. At the beginning of each interview, the interviewee knew the research problem 

of this thesis. So, they knew that we were looking for some links, some relationships between 

the hospital governance and the corporate governance. As a result, the interviewees often did 

some comparison with the corporate world, and supported strongly the differences between 

the public values and the private ones.  

 

 

The cooperation between the hospitals 

 

The cooperation between the hospitals is correlated to the responsibility of the hospital, 

according to the cluster by coding similarity. As described in the part related to the 

responsibility of the hospital, the health institution has one particular mission: provides an 

answer in terms of healthcare in a defined territory without being in deficit. “It is a question of 

being at equilibrium”.  But, since a few years, some cooperation between different hospitals 

from different regions is appearing, in order to answer as efficiently as possible the demand of 

health in the given territory.  
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The medical activities are generally structured at a regional level, in what we call the 

Regional Plans of Sanitary Organization (c.f.; Schémas Régionaux d’Organisation Sanitaire). 

But, by exceptions, some of them are organized at an inter-regional level, called the Inter-

regional Plans of Sanitary Organization (c.f.; Schémas Inter-Régionaux d’Organisation 

Sanitaire); for instance the activity of the care of ‘burnt people’, the medical care activity in 

the region Nord-Pas-De-Calais. In that case, an inter-regional organization is essential to 

answer effectively to this demand. In each concerned hospital, the administration is working 

on such issues, and there is someone who covers both the definition of the local strategy of 

the hospital and the contribution to the definition of the regional and inter-regional strategy.  

 

This sanitary cooperation project permits to reorganize between several hospitals the care of 

the patients, and therefore to bring back the activity, often to the detriment of the private 

hospitals. This kind of projects creates some value in the territory for the concerned hospitals. 

But, each hospital has to build their own strategy by taking into account the cooperation with 

other hospitals concerning particular activities.  

 

The Inter-regional Plans of Sanitary Organization improves the performance of the hospitals 

at a macro level. The value created by these cooperations is divided between the hospitals. It 

allows also the development of the activity and to retain the active file of patients who might 

be willing to go to the private sector. But to run such a project, it was necessary to know the 

sanitary map, to understand where the lacks of healthcare were, and what kind of health 

demand there was. The collection of such data has permitted to restart some activities that 

have been given up because of a lack of professionals in populations decentralized. 

 

 

Public vs. Private Sector 

 

As seen above, the sub-category PPS was the most quoted in the category environment. The 

difference between the private and the public sector is an important subject for the 

interviewee willing to highlight the differences between these two sectors.  

 

There is one particular point to approach here. The mission of the hospital is not an industrial 

or commercial mission; the health demand is not stretchable, the need corresponds to an 

epidemiological state of the population. So, the hospital won’t operate an activity without any 

medical reason to do it, but they will realize this activity if it is needed, if it answers a need 

for public health. The hospital answers priorities of public health defined by the Regional 

Health Agency, in the regional health project. Their activities are validated by the Agency 

only if they are in accordance with the regional health project. Therefore, the public hospital 

activities are related to the need of public health and prioritized, which reflect the choices of 
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the national or regional policy. It is a mission of public service which faces some obligations 

in front of various situations.  

 

M. Fremeaux, Vice-President of the Supervisory Board of CHRU Lille, defines the public 

hospital as “public enterprise”. In the public domain, the pursuit of profit is not a priority, in 

contrary to the private sector. In the private sector, the hospitals are profit-driven because 

there are some shareholders, and shareholders are looking for profits to receive their 

dividends. Profit is the finality of the private sector, which is not the case of the public sector. 

The difference here is the values from the two institutions. The values of the public hospital 

do not have to be the ones from the private sector. But, according to M. Donius, the 

organization has to have the efficiency of the ones from the corporate world, either from 

appropriate skills or from skills which we fetch outside.  

 

Thus, it is an issue of values. But, in terms of economic model, the interviewees agreed. The 

mission of the hospital is not to make money, to reward their shareholders, but to answer as 

efficiently as possible the need of public health. For this purpose, they need to be at 

equilibrium, and efficient. But, to be efficient, they need an effective organizational model 

that is based on several aspects, an organization model such as the ones we find in enterprises, 

with competencies that sometimes come from the corporate world. As an illustration to this 

fact, we can give the example of the position of the Director of the Financial Resources 

Department in a public hospital. Usually, this function is occupied by someone graduated 

from the School of Public Health (c.f.; Ecole des Hautes Etudes de Santé Publique) in Rennes. 

In the CHRU Lille, it is not any more the case. This position is occupied nowadays by 

someone who has a graduation of management control and finance. It is also the case for the 

Department of Human Resources. It is an issue of combining the talents.  

 

As a conclusion to this part, M. Donius: “We try to combine the values and culture of the 

public service and the efficiency of the business world”.  

 

 

The Regional Health Agency 

 

The Regional Health Agency is clustered by word similarity to the managerial strategy. 

Indeed, the managerial strategy depends directly from this authority. The Regional Health 

Agency is a public administrative authority of the French State in charge of the 

implementation of the national health policy within its region. In every region, the Region 

Health Agency implements this policy, controls the sanitary state of the region, checks the 

respect for the rules of hygiene, and participates to the prevention and education of the 

patients. This agency also participates to the control of the medical acts and the dispensation 

of the products of health. It leads the regional programs of the Assurance Maladie, in 
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particular regarding the management of the risk. But, its major role is to give, or not, the 

authorization of the establishment and operation of health facilities and health services, the 

creation of particular social and medico-social departments within the hospital.  

 

The Regional Health Agency has some direct impacts on the management of the hospital. The 

strategy planned by the hospital is not independent of an environment, it joins in an 

environment which is a territory if health defined by this Agency, that is the region. The 

hospital has to respect some public health priorities that are outlined in the draft of the 

Regional Health Agency, and therefore its activities can be un-authorized. The strategy they 

define has to be respectful of the regional health plan; it has to follow the national policy 

declined by this Agency. It is in such a context that is defined the managerial strategy of the 

hospital, and a fortiori the management of it.  

 

The deliberations of the Supervisory Board, on the strategic dimensions, are subject to 

approval by the Regional Health Agency. As a result, the hospital is highly dependent on this 

authority. It cannot define its own strategy independently from any other actors. It remains 

quite controlled, in a way, by the State.  

 

 

The Supply and Demand 

 

The sub-category Supply and Demand is clustered by coding similarity to the managerial 

strategy. The public health institution, in contrary to the other public administrations, operates 

in a competitive market. The public hospital is by nature in competition with the private 

clinics but also with the other public hospitals. The fact that the hospitals are in a competitive 

market leads to one result: “we have some imperatives in terms of management so much in a 

strategic point of view: the hospital project, a demand for care, that from a point of view of an 

administrator which can be linked to the management of a private clinic”.  Therefore, such a 

competition between the hospitals leads to a strategic approach in terms of management.  

 

Another important point when speaking about the supply and the demand is the volume of the 

activity of the hospital. What leads the hospital to grow its volume is the system defined by 

the Parliament, a system which depends on the rule of price-volume. The more the volume 

increases, the more the prices decrease. If the activity highly increases in all the public 

hospitals, as we are in a price-volume regulation, the prices will decrease. The hospitals are 

therefore encouraged to create volume in certain activities, activities which are profitable. The 

new activity-based pricing policy is the reason of such regulation within this environment.  
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Category – Authorities  (AUTHO) 

 

 

 
Table 7 – Source: Nvivo10 

 

 

The table 7 shows the results obtained in Nvivo10 about the node AUTHO, meaning 

Authorities. Quoted 44 times by 5 interviewees, this category took a major place when 

speaking about hospital governance. Indeed, the governance of any institution is led by 

people, by a management team. This part will describe the role of the different authorities and 

their links with the hospital governance. We will also study the link between the different 

authorities of the hospital.  

 

The category related to the authorities was divided in several sub-categories. AUTHO-CEO 

relates to the Chief Executive Officer, while the node AUTHO-DEPC describes the position 

of the Deputy Chief Executive Officer. The come the sub-category AUTHO-DIR which is 

related to the Directory, and the sub-category AUTHO-SB which is the Supervisory Board. 

Another important authority in the hospital governance is the Medical Commission, AUTHO-

MEDC. In this research, we also wanted to study the relations between these different actors, 

the several authorities involved. That is why we find the sub-category AUTHO-DSB which 

describes the links between the Directory and the Supervisory Board, and the node AUTHP-

DMC which is related to the relationships between the Directory and the Medical 

Commission. Finally, a last sub-category was created AUTHO-OTHE which is about all the 

different other actors of the hospital governance.  

 

In order to understand well the actual hospital governance, a good knowledge of the actors 

involved is requisite. These actors are sometimes considered as individuals, the Chief 

Executive Officer for instance, but some other times we need to consider them in a particular 

environment, the Supervisory Board as an example. One important fact to notice here is that 

the hospital governance is not made by one or two individuals; the hospital is governed by 
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several individuals, by a system composed of different hierarchical levels. This part of the 

research will describe them.  

 

The results given by the software Nvivo10 give us some particular information on the 

different actors. Indeed, the most quoted authorities are the Chief Executive Officer, the 

relation between the Directory and the Medical Commission, and the links between the 

Directory and the Supervisory Board. These sub-categories, quoted 7 times each, give us the 

impression that the Chief Executive Officer, represented by his Directory, is at the heart of the 

governance. Indeed, the Directory is quoted 6 times by 3 interviewees. But, we can notice 

here that the Supervisory Board takes also a major place in the governance: quoted 6 times by 

3 interviewees, which balances the references of the Directory. Then, the Medical 

Commission and the other authorities are quoted 4 times by 2 interviewees. And finally comes 

the Deputy Chief Executive Officer who is quoted only 3 times by only 1 interviewee. This is 

due to the fact that his role and function are quite similar to the Chief Executive Officer.  

 

The results given by the Nvivo10 give an overview of the references from the interviews, and 

therefore have to be put in perspective. In the following part, we will analyze in more details 

each sub-category, to understand their roles and their functions within the hospital 

governance. It will give us a more precise definition of the actual governance.  

 

 

The Chief Executive Officer of the hospital 

 

As it is described in the literature review, the Chief Executive Officer of the hospital chairs 

the Directory. But his mission is to manage in general terms the hospital: the implementation 

of the regulatory measures, the implementation of the missions which were defined and 

decided by the Regional Health Agency, to insure the execution of the strategic deliberations 

of the Supervisory Board, and therefore to insure the general management of the institution in 

all the domains of its organization: the medical organization, the need of care from the 

patients according to the mission of the hospital and the operation of the resources necessary 

for the realization of its objectives. He implements the strategy; he contributes to its 

elaboration, definition with all the actors of the hospital. But, its main mission is the 

management and the declination of the strategy defined by the Supervisory Board.  

 

But, the Chief Executive Officer has also a representative role; he is the legal representative 

of the institution. He represents it in all the acts which question the hospital, he signs, he 

represents it in justice, he represents in every-day acts, in all the legal acts which a hospital 

can be brought to conclude, etc. He is also the immediate superior of all the staff including 

doctors, in the respect of the ethical rules and of the code of medical ethics: meaning that the 

Chief Executive Officer does not interfere on the medical practice within the meaning of 
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medical sciences, but he can intervene on the best practices, on the development of them. He 

does not intervene on medical issues, such as diagnostics, but can intervene on the general 

frame.  

 

Appointed by the Minister of Health, the Chief Executive Officer is not necessarily a doctor. 

He can be a doctor, but he does not occupy its function as a doctor. The Chief Executive 

Officer if someone appointed, who is graduated from a specific training, after a competition 

for the public hospital service which is a competition giving access to this specific training, 

based in Rennes (c.f.; L’école de Rennes). At the end of this program, he is able to be named 

in a hospital and this is what gives him legitimacy. There is just a few doctors occupying the 

position of Chief Executive Officer, but rather persons who have some trainings from 

business schools, Institute of Political Studies, etc.  

 

One important point here is the fact that the Chief Executive Officer of a hospital is named by 

the Ministry of Health, after the suggestion of the Mayor of the town, and the Director of the 

Regional Health Agency. Despites the evolution of the hospital through the law HPST, there 

is still a quite present power of the State within the governance. In 2009, the previous 

President of the Republic, Nicolas Sarkozy, has proclaimed ‘One hospital, one boss’ (c.f.; 

“Un hôpital, un patron”). According to the different interviewees, this is not totally true. 

Indeed, the State continues to control, in a way, the major hospitals in France, therefore, there 

is no ‘one boss’ especially since the governance is divided into several actors.  

 

 

The Deputy Chief Executive Officer 

 

According to the cluster by word similarity, the node AUTHO-DEPC, meaning Deputy CEO 

is correlated to the node INT-MGMTPE, Management of the Pole of Excellence, from the 

node internal organization. Indeed, the Deputy Chief Executive Officer has two main 

missions, two main responsibilities. He has a mission of continuity, meaning that he has to 

represent the Chief Executive Officer on a certain number of issues, notably when the Chief 

Executive Officer is not able to.  

 

The second mission is more correlated to the internal organization. There is a second 

dimension which is the one of the management of the direction. A Chief Executive Officer, 

even more in big institutions as the hospital of Lille, is often requested outside. During that 

time, during the days when the Chief Executive Officer is not in the hospital, there is the need 

of managing the hospital, every day. Therefore, the management of the everyday life of the 

team of Direction is assured by the Deputy Chief Executive Officer. It is his main mission. 

We can easily understand now the place and the role of the Deputy Chief Executive Officer 

within the hospital governance.  
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This explains why the nodes AUTHO-DEPC and INT-MGMTPE are correlated. Indeed, the 

Poles of Excellence are managed by a Director of Pole. This actor is directly managed by the 

Deputy Chief Executive Officer.  

 

 

The Directory 

 

The cluster analysis by word similarity tells us that there is a link between the nodes AUTHO-

DIR with DEC-MAKIN, which is related to the process of decision making. Indeed, the link 

between these two subjects seems to be obvious. The Directory is an organ of dialog; it is a 

consultative body that assists the Chief Executive Officer to make relevant and appropriate 

decisions.  The Chief Executive Officer cannot take any decision without any debate with its 

Directory. We can give the example of the budget voted by the Directory or even the 

nomination of the doctors. It is the responsibility of the Chief Executive Officer, after 

consultation of the Directory. 

 

The Directory is composed with a medical majority. As seen previously, the law HPST plans 

nine persons as members: the Chief Executive Officer, member of law, President of this 

organ, the President of the Medical Commission, 1
st
 Vice-president of law, the Dean of the 

Faculty of Medicine, 2
nd

 Vice-President, the Research Director, as the 3
rd

 Vice-President, 

named by the Chief Executive Officer after consultation of the Dean. And then, there are the 

five members who are not President or Vic-Presidents. As member of law, there is the 

President of the Commission of Reeducation and Medicotechnic Nursing (c.f.; Commission 

des Soins Infirmiers de Rééducation et Médicotechniques). The four other members are 

named by the Chief Executive Officer after suggestion of the President of the Medical 

Commission and the Dean: two doctors and two non-doctors. In addition to these members, 

some others can be added. For instance, the CHRU Lille added 6 other members, in the 

continuity of their former Executive Board. That is why we can find a member of the Head 

Office who is in charge of the Poles of Excellence, or even the Director of the financial 

resources department and the Director of the medical human resources department. The law 

HPST gives a framework, an overview of the composition of the Directory. But, each hospital 

can readjust its configuration by adding some members in order to have the most coherent 

Directory.  

 

One important point here is the fact that the President of the medical commission is member 

of law of the Directory; he occupies the position of 1
st
 Vice-President. Therefore, the duality 

Chief Executive Officer and President of the Medical Commission takes a major place within 

the hospital governance. 
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According to the cluster by coding similarity, the node AUTHO-DIR is correlated to the node 

AUTHO-SB, which is related to the Supervisory Board. The Directory has the responsibility 

of re-negotiating, of discussing with its members all the strategic orientations given by the 

Supervisory Board. This organ has to define a management orientation, while the executions 

of the decisions taken are managed by the Chief Executive Officer. The only guarantor of the 

implementation of the strategy is the President of the Directory.  

 

The Directory is a consultation organ with the particular mission of helping the Chief 

Executive Officer to take the good decisions.  

   

 

The Supervisory Board 

 

The Supervisory Board is another important organ when speaking about hospital governance. 

As seen previously, it was one of the most quoted references in the interviews. The 

Supervisory Board is an evolution of the hospital governance due to the law HPST. This 

organ was newly created, in the continuity of the Executive Board. The Supervisory Board is 

composed of 15 persons. There are five persons elected, representing the town and the region; 

five persons representing the staff including two doctors from the Medical Commission, two 

non-doctors named by the unions, and one individual representing the Commission of 

Reeducation and Medicotechnic Nursing. And finally, there are five other members, two 

representing the users, the patients and three qualified persons. It is three colleges of five 

persons.  

 

According to M. Fremaux, Vice-President of the Supervisory Board, CHRU Lille, the main 

evolution of it is the disconnection of the local political. This organ is more in distance of the 

governance as one effect of the law HPST is the switching of the gravity center of the 

decision-making process from the former Executive Board to the Directory leaded by the 

Chief Executive Officer. Therefore, the members of the Supervisory Board have the 

impression that they have lost their power when dealing with hospital governance. Nowadays, 

the hospital is governed by the Chief Executive Officer, with consultation of his Directory, 

who exercises the whole responsibility of the management. “The power of impulse and 

management which was belonging before to the former Executive Board, have been emptied 

of its sense”, M. Fremaux. The impression that the members of the Supervisory Board were 

evicted from the governance is quite present. It seems that they have lost all their 

responsibilities, because of the switching of the decision-making process to the Directory.  

 

Another point of view is the one of Mrs. Coudrier who thinks that the Supervisory Board did 

not yet integrated their new role in the hospital governance. In the previous Executive Board, 

the President of the Board was, by law, the Mayor of the town. In the new organ, which is the 
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Supervisory Board, there is still the representation of the local political. The President of the 

Supervisory Board is elected by the Board through the territorial political and qualified 

persons who sit on the Supervisory Board. The qualified persons are representative named by 

the Regional Health Agency, the delocalized power of the State, whom can be doctors or 

health professionals. Most of the time, the Mayor will be elected, as it was previously the case 

in the Executive Board. The role of this new organ is effectively different. For instance, 

previously, the Executive Board voted the budget, nowadays it is the responsibility of the 

Directory, so the Supervisory Board does not vote any more, but it is informed of it.  

 

But, the Supervisory Board has a very important role; it takes a major place in the hospital 

governance. The definition of the strategy of the institution, in accordance with the health 

project of the Regional Health Agency, belongs to the Supervisory Board. And this strategic 

mission has difficulty in being concretely integrated by the members of the Board. According 

to the Chief Executive Officer of the CHU Nantes, Mrs. Coudrier, there is an acculturation 

which has to be made between the way the Executive Board was working and the way a 

Supervisory Board has to work, now.  

 

The members of the Supervisory Board are quite the same than the former Executive Board; 

and the President of the Board and the Chief Executive Board are not linked in terms of 

responsibility as they were previously. In the definition given by the law HPST, there is any 

kind of solidarity between these two actors, but in fact, this solidarity is real as the Chief 

Executive Officer is named by the Ministry of Health after the suggestion of the Mayor, 

President of the Supervisory Board, and of the Director of the Regional Health Agency.  

 

As we can see, the functions of the Supervisory Board are not yet totally understood by 

everyone. The role of this organ, as planned by the law HPST, besides the definition of the 

strategy, is to control, to verify the implementation of the decisions taken by the Chief 

Executive Officer, after consultation of the Directory, and to validate them to ensure there is 

not gap between the public health policy and the management of the hospital. There is 

therefore a work of support of the great decisions.  

 

One significant thing about the Supervisory Board is the power of influence it exercises. The 

law defines a particular framework in which the different actors of the hospital governance 

have to operate with different responsibilities. But, it is the practice that gives the ability to 

influence; it is the recognition from the actors. Therefore, in certain case, the Supervisory 

Board keeps a kind of power, even if it is not allowed to vote on particular subjects such as 

the budget for instance. If the Board is considered as a recognized partner, as an important 

partner in terms of governance, it will keep its power of influence.  They can exercise a real 

power of influence especially if they have the Mayor of the town as President.  
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The cluster by coding similarity, provided by Nvivo10, gives an important link between the 

Supervisory Board and the Directory; AUTHO-SB with AUTHO-DIR. This part of the 

research will be studied in the paragraph below.  

 

 

The relations between the Directory and the Supervisory Board 

 

As we said above, the Directory and the Supervisory Board are two organs which are linked 

together. The cluster analysis by coding similarity and the cluster analysis by word similarity 

are both highlighting the possible relations between these two organs.  

 

First of all, we can highlight the link between the two organs which is the nomination of the 

Chief Executive Officer, who chairs the Directory. As seen in the part related to the 

Supervisory Board, the President of this Board with the Director of the Regional Health 

Agency suggests a name to the Ministry of Health, which attributes the position of Chief 

Executive Officer. Therefore, the Supervisory Board has a direct link whit the Directory, as 

the President of the first gave his opinion for the election of the second. They are not linked in 

terms of responsibilities, in terms of management or roles, but they are linked in terms of 

solidarity.  

 

It is also interesting to understand the interest of having two organs instead of one. The 

concentration of two organs, the Supervisory Board and the Directory, permits to have a 

double view on the governance.  Concretely, the Chief Executive Officer gives feedbacks to 

the Supervisory Board on his politics and his management, through an annual report or on 

particular subjects according to the responsibilities he occurs. Therefore, there is from one 

side the power, and on the other side the control. But, in some cases, the gap between the two 

actors, the differences in terms of responsibilities are erased in order to approach together 

some important issues. Even if the legal framework does not give such a power to the 

Supervisory Board, the relations between the Directory and the political, the town and the 

region are still strong. There is still some place for the debate between the two organs, 

although it is not necessarily the case for all the hospitals. It depends mainly on the culture of 

the institution. According to the CHRU Lille, the reason of keeping such links is simple: the 

patients, the families, the inhabitants of the town and of the region do not identify other power 

than those from the political who are elected by the people. Therefore, the hospital tried with 

cautious care to erase the gap between the Directory which is under the authority of the Chief 

Executive Officer and the Supervisory Board which is under the authority of the Mayor.   

 

Two powers divided in two organs; while previously, these two powers were gathered in only 

one organ, the Executive Board. This division of the powers is clearer than previously. It is 

clearer in the sense that before the Executive Board had both the mission of the definition of 
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the strategy and missions in terms of management. There was a kind of collusion between the 

Board of Directors and the Managing team as they were both in charge of one the aspect of 

the management. Since the Supervisory Board has the mission of defining the strategy of the 

hospital and the Chief Executive Officer, with his Directory, the responsibility of the 

management, each actor has a well-précised definition of his responsibility.  

 

Therefore, the division of the powers permitted to define more clearly the responsibilities of 

the actors of the hospital governance. Except that, according to Mrs. Coudrier, ‘maybe today 

the Supervisory Boards have not taken the measure of their strategic functions which requires 

doubtless a stronger acculturation’. This strategically dimension gives to the Supervisory 

Board a power of control, a power of audit.  

 

 

The Medical Commission 

 

The Medical Commission is an organization of doctors, whose objective is to carry out 

several missions: the institution medical project, the quality and security of care, the medical 

staff, the medical training and the investment in terms of medical tools, medical instruments, 

materials and organization of the buildings. The Medical Commission, it is five main missions 

corresponding to five colleges.  

 

The Commission is sub-divided on five colleges according to the different trades within the 

hospital; and nowadays, since the law HSPT, it represents the transversal and horizontal view 

of an organization which is vertical, organized through the Poles of Excellence. The 

Commission creates transversality between the poles on certain common objectives, which 

aims to give some particular sense to the medical project. Therefore, the Commission is 

organized around several specialties, and around common organizations within the hospital on 

particular issues. 

 

Through the cluster analysis by word similarity, the Medical Commission is linked to the sub-

category Management Team from the node internal organization. The Commission is 

composed of a representation of the doctors of the CHU; they might be hospital-academics 

doctors or hospital workers, doctors, surgeons, biologists, anesthetists, resuscitators, 

pharmacists, etc. They form the several colleges of the Commission. All these colleges lead to 

the election of their representative at the Commission. And among the representatives at the 

Commission who are not elected, there are the Directors of Pole, who are members by law. 

So, therefore, the Commission is a grouping of elected members and members of law, the 

whole forming the medical governance of the hospital, from a medical point of view. From 

this large Commission, is extracted a board composed of representatives of the medical 

community. They come in the Commission to receive certain information and to give their 
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opinions on certain points, such as the budget allocated. It is very close to the functioning of a 

company, they monitor the several types of indicators. Thus, we can easily understand the link 

between the managing team and the Medical Commission. As we described it in the previous 

part, the President of the Medical Commission, elected by the members of the Commission, is 

the 1
st
 Vice-President of the Directory. Thus, he has a place which is not only symbolic, but a 

very strong political place. Therefore, the Medical Commission represents the point of view 

of the doctors, and is in charge of the medical project. The Medical Commission leads the 

medical governance of the hospital. According to Prof. Vallet, the Directory is the 

“institutional management of the hospital”.  

 

The software Nvivo10 indicates us that there is a link between the node Medical Commission 

and the node medical strategy, according to the cluster by coding similarity. Before the law 

HPST, the Medical Commission was the only authority concentrating the medical reflection, 

and therefore represented an important managerial mass within the hospital governance. 

Nowadays, the fact that the poles of excellence are considered as auto-enterprises, are auto-

sufficient, the fact that there are some concentrations of specialties on poles, we could think 

that the Medical Commission would lose its impact and its influence. It would be true, except 

if there was no transversality between the poles, if the vision of sharing the information 

through the poles did not exist, if the transversal governance of the Commission was absent. 

The organization of the Medical Commission has changed, but this change has made its 

activity more visible, and more focused on the “essential” and on strongest politics.  

 

 

The relations between the Directory and the Medical Commission 

 

The medical project is deliberated by the Directory, but is suggested by the Medical 

Commission. Thus, the Commission does not have any management power but there is a kind 

of equilibrium between these two authorities. Indeed, the Chief Executive Officer can hardly 

implement his operations if he does not agree with the President of the Medical Commission, 

member of law of the Directory. He has a power of opposition, a non-official power.  

 

Therefore, the Medical Commission does not have proper power, but its influence power is 

obvious. There cannot be sustainable governance within the hospital if there is no agreement 

between the Chief Executive Officer and the President; that is to say between the Directory 

and the Medical Commission. There is a need of a global agreement on the politics within the 

different actors. Even if the Directory is independent of the Medical Commission, its medical 

majority induces necessarily a debate between the managers and the doctors. While having 

the hierarchical authority on all the staff, including the doctors, the opposition power is quite 

strong, and the Chief Executive Officer would have great difficulties to implement his 
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decision if the medical staff disagrees. Therefore, the need of the global agreement is very 

strong.   

 

This agreement will depend mainly on two personalities, the two opposite opinions: the 

President of the Medical Commission and the Chief Executive Officer. While the first is 

elected by the members of the Commission, the Chief Executive Officer is named by the 

Ministry. Thus, there is a updraft of elected representatives concerning the President, while on 

the other hand there is a downward power which is the nomination of the Minister. So, there 

are two personalities which represent different stakes in terms of governance, with two 

diverse points of view with one medical culture against one managerial culture. Evidently, 

this brings a lot to the hospital governance, confronting two points of view. These two 

personalities, from two different backgrounds, they share different means and therefore they 

enrich each other. While the manager brings some managerial know-how to the doctor, the 

President brings its competencies: the healthcare. The meeting of these two trainings gives a 

sustainable background for the hospital governance.   

 

When we are speaking about the medical project, when we are speaking about Human 

resources, about the training of the doctors, about the investment, when do the managers and 

the doctors meet? At every moment. There is a real transversality between the managerial 

power and the doctor power. Every time there is the construction of the medical project, a 

reflection on the human resources, the types of training of the staff, the way the investments 

have to be done, etc. the competency of a director is necessary, but the opinion of the doctor is 

also needed, in order to balance with the director’s opinion. It is complementary.  

 

Even if there are no official relations between the Directory and the Medical Commission, the 

links between these two actors of the hospital governance seem to be obvious. The Directory 

and the Medical Commission have to share the same politics in order to run efficiently the 

hospital.  

 

 

The Other Authorities within the hospital  

 

Concerning the other authorities, we can quote here the Regional Health Agency (c.f.; see the 

part concerning the Environment). And indeed, the cluster analysis by coding similarity 

provided by Nvivo10 gives us a link between the node concerning the other authorities and 

the Regional Health Agency. But, there is also another external actor: the National 

Management Center (c.f.; Le Centre National de Gestion).  

 

The National Management Center is a public administrative institution, under the authority of 

the Ministry of Health. The mission of this administration is to ensure the statutory 
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management, the statutory accounts and the development of the human resources of the 

hospital doctors and the Directors in the hospital public domain. Its missions are the 

modernization of the human resources management, the support the professionals’ 

development, and the support the evolution of the hospitals. This national institution plays a 

certain role in the hospital governance, as the members of this institution manage some 

important decisions within the hospitals; for instance, the decisions of the nominations, the 

promotions decisions, but some other decisions such as the disciplinary procedures, the 

radiation decisions. These kinds of decisions are taken by the National Management Center, 

governed by the Ministry of Health. Once again, the State keeps a certain stake in the hospital 

governance; the State power is still present, in several ways.  

 

 

Conclusion on the Authorities 

 

As described previously, the hospital governance has changed, especially since the law HPST, 

made in 2009. From one former Executive Board, the hospital has now several organizations 

to complete its governance: the Directory and the Supervisory Board. The new organs have 

separated and précised roles that are not always well understood, yet. The power within the 

governance has been divided, sharing the power of management to the Directory and the 

power of control and audit to the Supervisory Board. The two organs have both different 

missions, missions are clearer than the situation before. But, the hospital governance is nod 

lead by these two organs. Indeed, one of the major roles of the Medical Commission is the 

mission of defining the medical project, which is considered as the medical governance of the 

hospital, the governance from the medical point of view. Of course, these several actors are 

linked together. We have described an important evolution here, the transversality within the 

hospital. More and more, people from different departments, from different backgrounds are 

working together. Groups are formed in order to answer a particular issue. And as seen in the 

literature review, the hospital is node governed by three organizations; some others exist such 

as the Commission of Reeducation and Medicotechnic Nursing. Therefore, we can conclude 

this part of the study by saying that the authorities who govern the hospital are separated in 

groups, in commission with all some particular missions, commission that work together, 

hand in hand.  
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Category – Internal organization (INT) 

 

 
Table 8 - Source: Nvivo10 

 

 

The table 8 shows us that the node ‘internal organization’ was quoted 40 times by 5 

interviewees. The internal organization, a subject gathering several sub-categories, gives the 

impression to be an important point when speaking about hospital governance, according to 

the number of references given by Nvivo10. Indeed, the governance is directly linked to the 

internal management of the institution.  

 

The node internal organization is divided in five sub-categories that are described as 

following.  DEC-MAKIN is related to the decision-making process within the hospital, INT-

MGMTTEAM is according to the management team, while the sub-category INT-MGMTPE 

relates to the management of the poles of excellence. The poles of excellence were subject to 

this study that is why there a special node concerning this topic: INT-PE. And finally, the sub-

category INT-PPV represents the process of project validation.  

 

The figures given by Nvivo10 give us important information about the internal organization. 

Management team was a central subject, 5 interviewees made 14 references of it. This topic is 

at the heart of the hospital governance. We will have a particular attention on this part.  The 

decision-making process was also quoted several times by 5 interviewees.  Such a process 

will be interested to study, in order to identify well the decisions makers within the hospital. 

Then, the history of the poles of excellence is directly linked to the hospital governance, that 

is why we will have also a particular look on this node quoted 8 times. And finally, the last 

sub-category, related to the process of project validation, which is quite similar to the sub-

category concerning the decision-making, will give us an overview of the decision process 

among the different authorities.  
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The Management team 

 

The cluster analysis by word similarity, provided by the software Nvivo10, gives us a link 

between the node INT-MGMTTEAM and AUTHO-MEDCOM. It seems there is a 

relationship between this subject and the Medical Commission.  

 

The Medical Commission is part of an entire team, of the management team which governs 

the hospital. This management team is mainly composed of the authorities already described 

in the parts above: the Directory, the Supervisory Board and the Medical Commission. But 

this team is much larger than these three organs. The management team of a CHU, as the one 

in Lille for instance, counts around 25 Directors. Indeed, we should integrate in this team the 

Dean of the medicine university, the team in charge of the research, the representatives of the 

local politics, the different commissions within the hospital as the Commission of 

Reeducation and Medicotechnic Nursing, etc. The hospital governance is the result of the 

strong link that exists between these different actors. They all have some different and clear 

missions, some different responsibilities, and the whole makes the hospital governance 

efficient.  

 

But there is a major danger linked to this large management team. More the team is big, more 

difficult it is to be managed. Each person has different purposes to work in this team, has 

different interests. The conflict of interest can be therefore destroying. So there is a need of 

mutual trust between the actors in order to avoid people retiring on positions, on technocratic 

practices. There is the obligation is keeping a common objective: the collective success in 

order to provide a very quality public service. In order to ensure this, common values must 

exist between the actors of the hospital governance, especially between the Directory, the 

Supervisory Board and the Medical Commission. Then, a strong dialog will be possible.   

 

 

The poles of excellence and their management 

 

According to the cluster analysis by coding similarity, given by Nvivo10 with the node related 

to the responsibility of the actors. We will see in this part that the poles of excellence are 

compared to subsidiaries of a company, with its own budget, its own Director.  The cluster 

analysis by word similarity gives a link with the sub-category Deputy Chief Executive 

Officer. As we have just said, the poles of excellence have their own Director. The Directors 

are managed by the Deputy Chief Executive Officer, as we will see it in this part.  

 

But, before explaining the different links found by the software Nvivo10, it will be interesting 

to study the history of the poles of excellence. The hospital is traditionally managed in 

services, with services’ managers. 40 years ago, often the doctors were working part-time; 
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they were working in the city and came from time to time in the hospital. And when, they 

became full-time worker at the hospital, we called them hospital practitioners. Furthermore, in 

the case of the CHU (the University Hospital), some of them are in the meantime hospital 

practitioners and professors. From the part-time workers, the doctors became full-time 

employees for the hospital. This evolution was accompanied by a growth in terms of activity. 

In this context, it became necessary to manage the professional carriers. This management 

was added to an evolution of the services. The historic large services have been cut into 

several little services. As an example, the service of neurology has been divided into four 

services of neurology having for each of them their own specialities: the multiple sclerosis, 

the Alzheimer, etc. During a time, this system has worked, but at one moment it has faced its 

own limits: fragmentation of the strategic reflection, fragmentation of the resources, etc. That 

is why, the inverse phenomenon has appeared, and some clinics gathering several services 

were created. And then, we have assisted to the creation of poles, which are groupings of 

clinics. The poles of excellence were created.  

 

To illustrate with an example, the CHRU of Lille evolved progressively from 200 services to 

15 poles of excellence. The number of directors has been reduced in the same proportion.  

 

The first poles were implemented in 1998, in the case of the hospital of Lille. They were 

experimental poles. And the generalization of the CHU into poles was made in 2005. An 

organization of poles has been accompanied by changes in the management team in order to 

be supporter of the poles directors. An internal contract, between the management team and 

the Directors of poles, was generalized at this time.  

 

The generalization dated from 2005. But, in this time, there were 40 poles, 24 clinical poles 

and 16 medicotechnic poles, in the case of the CHRU of Lille. In 2010, through the law 

HPST, the hospital had divided their number of poles. The 40 poles of the CHRU Lille 

became 15 poles. The medicotechnic poles have known a major grouping, as they went from 

16 to 3 poles, and the clinical ones from 24 to 12 poles. In order to do so, there was a debate 

on the different approaches on the creations of these poles: 

 

1/ a geographical approach with however a certain coherence between the activity;  

2/ a grouping of the activities according to affinities between the actors;  

3/ a grouping of the activities according to the complementarities;  

4/ a medico-economic approach, supposing that the poles are created in order to be 

economically balanced;  

5/ a last approach according to the ‘path’ of the patient within the hospital, which is quite 

similar to the third approach; 
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The poles are created. The first hierarchical infra-pole level is the clinic. Then, comes the 

second hierarchical infra-pole level, the service.  But, on a large series of decisions, it is the 

Director of the pole, with his team in which there are the managers of the clinics and the 

managers of the services, who is the decision-maker. It is after the opinion of the Director of 

the pole, after consultation of his team, that a certain number of decisions will be taken. For 

instance, the poles’ projects, who figure in the hospital project, have followed this process.  

 

The aim of this process is to create efficiency, and synergies. There is here a double interest; a 

qualitative interest which is delivering the best care possible to the patient, and an economic 

interest.  

 

This double scheme Directory and organization into poles, with his Director, permits a 

medico-economic governance, medico-economic meaning the association of the doctors and 

the managers in the governance. And this was the final goal of the organization into poles: to 

strengthen this governance, and therefore to strengthen the authority of the pole’s director 

who is the hierarchical superiors of the employees of the services and for whom he is the 

responsible. By operating in such way, we are much interested in a logic chain management 

of the patient. The poles are implemented so that they have their own resources management, 

their own preoccupations in terms of efficiency and effectiveness. The poles also have some 

particular contracts with the Chief Executive Officer, a contract in terms of resources and 

objectives. They have liberty in their management, but the obligation of reporting is still there. 

The reporting asks some information on the consummation of the pole, on the correlation 

between their activities and expenditures, on their profits and loss account, etc. Therefore, 

each pole has its own budget, and its own activity. In that sense, we can quite easily compare 

it as a single organization, operating in particular environment.  

 

As we have said just above, each pole has his Director, a doctor. This person is named by the 

Chief Executive Officer after suggestion of the President of the Medical Commission, of the 

Dean of the university, and has for interlocutor someone from the management team, called 

the referent Director. This referent Director represents the Chief Executive Officer to the 

poles’ Directors, and explains the strategy of the hospital to the pole’s Directors to create a 

link between the human resources, the finance department, etc. The aim is to provide the 

pole’s Directors a strategic vision.  

 

In terms of governance, the Chief Executive Officer meets his pole’s Directors every month 

and discuss all together from the strategy on different facets of the hospital. These meetings 

promote the consultation and the co-construction on a certain number of subjects, which 

permits to strengthen the medico-economic governance of the hospital. This way of doing 

differs from the auto-management of the hospital from a doctor.  
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The decision-making process 

 

The node decision-making process is clustered by word similarity to AUTHO-DIR, which 

represents the Directory. The cluster by coding similarity gives a link with the category 

Evolution. Indeed, these two nodes are linked to the decision-making process. One major 

evolution in the hospital governance this last decade is the switch of the gravitation center of 

the decision-making process, switching from the Executive Board to the Chief Executive 

Officer (c.f.; “1 hôpital, 1 patron”).  

 

Indeed, the responsibility of the Chief Executive Officer is to take the decisions and to submit 

them to the Supervisory Board. These decisions are taken after consultation of the Directory, 

and of a certain number of authorities or actors, such as for instance the pole’s Directors. But, 

the final authority belongs to the Chief Executive Officer who takes the decision, and who is 

responsible of it. Actually, he is the responsible of the hospital.  

 

We can give the example of the budget of the hospital (c.f.; Etat Prévisionnel des Recettes et 

des Dépenses – EPRD). The decision is taken by the Chief Executive Officer after the 

consultation of the Directory, and the pole’s Directors. The Chief Executive Officer uses the 

opinions of this grouping of doctors and managers to take the final decision. Once decided, 

the budget has to be submitted to the Supervisory Board, and has to be suggested to the 

Regional Health Agency which has one month to validate it. Before the creation of the 

Directory and the Supervisory Board, the budget was under the responsibility of the Executive 

Board. Thus, there has been a major evolution in the decision-making process, now that the 

Chief Executive Officer is responsible of the acts of the hospital, while it was the 

responsibility of the Executive Board before.  

 

 

The process of project validation 

 

A major point when studying the hospital governance is the process of the validation of the 

projects. Indeed, every year each hospital receives dozens or thousands of projects, projects 

coming from the doctors, from the managers, from the Directors, etc. These projects revitalize 

the hospital, and are therefore very important to take into consideration as they are used as a 

base for the hospital project. Thus, a real process of validation was created, in order to study 

each of the suggested projects.  

 

First of all is the strategic validation of the project. The suggested project has to be in 

accordance with the whole hospital project, which is constructed for a period of five years. 

The projects that have been suggested before the hospital project is made will be studied a 

few years after.  



Page | 66  
 

 

The second step is the scheduling of the projects, meaning the determination of the order in 

which the project will be implemented.  There are some issues in terms of organization, 

spatial organization, financial questions, information systems, etc. that have to be answered 

before implementing any projects. Thus, the scheduling of all the projects suggested is very 

important.  

 

The third step consists in the evaluation of the medico-economic feasibility of the project. It is 

a question here of budget. Each project has to present an estimate of its expenditures and its 

revenues in order to be sure that the project won’t be harmful for the whole hospital. This 

certification permits to ensure that the hypotheses of the project are relevant. And some gaps 

can be allowed in terms of revenues and expenditures. In that sense, there is a monitoring 

mechanism of the implementation of the projects to ensure that the objectives required are 

reached, or to evaluate the reasons of a possible failure.  

 

Then comes the consultation of the Directory for the suggested project, as the fourth step. And 

the final step is the decision of the Chief Executive Officer. It is a formal decision, made after 

the consultation of the Directory. The decision is then transmitted to the referent Director and 

to all the actors who will touched by the project. And after the implementation of the project, 

is the evaluation of it. This is process of the validation.  

 

 

Conclusion on the internal organization 

 

As we can see through this part, the internal organization of the hospital has known major 

evolutions during the last decade: the division of the power through the Directory and the 

Supervisory Board, the creation of the poles of excellence, the reinforcement of the relations 

between the Directory and the doctors, the decision-making centre, the process of validation, 

etc. The internal organization of the hospital has changed, evolved to be closer and closer to 

the management of a corporate. 
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Category – Evolution (EVOL) 

 

 
Table 9 – Source: Nvivo10 

 

 

The table 9 gives us the number of references per sub-category from the node EVOLU, 

standing for Evolution, according to Nvivo10. This category was quote 53 times by 5 

interviewees. It seems that the subject evolution took a major place in the different interviews 

ran. This is a good illustration of the situation of the hospital, since several decades the French 

hospital is in constant evolution.  The healthcare institution in France has known many 

changes since the creation of the first clinic as seen during the literature review. This part will 

describe the different evolutions that have occurred during the last decade.  

 

The category Evolution was divided in several sub-categories, each sub-category describes a 

particular evolution. All the sub-categories put together give us an overview of the main 

evolutions that have changed or will change the hospital governance. EVOLU-BUDG is 

related to the subject Budget of the hospital, a sub-category which is close to EVOLU-T2A 

which describes the new way the hospitals are finance, their new model of pricing. EVOLU-

HPST relates to the evolutions due to the law HPST. In terms of finance, the planning of the 

projects was an important subject to approach, EVOLU-EPRD. It was also interesting to study 

the evolution of the subject performance, EVOLU-PERF; and the competition between the 

hospitals described in the sub-category EVOLU-COMP. And finally, all the different 

evolutions that were not include in the previous sub-categories, were highlighted in the node 

EVOLU-GEN, meaning the general evolutions.  

 

Understanding the evolution the hospital faces is quite important. It will permit to have some 

detailed information about its history, and therefore to define better its governance, and its 

possible evolution.  

 

As we can see through the table 9, the law HPST took a major place in the interviews. Quoted 

16 times by 5 interviewees, this law will be very interesting to study. Indeed, the act has 

changed the ways the hospitals are organized, the way the French health care institution is 
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governed. One of the main changes of the decade is due to this new law. Some corporate 

terms have appeared in the hospital, such as the term “performance”, a subject which was 

quoted 10 times by the 5 interviewees. Such terms are more and more used in the hospital; we 

can give the example of the terms “profits”, “marketing”; words which are very close to the 

corporate world. Another major change is the new financial model of the institution. The node 

EVOLU-T2A describes this new model. While the hospital was financed through a particular 

way, its business model has changed during the last decade, it has evolved to a business 

model similar to the ones we can have the corporate world. Therefore, a particular attention 

will be made on this point. We will also focus on the competition the hospitals face. Since 

they have a business model close to the corporate model, a competition between the different 

hospitals has appeared. We will see how and why this competition has appeared in the public 

health care institution. And finally, one part of our research will study the planning of 

projects, an important point in the hospital governance.  

 

As said in the previous part, the software Nvivo10 gives us an overview of the subjects and 

gives figures on the most treated subjects. But, in order to have a more précised study, each 

sub-category will be studied with particular attention. In that way, we will gather all the 

information extracted from the interviews which will permit us to draw a global overview of 

the evolution the hospital institution has faced.  

 

 

The budget 

 

In the public domain, there is no seeking of profit. In the private, as for instance the private 

clinics, the purpose of the organizations is the profit because there are some shareholders who 

are looking for rewarding their investments. The final goal of the public hospital is the public 

service. And their mission, which is not the final goal but a mean, is to manage the hospital, 

meaning providing an answer to the healthcare need in the region, and to insure this mission 

with a certain level of resources and with a balanced budget. So, there is no direct requirement 

to be profitable, but the objective of the financial Department of the hospital is to ensure the 

consolidation of the financial and budgetary balance.  

 

This, as a result, will permit the hospital to develop an investment financial plan. Indeed, a 

hospital which has a budget with a big deficit will have more difficulties to invest, as its auto-

financial capabilities will be weak, especially nowadays when the possibilities of having 

recourse to the bank credit are very low. The hospital will have a very limited capacity to 

implement its investment on the annual cycle. Therefore, the need of having a strong balanced 

budget is quite important. By strengthening this balanced budget, by creating a certain amount 

of cash flow, the hospital will be able to assure the necessary investments for the years to 

come.  
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So, indeed, they need to be profitable. They should be just a bit above the equilibrium in order 

to be able to make the investments. Therefore, profits are needed, but they are not making 

productivity or productivism as there are no shareholders to pay. Professor Valet describes the 

situation: “We need to be efficient and in the same time in accordance with the quality and the 

security of the care provided”.  

 

On this point, concerning the budget of the hospital and its balance, there is a reflection of 

equilibrium between the medical culture and the corporate culture. Indeed, while the hospital 

managers are trying to find the most efficient and effective environment in order to have the 

profit required for the investment and for the development of the hospital, while the doctors 

are trying to provide the best care for the patients.  

 

 

Activity-based Model  

 

The activity-based model, the sub-category EVOLU-T2A, was initiating in 2004, and 

generalized in 2008. Before this model, from 1983 to 2004, the hospitals had a financial 

model called the ‘Overall Funds’ (c.f.; la dotation globale de financement). Each hospital 

received a certain amount of funds from the Assurance Maladie, for the year. At the end of 

each exercise, the hospital had to negotiate the rate of the evolution of this envelop, meaning 

that they kept the quite same amount year after year. There was no immediate relation 

between the amount of funds received and the activity realized during the year. The activity-

based model, initiated in 2004, was created according to one principle: the care of one patient 

supposes the realization of several acts referenced in a catalogue of services containing 2.700 

lines with for each of them a particular price. Each tariff was elaborated on the base of what 

we call the National Study of the Cost (c.f.; l’Etude Nationale des Coûts). During a given 

period, people have worked on the evaluation of the average cost of several acts. Each service 

was given a particular tariff, according to this national study. It means that nowadays, the 

hospital has entered into an economic process similar to the corporate model. The patient 

becomes a client for whom the hospital realizes a certain number of services: the medical or 

paramedical care. The hospital will declare what has been done for this patient, from which an 

invoice will come out. This invoice will be sent to the different actors involved: the Assurance 

Maladie, the mutual insurance companies and sometimes the patient. There is however a 

nuance to highlight: the hospital does not provide one invoice per patient, but an overall 

invoice including all the cares given during a given period, a global invoice. It seems that this 

model will change soon, the project FIDES (c.f.; Facturation Individuelle Des Etablissements 

de Santé) will permit the creation of an invoice for each patient.  
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Thus, if the patient is here, the activity is realized, the invoice is provided, you receive the 

funds which permit to recover the expenses. If the patient is not here, there is no activity, so 

no fund received but there are still some variable and fixed costs. The variable costs are 

depending on the activity; if there is no activity, there won’t be any variable costs. But, 

concerning the fixed costs, there is a problem of financing. In the forecasts of the budgets, the 

question is “which are going to be the variable costs induced?” and “in terms of fixed costs, 

will the hospital be able to go beyond the threshold effect, or not?”.  

 

The principle of the financial model is one of its biggest advantages. The model is much more 

dynamic than the previous one, and permits a better allocation of the resources in accordance 

with the activity of the hospital which is supposed to reflect the need of health care from the 

patient.  

 

The activity-based model has totally modified the comprehension of the activity of a hospital, 

especially for the doctors. Before this model, whatever the activity realized, the funds were 

there. Nowadays, there is the obligation of realizing the activity. Without it, there won’t be 

any finances. It is a question of retranslating the profit and loss account for each pole of 

excellence. Therefore, the incitation to do, to make the activity is quite strong. There are some 

poles in deficit and poles in surplus, which can be compared to activity centres of a company 

which can be compared to subsidiaries.  

 

The idea beyond this new activity-based pricing model is the accountability of the staff. The 

medical staffs are more and more aware of the management of the costs, and there is a need of 

making the medical staff aware of their responsibility in terms of management costs. And it 

seems necessary to associate indirectly the medical staff to the management to the decision-

making process general and to the general governance of the hospital.  

 

According to M. Donius, the model is “virtuous and demanding”. It is virtuous because there 

is a direct correlation between the activity realized and the incomes of the institution. But, it is 

quite demanding as the counters are reset every day. While in the previous system, there was 

no reset, except once a year to negotiate the evolution rate of the funds. Nowadays, there is no 

negotiation, if there is no activity, there won’t be any revenues. M. Donius summarizes the 

new model: “It is a classic economic mechanism”.   

 

A classic economic mechanism with its imperfections. The problem with this model is that if 

you give to a précised act the value of X, the hospital will produce at this value; but if one 

year after the value is reduced of a certain percentage, the hospital will have continue 

producing but will be paid less, therefore its finance will be unbalanced.  As this model is 

newly implemented, some tariffs are still not well studied. Thus each year, some adjustments 

are made in order to have tariffs representing at best the value of the acts.  
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These tariffs are evaluated at a national level, which is called the National Study of the Cost; 

they are elaborated in reference to a national theoretical basis. Therefore, the resources of the 

hospital will be linked to its activity, but not necessarily to its costs because the tariff is 

national. If the costs of an act for a particular hospital are higher than the tariff given from the 

national grid, the hospital will be incited no to produce this act. And vice-versa, if the costs 

are lower than the tariff for another act, the hospital will be incited to produce this act.  

 

Thus, this activity-based mode is an approach of forcing the hospital to the reflection of their 

resources and their allocation in regard of this national grid which is supposed to reflect a 

national average. The hospital is strongly incited to a major reflection on its cost management; 

it needs to be efficient and to have production costs equal or lower to the tariffs given. It 

seems that the hospital is getting closer and closer to the economic corporate model, through 

this new activity-based model.  

 

 

The competition 

 

According to the cluster by word similarity, the node EVOLU-COMP is linked with the sub-

category ENVIR-SD, related to the Supply and Demand. Indeed, we will see in this part that 

the public healthcare sector.  

 

At a national level, there is no competition between the public hospitals. The only slight 

competition present in this market concerns specialized niches of activity. For instance, the 

hospital of Lille is a competitor of the hospitals of Paris or Brussels for the activity of 

transplantations. If the CHU of Lille had to stop this specified activity, the patients would go 

to the hospitals of Paris or Brussels. Except the few very specialized activities, there is no 

competition between the hospitals, at a national level.  

 

 In terms of clinical activities, “the CHUs are not particularly competitor” according to M. 

Chauchat. But, there is one evidence. Obviously, the activity-based model has created a 

competition in the domain of healthcare, in a large sense. The private clinics are competing 

with each other, but it is also the case between the private clinics and the public hospitals. 

And more interesting, the public hospitals are competing with each other, which can be 

surprising as it is concerning a public sector. Because of the new financial model, the 

hospitals are in competition in markets such as the professionals market. The attractiveness of 

the professionals is very important for the hospital because it is the doctor who attracts the 

patients. Therefore, the hospitals are looking for the best doctors, the best surgeons in order to 

catch the patients. It seems that the patient is compared to a client. 
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But this competition, according to M. Chauchat, is due to the fact that the public hospital is 

operating in a sector which is by nature competitive, unlike the other public administrations. 

First of all, it is because of the private sector which is in direct competition with the public 

hospitals. The private sector is a great competitor as they do not have the same requirements; 

they do not meet the same constraints. Indeed, the public hospital has several obligations, 

such as receiving everyone, without doing any choice of the patients, as they are operating as 

a public service. The fact that the public hospitals are in a competitive environment, leads 

them to a management that can be compared to a corporate management. There are some 

imperatives in terms of strategy: the hospital project, the answer of the healthcare need, and in 

terms of management. One major differentiation that can be made between the private and the 

public hospitals is the service mission. The public hospitals do not operate profitably, there 

are no shareholders to pay, and they have some criterion to respect.  

 

 

The process of planning the projects 

 

Since a few years, the management of the public hospital has changed. One simple example is 

the planning process of the projects, the so-called EPRD (c.f.; Etat Prévisionel des Recettes et 

des Dépenses). It is a process that can be compared to the business plan of a corporate. The 

aim of the EPRD is to run a study of the possibilities of the realization or not of a project 

within the hospital. It can be either a medical, therapeutic project or a project concerning the 

organization support.  

 

When a project appears, in the construction of it, the mobilizations of the resources have to 

generate as much value as they cost. Meaning that, the project must be profitable. Or if it 

cannot be so, they need to find a certain balance with the revenues generated by another 

project. This is the process of EPRD. A project, whatever its nature, supposes to have an 

estimate of the revenues and expenditures, and an estimated operating account. This process 

of defining clearly the project will help the managers to take the right decision about the 

implementation of the project. It permits to strengthen the decision-making process and to 

reduce the uncertainties. The goal is to answer several questions such as: do the forecasts of 

the imagined activity are based on a real potential in terms of numbers of patients? Did the 

project leader use the good tariffs for its new activity? Is the new activity going to lead to a 

phenomenon of eviction for the existing activities? The process of EPRD will provide an 

answer to these questions, and therefore will simplify the issue of implementing or not the 

imagined project.  
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Performance 

 

The node EVOLU-PERF, related to the evolution concerning the ‘performance’ within the 

hospital, is link to the sub-category EVOLU-HPST, related to the law HPST. Indeed, the law 

HPST had a major impact in terms of performance in the hospital, for several reasons. The 

evolution due to the law HPST will be described below. 

 

The first point we can highlight in this part is the direct link between the performance of the 

hospital and the activity based model. As we have seen in the previous paragraph, the activity-

based model has created an obligation of being efficient. Indeed, the hospitals are subject to a 

national grid of tariffs, meaning that the tariffs of each act are determined in this national grid. 

Each hospital has the same tariff for each act. Therefore, it obliges the hospital to be effective 

or to have production costs inferior or equals to the fixed tariffs. The activity-based model has 

obliged the hospital to think about their performance, and their indicators of performance. As 

a result, they are looking for efficiency more than effectiveness: a better balance between the 

activities and the resources. And behind these notions, is hiding the notion of relevancy. The 

public hospital is logic of answering a public health care need; therefore the activity has sense 

only if the need is present, only if there is a well identified demand. In case the demand is not 

here, there is no relevancy of realizing the service.  

 

As says M. Fremaux, “health has no price, but it has a cost”. In order to be as efficient as 

possible, to be ‘profitable’ in their activities, the hospital has initiated a great reflection on the 

resources engaged to care the patients. Do the resources are used in the best way, in the most 

efficient way? Every year, year after year, the institution is obliged to implement measures in 

terms of efficiency in order to reorganize, to produce with identical quality or even superior at 

a lowest price. The requirement of having some efficiency indicators, of economic 

performance indicators is necessary. The management of these indicators will permit the 

managers of the hospital to make the hospital profitable with keeping the quality of the care 

provided; which implies control of the production, control of the stock, control of the staff, 

etc.  

 

The hospital is having a reflection on its performance, on its efficiency and relevance. And 

that is why, in the CHRU Lille, the hospital has created a department for the support of the 

performance (c.f.; Une delegation d’appui à la performance). The Director of this department 

will have a double profile: competencies in terms of audit, in terms of management cost, and 

an approach of organizations operating in a changing and complex environment. They hired a 

person with a management control training, to whom they brought the public hospital values.  

In the same spirit, is created a department in charge of the marketing and attractiveness of the 

hospital, in order to develop the marketing of the activity of the hospital. A professional 

coming from the marketing domain has been hired, and he was brought the culture of the 
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hospital. These kinds of departments already exist in the private clinics, and are entering the 

public hospital. As defines M. Donius, “we are trying to conjugate the values and the culture 

of the public mission and the efficiency of the business world”. It is a question of talents.  

 

 

Law HPST – Hôpital Plan Santé et Territoire 

 

The law HPST, standing for Hospital, Plan, Health and Territory (c.f.; Hôpital, Plan, Santé et 

Territoire), has been a major change in last decade. Indeed, this law has modified the hospital 

governance in several ways. Many of these were identified previously in our research. But the 

main goal of this new regulation, dated 2009, was to strengthen the relationship between 

Directors and Doctors. For instance, the 1
st
 Vice-President of the Directory is the President of 

the Medical Commission, a doctor. Other example: the law HPST authorizes doctors to 

become Chief Executive Officer. The Chief Executive Officer of a hospital can be a doctor, 

while before he was someone coming from a business school, from a management training. 

But ultimately, the spirit of the regulation is to provide the best quality service at the best cost, 

meaning that at the best use of the resources. That is why the results of the law, quoted below, 

are so significant for the hospital governance:  

 

- “Un hospital, un patron”, one hospital, one boss, from N. Sarkozy, the previous 

French President who wanted to gather all the responsibilities of the hospital on the 

Chief Executive Officer (see part concerning the node Authorities, the paragraph 

about the sub-category Chief Executive Officer);  

- The creation of a Directory and a Supervisory Board instead of the Executive Board 

(see part concerning the node Authorities, the paragraph about the Directory and the 

Supervisory Board);  

- The re-organization of the hospital into poles of excellence (c.f.; see the part 

concerning the node Internal Organization, the paragraph Poles of Excellence explains 

their evolution within the hospital governance); 

- The development of the cooperation between the hospitals (see part concerning the 

node Environment, the paragraph about the sub-category G4) 

 

Such evolutions are the results of the law HPST, which aims to improve the management of 

the hospital, its performance and its governance. It has created a new architecture in the 

governance, divided the power, strengthen links between the different authorities of the 

hospital, reorganizing the hospital with the poles of excellence, etc.  
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General evolution – Conclusion 

 

During the last decade, there was a major evolution in the hospital governance; an evolution 

on the managerial mode with this activity-based model, notably. “This evolution has 

revolutionized the management and the governance of the public hospital”, proclaimed M. 

Chauchat. So, it is interesting to understand how came such an evolution. According to 

Professor Valet, this evolution is firstly cultural. We were wondering why the health industry 

would not answer to a process similar to the corporate world. But, they are some brakes, 

barriers as the final product, the care provided, and some financial aspects: life has no price. 

Patrick Pelloux, an emergency physician known for his implication for the defense of the 

public hospital and the public service, has said on that “it amuses me when we say hospital-

enterprise, because when we stop the production line of a car manufacturer, there is no 

problem, but when we close the gates of a hospital, the people stay at the door and keep 

suffering”. In the hospital industry, there is no this corporate logic. There is no production, 

but a transformation. There is an obligation of admission of every patient without any choice, 

an obligation of care that you do not find in the corporate world. Therefore, the public health 

industry cannot be in a free-market economy. But some questions are asked. Can we make the 

care more efficient? Can we produce better at a less price? When the activity-based model 

was implemented, the efficiency through the competition between the hospitals, we thought 

that the care could be part of this logic. In that way, the principles of the free-market were 

applied to a public sector. There is a “healthy preoccupation of efficiency which it can be 

called quality of care”, according to Professor Valet.   

 

In regard of all the evolutions since the last decade, to the question is the health became a 

product of a company, the answer seems to be no. It did not become an ‘enterprise-hospital’, 

but the health has become a sector of production of an offer in an changing environment in 

which the resources diminish and where the hospital should organize them to be able to 

continue answering the health care need.  

 

 

  



Page | 76  
 

Conclusion of the research study 

 

The French healthcare institution is operating in an environment which faces several major 

changes since several its creation, in the Middle Ages. In the last decade, the evolutions of the 

hospital brought it toward governance similar to corporate governance. Indeed, the changes 

have created a separation of the powers through the creation of a Supervisory Board and a 

Directory, who both have clear responsibilities. In addition to these two organs, there are 

several other commissions, such as the Medical Commission, which all have a précised role to 

play within the governance. Therefore, the hospital governance is constructed around several 

organs, on several actors, who are all linked together.  

 

The activity-based model has been a major evolution in the last decade. This new financial 

model, based on the activity realized, is very similar to the corporate world. You receive 

according to your activity. More and more, issues of efficiency, issues of relevance of the care 

given are asked. Such questions were not asked in the previous decades. This shows the 

cultural evolution that occurs in the public hospital domain.  

 

The differences between public and private sector were a quite strong subject when trying to 

compare the hospital to a private company. The main difference today remains in the values 

between the two sectors. While on one hand, there are some shareholders to remunerate, in 

the other hand, there is need of healthcare to answer. There are strong values of public service 

in the public hospital, which give to its actors a strong will to operate as best as possible, to 

answer as best as possible to this healthcare need. 

 

To the question is the hospital becoming an enterprise, all the interviewees answered no. The 

mission of the hospital is not a commercial or industrial mission. The need of healthcare is not 

extensible; this need corresponds to an epidemiologic state of the population. Therefore, the 

hospital won’t operate if there is no operation to do. 

 

The institution answers to priorities defined by the Regional Health Agency, the decentralized 

power of the State. This agency authorizes, or not, the hospitals to have their activities, in 

regard of the regional health project. Therefore, the activities of the hospital are directly 

linked to the regional health policies, defined by the Regional Health Agency. Here, it is good 

to highlight the fact that the French State is still involved in the hospital governance. The first 

point is the regional health plan that the hospitals have to follow. The second point is the 

Chief Executive Officer. The ‘boss’ of the hospital, who cares all the responsibilities of his 

institution, is named by the Ministry of Health. And one last point in the President of the 

Supervisory Board, who traditionally is the Mayor of the town where the hospital is located. 

Thus, through these different points, we can easily understand the role that keeps playing the 

State in the hospital governance.  
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M. Donius, Deputy Chief Executive Officer at the CHRU Lille answers to our research 

question: “We try to combine the values and culture of the public service and the efficiency of 

the business world”.  According to the results we had, coming from the different interviewees 

we have made, it seems that the French healthcare institution is adapting itself to a new 

governance model. A governance model which is very similar to the corporate governance. 
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Appendices 
 

Appendix 1: Interview, M. Donius, Deputy Chief Executive Officer, CHRU Lille 
 

Entretien avec M. Donius,  

Directeur Général Adjoint, CHU Lille - 03.10.2012 
 

Entretien réalisé dans les locaux du CHRU de Lille, le 03 octobre, 1 heure 4 minutes.  

 

 

Grégoire : Quelle est la mission d’un Directeur Général et d’un Directeur Général adjoint ? 

 

M. Donius : Le Directeur Général est le représentant légal de l’établissement, c’est sa première 

responsabilité. L’hôpital est une personne morale de droit public, qui est doté de son budget, et en 

termes de gouvernance doté d’un conseil de surveillance et d’un directoire. Le Directeur Général 

engage l’institution et peut déléguer sa signature, ce qu’il fait sur un certain nombre de sujets. Et en 

tant que Directeur Général, il préside le Directoire, qui est un organe de concertation, avec une 

composition qui est majoritairement médicale, qui a été créé par la loi HPST de juillet 2009 avant le 

directoire, il y avait le Conseil Exécutif qui lui résultait des ordonnances Mattei de 2005, la loi HPST 

ne faisant que renforcer certains des aspects des ordonnances Mattei. Et au CHRU de Lille, de toute 

façon, avant même l’ordonnance Mattei il y avait ce que l’on appelait un Conseil de Direction qui 

avait une composition de nature identique à celle du Conseil Exécutif puis du Directoire. C’est pour 

vous dire qu’à Lille, il y a une antériorité forte, mais ça j’y reviendrai.  

 

Donc le Directeur Général, sa responsabilité c’est, au quotidien, de s’assurer de la bonne marche de 

l’établissement, ça c’est quelque chose de classique ; et c’est aussi et surtout d’en assurer son 

pilotage stratégique, c’est-à-dire quelle est la vision à moyen et long termes qu’il convient de porter 

pour cette institution et de la consolider à travers ce que l’on appelle un projet d’établissement qui 

définit pour 5 ans les orientations stratégiques de l’institution. Sur la base de ce projet  

d’établissement, l’établissement va ensuite contractualiser avec l’Agence Régionale de Santé un 

Contrat Pluriannuel d’Objectifs et de Moyens (CPOM), contractualisation externe avec l’ARS, et qui 

va également faire l’objet d’une contractualisation interne avec les pôles d’activité. Le job du 

Directeur Général est d’initier cette réflexion stratégique, en général ça prend 2 ans pour un projet 

de 5 ans, de veiller à ce que la démarche d’élaboration soit la plus concertée possible. 

 

La responsabilité du Directeur Générale consiste également à  prendre des décisions lorsqu’il y a des 

arbitrages à prendre, de les soumettre sur un certain nombre de sujets au Conseil de Surveillance 

après concertation du Directoire et d’un certain nombre d’instances représentatives ; et puis sa 

feuille de route c’est de mettre en œuvre ou de faire mettre œuvre la stratégie de l’établissement. Et 

d’organiser cette mise en œuvre en mobilisant l’ensemble des facettes nécessaires et en particulier 

sur le plan des ressources, qu’elles soient humaines (puisque par construction de l’hôpital, c’est en 

premier lieu de la compétence), qu’elles soient physiques : des bâtiments, des plateaux techniques, 

qu’elles soient plus immatérielles en matière de système d’information par exemple, ou qu’elles 

soient également sur des segments qui sont plus nouveaux dans les établissements hospitaliers, par 
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exemple en termes de marketing et de performance. Nous avons nous aujourd’hui dans notre projet 

d’établissement un volet marketing et performance. Donc, s’assurer cette mise en œuvre là et de 

faire en sorte que du 1er janvier au 31 décembre l’hôpital fonctionne.  

 

Le CHU de Lille compte, en 2012, 14 500 professionnels en exercice ou en formation, et c’est en 2012 

un compte d’exploitation consolidé d’1 milliard et 40 millions d’euros. Ce sont 200 000 patients 

hospitalisés chaque année, et ce sont 1 million 300 mille patients pris en charge en consultation.  

 

Le Directeur Général ne fait pas tout ça seul, il est entouré d’une équipe et en premier lieu, un 

Directeur Général Adjoint. L’organisation Directeur Général - Directeur Général Adjoint peut être très 

variable d’un CHU à l’autre, en fonction des personnalités et aussi de l’histoire. Il se trouve 

qu’aujourd’hui à Lille le Directeur Général Adjoint que je suis, en fonctions depuis 5 ans, depuis 

octobre 2007, a une double mission. Il a une mission qui est celle de la continuité c’est-à-dire de 

représenter le Directeur Général sur un certain nombre de sujets, notamment lorsque celui-ci n’est 

pas disponible.   

 

Il y a une seconde dimension qui celle du management de direction ; un Directeur Général, surtout 

dans un grand CHU comme celui de Lille, est aussi très sollicité à l’extérieur. Par exemple, le 

Directeur Général du CHU de Lille est en moyenne 2 à 3 jours par semaine présent à Paris sur un 

certain nombre de missions nationales qu’il exerce. Donc il faut faire vivre la maison tous les jours. Le 

management au quotidien de la team direction est assurée à titre principal par le Directeur Général 

Adjoint.  

 

Au-delà de ces compétences génériques, il y a des champs d’activité à coordonner. Le cœur de mes 

activités, c’est la coordination de tous les champs de ressources : financières, humaines, physiques, 

etc. Il s’agit du cœur de mes activités opérationnelles. Mon job est de faire en sorte que la stratégie 

de l’établissement soit appliquée et de prévenir d’éventuelles difficultés. A ces responsabilités 

s’ajoute la supervision de la délégation à la recherche clinique et à l’innovation, et la mise en œuvre 

de la politique de recherche du CHU qui est une mission plus transverse.  

 

Un Directeur Général Adjoint est membre du corps de direction (issu de l’Ecole des Hautes Etudes de 

Santé Publique) et occupe ce que l’on appelle un emploi fonctionnel. L’équipe de direction d’un CHU, 

telle qu’au CHU de Lille, compte à peu près 25 directeurs dont 2 occupent des emplois fonctionnels : 

celui de Directeur Général, qui est nommé par décret du Président de la République et celui du 

Directeur Général Adjoint nommé dans le cadre d’une procédure d’agrément. En France aujourd’hui, 

sur un corps de 3 000 directeurs d’hôpitaux, vous avez à peu près 200 personnes qui  exercent dans 

le cadre d’un emploi fonctionnel dont 2 à Lille. 

 

Du coup, au sein d’un CHU, il y a le Directeur Général, le Directeur… 

 

… Le Directeur Général Adjoint et à Lille, au sein de la direction générale, deux autres personnes : 

l’une en charge de la coordination de l’ensemble des pôles d’activité clinique et médicotechnique, ce 

qui est le cœur du métier, ce que l’on appellerait ailleurs les unités de production, etc. donc tout ce 

qui n’est pas « ressources ».  Moi je m’occupe de tout ce qui est « ressources » en responsabilité 

opérationnelle et cette personne-là s’occupe de tout ce qui est clinique et médicotechnique en 
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termes là aussi de coordination opérationnelle au quotidien. Et puis, il y a une autre personne dont 

l’activité est centrée sur la stratégie et tout ce qui est contractualisation externe et stratégie 

régionale et nationale : la relation avec les autres hôpitaux, l’organisation régionale. Et également 

avec les trois autres régions puisque le CHU de Lille appartient à ce que l’on appelle le G4 qui 

regroupe les CHU des régions Nord-Pas-De-Calais, Picardie, Haute-Normandie et Basse-Normandie. 

Les activités médicales sont structurées au niveau régional, dans ce que l’on appelle les Schémas 

Régionaux d’Organisation Sanitaire mais par exception certaines sont organisées au niveau inter-

régional, ce que l’on appelle des Schémas Inter-Régionaux d’Organisation Sanitaire, c’est par 

exemple l’activité de prise en charge des patients « brûlés », la prise en charge médicale. Vous n’avez 

pas forcément ça dans chaque région. En revanche, une organisation inter-régionale est 

indispensable. Et donc, dans le cas du G4, on travaille sur ces questions-là et au sein de la direction 

générale, vous avez quelqu’un qui porte à la fois la définition de la stratégie locale et la contribution 

à la définition régionale et inter-régionale.  

 

Puis, après vous avez une organisation de l’équipe de direction qui est pour partie sur les pôles 

d’activités clinique et médicotechnique, ce que l’on appelle des Directeurs Référents de pôle qui sont 

les interlocuteurs au quotidien des chefs de pôle ; aujourd’hui à Lille, nous avons 15 pôles d’activités 

cliniques et médicotechniques au CHU de Lille qui ont des dimensions assez conséquentes puisqu’un 

pôle comprend entre 700 et 1 000 professionnels en comptant les médecins et l’ensemble des 

professionnels. Et le compte d’exploitation d’un pôle peut aller jusqu’à 100 millions d’euros. Ailleurs, 

cela correspond à un hôpital, ou à une très. Chaque chef de pôle, qui est un médecin, est nommé par 

le Directeur Général sur proposition du Président de la Commission Médicale d’Etablissement, et du 

Doyen de la Faculté de Médecine, a comme interlocuteur un membre de l’équipe de direction que 

l’on appelle le directeur référent de pôle. Le directeur référent de pôle représente le Directeur 

Général auprès des chefs de pôle ; il y a en moyenne la responsabilité d’un ou deux pôles en fonction  

de la taille des pôles. Donc on a aujourd’hui entre 8 et 10 membres de l’équipe de direction qui sont 

en charge d’une ou deux direction(s) référente(s) de pôle. 

 

Vous avez d’une part, la partie « activité »  et d’autre part, la partie « ressources » que je coordonne. 

Une dizaine de membres de l’équipe de direction sont en charge des champs « ressources », dont les 

départements des ressources humaines qui comptent 5 membres de l’équipe de direction, le 

département des ressources financières, comportant 3 membres de l’équipe de direction, le 

département des ressources physiques qui en compte 2. Vous avez ensuite un deuxième niveau où 

vous avez ce que l’on appelle parfois ailleurs des directeurs techniques sur la partie « ressources »,  

notamment ressources techniques, un directeur des travaux, un directeur des ressources 

biomédicales, un directeur des services d’informations, etc. 

 

Et parmi toutes ces personnes, qui siège au Conseil d’Administration ? 

 

Il n’y a pas de CA, mais un Conseil de Surveillance et un Directoire. Le Conseil de Surveillance est 

composé de 15 personnes, c’est 3 fois 5. Vous avez 5 élus qui représentent la ville, la communauté 

urbaine, la région et le département, dont Madame Aubry… 

Qui préside le Conseil ? 

 

… Qui par ailleurs préside mais ce n’est plus de droit.  
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Avant c’était de droit, mais ce ne l’est plus maintenant ? 

 

Maintenant c’est une élection parmi 2 des 3 collèges. Donc Martine Aubry préside et le président 

suppléant s’appelle Jean-Louis Frémaux qui est un élu qui représente la communauté urbaine. Donc, 

5 élus, 5 représentants du personnel soit 2 médecins représentant la Commission Médicale 

d’Etablissement, 2 non-médecins désignés par les organisations syndicales et 1 représentant de ce 

que l’on appelle la commission des soins infirmiers, de rééducation et médicotechniques. Puis vous 

avez 5 autres membres, 2 représentants des usagers et 3 personnalités qualifiées.  

 

Les représentants des usagers, on parle des patients ? 

 

Oui, c’est fondamentalement ça. Ça peut être soit des délégués d’associations de patients, soit par 

des structures de type « Union des Consommateurs ». C’est très variable d’un hôpital à un autre. 

C’est très local, très fonction du contexte. Le Conseil de Surveillance se réunit aujourd’hui à Lille 

quatre à cinq fois par an. Donc de manière beaucoup moins récurrente que le Conseil 

d’Administration qui se réunissait tous les mois. Le conseil de Surveillance est plus en distance 

puisqu’un des effets de la loi HPST c’est le basculement du centre de gravité de la prise de décision 

de ce que l’on appelait le Conseil d’Administration vers un exécutif qui est en l’occurrence le 

Directeur Général mais qui ne prend pas les décisions seul, qui les prend après consultation avec le 

Directoire. A Lille, existe une tradition très forte de concertation très large, et fréquente puisque le 

Directoire se réunit quasiment toutes les semaines, 3 mardis sur 4. Vous avez des hôpitaux où le 

Directoire se réunit une fois par mois voire moins. A Lille, le principe est que le Directeur Général ne 

prend pas de décisions s’il n’y a pas eu concertation avec le Directoire. 

 

Ma responsabilité de Directeur Général Adjoint, c’est notamment de préparer, de valider les dossiers 

qui vont passer en Directoire. Il n’y a pas un dossier qui passe, présenté en Directoire qui n’est pas 

vérifié. Un des enjeux lorsque l’on parlera de la tarification des activités, c’est qu’aujourd’hui l’hôpital 

est créateur de valeur, de manière tout à fait directe. Et lorsque l’on parle d’un projet médical pour 5 

ans, il y a 400 projets soit à visée diagnostique, soit à visée thérapeutique soit d’organisation de prise 

en charge. Il faut que ce solvabilisé. Pour ce faire, nous avons mis en place un dispositif que l’on 

appellerait ailleurs un Business Plan, chez nous ça s’appelle un EPRD (Etat Prévisionnel des Recettes 

et des Dépenses) de projet certifié. Un projet suppose, en effet, d’avoir un état prévisionnel des 

recettes et des dépenses et un compte d’exploitation prévisionnel. J’ai aussi imposé que le compte 

d’exploitation prévisionnel, que l’on pourrait également appeler le permis de projet, soit certifié en 

interne CHU mais par des personnes tierces, qui sont neutres par rapport au projet, de manière à 

consolider la prise de décisions, à réduire les espaces d’incertitude. Je vais vous donner deux 

chiffres : entre 2007 et 2012, le compte d’exploitation du CHU est passé de 800 millions d’euros à 1 

milliard quarante. Ce qui correspond à un accroissement de 240 millions d’euros. Et dans le même 

temps, le déficit du CHU de Lille est passé de 15 millions d’euros à 0. En 2007, nous étions déficitaires 

de 15 millions d’euros et depuis 2009-2010-2011, un léger excédent en 2009, un léger excédent en 

2010, un très léger déficit de 300 000 euros sur 1 milliard 19 millions en 2011. Donc, nous avons  créé 

de la dynamique et en même temps nous avons créé 1 000 emplois sur 5 ans au CHU de Lille, 1000 

emplois créés, je parle de créations auxquelles s’ajoutent les recrutements suite aux départs à la 

retraite ou autre. Quand vous créez 1 000 emplois, quand vous êtes dans cette dynamique-là, que 
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par ailleurs votre politique d’investissement passe d’environ 55 millions d’euros par an, soit environ 1 

million d’euros par semaine, à 82 millions d’euros par an pour les 5 années qui viennent, il faut tout 

consolider. Il faut que ces mobilisations de ressources génèrent elles-mêmes autant de valeur 

qu’elles n’en coûtent. C’est le processus d’EPRD de projets certifiés donc de compte d’exploitation 

certifiés qui permet de consolider la prise de décision, c’est-à-dire de réduire les espaces 

d’incertitude. Il s’agit de répondre notamment aux questions suivantes : est-ce que les prévisions 

d’activités imaginées, donc plus de patients prise en charge etc., reposent sur un vrai potentiel en 

termes d’effectifs de patients ? Est-ce que la valorisation de cette activité puisqu’aujourd’hui nous 

parlons de tarification de l’activité, existe 2600 tarifs, est-ce que le porteur de projets a utilisé les 

bons tarifs pour valoriser les prévisions d’activité additionnelles ? Est-ce que l’activité nouvelle va 

induire des phénomènes d’éviction pour d’autres activités ?  

 

Depuis la nouvelle loi ? 

 

Il s’agit de processus locaux de prise de décision. Votre question était : « qui est dans le Directoire et 

le Conseil de Surveillance ? ». Donc Conseil de Surveillance, je vous l’ai dit. Et pour le Directoire, la loi 

prévoit 9 personnes : le Directeur Général, membre de droit, Président, le Président de la 

Commission Médicale d’Etablissement, le Professeur Vallet que vous allez rencontrer, 1er Vice-

Président de droit. La loi prévoit également la présence du Doyen de la Faculté de Médecine, d’un 

Vice-Président « recherche » qui est également médecin et nommé par le Directeur Général après 

avis du Doyen de la Faculté et du Président de l’INSERM2 (établissement scientifique et technique). Et 

il y a les membres qui ne sont ni Présidents, ni Vice-Présidents au nombre de 5.  Sur ces cinq, il y a un 

membre de droit qui est le Président de la Commission des Soins Infirmiers de Rééducation et 

Médicotechniques. Et 4 membres nommés : au moins 2 médecins et au plus 2 non-médecins. A Lille, 

il y a bien 2 médecins et 2 non-médecins, moi-même en qualité de Directeur Général Adjoint et  la 

Directrice de la stratégie et des projets. A ces 9 membres, prévus par la loi, 6 autres membres ont été 

rajoutés, dans la continuité de notre ancien Conseil d’Exécutif. Il s’agit de membres associés : 3 

médecins et 3 non-médecins. Parmi les 3 non-médecins il y a le membre de la direction générale qui 

coordonne les pôles d’activité, le Directeur du Département des ressources financières, et les 

Directeurs de ce que l’on appelle « les affaires médicales », c’est-à-dire le Directeur des Ressources 

Humaines médicales. Parce que là, nous sommes au cœur des sujets, ce sont les Ressources 

Humaines médicales qui conditionnent les activités.   

 

Et donc, dès qu’il y a un projet qui émerge, vous l’étudiez en Directoire ? 

 

Il existe plusieurs étapes :  

Tout d’abord la validation stratégique du projet, dans le cadre de la récente adoption du Projet 

d’Etablissement 2012-2016 (Conseil de Surveillance du 11 décembre 2011). En 2012, tout projet qui 

n’est pas inscrit au Projet d’Etablissement n’a à priori pas vocation à être étudié. La question de 

l’étude de nouveaux projets pourra néanmoins se poser dans les deux à trois prochaines années, du 

fait de l’existence de nouvelles opportunités.  La deuxième étape est celle de l’ordonnancement des 

projets, c’est-à-dire la détermination de l’ordre dans lequel les projets seront mis en œuvre. Le Projet 

d’Etablissement du CHRU de Lille comporte environ 400 projets, et à peu près autant de porteurs de 

                                                           
2
 Institut National de la Santé Et de la Recherche Médicale 
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projets, si je puis dire, qui voudraient chacun que « leur projet » soit réalisé tout de suite, même si 

certains projets sont nécessairement des préalables à d’autres, en raison notamment de 

problématiques d’organisation spatiale, des systèmes d’informations, etc. La consolidation de 

l’ordonnancement des projets est actuellement en cours. 

 

La troisième étape consiste en l’évaluation de la faisabilité médico-économique des projets. Il s’agit 

de l’ERPD de projet certifié qui est une étape essentielle. La certification, à un moment donné 

permet de s’assurer que les hypothèses formulées sont pertinentes. Ensuite, des écarts par rapport 

aux prévisions sont possibles. C’est pourquoi, un mécanisme de suivi de la mise en œuvre des projets 

a été mis en place permettant notamment d’objectiver la ou les raison(s) du ou des écart(s) et d’en 

tirer des enseignements pour les projets suivants. 

 

La quatrième étape est celle de la concertation au Directoire.  

 

La cinquième étape correspond à la décision du Directeur Général. Il s’agit d’une décision formelle 

« après avoir entendu le Directoire, le Directeur Général décide de… ». Cette est transmise au(x) 

porteur(s) du projet, c’est-à-dire au médecin et au Directeur référent. Elle est également adressée à 

tous ceux qui vont devoir mobiliser des ressources pour le projet. Et puis ensuite, il y a la mise en 

œuvre et l’évaluation. Voilà à peu près le processus assez récurrent finalement.  

 

Quelle est la différence aujourd’hui entre le Conseil de Surveillance et le Directoire ? Quels sont 

leurs rôles ? 

 

Le Directoire est un organe de concertation comme je le disais tout à l’heure qui aide le Directeur 

Général à prendre des décisions pertinentes.  

 

Un peu comme un Conseil d’Administration ? 

 

Dans une entreprise privée, les deux schémas existent : soit un Conseil de Surveillance et un 

Directoire, soit un Conseil d’Administration avec un Président de Conseil d’Administration qui est ou 

qui n’est pas Directeur Général, qui est Président Directeur Général  ou qui n’est pas PDG. L’intérêt 

du Conseil de Surveillance et du Directoire est de permettre d’voir un double regard, c’est-à-dire que 

le Directeur Général rend compte devant le Conseil de Surveillance de la politique qu’il mène. A 

travers un bilan annuel ou sur des sujets particuliers au regard des attributions qui sont celles du 

Conseil de Surveillance. Le Conseil d’Administration avait une compétence générale alors que le 

Conseil de Surveillance a une compétence énumérée. Et donc, le centre de la prise de décision est 

passé du Conseil d’Administration au Directeur Général après concertation auprès du Directoire. Il y 

a donc eu une modification importante des équilibres généraux ces dix dernières années sachant 

qu’il y a à Lille une maturité plus forte qu’ailleurs sur un certain nombre de sujets parce que nous 

sommes partis plus tôt. Dans ce cadre, on peut citer la structuration des activités dans l’hôpital. 

Classiquement un hôpital est organisé en services de soins, avec des chefs de service. Précédemment 

encore, c’est-à-dire il y a 40 ans, les médecins exerçaient souvent à temps partiel, ils étaient installés 

en ville et travaillaient pour une partie de leur temps à l’hôpital, et sont devenus des médecins à 

temps plein, appelés des praticiens hospitaliers. Par ailleurs, au cas particulier du CHU, ils sont à la 

fois pour certains d’entre eux praticiens hospitaliers et professeurs des universités ou maîtres de 
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conférence. Donc, on est passé du temps partiel à des temps pleins. Ceci étant accompagné d’une 

croissance en volume de l’hôpital. Dans ce cadre il a fallu petit à petit gérer les carrières de ces 

professionnels. Cette gestion s’est accompagnée du coupage  de très grands services en des services 

plus petits. Ainsi à un moment donné, la neurologie a été divisée 4 services de neurologie avec 

chacun leur surspécialité : la sclérose en plaque, l’Alzheimer, etc. L’orthopédie, l’ortho traumatologie 

a été divisée en 5 services, etc. A un moment donné, ce système a été confronté à ses propres 

limites : morcellement de la réflexion stratégique, morcellement des moyens… C’est pourquoi, nous 

avons ensuite assisté au phénomène inverse qui a consisté d’abord en la création de ce que l’on 

appelait les cliniques, à Lille, c’est-à-dire des regroupements de services et puis ensuite des pôles, qui 

sont une addition de cliniques.  

 

Ce que l’on appelle aujourd’hui les pôles d’activité… ? 

 

Les pôles d’activité. Le CHU de Lille est passé progressivement d’environ 200 services à 15 pôles. Le 

nombre de chefs a été réduit dans les mêmes proportions. Les premiers pôles ont été mis en place 

au CHU de Lille en 1998, bien avant l’ordonnance Mattei de 2004-2005. Il s’agissait alors de pôles 

expérimentaux. L’organisation en pôles du CHU de Lille a été généralisée en 2005. Elle s’est 

accompagnée d’une réorganisation de l’équipe de Direction de sorte qu’elle soit en soutien de chefs 

de pôle. De même, la contractualisation interne avec les pôles a été généralisée en 2005. Le CHU de 

Lille dispose donc d’une antériorité de 7 ans.  

 

Donc, cela voudrait dire que la loi HPST se serait basée sur l’exemple de Lille ?  

 

Entre autres. Vous savez que le droit souvent part d’un exemple pour s’appliquer aux autres.  

 

A Lille, il existe une maturité en la matière résultant de l’expérience acquise. L’organisation en pôles 

a donc été généralisée en 2005. Mais, en 2005, 40 pôles avaient été mis en place dont 24 pôles 

cliniques et 16 pôles médicotechniques. En 2010, dans le cadre de la loi HPST, l’établissement est 

passé de 40 à 15 pôles d’activité. Les pôles médicotechniques ont connu un regroupement 

important, puisqu’on est passé de 16 à 3 pôles. La biologie qui était constituée en 6 pôles ne 

comporte aujourd’hui plus qu’un seul pôle ; ceci a été favorisé par un regroupement physique en un 

seul lieu en 2007. L’anesthésie qui était constituée de 4 pôles est devenue un pôle unique 

comportant quatre cliniques (premier niveau infra pôle) correspondant aux quatre sites d’anesthésie. 

Cela vaut pour les pôles qui ont un positionnement transverse à l’échelle du CHU. Il existe par ailleurs 

des pôles qui sont plus particulièrement dans un bâtiment ou deux. Les pôles cliniques. Le CHU est 

passé de 24 pôles cliniques à 12. Pour ce faire, il y a eu un débat sur les différentes approches 

possibles pour la constitution de ces pôles :   

 

1/ Une approche géographique (regroupement au sein d’un même pôle des activités se 

trouvant à un même endroit) supposant toutefois une cohérence entre les activités.  

 

2/ Un regroupement des activités en fonction des affinités entre les acteurs.  

3/ Un regroupement des activités en fonction de leur complémentarité.  
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4/ Une approche médico-économique. Il convient de souligner qu’il est indispensable quelle 

que soit l’approche retenue, de mettre en place des ensembles économiquement équilibrés. 

Cela suppose notamment que la tarification de l’activité soit juste.  

 

5/ Une cinquième approche reposant sur la trajectoire du patient, sachant que cette 

approche rejoint la troisième. Dans ce cadre ont été créées un certain nombre de cliniques 

médico-chirurgicales. Par exemple, l’urologie et la néphrologie sont dans la même clinique.  

 

Donc, le pôle. Premier niveau infra-pôle : les cliniques. Deuxième niveau infra-pôle : les services. Mais 

sur toute une série de décisions, c’est le chef de pôle avec le bureau de pôle dans lequel il y a le 

« patron » de chacune des cliniques et lorsque la clinique est hétérogène, c’est-à-dire lorsqu’il 

regroupe des disciplines médicales et chirurgicales, il y a les responsables du deuxième niveau : par 

exemple, les néphrologues qui doivent pouvoir s’exprimer en tant que néphrologues, les urologues 

qui doivent pouvoir s’exprimer en tant qu’urologue. C’est après avis du chef de pôle, qui lui-même 

doit consulter le bureau de pôle, qu’un certain nombre de décisions seront prises. Par exemple, les 

projets des pôles, qui figurent maintenant dans le Projet d’Etablissement, ont suivi ce processus. Ces 

projets figurent également dans les contrats signés par chacun des chefs de pôles avec l’institution. Il 

s’agit de créer de l’efficience, des synergies. Il y a donc un double intérêt : un intérêt qualitatif : 

améliorer la prise en charge du patient, et un intérêt économique. Il s’agit de réfléchir ensemble à la 

mise ne place de projets médico-économiquement pertinents.   

 

En termes de gouvernance, chaque mois le Directeur Général réunit les 15 chefs de pôle. En effet, les 

chefs de pôle étant nommés par le Directeur Général, relèvent de son autorité. Ce qui est différent 

des membres de la Commission Médicale d’Etablissement (CME) qui sont élus. Il convient dans ce 

cadre de rappeler que la loi HPST prévoit que les chefs de pôle siègent à la Commission Médicale 

d’Etablissement dans la limite de 10 ou de 12. Au CHU de Lille,  les chefs de pôle étant au nombre de 

15, il a été décidé qu’ils seraient tous membres de la CME. Mais lorsqu’ils sont à la CME, ils 

s’expriment sur les thématiques qui sont celles de la CME, qui sont notamment la qualité, la sécurité 

et la prise en charge du patient. Quand ils sont en lien avec le Directeur Général, ils sont sur la 

stratégie de l’établissement dans ses différentes facettes.  

 

Le Directeur Général réunit donc ses chefs de pôle une fois par mois. Au CHU de Lille, ces rencontres 

ont lieu en présence de l’ensemble des membres du Directoire. Donc, dans les faits, le Directoire 

rencontre une fois par mois les chefs de pôle. Cette organisation favoriser la concertation et la co-

construction sur un certain nombre de sujets. Cela permet une gouvernance médico-administrative 

de l’hôpital, qui diffère d’une autogestion de l’hôpital par un médecin (Cf. les débats qui ont lieu dans 

le cadre de la loi HPST sur un médecin-directeur de l’hôpital).  Le Président de la CME n’est donc pas 

Directeur Général Médical. Ainsi, quand le Directeur Général n’est pas là, c’est le Directeur Général 

Adjoint qui préside la réunion avec les chefs de pôle qui se déroule dans la salle du Conseil et des 

Commissions du CHU.   

 

Nous essayons donc de faire vivre la gouvernance de cette manière-là. Sur un certain nombre de 

sujets, il s’agit d’aller au-devant des chefs de pôle pour instaurer un dialogue. Ce n’est pas facile 

d’être chef de pôle. Et ça ne l’était déjà pas avant, mais ça l’est encore moins maintenant, surtout 

compte tenu de la culture médicale. Vous êtes issu de un parmi d’autres ; on dit toujours en matière 
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de management qu’en général, il vaut mieux éviter de nommer un chef issu de son équipe. Là, c’est 

exactement ce que nous sommes en train de faire. Parce que le chef de pôle est forcément un des 

médecins issu du pôle. Cette construction possède donc ses avantages : elle est légitime. Vous êtes 

issu de votre pôle et vous redeviendrez un jour parmi ceux-là, et il y en aura d’autres. Alors on voit 

qu’il y a une petite tendance qui se dessine : ce sont plutôt des professeurs qui ont une certaine aura 

et qui sont plutôt en fin de carrière. Qui à la fois travaillent moins dans le domaine de la recherche, 

parce que la recherche on ne la fait pas à 60 ans, mais plutôt entre 30 et 45 ans. C’est pourquoi, 

beaucoup de jeunes médecins sont dans les staffs, sont peut-être plus au fait que vous qui avez 60 

ans, mais qui en revanche êtes peut-être plus sage, plus distant. Et donc, on voit que nos meilleurs 

chefs de pôle ce sont ceux qui sont sur cette tranche d’âge-là. Eux, ne vont plus redevenir un parmi 

les autres parce qu’ils vont partir à la retraite. En revanche, le challenge sera de les remplacer. 

 

Donc, ce n’est pas simple d’être chef de pôle parce que vous devez réguler. Gérer une équipe de VIP 

et arbitrer n’est pas simple. Parfois, autrefois, c’était le plus petit dénominateur commun, c’est-à-

dire qu’était choisi celui qui ne faisait d’ombre à personne. Aujourd’hui, un tel système ne peut plus 

fonctionner : il faut un leader qui s’impose, qui sache prendre des décisions d’intérêt général pour le 

pôle, au service de la triple mission que doit remplir le CHU : le soin, l’enseignement et la recherche. 

 

Du coup, les chefs de pôle ne sont plus nécessairement des médecins ? 

 

Aujourd’hui, ce sont toujours des médecins. Et eux s’appuient sur un Directeur référent de pôle qui 

est là pour leur expliquer la stratégie générale, pour faire le lien avec le DRH, avec la finance, etc. 

Parce que nous souhaitons que les chefs de pôle, en fait ça dépend beaucoup des personnalités, 

soient sur une vision stratégique.  

 

Oui, qu’ils mènent leur propre stratégie pour leur propre pôle, et qui rentre dans le projet 

d’établissement ?  

 

Voilà, tout à fait !  

 

Et c’est ce pourquoi ils rencontrent le Directoire tous les mois ? 

 

La rencontre avec le Directoire consiste davantage en une réunion collective d’information, dans les 

deux sens. Il y a de manière complémentaire le processus de contractualisation interne avec chacun. 

Donc, le contrat interne, qui est quelque chose d’important, qui d’ailleurs fixe les règles du jeu, sert 

les intérêts de chacune des parties.  

 

Et au niveau, vous en avez parlé tout à l’heure, de la tarification à l’activité (T2A), c’est tout 

nouveau je crois, ou du moins de quelques années seulement ? Et qu’est-ce que c’est 

concrètement ? 

 

La tarification à l’activité fut initiée en 2004 et généralisée en 2008, en France. Cela veut dire que 

pendant très longtemps : de 1983 à 2004, les hôpitaux avaient un financement qui s’appelait la 

dotation globale de financement : chaque hôpital se voyait confier une somme par l’assurance 

maladie en début d’année, et devait se débrouiller avec. Le « jeu » consistait chaque année à 
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négocier le taux d’évolution de cette somme. Mais il n’y avait pas de corrélation immédiate entre 

l’activité réalisée et la somme d’argent allouée. La tarification à l’activité, initiée en 2004, parce que 

par paliers, puis généralisée à 100% en 2008, repose sur le principe suivant : la prise en charge d’un 

patient suppose la réalisation d’un certain nombre d’actes et prestations référencés dans un 

catalogue de prestations, comportant 2 700 lignes avec pour chacune d’entre elles un tarif. Chaque 

tarif a été élaboré sur la base de ce que l’on appelle l’échelle nationale des coûts. C’est-à-dire que 

pendant une période donnée, des personnes ont travaillés à  évaluer le coût moyen de la prise en 

charge d’un infarctus, des calculs urinaires, etc. Ce qui signifie que nous sommes aujourd’hui dans un 

processus économique équivalent à l’entreprise privée. Le patient est en quelque sorte un client 

pour lequel l’hôpital réalise un certain nombre de prestations : prise en charge médicale, 

paramédicale, etc. L’hôpital va déclarer ce qu’il a fait pour ce patient. Il va en résulter une facture qui 

sera adressée à différents acteurs, à titre principal : l’Assurance Maladie, à titre complémentaire : des 

mutuelles et parfois le patient lui-même, c’est ce que l’on appelle le « reste à charge ». Il existe 

toutefois une nuance : aujourd’hui, l’hôpital  n’adresse pas une facture pour chaque patient à 

l’Assurance Maladie, mais envoie une facture globale. Le système changera prochainement, c’est ce 

que l’on appelle le projet FIDES3 : Facturation Individuelle au fil de l’eau, c’est-à-dire que l’hôpital 

devra établir une facture pour chaque patient. Cela suppose des évolutions d’organisation.  

 

- Donc, un patient est là, vous réalisez l’activité, vous émettez la facture, vous encaissez la recette, ce 

qui vous permet de couvrir les charges. Le patient n’est pas là, 0 recette alors que vous avez des 

charges fixes et des charges variables. Les charges variables, elles sont liées à la prise en charge, ce 

n’est pas un problème, il n’y a pas eu de prise en charge. Mais les charges fixes ? Dans les comptes 

d’exploitation prévisionnels des EPRD de projets certifiés, etc., la question est toujours de voir 

quelles vont être les charges variables induites ? Et est-ce qu’en matière de charges fixes on va 

franchir les effets de seuil ou pas ?  

 

Donc, si le patient n’est pas là, il n’y a pas de recettes. Si le patient est là et que l’hôpital a assuré 

correctement sa prise en charge, il encaisse les sommes correspondantes à la prise en charge 

réalisée. Si le patient est là, mais l’hôpital n’a pas tout fait correctement : par exemple, manque 

d’exhaustivité dans la déclaration d’un acte, erreur de classement sur la grille tarifaire (Cf. les niveaux 

de sévérité : une fracture du col de fémur chez une personne âgée de 85 ans, qui par ailleurs a 

d’autres pathologies n’est pas la même chose qu’une fracture chez une personne de 50 ans). Il existe 

donc plusieurs niveaux de sévérité. Dans notre organisation, il y a un service qui s’appelle le 

Département de l’Information Médicale (DIM), dont le métier est de consolider l’ensemble des 

déclarations d’activités, leur valorisation, et de les transmettre à l’Assurance Maladie. Un patient 

dans un lit représente en moyenne, 500 – 600 euros par jour de recettes. Donc, un patient qui est là, 

c’est 500-600 euros, un patient qui n’est pas là  équivaut à une absence de recettes. La tarification à 

l’activité a donc complétement modifié la compréhension, notamment par les médecins, de leur 

activité. Avant, ils étaient en quelque sorte, même si le terme est impropre, des « médecins 

fonctionnarisés ». C’est-à-dire qu’ils faisaient, ou ils ne faisaient pas. Aujourd’hui, il y a une obligation 

de faire. Parce que, derrière, il s’agit de retraduire dans des comptes de résultats analytiques par 

pôle. Nous parlons aujourd’hui de pôle en déficit, ou de pôle en excédent, ce qui seraient dans une 

entreprise privée appelés des centres d’activités, des filiales. Le terme de filiale serait impropre, 

                                                           
3
 Facturation Individuelle des Etablissements de Santé 
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considérant que le CHU est unique. Mais il n’empêche que certaines activités sont porteuses et 

d’autres pas. Ce qui n’est pas un jugement de valeur. En revanche, pour pouvoir investir dans des 

activités innovantes, la recherche et le développement, il est indispensable que la masse des activités 

soit « profitable ». Aujourd’hui, le CHU de Lille consacre à peu près 60 millions d’euros par an sur 2 

milliards à la R&D : la recherche clinique et l’innovation. Ces investissements sont indispensables 

pour attirer des médecins dans un CHU où ils sont payés trois fois moins que dans un hôpital privé, 

pour un certain nombre de spécialités. Il y a des valeurs différentes, mais c’est aussi parce qu’ici, ils 

ont accès à un plateau technique, il y a une sorte d’intelligence qui fait qu’ils ont un métier différent. 

On peut vouloir faire de l’anesthésie, un travail très répétitif, etc. et gagner beaucoup d’argent mais 

en se disant que ça lasse un peu. Au CHU de Lille, des premières françaises, européennes, voire 

mondiales ont été réalisées. Le CHU de Lille communiquera bientôt sur une première mondiale. Et 

pour pouvoir se payer cela, il faut que les activités du quotidien (le « fonds de commerce ») 

permettent de se financer.   

 

J’estime donc que la T2A est à la fois vertueuse et exigeante. Elle est vertueuse parce qu’il y a une 

corrélation directe entre l’activité réalisée et les recettes. Mais elle est très exigeante parce que les 

compteurs sont remis à zéro tous les jours.., alors que dans le système précédent, ils étaient remis à 

jour une seule fois par an. Et encore, ils n’étaient pas vraiment remis à zéro puisqu’il s’agissait de 

négocier chaque année le pourcentage d’augmentation. Alors que là, ce n’est pas un pourcentage 

d’augmentation puisque demain matin s’il n’y a pas d’activité, il n’y aura pas de recettes. Il s’agit 

donc bien d’un mécanisme économique classique ! 

 

Et l’on se tourne de plus en plus vers la performance ? 

 

Tout à fait, c’est pour cette raison que nous avons déjà créé une Délégation d’Appui à la Performance 

pour laquelle nous recrutons une Directrice qui prendra ses fonctions début 2013. Dans le même 

esprit, est également créée une Délégation au Marketing et à l’Attractivité afin de développer le 

marketing de notre activité, à l’instar de qui se fait dans de nombreuses cliniques privées (exemple : 

la Générale de Santé a récemment réalisé une publicité de deux pages dans la « Voix du Nord » au 

sujet de l’ouverture d’un nouvel hôpital à Villeneuve d’Ascq. Voilà, ce type d’action attire.  

 

Donc, notre job est de faire en  sorte de manière plus subtile d’être performant et attractif. Il 

convient en particulier de travailler sur les filières d’adressage. Lorsqu’un médecin en ville a un 

patient en face de lui, faire en sorte qu’il l’adresse au CHU de Lille ou dans un établissement 

partenaire du CHU, sachant que dans ce cadre de nombreux paramètres rentrent en jeu. Notre job 

est de faire en sorte qu’un certain nombre de médecins qui ne sont pas chez nous aient envie de 

travailler avec nous.  Nous sommes dans un processus global de prise en charge des patients, le 

patient doit d’abord s’adresser à son médecin en ville, éventuellement à un spécialiste, et puis 

éventuellement à un médecin d’un hôpital, et éventuellement à un médecin du CHU. Et c’est une 

boucle, un partage de l’information.  

  

 

Pour conclure, de tout ce que vous avez dit, j’ai remarqué que vous avez beaucoup de liens avec le 

monde de l’entreprise, seriez-vous d’accord pour dire que plus ça va, plus l’hôpital se tourne vers 

un modèle économique d’entreprise ? 
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Je nuancerai ceci en distinguant les valeurs et l’organisation. Notre valeur, c’est une valeur de service 

public. Je dis toujours, lorsque j’interviens, que la première caractéristique d’un centre hospitalier, 

par ailleurs universitaire, est sa mission de service publique, qui veut dire trois choses : 

 

L’égalité d’accès des usagers. L’hôpital ne sélectionne pas les patients (le seul cas où l’hôpital ne 

prend pas en charge un patient est quand il n’a pas les compétences de le faire ; par exemple, le CHU 

de Lille ne dispose pas des compétences permettant de réaliser la chirurgie cardiaque des enfants de 

moins de 3 ans. Aussi, les enfants sont-ils adressés sur Paris) alors qu’une clinique peut sélectionner 

ses patients. 

 

La continuité du 1er janvier, 0h00 jusqu’au 31 décembre minuit. Notre responsabilité est d’organiser 

la continuité.  

 

L’adaptabilité, c’est-à-dire se préparer à ce que demain sera, sur les différents aspects.  

 

Ce sont donc les valeurs. Ensuite,  en ce qui concerne le modèle économique, notre job n’est pas de 

faire des bénéfices : nous n’avons pas d’actionnaire à rémunérer. Mais notre responsabilité consiste 

à ne pas être en déficit. Il s’agit d’être à l’équilibre. Il est néanmoins possible de décider d’avoir une 

politique d’investissement ambitieuse, et pour se faire, de décider, pour une certaine période de 

temps, de réaliser des excédents qui seront mis de côté et provisionné pour pouvoir mener cette 

politique d’investissement au service, bien entendu, de la prise en charge du patient. Mais pour être 

efficace, il faut avoir un mode d’organisation efficace qui repose pour  un certain nombre d’aspects, 

sur le mode d’organisation de l’entreprise. Avec des compétences qui peuvent aussi être parfois 

celles du monde de l’entreprise. Ainsi, il y a 10 ans, j’ai proposé de structure notre politique hôtelière 

en considérant chaque bâtiment comme un hôtel, parce qu’il n’y a pas que la dimension soin qui doit 

être prise en considération. Dans ce cadre, j’ai proposé de recruter des directeurs d’hôtels. Le 

premier d’entre eux est venu de chez Walt Disney, le deuxième du groupe Accord, et aujourd’hui le 

CHU compte trois directeurs d’hôtel. Dans les faits, cette politique hôtelière se traduit notamment 

par la mise en place du  « room service », c’est-à-dire la possibilité pour les patients seuls ou qui ne 

peuvent pas se déplacer de passer commande entre 14h et 16h auprès des boutiques situées au rez-

de-chaussée de chaque site hospitalier et d’être ensuite livrés  dans leur chambre. Nous souhaitons 

également développer notre performance. Dans ce cadre, je considère qu’un directeur de la 

performance dans un CHU  doit disposer d’un double profil : des compétences en contrôle de 

gestion, mais également posséder une approche des organisations, de leurs évolutions dans un 

monde complexe. Et donc, nous avons recruté une personne, contrôleur de gestion de formation qui 

est ensuite devenue responsable de site de production, qui a eu à gérer des évolutions, pas dans un 

hôpital mais dans des entreprises du champ de la santé. En ce qui concerne le marketing, c’est le 

même principe. Ainsi, nous avons fait le choix de recruter un professionnel du marketing à qui nous 

apportons la culture hospitalière et non un professionnel de santé à qui nous aurions dû apporter la 

compétence marketing. Il s’agit de créer un électrochoc afin d’obtenir rapidement des résultats 

visibles sur un espace-temps de 3 ans. La question de l’intégration culturelle se posera ensuite.  

Nous défendons donc au CHU de Lille l’idée que les valeurs de l’hôpital ne doivent pas être les 

valeurs l’entreprise, dans sa dimension bénéfices, profits, sélection, etc. En revanche, l’organisation 

doit avoir l’efficacité de celle de l’entreprise, soit à partir de compétences propres, soit de 

compétences que l’on va chercher à l’extérieur. Classiquement, par exemple, le poste de Directeur 
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des finances dans un hôpital, est attribué à quelqu’un qui avait suivi le cursus de l’Ecole des Hautes 

Etudes de Santé Publique.  A Lille, ce n’est plus le cas, puisque le poste de Directeur du Département 

des Ressources Financières est occupé par quelqu’un qui a eu un parcours de contrôle de gestion et 

de finances, ailleurs. Il dispose de deux adjoints qui eux ont suivi le cursus classique de l’Ecole des 

Hautes Etudes de Santé Publique. Il en va de même pour le Département des Ressources Humaines, 

dans l’autre sens. Le Directeur du Département des Ressources Humaines a suivi le cursus classique 

de l’Ecole des Hautes Etudes de Santé Publique, mais dispose dans son staff de quelqu’un qui n’a pas 

suivi ce parcours. Il s’agit de conjuguer les talents.   

 

Nous tentons de conjuguer les valeurs et la culture du service publique et l’efficacité du monde de 

l’entreprise.   

 

Je vous remercie pour toutes les réponses que vous m’avez apportées aujourd’hui et pour le temps 

que vous m’avez accordé.  
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Appendix 2 : Interview Guide 
 

Guide d'entretien - Gouvernance hospitalière 

Le métier & la personne 

Définition de la fonction occupée 

Quelle fonction occupez-vous ?  

Depuis combien d'années travaillez-vous dans cet hôpital ? 

Présentation des missions principales 

Pourriez-vous m'expliquer comment se déroule une journée type ? 

L'environnement de travail  

Avec qui êtes-vous en relation interne - externe ?  

Quelles sont vos relations avec l'administration ? 

En quoi consistent vos échanges ? 
Quelles sont vos conditions de travail ?(horaire, rythmes, fourchettes de 
rémunération…) 

Quelles sont vos principales satisfactions par rapport à votre métier ? 

Quelles sont les contraintes liées à votre métier ? 

 

 

Les connaissances / qualités / 
compétences 

Connaissances nécessaires à l'exercice de cette fonction 

Quel parcours avez-vous eu pour arriver à ce poste ? 

Quelle formation avez-vous bénéficié ? 

Quel a été votre parcours personnel pour accéder à cette fonction ? 

Compétences 

Quelles sont les compétences attendues (générales et spécifiques) pour 
exercer votre métier ? 

Qualités 

Selon vous, quelles sont les qualités nécessaires à votre profession ? 

Recrutement 

Quel est le processus de recrutement ? 

 

 

La structure 

Présentation de la structure 

Comment la  structure de l'hôpital est-elle organisée ? 

Pouvez-vous me donner l'organigramme de votre structure ? 

Comment fonctionne un hôpital tel que le vôtre ? 

Quelles sont les différents organse décisionnels ? Et quels sont leurs rôles ? 

L'hôpital 

  Quelles sont les valeurs/principes d'un hôpital aujourd'hui ? 

  Qulle(s) est(sont) la(les) mission(s) d'un hôpital aujourd'hui ? 

  Qu'est-ce que le projet médical ? 

  Quel(s) service(s) de l'hôpital s'occupe(nt) du projet médical ? 

  Avez-vous été concerté pour ce projet médical ? Si oui, dans quelle mesure ? 

  Quelle est la place de l'hôpital aujourd'hui dans le secteur médical ? 

  

L'environnement 

Quelle est la situation socio-économique du secteur hospitalier ? 

Comment avez-vous perçu/reçu les réformes sur l'hôpital français ? 

Comment imaginez-vous votre métier dans 10 ans ? 
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Avez-vous remarqué des évolutions dans votre environnement de travail 
depuis une dizaine d'années ? 
Existe-t'il une compétition entre les hôpitaux ? Si oui, comment se 
concrétise-t'elle ? 
Quelles sont vos relations avec les autres hôpitaux (co-opération, 
compétition, etc.) ? 

On a entendu parler d'une crise d'identité durant cette dernière décennie, 
qu'en est-il réellement ? 
Est-ce que l'hôpital d'aujourd'hui est capable de gérer l'entièreté de la 
population ? 

  

La gouvernance  

Evolution de la gouvernance 

Avez-vous ressenti des évolutions dans le mode de gouvernance hospitalière 
depuis une dizaine d'années ? 

Quelles sont ou ont été les conséquences du plan HPST 2009-2012 ? 

Un rapport sur ce plan a été écrit depuis. Quelles conclusions en tirez-vous ? 
On parle d'une gouvernance se rapprochant de celle d'une entreprise, qu'en 
est-il vraiment ? 
Peut-on comparer la gouvernance hospitalière telle qu'on la connaît 
aujourd'hui avec celle en place il y a 10 ans ? 
L'évolution de cette gouvernance a amené la création de pôle d'excellence. 
Pourquoi ? 

Que pensez-vous de la création des pôles d'activité ? 
Le management et le contrôle ont été séparé, deux organes différents. 
Qu'en pensez-vous ? 

Comment se géraient le management et le contrôle il y a 10 ans ? 

La loi HPST a instauré une nouvelle architecture managériale (cf. 
Architecture Nouvelle). Qu'en pensez-vous ? 

Budget & ressources 

Quels sont les principaux coûts d'un hôpital ? 

  Quelles sont les principales ressources d'un hôpital ? 

  
Quelles sont les différences au niveau des ressources d'un hôpital entre ajd 
et il y a 10 ans ? 

  Quelles sont les contraintes budgétaires ? 

  Les contraintes de budget ont-elles un effet sur la qualité du service délivré ? 

  
Quelles sont les conséquences des contraintes budgétaires sur le 
développement de l'hôpital ? 

  
La gouvernance est-elle menée par la recherche d'un équilibre financier ? 
Par le développement de l'hôpital ? Par la qualité des soins délivrés ? 

  Qualité & performance 

  Equité ou efficacité ? 

  Comment mesure-t'on l'efficacité et/ou performance d'un hôpital ?  

  Existe-t'il des enquêtes de satisfaction des patients ? 

  
Existe-t'il des tableaux de bord d'indicateurs performance/qualité, des 
rapports quantifiés, etc. ? 

  Ces tableaux de bord sont-ils les mêmes qu'il y a 10 ans ? 

  Risk management 

  Comment gérez-vous les risques ? 
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  Comment sont-ils évalués ? 

  
Les risques sont-ils les mêmes qu'il y a 10 ans ? La gérance de ces risques a-
t-elle changé ? 

  Général 

  Existe-t'il un code de bonnes pratiques (code of best practices) ? 

  
Peut-il avoir des conflits d'intérêt dans une institution tel que l'hôpital ? 
Quelles sont les personnes concernées ? 

  
La gouvernance hospitalière a-t'elle été mise en place dans un souci de 
compétitivité entre les différents hôpitaux ou plutôt dans le souci de 
contrôler le management ? 

  Quel est le pouvoir/rôle/mission des ARS (Agence Régional de Santé) ? 

  Pourquoi les ARS ont-elles créées ? 

  Quelle est la prépondérance entre pouvoir managérial et pouvoir médical ? 
Quelle différence entre les 2 ? 

 


