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Foreword

This is a sophisticated book that addresses the important issue of integration in health care. It is particularly timely coming as it does in the context of the new health and social care White Paper for England, Our Health, Our Care, Our Say, which signals a decisive shift away from hospitals to primary care. But this begs a question: how can primary care be developed to respond to all that is being asked of it? This is a critical question for the health community. One thing is for sure – it will not happen by chance! The improvements that patients need require the extraordinary potential of primary care to be realised. This will require a major cultural change and support for the primary care community to deliver. The ingredients necessary for this exciting transformation are described in this book.

Paul Thomas’s book contains information about leadership, transformation, facilitation, support, systems development, learning organisation and much more. I am in no doubt that effective integrated primary health care is the answer to many of the problems facing health care worldwide. But a lot of lip service is paid to integration in health care. What is integration? What does it look like? How do you know you have got it? It is a word like ‘teams’ that is bandied around with superficial discussion. This book changes this: it offers a comprehensive analysis of the theory and practice of integration in health care. The author argues powerfully for the need for approaches that include both vertical and horizontal integration.

This is one of the most powerful books I have read. It offers well reasoned and researched ideas for improving primary care. Above all what comes through is the author’s sense of passion about the subject and issues, and a sense of credibility from having being in the front line and undertaken practical work in the area.

This is a serious book tackling a serious subject. In my view it is required reading for anyone interested in or involved in primary care development.

As a practising GP, I know the problems that my patients face. As Chairman of the RCGP, and with experience of being a leader in primary care organisations, I am well aware of the problems facing general practice. Through extensive practice visits I have come to the conclusion that general practice needs to become more strategic. If we are to fulfil our ‘extraordinary potential’ that Paul Thomas writes about, then general practice-based primary care has to move ‘up a gear’. Key to this is to develop strategic learning organisations in primary care.

The Royal College of GPs was established in 1952 and is charged with promoting the highest possible standards of general medical practice. I am particularly pleased to welcome this book as the author is also the chairman of one of the college’s faculties.

The college is in the business of driving up standards, and core to this is the development of optimal team working and skill mix. GPs are the backbone of the NHS. Most GPs I meet wish they had longer consultation times, responsive access systems and could promote greater patient enablement. To achieve this we have to think creatively about the organisation of primary health and social care and Paul’s book helps us do just that.

Dr Mayur Lakhani FRCGP
Chairman
Royal College of General Practitioners
January 2006




Foreword

This is an important book. It is important because of the ideas it contains, the time in which it appears, and the grounding of the ideas in rich practical lived experience and in theory. Readers of this book will be well-armed to make sense of challenging paradoxes and to work to improve health care and health. Although focused on primary care, health care systems and community, this work is relevant to anyone trying to bring together individuals and groups to become learning organizations moving toward a larger end.

The ideas in this book show very practical and realistic ways to bring together individuals and groups to become whole systems – learning organizations moving toward an emerging shared goal. Uniquely, the book is about how multiple systems can interact and evolve together toward a better whole. The first and third parts of the book help us to understand the potential of integrated primary health care and to think differently about how it really works. The second and fourth sections show us how to act on that understanding to effect change. Throughout, the author stimulates us to deepen our learning and actions by applying the ideas to our own experience.

The time is right for these ideas. We are experiencing a crisis of fragmentation in health care. Although we vaguely recognize the complexity of health care, as individuals and as organizations we act as if working harder on the parts is somehow going to improve the whole. It has not and will not. The phenomena of health and health care are too complex to be understood and improved solely by linear thinking. In this book, Professor Thomas shows us how we are all leaders of change, and how by working on our parts, while appreciating and developing their essential interconnectedness, we can improve the whole.

This book is grounded in the author’s deep experience as a facilitator of whole systems change. He presents an explanatory theory that is breathtakingly integrative yet immensely practical. It is all the more powerful because it is deeply grounded in personal experience. Practice without theory is unable to move beyond isolated experiences to draw the overarching lessons. Theory without practice blinds us to the ways of knowing that don’t fit our paradigm. Professor Thomas’s work to discover theories that fit his radical experience of systems change gives us new ways of thinking and acting that bring together both practical experience and overarching lessons.

Join me in using this book as a springboard to ‘travel hopefully’ together toward integrated, equitable and effective health care.

Kurt C Stange MD, PHD
Editor, Annals of Family Medicine
Gertrude Donnelly Hess, MD Professor of Oncology Research
Professor of Family Medicine, Epidemiology & Biostatistics, Sociology and Oncology
Case Western Reserve University
Cleveland, Ohio, USA
January 2006




Foreword

This is a ‘must-read’ book if you are in any way involved in the development of primary care. It has something for everyone – both practical and theoretical – with an appropriate focus on an underpinning philosophy. I particularly enjoyed reading Part III, but would recommend that, first, read the whole and then focus on relevant parts for future use. The book is very well cross-referenced.

Integrating Primary Health Care is extremely relevant to the present as well as the future, given the centrality of primary care and health care in many countries. All primary care organisations (including general practice) have populations for which they are responsible. They should all be viewed as resources for their communities: delivering high-quality bioclinical care while addressing broader community needs.

The English White Paper links primary health care, public health and social care. This book references and explores the Alma Ata declaration and I believe that we in primary care, in particular now in England, have a unique opportunity to deliver on this declaration by linking treatment, care, the enablement of individuals and addressing the social determinants of health.

I particularly like the author’s view that if we are to deliver on such an agenda we need to embrace managerial approaches that traditionally are perceived as inimical. For instance, Paul Thomas cites the need for both linear management and system reform.I suggest that other related areas which are seen as in conflict similarly need to be embraced: transactional and transformational leadership and, at a practical level, that urgent and planned care are inextricably linked. In a similar vein, I do not see localities as the only way forward for practice-based commissioning. We need a more ‘organic’ approach, in which activity can be based at either practice or locality level depending on what is best for patients. As is much quoted: form should follow function.

I write in a personal capacity as a general practitioner, a Department of Health worker (for England), and as a colleague and a friend of the author. I have been fortunate to be a small part of Paul’s journey of discovery. This excellent book, which I thoroughly recommend, is a fitting product of that journey. Knowing the author there will be more.

David Colin-Thomé
National Clinical Director for Primary Care, Department of Health (England)
General Practitioner, Castlefields, Runcorn, Cheshire
January 2006




Preface

My childhood in South Wales taught me that communities and individuals grow together. Economic hardship and high levels of disease can also be associated with strong community identity, friendship and song. The social role of the general practitioner (GP) was also obvious to me. My father, a GP who worked alone, would watch from our house the crowds leaving the football ground, observing his patients and anticipating who would knock on his door later in the week. Once when there was a smallpox scare but no vaccine he ordered his own supply from Cardiff and travelled there to buy it, rather than wait for the local Executive Council to provide it. He and my mother immunised queues of people in the street for no charge. I was eight when he died, and, two years later, my mother took me to England with my older brother and four younger sisters. The seeds that led to this book were planted at an early age.

At school I became enthralled by relativity theory and puzzled how it was that things can, at the same time, have tangible, objective form and also be made up of dynamic energy. An interest in what lies beyond the immediately visible has been with me ever since. As a GP myself I often ask patients what they make of their symptoms and what is the best thing to do. I often receive wise and thoughtful answers that make me realise the power of ‘common sense’ – a sophisticated process of pattern recognition. I also witness the extraordinary ability of the human mind to overcome all kinds of adversity, and the need we all have for trusted relationships to define ourselves.

But I was trained to think in straight lines about compartmentalised problems: discrete diseases are caused by malicious agents that laboratory science can defeat. This training offered me little insight into the interplay of forces that improve health in most situations. My training also expects me to listen and reflect, solely to get to a correct diagnosis or to ensure patient compliance. I also recognise that listening and reflection can reveal hidden worlds of meaning that are barred from me if I assume in advance what I am going to find.

It was as primary care facilitator in Liverpool that I recognised that hidden worlds of meaning powerfully affect what happens in all human situations. When working across boundaries it became clear to me that different people use words to mean different things, and what they really mean is often hidden even from themselves. I often found it easier to make progress by putting aside words and theories, and getting people to play together and create shared ‘win–win’ projects. I slowly found resonance with the ideas about change I was developing – in complexity and systems theories, organisational learning and narrative. Slowly I began to see coherent patterns within dynamic interactivity, like a beautiful form of music whose beat and harmonies are new, but also very familiar and human.

I came to see that quality comes from reflecting one thing against another in search of coherence – reflecting internal against external realities, subjective against objective interpretations and theory against practice. This helps to avoid assumptions. It promotes active listening and ongoing learning. It helps to recognise that the more you know the more you know you don’t know. It reminds us that the path ahead is uncertain and we have to work hard to make it meaningful.

Finding a meaningful path through uncertainty is what leaders do in complex situations. Will Miller gave me an image to illuminate this. It is the walk of the Lenape Native American Indian. Balanced and relaxed on one foot, alert and listening with all the senses, progress is achieved by cautiously testing the safety of the ground ahead with the toes of the other foot. When it seems safe, a step is softly taken, slowly transferring weight onto the front foot. The front foot is now the one balanced in safety. Again listening with all the senses, and communicating with groups of colleagues about the overall direction, each prepares their next step in their own individual but connected way.

I wish you an enjoyable walk.

Paul Thomas
January 2006
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How to use this book

There are many possible paths through this book, and simply reading it from beginning to end may not be the most helpful one. The book is a map of the practical and theoretical things that I have found important to understand how to integrate different efforts for health. Key to grounding this knowledge in (your) everyday practice is moving between theory and experience. The book is intended to facilitate this movement.

In addition to the Contents, the following are intended to help you to find your best path.


	A summary at the beginning of each chapter – you may like to read these first to get a feel of the whole book.


	Images and models – in Chapter 2 and in chapters 4–8 I propose images and models that may help you to catch the ideas better than the text. You may wish to view these first.


	Examples, practical things to do and exercises – these are included throughout Part II and may help you to find a focus for your reading.


	Connecting theory and practice – Parts I and III of the book are concerned largely with theory; parts II and IV are concerned with practice.I cross-refer so that you can move between them.


	Pause – these prompt you to pause and reflect on how you make sense of something. Doing this gives you a chance to disagree with my interpretation, and also to skip whole sections that are not presently a priority for you to explore.




The four parts of the book have different purposes:


	Part I explains why integrated primary health care is important.


	Part II helps you to develop leadership skills.


	Part III explores theories of integration.


	Part IV describes useful techniques.




Read Part I if you want to know why this is important It maps the territory, discusses the meaning of leadership and explores the potential of contemporary health care. In Chapter 1, I begin a discussion of power, identity and culture, which is continued in Part III.

Read Part II if you want to develop your leadership skills. In each chapter I pose three evolving scenarios: the development of a general practice; the development of a community hospital; and locality development. You are invited to choose the closest to your real-life experience. The scenarios reflect three different kinds of organisation:


	A small enterprise that comprises a multidisciplinary team with shared vision and plans.


	A large institution that houses multiple semi-independent programmes of work.


	A network where members dip in and out of many activities depending on their interest at the time (the idea of a network as an organisation may be unfamiliar, but bear with me).




At the start of each chapter I pose a new twist to the stories and invite you to describe how you would deal with this. At the end of the chapter I ask whether the chapter has helped you to think differently about your plan, and what you have learnt.

Read Part III if you want theory about integration. People are complex, semi-independent but also inter-dependent. Facilitating integration, like ‘herding cats’, is not straightforward. I first relate integrated primary health care to the idea of ‘comprehensive primary health care’ as envisaged by the World Health Organization (WHO), and also to generalist practice (medical and otherwise). I then highlight changes needed in our understanding of science, health and change, to better understand how to think about integrated health care. I argue in each situation how linear thinking and systems thinking offer different insights into the whole.

Read Part IV if you want to learn techniques that help to see parts and wholes at the same time. They can be used in different situations to help people to ‘see’ how their work is relevant to bigger, evolving stories.




What I mean by . . .

This list includes abbreviations and the meaning I have attached to certain terms.

General practice/practitioners (GP) – this term, from the UK, is equivalent to ‘family physicians’ in the USA. These are medically trained practitioners who mainly operate outside of hospitals, are often the first port of call for people with health problems, usually work in multidisciplinary teams, and are responsible for orchestrating a diversity of support for health needs.

Integrated primary health care – this term comes from contemporary health care. It remains to be seen if this will be more like comprehensive or selective primary health care.

Leader – an individual who helps people (perhaps a named constituency) to move forwards.

Leaders, managers and facilitators – these roles have traditionally been distinguished in a linear way: a leader shows the way; a manager makes things happen; a facilitator eases the process. But in complex situations these distinctions are blurred. Leaders cannot avoid considering how ideas can be applied practically, managers cannot avoid inspiring and wisely directing people, and facilitators need vision and political sensitivity to know how far to allow people to deviate from a pre-ordained path.

Leadership for integrated primary health care – also includes the leadership teams, networks and an array of resources and agreements needed to move forwards a whole story.

Organisation – in its broadest sense this means any way of organising people that produces a collective identity. In particular, I use the terms institution, small/medium-sized enterprise (SME) and network to show how different organisational types have different strengths and weaknesses.

Primary care – this means more than general practice and less than primary health care.

Primary care organisation (PCO) – this includes any organisation that considers itself to be part of primary care, for example general practices, dentists, pharmacists. PCOs are statutory network organisations in the UK, termed primary care trusts (PCTs) in England. They have a role to integrate a diversity of services.

Primary health care (PHC) – this is the term used by the World Health Organization (WHO) at the 1978 conference of Alma Ata. It means that all aspects of society and all citizens have a responsibility for health. Medical practitioners contribute an important part, but it is only a part. Comprehensive PHC includes horizontal and vertical integration of effort. Selective PHC means vertical integration of effort only.

Theories in use: mental models, mindsets, personal constructs, hidden motivations – these terms have different origins, but all describe the subconscious ideas that guide the ways in which people think and act. These are often more powerful that what people actually say.




Part I
Why integrated primary health care is important

Part I explains why integrated primary health care is important, and offers some challenges to achieving it.

Chapter 1 provides an overview of the ideas being put forward. Leadership is described as making sense within complexity. A discussion of power, identity and culture is also begun, and is continued in Part III.

Chapter 2 puts some flesh on the bones of this image of leadership, pointing towards Part II, in which leadership skills are developed, and Part IV, in which useful techniques are described.

Chapter 3 signposts ways to achieve long-term integration of primary health care, in particular by applying the principles of a learning organisation to health care localities.




Chapter 1
Mapping the territory


Summary

This book is concerned with ongoing and co-ordinated behaviour change – how do you energise people from different organisations and backgrounds to ask important questions, reflect on the implications of the knowledge they generate and change things in concert.

The ideas are particularly useful for leaders, managers, facilitators and others who help people to move forwards in complex situations. In these situations many things are changing constantly, and predictions are far less certain than in simple situations.

I use the term ‘leader’ to mean an individual who helps people (perhaps a named constituency) to move forwards. By contrast, ‘leadership for integrated primary health care’ also includes the leadership teams, networks and array of resources and agreements needed to move forwards a whole ‘story’.

Leaders help people to make sense of their work within bigger pictures. Leadership makes learning in one part of the system relevant to other parts through ‘whole-system conversations’. I paint a picture of the world through a constructivist lens – everything is undergoing ongoing adaptation to everything else, and what you see largely depends on the way you look. This notion recognises the limitation of words to represent experience. It recognises that mental models which determine behaviour are often hidden from view even from the people involved.

Leadership helps people to thinkfor themselves and to learn from others. It helps them to apply knowledge from elsewhere wisely and to generate their own insights. It helps them to modify their plans to fit better with those of others. It is concerned with long-term as well as short-term success; with discrete focused activity as well as whole-system transformation.

Leadership is first concerned with using existing structures better. Wholly new structures may not be needed. It helps people to use time differently to save time overall, and also to produce better outcomes. It helps people to develop thoughtful, strategic plans that can accommodate multiple agendas, rather than adopting an overly reactive and rushed approach.

I use the term ‘integrated’ to mean that different efforts for health are constantly made relevant to each other. I do not mean that everything is ‘hard-wired’ into everything else. Leadership creates pathways to ‘learning spaces’ where people with different insights and traditions come together to find common purpose and develop collaborative projects.

Vertical integration includes care pathways for named diseases. Horizontal integration includes multi-disciplinary team-working across organisational boundaries. The concepts of whole systems, organisational learning and shared leadership help us to think about achieving vertical and horizontal integration at the same time.

Whole-system change can be uncomfortable for those who think mainly in linear ways because it achieves things that their dominant mental model considers impossible. The skills of leadership are similar to the skills of systems practice and mature citizenship. All recognise that parts and wholes must co-evolve and remain relevant to each other, and that things always work out differently to what was expected. Leaders are less certain about final destinations and divert more energy to helping people to travel hopefully.



Is this book for you?


Pause

Why are you interested in leadership for integrated primary health care?



This bookwill help you to be a systems practitioner, able to make different efforts for health come together as integrated wholes. You do this by connecting learning spaces in which multi-disciplinary groups share their insights and align their agendas. This is a process that builds ‘learning communities’ and coherent whole systems of care.

Parts II and IV of the book will be most useful to practitioners and managers who facilitate integration of diverse efforts for health – in these I suggest that whole-system learning and change can be viewed as play, and leaders as story-weavers.

Teachers and theorists about complexity and organisational learning may find the theory of Parts I and III helpful – in these I describe a clash of ideologies between linear and systems thinking, which can be resolved by moving between the two.

This book is targeted at those who lead change in health care institutions such as primary care organisations (PCOs) (a statutory UK organisation, termed primary care trusts (PCTs) in England), in smaller PCOs, such as general practices, and in networks. In particular, the book explores leadership in complex situations where many things are changing at the same time. In contrast to simple situations, what happens as a result of an action in complex situations is often unpredictable.

In complex situations leaders are first concerned with bringing into view existing structures and resources, inviting participants to use these better. Later they use the energy from good group process to create new connections between existing structures (and sometimes wholly new entities). Leaders help people to use time differently in order to save time and also to produce better outcomes. They help people to develop thoughtful strategic plans which can accommodate multiple agendas, rather than adopting an overly reactive and rushed approach.

I include in the term ‘leader’ those people who are effective at helping certain constituencies to integrate primary health care. I consider ‘leadership’ to include these individuals, and the leadership teams, networks and array of resources and agreements that are together needed to move forwards a whole story in a healthy way.

The roles of leader, manager and facilitator have traditionally been separated in a linear way – a leader to show the way, a manager to make things happen, a facilitator to ease the process. But in complex situations these distinctions obstruct understanding. ‘Leaders’ cannot avoid considering how ideas can be practically applied. ‘Managers’ cannot avoid inspiring and wisely directing people. ‘Facilitators’ need vision and political sensitivity to know how far to allow people to deviate from a pre-ordained path.

The language of leadership, management and facilitation originally arose from a time when it was thought that the world could be explained in terms of Newtonian ‘particle’ physics – discrete particles are ordered in an enduring and predictable way. Consequently it was natural to thinkin a ‘linear’ way – a knight in shining armour would lead change in a direct way and make simple distinctions between right and wrong, confident that other things would stay the same. However, we now recognise that this ‘laboratory’ understanding of knowledge does not apply when many factors interact. Instead we must consider more interactive theories of knowledge and change: for example, relativity physics and complexity theory, which recognise that things are more interconnected, co-adapting and uncertain than they appear at first sight. Everything is changing internally, and everything is adapting to changes in everything else.

The newness of ideas about complex adaptation means that the theoretical base of leadership within it is uncertain. I use theories and models from various places throughout the book but it is also my intention to contribute to theory-building. This is most evident in Part III. I use the term ‘primary health care’ to mean the vision of Alma Ata that all citizens and all aspects of society have a role in improving health (Chapter 9). The term ‘primary care’ emerged in the 1980s to mean more than general practice and less than primary health care. I use the term ‘integrated’ to mean that different efforts for health are constantly made relevant to each other. I do not mean that everything should be ‘hard-wired’ together, or that a final complete state of integration is possible or desirable. Instead, leaders are concerned with creating pathways between different efforts for health and care. These lead to ‘learning spaces’ where people with different insights and traditions come together to find common purpose. Stability comes not from a giant template for change, but from ongoing cycles of cross-organisational reflection and action. These make it easier for individuals and groups to adapt to the changes in others in the most useful ways. The constraints on change come less from control from above, and more from the capacity of people to make new alliances.

Vertical integration includes care pathways. Horizontal integration includes multi-disciplinary team-working across organisational boundaries. Both are needed. I emphasise general practice partly because most of my work has involved general practitioners (GPs) (and I am one). However, I also think that generalist roles (not just medical) are an essential part of integrated primary health care and this potential has yet to be fully realised. I devote Chapter 10 to the origins and potential of general medical practice.

I am not covering the mechanisms that organisations create to control others, because these are amply covered elsewhere. I am also not covering psychometric tools such as Belbin team roles, Honey and Mumford (Kolb) learning styles and Myers Briggs personality types. I concentrate on co-ordinated reflection and action – how to energise teams from different organisations and backgrounds to learn and change things in concert. I describe successful models, especially in Part II, as examples of what happens when people of different backgrounds configure services that make sense to them and their own local context. In particular I emphasise different ways to connect enquiry and action. These are basic elements of (Kolb’s) learning cycle.1 Individuals, organisations and systems learn by asking good questions, generating appropriate data, and then reflecting on the implications of what they find to next steps. This idea shows how to connect experience and ideas for an individual through reflective practice,2 and action learning,3 and for groups and organisations through participatory action research4 and ‘R&D systems’.5 It leads to Senge’s idea of a learning organ-isation,6 Wenger’s idea of a learning community7 and Cooperider’s idea of appreciative inquiry.8,9 It leads to the three quite different types of learning as described by Argyris and Schon.10

I suggest ways to think about leaders and leadership, and offer practical things to do. Mostly these do not require extra resources. However, they do require you to play – to engage with others, listen carefully to them, see things from their point of view, and to reflect their ideas against yours to find new imaginative ways forward. Part IV describes techniques to do this. It entails living with uncertainty because you know that things will always work out differently from the original intention. Success needs people to try out new ways of doing things and review the lessons learnt from many innovations as a whole, each player modifying their steps to fit better with others. Part II describes skills and models to lead this.

I will have achieved my aim if this book helps you to keep your eyes fixed on effective ways forward in the middle of multiple forces that threaten to knock you off balance, and attractive diversions that will lead into blind alleys. The bookwill not tell you exactly what to do, but it will help you to shape a winning approach.

Why the book has a non-linear structure

In the ‘How to use the book’ section I describe features to help you navigate the text in the way that best suits you. This is needed because I conclude that neither theory nor practice can understand leadership within complexity – ongoing movement between both is needed. I wish to facilitate your movement, and work from your own experience.

I paint a picture of the world through a constructivist lens (Chapter 11), everything is undergoing ongoing adaptation to everything else, and what you see largely depends on the way you look. The relativistic and dynamic theories to make sense of this are explored in Part III. I conclude the following, which guide the structure of the book.


	Words, theories and objective facts mark something meaningful, but this meaning is much more bound to the context of its origin than the words/theories/facts can portray (Chapter 11). Theory is necessarily a thin extraction from more interconnected truths. It is therefore insufficient to start with one theoretical position and simply move from there to its practical implications.


	Everyone’s experience is unique, and bound into their own complex and evolving story (Chapter 12). Often, the most important motivating factors for behaviour are hidden and ‘undiscussable’ (Chapter 13). Furthermore, both experience and common sense are not discrete things but a complex coming together of many different senses (in Chapter 11 I use the image of a gardener who uses various senses to experience a garden). It is therefore insufficient to start with one experience and simply move to its theoretical implications.


	There is a reliable starting point – each person wishes to describe his or her life stories as a coherent narrative (Chapter 12). This suggests that you, the reader, should bring your own stories to the book, and I should bring mine. To assist this I ask you to pause at various places to consider your own interests and understandings. I signpost different parts of the book to help you to move about in ways that make sense to you.




The emphasis of this book is on the dynamic processes of whole-system learning and change, and leadership that enables this. But, stable organisations are also important to support and protect networkactivity, in the same way a spider needs stable structures on which to attach its web.

An image that reveals this hard/dynamic tension is an iceberg (thanks to Louis Acheson for this image). Reality, as we perceive it, really does have hard shape (as does an iceberg). The ice is tangible, amenable to objective scientific testing and has predictable behaviour. However, this hard reality is not the starting point. It is an endpoint (at least for now). The ‘starting point’ (and the term has doubtful meaning) may be the complex interactions between ice, water, temperature and salts at the edges of the iceberg. And every small part of its edges has a different shape from all the other parts, its own micro-climate and influential local factors. The edges are constantly changing shape, which, in time, change the shape of the whole iceberg. Leadership for integrated primary health care works at the edges, mindful of the whole. So I am inviting you to play. You bring your experiences and ideas, and I bring mine. We are both trying to make sense of our very different experiences. Let us see what agreements, disagreements and new insights we can find by travelling together for a while.

What is leadership for integrated primary health care?


Pause

What do you mean by leadership for integrated primary health care?



Leadership for integrated health care is, naturally enough, concerned with processes of integration – it helps people to value different ideas about the way things should be, and help them to find win–win ways forward. The leadership image is less that of a pioneer cowboy carving a lonely path through uncharted territory, and more that of a facilitator in the tower of Babel, holding the space for different people to listen to each other, and, from this listening, to learn, find common purpose and take tentative steps in synchrony. There is still a need for heroic individuals who lead ‘followers’ in new directions, but such leaders are equally concerned with empowering those followers to think for themselves and reflect on the impact of their actions on the whole system.

This form of leadership helps people to learn from others and to develop systems with multiple purposes, to avoid duplicating effort and re-inventing wheels. It helps people to think for themselves as skilled listeners and reflective practitioners, so they can wisely apply knowledge from other places to the specific context. It is concerned with sustainable evolution of individual organisations and systems, and policy for both the long and the short term. For the long term it builds an infrastructure of facilitation and communication – this helps people to constantly redefine their trajectory in the context of a longer-term story. For the short term it helps them to carry out innovative projects that will test the next steps. It is fundamentally concerned with equity – fairness. This is not to imagine that everyone is the same, but that everyone can and should learn from others, and each person is to be respected for who they are as a whole human being.

Integrated primary health care requires widespread recognition that discrete actions can have unpredictable effects on whole systems of care (remember the chaos theory butterfly that flapped its wings and caused a hurricane the other side of the world). Immediate effects, which we prize so highly, may not be the most important or sustainable effects – they may even be harmful in the long run. Change requires new relationships between those who are connected in a system of care. Without this, things will go back to where they were before.

An individual leader relates to a ‘constituency’ – people who recognise the person as a leader to help them move forwards, making sense of their work to bigger pictures. Sometimes the constituency comprises a discrete group or discipline, sometimes it is a geographic area and sometimes it is those who share an idea. Leaders keep in touch with their constituencies.

Sometimes leaders have formal roles, such as chief executives. But there are leaders everywhere, going by much more modest titles, and doing things that at first sight might seem unimportant. Most do not even recognise themselves to be leaders. Often, they are the quiet people who just seem to be wise, or the glue that keeps things together. They are concerned with long-term vision as well as with immediate practical details. They are patient with those who struggle to make things work, and impatient with those who do not try.

Leadership, from both individuals and teams, motivates others to thinkand act creatively at the cusp between the known and unknown. It helps to make it safe for people to take calculated risks, and to explore ways to advance their organisations and local services at the same time as developing themselves.

Leadership is concerned that whole systems learn and change. At any moment they may be focused on a discrete project, but they are also mindful of the other changes that need to happen, and how the stakeholders – those who have a stake in a project – can ‘own’ the changes.

Leadership uses techniques that help people to see bigger pictures and to make learning in one part of the system relevant to other parts. Leadership listens more than tells, reaches out more than retracts and is calm when others panic. In the terms of this book you are a leader, whether you like it or not, if this is what you do.

Leadership works with multiple motivations and multiple stories

People are the way they are for many reasons. Nature, nurture and context all influence the ways in which people think and behave. There are many motivations for learning and change, and specific motivators cannot reliably be predicted at a distance. Paying people money is not enough for the scale of engagement required by integrated primary health care (but it is an important part). Leaders work with multiple motivations to create a better future. They encourage people to find things in others to like, and then build shared projects from these things. They put people into situations where they are likely to succeed. They play to people’s strengths – someone who is strong and quick to anger may not be the one to facilitate delicate negotiations, but may be ideal when it comes to a fight!

People are motivated when they can travel from wherever they are to a destination that they choose and like. Some of the motivation comes from the very process of reflecting and purposefully making this choice. Some of the motivation comes from the enjoyment of travel and the relief of arriving. It is therefore often a winning strategy to help people to describe their future vision and develop exploratory projects that help them move towards this. It also helps to provide a series of opportunities for travellers to meet again and tell their stories, reflecting on what they have learnt, and plan changes accordingly.

This process of ongoing learning and review among a group of travellers is a feature of a ‘learning organisation’. It entails using time differently – less reacting to events and more team-planning, systems thinking and multi-disciplinary review of progress.

You probably already know these things. But the temptation to react to never-ending crises and to fill time with noise may prevent doing them systematically. Some people are tempted to devise grand plans to change everything in one go. At the other extreme some wish to go only one step at a time, hoping that good process will produce sustainable structures. Both of these approaches are less effective than an approach that constantly moves between long-term vision, short-term success and practical infrastructure to support both. This entails moving forward, then pausing to listen, reflect and learn, with relevant teams, about long-term and short-term infrastructure – before moving forwards again. This book shows how to develop this reflective, optimistic and incremental approach to integrated primary health care.

What leadership theorists say


Pause

What theories of leadership do you use – and why?



Children used to be told when crossing the road: ‘Look right, look left, and look right again; if all is clear walksmartly to the other side’. When too many children were run over, the advice changed to ‘Stop, look and listen – keep looking, keep looking – to the right and the left, forward and backwards . . . and when you get to the other side don’t be too sure that it is safe’.

Sadler describes different definitions of leadership:

. . . a process of persuasion, a set of activities, reciprocal processes of mobilisation, influencing the objectives and culture of organisations, influence processes, and ‘the ability to get men to do what they don’t want to do and like it.’11

Sadler refers to Bennis’ and Nanus’ three features of leadership:


	Facing the challenge of overcoming resistance to change.


	Brokering the needs of constituencies both within and without the organ-isation.


	Being responsible for the set of ethics or norms that govern the behaviour of people in an organisation.11




But these features describe leadership from the perspective of one organisation in competition with others. In the context of ‘leadership for integration’, Bennis’ and Nanus’ features need to be rephrased from the perspective of many. Leadership must give rise to win–win agreements if the various players are to continue to play. A rephrasing might be:


	Facing the challenge to get different constituencies to recognise their shared concerns, and address them in a collaborative way.


	Brokering coalitions of interest between different constituencies to undertake shared projects that move towards their shared vision.


	Clarifying what are the ground rules of engagement and shared vision for ethical behaviour.




This form of leadership has been called ‘brokerage’ in higher education:

. . . a means of promoting and facilitating complex learning and change . . . Organizational brokering is an intentional act . . . to workin collaborative and creating ways with people, ideas, knowledge and resources to develop something new or change something.12

This suggests that leadership for integration facilitates shared meaning.

Weickconsiders a leader to be a ‘sense-maker’13 – helping people to make sense of their situations. Sense-makers trust that people will change when it is meaningful to them. They consider that people do not so much need to be told what to do, as empowered to do it.

He describes situations where named threats can quickly escalate out of control, and situations where there is a more complex array of threats and opportunities. To illustrate situations where getting things wrong can result in disaster, Weick examines the behaviour of the teams that help aircraft on and off aircraft carriers. He concludes that the characteristics of aircraft carriers which have fewer than their fair share of accidents is ‘mindfulness’.14 Mindfulness includes:


	preoccupation with failure


	reluctance to simplify interpretations


	sensitivity to operations


	commitment to resilience


	deference to expertise.




Conversely, when immediate disaster is not a concern, and instead a complex interplay of factors needs to be considered, leaders ‘legitimate doubt’.15 Leaders know that the journey always ends somewhere different from what was originally anticipated and the route is full of unforeseen difficulties. Having clarified where people think they are going, and why, leaders encourage them to explore new options with an open and optimistic mind. This often helps people to discover that what they thought they knew was not so certain after all.

As a general practitioner (GP) I find it helpful to move between a focus on named threats and a broad exploration of uncertainty. I find myself very preoccupied with failure when I see a child who might have early meningitis. However, in most consultations I am preoccupied with listening carefully, and opening the conversation out to get beyond the immediate presenting complaint to understand a breadth of things that matter.

Weick’s distinction is the same one I make between linear and systems thinking. Immediate, clear threats require clear, decisive action. In these situations leaders, managers and facilitators fulfil traditional roles of making decisions, achieving targets and facilitating processes.

More complex situations can be made worse by precipitous decisions. Instead they need systematic, thoughtful exploration of possibilities. Leaders, managers and facilitators all help people to move from places that seem certain (but probably are not), through uncertainty, to places that may or may not feel certain. Uncertainty is the one guaranteed feature. As Thompson puts it: ‘Coping with uncertainty [is] the essence of the administrative process’.16

Leaders help people to be less fearful of uncertainty.
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