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This is the VIIth article in a series on population healthcare.

The distinction between leadership and management is
reasonably well agreed. The leadership of an organisa-
tion creates the culture and the management works
within that culture. If, for example, the leadership
speaks with disrespect of people working in other
organisations, then this will permeate the whole organ-
isation. The Toyota Motor Corporation has taught us
much about systems, but from the earliest days of
studying the Japanese miracle, there was at least as
much interest in the culture of the successful Japanese
companies as there was in their systems and an appre-
ciation that culture and systems were interwoven. In
their study of The Toyota Product Development
System, Morgan and Liker1 emphasised that ‘leader-
ship . . . and a company’s culture are inextricably inter-
twined’. Edgar Schein emphasised the importance of
this when he said that:

. . . if one wishes to distinguish leadership from man-

agement or administration one can argue that lead-

ership creates and changes culture while management

and administration act within a culture.2

If we think of an organisation as consisting of a struc-
ture, systems and culture, there is also agreement in the
management and leadership literature that culture is
probably the most important determinant of success.
The termculture hasmanymeaningswith thedefinition
of Edgar Schein probably the most widely accepted:

The culture of a group can now be defined as a pattern

of shared basic assumptions that was learned by a

group as it solved its problems of external adaptation

and internal integration, that has worked well enough

to be considered valid and, therefore, to be taught to

new members as the correct way to perceive, think,

and feel in relation to those problems.2

There are therefore two distinct tasks in the develop-
ment of Population Healthcare: the first is leadership
to create the right culture and the second is manage-
ment within that culture; the first step is to be clear
about the culture that is required, and Table 1 shows
the difference between the old culture and the new
culture.

There are different ways in which culture can be
created or changed. One way, obviously, is the actual
behaviour of key people in the organisation, for exam-
ple in what they say and do in relating to the people
who work within that organisation. The leadership of
a collaborative culture must ensure that people in their
own sector do not speak with disrespect of people in
another sector. General practitioners complaining
about ‘over-investigation’ by hospital doctors, and
hospital doctors complaining about general practi-
tioners ‘missing’ what appear to them to be easy diag-
noses, with both parties failing to understand the
importance of the predictive value of a test, as distinct
from its sensitivity, does not create the right collabora-
tive culture. There are, however, a number of culture
change activities that are more cognitive and which
can be delivered through training or by influencing
the environment in which people think and work:

. Exposing unwarranted variation;

. Creating a common language;

. Using Programme Budgeting to create the culture
of stewardship.

Exposing unwarranted variation

One of the drawbacks of focusing solely on quality
and safety is that it overlooks the fact that there may
be big differences in the rate of high-quality, safe
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services. The first work on this was done by Jack
Wennberg3 when he published the Dartmouth Atlas
of Health Care. This had a huge impact in the United
States. It challenged the cultural assumption that by
focusing on evidence-based decision-making, rein-
forced by the production of evidence-based guide-
lines, care would become uniform. Even allowing
for the size and diversity of the United States, what
was revealed by his work was surprising, shocking
and culture changing. The Atlas and the specialist
reports that followed it demonstrated that there
were variations in care that could not be explained
by variations in need. Quite simply, interventions for
conditions for which medical judgement played little
part, repair of fractures of the neck of the femur, for
example, showed little variation, whereas in the large
part of medicine in which clinician choice plays a part
in deciding who should have treatment and who
should not, there were huge variations.

The Dartmouth Atlas of Health Care and the NHS
Atlases of Variation which were based on the methods
of Professor JackWennberg showed variation in invest-
ment, access, quality, safety and outcome – variation in
everything. Some of this variation could be explained
by variation in need, for example treatment of children
with thalassemia takes place at a higher rate in London
than Edinburgh, but much of the variation is unwar-
ranted, an adjective defined by Jack Wennberg3 in his
intellectual autobiography as ‘variation in the utilisa-
tion of healthcare services that cannot be explained by
variation in patient illness or patient preferences’.

Furthermore, Wennberg went on to talk about
supply sensitive care which

is not about a specific treatment per se; rather, it is

about the frequency with which every miracle care is

used in treating acute and chronic illnesses.

Remedying variation and supply sensitive care

requires coming to terms with the more care is

better assumption.3

The NHS Atlases of Variation were produced to chal-
lenge a number of assumptions notably:

. that more care is always better;

. that clinical practice is now standardised because
of evidence-based guidelines and evidence-based
clinical practice;

. that additional resources are always needed to
improve access to, or quality of, care.

Furthermore, Jack Wennberg et al. at Dartmouth and
in Boston, notably Al Mulley et al., emphasised that
some of the variation was due to the fact that a
patient’s preferences were not being taken into account,
leading to the concept of preference sensitive care with:

‘‘preference-sensitive’’ care, interventions for which

there is more than one option and where the out-

comes will differ according to the option used

because patients delegate decision making to doctors,

physician opinion rather than patient preference

often determines which treatment patients receive. I

argue that this can result in a serious but commonly

overlooked medical error: operating on the wrong

patients – on those who, were they fully informed,

would not have wanted the operation they received.4

This too changed the culture, a culture in which the
clinician knew best and sought consent simply by
describing the benefits of treatment and the probabil-
ities of harm, without exploring the possibility that,
even if the probability of benefit was high and the
probability of harm was low, the intervention as a
whole was irrelevant to the person’s values or even
counter to the person’s values, something that Al
Mulley called The Silent Misdiagnosis, namely failure
to diagnose the person’s values even though their dis-
ease had been accurately diagnosed.

Thus, the publication of unwarranted variation,
either between populations contributes to culture

Table 1. Difference between the old culture and the new culture.

Institutional healthcare culture Population healthcare culture

Focused on service provided to patients Focused on population health, namely the health status of the whole population

Competitive Collaborative

Quality and safety, whatever the cost Invest only if outcome is increased with no more resources

Winning Win–Win

Give patients simplified information Offer people using the service access to all information

Clinicians responsible for effectiveness, quality

and safety

Clinicians responsible for effectiveness, quality and safety, and for the steward-

ship of resources
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change. So too does the development of a new
language.

Creating a common language

The military culture, so often condemned as command
and control, does in fact pay great attention to lan-
guage or doctrine as they call it. In a rapidly changing
world, particularly when working with people from a
number of different organisations, it is essential to be
clear about the meaning of the terms being used. As
emphasised in the previous article, there is a new tech-
nical language about population healthcare, namely
healthcare that focuses primarily on populations
defined by a common need which may be a symptom
such as breathlessness, a condition such as arthritis or
a common characteristic such as frailty in old age, not
on institutions, or specialties or technologies. Its aim is
to maximise value for those populations and the indi-
viduals within them. For example, the language of sys-
tems, networks and pathways is helpful in changing
culture, and here are ten key terms that need to be
used with the same meaning by everyone.

. Accountability – ‘Accountability is a relationship
between persons or groups, where one is respon-
sible to another for something important’.

. Culture – Culture is the set of important under-
standings (often unstated) that members of a com-
munity share in common.

. Engagement – ‘The work of engagement is basic-
ally the work of forming communities of practice’.

. Equity – Equity is a subjective judgement of
unfairness.

. Sustainability – ‘Protecting resources from one
generation to the next’.

. System, Network and Pathway –
� A system is a set of activities with a common set

of objectives with an annual report.
� The network is the set of organisations and

individuals that deliver the systems.
� The pathway is the route most patients travel

through the network.
. Value – there are three aspects of value, one

relates to the individual, the other two to the
population
� Personalised value, determined by how well the

outcome relates to the values of each
individual.

� Allocative, determined by how well the assets
are distributed to different subgroups in the
population

� Between programme
� Between system
� Within system

� Technical, determined by how well resources
are used for outcomes for all the people in
need in the population.

. Waste – ‘Waste or muda is any activity in a pro-
cess that consumes resources without adding value
for the customer’.

There is another language which is unhelpful and
counterproductive because it reinforces the old culture.
The term ‘manager’, for example, sets management as
a separate activity not done by clinicians, and it is
more effective to talk about ‘people who manage’.

Sometimes a completely new term with which
people are completely unfamiliar is helpful in chan-
ging culture. For example, the National Association
of Primary Care launched the concept of the Primary
Care Home, not as a new bureaucratic structure but
as a new concept. They provide a clear description of
the characteristics of the new approach which
involves everyone working together ‘to meet the
needs of a registered population’ but the concept is
broad and new. The new term helped create a collab-
orative culture and is an excellent example of leader-
ship. Another new term is the term stewardship.

Creating the culture of stewardship

Every culture has subcultures which are both shaped
by and influence the principal culture of the organisa-
tion. In the leadership of services delivering care to
individuals, it is essential to create not only a quality
culture but also a safety culture and a culture of com-
passion. However, when creating a culture in popula-
tion healthcare, another dimension has to be
considered with subcultures relating the features of
the new culture set out in Table 1, for example the col-
laborative subculture and the subculture of patient
centredness but perhaps the most important is to
develop a culture of stewardship.

In almost every country the budgets for healthcare
are institution-based; for example, the budget for
healthcare in a typical Clinical Commissioning
Group is shown in Table 2.

Large amounts of money go into ‘acute’ and ‘pri-
mary’ care but there is no indication of how much is
going into musculoskeletal disease or respiratory dis-
ease. In England, the NHS has had programme bud-
geting for over a decade and the expenditure by
programme varies from one part of the country to
another, usually between 1.5- and 2-fold. However,
the influence of programme budgeting is not only to
reinforce the messages of variation but also to change
the culture of clinicians so that they see themselves as
the stewards of the resource. As stewards, they are
responsible not only for spending the resource on
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effective high-quality, safe interventions day by day
but also feeling responsible for ensuring that both
individual patients and the population as a whole
get good value from the resources available.

The term ‘stewardship’ is an old-fashioned term not
easy to translate to other languages than English. In
England, the steward looked after the land of the lord,
who actually owned the land, but the good steward did
not simply take as much wealth from the land as he
could. He tried to leave the farms in a better condition
than he found them. The same concept is highly rele-
vant to the stewardship of healthcare. If clinicians do
not make good use of the resources, there may not be a
health service of the type they value for the generations
to come. The concept of intergenerational equity was
one that was developed in the environmental world
but it is highly relevant to healthcare.

The stewardship concept demands that we constantly

ask the question: Will the resource be in better shape

after my stewardship?5

The culture of stewardship is a key issue, first raised
by the Academy of Medical Royal Colleges who have
emphasised that

this is not simply about costs. It is about supporting

doctors andother clinicians to ensure that the resources

of the NHS are used in the most effective way possible

to provide the best possible quality andquantity of care

for patients . . .This process creates a higher value

health care system where resources: cash, carbon and

staff time, are released from some parts of the system to

develop a new services or support struggling services.

Reducing waste in today’s climate of constrained

resource is really about creating the health care

system that wewant to have. It is not just about cutting

corners or reducing spending. As responsible stewards,

doctors can provide amore effective use of constrained

economic and environmental resources.

The Academy report6 also emphasises that

A cultural shift is requiredwhich calls upondoctors and

other clinicians to ask, not if a treatment or procedure is

possible, butwhether itprovides real value to thepatient

and genuinely improves the quality of their life or their

prospects for recovery . . .Doctors should embrace the

values of resource stewardship in their clinical practice

Leadership of population healthcare means taking
a longer view than a view limited by the annual
accounts or even a three-year plan. ‘Stewardship is
to hold something in trust for another’7 and steward-
ship of a health service is to hold a health service in
trust for the next generation.

Declarations

Competing Interests: None declared.

Funding: None declared.

Ethics approval: Not applicable

Guarantor: MG

Contributorship: MG wrote the first draft of the article and all

the other contributors improved the text and thesis.

Acknowledgements: None declared.

Provenance: Not commissioned; editorial review.

References

1. Morgan JM and Liker JK. The Toyota Product
Development System: Integrating People, Process, and
Technology. New York: Productivity Press, 2006,

pp.217–218.
2. Schein EH. Organizational Culture and Leadership.

London: John Wiley & Sons, Inc, 2004, p.17.

3. Wennberg JE. Tracking Medicine: A Researcher’s Quest
to Understand Health Care. Oxford: Oxford University
Press, 2010.

4. Mulley A, Trimble C and Elwyn G. Patients’ Preferences

Matter: Stop The Silent Misdiagnosis. London: The
King’s Fund, 2012.

5. Holmgren D. Permaculture: Principles and Pathways

Beyond Sustainability. Vol. 5., Sydney: Holmgren
Design Services, 2002.

6. Academy of Medical Royal Colleges. Protecting

Resources, Promoting Value: A Doctor’s Guide to
Cutting Waste in Clinical Care. London: Academy of
Medical Royal Colleges, 2014.

7. Block P. Stewardship: Choosing Service Over Self-
Interest. Oakland, CA: Berrett-Koehler Publishers,
1996.

Table 2. Public reporting of CCG expenditure.

Type of service

Investment in

£000s

Acute 392,920

Community health 63,360

Continuing care 31,196

Mental health and learning disability 62,815

Primary care 89,831

Other 26,956

Total spend by Clinical Commissioning

Group on ‘programmes’

604,078
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