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We have learned a few things about the ongoing experiment with health integration.  Perhaps the most important lesson is that we need fewer nouns and more verbs.  Good theory and noble intentions are insufficient.  Here are 10 verbs to live by.

1. Clarify – authority, accountability, rules, and roles.   Devolving authority is sensitive and difficult.  Power and accountability for wielding it effectively should be aligned; as regionalized jurisdictions have confirmed, functional devolution without political devolution is unsustainable.  If governments are getting out of the business of micromanagement and truly wish to devolve authority, they must be prepared for occasional discomfort and allow the new entities to misstep, and answer for their actions.  And the regions or LHINs have to embrace the challenge and accept responsibility for taking whatever heat their decisions engender. 

2. Specify – goals, targets, and the consequences that follow from success and failure.  High-level language and lofty but vague goals do not get the job done.  It is important to define success, and in health and health care, hard numbers matter.  Set ambitious targets, and when achieved, set them higher.  Reward success and rather than penalize failure, develop the skills to isolate its causes and supply the tools to get better.

3. Eliminate – perverse incentives and unconstructive competition.  If volumes are no longer the litmus test for success, quit paying for volumes and quit penalizing those who reduce volumes for good reasons.  Health care is a cooperative enterprise, or, if you prefer, a public utility.  It is good to compete against standards and reward excellence.  It is impractical and damaging to have programs and institutions wasting energy competing against each other.

4. Confront – narrow interests and power that no longer serves the public interest.  Health care is an enormous sector subdivided into interests that vie for turf, dollars, and status.  Priority setting for local fundraising efforts must complement a coherent and creative plan that addresses identified community needs.  Negotiation and persuasion are always preferable to confrontation, but sometimes the public and private interests are irreconcilable.  Regionalized provinces by and large recognized that the consolidation of power at the local level was at least as important as devolution from the capital.  Speaking truth both to and about power matters.  

5. Modernize – information systems and their use.  Canada is a health IT latecomer and as a result, we are a long way from realizing the vision of an information-based system dedicated to quality improvement and able to respond rapidly to problems.  High quality and well-used health information systems are at the center of every high-performing health care system.  No amount of effort and individual ingenuity can compensate for the absence of comprehensive, real-time, appropriately accessible information.  Everyone in the system, from front-line practitioners to managers to board members, must become as addicted to high-quality information and analysis as they are to their Blackberries.

6. Engage – doctors, associations, and organizations, if it is impossible to integrate them fully and formally into the system.  A well-recognized limitation of regionalization has been the continuing sequestration of doctors (and drugs).  The result is that variations in practice remain large, incentives clash, and cultures remain distinct and sometimes at odds.  If full integration of these parallel groups remains a distant dream, the fallback strategy should be greater participation, supported by effective collective agreement bargaining aimed at greater alignment.

7. Experiment – with new approaches, incentives, division of labour, and with the permission, if not the active blessing, of government.  The system can be overly rigid, and the creative talents of thousands of workers at all levels are not being used. If conservatism resulted in high quality, efficient, appropriate, and responsive patient-centered care, it should be celebrated.  But if slow incrementalism falls short – and we do know that the system is especially ineffective in meeting the needs of people with chronic diseases and the frail elderly -- take the chains off innovation and let organizations learn by doing, with clear goals and accountability.  Government should tell the system what to accomplish but not how to accomplish it.

8. Measure – the right things, and well.  In the absence of measurement and transparency, there is a Babel of opinions, and the presumption of excellence.  Good measurement ends a lot of arguments and provides a solid foundation for progress.  It is the bedrock of sound decision-making and the key to quality improvement.

9. Communicate – vision, goals, and performance, honestly and bravely.  The policy community, practitioners and interest groups, and the general public all have different visions of where the system should go and different perspectives on what needs fixing and what doesn’t.  If the public is persuaded by one vision and policy-makers adhere to another, conflict prevails and transformative ambitions falter.  

10. Remember – for whom all of this matters:  the public.  Always return to the question, how will be public or patients or their families benefit from what we do?  How will doing things this way help people more than doing it that way?  Who benefits from open and transparent measurement and reporting and who is harmed by don’t ask, don’t tell?  Articulate the public interest and assess all preferences and arguments on the basis of how well they advance it.  

