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ABSTRACT

Health systems in Canada, as in many other
countries, have been crisis oriented. Expenditure upon all
areas of the disease curing professions has risen at an
accelerating rate in the past decade. The post-war
introduction and development of national health insurance
has led to massive construction and operating costs of
health services institutions, with complex technology and
expensive employment of specialists in all areas of medicine
and allied health services. A substantial burden has been
placed upon the taxpayer. His support of institutional
health care remains strong, but governments and their
Planners are attempting to control the growth pattern by
altering the emphasis from hospital care to health
maintenance systems. This is causing changes, not least in
demands upon present and future managers, and the object of
this thesis is to examine these changes, with direct
reference to educational implications.

It is held by this researcher that administrators
have needs for education which are presently not being
satisfied. An investigation of present programs has been
undertaken and evaluations made of the extent to which
their graduates will be able to meet managerial demands
made upon them. Account has been taken of publications by

experts in this area, and the writer has discussed

A
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education for health services administration with experts
in several countries. Concerns such as health management
as a profession; the level of education needed, and the
conflict between generic and specialist programs have been
carefully examined: all these have been studied in the
context of future requirements,

Recent developments in Canadian universities have
been investigated. 1In 1979 significant changes are taking
place, affecting several higher degree programs, and caused
by the introduction of three baccalaureate degrees. This
writer criticizes them in terms of their ability to satisfy
unmet needs, and presents his own national program. It is
intended to meet and satisfy both ongoing and anticipated
future requirements, with the objective that Canadian
health administrators shall be better equipped to undertake

future complex tasks.
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CHAPTER ONE

THE PROBLEM DEFINED

The propinguity of change

This research deals with problems caused by the
absence of any nationally accepted educational program for
middle and senior level health administrators, directed to
meeting future needs for health care.

Canadian health services will change substantially
in the future; it is essential that administrators be
educated in such a manner that they may cope efficiently
with this change. Educational services related to pro-
fessions have tended to follow rather than lead; this
thesis examines expected changes in such a manner that
programs may be designed in anticipation of needs being
experienced.

Sections 91 and 92 of the British North America Act,
1867 gave provincial legislatures jurisdiction over the
establishment, maintenance and management of hospitals,
asylums, charities and eleemosynary institutions in and for
the province, other than marine hospitals. Thus, health
care is primarily a provincial responsibility but is
strongly influenced by federal planning, development and

financial decision making. The federal government has



jurisdiction over quarantine, establishment and maintenance
of marine hospitals, and the quality of food and drugs.
It provides services for the military, native people, the
Royal Canadian Mounted Police and inmates of penitentiaries.
Latent resident Canadian demand for health care was
reinforced by post-1945 immigrants from Europe, many
countries of which administered health services. Federal
and provincial governments cooperated to design a ‘national’

scheme to be administered provincially. The Hospital

Insurance and Diagnostic Services Act, 1957 permitted the

federal Department of Health and Welfare to enter into
agreements with provinces on a cost-sharing basis if
guidelines were met. All provinces joined, the last being
Quedbec in 1961. Complementary legislation was enacted to
provide for ambulatory and medical services: +the Medical
Careé Act, 1966 which was accepted by every province by 1971.
Health services funding is provided by federal and
provincial governments and, to a lesser extent, the consumer.
In Ontario, current expenditures are funded by Ottawa and
the province, through the agency of the Ontario Health
Insurance Plan (OHIP). Two-thirds of capital expenditure
is supported by the federal government. The ‘consumer'
is responsible for payments of dental fees, for drugs and
a small proportion of doctors' fees.
In 1977, 6.8 million residents of Ontario were

insured under the family plan and 1.5 million held single

certificates. OHIP expenditure amounted to $800 millions,



representing 21 percent of the total health spending by

the province. Hospitals incurred 53 percent, psychiatric
services 19 percent, extended care and rehabilitation

2 percent, but public health care only 1 percent. This low
spending on 'preventive maintenance' is causing concern.

In an attempt to encourage health maintenance, the former
Minister of Health and Welfare of Canada, M. Lalonde gave

leadership (1974) by creating the Participaction campaign

for personal fitness. He recognized significant problems,
which include an excessive rate of cost escalation; over-
emphasis on hospital construction to the detriment of other
needed health care facilities; paucity of facilities in
rural and isolated locations; life style deficiencies due
to our mode of living, and demands upon high cost
supplementary services; and cost-sharing arrangements
between federal and provincial governments, which encourage
the use of physicians and of acute-treatment hospitals.

The impact of health care upon the economy was of
concern to American writers two decades ago. Dubos
(1961331-32) declared that:

the modern American . . . claims the highest

standard of living in the world, but ten

percent of his income must go for medical

care, and he cannot build hospitals fast

enough to accomodate the sick. He is

encouraged to believe that money can create

drugs for the cure of disease, but he makes

no worth-while effort to recognize, let

alone correct, the mismanagements of his

everyday life that contribute to the high
incidence of these conditions . . ..



Information relating to the growth of institutions

is given by the University of Minnesota (1976:13):

In 1875 there were fewer than 200 hospitals
in the USA and only 35,000 hospital beds.
Rapid advances in the medical sciences,
together with a tremendous rise in utiliza-
tion of services, created a demand for
greatly expanded and improved facilities

s ¢« o by 1975 the number of hospitals had
mushroomed to more than 7000 with 1.6
million beds . . .. ,

New types of programs and institutions
have been expanding. Community based
ambulatory mental health programs, rehabili-
tation centres, nursing homes ., . .. Health
care has become the third largest industry.

A data base for change

In North America, expenditure patterns can be
expressed by the words growth., Its rapidity is evidenced
by statisties showing that Canadian health expenditures
grew at an annual rate of 12 percent, and U.S. growth at
11 percent, between 1960 and 1971, Canadians spent 7.1
percent and Americans 7.6 percent of their respective gross
national products in that year; of total health outlays,
51 and 42 percent respectively was upon hospital care.
Between 1977 and 1978, American health care expenditure
grew still faster than the G.N.P. For the year ended
September 30, 1977 the proportion was 8.8 percent for a
total of $163 billion, or $737 per person. The hospital
proportion was slightly reduced being 40 percent of the
health outlay. Whereas in Canada the proportion of

government expenditures on defence (for example) fell from



21.5 percent to 4.0 percent between 1956 and 1976; that
spent on health increased from 5 percent to 12.6 percent
during that same period.

Statistics are not available concerning much of the
change described in this research, since its impact is not
yet overt., This section attempts to give some indication
of the size of the health sector, with comparisons between
components,

Table 1 shows both the proportional distribution
and trends in personal spending upon health care in Canada
(per capita), with actual dollar values displayed in
Table 2.

Fifty-four percent of the Ministry of Health budget
assisted in the operation of the 236 hospitals. Average
per diem costs in 1975 were $120, of which nursing services
absorbed $41.65 (35 percent), general administration $15.66
(13 percent), dietary services $9.17 (8 percent), medical
records and library $10.10 (8 percent), laboratory, ECG
and EEG $8.28 (7 percent), operations and maintenance $6.71
(6 percent), medical and surgical supplies and drugs $6.47
(5 percent), and radiology $4.57 (4 percent). There is
high variability between different categories of hospitals,

as shown in Table 3.



TABLE 1

PERSONAL HEALTH CARE EXPENDITURE IN CANADA
SELECTED YEARS 1953-1971
$ per capita

General and

Allied Special Other Prescription
Year Hospitals Hospitals M.D. D.D.S. Drugs Total
1953 18.89 8.32 11.90 4,08 3.29 46.47
1958 27.07 10,44 17.64 5.30 6.58 67.03
1963 47,97 13.98 23.91 7.22 8.53 101.61
1968 86. 35 20,67 38.02 10.31 14,34 169,69

1971 120,15 25.82 57.24 13.84 19.56 236,61

Source: Statistics Canada, adapted

TABLE 2

PERSONAL HEALTH CARE EXPENDITURE IN CANADA
IN CURRENT DOLLARS
$ millions

1962 1965 1968 1971 1974 1976

Medical care 620 790 961 533 726 1031
Hospital care 188 225 283 1338 396 430
Drugs, sundries 356 461 602 667 1074 1433
Other 37 40 56 80 208 316

All medical care and
health services 1201 1516 1902 1618 2404 3210

Percentage of total
personal expenditure L.y 4,5 .4 2.9 2.9 2.9

Sources National Income and Expenditure Accounts
1962-76. Ottawa: Statistics Canada, 1977.



TABLE 3

ONTARIO PUBLIC HOSPITALS
OPERATING EXPENDITURE PER PATIENT DAY

1975 1976

All public hospitals $109.65 $124 .49
Full teaching hospitals 148. 32 182.19
Extended care ki, 95 52.33
Pediatric 222.49 316.26

Convalescent 58.17 83.52

Sourcei Ministry of Health, Ontario: Annual
Reports, 1976 and 1977.

In the U.S.A. as in Canada, massive increases in
expenditure have occurred. 1In 1929, total health spending
was $3.6 billion, of which 13 percent came from public
funds. By 1976 the figures were $139.3 billions, with
42 percent from federal, state and local government funds.
Labour costs form a high proportion of health care costs,
especially in hospitals. In 1977 community hospital costs
were $30 billion for manpower and $22.6 billion ‘'other’
costs. There were 2,221,000 full-time and 678,000 part-
time employees responsible for the average bed complement
of 945,000, 1In Canada there are 280,000 full-time and
60,000 part-time employees to serve the 1390 hospitals.
These totals include 16,000 general practitioners, 11,500
pharmacists, and 1,700 optometrists among others. Hospitals
employ 3.5 percent of the entire labour force.

Bennett and Krasny (1977:5) have queried whether

our present concern with costs is justified:



Given the precious nature of health, it
could be argued that 7.2 percent of the
gross national product is small . . . a
recent Gallup poll showed that 84% of
Canadians rated health care as good value
for their tax dollars - a higher score
than that achieved by any other public
service.

However, these authors further wrote that:

Increased expenditures have not - and will
not - pay off in freedom from illness and
gains in Canadians' life expectancy. There
is little doubt that they will buy more
comfort, less pain, and more peace of mind.
_These intangibles do not appear in mortality
‘or sickness statistics . . . whether Canada
should be paying so heavily for convenience
and comfort is now being questioned, and
will be more so in the future as today's
financial squeeze moves in the direction of
becoming a genuine resources crunch,

A study of rates of change in expenditure was published by

Lefebvre (1977:7) using government statistics for 1975:

The operating expense of public general and
allied special hospitals has increased over
the past twenty years with an average annual
growth rate of 13.6 percent . . . the growth
rate is more revealing when compared to the
average annual rates of GNP (6.7%) and the
population (1.9%) . . . the operating expense
increased seven times as fast as the
population, and twice that of the GNP,

Messages of change

Change is a dominant feature of today's health care
system, and management is faced with challenging tasks to
meet and control these changes. External decision-makers

such as governments are generating continuous pressure



through budgetary allocation processes and new 1egislatipn
in particular. Health care services are in the vortex of
change, involved with the increasing tempo of scientific
and technological advances, The University of Michigan
faculty (n.d.:1) stressed changes which are taking place

between the various health service organizations:

. . . once clearcut distinctions between the
functions of public health departments,
hospitals, ambulatory care facilities and
other community health agencies are now
blurred. Increased attention and concern
over accessibility and costs of health care
services have generated new directions in
the health care field, including increased
governmental and consumer activity, the
monitoring of health services, and health
Planning.

Changes taking place reflect a funda-
mental shift in social philosophy.
Development of integrated, comprehensive
health care organizations, coupled with
broader insurance protection, is based
upon the principle that high quality health
care should be available to all. Playing
an increasingly important role in achieving
this goal is the health services admini-
strator.

The end purpose of health administration has also changed.
Whereas the objectives of medical services have formerly
been upon administration of the curative sciences, the new
attitudes now emphasize the positive aspects of health
protection. Conditions must be created in which the

healthy individual will be the norm.

The Report of the Commission on Education for

Health Administration (1975:19) (the Dixon Report) observed

that "health and medical care in the United States has been



10

characterized by pluralism, fragmentation, and lack of
coordination®”. A positive feature, however, is that:

Change is occurring within all components

of the health and medical care system, and

in the ways they relate to each other . . ..

Users have become vocal about long standing

inequities in the operation of the system.

In response, governments have increased

their manipulation and control of various

aspects of the system. This interaction

has been piecemeal and erratic, and in some

cases has contributed to the system's problems,

rather than alleviating them.

It is interesting that the U.S. public strongly
approve high spending on health. An investigation
discovered that the three high areas of concern of the
public, for which spending was recommended were crime
prevention, drug abuse, and health maintenance. President
Carter presented proposals on health insurance to Congress
in September 1978. Two possible packages were discussed in
Newsweek (1978). The Long, Ribicoff and Waggoner proposals:

Catastrophic Health Insurance Act would cover expenses

above $2000 per family annually and would involve $16
billion each year above the present Federal spending of

$60 billion. The Kennedy Health Security Act would be

total insurance, using tax revenues, costing $130 billion
above the present expenditure. This latter would create
massive management pressures, and react upon the educational
system, Actual proposals by Carter were vague; details of
a full scheme are 'delayed until 1979, giving time for the

development of alternative plans. In the words of
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Iglehart (1978:17):

unlike his 1976 call for a universal and
comprehensive plan, with only passing regard
for its cost, Carter's principles reflect a
very cautious approach toward a national
health plan, the kind one might expect from
a chief executive who has been attacked
repeatedly for introducing too many costly
proposals ., . . he did not relinquish that
dream ., ., . of national health insurance -
that more care can be provided for little
more money.

The need for managers

The Department of Health, Education and Welfare,
Washington, estimates that the U.S. health system needs
40,000 persons with graduate education to fill positions
in health administration; there are at present 5 million
workers engaged in health service occupations. The
Organization for Economic Cooperation and Development

(0.E.C.D.), (1974:9-10) wrote:

In the last decade, a new set of pressures
has come to bear on health care and educa-
tion. Emanating from citizens, professionals
and government leaders alike, they call for
changes in the present system, especially for:

improved access to health care in
terms of time, distance and finances;

improved quality of health care, in
technical and personal terms;

moredeffective control of expenditures;
an

greater cost-effectiveness in these
gargantuan systems,

The 0.E.C.D. study recognized that most countries

are attempting to encourage comprehensive and community-



12

based primary health care and to reduce dependence upon
hospital and inpatient care.

Ray Brown (1973:12) of North-Western University,
Chicago, noted that this new emphasis "has caught the health
care system short, both quantitatively and qualitatively, of
management resources.” The pattern established during this
century has been for specialized institutions educating
professionals for their own expertise: doctors, nurses,
physiotherapists and others. O0.E.C.D. called upon the
education system to reorganize itself, to ensure that
students in all health professions become acquainted with
community health care as well as hospital practice. The
study continued: "Unfortunately, despite exhortations and
successful experiments, more than ninety percent of educa-
tion for the health professions remains deeply rooted in
hospitals."” Graduates must acquire more than basic skills;
they must be given the professional attitudes whereby they
will be encouraged to grow in their career, and accept
changes of pace and direction in an efficient manner. They
must function both as policy-makers and as executives; both
are needed as the demand for community health care programs
increases,

R.G. Evans, in Andreopoulos (1975:153-4) saw
problems in evaluating managerial efficiency:

The limited possibilities of comparison across

hospitals with existing data make confident

identification of ‘'good' and ‘'bad' management
impossible . . . the administrator may not
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have much discretion. Attention shifts to
ways of reducing hospital utilization by
providing institutional alternatives such as
convalescent care, day surgery, home care;

by shifting medical practice away from fee

for service and toward salaried group practice
. « « Or simply closing beds.

American government statistics showed that in 1972
50-60,000 persons held executive positions in the health
system, 32 percent in hospitals, 35 percent in nursing
homes, 18 percent in voluntary health agencies, 1l percent
in public health agencies and 4 percent in clinic manage-
ment, third party plan offices etc, The Dixon Commission
estimated that fewer than one in four had undergraduate or
graduate education in health administration; most graduates
were employed by hospitals or public health agencies.

McLeish and Nightingale (1973:5) studied the issue
of changes in manpower needs,for the Department of Health
and Welfare, Ottawa. They identified five factors affecting
manpower in this decade:

(a) new forms of hospital care leading to reduced
demand for hospital staff. These include
increases in shared services (group purchasing,
for example); reduction in the acute bed-ratio;
increased emphasis on extended care;

(b) need for regional coordinators, directors of
public health and other regional executives.

"The desire to produce more efficiently

operating large-scale health divisions will

prove irresistable”;

(c) community health centres, each managed by a
Health Service Executive, will probably be
established, to provide a comprehensive and
mobile first contact service, yet guaranteeing

expert and efficient hospital care within
reasonable proximity;
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(d) the popularity of group medical practice will
increase, leading to further demand for health
service executives and business managers; and

(e) natural attrition and emigration will cause
fluidities. In the next ten to fifteen years,
over half the larger hospitals in Ontario
will be losing their administrators through
retirement.

R.F. White (1977:3) emphasized the need "to
recognize that there are some important differences between
health services administration in Canada and its counterpart
in either the U.S.A. or Europe. Since the nature of the
health services system in this country lies somewhere in
between that of the U.K. and the U.S.A., there are aspects
of the preparation of administrators to serve in it which
should be different from what is required for those other
health systems”. He realised that experiences of other
countries should be taken into consideration, to be used
when beneficial,

The University of Toronto, Ontario Health Admini-
strator Survey (op.cit) supplied lists of ‘'administrative’
level occupations, which serve to illustrate the wide range
of tasks for which educationalists must prepare entrants to
the health services profession. In hospitals the survey
listed Administrator (or chief executive officer or execu-
tive director); subordinates and administrative assistants;
medical, nursing and personnel directors; managers of

business office, pharmacy and laboratories. Managers in the

Ministry of Health include the Minister, deputies and assis-

tant deputy ministers; directors; consultants; coordinators,
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In the local Health Unit are the medical officer of health;

deputy and assistants. Similarly there are managers with
various titles in nursing homes; consulting firms; district
health councils; extended care institutions and professional
associations, The variety of employments, coupled with the
major impact of health expenditure, combine to give
relevance to any study of the efficacy of health administra-
tion education programs.

The need for qualified managers 'in the middle' has
been recognized for many years by industry, though the
majority still are lacking formal education in management.
Needs for health administration education at this level are

urgent. According to Sangamon State University (1976:1):

. « . managerial responsibilities in health
related organizations cannot continue to be
met solely by top level administrators,
regardless of their level of competency;
middle management personnel must increasingly
be relied upon to effectively allocate and
manage scarce resources in an exceedingly
complex multi-organizational environment . . .
There is a growing need for the general
public to become both more knowledgeable of,
and more responsibly involved in, the process
of making health service providers aware of
the areas of public accountability they will
be expected to satisfy . . . if personnel
working within the system are unaware of
system strengths and weaknesses the chances
of effecting constructive change are minimal
indeed.

Problems of education for health administration

There is need for competent, imaginative and

responsible leadership in health administration, although
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published attacks on the quality of current management are

rare. One notable exception was by Bellin (1977:2):

At no time in the history of modern health
administration has so large a percentage of
practicing administrators demonstrated an
inability to cope successfully with their
professional responsibilities., They blame
the bitterness of inflation..the rapacious-
ness of the unions,.the financial overrun of
costly diagnostic and therapeutic gadgetry..
the social obtuseness of physicians,.the
Utopian expectations of the American con-
sumer of health care..the demagoguery of
community groups..the comparatively low
priority of health., Indeed, they blame
everything and everybody but themselves.

It is time to call into question the
quality of many practicing health admini-
strators in voluntary, proprietary and
public hospitals.

Bellin continued:

The atmosphere is conducive to the production
and retention of a new breed of health
administrator. And what of the o0ld breed who
yearns for the halcyon days of yesteryear
when fiscal resources were abundant and never
threatened to dry up? Well, whatever happened
to those fish that failed to achieve the
amphibian state when the local waters of the
earth did in fact begin to dry up?

There are dangers in excessive vocational emphasis,
and programs in Canada have made major strides in adjusting
the balance between vocational and graduate education, by
strengthening academic content when there is a danger of
too great vocational orientation. An extreme view is that

of Hutchins (1936:43): "it deprives the university of its

only excuse for existence, which is to provide a haven where
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the search for truth may go on unhampered by utility or the
pressure for ‘'results’',”
Dalston (1973:206) wrote, concerning long-term

care administration, that:

notwithstanding the recent flurry of
activity by universities and colleges in
this area, the major response needed of
educational institutions to this challenge
remains yet to be seen. Provision of
skilled and appropriately educated admini-
strators for the 20,000 long-term care
institutions in the United States
represents a challenging goal...problems
in accreditation, reimbursement, Medicare,
apathy of private medicine, lack of
trained managers, poor public image, the
staggering load of 20-25 million elderly
persons . . . all bespeak the need for
educational programs designed to quickly
and markedly upgrade the administrative
expertise.,..to educators, it means we must
plan, organize, assemble resources and
implement programs to meet this challenge.

Regular programs of study need to be altered to
meet irregular requirements and to produce unusual gradu-
ates. Such alterations may be expensive, and academics are
often reluctant to undertake major modifications.

Not all employers are enthusiatic about recent
emphasis upon education for specific aspects of health
administration. McCool (1975:67) wrote that:

business administrators, third party

reimbursement agencies and others..regard

recent enthusiasm for more education

skeptically., They question the intended

outcome, With that type of organizational

change or innovation will such education

correlate? Will criteria be established
to measure the achievement of its goals?
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Are the most cost effective teaching
mechanisms being employed? Do teachers
have the proper credentials and expertise?
Conversely, Shepperd (1976:453) was disturbed by the
generally low level of awareness:
Many laymen seem to believe that physicians,
dentists and nurses are trained in their
professional schools to be administrators.
It is also a common misconception that
persons with business administration back-
grounds do not need to enhance their
knowledge of health affairs . . .. Admini-
strators themselves may feel the need for
further training, but they face other
barriers in obtaining it - no nearby
educational institution, an inadequate
educational background, no personal

priority for education, lack of financial
support, or an unstable work situation.

Summary

In simple terms the problem studied in this thesis
concerns the creation of a nationally oriented health
administration education program. In complex terms, it
deals with the response to a varied series of demands which
rapidly changing environments have thrust upon managers and
educators. Differences between health institutions and
commercial organizations are of sufficient degree to warrant
particular attention. The impact of science and technology,
medical developments and public demand for better care, have
strained managerial competencies. Further, the growth of
sedentary occupations, greater human stress, and the apparent
preference by many for curative measures rather: than

prevention, have increased the burdens of institutional
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management. In addition, health professionals are often
reluctant to assume managerial responsibilities, consider-
ing them uninteresting and beyond their training.

It is held by the researcher that there is great
need for capable administrators, and that those at present
employed need satisfactory educational programs to assist
them to cope with change.

Important issues have been raised in this chapter,
which will be discussed in detail subsequently. It is now
necessary to define and explore the meaning of
‘administration’' and specifically 'health services
administration', before proceeding to examine present

university degree programs.



CHAPTER TWO

THE NATURE OF HEALTH SERVICES ADMINISTRATION

The Administrator

This section of the thesis explores administration

both as a term and as an occupation, in order to enable a
clear definition to be made concerning the scope and content
of health services administration.

There is no universally accepted definition; indeed
those responsibilities in the commercial sector known as

managerial, are usually undertaken by the administrator of

health institutions. McFarland (1964:10) explained that
"the distinction to be made between the two terms admini-

stration and management, if any, is that administration

refers to the determination of major aims and policies,
whereas management refers to the carrying out of operations
designed to accomplish the aims and effectuate the policies."
Administrators cannot rely on predetermined job
descriptions. Berman (1975) recognized that "the role an
administrator usually plays depends on the personal and
intellectual capacities of the individual, the receptivity
of the institutional environment to his or her planning and
objectives, the degree of accountability and the amount of

responsibility given . . ..
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There are several approaches towards a definition
of management., One, exemplified by H.A. Simon considers
decision-making and direction of activities as key
components., He wrote (Simon, 1976:246):

we see then that the work of the admini-

strator involves (1) decisions about the

organization structure and (2) the broader

decisions as to the content of the

organization's work. Decisions of neither

type can rest entirely or even primarily

upon a knowledge of or facility with

administrative theory. The former must

be firmly grounded in the organization's

technology. The latter requires in

addition (a) a thorough appreciation of

the theory of efficiency and (b) a know-

ledge of those aspects of the social

sciences which are relevant to the

broader purposes of the organization.

Simon observed that requirement (b) casts grave
doubt on the possibility of developing administrative
ability apart from subject matter competence, except at the
very highest levels in the hierarchy. Effective training
of administrators lies not in the narrow field of admini-
stration theory, but in the broad field of the social
services generally.

Early concepts of management included those of the
‘human engineers', who developed a structural theory of
administration based upon the benefits of division of labour,
together with a hierarchy organized to coordinate clearly
defined functions. Management should take responsibility
for planning work and making its performance physically

possible. Managers should be trained to apply scientific
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principles, such as management by exception, and the use of
standards as measures for comparison and control. The work
of F.W. Taylor, the Gilbreths, Urwick, Gantt and others has
led to the industrial engineering movement of the post-war

years, and management science today.

Another approach deals with theories of human group
behaviour, Stemming from the work of Follett, Mayo, Argyris,
Maslow and others, there is agreement that management must
recognize the social process, whereby workers are understood
as people and as individuals. Conflicts between process
and structural attitudes to management have been extensive,
and are not yet resolved. Follett, in her best known work,

Creative Experience (1924) stressed the interaction factor

in human relationships. Best results are achieved when
differences are resolved through conferences and cooperation;
by an understanding of diverse viewpoints and combination

of those viewpoints to attain a common objective. She
emphasized the necessity of continuing involvement, not

ad hoc meetings. Mayo (1933) was the director of extensive
studies at the Hawthorne plant of the Western Electric
Company, Chicago. Results seemed to indicate the inadequacy
of a theory of administration that was primarily economic
and mechanistic. Following studies of the effect of changes
in the environment upon workers, it became apparent that
social factors have greater influence on productivity than
do physical working conditions. While wages and working

conditions are of importance to the worker, they rank
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second to what Mayo termed "a method of living in a social
relationship."”

It may be that the massive dimensions and size of
variables of human attitudes and behaviours will defeat the
theorists. Depending upon prevailing economic and political
conditions, administrators seem to respond by adjusting
their attitudes and behaviours post hoc. These responses
are not always relevant, but it is unreasonable to expect
alternative approaches when managers are forced to rely on
hunch and ingenuity, and upon trial and error. The new
sciences that are creating revised ideas of man and his
behaviour were listed by Gulick (1975:265) and include
modern biology, anthropology, ethnology, ecology, sociology,
genetics, psychology, psychoanalysis and political science.
He observed that "most of the stereotypes and shadows of
'man’ have receded into the past during this half
century. Is it any wonder that public administration
education has faced, and still faces, problems of adaptation?”

A further approach to administration is that which
considers the organization as a system, or set of inter-
related and interdependent parts forming a complex whole,
This concept has become increasingly discussed since the
1940's, due to rapid expansion of productive organizations,
and needs for immediate solutions to unstructured problems.
Such developments as cybernetics (control systems), informa-
tion theory and operations research, coupled with high

speed data processing, have given an aura of certainty and
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decisiveness to management planning and control which is
perhaps not yet warranted. To treat the organization as
though it were a biological entity is appealing, but
realization of our ignorance of the working of a single
human body should alert the systems designer to the dangers
of transferring that lack of knowledge to the organizational
environment. However, there is value in the attitude which
focuses on the whole, parts, and relationships among the
parts. Kimbrough and Nunnery (1976:83) believe that "as a
way of thinking, the systems nmovement is of great value to
the practicing administrator . . who will be goal oriented;
will examine the context of problems faced; will be aware

of the dynamic interrelations among groups, events and
ideas; will seek feedback; will examine various alternatives

and will be cognizant of possible long-range impacts."”

Basic management processes

Whichever approach to management is favoured, there
is common agreement that the administrator is involved in
some or all of certain specific activities. These are
jdentified by an effective acronym based upon the work of
Henri Fayol (1916, trans. 1949), developed by Gulick and
Urwick (1937:13): PODSCORB, to describe the job of the
President of the United States:

Planning: deciding in broad outline those

matters which will need attention, and methods

required to attain the goals set before the
enterprise.
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Organizing: developing the formal structure
of authority through which work divisions
are arranged, defined and coordinated for
the objective. This deals with the acquisi-
tion and positioning of manpower resources,
departmentation, delegation, line and staff
etc.

Directing: making decisions, embodying them
in specific and general orders and instruc-
tions. This function is also people oriented
and involves employee motivation, leadership
and supervision.

Staffing: the personnel function.

Coordinatings:s interrelating all aspects of
the task.

Reporting: keeping informed those to whom

the executive is responsible, as to events

occurring. This involves records,

communication methods, research and

planning.

Budgeting: including fiscal planning,

accounting, costs and control.

Although PODSCORB has been superseded, it still seems to be
an accurate description of the tasks of managing today.

All managers are involved to a greater or lesser
extent in each element - depending upon the level that the
administrator occupies in the hierarchy. Thus, the planning
component is at its maximum when undertaken by senior
administrators; reporting and staffing may be important at
every level,

Investigators have studied the activities of managers
and find it difficult to identify and categorize. An
important part of the managerial decision making process is

that of problem definition under conditions of unclear

alternatives and hazy consequences. It often appears that
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choices are made to satisfy immediate and pressing demands,

accepting the pis-aller which involves satisficing rather
than optimizing. Mintzberg (1973a:10) saw the manager's
job as being one of 'programming', which involves the design
and modification of procedures to be implemented by
subordinates., Acceptance of the facts of daily administra-
tive time scheduling does not prevent writers such as Goode
(1973:30) urging the manager to avoid ad hoc actions: "it
is recognized that in most decisions political and emotional
considerations are generously mixed with rationality. It
does mean, however, that rationality should be maximized
whenever possible and the rational elements of the environ-
ment must be cultivated by the educational manager."”
Whether management is an art or a science, every
administrator must acquire expertise and understanding to
enable him to perform his duties. Skills of three broad
categories are involved, namely technical, human and
conceptual. Technical skills are developed by on-the-job
learning and through specific related courses and training.
Included would be basic¢ management processes such as
communication, delegation and negotiation. Human skills
are acquired through involvement with work groups, and
include leadership and motivation. Conceptual skills require
an understanding of the enterprise, both within the legal
framework, and beyond - the industry, competitors and the
general public., These skills relate to the system, goals

and objectives, and policy.
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The Administrator of health institutions

As in the commercial sector, there is need for
management skills and aptitudes in hospitals, government
departments, local health units, nursing homes, district
health councils, professional associations, group medical
practices, and educational institutions. It is unlikely
that definite roles will be established within any of these
occupational areas until the activities of the 'administrator’
per se are clarified. Recent and traditional spheres for
the health services manager have been to advise the
governing body (hospital board of trustees, for example)
and to execute their policies. The board is composed
primarily of interested lay-persons, but modern demands on
planning and policy-making skills render some board members
incompetent. In any case, policies are increasingly
originating from provincial Ministries, rendering the
administrator at the one time a Mr. Inside Man (relating to
the Board of Trustees) and a Mr. Outside Man (an agent of
the government). This in turn implies a value judgment
concerning priorities. Since the external relationships
are concerned with vital statistics such as global budgets,
there may be a lessening attention paid to internal
considerations, resulting in greater delegation.

A recent paper by Murray (1978:38) which evaluated
work by prominent investigators into the activities of the
chief executive officer of a health institution, concluded

that the work of Katz (1955) - which identified the
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technical, human and conceptual skills discussed earlier -
appears valid today "as a theoretical model for a better
understanding of management styles”. Murray explained

that recent pressures upon senior administrators emphasized
the type of behaviour closely related to conceptual skills;
and he commented: * ., it would seem that administra-
tion at all levels within health care corporations should
begin a process of self-analysis and reassessment of their
administrative strengths." The author perceived that

there might be improved administrative skills in consequence
of this process.

Few writers mention the need for a broad philosoph-
ical framework, but the value content of an occupation
should not be ignored. At its highest level, administration
provides the opportunities for individuals and the organiza-
tion to survive and flourish. Whereas basic principles of
management apply, the health administrator must additionally
deal with these concerns:

1) +the social and emotional nature of

personalized services provided by
health institutions; these imply
modification of the basic economic
motives recognized by many management
theorists;

2) the life and death crisis orientation
of certain services provided by the
health institutions; this leads to
uneconomic utilization of manpower
and equipment unless strictly super-

vised by management; and

3) the conflicting and confusing patterns
of interaction and authority which
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exist among the numerous and diverse
groups of personnel in health care
institutions.
There is no standard pattern for health institutions.
They range in size from equivalence to a corner retail
store, through to a size and capacity similar to that of a
large factory. In Canada most health institutions are not
profit motivated, and orientation is towards costs and
service., They reflect the standards, traditions and values
of the curative professions. In addition to group and
medical relationships, there is communication with compara-
tively unfamiliar bodies such as government departments.
This has led to the need for political competencies whereby
senior administrators attempt to match skills with civil
servants; it may be debated whether the energies thus
expended are of benefit to the institution.
That not all health administrators operate at this

level may be deduced from the comment by Stark, in the

Dixon Report (op.cit.:II, 234):

the present health services administrator

is seen as an individual with a limited
scope of responsibility, usually restricted
to technical and more routine tasks within
an institution or agency. He lacks an
entrepreneurial image altogether. 1In some
critical aspects of ongoing institutional 1life
he is excluded or instructed to refrain

from any direct interference or involvement
« « « the role of the hospital administrator
ranges between housekeeper and office bdboy
unless he happens to have an M.D. after his
name. Then he is generally thought to be
nmisusing his talent on administrative work.
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Health institutions are now complex, highly
technological, crisis oriented and excessively utilized.
The widening horizons of health care demand administrators
who have more desire to manage than do physicians forced
into the situation willynilly. R. Evans, in Kellogg
Foundation Paper (1978:101) identified major obstacles
which deter and distract the effective manager. These
include:

a) weak 'authority' over key operatives -

the medical staffs. Doctors' decisions
determine the quality of performance,
yet there is no central administrative
control of their activities;

b) lack of clear indicators of system
performance, for evaluation of managerial
quality; and

c) present emphasis upon efficiency at the
structure/process level rather than at
the entire system level. For example,
the number of patients occupying beds
at midnight is a vital statistic, whereas
little concern is shown for overall
quality of operation; this is a cause
of sub-optimization.

Health administrators, and especially those in
hospitals, are increasingly compelled to look outwards.
Budgetary decision-making is now provincial; labour-
management negotiations are taking place centrally, and
accreditation teams are despatched from the provincial
capital. The administrator of a large institution must be
a career diplomat, relying upon experts in many fields for
the internal smooth operation of his organization. These

powerful specialists include industrial engineers, personnel
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managers, architects, security staff, cost control account-
ants and lawyers. Administrators frequently are severely
cross-pressured in selecting from several alternatives for

decision purposes.

Health system control and Professionalism

Health institution control is vested in a board of
governors, but is exercised mainly by two groups: admini-
strators and the medical staff. This dichotomy leads to
conflict unless there is a realization that both share the
same objective: improved care of the patient. In 1510
Martin Luther, visiting Florence, wrote to the head of his

monastery:

The hospitals are built like palaces,
supplied with the best food and drink, and
tended by diligent servants and skilful
physicians, Beds are covered with clean
linen. When a patient is brought in, his
clothes are taken off and given to a notary
to keep honestly. Then they put on a white
bed gown and lay him between ¢lean sheets
and two physicians are brought at once.
Servants fetch food and drink in clean
glass vessels, and do not touch the food
even with a finger. Honourable matrons,
veiled, serve the poor all day long without
making their names known, and at evening
return home,

In contrast to that, the report of the public
inquiry into the Laurentian Hospital, Sudbury, Ontario
(Waisberg, 1976:12) included this finding:

« « « The corporate organization was neither

adequate nor legally set up for the purpose
of planning, constructing and equipping
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the hospital. No proper incorporating
by-laws for the functioning of the Board
were enacted. No legally constituted Board
of Directors was elected. The functional
organization for the administration of the
hospital was inadequate for purposes of
planning, constructing and equipping the
hospital,

Emergence of the administrator as a separate
professional stratum has been discussed and disputed by
many experts. At the one end are those who regard medically
trained staffs as too precious to waste on management
duties; at the other are those who recognize that finance,
personnel, records management, dietetics, housekeeping,
community relations, industrial negotiations and government
liaison, are activities which require skills and experience
not provided by clinical education. Hospitals have been
leaders in the use of non-medical administrators, and the
growth of other health institutions envisaged in the coming
decade will cause demands for equally specialized managers,

Bellin (1972:44) bvelieved that the difficulties
caused by two authorities in one institution, are solved:

the original ‘Kulturkampf'’ between M.D.'s

and non-M.D.'s is indisputably over . . .

the manager is now in victorious possession

of the administrative turf of most of the

major hospitals in the U.S. The education

that leads to the M.D. plus clinical

experiences unquestionably provide relevant

insights and technical knowledge. The only

valid question - does the M.D. who is

trained and experienced in health admini-

stration have a role for which he is

particularly qualified? Yes! He can

operate in areas of true 'health’' admini-
stration - to promulgate, monitor and
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enforce standards of health care. Admini-
strators themselves often administer very
little 'health'. More often they administer
‘health care personnel® - not the same thing.

It is not yet certain however, that the war is
over, At the 1978 annual conference of the Ontario Medical
Association, Dr. S. Klein urged that physicians should have
a stronger voice in running hospitals. Administrative
staffs have become too powerful and often make decisions
without physician input, or in spite of physician input,
The Minister of Health, Ontario promised to unsnarl some
red tape which doctors claim is a major reason for
dissatisfaction. He has requested that the 0.M.A. and
Ministry officials review administrative procedures and
report back with recommendations to minimize what physicians
see as harassment,

The third volume of the diaries of the present
British Prime Minister (Crossman, 1978) contains frank,
important revelations concerning his years as Secretary of
State for Social Services. One amusing (possibly poignant)
entry for 13 September 1968 reads:

Since each Regional Hospital Board has

£20 or £30 million a year to spend it

is important to get really efficient

administration, and they are struggling

to do so against a great deal of opposition

from consultants (medical specialists)

who are suspicious of the professional

administrator, and who fear that he will deny

them the freedom they enjoy at present.

Doctors seem to me very like difficult

mavericks., They behave a bit like dons at

universities (though dons are a good deal
more cunning).
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Debates and the literature on professionalism have
generated much heat, a little light, and copious quantities
of smoke., This researcher has been compelled to search the
literature, since both administrators and their educators
are interested in present and potential professional status.
This is especially important for the new generation since
many of them will be employed by institutions other than
hospitals.

Flexner (1915:904) wrote that:

professions involve essentially intellectual

operations with large individual responsi-

bility; they derive their raw material from

a science and learning; this material they

work up to a practical definite end; they

possess an educationally communicable

technique; they tend to self-organization;

they are becoming increasingly altruistic

in maturation.

There is no evidence that health administration is
a profession within that definition; but it may be possible
to provide at least the educational components that are
requisite.

Certain characteristics of professionalism may be
identified: a sense of identity incorporating shared
values and common role definitions, plus a common language
or vocabulary. There must be a system of replenishment
through regular selection, training and qualification.

Standards are derived from a body of specialized

knowledge: this may not yet apply to administration,

whose behaviour is interpreted by theorists rather than
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classified by taxonomists, Again, the professional
characterizes his relationships by affective neutrality;
the health administrator is, however, often involved with

the institution in an emotional manner. Professionals are

individuals, and are chartered following evidence of
satisfactory individual performance. Few health admini-
strators are qualified in this manner, though membership
in the Canadian College of Health Service Executives may
one day bestow that prestige.

The C.C.H.S.E. has now issued a policy statement
(in Contact, November 1978,1) concerning licensure,
Following a task force study, the recommendation is that
"licensure of senior managers is not advocated at this time".
This would seem to indicate that the issue of professionalism
is not yet at a decision stage, although a code of ethics
has been drawh up and adopted for members of the College
(Contact, October 1978,3).

In Britain, comments Shegog (1978:208), health
administrators do not impress observers as being a profes-
sional corps, ready to advise policy-makers on sensitive
issues such as allocating resources and directing manpower.
He cites the recurring criticism of health service manage-
ment, as proof that its image is not yet such as to con-
vince physicians and the public of its value to the health
systenm,

It is not difficult to identify those c¢areer

activities which contain professionals: the law, medicine,
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the clergy, and the military. Others are moving towards
such status: veterinary medicine, social work and pharmacy,
for example. Austin (1977:70-73, 97) considered that health
administration is moving toward professional status, and
cites many technical journals as evidence: those of the
American College of Hospital Administrators, the American
College of Clinic Managers, and others, He is of the
opinion that:s "health administrators will not be judged so
much by their individual activities, but rather by success
or lack of success in achieving effective action from the
many groups of people who work in or are served by the
organization.” Change is required: "what is needed is a
new kind of professionalism, which is broad in focus;
adaptive and ready to change; empathetic to the needs of
client and community. The focus must be on the development
of strong leaders who do not attempt to practice their
trade in a safe, value-free mode. Rather, they must
actively participate in the policy-making process and

attempt to influence.planning decisions in their communities.”

Perceived roles for Administrators

The PODSCORB definition of management function is
in effect repeated by the Dixon Commission: “health
administration is planning, organizing, directing, control-
ling, coordinating and evaluating the resources and pro-
cedures by which needs and demands for health and medical

care and a healthful environment are fulfilled by the
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provision of specific services to individual clients,
organizations and communities.” This is placed in a more
specific context by the National Staff Committee (1976),
which stated that general administration comprises the
essential staff dealing with problems common to all
organizations, because of the unique requirement for
efficient coordination of the many occupational skills
represented in health care: doctors, nurses, dentists,
pharmacists and opticians, among others. "It is no
exaggeration to state that competent and intelligent
administration may sometimes be a matter of life and death
in a service devoted to the health of millions of people.”
Characteristics of administrators change - though
gradually - as the problems facing them develop and alter.
When the major problems are budgetary, the institution is
accountant-oriented. 1In recent years, the American hospital
has become medical staff dominated to the extent of legal
liability cases. Most recently, the trend is to professional
administrators, reflecting growing concern with health care
costs, and increasing government involvement in the funding
process, Topical cost-cutting drives may damage health
care., Clark (1978) said that “"the cost of NHS administration
is, in fact, about six percent of its revenue expenditure -
a figure low enough to be envied by many industrial enter-
prises." She appealed for an end to the apparent ‘'witch-
hunt' to cut costs: "the function of management in the

health service is to enable patient care to happen. It
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does this by providing the system and the support services.
When there is no enabling, practice must suffer."”

Each administrator holds his own allocation of
priorities of tasks. Kooner (1972:361) amalgamated results
of two major investigations, those of Connors and Hutts

(1967) and Murray et al. (1967): Table 4.

TABLE 4
ADMINISTRATOR'S ALLOCATION OF
DUTIES
Connors & Hutts Murray
Activity . Teaching Hospital General Hospital
% of time % of time
Planning 25.8 25.5
Directing and Coordinating 4,5 24,6
Extra-mural 36.9 20.9
Personal 3.4 11.8
Controlling 16.5 11.4
Organizing, operating 12,9 5.8
100.0 100,0

This researcher applied a correlation test to these values.
The Pearson r of 0.337 gave a t value of 0.716 (4 degrees
of freedom). Tabular values support the hypothesis that
there is no real association between the data sets. Given
the wide range of duties encompassed by hospital admini-
strators, and vagueness of definitions, it is not surprising
that lack of agreement is found. A more recent study by
McQueen (1974131, 41) concerned 796 Canadian administrators:

488 employed by hospitals, 149 in nursing homes, 47 working
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in health care association management, 46 in local health
units, 44 employed by governments, 17 as consultants and

four in district health councils. Again, analysis showed
significant divergence between major responsibilities within
these occupational categories., Hospital managers and associ-
ation executives spend their time attending meetings within
the institution; planning goals, policies and courses of
action occupy much time in hospitals, government local health
units and consulting firms. Nursing home executives indi-
cated that directing and advising subbrdinates were high
level activities (third in hospital ranking), as they were

in local health units. The latter regarded liaison with
government agencies as important, but this occupation was

not of significance to other managers. Among other duties
included were attendance at meetings, epidemiological
studies, investigation of complaints, and evaluation of
overall performance of the organization.

The three studies show that any classification of
health administration activities must take into account
these different levels of ranking between organizations.
Mintzberg (1973b) described the ten basic roles of the
administrator, with detailed comparisons between health
institutions. 1In brief the roles are:

Interpersonal: (i) the figurehead - ceremonial
and symbolic.

(ii) 1leader - to bring the needs
of subordinates into accord
with those of the organiza-
tion.
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(iii) 1liaison - community leader-
ship.

Informational: (iv) monitor - to seek and receive
information.

(v) disseminator - to share
information.

(vi) spokesman - inform and explain
to outsiders. '

Decisional: (vii) entrepreneur - seek change,
problems and opportunities.

(viii) disturbance handler.

(ix) resource allocator to
distribute budgets, and

(x) negotiator.

His findings were that hospital administrators rate most
highly their roles as entrepreneur, leader, monitor, resource
allocator and disturbance handler. Health clinic managers
order their roles in this sequence: leader, entrepreneur,
monitor, negotiator, resource allocator and liaison officer.

In Canadian institutions, the above general analysis
may apply:; in addition there are differences caused by
distance from urban centres, and due to the rather greater
provincial control over health management - particularly
budgetary.

Leadership is a responsibility held at every level
of management. Great variety of backgrounds, and differences
of motivation are found in the 'typical®’ health institution,
The administrator must lead highly skilled scientists,
clerical workers, trained nurses, volunteers, boards of

trustees and the unskilled; he must motivate the patients
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and satisfy critics, government agencies and the media.
Leininger (1974:31) wrote concerning the leadership aspects
of nursing. They need considerable awareness of politics,
economics, social policy, normative values and management
strategies and processes. She advised that:

New strategies and creative plans must be

considered to meet the demand for nurse

leaders who can function effectively in

the present confrontation - negotiation

era. Today, leadership success is

contingent upon . . . the political,

p8ychosocial and cultural context in which

different styles of leadership may gain

expression or suppression in different

types of institutional settings.

A developing role, mentioned earlier, is that of
institutional representative to a wider outside community.
Forrest, Johnson and Mosher (1976:434) wrote that: “"Hospital
administration structures seem to be evolving toward a
closer resemblance to the corporate model, with the chief
executive officer primarily playing the role of community
outreach agent, planner, and reactor to governmental agencies
and regulations.” These substantial duties serve to
emphasize the need for strong delegation and relaxation of
daily contacts, The authors suggested that there might
be developed a division between the Administrator and a
Chief Operating Officer, the latter focussing on the internal
operations of the health centre,

Students of the massive British N.H.S. have noted
that the three main tasks of management - planning,

programming and execution - appear to have been allocated
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to senior, middle and first line management, in that
sequence. This is damaging to effective organization, since
managers at each level must perform all three tasks. Duties
are now given to middle level administrators formerly the
sole responsibility of senior staffs; this permits top
executives to fulfil their role of negotiator and outside

representative more adequately.

Summary
Educational planners require both a clear understand-

ing of the duties and responsibilities of administrators,
and realization that each level of the hierarchy needs
formal education, in order that appropriate educational
systems should be developed. An attempt has been made to
describe the complex functions of the administrator, with
appropriate alterations and modifications needed for health

management.

MacEachern (1969:111-112) declared that his ideal

would be;

well endowed with infinite tact and diplomacy,
have firmness tempered with consideration for
the weakness of others, be an organizer, a
leader in the community as well as in the
institution, possess ideals and broad vision,
a sense of responsibility of his position

and the seriousness of his work, but tempered
by a sense of humour, be absolutely honour-
able and just, be a judge of human nature, be
industrious and interested in his work, have
administrative ability . . . be a man of broad
education, an educator, a man of business
ability . . . able to work with others.
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Each contributor quoted above has added some depth
and dimension to the objective of defining administration,
and identifying the many duties of the health service
administrator., The educational researcher is more easily
able to place current educational systems in perspective,
the better to identify those which have continuing relevance;
those which have become redundant or superfluous, and those
which may be regarded as necessary but are not yet access-

ible to the health administration student.



CHAPTER THREE

DEGREE PROGRAMS OFFERED: 1979

In Canada at the present time, five universities
are offering higher level degrees in health administration,
with a 1977 overall registration of 162 students; and two
are providing baccalaureate education. This chapter dbriefly
describes selected programs in Canada, the U.S.A. and over-
seas; the objective is to discover those needs that are
being met, to facilitate an evaluation later of unmet needs.
It is difficult to appraise the extent of needs,
unless a procedure is also available to measure the effective-
ness of current programs. Investigations into the literature
have not uncovered evidence that suitable evaluation
procedures exist. Subjective judgments are published, as
for example that of Boissoneau (1975:22) who declared that
“the future appears bleak for the individual who wants to
devote a career to hospital administration without spending
the time, effort, and money to earn a degree from one of
the graduate or undergraduate programs in the field®™. By
itself, this would merely stress the advantages of current
degrees. He continues, however by explaining thats “no
conclusive evidence is available indicating the superiority

of program graduates®. It may be necessary to reconsider
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the structure of Canadian health administration education;

this chapter provides the foundations for that examination.

Philosophies, goals and objectives

Many universities describe their philosophies and
objectives in calendar statements and announcements. The"

graduate program at Arizona State University is designed in

the belief that health service administrators:

share with their business colleagues a
common need for managerial skills character-
istically required to administer most
organizational enterprises. Beyond this
commonality, however, lies a critically
unique imperative - the professional growth
of health service administration must be
patient-oriented as well as management-
oriented. As program students sharpen
their problem-solving and decision-making
tools, so too must they develop special
abilities to enhance the quality of patient
care through responsive, concerned and
creative administration. Hopefully, this
program will engender within its students
an appreciation for the crucially important
dictates of patient centered management.

Measurable objectives should be specified, to
boost and supplement educational goals. This activity
requires sophisticated curriculum designers. Scrutiny of
many calendars has uncovered little evidence that these
academics are involved at present.

A philosophy of health administration education has
been classified by McTernan and Hawkins (1972:156) as

comprising:s
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1) the search for unity - fitting different
disciplines together;

2) flexibility - the educational process is
the means to lead to the dual goal, of
providing education and training, and
satisfying rewarding careers; and

3) reasoning - such questions as: why a
four year degree? Why credit for this
course?

Stresses caused by rapid growth and change have
deterred many educationalists from developing philosophies
and statements of belief. Many do however communicate their

objectives, since these may be more easily amended as

conditions dictate. Ferris State College, Michigan has

advised applicants that:

the curriculum was developed to prepare men
and women to provide high quality managerial
expertise concurrently with an understanding
of the social value and humanistic function
of the enterprise. It is this blend of

solid business skills and basic social under-
standing which makes the health services
management graduate unique and necessary in
today's health services field . . . it is
designed to provide the essential educational
background and vocational skills required to
enter a mid-level management position within
the entire range of the health services
industry: hospitals, health maintenance
organizations, health centers, health related
government agencies, volunteer associations,
and the commercial/industrial sales field.

Another cdllege accented the middle-management

objective - Appalachian State University:

Although many of these men and women (with
backgrounds in business) enter graduate
schools to prepare for careers as top health
care managers, there continues to be a strong
need for health manpower trained in under-
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graduate schools of business for work at
‘middle management' levels. Their education
for hospitals, nursing homes, public health
agencies and related health facilities and
programs was recognized by Appalachian in
establishing the Office of Health Care
Management.

Many statements are concerned with specific employ-
ment opportunities at middle or upper executive levels, and

do not disguise the fact that their programs include courses

directly related to employment objectives. The University

of New South Wales is an example:

modern administration, if it is to be

effective, must draw heavily on the findings

of the social sciences, and of mathematics,

statistics and accountancy. The principles

of these, together with law and areas of

specific relevance to health services, are

integrated into a course designed to

contribute to the intellectual development

and decision making skill for a managerial

planning role.

Planners and curriculum designers must recognize
that "human behaviour is multidimensional, therefore
objectives, experiences and evaluational procedures also
need to be multidimensional® in the words of McTernan and
Hawkins (op.cit.:157). What do students need to know?
What aspects of knowledge are most valuable for what ends?
What manner of behavioural outcomes are desired? The
answers cannot be categorical, and there can be none at all
unless planners are experienced both in education and in
health administration.

An example of a course structured towards a specific
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student group, is that of the Nuffield Centre for Health

Services Studies, in the University of Leeds. Their

master's degree is designed to interest home and overseas
students who wish to understand the operation of a highly

centralized health service:

The growing social, political and economic
pressures for rationalization of medical
care and health promotion services are
leading inexorably to a greater involvement
in the funding, organization and delivery
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