STUDY TOUR TO HEARTLAND HEALTH – 29TH MARCH to APRIL 2nd, 2009
AN OVERVIEW AND SUMMARY OF OUTCOMES
      Heartland Health:
1.  Nine senior managers together with two learning facilitators, took part in a four day study tour to Heartland Health in St. Joseph, Missouri, U.S.A.  The group consisted  of six senior NHS managers from the North West, the Chief Executive of a third sector organisation in the North West, an Associate Director from the North West Regional Office of the Department of Health and a Chief Executive from the Scottish NHS.  The purpose of the visit was twofold: first, to develop a deeper understanding of Heartland’s highly regarded approach to community health improvement; and second, to distil any lessons this might have for the promotion of community health improvement in the U.K.

2.  Heartland Health is an integrated health delivery system, which includes a medical centre, physician practices, a foundation and a health plan.   The missions of these four organisations can be summarised as follows:
· The mission of the Heartland Regional Medical Centre is to make North Western Missouri the best and safest place in the U.S. to receive health care and live a healthy and productive life. 
· The Heartland Clinic is a physician-led, multi-specialty medical group practice, whose mission is to provide excellent services and quality outcomes for the population of North Western Missouri. 

· The mission of the Heartland Foundation is to empower all children and adults to continuously improve their health and quality of life.  The foundation seeks to achieve this through targeting resources where they will have the greatest impact on health and well-being and to enter into partnerships and other working arrangements that make this possible.
· The mission of the Community Health Plan is to provide high quality and cost competitive health services through locally delivered managed systems and financing mechanisms which maximize the efficient and effective use of available resources and improve the overall health of the population. 
All of these organisations operate as not-for-profits. A summary of their respective mission and some of the interrelationships between them, is depicted graphically at Appendix A.
3.   This summary of Heartland Health barely scratches the surface of what the participants on the study tour were exposed to in Missouri.  This is because all four organisations are engaged in a vast web of working relationships with other bodies that enable Heartland to participate in a wide variety of initiatives aimed at promoting the health and welfare of the Northwestern Missouri population.   The following is a small sample of some of these initiatives and some of the partnerships that characterise them.  This sample however is no way exhaustive: it is rather, intended to impart a flavour of what those on the study tour observed in practice:
· High Risk Care Management provides support for the medicaid and self-pay populations in managing their healthcare with a focus on appropriate access, provider coordination, adherence to the care plan and identifying barriers and/or gaps in care for these populations. 
· Plan 2B Healthy is a pilot with the State Health and Senior Services Department.  It consists of classroom and practical training to help people plan and execute improved nutrition and physical activity in their daily lives.

· Youth Health Partnership is a collaborative effort between the St. Joseph School District, the St. Joseph-Buchanan County Health Department, United Way,  the St. Joseph Youth Alliance and Heartland Health, that develops initiatives to address the needs of children in the St. Joseph school system and in surrounding counties.
· Dental Clinic is a full-time paediatric dental clinic serving Medicaid and other disadvantaged children from Northwest Missouri, offering preventative and restorative care.  It has a partnership arrangement with a specialist pedodontist to perform dental surgery on the very young, those with behavioural issues, and those with profound dental decay.

· Health Express  is a paediatric mobile clinic that provides well-checks, sports physicals and some episodic care at schools, child care facilities, Head Start centres and other community locations in Northwest Missouri.  It is staffed by a Certified Paediatric Nurse Practitioner and a paramedic.

· emPower Plant is a national, award winning model created by the Heartland Foundation of civic education and a workforce development programme focused primarily on middle school (i.e. ages 9 to 13) students.  The curricula-based programme educates and empowers youth to be active citizens, leaders and community problem-solvers.

· Read from the Start is a partnership between the Heartland Foundation and the Missouri Humanities Council.  It aims to educate at-risk parents about the importance of reading to young children beginning at birth.

· Project YOUTH is a Foundation fund that provides tuition assistance for high school students enrolled in Project YOUTH.  Funds are held in an escrow account for every hour of volunteer work at Heartland and are available for use when students are accepted into an accredited, post-secondary health care major.
4.   Although a number of similar initiatives might well exist in the U.K., the study tour group were impressed not only with the scale and range of activity (more than 50 initiatives involving more than 25 partners for a population of less than 350,000), but also with the commitment, intelligence and energy shown by those involved in delivering them.  This latter point could well reflect the fact that the majority of these initiatives are targeted at deprived sectors of the population and more specifically, at the welfare of the children and young people within these deprived populations.  The commitment to, and to an extent the impact of, this work is also reflected in the ‘community benefit’ social accounts produced by Heartland each year.  For example the 2009 accounts show that in 2008 Heartland contributed more than $53 million in quantifiable benefits to the community; that of the $76 million Heartland Health spent on supplies and equipment, more than $15 million was purchased from local suppliers; that more than 1,500 persons participated in the POUND PLUNGE weight loss programme losing more than 9,000 pounds; and that more than 8,000 youths from over 100 schools were emPower enrolees and that there was a statistically significant difference on multiple indicators compared with youths who did not participate.

      Some Comparative Learning:

5.   When asked about how they set priorities or decided where to target their efforts, members of Heartland and their partner organisations almost always said that because of their deep community roots they simply used their collective insights and common sense (and some added in their ‘Midwestern, neighbourly values’), to decide what the community needed.  In this context, while the community in question included the entire population of Northwestern Missouri, there was almost always an emphasis on the deprived sections of that population.  Often, this would mean the children and young people amongst those living in or near the poverty line and/or those living in families with no health insurance.  On occasion however it could refer to the elderly or mentally ill amongst the population in general; or it might refer to young children or youths more generally; or sometimes it could refer to specific sub-sets of the population such as Heartland Health employees or the obese.  

6.    Two features of these discussions stood out. The first was that when referring to their work with deprived sectors of the population (which represented the majority of their efforts), our hosts would frequently point out that if they didn’t look after these groups, no one would.   In other words, because the U.S. (and Missouri State) Government fails to address the problems of the 45 million uninsured members of the population and makes grossly inadequate arrangements for those living near or in poverty, those we met in Missouri almost always seemed to  feel a personal responsibility to try and compensate for this neglect. A second point that stood out was that almost all of those we met felt that their collective commitment was to exploit their deep understanding of the community to “do the right thing” for these sectors of the population.   Indeed, there was a clear sense in which our host’s collective mission could be simply expressed as to “do the right thing”.
7.      These two insights led to some of the U.K. delegation referring to “the potential benefit of neglect”.  What this refers to is that while those working in Heartland and their partner organisations have the power and autonomy to decide what is the right thing to do for their population, in the U.K., much of what is deemed to be ‘the right thing’ in health and social care, is determined centrally.  As a consequence, many of those involved in health and social care that are trying to do ‘the right thing’ for U.K. populations the size of  Northwestern Missouri (i.e. circa 350,000), will frequently find themselves trying to introduce measures reflecting a central perspective on what is the ‘right thing’ for their community.   Members of the U.K. delegation felt that this observation had a number of potentially practical implications: 
· Deep Community Roots

As already noted, many of those working in Heartland and their associated partner organisations felt something of a personal obligation to do the right thing for their community.  This is in part no doubt because many of those we met had what might be thought of as ‘deep roots’ in the community. There were at least two dimensions to this.  The first was a demographic dimension. Thus, the great majority of the individuals we met lived within a relatively small geography in Northwestern Missouri and had done so for quite a long time. (One of our hosts observed that she still felt like a ‘new comer’ even though she had lived in the area for more than 20 years!).  Rarely, if ever, did we encounter anyone in a position of leadership or involved in governance who was not also a long-standing member of the relevant local community. The second is what might be considered the ‘activist’ dimension. That is to say, many of those we met were very actively involved with the community.  For example, we met  school head-teachers who paid frequent visits to the ‘homes’ of children from deprived families; and we also met nurse practitioners working in senior managerial positions within the health plan, who spent much of their time seeking to locate the uninsured and disadvantaged in order to register them for medicaid and/or medicare.  And while there are of course long-standing community ‘activists’ in the U.K., it is also true to say that  so many health and social care staff are preoccupied implementing and/or delivering on centrally prescribed policy, that their roots in the community may well be less deep than might otherwise be the case. Indeed, the great majority of those in senior managerial and leadership positions in health and social care in the U.K, tend to discharge their responsibilities at a quite a distance from the communities they seek to serve.  Certainly, they rarely have the kind of ‘community roots’ we observed in Missouri.

· Widely Distributed  and Persuasive Forms of Leadership
At least partly because of these deep community roots,  leadership amongst those working within Heartland and the partner organisations, tended to move around and take different forms depending on the challenge(s) at hand.  Amongst other things, this tended to mean that it was leadership rather than leaders that was important and the model was implicitly ‘servant –leader’ rather than ‘heroic’ in nature.  This meant that rather than their being one or a small number of leaders and a large number of followers, different coalitions of leadership emerged and evolved depending on the population being targeted (e.g. children vs. youths vs. the elderly), on the nature of the intervention(s) (e.g. clinical vs. educational; vs. social support) and on the partnerships needed to realise the desired outcomes.  For example, we observed retired volunteers, local authority employees, nurse practitioners, teachers and nutritionists,  as well as more traditional ‘leaders’ such as Chief Executives and School Superintendants, all acting in a leadership capacity   A second striking feature of the leadership observed in Missouri was the ability of those in leadership positions to offer straightforward yet vivid and compelling narratives that captured the essence of the challenges they faced and the depth of their commitment to dealing with them.  For example, we were given a very vivid description of the way in which families on the poverty line frequently changed addresses and even their names, to escape debt, and the problems this led to in terms of ‘losing’ children of school age.  We also heard about how many teachers, head teachers, nurse practitioners and others, spent time – usually outside their formal working hours - in the community trying to locate these children and to devise appropriate packages of benefits to meet their needs. They described this as  their ‘high-touch’ link to the community – a personal and organisational behaviour that clearly enjoyed mutual approval at all levels of the organisation.  What was perhaps even more striking was the way in which these narratives were consciously and effectively used as a means of communicating with those in the community, with potential partners and funders and even with distant parties such as legislators in the State and Federal governments.  While in the U.K. it is of course possible to come across circumstances in which leadership is widely distributed (e.g. some Ambulance Trusts) and leaders who have mastered the art of persuasive narratives, these could hardly be described as a part of the leadership mainstream.      

· Horizontal Forms of Accountability
Many of those working in the organisations and networks we visited mentioned the strong commitment they felt to their fellow workers and the ‘horizontal forms of accountability’ this gave rise to.  This was underpinned by the aforementioned feeling that ‘if we don’t do the right thing, no one else will’’.  In other words, there seemed to be an understanding that each individual’s success in ‘doing the right thing’ for the community was, in important part, dependent on the success of their peers and co-workers (described as “it takes a village…”).  Although there was a degree of vertical accountability – especially when statutory organisations were playing a major role – the fact that leadership tended to be widely distributed, meant that accountability rarely conformed to a simple (vertical) line. By contrast, most parts of the U.K. health and social care system are characterised by strong lines of hierarchical, vertical accountability – and are likely to be accountable to Local Strategic Partnerships, their LAA sub-groups or separate sectorol structures designed as platforms of universal accountability.  This may in part explain why the various partnerships and networks encountered in Missouri seem to be relatively seamless and work so well by comparison with many of their U.K. counterparts which tend often to be characterised by a high degree of ‘silo’ working.   

· Pervasive Transparency
In part because of these horizontal lines of mutual obligation and responsibility, many of the  working practices we encountered were characterised by high levels of transparency.  Thus, the different forms of leadership and accountability described above, as well as approaches to strategy formulation and problem-solving and  the prevailing forms of governance, were all widely understood and open to scrutiny.  Indeed,  a number of those we talked with expressed the view that transparency rather than competition, was a better source of personal and corporate incentives when trying to ‘do the right thing’.  This was particularly clear when the challenge was to identify and then attempt to support youngsters from deprived backgrounds with little family support sometimes complicated by serious health problems (e.g. profound dental decay in the under fives; school children suffering from depression).   In this case, leadership in tackling these problems necessarily needed to come from a variety of sources over time.  Moreover, for this to happen and be effective, the approach adopted in tackling these problems, needed to be explicit and open to challenge from peers. Whether, a politically exposed system - such as the NHS and Local Government operate within - can ever aspire to such a high level of transparency is perhaps a question that would re-pay further debate.

· Seamless Forms of Capacity-Building
The strong sense of mutual mission and responsibility meant that many features of the different organisations and approaches to management observed in Missouri were such that they tended to reinforce the chosen ‘direction of travel’.  So, for example, much effort was put into recruiting new staff that were likely to share the same values and who already had, or could quickly establish, community roots.  Indeed, when we asked what happened when the ‘wrong’ individual was recruited into an important role, the reply was basically, “….they soon depart”.   Equally, most forms of professional, management and organisational development seemed at least in part to reflect the need to reinforce shared values, a commitment to the community and the importance of transparency.  In addition, almost all of the organisations and networks we were exposed to were characterised by bespoke forms of accountability, leadership and governance that were intended to reflect their mission.  This was clearest in the case of governance where, depending on the organisation or network in question,  most of those involved in governance were drawn from relevant parts of the community (e.g. business leaders; members of city and local government; members of community-oriented third sector organisations; church members; parents; users; volunteers; and so on).     In the U.K., this kind of seamlessness between the missions of our health and social care organisations on the one hand, and their design and recruitment and development policies on the other, remains largely an aspiration.

Tackling the Doable

An interesting contrast between what we observed in Missouri and what is more common practice in the U.K. is the nature and scale of the challenges that serve as the starting point for change.  In Missouri, because everyone seemed committed to doing the right thing for their community but were, at the same time, sometimes unsure what this should be, they often simply focussed on making a number of small, tangible changes that would help them to better understand what to do next.  Thus, instead of setting the goal of reducing or eliminating inequalities many of the initiatives underway set out to make things better in a variety of small but often important, ways.  For example, efforts are made to provide both breakfast and lunch for every school child under 13 coming from families on medicaid or living on or near the poverty line.  Other efforts focussed on educating legislators about the urgent need for high-speed broadband access for all of the citizens in northwest Missouri.  Still other efforts are invested in trying to locate those eligible for, but not registered for, medicaid.  What was clear, is that while in Northwestern Missouri there is a real desire to reduce inequalities, the route chosen for doing so does not begin with an all embracing strategy but rather, with a series of small steps that   have the effect of doing so.  And while, in the U.K., we can sometimes claim to take tangible steps that reduce inequalities, it is also true to say that our relatively grand and laudable goals (e.g. equal access for all) and watertight strategies for achieving them, often make it more difficult rather than easier, to do so.  
The Temporal Dimension - Investing for the Long Term 
One striking feature of the perspective taken by the Heartlands staff who have lived and worked within the community they serve for a generation or more, is that they make more balanced judgements of the temporal dimensions of effectiveness.  Within NHS, senior appointments, organisational structures and delivery planning increasingly disappear over a three year time horizon – often restructured in the name of efficiency. This betrays a system propensity to overestimate what can be achieved in the short term while largely discounting what can be achieved in the long term.   This temporal myopia has a number of unintended negative consequences for UK prevention strategy and could in significant part account for the fact that NHS investment in primary prevention has changed little over the past twenty years.  In contrast, the Heartlands staff were clear that putting ‘kids at the centre’ of all their thinking and planning was a key aspect of ‘doing things right’.  This perspective was also embedded in their ‘annual 20/20 reviews’ which looked both backwards and forward and fed into to the re-alignment of their strategic direction and investment plans each year. 

8.  It could be argued that there is little new here and that much of this already takes place in the U.K. And of course, there would be a good deal of truth in such an assertion (even if the scale and quality of what is going on in the U.K. is not always as good as we would wish). However, the foregoing observations gave rise to three further, more all-encompassing underlying insights that in turn, informed the U.K. delegation’s recommendations for action upon their return.  These are:

· Bespoke Vehicles for Delivering Needed Change

Taken together, these observations suggest that what we observed in Missouri was not a system for delivering better health and social care as we might understand that term in the U.K., but rather, a series of ‘bespoke’ vehicles created to deliver needed change.   And while there are clearly many advantages associated with an organised system such as we have in the U.K. and that aspires to the highest standards of quality, safety and access, the bureaucracy this requires can frequently make it difficult to ‘do the right thing’ in many circumstances.  For example, in organised systems, the process of setting priorities often takes place at some distance from those who it is hoped will benefit with one likely result being that many policies will be based on the premise that one size (more or less) fits all.  Having said that, no one on the study tour wished to jettison the U.K approach to health and health and social care, in favour of what is going on in Northwestern Missouri!  Nevertheless, there was an element of envy for the freedom our hosts had to create bespoke vehicles for delivering change – not least because many of them seemed to work quite well in very difficult circumstances. 
· Integrating Relational and Transactional Leadership


One other insight common to many of the foregoing observations reflects a distinction often made in the psychotherapeutic literature between relationships that are ‘relational’ and those that are ‘transactional’.  The former refers to relationships that are rooted in emotions or feelings or exploratory thought, while transactional relationships are often rooted in analytical thought and the exchanges and transactions that frequently flow from this.  So for example, while almost all of early childcare takes place in the relational mode, almost all of finance and accountancy is transactional.  The study group agreed that almost all of what they do as senior managers in health and social care in the U.K., inevitably takes place in the transactional mode, while relational considerations - where they are taken into account – tend to be the province of front line staff.  In Northwestern Missouri by contrast, while the latter is certainly true, it is also true that many of those in positions of leadership and influence seemed to spend somewhat less time on transactional matters and more in relational mode.  This could well be explained by their relative closeness to the community and their commitment to ‘doing the right thing’ which often resulted in a number of activities (e.g. head teachers visiting the homes of children from deprived families) that could only be successfully undertaken in a relational mode.  It was also agreed that this was one of the reasons the visit seemed so stimulating and that it would be desirable for more leaders in health and social care in the U.K. to place a greater emphasis on developing a deeper understanding of the relational nature of many of the services and benefits they seek to provide, and on the quality of relational outcomes.

· The Pursuit of Emergent Strategy
A third insight running through the earlier observations is that almost all of the strategies unfolding in the organisations we visited were emergent.
  Frequently, our hosts would say something along the lines of “when this all started, we had no idea that we would end up here”, or “we take some small steps to see what we can learn, and then decide what to do next”.  In other words, because there is no requirement to produce grand strategies the success of which, is dependent on producing  pre-specified outcomes, those working in Heartland and their partner organisations, have the freedom to pursue strategies that can emerge as the learning from implementation sharpens perceptions of what needs to happen next.  And again, while there was no appetite amongst the U.K. delegation to ‘swap’ systems, there was also no shortage of envy for the freedom our hosts seemed to have to use the learning from doing, to help to decide what needed doing next.  It was also true that this freedom to determine next steps based on their insights into what was needed, seemed to give rise to a feeling of ‘ownership’ and pride that no doubt contributed to the considerable enthusiasm and energy we observed.   As in the case of their ability to craft bespoke vehicles for delivering needed change, there was a degree of envy amongst the U.K. delegation for the freedom our hosts had to pursue thoughtful, emergent strategy. 
      What  Happens Next?

9.    As already noted, one objective of the study tour was to distil the learning from the visit in ways that would tease out its implications for the promotion of community health improvement in the U.K.  Two observations provided the key building blocks for deciding how the learning from the study tour might be brought back across the Atlantic:

· The first is the Advancing Quality (AQ) initiative taking place in NHS North West.  Although this is still ‘work in progress’ it is at present regarded as going well and,  interestingly, has a  number of features not dissimilar to much of what we observed in Missouri.  More specifically: (i) it is an imitative that, although designed to strengthen the NHS,  is taking place outside the formal NHS managerial hierarchy; (ii) as such, it has a ‘bespoke’ governance structure with widely distributed leadership; (iii) it aims to introduce a number of relatively small but important changes with the learning from these to in part, determine what happens next; (iv) previous learning from experience in the U.S. suggests that the introduction of AQ will be ‘doing the right thing’ for patients in the relevant clinical areas; (v) there is a degree of horizontal accountability – particularly amongst clinical staff; and (vi) there is a commitment to a high level of transparency.

· The second building block is the recognition that many third sector organisations in the North West (and elsewhere) share a number of features with the ‘bespoke vehicles for delivering needed change’ that we observed in Missouri.  Primary amongst these are: (i) they frequently have deeper roots in the community than do most statutory organisations; (ii) they often focus on doing some small but important things well; (iii) they are often characterised by strong forms of horizontal accountability; (iv) they are often ‘bespoke’ in nature in that they are designed to discharge the mission they were established to pursue; and (v) their mission is often to ‘do the right thing’ for their a specific population or community.  
10.  Given this as background, the U.K. delegation agreed that upon return to the U.K. they would explore the feasibility of setting in train a number of initiatives having most or all of the following five features:

· Like the Advancing Quality initiative, they will be located alongside, but be external to, the formal NHS and/or Local Government managerial hierarchies.
· They will take place within or in close partnership with, a third sector organisation with the aim or ‘liberating’ or making better use of, NHS and/or local government resources.

· They will focus on tackling some important yet doable challenges with the aim of ‘doing the right thing’ for a specific population or community.

· They will benefit from a ‘bespoke’ governance structure rooted in the community and characterised by widely distributed forms of leadership.
· They will be characterised by a high level of transparency and a commitment to focus on relational as well as transactional issues.

11.  Although those involved in the visit to Missouri want to consult widely on the issues to be addressed, mention has already been made of focussing on the creation of employment and/or skills acquisition for that part of the population hardest hit be the recession; providing better access to electronic and other technologies for the same and/or other sectors of the population; focussing on a specific challenge such as substance abuse,  teenage pregnancy and/or other problems that are particularly prevalent among the youth in certain parts of the North West; or trying to link together health improvement, race equality, social inclusion and environmental, employment and economic regeneration  initiatives, to create a more ‘cohesive’ approach to community renewal.  

12.  At present, initiatives such as these are typically thought of as outside the mainstream.  There is however a real desire to make them a more central part of the ‘statutory agenda’ without, at the same time, sacrificing the energy and commitment we observed in Missouri.  It is suggested therefore that, like the Advancing Quality initiative, there should be a tier of governance at regional level with widespread membership drawn from statutory and third sector organisations as well as the community.  In many respects, the intent here is to create something not unlike the Heartland Foundation which, partly because it is characterised by widely distributed leadership, it is able to act as a ‘prime mover’ in the promotion of community health.            
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� Further   information can  be   found  at:     � HYPERLINK "http://www.heartland-health.com/" �www.heartland-health.com�;  � HYPERLINK "http://www.mychp.com/" �www.mychp.com�;  and � HYPERLINK "http://www.heartlandfoundation.org/" ��www.heartlandfoundation.org/�.  To view an overview presentation seen by the study tour participants, go to:  � HYPERLINK "http://www.nwmoinfo.org/Summit/Call_to_Action_Summit.htm" �www.nwmoinfo.org/Summit/Call_to_Action_Summit.htm�. 


 





� For an enjoyable introduction to the concept of emergent strategy, see: Mintzberg, H., Crafting Strategy, Harvard Business Review (September - October, l987 
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