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FOREWORD

_As part of its policy to encourage the widest possible interest in health ecare
management the King’'s Fund College nas over the past 12 years organised a m
on®

number of seminars with international membership. There are of course many
opportunities for health care professionals to meet in international conventi
or congresses. But most of these gatherings are large and proceedings are
usually fosmal. By contrast the College seminars have been restricted to a
Rembarship of not more than 3C participants and the presentation of papers is
normally ras:tricted to the members themselves.

Most of these seminars have previocusly been arranged for Eurcpean and North
American participants but it was decided in 1275 to widen membership and to
invite #c the College a group of heaith service administrators from five
English-speaxing nations.

The general obiectives of such intermatiocnal meetings at the College are to
compare develcpment and exparience in the countries concerned with a view to

personal and professional benefit for members and perhaps also through them tol- II

have scme influence upon the health care systems of the countries from which

they come. In tha: context it has been felt that the production of a report o;

discussicn at this recen:t seminar might be of some general interest.

Mr Leslie Peine, wne lr the House Coverncr and Secretary of the Zethlem Royal
Hospital and the Maudsley Fospital, London and surrently editor of "World
Hospital", was thersfsore iavited to write this repnrt of the seminar for
adminicstraters neld In June 1975. '

The cverall theme of the seminar was to ccnsider the provision of effective
hospital services within the context of limited or nil growth of resources

available t2 the heal:iih care system. What follows is a summary of the discuss|

wnich tcek place throughout the duration of the meeting.

There will perhaps be no surprise, in view of the complexity of the subject
matcter, that nc final conclusions have been reached. Nevertheless it has
seemed to the King's Fund that a publication in this form could have
considerabls general interest. ' .

G A Phalp
London 1976
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The King's Fund College in London organised its first international seminar
for senior health administratasrs from 2nd to 6th June 1975. Iwenty-seven
invited delegetes from five Engl*51 speaking countries came to Palace Court
to consider ways and means of providing the best possible nealth care with
restricted resources and the part that admirdistrators play in such provisicn.

Tt wes a theme well ~orm but well chosen, for tas problem although old, has In
cecenk vears bee=n given cdded dimens.cn ’

. ) B
That pecrle seculngly nhove on.ianfindite cavacity Zor absorping the attentions
of loctors and their-llinical colleagues, has long baer. acce ﬂted by governmant
planners nd adminisrrators in all lAit:C:;alib‘d countries. -Despite growing
services fat inrrezzing cupshsl re ol aour for morz from public and profession
alikx gentunues unaiated, qrmﬂnsx 3-“43 clazrly en"uqh that our arpetite for
healtn ~2are grows wiilh -*eerqu. But untli *-cencly, a rising ‘demand for heal
serv.ias hag to cope extent reflicted a wisinrg stemdard of Iiving and grcuing
national wealth. We have there *g h3d<ACQ Caxrra woney to pay for some extr:
ser-icer —-even tgough the i R
inevitasility aust alway

c?ncern.

Tocay hcaave: t.e situati 2z a pumpzr of reascns bubt primariiy
e o Tre forrar sharply reminds us
“h f monav even ncple institutiens
13l 2 S atter, aﬂonf many things, orenl,
qusstions the :Lght af . sole arbiters <f
what s 2nd amount of care shoul 2 o « Tre two trends
gs> teogatha; SoiYafebl s ratic or2 rati i;, 4'tems must ke (anc
s2an T i ; no is tc be acceptad It is

z nechad & arizd of world recession should bes u:com;ani

in many trnng desira for new and bfiter

palanced tcmss ~f health service,. su;téd 2o putlic need and resocnsive b
public demand, encomgassing and preventicn In addition to trzatment

and embracing cgre as well

'mat s aZso to be expected is that this Jesire saculd pose new and considare
challcnges Lo those D L tx care, a~d non 3ust to the direct

portently to those whose responsibilily

rganisa proviszion. Foru g-\eﬂ the need st chly to limit t
rescurcas - fq t can ke made avallanlz, it i: ocvious that new, expanded or
improved services zrs only possibl
prildings, equipment and meaesy that
whan, as Lerd Rutherford used to szy
urdoubhcediy the naxt few years in mo
adninistratprs with ample opportunit
be the mother of invenition.

l
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batter -Ise is rade of the psuple,

st alreaay. The time has indeed come

"z have 75 money so we must think'; &
countries will provide the plannsrs ar

i=2s ¢f.nroving that nece°51by really can

But althougn administrators are theoratically expert in the organisation,
allocation and control' ¢f resdurcas can they b2 sc in practice in the health
carz field? The rzal bat tle for heai:h after all is waged-not;in the office
cr board room but in homes, doctors' consulting rooms, health ceatres, €linic
wards and oparating theatrss - and ‘* 15 there thzt the monay is spent and &b
manpower deplayad. Practically s: ng therefore wiat sort of contributien
:an.administratc:* make to the solution of the difficult problems now fa.f‘:.n'T
the’ servicas which they are suprosad te manage?

] tacklec
tae task in typrcal d;scus
torh in syndicatz and piesnary ic

are currently provided, -they fi ke “na heslth car2 scenes in tHe




countries represented ~ Australia, Canada, New zealand, UK and USA - reviewad
the systems in operatiocn there ‘and eamined the role that administrators play
in them. Then in greEEer detail“ﬁﬁef1CQnsideted‘5dw each country produces,
alloCateeiandfdtteﬁété to Contrdi -its -health manpower, tries to set standard
of care and eyelﬁete'its‘%ffecti?éhess; Pinally- in conjunciion with

" Mr ﬁqﬁé:t;Maxwéll,”iuthériof a recent'McxiﬁséyistVeylreport:fI"Health Care:

The Grdwiﬁgﬁnifeﬁme“,‘they'lodﬁed at some o5 tRe-pressing preblems of provis
jncluding the achievement of a proper Balance Eé%&éénﬂp%imézy:Gseconda:y and
long tgrm _care; making the best use of the district general hospital, and h

em VTSR

fﬁé"561ititiaﬁs“§hb‘¥inai§§?E%ﬂt%oiz%hef%%r%icesiﬁ%;—3é~advdead and influend




THE HEALTH CARE SCENES IN THE FIVZ COUNTRIES

o i Starting then with a genarsl lock at health care In the five countries, two
BE - common factors worth noting sze ered to emerge from the presented papars and
! b _disru sionz at this stage. First thst in attempirg to provide health care
\ ~eqiitably to all ltg reople, avery country faces the same basic problems,
I ;-and cecend thot the soluaticns to these problems involve each country in
‘eurreying, or a-.oad which mist eventually izad to ~ Service mainly government
Ll onc owred centrel ~d and :anced. o B :

5
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a0 w Thislatt » At 3 -.at sus' a oersona pZronir n‘o-iénpf;ﬁah Has come out of
this seminar atone. It has cppeared quite crearly in discussicns durlng

] receni vears or the Health Services of Furope anu of the EEC countrie And

at tha 19th IHF Interrationa’ Congress in Zagreb in June 1°75 the same point

was made by D Russeil A Nelucn, President fanerztus of the Tohns Hopkins

Hospital, Baliimore, Maryland, USA, when he said during his Réné Sard Merowial

Lecture con "rhysicians fcr the Futura":-

- -

'‘Our courtries differ =s widely in systems of hea th care as they do in
anythinc else. In general though, mosc countries have moved, or are
mcving, towards national systams unaer geovernment iinancing, ownarship
and control in crder “m meet national goals. The most significant goal
is to provide equitable availability of care for all c’tizens without
regard tc erything else but nzed.! -

B

This is nct tc suggest of coucse that all countries have travelled far or are
travelling fast along this particular route. The rate of progress in each
individual case is obwviouslv governed by many facters of wrich history,
geography, size, population; poiltical beliefs and social ana economic
conditions are but some. Certainly nci.e of the cther four here concerned has
gone anything like as far towards nationalised medicine as the United Kingdom.
But all seem to be moving in the sane gensral directiciu and broadly for the

N N i

sam2 reasons.

In particular, as already menticned, thev are goaded firward by the basic
problems of increasing demands and rising costs, brouanht about largely by the
continuing advances of scientific medicine and the great expectations that
thesz tend to produce in the minds of the peopie. In additwon because most of
therm in tha past have developed their services piecemeal. 'there is now a
goncral concern that these servicas are unnacessarily separated or fragmented,
unaveniy distributed and in a state of imbalance especizlly as betw=en hospita

." ' and community.

wWhat is also clear Srom the information presented Is that in every country
B (including that bastion of private énterprise, the USA, which is sald to be
trembling on the brink of introducing some form ox compnlsory national health
insurance) existing services already rely mach more heavily on some form of
public finance than many will rave realisec.

The UK,of course,has had & Naticnal Health Service funded primarily from
general taxation for more than a quarter of a century- and has recently (in
April 1974) reorganised its administrative structure witn the express aim of
providirg more fully integratad care through comprenensive health authorities.

Canada, too, has had social insurance for hospital care since 1960 and for
gene“al madical care since 1985, vwith services received virtually fres by the
individual patients, and the Pederal Government providing 50 cents of every

dellar spent in these spheres by the ten Provincial Governmesnts.



by
ctate funds in New Zealand finance the whole of the public hospital system there
(80% of all beds), subsidise private hospitals and meet a portion of all chargeg 4
- made to patients by general practitioners and specialists. 1In December 1974
its new Labour Government published a White Paper on nA National Health Service
for New Zealand" which, if it becomes law, will introduce a regionalised,
integrated, comprehensive service on much the same lines.as that: now in opera

in Britain. .

gl

Similarly, in Australia where 60% of all hospital beds are in public hospitals §

. i receiving threeiguarterstof .thekir finagce.firom either the Federal Government oM
that of ohel of “the six . States, a .natiomal health insurance scheme (*Medibank')

" has beerintwoduced. fron July 1975.+ Funded:from general taxation the new schep
is designdd to.cover-the whole populatien.for at least. 85% of the costs of its[§
medical care. '

ST T R R B UK S L S RS SRR LR ) ‘ : ) - p

" Even in .thelUSAy‘where the.majority of health care is still privately funded b(
. means of’droup insutance;- government involvement is growing. The publicly
financed  programmes Of care for:ihe elderly ('Medicare') and the poor ('Medica’
have been in operation: for ‘a.decade, sahd that for ex~service men under the '
Veterans' Administration, for:a great deal longer than that. Indeed, of tne
total national expenditure on hospital care in the fiscal year 1973 more than
half came from public sources — the Federal Government providing 35% of the c1
and State and Local ‘Government 18%. @ - ':

3




THE ROLE OF THE ADMINISTRATOR

Accepting trereforce that while the health services of the five couantries have
th=2ir obvicus nationel differences, they also have certaln aime, trends and
problems in common: how,1f at all, does the way the services are 'aanaged
help to achieve the decired aims, influsnce the trends and overceme the proble
Ts it, for example, true to say of h2alth services as Alexander 2ope said of
othér scriv of pubiic cervice, that 'what is best administered is best'? Or
does the form of administration matier little as long as it is unobtrusive
and not too expensive? '

YWrat, an cther wvo:ds, €0 SORLInisLy ey and whae can ard should they
dc ain thc Cutloce o mave e srearisutiorn of tte realth cgra received
by tne xman end eorans An-Ihs streer erficiert l.2. Tors ook beneficiall
anid the cers lozelf mode JSfs« meie eypLoriinie ot thels needs)?

w

hgnap ST

The question is & broad, 2ot tc say ‘rague onez, i c¢rly for the reason that
many pecpl2 ®o leny : end 2F rary sonfessiorel backgrounds
wr2 concarnzd La ox L

lin care systenm.
Foctunctely, S limited tine svallasls nrmiers of the seminar
from attzinst” o rtudy Wi le

re szene, Tvin 1f they wanted
tz, and Sorcea thewm to crivzert.ite . M oD aTnenl only -~
b b
alkeoit a uzior oaa.

Tavreisn OF elt
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Not unexpectedly, and quice ricc:lv T examine *he onrt of
administration they know best znd which most of them practise. They lookad at
the general administrator holaing a senior raid post directly concerned with
patient care, rather than at his .volurcary committee members, his more
spacialist or more junior cclleagueas, or nis civil sarvant associates in
government health departments. Anc since in most countries, except the
recently reorganised UK (cf which more later), administrators of this kind
usually work in hospitals it was 1y £ha role that the health
administrator plays as a hospital manager thac came under thes burning glass
for more detailed examinaticn. Even so, the seminar found the task of
defining what his role is today ard should be tomorrow, difficult enough to b:
described by one member as ‘like trying to grab a column of smoke!'.

To start with, there is no job descripzion that can be applied universally to
all the Administrators, Executive Directors, Presidents, Gzneral Managers,
House Governors — call them what you will - who £ill the senior managerial
posts of the hospitals and health services of the world. 1In practice, as we
all know, the job an admiristret-r does (or is allowed to do) will differ
according to his personzl cualities and the ~ircumstancas in which he finds
himself. His status with his professional colleagues and his Board of
Committee, and their readiness tc accept hiw irte the policy and decision
meking councils, depends not ouiy or his ability, experience and personality
but (among other things) on local traditicns, the ambitlons and attitudes of
his peers, and the wicer social and administrative framework within which he
works.

In every country, as a result, the responsibilities and authority of
individual senior hospital administrators or those concerned with broader
aspects of health care, are likelv to vary widely - some having considerable
power and influence. others being little more than book-keepers or minute
writers. ‘'Bach non-physician administrator) as one participant put it,

‘ thas had to barter on an individual basis with pnysicians and Board members
’ in his instituticr with the hope of "buying" a share of the substantive actic
Although his comment referred to the current position in the USA, it describe
a situation known and understood by health administrators everywhere. Like
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God in William Cowper's hymn, the administrator in the health field has ofte:
to work in mysterious ways to achieve such little wonders as he is capable of’
performing; with stealth and exhortation being as necessary to his success
as facts and figures.

"Thus', as the American participant just quoted went on to say, 'to talk at
this tme about the "role" of the health administrator in the USA as if it
were a well defined or well accepted position is significantly to misinterpr:
the current state of affairs.’' ' T

Most of Fu.s semma colleagues were prepared to say 'amen' to that, although
the British contingent suggested that the situation he described is beginninc
to change in the United Kingdom as a result of the new administrative struct
for its_health services mtroduced during the past two years. Thesse structy
while, not identical. For each Natlonal Health Service Gf the four United Kingc
coun%rles (Bngland, Wal_e,s, Scotlan.d and ,Nort.hern Ireg.and) are all now design
on the 5ame, bas;c(.pattem- P .. .

In each case the.count:y ls geographlcally sub—d1v1ded 1nto reglons and/or
.areas, and districts; wlth appo;nted Health Authorities at region and area
responsible under the general dlrectlon of the central Health Department for
the provision. of conprehen51ve¢ 1ntegrated health care to their populations.
Management on & consensus basis is undertaken by interprofessional teams of
senior officers (administrator, treasurer, nurse, doctors) advisory to thei
Authorities at the two upper levels of the , Service.and dlrectly responsible
for the administration of serv1ces at the 1owest - district = level. The

public interest function is no longer undertaken by the Health Authorities
and has been placed 1nstead in. the hands. of new consumer bodles, the Communi
Health Counc1ls - one for every health dlserlct..

It is 6bviously too early yet to say whether or not the reorganised UK syste
still to some extent blundcrlnq in the dust of upheaval and transition will

more successful than - the. old. Probably it w111 never be possible to prove m
point one way or the other. Clearly its aims - mtegratlon of services so

to .provide better ang more comprehensive care to: the individual - are good &
logical. But clearly also, on the evidence of preliminary. reports, the nes
structure is expensive to run. Many crn.t:.ca believe in-conseguence that tl:n.'
benefits of coordinated planm.ng and the ability to use resources more flexi
may have been bought at the' unacceptable price of a .top heavy, cumbersome,
costly and. s{-ultlfylng bureaucracy that will ma‘(e good ‘management 1mposs:|.b
Leav;mg that for tJ_me to decide ho.svever ‘and returning to the vexed question
the true role of. the health administrator, . the UK participants put forward .-.
view that the introduction to. the-United Kingdom scene, of the health

management team, although so'nethlng of 2 comprom.lse, may provide.an indicat:

of what this role should be.. . .. Cmh e . m

D

"I‘umlng firally and modestly to the pmltlon of the administrator in tne te
one said (quoting freely from the manual describing the theory of the new
administrative structure) 'he is required to manage the Minstitutional sup“
services" and apart from his work as a member of th= team, is accountable f«
the "the general administrative coordination cf the work of the team". 'In

last and very dull phrase is contained. a major change in the explicit —
recognltlon and the work of the ac‘emenlstrator.

The seminar generaily was prepared to. accept thls view of the admnlstratou
a 'coordinator of those who manage' even though most members were sceptica?
about the wisdom and likely gfficacy of the UK's consensus management teams.
The first they felt did not necessarlly have to bhe coupled with the second
and & single (Cl.lef Executive Officer could probably do the job just as wel
without a team to Suppnrt (or restrict) him. Indeed the opinion from Austr




(where the trained hospital administrator is a comparatively new development)
was that a good administrator assumed the coordinating role anyway and as the
professional manager among the amateurs, the generalist among the specialists,
and the full !timer among the part timers, automatically became the natural
leader of the management team, whethsr formally constituted or not.

On the other hand as all agreed, wa must never for one moment overlook the
fact that good management, important though it may be, is not the prime
function of a health system. Patients come to be treated not administered,
and management must be the servant of ths Service not its master. Certainly
this is so in America as its representatives pointed out. The health
administrator there 1s essentiallv a busineszs manaqger concernad with financing
and organising instituctions and sesvizes crurarily rfun For and dominated by,
doctors.

Everyone in fact acknqwlédééd “hat wrnatever 2ize they may be, health
administrators are rirancers and ==n eDLb“s witn L%yOﬁiﬁbl;ftleS for 'getting
and spending- wisely in “nainterests of tre zugk aid those who treat and care
for them. The generai oninion was ihat the ~iilnicians of all professions
recognised and accepted th;s,,r-alls;ng that someone who is not a direct
provider of cake iixke themselves »nc¢ can tnenelore afford to be dispassionate,
is a useful person o bz idvolvec in *he &llocation and often rationing of
resources. ULhDIWLse, tou quéte a Canazdian commarc, you might just as well
put the fux in c¢harge of "be ghxaxcn cocp and sat tne rappits to guard the
lettuce. B ) o

But thougn tee awgriniscralor was ‘wocibtedly involved in the allocation of
resources did he - ihe semines asved itself - have any real control or
influence in tnis sphiere? Jdne menzers thought that tne USA (whose major
hospitals are voi tuntary instituciens cerving no defined population and whare
the patients 'be$0ng co the doccors) was a prlwe iiliustration of the fact
that in one sense he cerzairly did not. because he could not make decisions

tick in a miileu ainost exclusively under medical control. Others argued
haneve“ tiat in a nuinber OF more Hsiique and Inairect ways the administrator
undaoubtedly crd ibxluence 1f ndt act tually control resource allocation. He dic
so as a pudget macer and cash Ccoctro:ler for example; through his knowledge <
systens and stougtuses; by meeng of nis direct rontroi of institutional
zupport services (hotel, building, maintenance) and. of growing importance
Znrougn his inc;éasitq concern with stafi’ ualons and industrial relations.
and whilz Zc was‘genexagly agraen that his influence on the way individual
Qoccors use the rescurces at their aisposal was minimal, he nevertheless
exerted counsiderable Sway when deOr changes, such as the buirding of new uni
and the intrc oductlon of hew services, were 'mder consideration.

Deaiing wath ehaige~in Tadh and eduCating‘éplleagues to realise that in a
dyhamlc organisation it 1s the oaly Coastant, was also seen by many participa
as a vital administrati-e function. In tnis raspect tne gap betwesn clinicia
and administrators should nct be biurred but recognised and bridged. It was
the admlnlstrator s wob tc help individual clinicians to see that, whether
they like it or net, tney are concermed with a wider caring Service and part
of its overall management syscem, to wiiose policies and aecisions they must
be committed by pairticipatien. And since these policies and decisions will
inevitably involve progress dnd"cpagge,they must be made ready to accept this

Hospitais and health services after all Iike any other form of social
organlsatlon, cannot stand still. If théy don‘t go forward then they will
inevitably go beckwar*s, and hosp’tals rea’ly are in some respects out of dat
by tne t;ne Lh Y, ace UULLE. '

The aahlﬁlstratoL Hae a” ‘great responsibility here to help to ensure that pler
for fuLu*e developmcnt are not only practical but sensitive, flexible and




the creation of government health policy.

because the administration thought it was & good idea.

might well make us do so.

managerial pipe dream.

Professional colleagues were unlikely to accept change however, just

than administrative opinion or intuition to convince them to stop doing or g
up something, in order to alleow a reallocation of resources in the public
interest. To have -any hope of success in this sort of endeavour, admin-
istrators would have to present clear objectives based on sound facts.
This inavitably meant seeking once more those highly elusive butterflies -
measures of performance and productivity.  And'if we did not voluntarily
accept the need in our haspitals and other services for greater cost
consciousness and performance orientation, then in due course, the publi

' The mystique of medlcine, the lack of harxd data anc the reluctance to
submit to cutside review, will no longer I suspact, he tolerated by the
health care consumer in the 1980's,* said one participant from North
America. “New institutional standards will have to be developed, to
include such things as convenience to the patient (e.g.reasonable waiting
times) cost efficiency (e.g.cost per meal) and the quality of nursing and
allied health services. We have not applied sophisticated statistical
techniques and mathematical rigour to monitoring costs in the health and
hospital fields, and this will come to be expected of us. Administrators
will have to assume the critical stance of epidemiologists quibbling about
both our numerators and denominators. Current measurements of inputs and
outputs lack the sensibility and rigour to be effective management tools."

But was necessity likely to be the mother of invention in this particular
instance? Was the clear recognition by management of the need for batter
measuring tools any reason to believe that managers were capable of pro-
ducing them? Experience answered 'mo' to this question, for everyone
present at the seminar was aware that the comprehensive informetion system %M
capable of providing the facts which would allow health services to ba
effectively appraised and compared, just does not exist. Perhaps a

prime function of the .next seminar of this kind should be to consider '
whether such a system can be created or whether it is just another

Tn all countries howaver, the seminar agreed, his influence was necessary and
could be important, in helping to make hospitals less introspective and more
outward looking; more concerned to be part of a total service to a given
community; more closely linked with domiciliary, preventive and educative
medicine; more responsive generally to public needs. In this respect the
UK delegates again mentioned with due modesty, an'element of their new system
which had been introduced specifically as a means to these sort of ends. l
interprofessional, multi-disciplinary Health Care Planning Teams, to be set
up speciality by specidlity, and which would operate in health areas and
districts, had been designed to’ look at the past, present and future theory
and practize of provisicn, with the aim of balancing as equally as possible
the resources available and the wishes as well as the needs of the consumer.
In these teams the administrator would have to play a leadirg part helping
members to set financial factors against wishful thinking and development
fancies, as they looked ahead to produce their plans for the future.

It would take mcre
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adaptable. As a professional himself now, he is also in the position in some lx—
countries — Australia and Carada for example.- to influence politicians in

|
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Meanwhile to summarise the long and sometimes wandering deliberations
of the seminar on this aspec'. of its subject, the role of the health
administrator as collectively viewed by the seminar members, appeared
to encompass the following functions, tasks and responsibilities.

Occupying for the most part a position that has evolved somewhat hap-
hazardly rather thar being designed for him, his authority and influence
inevitably varies according to his own ability and personality and to

local circumstances. Basically he is concesined with the creation of an
'enaoiing process” (aad particularly with ifs financial implications)

which will alliow the clinicians of all kinds to work to their full capacity
4in treating and cacing Tor the sick. For certain instituticnal services
comprised within chis process he holds a durect responsibility, and.in
other ways — througn his knowledgz of structures and systems and through
his involvenenb in indnstrial relations — ha is$ concerned in the allocation
of rescvurces. ' K

He certainiy nas a resvoasibility alsc for seeing thnat ths worey he helps

to obtein and the vesources it buys are wiscly invested and properly accounted
for. This responsibilily makas it necessexry for him te confer regularly
with professional colleagues and understand their individual needs and

points of view, whlle stili kezping the tctal requirements of the whole
institutuwion r gervice firmly in ainde ¥or tols reason noordination -

of thoge who manage resources; of the ‘getting and spending' functions of
his orgaenisation {buigets, estimates and zeccunis) and of pelicies for

the future - is a vitzl -omponent of his job.

r tie vroduction and regular review of what
mignt e lan 1 is ovrgaudsatior, and in some circum-
stances may bz .3 position to inilue: goverrment hzalth policy. In the
drawing ap of this corporaie vian L musi be wvzre not just of the service
with whic~ he is directly concerned, buu of its place in the wlder frameswork
of the total health care system. t is his job to ensure that his colleagues
and espsciaily his cliricsl colleagues are alsc aware of this wider framework
within which they woric and the need to husband resources. To this latter
end he must n=lp then o try to sppraise Lhe effectiveness of what they do.

He has e
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PROVISION OF SERVICES

Turning its attention from a general review of the administrator's role
to the part he might play in certain specific aspects of health care pro-
vision, the seminar first examined the way services are currently provided,
how nearly they meet the needs of the public served, and how needs and
resources may be more closely matched.

Were hospitals for example offering the care and treatment the public
requires, the services the doctors were interested in giving, or - as seems
most likely — a mixture of the two? Should every hospital, as thea consumer
of the lion's share of resources spent on health, be expected to accept

a responsibility for providing comprehensive care to a definad local
population, and if so how <ould prlo”lt.es of current care be altered to

- allow this, and by whom? . g‘.

Did the ways that patients gain access to care affect the utilisation of
services and tend to distort demand?. Was there a so-called ‘cycle of
deprivation', whereby because of fear, ignorance, lack of cash or other
reasons, many of the people in most need of help were least likely to
get it? :

These and other similar and equally difficult quecstions occupied'the
members' minds and produced a variety of responses.

The Americans saw the rising costs of care rather than thes methods of accessil
to 1t as the main cause of imbalance between demand and supply. The
swelling tide of expenditure must in conszquence be stemmed by firm and
if nescessary unpopular reasures, such as- limiting capital mcney for new
developnents, TOdl;Vlﬂg manpowar policies to stop the production of more
and more specialists, mountlng determined campaigns to increase ths
procductivity of individual professionals; and concentrating more effort
-on the extension of health education. .

Australian opinion (suppor ng th° propos1t on that taking account of
ideological differences, all,coungr_es will:eventually have health care
systems free of financial impediment to- the individual) was that some kind
of regional or tiered administration would be required by every nation.
The nead to plan and control services, wald .the private and public sectors
into a complementary whole and collect the necessary service planning data
would make such an administrative arrangement essential. And it was
important that a strategic planning organisation of this kind should not
be frustrated either by the reactionary views and restrictive practices of
hzalth professionals (administrators 1nc;ud°d) or by the dcctrinaire
attitudes of politicians. L

!ii g
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Canada to scme extent put a gloss on-the  American and Australian views —
with the suggestion by one representative that the three most important P
factors which could affect the provision of effective health services are T

government, the health professionals and the hospitals and their
administrators.

U

'There are too few statesmen' he said, ‘either in government, the medical
profession or in hospital administration. This makes the ground rules
for change difficult. Yet there are significant areas where the three
groups could reduce the costs of hezalth care over a short period, given
strength of decision-making and a willingness to change for the public
good. Government can legislate for the changes it needs to make. In

a democracy however one cannot easily legislate changs in patterns of

r——



pe: io's work or institutional roles. It is becoming increasingly more
aoo 1t that it will be necessary to develop better communication,
coordination and cooperation at all levels in order to effect such change.'

Tnis nezed continually to review our health care systems so as to adjust
thom to the requiremsnts of the community was reiterated by the UK
reprasentatives who outlined in some detail the new planning cycle which
was being introduced into the reorganised Hezalth Service in the UK.

Daspite the logic of the proposed planning system however one membar of the
UK contingent was strong in the belief that it still failed to concentrate
ern:ougn attention on prevention and health education. In the latter respect
ha firmly supported the American view that health services should be less
ccencerned with sickness and more with keeping people healthy. A man
doas not die from his illnass' he implied, *but from his whole life.’

But while all present accepted the principle embedded in this opinion, no-

ona was very clear as to how the principle might be put into practice.

Wnan it comes down to brass tacks (the collective conclusicn of members

s=2en2d to be) we had little effective ineans of stopping people either
rinkinrg, smoking, eating or worrying too much, driving too fast or - to

ba brutally frank - living too long. For w2 had to accept that a major

rea2son for spiralling hiealth care costs in most countries was the increasing

p:ooortlon of elderly people in their populations - people who, in the

15 of that harsh but factual phrase coined a decadz or more ago -

'h» ro preservad in a state of medicated survival'.

[ 3

WFatﬂv:r our views might be on the best ways to alter and improve the
g £ health care however, the rising costs which formed the greatest
the amcunt and type of care we.vere able to offer were lika
tide, end would wait for no wan. They certainly would not lie
w2 happily spent our tiwe trylny to cdevelop marvellously efficien
tyles ¢f services plamiing cor cost cont:ol, and more effective new

.
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' o of improving healon =Rucation. Indeed if we did not wish the

| }O/fl of proviwiocn o gervices to sufler, and suffer severely in thase
inflationary times, we must (was the vehement view of one member) tackle

thz problem of increasing costs now - wherever, whenever and however

u . k i If you . w-x..\_. oo what you want then get on and do what you
appeazed to be his precticsl philiosophy, end he certainly made hi
edvances In cest reduction du not have to be made all at
cted kvt cculd well arise from a wmyriad of smaller actions.
oe ashamed fcu exemple of seeking savings in such trivial
ing hotel sexvices tc staff by cleaning rooms less often and
: esidents to imake thelr own bads. But neither should we shrink from

3 taling re debatable action in the field of work of our professional
I times of ex*reme. aif flﬁulcy the ‘'freezing' of vacant

Certainly in this rorasction we chould te look 1ng LlOScly at any reasonable
of keepiny paople out Of hosgital beds and providing them with egually
ctive care more cheaply in the community — home care programmes for
= elderly for erample. As administrators we must also do our utmost
[‘ i at all times to resist being stampeded by our prufessional bolleagues
I-, into allocating resources on the basis of shroud waving or "prima-donnaism".

'ally however we must be prepared te put cur own houses in order and
s roo' out ruthlessly any tendency to introduce wnnecessary bureaucracy in
whirnever of i:s many guais=c it might app=ar.
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We should also bear in mind that in every organisation the best is often

the enemy nof ihe good and that the planning of services (important thougn
it may be) is not the same as providing them.  Patients are helped directly
by care and treatment not by planning, and whereas good planning well done
may lead in the end to wiser final dscisions and a better service, all
planning basically delays action.

We must therefore bes ready to challenge anything that wz and our colleagues
do at the present time so as to assure ourselves not only that it cannot

be done better but also that it needs to be done at all. Professor i
Cochrana's recent monograph on the use of randomised controlled trials for
example, had demonstrated clearly enough in some quite hallowed fields of

medical practice, that fact and opinion are often, as elsewhere, far frem
identical.- -

In their considaration of these varied matters the seminar returned time
and again to the fundamental points that 'health care professionals - :-
are generally speaking not yet used to looking forward and planning ahead;
and even if they were the necessary planning data to help them take decision
for the future is not available. Only in.the psychiatric field in fact di
there appear to be scme serxious attempts to collect morbidity information on
reqular and rational basis through the introduction of registers of
psychiatric illness in some geographical areas.  These profiles of ".
psychiatric morbidity in a given community must surely facilitate the

provision of more balarcsl community services with a proper assessment of
priorities and an allocation of resources based on known needs. If the l..
same sort of thing could be done in the field of somatic medicine mignt

we not find answers to a numbar of the questions that currently baffle or

concern us, and perhaps be able to decide once and for all such relatively

simple points as whether psople actually do require hospitals within walkin“.
distance or whether they nead more health centres and a really good family
practitioner service instead.

Finally discussion centred on some of the ways that service provision is “'
affected by factors other than the needs, wishes, fear, ignorance or

financial positions of patieats. Just as the individual interests of ...
doctors and methods of patient referral influence the situation so, some )
members suggested, do the methods used by drug companies to advertise and

price their products. Provision 1s also affected by the way that doctors .
are paid, especially if this is on a fee for service basis.

In all countries represented except the UK, such a system was in operation I..
either in whole or part, and the general view was that it tended to
provide a disincentive tc the creation of comprehensive, integrated care

based on public need. » I '

In Australia for example recent experience o©of community health centres

staffed by salaried doctors providing a free service to patients, Showed

that this was more rather than less economic than the fee-for-service : u
system it replaced and which, administrators believed, encouraged some

doctors to provide services not always strictly necessary.

The New Zealand White Paper on a national health service for that country "
was also against the fee-for-service system on the grounds that it was

too doctor-dominated and likely to discourage the achievement of a :
comprehensive, integrated, forward-looking, multl-disciplinary service. -




But every quastion of course, has more than one side to it, and it

is parhaps not unreasonable therefore to end this brief account of the
seminar's review of the provision of services with a minority opinion
advanced from an American source, on why the fee-for-service
arrangement might have advantages. This view, expressed with some
logic and force, reminded members that for all its faults, a propesrly
balanced sytem of this kind was one way of directing doctors to areas
where they were most needed and by the same token diverting them to
the provision of the sort of care that the public required.




MANPOVER, EDUCATION AND TRAIWING

Mal-distribution of doctors and other professional health care workers
of all kinds in fact, was one of several points considered when members
moved on to discuss how the numbers and sorts of people required to run

a modern Health Service on a national basis could be decided, provided
and controlled.

To what extent — they asked themselves - should we attempt to datermine
the provision of manpower and types of personnel, and what is the
administrator's role and responsibility here? And if such determina-
‘tion is possible can the way staff work also be controlled so as to allow
if necessary, the substitution of one professional group for another

in the interests of efficiency? Is it reasonable for the main groups
of professionals to decida 21l questions concerning the education,
training and qualifications of their members, or should those who employ

them and adminster the Service in which they work also have a say in
such matters?

Consideration of these and allied questions led to a lively debate the
outcome of which, as might have been predicted, was a general agreement
on the need for manpowar planning in thes health care world.

Tt would of course have been surprising had it been otherwise, for no-
one present needed reminding that Health Services, in the words of that
ugly but expressive modarn phrase, are 'labour intensive industries’
spending more than 7C% of their money on staff wages. Lest representatives
might forgat this fact two papers — one American, one British; quoting
national figures of four and one million health workers reso:ctlvelj -
demonstrated clearly enough that few organisations in any country,
(except perhaps the Armed Forces) employ more people. And few elther
employ a greater variety. For as the Amsrican papsr noted, where once
health care was in the hands of three professions - doctors, apothecaries
and nurses - today there are more than 200 different hesalth care
occupations - a proliferation of professions, trades and callings which
gives in the USA a ratio of 20 health workers per physician.

But though all were agreed on the need for manpower planning, opinions
differed as to the best way of introducing it.

The basic problem, as the author of the British paper on the subjacL
p01nted out, was how to decide upon the number and sorts of staff you
need without knowing what they are needed for.

proposition was that until the detailed objectives of a healtn care
system were clearly defined and its priorities established, manpower
planning was likely to be just a crude economic bludgeon usad primarily

The implication of his

to squash desmands for extra staff. Most pesople present undoubtedly @
agreed with him and if questioned on the point would probably have

admitted to a belief that the possibility of the weapon baing given a

more sophisticated use, anyway in the foreseeable future, was slim.




15

Other obstacles to the easy introduction of an effective manpower policy
which the seminar saw as being especially difficult to overcome wvere
Trade Unionism and professionalism, and the activities of political and
public pressure groups. All were formidable, but none more so than the
current power and infiuence of the professional bodies, staff organisations
and trade unions. Demarcation disputes, and demands for higher wages,
shorter working weeks, extra duty allowances, improved working conditions
generally, and perhaps most important, a greater say in policy making -
conducted only too often with the sword of strike action readily visible
under the negotiator's cloak - were all capable of reducing even the
most carefully designed manpower policy to nonsense. Similarly, the
paramedical passion for professional status encouraging as it doess more
and more sub-specialist sub-optimisation and the introduction of ever
lcngzer and meore complex training pericds, posed a different, lessar,

but nevertheless important threat.

Professions, as George Bernard Shaw once suggested, may safeguard the
public but they also hold it up to ransom - a point touched on by an
American participant. ‘Do the nurses and doctors today' he asked v
(seemingly more in sorrow than anger) ‘have a greater interest in who

is going to be working for them then in whom they are going to work with?®
It was an observation that appeared to express an undercurrent of opinion
to the whole discussion. Control the number and variety of doctors
working in the Service (members seemed to be suggesting), and you will
automatically control the comet's talls of paramedicals, technicians,
secretaries and clerks that spread inevitably in their wake.

And the way to do this, another American member proposed was by organising
and limiting the number and allocation of medical training posts more
carefully, and hy closely restricting entry to the various medical
specialties rather as the Central Medlcal HManpower Committee was now
trying to do in Britain.

We must recognise the clear dichotomy which exists batween the way health
workers and particularly doctors are educated and the view in consequence
that they take of thelr roles in the health care system; and the roles
which the system would like.them to fulfil. In the USA for example

70% of doctors had been general practitioners in the early 1930s and
only 30% spacialists. Today the figures were reversed and this great
change had certainly not been brougnt about hy any other body than the
doctors themselves, dragooned by their education and training into
joining in the march of mcdern scientific medicine.

To be effective therefore, as all agreed, a manpower policy for the
health professionals must be planned on something more than a regional
basis. + certainly required the creation of a national policy, and

in the view of one Australian member, an international policy -
presumably to ensure not only that hospitals do not starve communities,
and towns the rural areas, but also that the provision of doctors between
countries is at least made no more disproportionate than it is today.

On this latter point there was general acceptance that the distribution on
staff was unaven and that shortages weare often confined to certain areas.
Canada was reported as having tried both financial incentives and special
training arrangements in order to try to encourage staff to work in its remo
areas. MNeither system had been particularly successful although greater hop
was expressad for a scheme in which the hospitals in cities and remoter areea
were baing linked together.




No delegate ventured to put forward the nasty, brutish and short
suggestion that the only real answer to the problems of manpwer dis-
tribution in the health care field was direction of labour; but there
were hints that some countries might pe moving obliquely in this
direction. In the UK ways already exist of controlling to a certain
extent where doctors work and further attempts are now being made

through a reassessment of annual allocations of revenue and capital funds
between Health Regions, to even out the standard of services available
in them. British Columbia was also said to be introducing a scheme to
organise and deploy its health manpower centrally-

But governmental efforts of this sort would inevitably comz up against
public opinion and possible resistance from pressure groups of all kinds.
With so much talk in many countries throughout the world of giving the
people a greater say in the planning of health services it seemed
inevitable that they should play some part (even if only to be allowed
to comment) in the preparation of so basic a thing as a manpower policy.
But how in practice could a body of people as amorphous as "the public"
be given their say in the running of health services? 1Caucht betwean
government policy and the wishes of the health professionals' asked a
British participant 'how can the patient offer his view about nesd other
than by presenting hims2lf at his doctor's surgery with a specific
complaint?'"

The discussion was able to offer no detailed answer to these questions
except to point out two facts. Firstly that there were now in the UK
the new Community Health Councils which were specifically dasigned to
articulate the consumer's wishes regarding local health care provision.
Although as yet in their infancy, they were at leat a step in the rignt
direction. Secondly there were in every country througnout the world
public pressure groups, often in the form of national philanthropic
associations and voluntary orgenisations, ever ready to champion the cause
of those unfortunates in whom they were particularly interested. One
way or anothar, the general opinion seemed to be, we had to face the fact
that the consumer's voice was likely to be heard more and more as time
goes on in the policy making councils of health services, including those
that would be concernad with .the preparation and implementation of
manpower plans.

Somewhat daunted perhaps by the number, depth and variety of pitfalls

that beset the seeker after an effective and practicel mathod of hesalth
manpower planning, membesrs with an almost audible sigh of relief, turned
their attention to other aspects of the problem, hoping perhaps to discover
at least partial solutions in the greater use of such labour saving devices
as automation, voluntary workers and doctor substitutes.  But even here
opinions differed on the potential value of innovatiorsof this kind.

Voluntary viorkers were welcomed by all but viewed as essentially a fringe
benefit likely to make little significant impact on manpowar policies.
Automation it was agresed, was already accepted and in operation in many
spheres of the hospital. It eristed in departments as disparate as
laundries and laboratories, and clearly there was considerable scope

for its further extension. Some hovever saw that scdpe as being naturally
restricted by the fact that at basis a health care system, if it is

to be not only effective but humane, must also be personal.
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*The health industry cannot substitute technology for manpower to the
extent that other industries can' was the view of one representative
from the USA. "It is a personal service enterprise not dsaling with
the flow of commodities alone, or with a production line, but with
individual human beingé each one in unique need of personalised services.’

The use of doctor substitutes of various kinds, from spacially trained
medical assistants of all sorts to nurses with extended responsibilities,
was viewed as an inevitable development and one which allowed some demands
for care and treatment to be met at the lowest appropriate level of skill.
American opinion was that as much as 40% of the work currently done by
certain physicians could properly be delegated to personnel of this kind.
The Seminar in consequence could hardly do other than agree that wherever
cheaper labour could replace more expensive without detriment to the
patient, then this should be done.

But what about the administrator's role in this area of health care
organisation? Unfortunately the meeting reached no spacific conclusions
on this question and any attempt by the rapporteur to infer their collective
views by deduction from the mass of discussion, must obviously be open

to criticism.

It would Aot seem unreasonable however to suggest that the general view
would appear to bz that despite the problems to be faced, the adrministrator
(centrally perhaps rather than locally) will have to take the lead if
effective manpower policies are to be produced.

He must also be the parson at all levels of the service who must try to
educate the public's interest in the subject, perhaps as a sort of counter-
balance to the inevitable pressure for increases that will come from the
professional and staff organisations. In addition he must be prepared

to try to se=t norms of manpower provision and to convince his professional
and trade union colleagues of the necessity of adopting such norms in

the twin ardunited interssts of economy and the sick.

It will finally be his job to provide the speclalist manpower planners to
undertake the basic task of data collection, interpretation and
presentation.

In general terms in other words it will be the administrator fulfilling
his prime function as a coordinator and subsidiary functions as a provider
of information and of specialist staff, who will in this sphere as in

many others, need to bring together the appropriate groups of people

able to make the necessary decisions and at the same time educate them

to understand why such decisions are necessary in a changing health care
world currently chilled by the bleak winds of inflation.




STANDARDS, ASSESSMENT AND EVALUATION

By common consent the discussion on the last of the set themess of the

seminar — that concerned with standards, assessment and evaluation -
was not as good as most of those that had preceded it.

Some members proposed that this was indicative of a general failure up -
to now of administrators everywhere to take a close enough direct interest
in standards of efficiency and to press their clinical colleagues
sufficiently firmly to introduce some method, no matter how simple, of
attempting to set and measure standards of patient care. In this view
they were supported by the writer of the American paper on tha topic,

two of whose many comrents are appropriate for quotation here.

On the development of better standards of efficiency he had no doubt that
administrators still had a long way to go.

“When the subject of standards is introduced, those pertaining to efficiencyﬂ
have been tha most common focal point of the administrator's efforts. !
MNonetheless, it is epparent that the administrator has only been marginally !
successful in demonstrating aggressive leadership in the davelopment of u“
appropriate and imaginative criteria against which performance can properly

be judged.’

On the question of measuring the quality and effectiveness of care he had "‘.
this to say- :

*Again the administrator should not bes reluctant to take the initiative Il"
to influence the promotion of such standards. Too frequently ths hospital
administrator has been known to cling to his financial and budget documents

like a security blanket, and as a result he has abandoned his vital role l"
in improving the basic system required to conduct a rational evaluation

of health searvices effectiveness.’' o :
These opinions ware not acceptable to everyone present however and an l'
alternative explanation was advanced for the somewhat circumscribad nature

of the discussion on this particular theme. Such circumscription was l
inevitable, said a nunber of members, when administrators were asked to '
consider procedures over wnich they had little or no influence and about

which they could do virtually nothing. )

To be fair to both points of view it is therefore appropriate that a support )
quotation for the latter contention, be provided from another submitted

paper on the topic — this time from one of the two British papers presente
Discussing a previously expressed parsonal opinion that it would be

UK Health: Service to support the concept of planning as the key manage- '

ment activity in the new Service, without at the same time being prepared

to produce guidance on standards of activities and methods of evaluating

the quality and effectiveness of services, the writer then added this ﬂ

tantamount to a confidence trick by administrators in the reorganised
paragraph. . l

tEven allowing for the fact that (the previous opinion) was written to ‘
provoke, it is in hindsight, laughably naive:

the confidence trick has '
been performed and life goes on much as before.

But the nalvity lies
not in the expectation that guidance on standards and evaluation should’
be providad, but that it could be. Ve tend grossly to underestimate

the intrinsic difficulty of describing measurable standards in an area
as value-laden as health care, as well as the resources which are needed

to undertake the eyaluation of any activity in the health field from

l



19

In essence of course each of these conflicting views has some validity.
Administration has not in the past played as large a part in this
particularsphere of activity as pesrhaps it might. On tho other hand
setting and measuring standards of health care is a notoriously difficult
exercise upon which it is possible to spend much time and effort with

no guarantee of useful results being obtained.

Few indeed would disagree with what appsared to be the general feczling

of the meeting that tha construction of a sophisticated, accurate system
of measuring and comparing the quality of care provided by various forms
of health service is still a very long way off and may in the end prove
to be yet another administrative pipe drean.

The fundamental obstacle to the achievement of such a system, suggestad

a Canadian representative, arose from our inability readily to measure
the productivity of a doctor, hospital or service when we had no definable
product that could be set against the resources used and their costs.

The success or failure of any particular form of care or treatment was
usually gauged by whether or not the patient was batter as a result.

But how could you measure this "betternmess."  An avenus that might

be explored, certain members thought, was the number of working days

saved in getting sick people back on their feet as quickly as possible.
But this particular yardstick would often be a matter more of guasswork
than of accurate assessment; and anyway as some critics pointed ouk,

many people are not workers, including some of the most regular racipients
of health care - the elderly.

Another view put forward was that the vaiue added to society by the return
to it of the restored individual was the only genuine way to m=2asure tha
effectiveness of ths restorative care baing provided. But while many

were prepared to accept the principle of such a proposal, all were agreed
that it was impossible to quantify "value added” in any meaningful way.

But even if a reasonably accurate and acceptable way of m=asuring health
care productivity could be found, would clinicians be prepared to dovote
the necessary time and energy to its introduction and regulaxr us=?

Is it likely in practice that through administrative action  doctors

will change their ways of working to those which managers may feel thay
can demonstrate to be more efficient or effective? Could the nzcessary
change be brought about by discussions among p=er groups, with clincial
colleagues ready to criticise constructively both their own ways of
working and those of others? Or finally, bearing in mind the pravalence .
of human nature even in the medical profession, is it reasonabls o
believe that physicians are unlikely ever to heal thamselves in this
particular respect and that any hope of achieving a method of m2asuring the
effectiveness of care(of even the most elementary kind) is akin to whistling
for the moon?

Certainly if all doctors adopt the disarming attitude of the Canadian
Professor of Obstetrics quoted by one of his administrative colleagues,
then this last viewpoint would appear to be the most realistic of the
three. Told by the administration that certain of his patients stayed
two days longer in hospital than the average patient with a simllar
condition elsewhere in EBastern Canada, the Professor's simple retort
was — 'yes there is always room for excellence is thare not?!




Yet as we all know, and as has already been proposed in other sections of '

this report, large and longstanding problems are in a sense lika large and oui

dated buildings ready for demolition. It may not be possible to dacimate n.
them with one blow, but they may nevertheless be razed: to the ground brick
by brick. Our aim as administrators therefore should be to pack away at the ‘
problems of setting standards, evaluating action and appraising the effectivel‘“
ness of what health services do, little by little and in whatever ways possib

As the writer of the British paper previously mentioned put it (quoting from
Michael Warren's book "Evaluation of Services in Management and the Health i
Service"):—

1Total evaluation of a health service is complex and difficult. But l"
evaluation of only parts of the service can be very rewarding for -
clarifying objectives and improving quality. It is bestter for the
administrator to begin with simple concepts and gradually include
more aspects, than never to have begun at all.'
Some of the known techniques and procedures that were already being used in
this incremental approach to the problems were briefly noted during the o~
discussion. These included hospital accreditation schemes and medical audit;
quality assurance, utilisation review, and peer review programmes as practis
in North America; and clinico-pathological, and admission-discharge confere
which are used, albeit sporadically, in the UK.

From two other presented papers on the topic, it was also noted that consid
efforts to measure and improve standards of care and practice were baing mads
in the UK through the work in geriatric, psychiatric and mental handicap
hospitals of the Hospital Advisory Services established in 1969; and in ' '
hustralia by such bodies as the National Hospitals and Health Service u
Commission, similar Health Commissions in individual States, and by the
Conjoint Council on Hospital Standards of the Australian Medical and Hospit
Associations.

But since the kinds of orgainsations interested in health care standards we
many and varied (including, inter alia, not only governments, health
authorities, statutory bodies like Britain's General Medical and Nursing
Councils, voluntary organisations, consumer groups and the publicity media,
but powarful professicnal and staff organisations as well) any proposed sch
batter to measure the quality of existing health care would have to be
genarally acceptable to disparate groups of pesople as well as more accurate
and useful than present methods.

In the creation and introduction of such schemes we as administrators obwiou
had an important part to play, if only because we were 2ll too well aware
of the fact that despite pious hopes to the contrary, rises in standards ofl
care all too often go hand in hand with rises in costs. 1Inevitably, however
in this sphere of health service organisation, as in 211 others, progress .
would only come from determined and enlightened team efforts. lm

Perhaps, therefore, the most suitable epilogue to this section of the reporx]

is contained in the final paragraph of the paper presented on this tcpic b #

Canadian representative. :
‘The interpretation of data and the evaluation of standards are used,‘
for many purposes. One important purpose is to enable care of inaded
quality to be recognised and improved. In this process the professio
staff, the administrator, external organisations and government all u
play a part. It should be remembered that like Alice, we are seeing ?‘
world through a looking glass, and our job is to try to make the

reflected image as true a one. as possible.? ﬁu




SOME MAJOR POLICY PROBLEMS3

Having completed their debate on the five aspects of the subject on which
papers had besen written in advance, members dividsd into syndicates for furth:
discussions of some of the important questions of policy which concern thz
organisation of health services everywhere. Those to which the seminar
addressed its collective attention were mainly the major issues considered
by Mr Robert Maxwell in chapter four ("Implications for Action") of his
Survey Report published in 1974 of the health needs and resources in Vestern
Europe, USA and the USSR - "Health Care: The Growing Dilemma".

With the assistance of the author himself who took the chair for some of the
syndicate reporting sessions, members looked at five areas of health care
provision, both generally and from their own particular point of view as
administrators. These areas were:-

1) Developing preventive care and health education
2) Building and meintaining stronger systems of primary care
3) Improving long term care, expecially of the aged

4) Streamlining the acute hospital - including the use of "Value
Improvement Project Teams"-

5) The administrator's role in the political debate on h=alth

This report will thesrefore be concluded by a summary of the main points made
and conclusions reached by the syndicates during their deliberations. The
length of the review is dictated by the space available but it is hopad that
this forced but nonatheless commendable brevity has not resulted in ellipsis
or significant ommission.

Developing Praventive Care and H=2alth Education

these aspects of hesalth care would theoretically repay thamselves a hund
some doubt was expressed (based on past experience) that this would necessar
be so in practica. A comment made earlier in this report indicates that whi
people should listen to and act upon the advice of health care educationalis
warning them of the dangers of excessive smoking, drinking, eating, fast
driving and so on, in fact many have not done so in the past and seem unlike
to do so in the future. Admittedly this may be becauss much current activit
in this sphere is vague and fragmesnted, but neverthsless during the current
hard times large amounts of money and resources should not bes diverted to th
sector of health care unless they are carefully and selectively dzployed,
firmly supported by government action, and the results they achieve continuz
evaluated so as to encourage successful ventures but discontinue failures
without delay.

While it was g=nerally agreed that more attention paid to and money spent on
ndr

Some areas in which further action might be fruitful were felt by members tc
be anti— addiction (smoking, drugs, alcohol}; accident prevention; selecti
dietary advice; physical fitness; water fluoridisation; screening and
immunisation. Proparly mounted campaigns making full use of ths publicity r©
could well meet with some success in these spheres, as now appeared to be tt
case in the USA where considerable efforts made to combat heart discase by
changing dietary and exsrcise habits, seemed at last to be bearing fruit.

Supportive government action should include legislative and fiscal m=asures
and the development of social programmes in spheres closely allied to healt!
housing, sanitation, welfare, etc. Was it also unreasonable to suggest tha‘
the deliberate "high health risk takers", such as recalcitrant smokers and
ignorers of car seat belts, might be asked to pay higher social insurance
contributions?




Othar benafits could accrue to existing overladen health services if th= publ!
could be educated to use them more szlectively. Such a process should lecgica’
start at home with more self help and self medication for minor allments, and
should also include an earlier detection screening programre in which the publ
could have faith. :

There were a numbar of ways in which administrators could use their influenc
in this particular area. Locally and directly they could help to ban smoking
in hospitals; provide their captive patient audience with appropriate

propanganda; and create an army of staff "evangelists'" to propagate the -gos
of preventive and educative measures. At regional level this approach might
be indirect by advising and influencing politicians and the government.
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Building and Maintining Stronger Systems of Primary Care

Prevention and education were also seen as very ruch the realm of the genera'
practitioner who had the opportunity of influencing the whole family and
particularly the young. The family unit was in fact recognised by all as an
essential element in a good primary care service. Surely the self help and
health education there available could provide invaluable assistance to the '“
general practitioner 1f properly mobilised. '

But general practice - the very front line of defence in tha health battle —.-.
had lost much ground for a long time now in face of the steady advance of me
spacialisation. Figures quoted elsewhare in this report show the declins

that has taken place in the USA over the past 40 years, and similar trends l“
were eviden® in the other countries represented. Fortunately that decline

now being halted and reversed, certainly in the UK and Canada and also parna
although to a lesser extent in Australia and New Zzzland, by judicious use
financial incentives, postgraduate education and vocational training in fa:.xfl.

practitionar "residencies".

The movemani in the UX to extend group practice and the provision of Health. .
Centres, and to develop Community Hospitals in which the genaral practiticone
would be providing the medical staffing, were all calculated to improve the
status of primary care doctors, recognise the fact that they dealt with the
vast bulk of sicknsss, and at the same time reduce the load on hospital
services by reducing admissions and accelerating discharges.

In order to fulfil his true function however a general practitioner must ham
easy access to his specialist colleagues and to diagnostic services wheneve:
necessary; and bs provided with the opportunity of working in interprofess

teams and in close liaison with the social services. Administrators both .-'
at unit level and above could do much to assist here by providing from hos

departments, services that general practitioners require, and by attemptin
ensure that primary care received a fair proportion of available resources

If a better service is to be developed however, more radical action than th
was felt to be necessary. The way doctors are trained should be changed s
to emphasise the importance of the primary care practitioner. The public r
be educated to use primary care services properly and accept perhaps that t
first point of contact with such services need not necessarily be a doctor
could be a properly trained nurse or medical assistant.

primary care embraces such services as those provided in schools, industri
and staff occupational health schomszs. As administrators they were certair
concerned in the introduction of the last, especially in hospitals, and alg
had an important part to play in this connection because of their responsi
for the heaith and safety of staff at work.

Finally returning to the situation as it is today, members were reminded tu
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Irproving Long Term Care -~ Especially of the Agad

The vital importance of the family was again stressed during the discussion
on improving the care of the chronic sick, long term mentally ill, mentally
handicapped and the elderly. Among a varlety of available services ranging

from hospitals, (acute, long stay-and terminal), nursing homes and day
institutions, to hostels and home care programmes, there was a strong feeling
that care by the family should have a - and perhaps pride of - place.

Caught up in the difficulty of defining “long term care", somawhat appalled
by the size of the problem and a little confused perhaps by the moral and
ethical issues involved, the seminar concentrated mainly on the care of the
agad. B=cause there appeared to be such a range of services available the
administrative mind turned naturally to the nead for some better coordination
of these - a task the administrator himself might well perform. Because also
that other, ever present and necessary administrative obsession - costs - was
so much in evidence here, the illogic of providing free hospital services and
yet refusing to give subsidies to families who retain their elderly members,
was seriously questioned. Australia was already experimenting in this sphere
with the aim of reducing dependency of old p=ople on institutional services.
Other countries it was felt should undoubtedly follow suilt, and administrator
could taks a lead in pressing for this sort of change as well as encouraging
soclal workers and other colleagues to help 'them to develop allied arrange-
ments such as neighbourhood resocurce groups and voluntary assistance. Again
in this respect Australia was in the van of change, with Parth being reported
as having organised through the teaching hospital a thousand volunteers to
help care for the aged in the community.

Similar administrative leadership it was suggested might be exercised in
creating intarprofessional teams within the acute hospital so as to ensure a
wider asssssment of old people on admission; and educational groups outside
the hospital designed to explain and so perhaps prevent soma problems of
ageing such as those of unplanned retirement. The administrator could also
make a genuine contribution by helping the population at large and the hoalth
professionals to accept the need to allow people to die with dignity. Here,
the British doctor-priest, Michael Wilson had shown in his books, the hospite
chaplain could be the administrator's closest ally as someone who could give
a new and propar perspective to the activities of the therapsutic team.

Generally speaking the seminar came to the conclusion that there was still
far too little planning of services and care for the elderly and long term
sick. Governments, central health departments and health authorities all
seemed to have reacted to events (sometimes at the instigation of the public:
media) rather than innovating policies themselves. But unless the rest of tt
world are thought to be following Australia's line (where the expactation of
life of the over-65s was said to be declining) we were all faced wikth
increasingly ageing populations and must prepare to deal with their n=eds.
The day might come - and even within 20 years - whan we could find oursslvas
devoting almost half of our total health care resources to the elderly. We
should therefore be thinking now of how to combat such a situation and might
have to introduce "National Service in long term care" for all 18 year olds.

Streamlining the Acute Hospital - The Value Improvemant Project Teams

Improving long term care and streamlining the acute hospital are as the
meeting saw, inter-related and not just bacause both are part of a total
service. The first in fact flows from the second, and in a perverse and
somewhat illogical fashion stems in some measure from physicians wishing to
unblock thair acute bads, and the acute hospitals strcamlining themselves in
a spirit of what one might almost call ™unenlightenod self-interest". It is
something of a paradox of scientific medicinz that having donz much to creat
"medicated survival" and the need for long term care, it has managad rather
less towards meeting that need.




llavertheless as Robert Maxwell correctly pointed out, 1f we have acute
hospitals they shonld fulfil their proper functions in a comprehensive
Service rather than having to make good the deficiencies of other parts

of the system. But if, as he rightly says, they are to be "tuned to a high
pitch of efficiency in the task they are uniquely equipped to perform", wa
must be prepared to pay extra for this. Efficiency after all can cost money
as well as saving it. Not only will we have to pay to bring the acute
hospitals physically up to scratch as he suggests, but also (if they treat
more patients of their rightful kind more effectively) meet the inevitably
highar costs of increased turnover. : )

Whether or not the seminar countries will be able to afford fully streamlined
acute hospitals was not however seriously considered by membars. Instead
they drew attention to the way such hospitals are currently run -'a

conglomeration of increasingly separated and sepcialised doctor's workshops -
which must tend to militate against streamlining anyway. In some (Australia.
for example) the way that doctors are paid could also hold up streamlining
attempts. + even so, in all of them, rising costs and the desire for bettd
allocated resources would already appear to have forced attempts at streamlir

of some kind. . . .

In the USA tnis has taken the fcrm of mergers, voluntary grouping of hospital
and joint-contracting. In some parts of Australia such as Victoria and
New South Wales, bass hospitals serve in many respects the supply needs of
smaller peripheral institutions and health centres. The UX, too, has area
based sarvices, inter-specialist care, and the proposad Community Hospitals
all as part of a genuine attempt to concentrate more on community care for
the bernefit of the public and hospitals alike. Vhile the desire of Provinci
Governments in Canada (for example, in British Columbia) to reduce ¢ostly acu
beds wharever possible, has led to grouping of hospitals and specialities . .
in order to overcome duplication of expensive services.

-
The general tenor of the discussion indicated a belief that the Maxwell app
was accepted. In the complex of inter-related services that make up integr-
care (the seminar appzared to be saying) none can work in isolation and each
must play its appropriate role. How the acute hospital could bast be made g
do so was difficult to decide in any detail but it was agreed that Mr i*lax*.«!e!*l
Value Improvement Projact Teams were a good idea and should be welcomed. ‘
On the other hand they must be proparly used since thay were essentially a
part of management designed to examine problems and come up with more effic:
solutions. They certainly reguired management support,

and information whic
management must supply.

Their area of operation should cover the whole !
hospital in all its great variety, and if nothing else did, then pressure
limited resources would ensure their use to review clinical practice.

1t was howaver recognised that teams studying different areas of the insti!
could well have conflicting aims and be strong forces for sub-optimisation.
prime responsibility of administrators gererally and those serving on indi;
teams therefore would bes to remind their fellow membars continually that l

resources were limited and that one area's improvement might mean another's
reduction.

The Administrator's Role in the Political Debate on Health l

This topic, inspiring in open forum perhaps the least discussion of any —-g
clearly of grecater direct interest and importance to members from some
countries than others.

The traditional ways that administrators had workec
in the United Kingdom for exemple (anyway below the level of senior civil
servants) made it much less likely that thay could influence government h -
policy than could their counterparts in countries 1like Canada, USA and
Australia which had different traditions and State and Px:ovinc,:ial Governm

as well as a Federal Governmant. g“
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Despite national differences however the general conclusion of the seminar was
that all health administrators at all levels should, if possible, bes involved
in political dsbate on health policies and should, if necessary, take the
initiative so to be,

One basic reason for this was that our aim should bz to try to ensure that
Health got as good a hearing as other services when financial allocations were
being discussed at govermment level. Another was because, recognising that in
the end major decisions on health priorities are taken by politicians, at leas
we as administrators should make it our business to see that such decisions
were based as far as possible on fact rather than fiction or wishful thinking.
Parliament may make the policies but these must be firmly basad on thea knowled
and experience of those in the field if they are to be effective in ths

public interest. ’

Administrators who knew the facts of health care provision and who had to face
the many and difficult problems involved, had a responsibility to acquaint the
politicians with their knowledge in order that false promises should not be
made to the public. It was important that the limitaticns on the services
that could be provided and the restriction on the nuxmbzr of madical miracles
they could perform, be made clear to all so that their expectations of the
health care system were not exaggerated.

In particular the financial figures of the ‘health care situation should be
clearly understood by everyona. Governmant monopolies of Health Services
always expected to buy the kest of care at an unrealistic cost - as the
present problems with nurses and doctors in the UX showed. All too often
governmants appzared to be ready to promise care of high quality to their
people without really knowing whether it could ba afforded or not. Cne of
our tasks as administrators in this sphare of action was to reiterate over anc
over again that the provision of health care on a naticnal basis is a cosily
business. We must also disabuse our politicians of any belief that just beca:
2 national service is expensive it is necessarily good or of high quality.
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peing the first of its kind arrangad by the King's Fund,
sers with useful experience for the planning of a s=cond
hold in mid-1877.

This seminar,
provided its organi
meeting of a similar kind whicn it is proposad to

One point which emarges from this report, for example, is that general
administrators concerned with health services in different countries under—
take such a variety of responsibilities and have so broad a field of
interest, that discussion of their administrative functions, unless closely
defined, is likely to be so wide-ranging as inevitably to bescome diffuse.
Obviousgly, too, when some 20-30 delegates are involved in a meeting, the

way in which discussion is organised is important if each participant is to
make the maximum contribution and no-one is to talk too much. :

It seems reasonable to suggest therefore that, while the theme of the seconc'
seminar needs to be linked to that of the first, it should be more directly’
concernaed with the role of the general administrator, and the topics arising
from it fewer and more specific, so as to concentrate discussion more
closely. This end may also be served by the proposal that the 1977 meeting
should have slightly fewer representatives than the 1975 gathering, with
some possible changes in the actual delegates invited to attend.
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Australian Delegates

Mr V F Driscoll, DSA AHA

Mr R Kronborg

Mr W G Lawrence

Mr J E McClelland
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British Delegates

Mr I H Beach, AHA

Mr A C Dale, MA FHA

Mr A M Evans, AHA AIPM

I R N B
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Miss A O M Goldsmith, MA AHA

Mr J Hoare, BA AHA

LLLEESESS

Mr R M Nicholls, BA DSA AHA

Administrator
Royal Perth Hospital
Perth Uestern Australia

General Manager
Austin Hospital - Heidelberg
Heidelberg Victoria

Chief Executive Officer
Griffith Base Hospital

P O Box 1013

Griffith New South Wales 268Q

Executive Director

The Geelong Hospital

P O Box 28l

Geelong Victoria 3220

Administrator

Leicester South West Health District
lLeicester Royal Infirmary

Infirmary Square Leicester

Area Administrator

Doncaster Area Health Authority
York House

Cleveland Street

Doncaster DNl 3EH Yorkshire

Area Administrator

South Glamorgan Area Health Authority (T)
Temple of Peace and Health

Cathays Park Cardiff CFl 3NW Wales

Area Administrator

Nottinghamshire Area Health Authority (T)
Lichfield Lane

Berry Hill Mansfield Nottinghamshire

Regional Administrator

Wessex Regional Health Authority
Highcroft Romsey Road
Winchester Hampshire

pistrict Administrator

Southampton & South West Hampshire
Health District

Southampton General Hospital

Tremona Road

Shirley Warren Southampten 509 4Xy




Mr D Norton, LLB DPA FHA Regional Administrator
Oxford Regional Health Authority

0ld Road Headington Oxlord OX3 TLF

Mr B D M Smith, DPA FHA Area Administrator
Lincolnshire Area Health Authority
Cross O'Cliff Court
Bracebridge Heath Lincoln

Canadian Delegates

Mr P R Carruthers President and Chief Executive Officer
The Greater Niagara General Hospital’

5545 Portage Road South
Niagara Falls, Ontario

lir J B McAulay Executive Director
The Toronto Western Hospital
399 Bathurst Street
Toronto Ontario MST 2S8

Mr R D Moore Executive Director
The General Hospital
St John's MNewfoundland AlA 1ES

Mr D J MacDonald Executive Director
Royal Victoria Hospital
687 Tine Avenua lMontreal H3A 1Al

Dr B Snell, FRCP Executive Direcior
University of Alberta Hospital
112 Street & 83 Avenus
Edmonton Alberta T6G 2B7

Mr K R Weaver President
British Columbia lMadicel Centre

8C0-805 Broadway Vancouver BC V5Z 1KL

New Zezaland Delegate

Mr E A Kennedy Deputy-Director-General of Health- (Admin)l_l“

Department of H=alth

McCarthy Trust Building .
Lambton Quay Wellington 'I..
United States of America Delegates
Mr R A Berman Assistant Dean % Associate Hospital Direcl‘l

The New York Hospital — Cornell
Medical Centre

525 East 68th Strest MNew York NY 10021

Mr R Derzon ) Director

Unilversity of California Hospltal

San Francisco California

Mr A A Gavazzi, FACHA Hospital Director
' Veterans Administration Hospital
50 Irving Street Nw
VWashington DC 20422
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Dr J G Haughton, MD

Mr P B Hofmann

Sister Irene Kraus, DC

Mr H N Newman

Mr G L Warden

Executive Director
Health and Hospitals Governing

Commiscion of Cook County

1900 W Polk .Street
Chicago Illinois 605612

Director

Stanford University Hospital
Stanford University Medical Center
Stanford California 94305

Executive Director
Providence Hospital
12th and Varnom Sts NE
Washington DC 20017

President
Dartmouth-Hitchcock Medical Center
Hanover New Hampshire 03755

Executive Vice President
Rush-Presbyterian-St Luke's

Medical Center
West Congress Parkway Cnicago 60512
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