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Practitioners working in community health, primary care and hospitals are under increasing pressure to promote health, put prevention into practice and deal with the behavioural aspects of chronic diseases such as diabetes. Yet, they often face organizational barriers and lack of support. Experience shows that if you put good practitioners into poorly organized settings, then the system will >win out= over time. This presentation reviews the challenges of organizational change and then describes a Five-Step Model for improving health organizations in health promotion and behavioural health care. The model integrates improvement initiatives at both the individual (practitioner-client/patient) and organizational levels.  

The Five-Step Model and organizational change tools include:

Step 1. Build motivation for organizational change

Step 2. Strengthen organizational capacity for improvement

Step 3. Identify strategic directions in health promotion and behavioural health care 

Step 4. Conduct a critical functions analysis

Step 5. Improve performance using rapid cycle change and Quality Improvement tools

Sustain The Momentum.  Apply the Five Steps in successive cycles to continue the improvement process, consolidate gains and prevent organizational drift 
The model provides direction and practical tools for reorienting health care services, one of the five coordinated action in the WHO Ottawa Charter for Health Promotion. This presentation draws upon a forthcoming book by the author (Skinner, 2001).
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THE MONDAY MORNING QUESTION  

Every Monday morning students go to class, practitioners see patients (clients) and managers make decisions about the health organization. Pressures for improvement and behavior change are ever present. Will you respond in the usual way or embark on a new approach? tc \l2 "

If you always do what you=ve always done, you=ll always get what you always got.


Paul Batalden

We are in the midst of what is arguably the biggest advance in health care thinking in the past 25 years -- the transition from reacting to disease to preventing health problems through behavior change. Most health care organizations now recognize the need to expand their efforts beyond changing the individual behavior of patients and practitioners to changing the behavior of the organization itself. But, changing organizational behavior takes time, adequate support and -- most important -- the guidance of trained professionals.

Health practitioners fail at producing behaviour change for many reasons. Yet, we continue with the same approaches, such as giving advice to patients (clients) when they are not thinking about or are ambivalent about change. We end up frustrated, our patients are discouraged or angry, and not much changes! At the core of this dilemma is a need to shift our approach and address the determinants of behaviour operating across individual, organizational and population levels. 

Behavior change directed at patients and practitioners has long been recognized as a means of improving the quality of traditional, acute care medicine. A recent analysis by the Institute of Medicine (Kohn et al.,1999) raised serious questions about the US health care system and, by implication, health care systems in other countries. The study estimated that between 44,000 and 98,000 Americans die each year because of adverse events that are preventable. Three types of problems were identified: l. under use: failure to identify conditions or offer treatments of known effectiveness (e.g. failure by practitioners in primary care to diagnose and treat depression in almost half of cases); 2. over use: subjection of patients to tests, procedures or medications that are unnecessary or of questionable value on scientific grounds (a RAND corporation study estimated that 30% of acute care is unnecessary); 3. misuse: (e.g., errors in dispensing medication) and poorly executed tests and procedures (a Harvard Medical Practice Study of hospitalizations found adverse medical events in over 3% of patients). 

However, lecturing patients for failing to adhere to a treatment protocol, or blaming practitioners for failing to identify cases or indeed the health care organization for inadequate support will not bring about the kind of positive change that is needed. To achieve desired improvements, we need to take account of the complex interactions among patients, practitioners and health care organizations (i.e. complex adaptive systems). Our approach recognizes these interactions and offers tools for integrating the change of individuals and organizations.

Two Areas of Health Behavior Changetc \l1 "
Two parallel aspects of behavior change have been recognized not only as instrumental in the health care process but also as focal points for improvement: the individual and the organization. Both demand an informed and educated approach by the health care system.

1. The need for individual (patient/practitioner) behavior change. Practitioners are faced daily with patients who need to change their behavior.  Behavior change is vital for reducing costs, preventing disease or injury, promoting wellbeing and ensuring that treatment and medication instructions are followed.  Although this form of health behavior is easy to understand, it is difficult to address in practice.

2. The need for organizational behavior change. Before there can be effective strategies and solutions for dealing with patient behavior, it is necessary for health care organizations to change their own behavior and to adapt to the new proactive, preventive approach. This major step is essential for health care quality improvement.

STOP BLAMING PRACTITIONERS AND PATIENTS
Our priorities in addressing health behavior change with patients are upside down. The traditional focus for change is patients first, then practitioners and finally the health care setting. In other words, the first priority is on advising patients to change their health behaviors. The second priority is on training practitioners to provide preventive services and behavioral health care. Until recently, the third issue was largely ignored: organizational change for the practice setting. Yet, most practitioners lack sufficient time, resources, managerial support and information systems to address prevention, behavior change and self-care of chronic diseases in both clinical and  population-based  manners. Becker and Janz (1990, p.14) call this the Practitioner=s Dilemma:
either suffer professional and public criticism for inattention to preventive health  care or 
attempt 

to provide such services in the face of powerful impediments.@  

Change the System. The study by Cohen (1983) on organizational barriers to diabetes care is quite instructive.  Cohen interviewed 103 consecutive patients with diabetes mellitus immediately after their doctors= appointments in a general medicine clinic.  He found that a simple change in the clinic routine had a profound effect on physicians= behaviour.  That is, whether or not the physician performed a foot examination was largely determined by whether the nurse had instructed the patient to remove his/her shoes and socks before being seen by the physician. Physicians were almost five times as likely to examine the feet when patients presented barefoot (70%) than wearing shoes (15%).  Such is the impact of a simple organizational change!
Over the past decade, a new knowledge base has developed in the redesign of health care organizations (Berwick & Nolan, 1998). The model for improvement incorporates systems theory (Nolan, 1998), practical concepts and tools from quality management such as Plan-Do-Study-Act (PDSA) cycles (Langley et al. 1996), as well as dynamic approaches to organizational transformation and renewal (Kotter, 1996; Senge et al., 1999).   
Tom Nolan describes three critical success factors for organizational improvement: Will , Ideas,  Execution.  Drawing on this approach, we present a Five-Step Model in  Table 1 as a framework for improving health organizations in prevention and behavioural health care. The interrelated components provide a dynamic framework for application in a range of health organizations and settings. Steps 1(motivation) and 2 (capacities) address organizational Will for change,  steps 3 (directions) and 4 (critical functions) generate Ideas for improvement, and step 5 (rapid cycle change) provides a practical yet powerful means for Execution of continuous improvement. To carry on the improvement process and prevent organizational drift in maintaining gains, a fourth critical success factor involves Renewal. The five step model is applied in ongoing cycles (the >Sixth= Step) aimed at consolidating gains and making more improvements at macro and micro levels in the organization (Kotter, 1996). An in-depth description of the concepts and practical tools for leading change are given in a forthcoming book Promoting Health Through Organizational Change (Skinner, 2001).

FIVE STEP MODEL
Step 1. Build Motivation For Organizational Change
 Too often, programs for organizational change are implemented without sufficient attention given to building an understanding and commitment to the improvement process throughout different levels of the organization. A model is described for differentiating organizations along a continuum ranging from a Reactive to a High Performing standard:

Reactive organizations lack direction and are caught up in the present mainly >fighting fires=,

Proactive  organizations have a clearer sense of purpose, strategic goals and systems aligned to achieve results,

 
High Performing organizations have longer range vision linked with an emphasis 


on quality and continuous improvement that permeates all levels.
A fundamental principle of motivation for change is to underscore the discrepancy between where you are now and where you want to be (goal). The self-study tool, Your Organizational Prototype, can be used to contrast individual=s and team=s evaluations of how the organization is currently performing, versus how they want it to perform in prevention and behavioral health care. The magnitude of this discrepancy when broadly communicated can be a powerful catalyst for motivating change.
Step 2. Strengthen Organizational Capacity For Improvement 
To be successful at improving performance on an ongoing basis, organizations need to go beyond traditional approaches and also incorporate information systems and new knowledge about quality improvement. Organizations, like the individuals within, vary widely in performance, resiliency and capacity for achieving their full potential. To achieve a high performing standard, organizations incorporate new types of knowledge about the improvement process itself.  Five key dimensions are described  that determine an organization=s readiness and capability for sustained efforts at improving performance: Affective, Cultural, Technical, Structural and Strategic. This model underlies an evaluation tool >ACTSS: Success Factors For Organizational Improvement= that can be used for organizational self-study and assessment.This organizational analysis tool will help you assess an organization=s capability for sustained efforts at improving performance in prevention and behavioural health care. This model can be used repeatedly to monitor and set priorities regarding an organization=s capacity for improvement.

Step 3. Identify Strategic Directions in Prevention and Behavioral Healthcare 

High performing organizations achieve success by identifying and concentrating efforts on a small number of strategic directions. These directions shape what the organization is, where it is going and why. They provide a clear statement of the organization=s intentions in prevention and behavioural health care (Step 3), and set the stage for effective decisions and actions in improving performance (Steps 4 and 5).
Proactive organizations scan their external environment for important trends and forces (currently, future) that affect their mission and performance. They understand who their primary stakeholders, what these stakeholders need from the organization and how well these needs and expectations are being met. The organization concentrates efforts on achieving goals that capture opportunities in the external environment while balancing internal functions and structures. Specific objectives are addressed by continuous cycles for improving performance.
Strategic directions emanate from the organization=s mission and  mandate. They are identified by giving careful attention to key stakeholders and their interests, as well as to forces (current, future) in the organization=s internal and external environments.  Three interrelated activities: 1.Stakeholder Analysis, 2.Environmental Scans and 3.SWOT Analyses (Strengths, Weaknesses, Opportunities, Threats) provide a sound basis for 4. Issue Identification. These issues are framed positively as Achallenges@ that the organization can do something about. If these functions are not in place, then the organization will inevitably be reactive in responding to forces and trends.

Step 4. Conduct a Critical Functions Analysis
Experience shows that if you put a trained practitioner into a badly organized  system, then the system will >win out= over time.  This section describes seven Critical Functions that support practitioners and patients in health behavior change.  Each function encompasses a group of linked activities or processes that are directed at a accomplishing a specific goal. For example, a computerized health risk assessment protocol is administered during intake and information systems automatically provide practitioners with the patient=s risk factor profile in a timely fashion before the consultation begins. Integration of the Critical Functions in a dynamic system will Aopen the window@ of opportunity for practitioners to use motivational approaches. 
 Both practitioners and patients need various supports if they are to be successful in changing health behavioral. The Seven Critical Functions of a high performing organization in prevention and behavioral health care:

1. Professional Development in Behavior Change: individual (patient, practitioner) 
  

and organizational levels, 

2. Priming/Prompting of Patients and Practitioners: to address prevention and 

  
 behavioral risk factors,

3. Identification of Risk Behaviors : screening and case-finding in clinical encounters and at the community/population level,

4. Continuing Care: monitoring, re-assessment, provision of additional care and 


follow up,

5. Linkages/Networks Among Services and Resource Options: within and outside 

 
the health setting,

6. Options for Help: professional assistance, support groups that are professionally 


lead, self-help groups and community resources,

7. Information Management: system design and maintenance to support behavior 

 
change initiatives.
This model forms the basis of conducting a Critical Functions Analysis (CFA) that identifies high leverage opportunities for improvement, as well as generates a data base for assessing the impact of improvement initiatives. 
The CFA can be used in one of more of the following ways.  First, you can conduct an analysis of organizational supports that are needed for practitioners, staff, administrators and patients in health behaviour change, based on the seven Critical Functions depicted in Figure 3.  The CFA allows you to identify your organization=s strengths and needs on each function.  Second, the CFA can be employed to stimulate an organization=s readiness for change regarding preventive services and behavioural health care.  Having members complete and then discuss findings from the CFA is useful for consciousness-raising and building interest in organizational change. Third, the CFA can be used repeatedly over time in continuous improvement programs. Indeed, it was designed particularly for incorporation in a cycle for improvement. 

The CFA has two components: 1.  Quantitative Ratings of processes and activities that are essential for each critical function, and 2.  Qualitative Analysis of organizational strengths, weaknesses and suggestions for improvement.   Taken together, both components provide a powerful tool for organizational self-study and quality improvement.
Step 5. Improve Performance Using Rapid Cycle Change and QI Tools 

Over the last few years, a variety of methods and tools have emerged that offer practical assistance to help individuals and organizations make Arapid cycle improvements.@  In rapid cycle improvement the emphasis is trying small tests of change. These changes are based on good ideas which might come from the Critical Functions Analysis, from practices seen in other clinics, or adapted from the literature. There are many good ideas for improving clinical practice; yet practitioners often find it difficult to bring these new ideas into their daily routine.

Several tools and practices that assist teams in making rapid cycle improvement are discussed. We begin by emphasizing the importance of setting an aim for improvement.  Then a model is described  for identifying a simple, yet balanced set of outcome measures: the AClinical Value Compass@; and a method for making change, the PDSA Cycle, which guides individuals and teams in carrying out changes (Langley et al., 1996). Several important tools: the process flowchart, used to identify work processes; and the run chart, useful for graphing outcome and process measures are described. These models and tools are illustrated using the example of a team aiming to improve the care of diabetic patients in a family practice clinic.

.

>Sixth= Step: Sustain Improvement

Most change initiatives emphasize what is needed for improving and transforming the organization. Far less attention is directed at preventing organizational drift and thus maintaining gains. The Five Step Model can be applied through successive iterations to keep the organization focussed on sustaining improvement while addressing slippage and motivational drift.

 Systems theory emphasizes the interconnections among forces that either drive or impede change. The very process of initiating change also activates counter forces and resistance to change. Senge et al. (1999) describe 10 such challenges:

· we don=t have enough time for working on  this change 

· we need more help (coaching and support)

· this change isn=t relevant to me

· leaders talk about change but don=t demonstrate it by their behavior

· we feel exposed and anxious about this change

· what happens if it doesn=t work (negative assessment)?

· we are already doing it right 

· who is really in charge of this? 

· how do we communicate success so others can build on it? 

· where is this change leading us?

Sustaining momentum in organizational improvement hinges on addressing these challenges. 

RENEWAL
To be successful over time, organizational improvement must emphasize >renewal= over >change=. The key is to get beyond >change for change sake=. Too often, change is driven by a perceived problem or threat or even the need to put one=s stamp on the organization (e.g. re-engineering) as the >change agent=. Scant attention is given to analysing the pros and cons of change. What are the implications of a proposed change for the organization=s stakeholders?  How will we measure outcomes to see if desired improvements have actually been realized? How will we sustain improvements once they are achieved?  Renewal is an adaptable and evolving process through which high-performing organizations continually improve their ways of working. They move beyond reacting to challenges of the external environment and take charge of their own destiny. 

Experience over many years in quality improvement underscores the following maxim: >To improve you have to change, but not all change leads to improvement.= We concur and add that: >not all improvement renews an organization.= To achieve organizational renewal on needs to sustain improvement cycles, infuse the organization with vitality and nurture regeneration and competitiveness. Organizational change of this special type is a building process. This vision is captured by R. H. Waterman  (1987, p.23):

Renewal, after all, is about builders.  Many people can introduce change for change's sake 
and call it renewal. This is illusory. A builder, on the other hand, leads an organization to 
renewal that outlives the presence of any single individual, and revitalizes even as it 
changes.@
HEALTH BEHAVIOR CHANGE WEB SITE



The author has developed an Internet web site that you can access at: www.HealthBehaviorChange.org . This web site is designed to be a >virtual= partner with you in organizational and practitioner change. Try it out!

The web site provides self-directed learning resources where you can advance your knowledge and skills using the concepts and tools from the Five Step Model. Of particular note are the Virtual Workshops. For example, Workshop I on Renewing Health Organizations provides a Mini Lecture, Self Study Exercises, Slide Show and mechanism for downloading copies of the various tools in the Five Step model, such as the Critical Functions Analysis . Also, the web site enables you to share  questions and  experiences in using the Discussion Board. This ongoing interaction with the author and others is a significant resource that you can draw upon to sustain your commitment to organizational renewal. 
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Table 1.  What It Takes To Change Your Organization
	Will
	Step 1. Build Motivation for change



	
	Step 2. Strengthen Capacities for               Improvement



	
Ideas
	Step 3. Identify Strategic Directions



	
	Step 4. Conduct a Critical Functions 
Analysis



	
Execution

	Step 5. Improve Using Rapid Cycle 
Change



	Renewal
	>Sixth= Step. Continue Improvement 
and  Consolidate Gains
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