Health administration by its very nature is deeply enmeshed in political

activity. For a number of reasons this fact has been denied by health

professionals, and an antipolitical ideology persists in this field.

Current problems and issues in organization demand a reorientation

of attitude and ideology in public health administration.

CURRENT ISSUES IN HEALTH ORGANIZATION

Morris Schaefer, D.P.A.

EALTH administration in the United

States has had a long and honor-
able concern with the organization and
reorganization of health agencies to meet
changing needs and conditions. His-
torically, the central aim in reorganiza-
tion has been the delivery of better
health services.

A landmark in the birth of modern
public administration, interestingly, was
the first major study conducted in 1906
by the New York City Bureau of Munic-
ipal Research on the organization and
administration of the New York City
Department of Health.! In the interven-
ing 62 years, public health has seen it-
self pass through a number of major
phases in its continuing concern with
organization. Each of these phases has
had a particular focus—the establish-
ment of state leadership in public health,
the county health department movement,
the development of effective hospital ad-
ministration, the extension of profes-
sionalism, the emerging concepts of
community health. While the advocates
of these foci enunciated goals, values,
and ideologies, their extension and de-
velopment in practice was uneven and
spotty. In cach instance, the thrust of
organizational reform was limited by
the pluralism of power and discretion
inherent in a federalized system of gov-
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ernment and an open society—a condi-
tion that current and future move-
ments for organizational reform in health
administration must take into account.?

The years of this decade have seen
health administration confronted with
new challenges—increased urgency at-
tached to old problems, new responsi-
bilities and functions, regionalism, com-
prehensiveness. Moreover, these chal-
lenges have presented themselves at an
increasingly rapid rate over these seven
years. And each of these challenges has
raised anew issues of how organization
shall be structured so as to respond to
continuing changes and yet maintain
the stability necessary for effective
service.

New administrative demands upon the
health professions have led to conse-
quent questions by health administrators
on the fields of administrative theory
and, perhaps even more relevantly, po-
litical theory. How can the questions be
framed? And what answers can be ex-
pected ?

The Past Is Still Present

As health administration faces a new
day, it does so with a hangover. Un-
solved long-standing problems of organi-
zation must affect solutions in the future.
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The contemporary health adminis-
trator faces a clamor of demands in
unfamiliar areas of service, attempts to
respond to these demands despite a
shortage of personnel and other re-
sources, tries to plan under conditions
of uncertainty, and tries to comprehend
the swift changes in his environment.
The new day is different, if only in the
tempo, scope, and number of the de-
mands upon his agency. Official health
agencies, only a few months or years
removed from the comparatively settled
functions and responsibility of “public
health,” may look nostalgically to the re-
cent past as “the good old days.” No
longer is the job of organizational analy-
sis limited to designing that agency
structure that will maximize effective-
ness, or permit increased services or new
activities within the same budget. The
old need to minimize frictions within
the agency—always a neat trick in an
enterprise so varied in program, goals,
and the relevant scientific disciplines—
has suddenly become vastly more com-
plicated in its community-wide dimen-
sions.

We can only speak in relative and
general terms, of course, but in “the
good old days” relations among govern-
ments were fairly orderly. Target popu-
lations were limited and usually known.
The responsibilities of the health agency
were comparatively stable and familiar.
Expertness in function was, by and large,
achieved. “The public” was usually
quiescent, except for an occasional scrap
over the budget, and more often than
not had to be stirred up over health
problems. Relations between the official
and nonofficial sectors of the health serv-
ices industry tended to be polite and
comfortably distant, with fairly clear
distinctions among roles. What was de-
sirable in a public health system was
fairly well known; textbooks were rele-
vant, useful, and changed little between
revisions; the American Public Health
Association could issue an evaluation
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schedule to act as a standard for com-
munity health services. Or so it all
seemed.

For not all of the problems of organi-
zation were amenable of solution. In-
deed, none of them was ever more than
partially solved. To be sure, the ma-
chine model, generated out of the appli-
cation of the Scientific Management
movement to public administration, pro-
vided a basis of order, a distribution of
social and functional territories within
the agency, and a mechanism appropri-
ate to the key processes of budgetary and
personnel administration (which have
also changed). But the organization
chart that adorned the office wall of the
health officer and his key lieutenants
only barely concealed the tensions and
contradictions of the typical structure.
The struggles between agency head-
quarters and their field units were (and
are) classic examples of the effort to
find a balance between the expertness
of the specialist and the integrative re-
sponsibilities of the generalist. The ten-
sions between state and local govern-
ments remained (properly, perhaps) a
persistent problem. While administra-
tive theory suggested that agencies could
be organized according to program (tu-
berculosis control), process (personnel
administration), or clientele (mothers
and children)—as well as by area, ad-
ministrators found their agencies had to
use all these bases—and added organi-
zational units based upon particular pro-
fessional disciplines (nursing, social
work), as well. An inevitable augmen-
tation of tensions and struggles for
loyalty resulted.

While consolidation and integration
continued to be ideals in health admin-
istration, various public health functions
struggled to become autonomous and
self-sufficient. At various times and
places, either within the agency or by
the organization of special governmental
districts, tuberculosis control, public
hospitals, mental health, and medical
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services to the indigent achieved organi-
zational and fiscal identities of their own.

Health needs each generated special
units, and the special units found and
used constituencies to maintain identity
and to present claims. Where political
power was insufficient to resist the “en-
croachments” of administrative and
budgetary analysts—and the health offi-
cer himself—the intricacy and mystery
of the specialty itself frequently served
as a defense.

Despite publicized definitions of the
boundaries of public health, the frontiers
were uneasy. It is difficult to say
whether aggressions from the outside, or
a sense of irredentism (e.g., school
health) within the agency itself, was
more powerful in this unease. There
were patrols and excursions and skir-
mishes along the borders in efforts to
alter the boundaries that lay between
the public health agency and other gov-
ernmental agencies with health responsi-
bilities, and there was a consistent feel-
ing-out of strength between the official
and nonofficial sectors.

In retrospect, it is clear that the funda-
mental dynamism of health administra-
tion could not really be denied or re-
jected by freezing it into a tidy organi-
zation chart. The history tells us, fur-
ther, that the old and well-propagated
myth of the nonpolitical character of
public health was a delusion—except,
sometimes, in the sense of partisan poli-
tics. That the “nonpolitics” myth per-
sisted as long as it did (and does) sug-
gests that many opportunities were lost
and many conflicts were generated be-
cause health professionals too often
lacked the clarity of vision or the
stomach for the rough and tumble of
program and interagency politics.3

To the extent that the myth continues
and has spawned an antipolitical ide-
ology, and to the degree that organiza-
tional problems have not been solved,
health administration faces its new chal-
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lenges with a burden. Because some of
these problems are ultimately insoluble—
and because some current problems
are extensions and intensifications of
those of the past—the hand of the past
lies upon the future.

Emerging Issues of Health Organization

But this is not the full limit of the
issues in the organization of health
services. The social clock has moved,
perceptibly and significantly. The shape
and the expression of American society
has altered. These changes make a dif-
ference.

Place of the Local Governmental Unit

The rise of suburbia and development
of communications and transportation
has made the resources of major metro-
politan centers accessible to scattered
populations, while technological develop-
ments have greatly expanded the effec-
tive reach of administrative and serv-
ice mechanisms. It is not difficult to
hypothesize articulated systems of health
services—such as medical care services
—on a regional basis, with elementary
and basic services performed at the lo-
cality, and more complex and specialized
activities concentrated at the center.

But in most places, there are three bar-
riers to activating these ideas. First,
there is the existence of vested interests
in practically sovereign local govern-
ments. Second, there are the values and
emotions that attach to the idea of small
government, whose decision-makers are
accessible and responsive to relatively
small-sized publics. When these values
are maintained and are coupled to
antipathy toward the metropolis and the
prevalent social deterioration there, the
development and maintenance of a bal-
anced, rational distribution of responsi-
bilities, tasks and resources become diffi-
cult. Experience in the Hill-Burton pro-
grams for the construction of inpatient
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facilities demonstrates that even finan-
cial sanctions may be insufficient to over-
come the resistance of smaller commu-
nities against becoming dependent upon
larger centers for hospital and related
services.

The third difficulty is that the regional
level of administration is inherently
weak. The region has no political or
fiscal base of its own. It has no legis-
lature to which it can turn to make its
claims for authorization and funding.
Its political executive will be the distant
chief executive of the state (and his
health officer) in an intrastate region;
in interstate regional organizations, there
is no single political executive to whom
the regional administration can turn for
support. Thus, regional administration
is caught between the demands imposed
from above and the resistance that arises
from the local level.

Yet the ideology of regionalism in
health administration grows stronger,
without necessarily addressing itself to
the strong tradition of localism. Even
more difficult than establishing regional
administration over areas lacking effec-
tive organized health services is the
establishment of regional administration
over (or consolidations of) effective
units already in existence.

Bases of Field Organization

Another dimension of the areal issue
centers on the question of (a) whether
field units shall be organized according
to how health problems and resources
are distributed, or (b) whether such
units should be organized on a standard-
ized, coterminous administrative basis.

Taking three leading problems for
regional administration—water and air
pollution and articulated systems of
medical care—it is most probable that
each will have different distributions of
their geographic and economic factors,
and that political geography is likely to
be irrelevant to all three. Drainage
basins differ from the combination of

JULY, 1968

ISSUES IN HEALTH ORGANIZATION

industrial locations, population concen-
trations and geophysical features that
affect air pollution. Medical care pro-
grams have to be based upon the dis-
tribution of facilities and human re-
sources, as well as how people move and
communicate. The “natural” conforma-
tion of all three programs is likely to
have only accidental relationships to the
boundaries of cities, counties, or even
states.

A number of approaches to this issue
promise to maximize cooperation and
coordination among political jurisdic-
tions. Each of them, however, involves
either sacrificing existing social values
(e.g., by absorbing local programs into
new supra-local organizations) or in-
creasing the number of organizational
fragments by creating interjurisdictional
confederations based on particular prob-
lem or resource distributions. In the
latter instance, while coordination of the
new fragments may be possible, it can
be extremely difficult and expensive for
a regional organization to do this, and
in some instances the geography of the
problem may make interregional coordi-
nation necessary as a further complica-
tion. These difficulties, then, tend to
drive program administration to the
state level or even higher, to the further
detriment of the values of localism.

In some measure these difficulties can
be eased by the development of im-
proved information-gathering and ex-
change systems, employing automated
equipment. But such developments will
not by themselves obviate the necessity
for more sophisticated patterns of man-
agement than now exist. And it will re-
quire the highest order of epidemiolog-
ical, planning, and political insights to
discern how local interest and initiative
can be harmonized with broader views
of specific problems and how problems
and activities can be better related to
each other. The achievement of these
objectives and new equilibriums will in-
volve a need for imaginative and highly
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capable executive action, as well as a
level of competence in information tech-
nology that we are ‘only approaching.

The Definition of Integrity

Quite aside from the problems of po-
litical geography and program ge-
ography, the established boundaries of
official health agencies have been
brought into question by the related fac-
tors of size and status. Already in the
larger public health jurisdictions, the
sheer size of certain programs not only
puts enormous strain on the coordinative
abilities of executives, but also generates
claims for independence. For example,
as official health agencies assume re-
sponsibilities and assemble resources for
massive programs of water and air pol-
lution abatement or regulating the qual-
ity and financing of medical care, pro-
gram directors find themselves develop-
ing relations with and dealing in areas
unfamiliar to the executives of the offi-
cial agency. The rationale for their con-
tinued affiliation with the health agency
comes into question. They have before
them the examples of major programs
in mental health, industrial hygiene and
school health, organized outside the pub-
lic health agency, more often than not.
Long-standing tensions among the pro-
fessional groups involved in public health
come to the fore and foster aspirations
to greater discretion and status through
the separation of these programs from
the health agency, and the achievement
of equal status with that agency.

Looked at objectively, the choice
among organization values is cruel. On
the one hand, there are opportunities for
the program: to escape from having to
conform the program to the rules of the
agency; to augment the political poten-
tials of the program by giving it greater
visibility; to move faster by shortening
lines of communications with central
control agencies, the legislature, and
program constituencies.

On the other hand, the independent
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organization of these and other programs
represents a loss of potentially fruitful
melding of research and services
addressed to the environment and to the
person. Administratively, there will be
costs of duplicating supporting services
in several agencies, increasing the span
of oversight of the chief executive of
the governmental jurisdiction, and in-
creasing the competition for personnel
and other resources, and still further
complicating—perhaps to the point of

. impossibility—the coordination of serv-

ices.

The Clientele Approach

The emergence of massive programs
oriented to specific clienteles, notably
the War on Poverty, raises still another
issue for health administrators, among
others. Such programs represent a pro-
test against existing fragmentation of re-
sponsibilities among agencies and against
traditional ways in which agencies do
business. When the urgencies of the
problems affecting a particular group in
the population impresses itself on po-
litical leadership, the official health
agency is faced with the choice of re-
sponding to these strong signals either
by liaison or by reorganization. Liaison
implies the introduction of “clientele
specialists” to coordinate and stimulate
contributions from various units within
the official agency. It may result in the
least disruptive, but it is also likely to be
less responsive to political claims. Re-
organization, by establishing special
units to be concerned with the problems
of a particular clientele, will involve
costs of duplication and tension. But it
will tend to be politically responsive by
giving the clientele representation in
struggles for allocations, authorizations,
and visibility.

The Sectoral Boundary

Recent federal legislation has involved
health agencies deeply with problems of
medical care that until recently were
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matters of interest but not responsibility.
The issue before official health agencies
is: Where is the new boundary of the
official sector vis-a-vis the private and
voluntary sectors to be set? Realistically,
the answer to that question will evolve
over some years. So long as it remains
an active question, a strong element of
uncertainty must continue to exist in the
organizational planning and actions of
official agencies.

The Title 18 and 19 Amendments to
the Social Security Act, the regional
programs for heart, cancer, and stroke,
and the legislation for comprehensive
health planning (P.L. 89-749) all in-
volve official health agencies more inti-
mately with the private and voluntary
sectors. In certain states and large
municipalities, additional legislation in-
tensifies involvement in such areas as
medical audit, approval of construction
for inpatient facilities, financing of
those facilities, and major programs of
medical research.

In some instances, the legislation is
partly a hunting license and partly a
promissory note. Beyond certain core
authorizations, the interests concerned
are left to negotiate and otherwise de-
velop the extent and character of their
respective participation. Uncertainty in
structuring and managing organizational
results. Not only do the boundaries,
which define the scope of the agency,
remain ambiguous, but the agency may
need to reorganize itself more than once
within a relatively short span of years,
in order to attain and maintain a struc-
ture of authority and communications
that will respond to a changing situa-
tion.

Place of the Planners
Under the impetus of P.L. 89-

749 and various governmental eflorts
in Programming—Planning—Budgeting
Systems (PPBS), a quiet revolution has
begun to take place in the planning of
health programs and activities. Earlier
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—and not notably well developed—
planning efforts by official public health
agencies were mainly concerned with
mounting effective programs of limited
scope. By contrast, contemporary plan-
ning efforts are to be directed toward
policy formulation, to use highly so-
phisticated statistical information and
planning technics, to emphasize values
of coordination and holism, and to be-
come involved with the private and vol-
untary sectors in varying ways.

These expectations are substantial
enough to require the development of
specialists in health planning prepared
in a more rigorous and professionalized
basis than heretofore: indeed educa-
tional efforts to develop such specialists
are already under way. The emergence
of such health planning specialists will
challenge the assumptions that previ-
ously governed the organization of the
planning process. These assumptions
were (1) that planning was but one
aspect of managerial or executive ac-
tivity, (2) that the training in planning
contained in the typical public or busi-
ness administration curriculum provided
adequate expertness to the health agency,
and (3) that through a minimum of
training and progressive experience,
health officers and other executive per-
sonnel without professional administra-
tive training could contribute the neces-
sary guidance and direction to planning
efforts.

Beside this stands the conception of
planning as a major social process and
institution, equal (if not superior) to
budgeting in guiding the outcomes and
direction of governmental and quasi-
public agents. In this view, planning
is coordinate with health, education,
public works, and other public func-
tions. Central planning agencies legiti-
mately would make claims upon plan-
ners in health agencies as their coun-
terparts* and supporters.

While such an ideology may have an
intense and shocking impact upon health
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agency organization, it appears likely
that to view planning as being simply
another of the functions of managers
will not be a socially or politically via-
ble position in the years to come. The
finding of a middle ground—and obtain-
ing acceptance for it among the parties
concerned—is becoming an urgent prob-
lem for health leaders. Nor will this be
the last “new” specialization to emerge.

Conclusions

It appears that—beyond the continu-
ing problems from the past—health agen-
cies are faced with problems of organi-
zation centering upon levels of govern-
mental authority, programmatic versus
community bases of organization, the
needs of special clienteles, the divisive-
ness of disciplines, the relationship of
governmental efforts to voluntary and
private efforts, and the impact of new
processes and specializations. What is
striking about these problems is that
they are not so much administrative in
character as they are political. They
have to do with the structuring of
authority and power.

Search for a Theory of Organization

If this be so, health executives can-
not go about finding resolutions of these
issues by simple reference to the body of
administrative theory. It is not that ad-
ministrative theory is useless—indeed, it
has provided the framework for the
preceding analysis of organizational
issues. But it cannot be expected to
provide formulas and clear solutions,
mainly because the nature of the emerg-
ing issues go beyond the issues with
which conventional administrative theory
has been concerned.

The two most influential and most
complete bodies of administrative theory
seem to be inadequate to the task that
faces health leaders. Both Scientific
Management theory (also called tradi-
tional or O & M), and the human rela-
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tions variant are probably inapposite to
the most crucial of these issues because
each uses an equilibrium model, seek-
ing to define a pattern of organization
that will operate with a minimum of
friction and conflict.?

A third body of organization theory
—behavioralism—to date has produced
only fragmentary findings and may be
generically incapable of developing a
general body of theory. The fourth body
—ageneral systems theory—is as yet in-
sufficiently developed, particularly with
respect to nonphysical processes.®

This deficiency is more than an aca-
demic matter, for the theory that health
executives absorb and observe tends to
govern their expectations, ideals, and
behavior. And theories that assume clear
boundaries, stable goals, settled rela-
tionships, and lasting divisions of re-
sponsibility and function will not be re-
sponsive to the needs of community
health at the present time. Such theories
cannot adequately orient executives for
innovation, bargaining, modifying, plan-
ning under conditions of uncertainty.
They cannot raise the administrator be-
yond the level of coping with conflict—
to dealing in it.

Certain elements of administrative
theory may be applicable and useful, but
they will not be completely relevant un-
less they are joined to certain elements
of political theory appropriate to the
character of the problem. Consensus-
building, constitutionalizing, bargaining,
coalition-formation, compromise and
trade-offs may sound strange in the lexi-
con of community health administra-
tion—but they are the keys to the fu-
ture.

Yet, because these terms and concepts
may not only be strange but even ab-
horrent, the first step of attitude reorien-
tation may be the most difficult to take.
So long as the myth of the nonpolitical
character of public health prevails, too
many health leaders will be frightened
off by the label of politics. If this be-
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Respiratory Disease Fellowships

The American Thoracic Society, medical section of the National Tuberculosis
and Respiratory Disease Association, offers fellowships for training in the field of
respiratory diseases. Physicians entering the second or third year of residency in
internal medicine, pediatrics, or thoracic surgery, or other specialty; holders of
doctoral degrees interested in advanced work in this field; and graduate students
with a B.A. or M.A. who are to work on a research project in this field for an ad-
vanced degree other than an M.D., may apply for training fellowships.

Edward Livingston Trudeau Fellowships may be granted physicians who have
completed their formal training in respiratory diseases and are assured of a teaching
or research appointment during the fellowship year.

Applications must be submitted by November 1, 1968. Further information
from Director of Medical Education, American Thoracic Society, 1740 Broadway,
New York, N. Y. 10019
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