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Why are the so-called systems of health care so noto-
riously difficult to manage? No country appears to be
satisfied with the current state of its system; almost
everywhere reforms are being contemplated, organ-
ized, or implemented, some in direct contradiction to
others. Each is claimed to make the system more re-
sponsive to user needs, yet most are really designed to
bring its component parts under control—particularly
financial control. Still, nothing fundamental ever
seems to change.

The obvious explanation is that this is one of the
most complex systems known to contemporary soci-
ety. Hospitals, in particular, are considered to be
extraordinarily complicated organizations. Yet when
considered one element at a fime, their complexity
seems to fall away. Put differently, even the most intri-
cate medical intervention, no matter how difficult to
execute, can be easily understood by the intelligent lay
person. True, a good deal of the technology of medi-
cine is “high.” But most of that is delivered in small,
disconnected applications. (Compare all this with the
operating processes of 2 nuclear power plant.) Why,
then, does everything become so convoluted when
these elements are embedded in an organizational con-
text, and these organirzations, in turn, are woven into a
social context? Why is-overall social control of this sys-
tem s0 enormously difficult to effect?
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We address these issues by introducing an inte-
grative framework designed to help sort out this
complexity. In our view, the “world” of health care
has, in fact, long been differentiated into four different
worlds—four sets of activities, four ways of organiz-
ing, four unreconciled mindsets. So long as thebe
remain disconnected, in our opinion nothing funda-
mental will change. Our intention here is not to pro-
pose definitive aOhlllOﬂS to these problems so much as
to promote a new mindset whereby they can more

easily be solved.

in Part [, we begin by identifying these four worlds,
discussing the Charactpnbtlcs of each, especialiy their
curferﬁnﬂa ion, and considering some of their dy-
namic 1emhonsh1ps Then in Pan I, we address the
fundamental management problems in the system,
and in so deing, seek to stimulate more creative dis-
cussion of possible salutions.

FOUR WORLDS

'C()n’*?idp}f first the so-called acute care institution,

he hospital. Management here is not one homoge-
nous process bt several, usually quite distinct from
one ancther.

We Lan 1dent1fv these by distinguishing where
mcmagcment is practiced. Some people manage pri-
maruv down, directly into the clinical operations—that

s, focusing on the treatment of patients. Others man-
age up, award those who control and/or fund the
instimﬁon-—ﬁtlate agencies, insurance companies, and
the like. ‘\rIuTPO\'er, some management is practiced
i, to units and people under clear control of the insti-
tution, while other management is practiced ouf, to
those mvolved with the institution but technically in-
dependent of its formal authority. Put these tom;ther
as in Figure 1, and vou end up with four quadrants of
activity in the hospital-—the four worlds to which we
have rpfeirnnd

In the bottorn left is the world of cure—formally that
of tﬁe medical community, which functions through
its arrangem ent of d’u@fs and cammlttees They man-

3 epppually by the nurses, who function

virn hiera rchy of authority, but also other
previde basic care. Since that connects
haspit«ll administration, nursmg and
! gement can be described as in but also
doun; d';n: infodusing on the delivery of patient services.

In the upper right is shown the world of control—
that of conventional administration—most decidedly
in, since the managers here are ostensibly responsible
for the entire institution, but also equally clearly up.
since they are also removed from direct involvement
in the operations.

Finally, in the upper left is the world of community,
formally represented by the trustees of the hospital, in-
formally by those people who volunteer their efforts to
it. They are neither directly connected to the hospital’s
operation nor personally beholden to its hierarchy—
they, in other words, are both up and out.

Cure, care, control, and community—physicians
whao look clinically down but act administratively out,
nurses who likewise look down but remain in, man-
agers who remain in but are forced to look largely up,
and trustees who remain out and look up. (We wish to
thank Kart Musch of the C3 Consulting firm in Hol-
land for providing us with the idea for the first three
of these four Cs.) The hospital ends up being not one
organization but four, as each part structures itself in
an independent way. Consider the words of an anes-
thetist during one of our interviews about his role in
open-heart surgery: “When we take the clamp off . . .
that is my moment. The shock can make the patient’s
heart arrest and I am standing over him, like John
Wayne, with a syringe in each hand, thinking ‘God 1
hate this bit!" But when I look back, I say ‘God I love
this bit!" because it's anxdety bul there is very immedi-
ate reward. The patlent arrested 20 minutes in total
but we got him back. I get a tremendous reward out of
that.” ’\To care, no conlml no community, just cure.

In particular, the system tends to rupture itself along
two lines, as shown in Figure 1. A horizontal cleavage
separates those who operate clinically, down into the
system, from those who do not, but instead work up out
of it, creating the “great divide” in health care. Under-
neath are those who respond to professional require-
ments as well as technological imperatives, while above
are those 5&1151t1ve to the needs for fiscal control. And a
vertical cleamgc separates those intimately connected to
the institution, stich as the nurses and the managers on
one side;: from I‘hose uwolved but not so formally com-
i itted, the phvsmlant; and the trustees, on the other.

Wow consider the overall system in society, to which
the same mattix can apply, simply bumped up one
Ievlm , 85 shn:)wn in Tlgure 2. Cme is 1eprecented by the

sefmewhai bé‘VOﬂd dlrect pubhc cr.mtml L1ke their
plivsicians, hospitals are not in the business of health
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FIGURE1
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care but of disease cure. Such care, shown on the lower
right, is in fact provided in society by a myriad of other
institutions and specialists {(often under the label of
“community care”): long-term mental and geriatric
hospitals, various home services, deliverers of “pri-
mary care,” such as general practitioners and commu-
nity health clinics, and other specialists, such as
dietitians and independent physiotherapists, as well as
the whole array of so-called “alternative” health serv-
ices, such as chiropractic, midwifery, naturopathy, and

acupuncture. All focus down to the direct delivery of
service to the public, and by the very nature of their
practice may be less isolated from the recipients (per-
haps explaining the label community care). In this
sense, they may be more “in” than the acute hospitals.

Control at the societal level comes under the re-
sponsibility of administrative agencies charged with
regulation of one sort or another, whether public
health authorities in state systems or insurance com-
panies in private ones. If the overall system can be
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FIGURE 2

FOUR WORLDS IN SOCIETY AT LARGE
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thought of as being managed at all, they come closest
to so doing. Like the managers of the hospitals, they
work above the services they are supposed to control,
but within the overall system of the health care.

Finally, at the society level community is repre-
sented by the elected pohhmans and advocacy as-well
as adv1sory groups of various kirils. They seek td ex-
ercise influence but neither from within the system’s
institutions nor by the direct delivery of their service—
in other words, like the hospital trustees, they are up
and oul.

Our main contention in this article is quite simple:
To the extent that these four remain as disconnected
worlds, in hospitals as well as society at large, the sys-
tem rightly called health care and disease cure will
continue to spiral out of confrol: Put differently. no

matter how necessary these divisions of labor may be,
in our view it is the associated divisions of organization
and of attitude, or mindset, that render the system un-
manageable.

Below we describe the disparate organization of
these four worlds, especially at the hospital level,
where they most clearly manifest themselves.

CURE

Putting physicians in the down but out quadrant in
no way is meant to imply that they are down and out!
Physicians see the hospital as the location of their
work if not specifically as their employer—as the say-
ing goes, they work /n the hospital but not for it. Yet
that work is directly and intimately connected to the
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hospital. For they are charged with effecting cure—
intervening to change the condition of the patient. This
is not to imply that physicians lack involvement in the
institution—many are obviously deeply devoted—but
that such involvement is not rooted in formal commit-
ment. (As someone once said of bacon and eggs, the
chicken may be involved, but the pig is committed!)

The word “intervention” (in fact, the French term
for surgical operation) is most appropriate, for the
physicians” involvement is inevitably intermittent,
unlike the nursing staff. They intervene with the pa-
tients in short, often scheduled bursts—in the oper-
ating rooms, in their offices, on clini¢ rounds—to
administer some sort of cure, for example toremovea
gallbladder or change a prescrlp’aon Then they de-
part, leaving most of the “care” of the patient to the
nursing staff. Thus “attending” physicians are really
“intervening” physicians.

Medical interventions can be considered in four
groups, which we call incursion, ingestion, manipulation,
and mediation. In colloquial terms, physicians can cut,
feed, touch, or talk to their patients. These are shown
along a continuum in Figure 3, toward the left of
which are the sharper, better defined, more radical as
well as more programmed forms of intervention,
while toward the right are those that require greater
degrees of interpretation. These alsoform a continuum
of intrusiveness: from the left, the first takes place

inside the body, as in surgery; the second passes a for-
eign substance into the body, as in medication or radia-
tion; the third happens on the body, as in the setting of

~adisplaced bone; and the last is verbally directed to the

body, as in psychotherapy or dietary advice.

In fact, however, conventional medical practitioners
seldom use manipulative techniques, at least for cure
(although they frequently touch to diagnose, and some-
times to express caring). Such practices are, in fact,
quite prevalent, but with a few exceptions, such as
childbirth and the setting of broken limbs, physicians
commonly leave them to other specialists, such as
physiotherapists, or to alternate community practition-
ers, such as chiropractors. (In England, the vast major-
ity of children are delivered by midwives, presumably
reflecting a belief that this is an experience to be sup-
ported by care rather than a disease in need of cure.)
Thus the medical profession seems systematically to es-
chew manipulatory kinds of interventions, perhaps be-
cause these cannot be taught scientifically. It is almost
as if touching for cure defines a practice as unscientific,
hence “alternate.” (One hospltal nursing director
quoted the phvsu:lans as using the word “scutwork”
for any cure that involved touching the patient. “Touch
has become a four letter word,” she told us.)

Smularly, cure by mediation, as in the example of
psychotherapy, is hardly considered main-line medi-
cine, especially in the acute hospitals. (For example,

FIGURE 3
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the vast majority of research in psychiatry is about in-
gestion, not mediation.) Miich of the mediation is in-
creasingly left to nurses, psychologlsts sacial workers,
dietitians, and the like (who, in the hospitals, are con-
sidered support personnel to medicine). Physicians
like to talk to their patients, to be sure, but hardlv with
the Sam€ care that they use to administer cure. (The
relative lack of attention to diet in medicine may be
the best example of this.) Thus medical intervention
focuses largely on incursion and ingestior, especially
in the acute hospitals, - where the most radical forms of
these can be carefully monitored and extensively sup-
ported. Hospitals do, of course, have their (mampula—
tive) physiotherapy departments and their (partly
mediative) psychiatric ones, but much of this kind of
treatment, as well as some of the milder forms of sur-
gery and medication, take place in the offices of com-

munity pracl titioners.

Al of this treatment is dispensed through a care-
fully controlled system of medical specialties, which
constitutes the organizing principle that most distin-
guishes the cure quadrant from the other three.
Nurms can certainly be specialized, and indeed are so
ul«:reasmgly, as can be managers as well, But in nei-
ther case are the specialized “silos” (to use a word cur-
rently populat in mandgﬁ'menﬂ taken as seriously as
in I’i“ed,lli, ine. Thus nurses retrain for new specialties
relatively easily, and managers frequently move from
gne hfpe of managenal ]ob in the hospital to another,
while physicians genrrallv specialize for life around
some bmiy organ, disease, or type of patient. {(Indeed,
some seem barely able to appreciate the work of their
colleagues in other specmltte‘a, let-alone that of the
nurses and managers.) What physicians do is climb
their uw‘n specialized hierarchies of ploﬁcmnﬂ and
professional status, whether thrnucrh clinjcal service
or pliblished research.

Considering cure at the societal level, we can pur-
site mu{h the same line r)f algument As already
m:rfed the acute care hospital is really an acule cure

1
Thua m?dzcal m terraentwn foauses
largely on incursion and ingestion,
weSpmmHy in the acute hObpltﬂZb, where
- the most radical forms of these can be
ciy ef elly momtm ed and extensively
smapmted

hospital, highly interventionist itself {if physicians do
their work in chunks of minutes or hours; then hospi-
tals do it in chunks of days—even in “day” surgery!)
and predisposed increasingly to the radical treat-
ments of incursion and ingestion. Like its own physi-
cians, the hospital can be described as down but
out—administering its cures directly but with prob-
lematic social control. Moreover, like the medical
community, the acute cure hospital has become in-
creasingly specialized, inclined to shed the simpler
and even more integrative forms of intervention to
community care.

CARE

It is especially the nursing units of the hospital that
are in and down—tightly committed to the institution
and deeply connected to its operations. And in con-
trast to the interventionist cures of the physicians, the
nurses provide care on a rather continuous basis.

Above all, the nurses run the wards, where they
seek to coordinate the complex workflows. That is
their organizing principle, although they too have
their chimneys, like the physicians, and their hierar-
chies, like the managers. Somehow the comings and
goings of all sorts of people around the patient must
be coordinated—residents, interns, and specialized
“attending” physicians of all sorts, physiotherapists,
psychalogists, orderlies, and specialized nurses of dif-
ferent kinds, and on and on, literally dozens of differ-
ent people per day. A curiosity of hospitals is that
often no one is formally charged with this coordina-
tion. But nurses do come the closest to effecting it, de
facto, although this is not always a happy task. For the
nurses often get caught between the physicians who
claim responsibility for the patients, despite their ab-
serice, and the managers who claim: responsibility for
control, despite their distance. Yet, ironically, both
commonly turn to.the nursing administrators for co-
ordination. (Thius one unit head narse told us how the
surgical subchiefs expected her to reconcile their con-
flicts over bed allncahons, in order to avoid having to
confrogt one another')

Acute hospitals differentiate sharply between cure
and care, with the latter ostensibly supporting the
former. The nurses, who do most of the caring, are
fﬂnchonalhr subordinate to the ‘physicians, who con-
sider themselves solely responmble for the curing.
This has turned the hospital into “the key battle-
graund for the various forces arrayed in the division
of labor in health care.” Indeed, a study that examined
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the journals of two medical residents “written more
than 100 years apart . . . revealed more similarities
than differences-in nurse—physmlan relationships.”?
Of course, other professionals contribute to the fabric
of care, including the physiotherapists, psychologists,
and social workers, with each of their disciplines
sharply differentiated from the others.

Yet this distinction between the curing of the physi-
cians and the caring of the nurses proves to have a cu-
rious property when considered in terms of the four
forms of intervention. As shown in Figure 3, the dis-
tinction fades as we move along the continuum. Atone
end, under incursion, it is quite clear who cures (cuts)
and who cares (applies the cotton), while at the other
end, under mediation (as, say, in milieu therapy in a
psychiatric-ward), the roles of curing and caring be-
come blurred, as treatment becomes less specialized.
Thus, whereas the cure/care distinction may have
some justification at one extreme of medical treatment,
it becomes decidedly dysfunctional at the other.

'That acute hospitals focus on radical forms of incur-
sion and ingestion alleviates but does not eliminate
this problem, because the lines. of demarcation be-
tween cure and care are never perfect. One need only
consider the curative effect of sympathetic care, or the
long-standing battle by nurses to change protocols to
gain some formal control over the adjustment of phar-
thaceutical doses.

At the societal level, much the same set of issues ap-
pears, indeed sometimes more pronounced. For ex-
ample, if the acute h()spltals intervene to cure serious
illness, then the community institutions, such as geri-
atric hospitals, seem to provide rather more continu-
ous and coordinated care. And, of course, across from
the medical specialist of the hospital is the general
practitioner in the community, more regularly in
touch with the patients and, somewhat like the nurses
on the wards, closest to coordinating the interventions
of the different medical specialists: Smularly on the
community care side we find many more manipula-
tive and mediative forms of treatment alongside less
radical forms of incursion and ingestion.

ere, therefore, as we move beyond the hospitals
with their focus on acute cure, the demarcation between
cure and care becomes less useful (as can be seen, for
example, in the more naturally occurring cooperative
relationships between physicians and nurses in geri-
atric hospitals). This is the realm of softer care, where
commumty work is depended upon to preempt a cer-
tain amount of expensive hospital cure. (There is, of
course, cure in community activity too—although

“healing” is sometimes the preferred term—as well as
purer forms of care, as in palliative treatments.) The re-
sult of this is that a society predisposed to radical
cure—as ours tend to be—creates an artificially high
demand for it, while driving community care into a
corner of the health system, with insufficient re-
sources and an excessively palliative orientation. At
worst, much important softer care gets precluded al-
together, as physicians are attracted away from gen-
eral practice and the public away from reasonable
“alternate” practices (such as dietary advice and
acupuncture) that fall outside the boundaries, or the
interests, of the medical establishment.

CONTROL

“Administrators” were first introduced to the hos-
pitals to assist the chief physicians. Gradually they
emerged as powers in their own right, taking over of-
ficial responsibility for the system at large, in the
process renaming themselves “managers.”

But this is partly an illusion. In a sense, they are
managers, sitting atop their administrative hierarchies of
formal authority, which is their principle of organiz-
ing. But from the perspective of the most influential
members of the hospital community, the physicians,
this hierarchy of office is far less important than is
their hierarchy of medical achievement. Of course, the
managers do exercise formal authority over other
members of the hospital community, especially those
least able to claim professional status. So what the
managers end up controlling directly is a patchwork
quilt of more and less autonomous enclaves, which
renders the management of the hospital as a single en-
tity problematic at best.

We should note, however, that this is not merely a
problem of credentials. To be a professional means to
have the ability to use a body of established yet complex
knowledge and skills. This renders the hospital man-
agers outsiders ‘with regard to the clinical operations
(unless, of course, they have clinical experience them-
selves). So they are often unable to cross what we have
called the great divide, where structure is determined
by professional standards and. the imperatives of tech-
nology, not administrative dictate. And if the managers
do not control the clinical operations, can they really
be said to manage the hospitals? Perhaps the obvious
answer lies in the results of all those many reorganiza-
tions and restructurings to which hespitals are regu-
larly subjected. Nothing much ever seems to change
in what really matters—the direct delivery of service.
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Countering this weakness, however, is the man-
agers’ ccmtml over resourtes—over budgets, beds,
and many of the jobs. The managers may not be able
to regulate process, at least inside medicine, but they
can often limit and direct its application, and ’rhereby
gain support for their own agendas. But this too is no
simple matter. When a phvsu‘lan ralls and savs, “I
have a heart, a patient, and an operating room. I know
there’s no more money in the budget. Should 1 go
ahead?” what manager can say no? What does “con-
trol” mean in this context?

["cmew one is supposed to manage through mea-
surement. But what does measurement itself mean
here? A surgeon in a London hospital transplanted
the livers of 10 patients. Two died, and 8 survived.
Cme of the latter was a young woman, whose cancer of
5 years earher had returned, while the liver of ancther
was slowly being rejected, necessitating a second
transplant. Of the remaining 6, only 3 were able to re-
sumie normal working lives. Asked about his success
rate; the surgeon clamled § out of 10. Indeed, he was
Prepared to claim 9 out of 11 after the retransplant
(since he counts livers, not people!). An immunolo-
gist; who felt the surgeon should not have operated
on the young woman, put the rate at 7 out of 10, while
an administrator: putitat 6 out of 10, ‘The narses, most
aware of the quality of the lives of these who could
riot retiin to work, put it at 3 out of 10. And the right
answer? Take your pick. And then try to manage by
the numbers!

In such a systein, weak managers exploit their fiscal
power blatantly, weaving themselves into a discon-
nected cocoon, of formal authority based on arbitrary
T F‘d surernent, while strong ones know they have tonu-
ance what influence they have by playing the “corri-
dm s of comparative indifference.’ *3 In the face of
nsatiable - de’n’lfmdu they allocate sorme resources
VVJ]'ICIF‘ they must, control the dlspersal of othets where
ﬂ‘iﬂ} cany; and above all work the lines where the vari-
ous; pm{essmnﬂb ‘who like to pretend they can func-
tior mdepmdently mieet. But this is no easy job; sitting
bvtw&an the professional niaysayers down and the de-
m.mdmg: authorities up. The latter deﬁrw the. pmblem
of m.:magmo upward And outward: The managers have
to I‘E')‘plESrE‘:l it theﬂ' ‘hospital to the world, Iobbying for its

15 atd actvocatmg its causes, all the wl*nle, giving
he flusion of internal harmeny and central control.

’H} 1mp afl this up to the societal level--the manage-
mierit of the whole systén of healthi care and disease
curé—and you end up with much the same pmblems,
ey pemaps more so. Control of hospitals themselves

is notoriously difficult to effect, much as it is for the
clinical operations of those hospitals. This is especially
true for administrative agencies removed from the
hospitals, even when their formal control over financ-
ing is indisputable (as in the Canadian medicare sys-
tem}. So they too, much like the hospitals that are
perpetually reorganizing with little effect, engage in
their own dysfunctional activities. England concocted
its game of “purchasers” and “providers,” dropping
radical changes into its National Health Service with-
out thinking through the consequences, at the very
same time that the largest Canadian provinces were
taking their state systems in exactly the opposite di-
rection—introducing the very regional structures that
England was eliminating while trying to disempower
the very institutions that England was seeking to em-
power (namely the hospitals, as “trusts”). Shouldn’t
the fact that different countries seek to solve the exact
same problem by moving in diametrically opposed
directions be telling us something? Meanwhile, both
systems seem like paragons of tight management
compared to an American system that for years esca-
lated increasingly out of fiscal control.

Thus, as different countries stumble from one ad-
ministrative intervention to another, with little effect
(bevond the strictly fiscal) on the actual delivery of ser-
vice, health care and disease cure continue along their
merry ways, as activities quite apart from all of this
{and from each other).

The term intervention also applies to the adminis-
tration, whether at the level of the hospital or that
of the system. at large. Like the physicians, indeed ul-
umately perhaps because of the physicians, the man-
agers intervene too, periodically dropping changes
into the system—a reorgamzahon here, a budget cut
there—and hoping for the best. Those who have seen
it all before—often many times before—know exactly

As different countries stumble from
one gdministrative intervention to
enother, with little effect (beyond the
strictly fiscal) on the actual delivery of
service, health care and disease cure
continue along their merry ways, as
activities quite apart from all of this
(and from each other).
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what to do: They keep their heads down, for “this, too,
shall pass.” When things become truly difficult—when
the managers feel they are really out of control—then
that search for the magic solution takes over. It is a be-
havior increasingly commen in all forms of organiza-
tions today, but especially so in the system of health
care and disease cure. Management thus enters a state
of perpetual crisis, or confusion, as everyone gets
dragged back and forth between the wonders of some
new technique on the one hand—"reengineering” and
“total quality management,” before that “strategic plan-
ning, etc.”—and the bloodbath of the next budget cut on
the other, with no attention paid to the inconsistencies.

But systems and institutions are like people in that
they function best under steady care, not intermittent
cure. The problem is not how to intervene across the
great horizontal divide, but how to dissolve it into a
cooperative network.

COMMUNITY

The organizing principle of the community might
be thought of as the board, both literally (in part) and
figuratively (in whole). For when the representatives
of the community take their seats around it, in a com-
mittee structure, their behaviors suggest that hierar-
chy is the least pronounced here among the four
quadrants (notwithstanding the hierarchical norms
that many of the trustees bring to that table). And so
too does one find here the least amount of differentia-
tion as to task (again, no matter how differentiated
may be their regular work). The board meets periodi-
cally, charged with overseeing the hospital’s activi-
ties. Yet this it must do from its position of up and out,
since its members are the most removed from its op-
erations and the least dependent on its success (de-
spite often-noble offerings of their time and energy,
let alone money). The same is true of other involved
members of the commumty, such as volunteers, ad-
vocacy groups, and press reporters. All have the ca-
pacity to coniribute, although usually somewhat
marginally, as well as the right to lobby and even the
chance to meddle (both, again, often with marginal re-
sults). Of course, the patients should really be consid-
ered part of the hospital’s community as well,
althpugh they are certainly dependent on its success
(even if their capacity to lobby, even to contribute, is
often minimal).

It may not be coincidental, therefore, that while
care, cure, and control serve us here as verbs as well as

nouns—people in these three quadrants do these
things as well accomplish them~—community serves
only as a noun: People can represent community, but
in this system they cannot do a great deal about it, ex-
cept, of course, through indirect attempts at influence.
But because of their distance from care and cure, they
usually direct their attention to control, specifically by
bringing pressure to bear on the managers. After all,
the one thing many of the trustees, in particular, do
understand is hierarchy: managers are supposed to
manage, are they not?

And when the trustees find that the managers do
not, at least in the conventional ways, then the
trustees tend to get drawn in, but in ways again akin
to the physicians: they intervene, intermittently.
They attack an expenditure, fire a chief executive,
fund a new CAT scanner. As one trustee commented
at a board meeting one of us attended, about an
emergency department problem, “We declare war
on the issue!” Worse still, much of this intervention
tends to happen 1d105yncrat1cally, since board mem-
bers often get their information selectively—notably
from the high-status physicians they happen to
know (leaving aside that carefully supphed to them
by the managers).

Trustees cannot, of course, manage the hospital in
place of its managers (however much some would
like to try). It is not even clear that they can properly
carry out their mandate to oversee that management,
given the selectivity of their information and their
limited time. Thus, some years ago, the Quebec gov-
ernment passed legislation mandating carefully con-
ceived community representation on hospital boards
of directors—one person to represent the patients, an-
other to represent the volunteers,-and so forth. It
seemed to be exemplary legislation; it just hardly
made any difference. To be a representative of some
community is one thmg, to represent truly that com-
munity’s interests in such an organization is quite an-
other. On our matrix, therefore, community remains
boxed away in the upper left-hand quadrant.

~Again, we see no significant differences when we
consider the same issues at the societal level. Some
community representatives believe they can influ-
ence the behavior of the overall system; ultimately
few really do. For example, frustrated by the seem-
ing impotence of those who-administer health care
and diseasé cure, -the. polmcmns intervene periodi-
cally, changing the administration one way or an-
other without effecting much real change in the
operations.
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WORLLIS APART

Thus we find four worlds, all neegssary compo-
nents of the system of health care and disease cure
vet unnecessarily disconnected—by unreconciled
values, incempatible structures, infransigent atti-
tudes. Divisions of labor are necessary-—the bound-
aries are. 1nev1table—~ but the disconnections are
destr uctive. Fi gure 4 stunmarizes our conclusions
about the organizing principles of these four
worlds— operatmg workflow in care, professional
chimneys in cure, adm1mstrat1v9 hierarchy in con-
trol. and the formal board in community. We also in-
clude a kev word to characterize the nature of each;
inkery “epfmf for cure, coordination for care, contain-

ment for control, and oversight {in both senses of
that word) for community.

To highlight these differences, we propose a
metaphor for each. Cure can be represented by the
scalpel, to symbolize the interventionist nature of
medicine and of the acute hospitals. Both use it for
incursion—to slice something out of a patient, an in-
stitution, or society at large. Physicians and hospitals,
in other words, intervene permdlcallv to take what
they want—a body organ, a new piece of equipment, an
entirely new facility.

The managers intervene too, in order to exercise
control, but their instrument is rather less sharp. It is
the ax, used not to slice but to hack—jobs in a de-
partment, beds in a hosp1ta1 sometimes even whole

FIGURE 4
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institutions. The community tries to intervene too, but
its instrument is blunter still—the gavel. It can make a
loud noise, but hardly more than to gain attention at
meetings (except, of course, when used to beat the
managers over the head).

Finally care, on behalf of the nurses and those con-
cerned with the general health of the community, can
be represented by the scissors, to prepare the cotton
wool that soothes (or masks) the slicing of the physi-
cians and the hacking of the administrators. (The care
groups themselves might actually prefer the needle, to
stick into the buttocks of contrary physicians and
overbearing managers.)

We exaggerate our descriptions to be sure. All are
stereotypes that belie a good deal of behavior to the
contrary. But we have neither invented these prob-
lems nor do we believe we have overstated their con-
sequences. What we have tried to do is trace their
roots, which has taken us into these four quadrants.

Our conclusion is stralghtforward to the extent that

these four worlds dlsengage from each other—see
past each other due to their differenit perspectives—
the comprehensible elements of health care and disease
cure combine to form a system that is incomprehensi-
ble and unmanageable. And so it spirals increasingly
out of control.

DIFFERENT FACES

We can begin to draw these worlds together by con-
sidering their interrelationships, first as different faces.
For, like that character in the film Three Faces of Eve, each
also reflects another side—a different personality—of a
single entity, whether the hospital or the system at
large. This perspective allows us to consider the frame-
work dynamically.

First, let us consider power coalitions, for each face
tends to form one with its partner to either side on the
matrix. They seem less inclined to develop natural
coalitions with the group diagonally opposite. In a
sense, as shown in Figure 5, all of the actors in the sys-
tem tend to be “two faced,” looklng one way or the
other, rather than across, Which may help to explain a
number of the conflicts. :

The nurses tend to form an “insider” coalition with
the managers (against the physlclans) and a “clinical”
coalition with the physicians (against the managers),
while they are most distant from the board members.
The physicians, who tend to be most distant from the
managers, relate to the nurses for clinical purposes,
but some also develop a kind of “status” coalition with

board members and other influential community
members, sharing the prestige of being independent of
the institution and yet at the top of its pecking order.

Those influential outsiders get attention when they are
ill, while the physicians get resources when they are
demanding. (Thus there is the story of a physician in a
London hespital who succeeded in getting grant fund-
ing to build a heliport on its roof without even consult-
ing the hospital management!) For their part, the
trustees vacillate between their status coalition with
the physicians, their friends, who encourage them to
spend, and a kind of “containment” coalition with the
managers, their colleagues, who encourage them to re-
strict spending. What the board least relates to are the
ward and the nurses.

At the broader level, we find an equivalent coalition
of care and cure, at least in the medical profession, as
its members, both inside and outside the hospitals,
close ranks when threatened, as do the acute and com-
munity care institutions themselves, to protect the
delivery of service. The acute hospitals often have
special, and rather political, relationships with the
high-status members of the community, while the lat-
ter, particularly as elected officials, will often work
with the administrative agencies to contain costs. And
sometimes these agencies will work with community
health care interests to seek to redress the imbalance
between acute cure and community care.

A second view of dynamm mterrelahonshlps con-
siders the shlfhng lines of influence in the system over
time, as power has passed from one quadrant to an-
other. Here the pattern takes the form of a zigzag, as
shown in Figure 6.

Nurses are fond of pointing out that hospitals were
originally places where nurses cared for the sick, and
called the physicians when they were needed. Physi-
cians, of course, remember their good old days, when
the chief medical officer ran things and administrators
were hired to provide support: Now they see this as
reversed, although this is hardly the perception of the
managers, who still find the medical community in-
tractable. Nonetheless, it is clear that considerable
power has passed to the managers, especially with re-
gard to the allocation of resources. But this has not
stopped the escalation of costs, and so influence has
begun to shift recently toward the fourth quadrant, as
the idea spreads that somehow the community should
gain control of its medical institutions.

At the societal level, the shifts have been rather par-
allel. Before the advent of the modern hospital, health
care took place inside the community. As the methods



Managing the Care of Health and the Cure of Disease—Part1 67

FIGURES

C'OALT[jOTJS OF THE FORCES

Containment coaltion

!

/ /\J ‘\//\\

d trustees/
/ communily <«——p» codminisirative
representafives

N

agendes

\
sm?gs > T community | control T Insidgr
coglition ™™ l cure | care i coalition
docfors{ nursa.{ ,-"
hospitals heatth care /

IS

Clinical coalition

of acute cure developed, so too did the hospital, to
take the preeminent place in the system. But as the
costs escalated, the power of administrative agencies
increased steadily, and today, with the system often
appearing to be out of financial control, community
representatives, especially politicians, have been
drawn into deeper involvement. Whether de facto or
de jure, there is really no longer such a thing as a pri-
vate system of health care.

ONE SYSTEM

Ultimately, however, all of this constitutes one sys-
tem. Worlds divide for the convenience of work,
which can face differently for status and influence.
But the service in question is common to them all—

the overall health of the population. This is one issue,
nothing more, nothing less, and nothing apart. Thus,
as the system fractionates increasingly, with its zigs
and zags of power and its coalitions facing every
which way, it is the health of the community, as indi-
viduals and as a society that suffers.

We need to bring care and cure together more effec-
tively, to coordinate patient services in the hospital
and people services in the community, and we need to
break down the barriers between care, cure, control,
and community so that the institutions can function
more collaboratively and the resources of the overall
system can be allocated more effectively.

A popular theory of management some years ago*
argued that the greater the differentiation of the units
of an organization, as to their goals, structures, and
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interpersonal orientations, the greater the need for inte-
gration among them. Here we have a system character-
ized by extraordinary, and increasing, differentiation,
as well as a lack of integration.

All kinds of efforts have been made to achieve inte-
gration, yet few seem to have seriously penetrated
the clinical operations. Many have taken place above
the great divide, for example in the administrative re-
organizations that shuffle boxes on charts but not
much else, the “strategic planning” exercises that
avoid the difficult tradeoffs by reducing serious prob-
lems to insatiable “wish lists” (or empty “mission
statements”), and the government restructurings that
evoke all manner of administrative frenzy in order
simply to reduce budgets. Other changes do take
place inside the operations, but all too often in one

quadrant or another, without influencing the rela-
tionships across them—good examples being “total
quality management,” led by nursing, and “patient-
focused care,” which often systematically excludes
physicians.

Change has certainly become the steady state in the
system,5 but all too often it is bifurcated change. The
managers direct administrative change while the cli-
nicians promote technological change. In other words,
the technology continues to advance below the great
divide, at its own pace, while the administration reor-
ganizes above it. We end up with 2000s technologies
embedded in 1940s structures.

There are forces that seem to draw these different
worlds together, but they also help fragment them
and emphasize their differences. One is commitment
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to purpose. People who work in this field tend to be
highly dedicated, often at significant perssnaﬁ sacri-
fice: thraxmans and nurses who-enter what they see as

callings; community representatives who geﬂerouc;lv
da:mats\ their time and resources, managers who re-
meain in their jobs dequte terribly intensive pressures.
Yet ‘rhele is insufficient mutual acknowledgment of
these aliruistic tendencies and a great deal of defen-
siveness about areas of self—mterest

A second force for integration is the desire to ad-

vance knowledge, shared by all four worlds. Research
and development are major activities in this field; in
nursing as well as medicine, while commumtv finan-
cial cuppart for such activity is significant, as is the
administrative support of managers. But this ad-
vancement of knowledge is one of the prime causes of
the higﬁ degree of differentiation both within and be-
tween the clinical worlds of cure and care.

A third force is urgen(v' Crises do unite these
worlds, most obviously in the case of clinical emer-
gencies, where teams respond quickly to save lives.
Administrative crises cani sometimes engender the
same behavior, to save institutions! (Sumlax behavior
at the societal level may be less common, however,
congidering how long a state of crisis has exdsted in
‘somie say‘ste?ms.)

But, all too often, these behaviors only serve to
highlight how rare such cooperation really is. Perhaps
fhat is why people in hospitals seem to prefer urgent
situations \fmd probably why acute hosp;t.:il them-
anzﬁ‘«ffvs iwhich intervenein the 5111331101\5 of greatest ur-

ency, have tended to get the lion’s share of the
feSA ‘UJ.CLS) Urgency provides a sense of shared pur-
pose that is often absent during routine work. Once it
pasdes, the usual fragmentatmn sets inagain..

But as we have emphasized throughout this paper,
health -.themb——dt all levels, clinical, institutional,
wacletal —need continuous, cooperative care, not just
mtermlltem cure. We canriot continuye to allow the
system ‘of disease cure to manage itself increasingly
out of contrel while that of community cure seems
hardly. to be managed at all. The natural forces of co-
upwahﬂn must be. e‘»zplmted to bring integration to a
leyel commensurate w: ith that of differentiation.

Iheru has, in fact, been a growing movement fo re-

Iate mthm Parh a:}i _the dlfferent wcvrlds re-

tion. Buiﬂhese 'e_ o:rtc. them;nelves must mope;latwe
across the dn"fwmt worlds rather than mnzdp of each,

and they must manifest themselves more profoundly
in the operating behavior.

Iri Part 11 of this article, we shall extend our discus-
sion beyond differentiation, seeking to open up think-
ing on the ways by which integration can take its
nghtful place——m the clinical operations of acute cure
as well as the varied activities of community care, in
the administration of institutions and in the function-
ing of the overall system.
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