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I. introduction

The lack of systematic training for health planning and managewent in many countries of the
WHO Europesn Region is an important cause of the slow and patchy progress of these aspects of
health services sdministration, Experience is being built up, however, by a variety of national
and international institutioms and orgsnizations, and the Regional Office has been promoting a
regional approach to the subject, The WHO Working Group on the Educatien of Managers in Health
Sarvices,d held st Diimseldorf im 1977, provided an overview of the problem and agreed on 2 series
of principles for the development of education in health sarvices management., As a follow-up te
that meeting, the Regional Office, in collaboration with the Government of the Federal Republic of
Germany, convened another workimg group, in Berlin {West) from 3 to & July 1979, to discuss the
design of trainingd® in bealth planning and wanagement in the Buropean Regiem.

This Working Group consisted of 15 temporary advisers from 11 countries, including physicians,
social seientists, economigbs, publie health admwinistrators, a nursing manager, an architect and a
mathematician; they were joined by a WH(Q consultant and 4 WHO staff members. The Group was asked
specifically to:

(1} review experiences gained in a number of Buropean training programnes in health planning
and management ;

{2) determine training objectives for specifie target proups;

{3) discuss training methods and curriculum development as related to each specific training
objective; and

{4) formulatre recommendations for aetion at national and international levels.

The meeting was expected to provide an input to the European Conference on Health Planning and
Menagement Systems, provisionally scheduled for 1981.

As background to the Working Group's discussions, three working papers were prepared and
distributed to the participants; they are attached to this report as Annexes II, III and IV.
Ancther paper deseribed and snalysed the Regional Office's activities im the teaching of health
planning during the period 1969-1975.

The meeting was opened, on behalf of the Federal Minister for Youth, Family Affairs and Health
ol the Federal Republic of Germany, by Mr H.A. Zenk of the Ministry's International Relations
Section. Dr W, Fritsche, Regional Officer for Health Manpower Planning and Management, WHO
Regional Office for Europe, conveyed to the participants the greetings of the Regional Director,
by Lao A. Kaprio. He stressed the importance of stimulating and helping natienal initiatives im
training in health planning and management and expressed the hope that the Working Group would
cont lnue the work begun in 1277 at the liisseldorf meeting.

trofessor E. Kriéger was elected Chairman and My C, Kleiber acted as Rapperteur.

General Problems

Eurcpean countyries in general are faced with the problem of how to make the best use of
limited resources for their health services. This is the fundamental problem for health service
managers, i-.¢. all health professionals with responsibility for the use of resources other than
their own time and effert. FEducation and training in health planning and management is designed te
make health workers aware of the issucs and problems invelved and to enable them to deal in a
professional way, according to their various responsibilities, with the use of resources.

& YHO Regional Qffice for Europe. Education of mamagers in health services: report om a
Working Group. Copenhagen, 1978 {docuwent LCF/HSD 043).

b The topic specified for the working group referred to “trainisg", whereas that for the
previous meeting had referred to "education”. However, the group did not distinguish between
education and training, and the texms are used witheut distinction in this report.
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2.1 Definitions

The Working Group reviewed the principal definitions and concepts contained in the report of
the Diisseldorf working group.? Three of the definitions are reproduced here for the purposes of
the present report.

Health care management

Thiz was defined roughly by the 1977 working group 2= "a purposeful and cificient uze of
respurces”. [U "basically secks to satisfy and balance the interests of all the participants in an
organizaltion: the clients, the workers in the organization and the broader environment o which
the organization relates", Management "aims at optimizing quantitatively and qualitatively the
putput by the organization of these products or services". With reference to health services, the
application of these concepts and primciples Ly the scope of health care management.

Health care planning

According to one de€inition, health care planning is part of health care management, i.c. one
stage of the management process. According to another, management aims at improving a present
gituation and plenning aims at improving a future situation. In this sense, planning may be
defined as the management of the future. Both the abowve Jetfinitions are valid.

Health care wanager

"Basically, a manager can be defined as a person responsible for Lhe deployment of resaurces
other than his own time and evergy.”™ Health managers comprisc a wide selection of stalf; they
include physicians, ward nurses, hespital directors, public health administrators, wanagers of
local health insurance schemss and anyone who deals with health policy matters, whebher at the
level of operation of the health zervices or at the administrative and policy-making level. Two
categories of mapager/administrator can be distinguished: generalists and specialists in, for

example, finance, systems analysis and management of human resources. Generalists include three
subgroups: chief administrators at national, regional or interorganizational level; incermediate
administrators who manage specific situations or programmes; and unit administrators who run
departments within institutions and parts of these programmes.

Participants felt that the above definitions did not adequately reflect the complexity and
specificity of the health field. A specific theoretical base for health management had still to be
developed. Health serviees research and the extension of management practice should increasingly
provide this base.

2.2 Management Yraining in European countries

A reviow was made of the problems of developing health planoing and management in two Kuropean
countties, the United Kingdom and Bomania, and of WHO activities at the global level and in the
Ruropean Region, The following problems became apparent:

health planning and management is still only intermittent and discontinuous and too wigidly
confined to the health sector; alse, it has litrle political support;

consequenktly, it hes little impact on health practice, especially in western Luropd;

the geope of training programmés 1s usually rather narveow and too often reflects enly the
needs of certain categorics of health professional {physicians, hospital adminjstrators, ¢te.);
training objectives are too academic and geared to cbraining academic qualifications rather
than providing experience in the human and social aspects of healbth management;

there is excessive dependence on conventional courses and teaching methods, while too little
use is made of the kinds of educationazl strategy that would suit the cireumstances and needs
of the different kinds of health worker who have management responsibilities;

one new trend which must he reparded as positive — community participation in health planning
on a more or less formal hasis - complicates the hitherto orthodox approach to health planning
and management as well as education and training in the subject.

The Working Group idearified the following three main problem arveas or uncerbainbles,

(a) Uncertainty about the disciplings that constituie health mapagement.

T W0 Repional Office for Europe, bEdugation of manspers in health services: report on 4
Working Croup. Copenhagena, (978 (document [CP/HSD 043).
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{b) Problems relating to the social and political aspects of health planning and managewent.
In educational terms, it 1s necessary in particular to enlarge the vision of the staff of a
service, unit or programme so that they obtain an understanding of the objectives and metivations
of others in different activities. It is becoming essential everywhere for each manager to
understand now his functions relate te the purposes of the total system in which he works.
fraining programmes in health planning and management must adopt this as a general objective.

{c) Health planning and¢ management is often perceived as something threatenming, especially by
persons who are affected by the consequent changes and have not taken part in planning.

These problem areas must be taken into account in training programmes. In effect, the teacher
is asked how to improve the functioning of a manager in & given situation. The Working Group
suggested that:

- rthe manager wusf become more professional in management;
— he must understand well the system in which he functions, so that his decisions are nct

contradictory or counterproductive; and
— he must learn Co be an effective agent of change with a good understanding and ekill in the

use of group dynamics.

The members of the Working Croup agreed to deal with these points in three subgroups, under
the following specific hesdings.?®

(1) The scope of health management functions: what skills are needed by health managers and
how can these skills be acquired?

(2) The minimum managerial vequitements for health care practitieners: how can health gare
workera be made more cost—conscious and community-oriented?

(3) European cooperation in training teachers for health management: how ¢an the WHO
Regional Office cooperate with Member States for this purpase?

3. The scope of health management

What skills are needed by health managers and how can these skills be acquired?

The meeting noted that the 1977 working group in Diizseldorf had identified three main types of
health manager - patient care managers, institutional managers and multiorganigetional managers =
on a conbinuum extending from patient interaction ¢o the top administrative level of the health
care system and forming a mix of managerial generalists and specialists. One subgroup of
participants consideved different approaches to designing training programmes for these main types.

It focused its discussion on aspects of health care planning apd management that are sometimes
characterized as intangible and highly political elements but that, nevertheless, larpgely determine
the acceptance and application of general principles of planning and management. The Group
considered mainly, under the following headings, the qualities required of health wmanagers who were
concerned with ruwning services as well as of those concerned with pelicy making end higher
administration:

(1) the characteristice of managers;
(2} effectiveness in health manggement;
(1) the skillks of management;

{(4) training objectives and methods.

3.1 The characteristics of managers

There are many different types of health manager: elinicians, community physicians, hespital
administrators, managers of local health insurance schemes, heads of physicians' associatiomns,
civil servants and politicians at the highest level of decision making, te name a few., Each
country can add other categories Lo this tist.

3 A further dimension of education for health management was introduced by one of the mewmbers
of the Working Group and discussed separately by the Group (see Annex 1),
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Characteristics of managerial roles are:

- the degree, scope and level of authority;

- the degree, scope and level of participation in formulating and implementing policy;
- the degree, scope and level of delegation of responsibility/authority;

= the number of persons the manager influences and coutrols;

~ the scope of resource utilization.

Different types of manager

flcalth service managers at Lhe health care level are different from those whe iafluence
natiopal or intevnational health care systems. The latter influence indirectly, and at times
unconsciously, the health services system and the politicians whose social and economic decisions
can strongly affect the health services system. These different types of manager need guite
differeat skills, and their training must accordingly be different.

“"S$hift of responsibiltities"

According to the political analysis of how societies fumetien, it is important to understand
the concept of "shift of tespoasibilities". Political pelicy makers delegate deciaion making to
high-ranking executives, who jn turn delegate to professionsls. As a result of this lack of
dacision making and rhe reluctance to take responsibility, this "shift" takes place in two
directions {conflict avoidance}. Consequently, a techmical services manager oftenm has to assume
responsibilities and duties for which he is ill-preparad. This complicatés and sometimes reveraes
the roles of the health service manager and the health policy maker and, therefore, affecls the
definition of training regquircment 5.

Management talent

Te what extent is mansgement ability inbern and how far can it be acquived by learming and
practice? To auswer this question, it is necessary to eéxaming in detail the managerial recruitment
and promolion practices of large enterprises and to analyse what is considered effeclive
leadership. This would show which skills can be acquired by training and which are related to
personality and innate intelligence; the outcome should affect the selection of managers and the
nature of training prograwmmes.

Health management and professionalism

Compared with other managers in industry and business, heslth managers have a speeial
problem. Professional groups are often very powerful. Hacked by strong associations and peer
groups, phyeicians in particular do not easily afcept decieions made by managers who are not
medicaily qualified. At times, even physiclans who have become professional managers and leave
clinical practice are no longer vecognized professionally by their elinmician colleaguas. Health
management is quite different From management in other areas, and some aspects of managemant
training desipgned For other professionals might, therefore, be unsuitable for health managers.

3.2 Effeectiveness in health management

Befining otfoctiveness as the degree to which goals and objectives ave fullibled, it is
important from the poiot of view of management strategy to be aware ol the actsal socieeconomic
effacts of the health sector, cspecially in terms of increased employment. Health services in
industrialized counltries contribute to broader national and lecal goals than health care alone.
Even at a wicro—economic level, health care workers and managers have their own metivations and
personal objectives which their health care actions are used to sacisfy.

These goals sometimes conflict with those of improving the health of the peeple. They are
sometines given precedence over the primary goal of health services., Cost-awareness is at least as
important for health policy makers as it is for health care practitioners.

Since there are conflicting and competing goals, it iz not encugh Lo concentrate on purely
technical skills for health service managers (how to manage 2 unit, how to ensure the proper
Functicning of the micro-aystem, how to improve practical management tools}; it is important that
they understand the so¢inpolitical environment very weli and become skilled in dealing with it.
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3.3 fThe skills of management

Preparing training programmes is no mechanical task., FEach country must have its own
educationzl atrategies for improving its health services system and the health of the populatien.

According to the types of manager to be trained and the level and context of decision making,
the skills must include certain priority skills, and account hag te be tgken of the capacity of
different types of planners and managers to learn certain skills,

A tentative list of skills

Bearing in mind the most important dimensions of managerial effectiveness, the subgroup
considered that, as a matter of high prierity, the mansger should be able:

— re understand and be able to take into aecount the total system of decision making (especially
the influences of outside pressures, of other organizations and of legislation} and not only

the direct backward and forward effects of his decisions ("impact assessment and
understanding);

- to analyse the constraints that will affect his decisions;
— to make sound decisions even when he knows they will provoke negative or critical rTeactions;
-~ Lo assess continucusly his own limitations and weaknesses as well as his abilities.

In places where there is a distrustful and competitive atmosphere and it is reinforced by

staff policies, training alone, without a change in the atmesphere, is unlikely to result in the
application in practice of the abeve skills.

A tentative system of skills

Fig. | and 2 illustrate schematically a tentative outline of the body of knowledge and
disciplines that comprise management and from which trainees should zelect the elements of

mansgement technology they require.

A tentative model of skills

Management responsibilities relate fe the achievement of tasks, the direction and coordination
of the activities of groups ot teams and the professional development of individuals in the group.

Fig. 1. The five interrelated elements: governing and managewent
require the coordinatien of the five elements

3. SUPPORT ING PROCESSES 2. INFORMATION
- People . - Analysis
- Means - Policy preparation
- Organization

—

1. MAIN PROCESS

= Patient care
- Health care

- Ald
4. COMMUNICATION 5. ENVIRONMENT
- Interventions =  Economic—financigl
-~ Execution of - Political-legal
policies - Social-gultural
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Fig. 2. The topics
3.  SUPPORTING PROCHESSES 2. INFORMATION
a. Soginl technology a. Science philosophy
k. Genaeral economics Systems b. Methods and technigucs
. Law theory for research
d. Bociology of ¢. Statisties
organizations d. Infermaticn sciences
o, Planning sciences
1. MAIN PROCESS
rrT— a. Human biology
Management b. Pathology Cybernetics
sclences C. Epidemialogy administration
) d. Health professicons
@ Health care systems
E. Medical technology
4, INTERVENTIONS 5.  ENVIRONMENT
a. Occupational and a. Social legislation
organization b. Demography
paychology €. Micro~sconomics
b. 5ocial psychology Case theory d. Microsociology
e. Change policies decision making a. Cultural anthropology
d. Organization £. Soeial philosophy
developmant and medical ethics
¢,  Health education £- Palitology
h. Comparative studies
of health

The process of management, directed by policy and leadership, uses people, money and material,
ag well as time, management methods and motivation.

The manager must apply the specific skills of getring objectives, planning, organizing,
staffing, leading, monitoring and evaluating. These skills vefer especially te the local level of
management. Whether or to what extent they apply in the wider social and pelitical context in all
countries is not ¢lear, and this question needs to be studicd.

3.4 Training ohjectives and methods

With regard to the complex and often unclear external influences on health managewent
decisions, education and training should enable planners and managers to increase their personal
effectiveness and abiliries, with specific emphasis on problem solving and decision making. In
this sense, training has twe related functions:

- Lo ¢reate an awareness of strengths, opportunities, constraints and barriers to deciszion
making; and

- to enable the health manager to generate an atmosphere of optimism and trust oa the assumption
that in all societies there are ways of improving health services,

A frequent problem in designing cducational programmes in health management is that they do
not reflect the complex and often unstated goals and outputs of the health services system Lhat are
rot directly concerned with discase and health or hasic health policy, or how health care and other
health activities are often used as media for personal motivarions and objectives,

Training merhodology must depend on the gbjectives of training, the characteristics of the
targel groupe, the competence of the teachers, the training resources available and the conditions
in which the trainges will later function. The subgroup tack twe cxamples.
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Health services MARAgers

the Disseldorf working group had peinted out that education in mapagement for health
professionals was largely neglected and tended to be inadequate in relation to the management needs
of today's health services.

+a enable hezith service managers to function betier, they need:

~ basic skills {understanding and applying the principles of political economy);
- skills specific to health services mapagement;
- specialized skills needed for special functions and taska.

Since akills are acquired by practice under supervision and refined by continuing practice,
the merhods of training must provide opportunities and settings where practice and supervision can
be carried out in both actual and simulated settings. This should be complemented by the
Mjialectical method", which should give the trainee manager a good understanding of a national
planning and management process amd of the political and gocial constraints under which managers
function.

Health policy makers

Health policy makers are usually politicians and high-level administrators, of whom some are
also health professicnals but many are not. The working Group cousidered that policy makers with
little or no experience in health services administration needed facilities for learning rather
quickly about the factors that would affecr rheir work and decisions. These would be mainly:

- knowledge of the structure, process, outcome and impact of health services and health policies;

- eost-consciousness;

- knowledge of existing resources, thelr distribution and allocation;

- gwaveness of the gap between legislation and implementation and of the performance gap between
promises and realization;

« awareness of the attitudinal changes that may be necessary in themselves and in health care
practitioners, local community leaders and poliricians if health services are to be managed
rationally;

- awareness of the affects of withholding information.

Policy makers may also have to learn personal interacrion skills; they can learn them not im
isolation from their work or on the basis of written wisdom, but by "confrontation" metheds,
interactive and reactive in cssence, based on group dynamics.

Another method is organization development (OD). In OD, institutions set themselves the task
of ascertaining in depth what they are achieving (performance analysis}, The outceme is compared
with standards that have been lzid down previously. D fferences botween puteome and standards ave
discussed and steps are taken te improve the organization and its work, either by tyaining in
behnvioural skills or by wmeans of adminiztrative procedural revisions.

o wndertake organization development, an institution needs sn independent consultaut trained
in this parricular type of management consultation,

4.  Minimal requirements for health managers

How can health care workers be made more ¢ost—conscious and community=oriented?

A second subgroup of participamts decided to approach this question by discussing the needs of
two generic types of provider:

- the primary care general practitiener, and
- the nurse at the first level of nursing management.

Their roles were discussed under a series of headings that seemed likely to provide the
intormation needed to identify training needs:

- the position of the workers in the health care system, including relevant features of the
health care environment;

- tne rale's main Links with the managemint syslem;

+ (he characteristic management decisions and problems attached to the role;

- the characteristic attitudes of the health worker towards management matters and structures,
and also the previous knowledge of maunagement he could be assumed to have.
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4.0 The peneral practitioner (GP)

The place of the GP in khe health care systicm

There is much variation among Furopean countrics in respect of methods of remuneration, health
service financing and organization, the size, composition and functions of the primary heslih care
team, and the gxtent to which the team's work is regulated mapagerially. There are also certain
common features: & GP's work consvmes substantial resources diveetly, and indirectly initiates the

consumption of evan greater secondary care resocurces. There 1%, therefore, a prima facie noed for
"costmcongoinousnass'.

More generally, the tension between formal health care managemenl systems and the brend
towards greater public participation in health care decision making create spacial problems bor the
GP.

The role's main link with the management system

Links with the management system vary considerably; they are influenced, inter alia, by
whether the GF is paid on a {ee=for-service basir or receives 2 salary.

Management decistons

Fey decigions with managerial implications include preserilbing and hospital referral decisions.

Characteristic attitudes

Attitudes to "management' and knowledge of the managewent system vary from country to
countyy, Characteristically, GPs are said ko be mildly hostile to health care bureaucracy or
reluctant te accept it (the more doctors control the system, the less they dislike it). Thers
sppears to be a confliet of values between the practitioner and the administrater, which certabo
pressuras on the practitioner {e.g, Erom the pharmaceutical industry) do little o resolve.

Training the aenreral practitloner

Training should breaden the GP's view of the centinoum of care and the cost Lmplications of
ditferant aspocts of care. 1L should include instruction in the use of rhe health and socinal
services and other pegources, 1o comparative cosliing and in the application of othar peeearch
regulta.

Legsentially, the braining of medical praclitioneras should be in their owpn hands, with
asstgtance from health pdministrators, consuwers and the funding apencies, boecause the nead 14 mero
te change attitudes than to ipculcate management skills, and for clinigians to abtain 4 basic
kaowledge of the system. The skills they peesd most are “social" skills, e.g. for committee work
and, as a lower priority, being able to apply certain cconomic concepts.

Management training (perhaps Loo narrow a term) for general practitioners should be zecn Lo
complemant clinical training. It is not zomething that takes place ooly once; rather, it is a
continucus learning experience related to needs and huilding an experiaoce.  The medical school
curriculum should, therefore, provide an opportunity to learn basic facts and principles of social
and organizational issues. Afterwards, the continuing education system should he able to provide
Che educational support that practitioners need fo be able Lo use sound managerial knowledge and
skilla in their different spheres of work.

In some ¢countries, changes in the health care system are likely to be needod before management
learning can ha systematiszed. A system that "rewnrds' lenglhy stays in hospital is incongruent

with cost-consciousness on the part of practitioners.

A The wared uiﬁrur/hnuA But s

In some countries (e.g. the United Kingdum), nurses have a stroug 54y in management at all
levels. Tn others, the managerial autherity of the wared sister/nurse—in—charge is called in
gquestion. Yet aven wherc the nurse lacks formal authoerity, she can exercise considerable informal

influence.

The Group censidered the management training requirements of the ward sister/head aurse under
the same headings as ¢ did those of the OF and identified a range of training needs in
communication and administrative skillsa.
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A particular need is to increase the hospital nurse's konowledge of the total health care
gystem, including the technical capacity of specialist hospital services. Aequiring organizational
competence may have a higher prierity than orthodox management training: ward sisters, as well as
other health institutional staff, gain more from learning about the ward and the problems of
particular parsmedical departments and other disciplines within the hospital than from formal
didaccic teaching in management theories, Training in this field should recognize the limitations
as well as the potencial of nursing management. As in the case of medical practitioners, there is
no point in training nurses in aveas where they have no influence.

4.3 Management training for health care workers in general

Hieracchical forms of management diminish the managerial role of health workers snd fewer of
them have management functions. Hezlth care systems must be responsive to the increasing pressure
from the public to be allowed a say in health service decision making. Arrangements are needed for
direet contact between consumers and health workers if both sides are to play a full part in the
health carce systen,

Tl'éli.ﬂi.ﬂg in managament will not imprc}vc a health service unless the managEment sysLem iz
sensitive and adaptable to dewopraphic, economic, pelitical and other changes that affect the
heatth cace system. Also, its control mechanisma should be understood by and acceptable to the
health workers {e.p. general practitioners gre more likely to be tost=conscious if their budgetary
cosponsibilities are well defined), and their mapagerial role should derive naturally from their
professional work - it ghould not represent additional regponsibilities, Management training
should not distract practitioners from their essential health care respensibilities.

Under sueh ¢ircumstances, clinical practitioners and others are likely to become interested in
cost and community issues. Training should be concerned more with increasing knowledge and
changing attitudes tham with inculcating particular skills, and it should be organized and
conducted wainly by the health workers themselves rather than by "cutsiders", who, however, can
make impovtant centributions ro it.

As 3 result of & traipning programme to increase cost—consciousness and community-orientation,
health care practitieners would be expected to be able te practise compctently within limitations
imposcd or implied by a national policy for allecating resouvces to health and taking into account
the total calls on the health budget, how the health care system functions, how resources are
planned and atlocated, and the actual and potaential roles of informal health care "systemws" and of
other natienzl sectors in health maintenance and promotion.

The parti¢ular managemeat skills to be acquired should include hetng able to practise
efticiontly in the health care team, to work effectively with Yeoppsumer™ organizations and with
other locei services, to evaluate and improve their own effectiveness and efficiency, and to
discharge their budgetary responsibilities competently. ‘

The training programme should be geared particularly to opportunities for loecal initiative.
It should tely heavily on the active participation of the practitioners, making use of their lecal
cxperience, and of focal data on unit and institutional performance. Problem=solving methods of
learning skills based on actual circumstances should be used (see Annexes III and IV for a
Jdiscussion on and cxamples of active learning modules}).

R lluropean cooperation in traininp teachers fer health management

Tn which ways can the WHO Regional Office for Furope cooperate with countries in training teachers
for management aducation?

The third subgroup focused its attention on teacher training as an important strategy and
digcussed it in the light of pnational programme development and z national comsltment to healch
managenent training. A combined strategy of institutionsal and teacher deve lopment was outlined
that conld he applied naticnally and internationally., The following issuas were congidered.

5.1 Areas of concerm
Teachers should be trained in the fellowing broadly defined areas:
- substantive wmanapement disciplines;
« educational technology (teaching teachers how te teach); and

- prometional abilities {to enable teachers fo persvade decision makers of the need for
management teaining).
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The need for teachers to he trained in aubstantive management disciplines was consldered
essential for a satisfactory performance of the other twe groups of functions.

5.2 Managemenkt disciplines

The subgroup then outlined the general content of management disciplines that could be grouped
in broad lopical entities. The management process is indivisible, its different disciplines
overlap and show gaps, bub manageable and coherent "packages" can be prepared to enable
institutions to design and conduct training progriammes. The following groups of disciplines ware
sugpested.

(a) Health eg¢onomics

Knowledge and competunce needed:

Health and economic dewve lopment

Health budgeting and f{inance

Methods of economic evaluatbion

Cost control

Economic indicators in health services

Disciplines
Political seicnoc

EconomeCry
Management theory

{b) Health services and manpower planning

Knowledge and competence needed:

Strategic and tactical
Pecision-making process

Disciplines
Operational research
Systems approach

Communication theory

(¢) Analysis and development of a health system

Knowledge needed:

The system's characteristics

The gociopolitical environment

Hezlth and health-related legislatinon

behaviour of health care practitionars, patients and the public in general in
relation ta dissase and health, and te health care and related Institubions

Financing (sources and mathods)

Disciplines
Policy analysis
Palitical science
Behavioural sctences
Tntararganizational theory

()

Topment of health orpgentzations

Knowladge noeded:

The health orpanization's gosls, persounel, resources, tochnolopy and structure

Gost control

The social, political aud cconomic environment .
Orpanizaticnal processes and control

Behavipur of individuals, teams and depaclment s
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Diggiplines

Industrial psychology and sociolegy
Management and contrel theory
Communication theory

Organizational theory

Decision theory

(¢} Personal managoment skills

Communication
Task orientation
"Networking”
Couperation
Motivation

Group dynawmics
Leadership

(£) Quantitative methods for problem solving

Knowledge needed:

Problem identification

Problem solving
Model building

Disciplines

Statistics
Demography
Epidemiology
Operational research
Systems analysis

5.3 Approaches to designing training courses

Annexes LI, III and IV deal in varying degrees of detail with the organization and design of
training programmes and modules. The subgroup considered additional approaches, particularly fox

countries with little experience in training for wmanagement.

Two such approaches were suggested:

(2) selecting specialists in specific areas of concern (items (a) to (£} above) and
arganizing short workshops (e.g. of one week):

to prepare a statement on the "state of the avt" in the area of concern;
to design learning moedules for the varpious groups of disciplines (which would include
statements of learning objectives and recommended methods of learning and evaluation);

{b) drawing teachers of several disciplines from courses and/or prospective courses from one
or several countries in order to teach in a longer training course, during which they would
share their experience and, on that basis, formulate an integrated management training

pl‘.'Q Er AMmMme .

5.4 WHO collaboratiung centres

The function of WHO collaborating centres would be te prepare learning material in their
special areas of responsibility, both individually and with other centres, ro meet the training
needs of different target groups. They would form a network, the activities of which would need to
be coordinated; the WHO Regional Office could have an important coordinating role. A
corresponding long—term management programme designed by WHO could be very useful.

The material should be disseminated through the national channels at the disposal of the WHO
Regional Qffice, through the collaborating centres' own channels and through natiomal and
international professional associabions.
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Intercountry collaboration is necded to ensurc that the learning/teaching material sulty
different circumstances. Collaborating centres would also be respensible for testing and
evaluating the material produced by them and for improving it continuwously. The preparation and
use of learning material is a c¢ontineing process because the material should change according to
differant needs and stages of progress and be modified by feedback from its use. Jts use must,
therefore, be constantly monitored and the content and methods updated accordingly.

These activities requivre a progressive development, with a ceatre being organized firat which
would provide the initial 1mpetua, coordinate similar developments and help to set up new centres.
Developing networks of training institutions and/or programmes within and ameng countries was
considered an important way of prometing synergism and cross— ~fertilization.

5.5 Natignal responsibility for wmacagement training

Fach country's training programmes and the atrategies and methods Pt onges must suit the needs
and condirions ot the couniry rather than be merely a copy of another ¢ountry programme.  Thoere is
no universal patbern of managemeonl training, although thers ig a gprowing body of knowli‘clpv un which
countrics can draw. Steps that countrics can follow in organizing natlond] progriames are

(a} diagnosis: "diagnostic examinations" of the health services:

to highlizght the main management strengths and weaknesses and to determine needs;

to identify health service staff who have management responsibilities;

to deacribe existing training activities and facilities and assess their potential for
development;

to assess management training facilitics outside the hiealth sactor, with an estimate ot
their potential for health management training;

(the "preseription' For wanagement training that fellows the "diapnosis” must take into
account national health priorities, policics and plans; conversely, national health plans as
A priority should identify management needs and resources [0 megt them) ;

(b)Y commitment: the fopmulation of a national policy on health management and mAnagement as
a hasks For obtaining a strong commitment Lo mandgement training by hoealth services' teadors
and education authorll ionsg

e) oprganizatiom: the establishment of an prganizational atructure that can determine
training neads and priorities together with the health sarvices and educaticnal bodies.

The role of the WHO Regicnal Office for Europe

WHO can play an important catalytic role in mobilizing the resources necded for national
management training. The tasks of the Regional 0Office in this field wero concaptualized broadly
follows:

designating and developing collaborating centres and associated subtentrer;

organizing intensive training exercises in management disciplines;

providing fellowships;

promeling studies and research on managemeant;

stimulating the production of learning material, especially in traditionally weglected topies]
assisting in identifying existing learning material g;

producing a guide on hew to make a "diagnosis", how to establish the necessary organization
and how to gbtain the best return frem efforts in this connaexion.

6. LUnClualt\s

(1) 1t is difficult to distinguish betwean the actual tasks of policy making and administrative
managenent due te the considerable fragmentation or segmmtation of decision making, even at the
national leval, and to the tendency for individuals to transfer managerial functions upwards or
downwards, thus inhibiting the proper definition of awthority and responsibility. Therefore,
attention gshould be paid to the follewing Factors:

complex external influences on management in the health field, arising frow decision making
a high political level, which may relate to other sectors but, nevertheless, has a great
impact on health;

conflicting goals and objectives, both within and ocutside the health sector, which influence
the determination of skills to be included in management training programmes at different
levels,
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{(2) A clear distinction should be made between the very different managerial skills required by
heaith service managers and health poliey managers, so as to avold irrational or counterproductive
agsignment of responsibilities,

(1) Cxisting matecial on training pregrammes should be used as a starting point to design suitsble
programmes foy use at local, regional and national levels.

(4) There is a need to develop coberent and integrated training programmes for health planners and
managers and to identify pessible educational approaches at submatienal, natienal and regional
levels., A study should be made to determine hew the skills required by health sorvice managers can
be avquired in the ditferent targel groups and of the Leaching methods to be used.

(5} Teacher training i1s seen as an important strategy for national programme development and a
part of the national commitment to health managewment education, Moreover, teachers of management
courses must acquire skills both as educators and as "ealegmen” and develop their competence in
specific management skills.

() Manopement training sbould cover hwealth service and manpewer plannimg, analysis aod
development of health organizations, health ecconomics, quantitative methods for problem zolving and
development ol personal management skills.

(7) Objectives, strategies, tools and sctivities for the development of teaching potential in the
Furapean puhlic health and health management training systems should be examined.

(#) Both health care providers and consumers should become increasingly conscious of the costs of
health care and commwnity demands.

(9} The traditionally rigid structures of health care management have limited the possibilities
for participation by previders in management as well as thelr awareness of consumet and community
needs. Consequently, 1f management training for providers is to be successful, the management
systesm must be responsive and adaptive Lo changes in the relationship between health care and the
commuuity. The control mechanisms should be fully understood and be zeceptable to providers. It

is esgential that the managerial functions of providers should derive naturally from the
professioual functions and not be distinct, sdditional responsibilitiuvs.

(10) Providers wust be cncouraged to interest themselves in cost and Gommunily issues. Thus,
rraining aimed gt improving the effectiveness of providers should be primarily concerned with
influcacing koowledge and attitudes rathee than inculesting particular skills, and it should be
directed by the providers themsclves rather than by external agents — although the latter can make
contributlions.

{(Lt) The growing importance of consumer articipation in health care provision has to be taken into
L I P P

account. Lf consumers are to be involved in their own health wmanagement, the community and the

providers must be asked what their real rroblems are.

7. Hecommendations

7.1 {iewneral

{1) The oversll target of the Ctraining showld be to stimulate new ways of thinking which would
lead to improvements in an organization and its cnvitonment, and this should be a continuing

process.

(2} preference should be given to training techniques based on the latest inmstitutional and
orpanizational developments rathar than the traditional approaches of public administration.

(3) The training should emphasize Lhe dynamic nature of policy and decision making, 50 as Lo
apeate awsreness among planners and managevs of Lhe broad political interaction process, invalving
individuals, professional groups, congumers, public and private institutions, political
atthortties, ctc.

(4) The etraining should pay special attention to the gkills required to strengthen and expand
communication within and among the various groups invelved in policy making and implementation.

(%) Training of health managers should give them an understanding of the problems of conflicting
and competing goals, provide an open atmosphere for solving them and enable them to promote
awareness in other secters concerning the impact of their decisions.
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{6} Similarly, training of health policy makers should make them aware of the impact of their
decisions at all levels of the health systom,

(7) Health profesaionals should be trained to understand the contributiens of other health

goiences ko health services rasearch.
(8) Existing materials on Lraining programmes should be carefully examined before desipning new

M E.

(99 Managers should be anabled, thruugh personal and structural incentives, to constantly anilyse
opportunitios and weaknessos as well as the inherent cimstraints of deciaion

their own potential,
and should be given the opporfunity Lo acquire pow skills through job

making and implementation,
rotation and sabbatical leave.

7.2 National level

{1) Planning for pood managewent, diagnosis of prublemﬂ at natienal level and the velevanl
training should be an integral part of the country's health planning and the educational syatem,
Eaking into account the real needs of each target greup, the resources available and Che

development possibilities.

(2) To foster a atrong cowsltment te managemecot training on the part of the health and educalional
services, a national policy must be sought and agreed upon by the authorities concernead.

{1) Withip health management tvaining programmes, priority should be yiven to a combioed stratoepy
ol development of iunsLitutions and educaltion of teachers.

Action ab national and international levels should be complementary. At national level,
gmphasis should be placed on hasie wducation and, at international level, on the exciange of ideas,

pxporiance amd inforwation.,

7.3 International lewel

(1) WO should scimulate and support mansgement researeh and collect and dissemioate information

on managewent toples.

(2) WHO should sponsor and support short training courses for senior managers and decision makers,

ao ag to stimulate action at national level.

{3) wWiO should provide technigal and pedagogical assistance in the develupment of national teacher
training programmes in health management as well as training programmes for health professionnls at
all levels.

(4) WHO should establish working relations wich s number of collaborating cenires within
international networks of contributing institutions or individuals. At least one collaborating
centra should be established for each area of management, Caking inte account the relevant secnomic
and social aubregional patterns, and arvangemeats should be made for their suppert, 1neuding
assistance fotr travel, and the publicatien and distribution of teaching macterials.
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TRAININC FOR MANAGEMENT: A HELPING RELATIONSHIR

by
Dr W. Buchstaller
Austrian Society for the Study of Cybernetics
Vienna, Austria

Thiz Annex congists of 2 summary of & statement made by the author towards the end of the
meeting of the Working Group, which was discussed only briefly. The authox pointed out that the
troup had been very much preoccupied by the operational and procedural aspects of training for
health management and that, in view of the limitations of this perspective, a different approach
should be considered.

Training for and traiming within a hestile environment

Dealing with the educarion of health managers, a previeus working group stated, "Many members
of the health professions hold a rather negative view of managewent, which they perceive as
burcavcratism, control for control's sake or even a sheer nuisance when it interferes in

fundamental resource allecation™ (1).

A recent report published by the Council of Evrcpe alse touches on the problems of introdueing
modern management knewledge imto the health field, saying, '"Most of the countries vigited are in a
situstion where the theorerical knowledge exists in the university sphere and in research settings,
hut experience and appreciation within the health services is almost totally absent., The need may
be hilgh, but the demand is blocked by scepticism and distrust, nourished by some unsuccessful
ventures, The management specialists are still faced with the difficult problem of selling their
‘poods' by offering suceessful vesults from applications in fields outside health care" {2).

Those of this Working Group familiar with the rraditional health administration will agree
that training ("going back to schocl") is considered to be for beginners only and that the higher
ranks of the civil services seem content to vely on experience, seniority and commem sense {the
genuine scepticism of the traditional physician about formal sciences and the social sciences as
well as economics reinforces this attitude),

Suaming up, it seems necessary to mention that the introduction of modern {formal,
quantitative) methods of planning and management, either by consultancy or by training, into the
different echelons of the health services is neither an easy nor a well accepted venture.

Barriers to implementatien

The sequence of events thought to be almost natural - the development of wethods as a result
of pagearch, their promotion by publication, teaching and training, first in the academic setting
and then by distributing university-trained teachers fo the lower levels of the school system
(e.g. nursing schools, publie health training Facilities) and their transfer after graduation from
these schools into work settings — is full of problems and pitfalls.

Researcher versus administrator

Cordon (3}, dealing with values and metivation, peints eut that science has been
institutionalized as s management-free operation with a high degree of sutonomy. The major values
of science imclude the freedom to do what one cares about, free from administrative econstraints, in
an organization that emphaaizes the individual rather than the tean.

The research undertaken is usually sepzrate from the decision-making process. The specific
terminology used in publications is quite often difficult to understand, and the resultsg, io the
pdministrator's view, are either too general to help in his specifie situation or are irrelevant,
being too abstract and hypothetical to form a basis for decisiens.

Administrations are, as a rule, hierarchical. A climate of participatery decision making
seemz to be incompatible with tradition, and alse with the functional stereotype of bureaucracy as
a stabilizing and preserving element of states, societies and nations.
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Administrator versus physician

Meyers (4), in discussing this relationship, remarks, “The imape of health administration is
very mixed. Many regard it with the utmost suspicion as an invasive irrelevance which diverts
attention and resources from the diagnosis, Lreatment and prevention of disease". This statement

was made as late as 1975,

Quite contrary to those of administraters, the prevajling values of physicians are
independence, sutonomy and action, which provide an esoteric serviee to a client who cannot handle
his problems by himself and whose judgment of need is amateur. The professional dominance ol
authority requires faith and trust (5}.

Thus, the introduction of wanagement and planning methods into this tense and antagonistic
area has to overceme & number of deeply-rooted barriers. 1In most Europesn countries, these have
not yet bheen syrmounted.

Limits to training ip the development of a mapager

"Managerial training" refers to the programmes that are devised and cffered to facilitate chis
special learning process of how to manage successfully and to support the development of a
manager. The psychology of learning has no universally accepted theery for its subject. Some
psychologists emphasize that learning is a question of activating positive as well as nagative
emotions, a process that is difficult to influence in a systematic way. "Even clarity and
brilliasnce in teaching will not make a person learn. You can lead a man to class, bub you cannot

make him think" (&).

This difficulty in communicating management skills 1s increased by the commen experience that
learning about the tasks of a manager does not make a manager. Koontz and O'Donnell (6) state thiu
vividly by saying, "It i=s one thing, in balls of learning, to suggest that managers should wake
subordinates happy, that autherity relationships should be turned upride down or that subordinates
must somctimes revolt against the formal organization. Academicians can do this because they have
little responsibility for rusults ... It 18 quite anokher to demongcrate proficiency in management
where theery is applied to actuwal envirenments calling for the attainment of geals".

Anothey limitatien teo conventional training i indicated by the revelution in information
technelogy which has been going on since the 1960s and which seems to be accelerating.
Catch=phrases such ay "distributed information processing”, "computer networks”, "avcificial
intelligence”, "plug-in information services", illustrate that the traditional ways of collecting
information, of gathering intelligence, of communicating facts and data and of reaching decisions
can be supported by powerful methods and sometimes subsbtituted in the age of total and
comprehensive electronic data proeessing. In this perspectiwve, we need to analyse and perhaps
revise our aceustomed ways of reasoning, of absorbing facts, of digesting information and of
communicating.

Human factors and resistance Lo change

Training is an important force of change., Chin and Benpne (7} give a general outline of
strategies for effecting changes in human systems, They order them under the headings:

w egmpitrical-rational grbtrategies;
- normative, re=gcducative strategies; and
= application of power.

Training c¢learly comes under the second of these headings and is, almost by definition, an
attempt to change s peraen. The concept of change agent raises the isaue of the feasibility of
changing social gystems by training and retraining their members. To quote the Swiss playwright,
Max Frisgch, "Men tend to fear change more than diszaster™. 1t i1s easy to elaborate from this that
any change involves the introduction of some uncertainty. What is zffected, and how, 18 not clear
until it happens. Therefore, people tend to prefer what is familiar.

Change is usually mssociated with the intreductipn of new things and the abandonment of old
things, ways of performing tasks and making decisions. A psychological sense of logs comes with
this alteration in habits and behaviour, and thig is uncomfertable,

People's sense of competence at work is closely related to thelr way of performing 4 functiuvn
or carrying out a task. When asked to change this (by being invited or summoned to a btraining
course}, they may feel & reduced sense of competence.
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"Can I let myself eater fully into the world of feelings and personal meanings of the other
and see these as he/she does?

Lan 1 act with sufficient semsitivity in the relationship so that my behaviour will not be
perceived az a threat? Can I free the other from the threat of external evaluation?

Can I meet this other individual as s person whe is in process of becoming?"

The objectives of this check-list should be included in any training programme for manggerial
and human efficiency, and the deeply human attitude it yepresents should be basic to any training
endeavour. Rogers (8) states, 35 the essence of a professional life as a psychotherapist, that it
is the attitudes and feelings of the therapist rather than his theeretical orientation that are
imporcant. His procedures and techniques are less important than his attitudes, and this may be
valid for the trainer es well as for the trainee after he returns to his service, practice or field
of work.

We, as a working group invited to deal with the design of training in health planning and
mitagement, were not expected to elaborate on these dimensions of managerial, administrative and
human efficiency, but no consideration of the topic can be complete without them.

These are important determinants of individual behaviour which influence the willingness to
accept training, the results of the training endeavour and the application of the skills and
knowledge dcquired at the place of work. It would be narrow-minded to overlook the fact that, from
the individual's point of view, social organizations and the workplace are means of satisfying
personal needs from subsistence to self-rvealization, and trainiog a person to become a cthange
agent, endowing hit with skills and instruments which sre taken as a threat in his environment, may
eéxpote him to distrust and suspicion.

A new type of educaticunal relationship

There are 2 number of person—to-person relationships that ¢an end should be contained in one
concept - that of the helping relationship. Teacher—to—pupil and counsellor-to—client are examples
which are relevant to our general topic.

A helping relationship is defined by Rogers (8) as a relationship in which at least one of the
parties has the intention of promoting the growth, development, maturity, improved functioning and
improved coping with life of the other,

He has formulated certain questions that help in checking whether such a relationship has been
established:

- "Can I hehave in some way which will be perceived by the ather person as trustworthy, as
dependable or consistent in some deep sense?

Can I let myself experience positive attitudes towards the other person — attitudes of warmth,
caring, liking, interest, respect?",
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Anuex 11

TRAINING TN HEALTH PLANNING AND MANAGEMENT: AN OQVERVIEW

by
§ir John Brotherston
Professor of Community Medicine
University of Edinburgh, United Kingdom

It is geoerally agreed that a planned, systematic, coherent and comprehensive programme for
training in health planning and management is now 2 desirable feature for health and health service
deve lopment in all countries. The World Health Organization has drawp attention te the needs over
recent years in a number of statements and reports, increasingly comprehensive in their seope, of
which the recent report of the Regional Office for Europe on "Education of managers in health
services" (1) provides an excellent background to this meeting., Baxlier the WHO 8ixth General
Programme of Work had called for prierity "to promote the stremgthening of countries' capacities
for the plamning and management of comprehensive natiomal health services". The report of the WHO
Expert Committee on Training in Mational Health Planning, published in 1870 (2), was a significant
landmark. The report of the European Confersmce on National Health Planning held in Bucharest in
1974 €3) emphaszized that a knowledge of planning should form part of the equipment of all the
health professiens, but was of greatest importance for administrators, wanagers, organizers, and,
in particular, teachers. The Working Group on the Education and Training of Public Health Medical
Officers (4), which met in Copenhagen in 1976, mentioning the need to update the training of these
key pecple, emphasized the importance of including planning and management in their training.

t. Why emphasize training for planaing and management?

The persisting need for health care for our populations which is accessible and can be
afforded, as well as unresolved issues of prevention of major health hazards, highlight the
importance of clearer formation and firmer pursuit of prierities. The escalating costs of health
care provision have called attention to the need ta get best value for money when every proposed
addirion to services is in competition for resources. Service provision is moving away from simple
institutional bases with apparently self-contsined responsibilities to wider coordinated deployment
involving primary care and prevention as well as hospital responsibilities. Inereasing cost, scale
and comprehensiveness bring health services more and more into the political arena, Health service
responsibilities and the control of eavirommental hazards are divided between & range of
governmental and other agencies. Powerful intevest groups, trade uniong, professional
associations, academic bodies, consumer representatives, ecology movements, compete for influence
and “can bypass, erode, counter or outwit" the tradirional appointed bodies and their officials in
astablishient of priorities and resource allocation (1).

These and other changing and increasingly complex features of the health scene call attention
to the need ro match the enlarging volume of our health efforts and expenditure with a planniag and
managawent capacity which corresponds in scale, skill, sophistication and seciopelitiesl capability
with our tasks and requirements, To date, in many of our situations planning has been
intermittent, inconsistent and limited in scale to narrow sectors or particulay inputs such as
capital building, whereas broad-bamed continuous planming, focused on the output objectives of
better services and improved health, is required. Mansgers have often been trained in = particular
profession but untrained in management, or recruited in haphazard fashion and left to learn by
practice within narrow job hovizonz, and without any clear prospect of career development and

promotion.

Z. What iz required?

One thing is c¢lesr; progress will be slow and desultory without real commitment to the
importance of improved planning and managemeat. "The promotion of natienal health management
sducation programmes depends, in the first place, on an explicit national health poliecy, aimed at
solving the problems of health and ill-health by including wanagement {and planning) as an
imporgant aspect and dimenasien of health services. Such am explicit national policy sheuld
identify those responsible for the education and training of managers for health services" (1).

The first step in moving forward is to bring together the major services and educational
interests concerned to affirm a commitment bafove proceeding to more detailed recommendations.
This involves recognition that a real commitment requires significant expenditures of money as well
as thought and efforc,
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At first sight 1t might appear that the diversity of methods of organization, funding and
arrangement in the different health systems of Furope would make any general consideration of what
is required impossible. This is not so. Although arrangements for planning and management
deployment and education must be suited to local needs and will vavy from country te country, there
are strong underlying necessities dictated by the requirements for solution of our problems of
health and health service delivery which are commen to us all:

"education and training in health care managewant should be a cout inuous process and not a

unique educational experience;

this continuous precess should be related to veeds at successive key stages In vareer

deve lopment ;

educational programmcs should embrace all health workers with managerial cesponsibilitiea at
different levels or from differcnt digeiplinary backgrounds;

health agencies shouid be involved in the identification of training nesds and in the
development of edugational programmes;

basic programmes should be provided for those entering health services management and andvanced
programmes (both degree and continuing education programmes) should be available for
practising managers: these programmes may ineclude full-time, part=time and correspondence
courses;

a network of links shouid be established to permit management education to relate both to
service agencies and their organization development and to health gervices roesearch;

the educational strategy should promete carcer mebility and should offer rewards and career
incentives to those individuzls investing in continuing education and management
deve lopment” (1).

The need in préeparing the requirements for a particular country is to produge an outline of
the management structure for the organization and supervision of the services at different levels.
This leads Lo questions such as the following: where does responsibilicy lie for planning the
services at each level, and for financiong and managing them?  Ts there an organizatien chaxt for
egch ievel indicating line responsibilities upwards and downwards foy wapagement of services,
arc.? Does the chart show the linkage with advisory organizations such s¢ committecs in the health
Field; with health-related agencics, Lor example housing, educstion, environmental centrol, ete.;
and with local community representatives and groups? We need alse to know to whom the
professionals and other health workers report; who is responsible for monitoring the gervices and
evaluating them; what are the main preblems hindering the effective management of services and
jngtituticona: and, of course, what management fraining fagiliries are available.

The report of the WHO Steering Committee on Staff Development and Training (5) digscusses rolus
and functions of public health managers. There are two overlapping roles for the health wmanager,
namely the plamner and administrator. The planner is responsible for delineatiog an exiasting state
of affaies and forceasting the future needs and demands to weet the requiréments of specifie health
problems. This requires an appreciation of the application of scientific methads in the deployment
of health services, The adminisfrater is responsible for the provision of a system which will
ensure effective preventive and curative services supported by sfficient administration and with
facilities for operational cesearch and staff training. The levels and extent of managerial
responsibilitics naturally vary according to the specific roles allocated in the two major areas of
concern. Whatever his role, however, the manager must be prepared Lo accept responsibiliety for
decision waking, act as adviser and dewmonstrate qualities of lvadership, efficiency and the ability
to establish good working relationships.

Four typeg of activity have been identified to create national sclf-relisnce in education and
training for planning and management:

= "jmanagement education aimg at providing relevant knowledge, attitudes and skilla to permit
managers to perform successfully & large variety of tasks in various organizatienal sitvations
and setcings;
management training is more organization—specific and is intended to prepare people for
well=defined jobs by developing skills immediately useful for well-konown tasks and assignments;
managewent development iz intended to enhance the managerial performance of practiaing
managers through a variety of job-related aducational activitics within a poliey of continaing
educacion;
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- organizaction development aims at improving relationships, communication, functioning of teams,
gte., within organizations so that the transfer from what the individual managers heve learned
to improved organizational performance cam be synchromized" (1}.

Wharever decisions may be taken about local requirements, it is useful to stress the
importance of attention to adequate career opportunities. This implies not only real prospects of
promotion and advancement, without which there can be little incentive to use training
apportunities for self-improvement. 1IC also requires the creation of some effective system of
veeruitment and caresr supervision and development. The larger the opportunities for movement,
lateral as well as vertical, the grester will be the incentives; consequently, intersectoral
agreements to create joint educational programmes ahould extend, if possible, te the creation of
intersectoral career links.

3. For whom is education required?

The range of personnel for whom education and training are required is as wide as the health
system itself but, just as with the development of educational opportunities, some caution is
calted For not to embark on new commitments until priorities have been established, phanning has
baon carpiad ouf and resources are available. With that ecaveat, however, it is desirable to take a
wide view of eventual requirements and not limit cur vision only teo traditional recipients of
edycation, suech as public health doctors and hospital adminisfrators.

An essential prerequiszite for a successful training programme is the preparation of job
deseriptions for posts at different levels of the health services, together with snalysis of the
knowledge and management skills required for each post, 3o that appropriate training prescriptioms
can be devized. These prescriptions should include not only fermal courses io special training
centpas but also (and often preferably) in-service learning, eorrespondence courses, manuals on
specific topics, radio and television programmes, travelling werkshops, job rotatisn and ether
innovative methods appropriate to each country.

Some management orientation should be arranged in the bagic training programmes for doctors,
nurses and other professional and paramedical staff. There should also be envisaged management
appreciation courses for such health professionals with special leadership or administyative
responsibilitics. Conversely, there should be some epideniological and other health erientatiom in
the training programmes of nommedical administrators. Interdisciplinary training sessions,
seminars and workshops are a valuable means of promoting essential understanding between the
different professiona which must work togethey to provide health services. Managers at every level
stiould encourage the self-development of their staff and should be trained in how to train their
swi subordinates. This is what Hardie calls the "cascade effect” which reaches many people for a
swall initial expenditure. It is important to encourage participation by the community in the
planning and management of their health gervices, and training programmes for managers should
include practical information on how best to prowote such participation {(6).

In his typolegy of health care managers, Blanpain (1) has identified subgroupa: senlor
manazers who could be at national, erganizational, regional or area level in different systems
(they supervise the development of a multiunit ergapization with public representation and
responsibitities for achieving cooperation with other agencies and sectors, analyse problems,
develop strategies, mobilize rescurces and coerdinate action); middle—level managers at the
institutional or programme level responsible for the planning, orgenization and evaluatien of the
operations of their institution ot programmes within the [ramework of the overall system; unit
managers vespensible for the day-to-day operation of departments of imstitucions or components of
programmes; managerial specialists who are responsible for providing support for the general
managers (specialists of this type represent such fields as finance, personnel management, plant
engineering, data processing, operations research, publie relations and law).

4.  How should education and training be provided?

It should ba clear from the outset that there is no simple or single answer on how to provide
appropriate educatioen and training. Experience can be brought together and shared, but eaech
country has to find ifs own scolutions, although there may be valuable sharing across national
boundaries. Even the countries which have made the biggest =fforts and investments have 5till mmch
to learn.

The curpent situarion regarding education in health management in Burope seems to be patehy.
A survey of the European Reglop carried out in 1973 identified 25 programmes in 15 countries {1).
Sipca then, there have been further developments.
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Although our afforts in Europe have been sparse compared, for example, with those b Nerch
America, it is probably uysualiy best to aim, wherever possible, to develeop existing training
institutions rather than build new ones. For example, it may be preferable to extend the work «f
an existing institute of public administration or university department of public health
administration rather than establish a completely new and separate institute of health service
administration, It may well be appropriate to aim at developing one or more major centres. Onao
important reason for this is the need to develep programdes and plans for the recruitment and
training of future trainers of wanagers (6) as these are evasier to promote in larger centres.

Concentration of resources is to be preferved to dispersal, in order to make best use of
available educaters., For example, it will often be best to locate responsibilitices for basiec and
continuing sducation in the same imstitution. The guestion may arise whether it is desirable to
craate de nove a stalf cellege for the benetit of the health services. While the idea has some
appeal, there are disadvantages to bear in mind. If the staff college is to be self-contained as
repards teaching ataff, it muy [ind it wope difficult to recruit staff than an existing institution
sueh as u university, Moreover, the commitment of providing a total stalf is ualse considerable.
Nevertheless, there are great advantages in having premises, preferably residential, in which
health service perzonnel can be brought together for short spells to sghare a teuaching module,
gseminar or workshep, with the added advantages of informal social contact and exchange over meals
and in the evenings. The aducational modules provided in such accommodation can he scaffed by
existing staff from nearby university departments or other agencies. Sueh an institution may be
available solely as residential accommodation with all the educational promotion and planning done
from other institutions which share its amenities, or it may have a small core staff to organize
the learning experientes but may recruit its teaching staff for particular modules vn an ad hoc
besis [rom other institutions.

An important eonsideration in planning for educational development is to decide which
anlutions will most effectively promote vesearch potential and activiey. If teaching in planming
and managewent is 1ot to beacoms static, stercotyped and insufficiently adapted to the changing
circumstances of health service organization, it needs to be closely attuned to research into
currept iszsues and matheds for improving the measurement of health needs, the evaluation of
rervices and other technical advances which are urgently nceded to increase our effectivenesas and
gfficiency. Mporeover, in training for the hipher management levels some practical experience of
reagarch investigation may be ane of the most important learning experiences for the trainee. Too
often in the past we have tanght only the theories of epidemiolegy and other key investigative
methods, 2nd these are apl to be quickly forgotten if the individual has not had any guided
opportunity to pul the methods into practice.

As far as basic training is concerned, we must think in terms of training programmes and nol
just about teaching curricula or modules alene. The Lraining programme should comsist of a
combinelion of learning opportunities in the relevant skills snd disciplines, provided at an
apprepriate level, and a planned service apprenticeship umder the supervision of designated and
approved preceptors, Often insufficient attention is paid to the problems of transference from
clagsroom to the working situation and to implementing principles and techniyques learned durzing
training.

A central sgency which may be of great value in ephancing professional standards is the
professional associstion which exists to prowote the educational standards of itz members (rather
than their trade union interests), and Lo represent views on policy issues to government amd other
organizations. An example of such an association is the United Kingdom Faculty of Community
Medicine.

The actual teaching can be provided in a wide variety of ways. 1In preparation for a career in
higher or middle management there are some advaotages in being able to offer the optien of a
full-time university=level postgraduate course. The duration of such a courme will vary according
to local pelicy. In the United Kingdom and North America such courses may last one year, or they
may take longer, with oppertunities for rescarch work by the studenl. Egually, thay may be
continued with comcurvent service experience alse provided.

There is little experience in Europe with the "Open University" type of approach, which
affords learning opportunities to university degree level for the nop-tesident student, but cuch
opportunities For health administrators exist in North America, where a combination of
correspondence course and part-time attendanece for tuterials, special seminars, etc., may allow the
candidate te gain credits for appropriate modules which allow the award of a wniversity degree (7).
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Another arrangement te previde basic education to an advapced level is cuyrently in cperation
in the United Kingdom as one option for comwunity medicine specialists in training. Consortia of
wniversity departmeunts throughout & rvegion agree to take responsibility fov different modules of a
total programme, and the students sandwich perieds in these different universities with service
experience. With such programmes much attentien must be paid to organization, otherwise the rTisks
of unacceptable repetition or gaps in coverage are real.

The desirability of an effective organizatien for arranging part-time teaching and continuing
education is obvious. Undoubtedly the most ambitieus organizations of this kand sve in the USSR
and other eastern European countries. Their operations are related to highly structured staffing
systems which ¢an require periodic attendance for postbasic refresher education 28 a prerequisite
for promotion, etc.

There are a whole range of modules which could be deployed by such an organizgation, gither to
provide seriatim the eleweuts of basic training or to give added training subsequent to basic
education to those who ave taking on new regsponsibilities or commitwents. Modules of this kind are
health planning methodology, operational research, evaluation methods, health economics, health
information systems development, epidemiclogical techniques for health planning and evaluatiom,
group dynamics/sensitivity training, and the relatienship of health to sociosconomic development.

An arrangement of significant effectiveness is the peripatetic workshop for training in
manggement and planning. Such werkshops have been organized by WHO and could be replicated with
advantage, but they demand a high level of organization and teaching ability.

There are, of course, many other kinds of experience which may be arranged by organizations
respensible for continuing education. The value of refresher training lies not simply in the
content of the teaching, but in the stimulus to job interest and enthusiasm which comes from
renewed professional contact and discussion with teachers and colleagues and from exposure to
recent advances in Lnformation and methods,
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THE DESIGN OF TRATNING MODULES IN HEALTH ECONOMICS FOR NON-ECONOMISTS
by
Professor A, Williams
Department of Economics, University of Yerk, United Kipgdom
1N Introduction

This paper has the following important limitations:
(a) it is based only on one persen's experience and views;
(b) it focuses primarily on Kritish problems and material.

This may not matter eoo much if, as is likely, most European countries face common problems
(though in different manifestations}, both with their health care systems and with the lack of
economic expertise in dealing with them. Indeed, since my view is that ir is the analytical power
of ecconomics that needs to be demonstrated, there should be plenty of common ground across very
different fnstitutional and politieal Frameworks. However, the limitations must, in all honaesty,
he made guite explicit at the outset.

I have tackled my assignment in the following manner.

Section 2 sets out the objectives which I think a health economics wodule should pursue,
namely to change people's way of thiaking; Section 3 explains at some length the tcaching methods
appropriaté to this ambitious task; Section 4 (and the appendix) describe and comment on Lhe
sezlected core content of such a module, which would concentrate on econaomic efficiency, economic
evaluation, and budgeting and incentives; Seceion 5 offers a briet critical survey of the
passibilities for the evaluatinn of both coutses and pariicipants, favouring the Former but
deploring the latter.

There is no peroration or epilogus. TInstead, [ will state my broad conclusion right here at
the begianing, namely that there is scope for a variety of heslth economics moedules with different
purposes, which will nave different content, methods, length, etc. I hope that, in that
armamentarium, there will be some with the ambitious objectives and intemsive methods that I
outline here. It still will not tern participants into ecomomists, but that is net the objective.
If people can be breught to think like economists, they will {a) be able to tell good sconomists
from bad onas; (b} be able to tell good economics from bad econcmics; () be able to tell when a
problem has significant economic content and what that content is; and (d) be able to prepare a
gsensible brief for any economist who might be brought in to work on it. This would be no wean
achievement.

2. Objectives

At a fundawental level, tha objective must be Lo enable nom-econemists to think like
economists. This ig 2 very ambitious task, because it requires sconomics to be presented as a
coherent, intellectual discipline and not just as a few disconnected picces of conventional
wisdom. Once this is accepted as the overriding objective, there are deep and pervasive
implications for the nature of any training module in health aconomics, which de not fellow Ll L
objectives are less ambitious. Such "less ambitious" objectives, still challenging and wovthwhile,
however, might be (a) to give seme indication of the kind of work that health econemists are doing
and might da; or (b) to explain in comnonsense terms the jargon of health economics; or {¢) to
explore the relationships between health economics, accountancy, epidemiolegy, operational
research, sociology, ctc.; or (d) to anzlysze in depth the contribution that health egonomigs might
make to some specifie problem {e.g. the Formulation of a screening programme, the running af an
orthopaedic unit, the chnice botween hespital-based and home~based physiotherapy). My "ambitious'
objective will, of course, conLribute to each of these more “modest” objectives incidentally, but,
bocause they do not constitute the central purpose of my module, none of them is likely Lo be as
clffectively achieved as would be the case with a module directed sisgle~mindedly to its fulfilment.
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3. Teaching methods

The teaching methods are dictated by the objective. Since the abjective is te change people's
modes of thinking, they must be offered a very intemse, even cathartic, experience, which some will
find emotionally as well as intellectually disturbing. The format will be that of a group therapy
session, the {economist) course tutor playing the role of "therapist", with such help from fellow
economigts as he needs. This perhaps strange analegy with a group therapy session will help to
explain why I place considerable weight on teaching method, including the physieal environment in
which the teaching occurs. This is frequently neglected when designing courses, it being blithely
assumed that, once the syllabus has been laid out and the reading list promulgated, the teachers
and the taught can be left to get on with it. Ultimately, of course, the teachers and the taught
do have to be lelt to get oo with it, but before that stage is reached a full discussion of
pedagopic strategy should be conducted between the sponsors of the module and the potential
teachers, so that those who do not subscribe te or understand and accept the full implications of
the objectives and/or are incapable of responding to the dynamics of the group experience can be
weeded out.

What follows is based on a decade of teaching sccivity in this field in g variety of fermats.
At one extreme lie one—hour summaries of the "eost-benefit appreach to health", given to large
conforences of administreators, doctors, tressurers, etc. At the other extreme lie five-day
intensive residential courses for similar people but in much swaller groups (numbering B to
20t people), sometimes all of one discipline, but mere frequently of mixed diseciplines and
backgrounds. Over that time, I have come increasingly to favour the latter arcangement, since the
mosl one ean achieve by half-day or one—day sessions is a whetting of the appetite. I alse have
doubts about, though no direct experience of, modules which consist of a succession of one-day ox
half-day sessions spread over many menths, because a2t some stage one needs to get the group
"white-hot" and in continuous ferment if they are to undergo the catharsis that I bave in mind! It
may be that such isolated one—day events might precede or succeed an intensive residential course,
but they are no sebstitute fer it. It alsoe follows from this that the composition of the group
itself is of considerable significance, and it is important that they are all there from begianing
to end, with no fleating membership of "casvals™ drifting in and out for odd days, since this
impodes group dynanics.

The courge director must ensure that all participating teachers/tutors knew what they are
supposed to be doing, how it fits in with what the others are doing and anything significant that
has happened within the group up to that peint, both as regards interaction between group members
and between the group and the earlier teachers/tutors. This is tyicky, even with resident staff
who know each other well and are in more or less continuous contact anyway. It gets very diffieult
when teachers are imported from outside for single sessioms, as is wsually necessary at some
stage. Vetting people for their teaching/tutering/counselling abilities is not easy. It usually
requires the course director to sit in on sessions and to be ruthless in weeding out unsuccessful
performers, however eminent, from future programnes, This is probably che greatest single
constraint on successful course work because, with such an intensive set-up, teachers must be
prepared to be responsive and encourage partieipation. This means that they must be direet,
approachable, articulate, gquick-thinking, flexible and know their subject matter inside cut so that
they can respond convincingly at any level and in any direction, They must alse be firm and
sensitive controllers of discussion, allowing the expression of contrary views, encouraging
digcussion within the group, yet stifling irrelevance (unless usable pedagogically) and suppressing
more repetition or reiteraticn. All this needs to be dene without becoming overtly authoritarian
or patronizing, because the members of such groups will expect to be treated om a footing of
equality, usvally being as distinguished in their own fields as the teachers are in theirs. There
are not many peaple who can cope with the very great demands such courses make upon the teachers,
and there is consaquently a tendency to seek shelter in the mere Formalized "lecture hall" format,
where, with the aid of a dais, a slide projector, a lectern and with the audience arranged
passively in serried ranks, 3 wore didactie atmosphere can be waintained. In my model of the
intensive residential group, the seating is arranged less formally in a ¢irele or hellow square,
the teacher "joints" the group, and, if factual material or visual aida are required, they should
be precirculated or available te group mewbers so that the proceedings can be conducted more like a
meeting than a lecture.

The other major plank of my pedagogic strategy is that each broad topiec within the syllabus
ghould follow a common cycle of (a) exposition of basic ideas; (b) individual or group project
work; and (¢} report-back and general discussion., The amount of time devoted to each phase
depends on the complexity and novelty of the material, but generally a ratio of 1:2:2 is probably
optimal. Phase (a}, expositfion, is bound to De rather wmore didectic than either of the other
phases. It should aim to orientate people's thinking and introduce them to some key concepts,
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explaining as simply as possible their relevance to the problem and why they have been found
useful, It is important at this stage not to go into too many complicatiens or difficulties and to
be fairly positive. Although the teacher will know what the project work is, as may the audience,
it is important not to let the exposition be influenced too direckly by what the project will
require, for while it is a grveat temptatioa to turn it inte a project briefing session, this may
wall distort what is intended to be a general and balanced introduction to the whole field. The
project is = vehicle to test understanding of basic principles, and should ideally not rEqULre the
group to digest masses of information and should not prestructure the nature of the "golution" any
more than is absolutely necessary. Indeed, it should ideally be so designed that it can
legitimately be tackled in a variety of ways, cach of which is valid on its ewn terms, but which
leads to different perceptions of the problem and the way ahead. With the group split into twe oo
three subgroups working independently, one hopes that, at the report-back session, significant
differences will emerge which provida compelling "lLive" matevial for the teacher to exploit, so as
to bring home the force of the primciples he had enunciated warlier, to identify error, to show how
certamin complications (suppressed eavlier but latent in the project assignment} could be handied,
and to comment on the strengths and weaknesses of the different appreaches. Groups should ke
encouraged Lo treat all the matgrial as common property once tha reporl session beging, so as to
reduce defensiveness and enhance learning cepacity. Learnming by controlled deing is a very
powerful method with people who are unused to passive absorptiom of spoken material and who [ind
personal participstion much mere enjoyable.

As will he obvious, a residential course is far superior to any other for these purposes for e
variety of reasons, the wost impartant being the feedback and psychological support which i
Facilitated by the informal interchanges between the course members themselves, and between them
and the course director, during the "eut-of-session" interstices of the programme. Wounds will be
opened up which need te be healed. Excitement will be generated which necds to be harnesaed
effectively, The guieter or more isolated participants need to be drawn into the formal dialogue.
Dissidents need to be brought round, and the more persistently diseuptive or uUNCooPRrat ive
participants plumbed more deeply to cxpose, both to themselves and to the course tutor, the naturc
and losation of the bedrock of resistance, l.e, which of their basic heliefs appear threateaed, how
anrd why. Moreover, since, in a five—day span, the strategy on the first day is to inculcate doubt
in participants about the adequacy of previous ways of thinking about problems {(doubts which they
prebably had to a wild extent before coming on the course}, while the middle two or three days are
designed to explore those douhts and offer an alternative way of leoking at things, it is important
that participants be brought to the final fence by the beginning of the last day and at more of
lesa the same moment, so that when one enters the final straight and everything is being put
together, they are all in a suitably receptive mood. Tt is very difficult to engineer this if
people have been dashing back to their offices, constantly telephoning their colleagues or going
heme to domestic problems during the peried of the course.

From many points of view, it would obviously be better to have longer than five days in which
to attempt this miraculous change in people's perceptions of the world, but it is likely to be the
longest period for which it is feasible to get relatively senior and responsible people away from
their jobs. It is, therefore, a programme tailered with that resource constraint in mind,

'R Content

Content falls inte two distinct parts. There i1s firstly the selection of the key concepta
that need te be covered, no matter who the clientale happens to be. Then, secondly, one could go
an to differentiate the cholce of illustrative examples and the fields of application in project
work, etc., sccording to the particular interests of the clientele and according to their
1nLe11ectual cepabilivies. There is, however, ooe important argument against doing this, namely
that if ona of the aubsidiary objectives is to enrich people's perceptions as to how economic modes
of thinking bear on a wide variety of problems (this is especially important where people are
likely to find themzelvés moving about whithin the health care asystem, and hence playing a variely
of roles during their careers, or where they are already required fto work in a multidisciplinary
manner), then it is better to expose them to a wide variety of problems during the training module,
even though some of these problems are rather remote from their immediale congerus.

The key material for ali participants on such a course focuses on only three topics, These
are {a) economic efficiency; (b) econpmic evaluation; and (e¢) budgetivg and incentives, Within
each tople, the material is to be selected for its analytical importance, and factual,
insbitutional date are kept to a minimum. Thus, my syllabus is a set of problems, questions and
tenzipona. Some will turm out to be semanti¢, some substantive. Some are resolvahle; some are
net. Seme invelve the reformulation of questions; sowe will eventually be seen to be 3 pripri
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value statements, some issues of fact confrontable by evidence. The questions to be asked about
each proposition or procedure are: what does it mean? Is it unambigucous? Where does it lead?
How is it different from other ways of looking at things? What would be involved in implemeniing
it?

Before setting out my selected content in more detail, I must explain some important
exclusions. First of all, there is nothing on manpower planning, a potentially important topic
which, if I had more time available, would be my prime candidate for inclusiem. If I did include
it, it would be in the context of the working of labour markets, why such markets "fail'' and have
to be supplemented (supplanted?) by “plans", and why these plans "fail". I would touch on issues
of factor subsbitution, fraining eosts, redeployability in the face of uncertainty and the
sengitivity of recruitment patterns to wage and salary differentials. It would alac be necesgary
to include consideration of the economics of professional restrictive practices and government
regulation of the medical professions. It i& too big a topic to add to the list I have already
drawn up. A smaller but less important exelusion is the popular subject of international
comparisons of fractions of the gross national produect spent on health or medical care, numbers of
doctors per thousand population, etc. Participants will get some incidental insights into the
perils and pitfalls into which such comparisons can run, but they are 2 tog great and unpreoductive
diversion to ineclude in sueh a short span. A third excluded ares, of considerable importance for
some people, is the economics of the pharmaceutical industry, its relationship with government
policy generally (e.g. research and development, international trade, multinational companies,
patents) and with the health service in particular {(contyol of advertising, pricing policies, drug
trials, ete.). Again, it is too large and difficult a territery to include in an already
overstretched pyogramme of work and is better treated as a separate specialist interest.

My core syllabus is set out in the Appendix. Topic A is designed to act as an "unwinding"
subject, in which people bring out their prior conceptions (which will be found to include a fair
number of misconceptions) about what "economic efficiency' means and how it relates to the other
notions Listed, The teacher's objective here should be to explore all nooks and crannies,
clarifying isgues bur not necegsarily resolving them. I£ it appears necessayy, he must zdd to the
potential confusions himself from time to time by referring to erroneocus or misleading views which
are frequently put forward but appear to have no spokesman in the particular group before him.
Froject work here should be based on some extant study or studies whieh purport to be about
promoting "efficiency”, but which are unclear or, better still, internally inconsistent in the
basic though often unstated notion of efficiency which they are employing. At some stage in the
subsequent discussion, someone will invariably express doubts as to whether he really wants to be
"efficient” if this is what is involved, which will lead to a discussion of allegedly competing
criteria (practicality, political expediency, equity, etc.).

Topic B provides the widest scope for variation of material in accordance with the particular
interests of the group. [t is most important to make clear the distinction between financial
appraisal and economic appraisal and, within the latter, between cost-effectiveness and
cost—benefit analysis., The issue of valuation will be central here, and it is important to explore
the underlying ethical basis of crude market valuations, adjusted or simulated (behavioural)
valuations by consumers, supplier—dominated valuations and the valuations emexrging from “political"™
decigsions. As far as [ am cencerned, this is the core of the core, and if participants emerged
with a clear understanding of these fundamental issues, I would ke well content. Al} the rest are
detailed manifestations and particular applications of these ideas, not only within topic B but
within topics A and G, too,

Topic C can be structured in a variety of ways. 1 prefer emphasizing the ¢lash, in a planning
context, between traditional (financial) budgeting and "programme budgets", with stress on cesting
and output mezsurement problems; but it is possible, instead, to work within traditicnal finanmeial
budgets and stress the implications of designating new types of budget holder (e.g. clinicians) and
concentrating on the problem of benefit assessment in the context of the reszulting tensions between
"the administration" and "the clinician" over valuation of outputs and control of inputs. Yat
again, it would be possible to select as the key issue the extent to which charging should be used
to influence users of services rather than providers of servieces and what rhe implications are for
efficiency, equity, ete. Here again, there iz scops for taileoring the tactics to the interests of
the proup while holding firm to the strategic objectives.

r

(N Evaluation

There are two distinct issues here; how the course itself is to be avaluated and how the
participants are to be evaluated. I shall tackle each separately.
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In the evaluation of the course, various possibilities exist: (a) self-assessment by the
course director and teachers; (b) immediate assessment by the participants; (e) longer-term
retrospective asgessment by participants; (d) asseszment by sponsoring agencies; and
(@) assessment by peers. I che teachers are sensitive and axparienced, they will usually koow by
the end of the course how zuccessful they have been. A programme works with some groups aml fails
with others, Particular teachers have of f~days and good days. Here, the informal tesls arc the
degree of comprehending participation, well directed inquisitiveness and judicious imagination
shown by the group in respending te the challenges placed before it. Sellf=cvaluation, however,
presents obvious dangers and needs to be diseiplined by independent evidence, whieh may or may not
corroborate the course director's own views, Immediate assessment by participants is the casiest
thing to generate, e.g. by way of structured questionnaires with plenty of scope for open—~ended
constructive comment. JIts weakness is that it will be too close te the experience itsclf, and no
¢ne at that stage can take a detached view of the long=term and mere lasting effects, I am always
greatly pleased when people say "I haven't had to sit down and think so havd for years' but I hawve
ne idea how quiekly this newly rediscovercd capability dissipates in the face of day-to-day
pressures. Louger—term retrospective reassessment is both costly to collect and difficult to
focus, since so much else will have happencd thab people may be only dimly aware of the chanjgoes
wrought {(their ¢olleagues may notice more!). Sponsoring agencies (i.e. employing agencies) may be
a vehicle for detecting and reporting such changes in participants, but the danger here is that
they may be applying different criteria of success from those 2imed at by the course ilselfl Peer
review (by other experienced teachers) is likely to be better iunformed as regards the pedagogic
skill with which the programme aad teaching waterial are pub together but, singe the "peer” will
not literally be an "auditor", the crucial part of the process will be outside his keo.

Evaiuation of the participants ocpens up the same wide range of possible evaluators, namely
(a) themgelveg; (b} the course director; (o) their employer/sponsor; and {(d) their peers. [t
also leaves open the question of timing (whether evaluation should take place immediately, shortly
afterwards or long afterwards). '"How much (what) do you think you have learned?" is not a silly
question, and the answers themselves are of interest both for what they tell wus about the
individual and, when put together with those of other participants, about the course itself.
Alternatively, it would be possible for the course director to organige a written examinalion, ot
some preject work, to be undercaken subsequently and which could be “assessed” and “graded" as if
for some qualification or other. The employer/sponsor could play this role through some intensive
debriefing, which might almost amount to an oral examinaticn, or by assighing apme Lask as a tesl.
Rather more invidious, vet nften aven move perceptive and revealing, might be the assessments of
participants by their fellgws, thouph thiz is more likely bto elicit data on their intrinsic
strengths and weaknesses than on what they gained [rom the course.

The purpose of evaluating the course is presumably to improve future courses and ko identify
good and bad teachers, methods, content, ete. I think this is worthwhile, needs to be encouraged,
but also needs very delicate and sensitive handling, because in handling the infermation generated,
one has to be aware of itz szource and the possible reasons behind the views expressed. The purpose
of evaluation of the participants is presumably to assist in subserquent career planning, by
identifying abilities and aptitudes which the course has brought out, both positively and
negarively, Lf this is the purpese, then it could probably best be served by a confidential letter
from the course director to the employer. However, I am against thig Because it ioferferen too
strongly with the teaching relationship. The essence of my recemmended teaching method is opon
interchange. If people think they are continually being "ascessed" they tend Lo become defansive,
and this inhibits the exploration of new jideas. 7 think it should be assumed that paople at this
stage in their careers are sufficiently well motivated, and well known to their eeployers, not Lo
need formal evaluation; I have never conducted it on any mid-career training gourses T have given
and would be most reluctant to de sg. [ am, however, always interested in, and sometimes even
influenced by, what the participants think about me!l




ICP/SPM 010
46168
page 29

Appendix

CORE SYLLABUS

The following notions need to be inculcated and understood.

A. Ecouwomig efficiency

Its relationship to: teehnical efficiency ... physical relationship versus value relationships
value=for=-money +++ ftinancial outlays versus opportunity costg

wmarket prices/costs ... benefits valued by ability and willingness to
pay by some other method

nead vo. implicit versus explicit valuations

equity --. what precise notion of "fairaess" or "equality"
ig held to be desirable and hew (if at all) it
clashes with "efficiency”

B. Economic evaluation

Financial appraisal; cost-effectiveness analysis; cost-benefit analysis.

Stressing in particular that a public sector financial appraisal is not a cost-benefit
appraisal, and that finding the most cost—-effective way of doimg something in ne way justifies
doing Lt.

The notion of marginal (rather than average or total) adjustments will also be critical here.

The problem of benefit {or output) measurement as a matter of relative valuatien (or
trade-off),

C. Budgeting and incentives

The multiple functions of budgets and the weaknesses of traditional budgets as planning toels
and as sources of appropriate cost information. The problem of estimating trve marginal costs.
Frogramme budgeting as a strategic planning tool.

The teusion between economic efficiency and financial incentives in decentralized systems.
The problem of inculcating cost-conscigusness and rewarding genuinely improved efficiency.
Possible teastons with professional freedom,

The effect of pricing, internal charging and remuneération systems upon the behaviour of

providers and users.
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Annex 1V

THE HESLGN OF OPERATTONAL RESEARGH TRAINING MODULES
FOR HEALTH SERVICE MANAGERS ARD PLANNERS

by
Professor A.G. McDovald
Chief Scientific Officer
Department of Health and Social Hecuricy, London, United Kingdem

MODULE i: For clinjcal dectors in hospitals or primary care

Taaching objectives

The objective of this medule is to teach clinicians some of the atandard methodologies which
have been used with suctess in health systems. [t is desigped to 2dd an element of managaement of
resources to their clinical responsibility.

Topics to be discussed

With the increasing complication of diagnostic and treatment technology leading to escalating
costs of health services, it is more and more a requirement that elinicilang recognize the necessity
for efficient use of the resourges which they command. These resources include medical manpower,
nursing manpowset, hospital facilities, primary care facilities and comunity support services (ace
Fig. 1). At clinical level, the main emphasis must be management and operational planning on a
day-to—day and week~to-week basisz. This will include:

- =admigsion and discharge systems

= bed allocations for emeryency admissions;
~ outpatient appointment systems;

- operating theatre scheduling;

= nursing dependency.

Fig. 1. List of health service resources

Doctors

Nurses

STAFF Protessional and technical seapfa
Administrators

Ancillary staffb

.
Drugs
Dressings
SUPPLLES Linen
Minor equipment of all kinds
Utilivies, e.g. fuml, water, electricity
L
r

Wards {beds)

Day hospitals

Qutpaticot department, accident and
emergency department, theatye suites,

CAPITAL STOCK pathology laboratory, X=ray block, etc.

Community ¢linics

Health centyres

Kitchens and canteons

Stores

Oflices

Nurses' and doctors' homes, etg.

.

8 For example, radiographers, physiotherapists, cccupational theraplsts, chiropodists.

¥ ¥or example, ¢leaners, porters, kitchen staff, Jaoundry workers, mainCenance men.,
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Teaching methads

The cutcome of any operational research (OR) study will be eritieally dependent upon the
necessary simplifying assumptions that are made in order to construct and manipulate a mzthematical
vepresentation of the situation which iz being analysed. It is the role of the manager to be aware
of these assumptions in seme detail and to accept or demy their relevance and credibility.
Therefore, he must participate in a study at all stages. He will alse have the role of recognizing
that medicare systems consist of people and are for people, and se it will be hig duty te consider
the behavicural factors which apply in sny situation and to ensure that they sre adequarely taken
into account.

There are two elements which may be used for teaching purposes at clinical level:

{2) the case study, where manager and analyst together present a resl problem and examine

what was done abour its resolutiom; :

{b) management gawes, where the students can proceed through a complex management gituation
and ba shown the way in which overall efficiency can be affected by their own decisions - a
large mixed specialty ward is particularly suitable for this purpose.

Syliabus

Introduction based on appropriate sections of the Lisbon working group? report.

(1) THEDRY: Allocation of resources, including programming techniques
CASE: The TIASAP DRAME 3 model
TIME: 1/2 day

(2) THEORY: Inventory contrel: investment versus stockout
{1inen, dressings, pharmacy, etc., topping—up aystems)
oY admission policies: emergencies versus planned
TIME: 1 hour

(3) THEORY: Queuing

CASE: Outpatient clinics/geheral practitioner climies
TIME;: 1 hour
(4) THEORY: Computer gimulacion methods
CASE: Accident and emargency systems
TIME: 1/2 day
(5) THEORY: Managemenl games
CASE: Ward management
TIME: 1/2 day
(6} THEORY: Behavioural Factors: decizion versus negotiation
CASE: Presentations by the students of reasons why analysis will not be acceptable in
particular cases, Followed by group discussion to identify the cause of fatlure
TIME: 1 day

It is suggested that the teachey—student ratio be about 1:6 and that the formal lecture t ime
be less than half the total time available. Thus, the above programme might be presented to
30 students by a teaching staff of five over a pevied of three days. For busy elinicians, two
weekends (Friday evening to Sunday afternoon) would be ideal.

4 WHQ Regiomal Office for Europe. Research on simulation medels for health management:
report on a Working Group. Copenhagen, 1979 (EURQ Reports and Studies, Ne. 20).

b International Institute for Applied Systems Analysis.

C bisaggregaced resource allecation model.
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MODULE 2: For provincisl/country health service administrators, including medical and nursing
adminiztrative staff

Teaching objectives

To demonstrate to planners the relationships and interactions of the different planning
activities which they undertake.

Topicg to be discussed

It is essencipl for the health service that the medium—term and long=term effacts of immediate
planning decisions are recognized and that a corporate plan is developed,

While the precise topics to be covered will depend on the reapective roles aof provincae/count y
and national miniztry in the country concerned, if is suggeated that the plamning process at the
subordinate level can be structured on the following lines:

=~ the services to be planned mest be enumerated (Fig. 2 gives an example);
= for each gervice a systematic approach must be defined (Fig. 3 gives one such approach).

The agreed approach will then define the main topics to be covered.

Fig. 2. (lassification of health services

Family General practitioners
#,fpractitianer Deﬂt}SES
services Chemists
ff;ff’if Opticians
Frimary care )
Home nursing and midwifery
MHHHHH“HHHhCnmmunity Family planning
health J Health visiting
ServVices Child health care
Health educakien
. Vaccination and immunization

Health service Accident and emargency gervices

Acubte services Inpatient treatment
(by gpecialty} é DUtPStieﬂc consultations
aaﬂfﬂ##’##‘#'## = Day=~case treatment

Secondary
(houpital care)

\\ HMHHHHHHHHMaternity
services = Inpatient services
(obstecric ' T Dutpatient consultations
and SCE)
Non—acyte Inpatient servicea
services (by -1555555555 Outpatient consultations
Day~patient saervices

client group)
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Fig. 3. The basie approach

STEP 1

Catehment population

Each service
National STEP 2
guidelines

or policies Set area targets

F

L J

Bedg, CHS,
Day places

1

Existing > Alloczte beds
stoek to hospitals

\

STEP 3

STEP 4

Evaluate:

w

— cogts

~ Manpower

- teaching

= X=ray, OPDS, etc.

Syllabus

(1}

(2}

Introduction based on appropriate sections of the Lisbon working groupd repert:
TIME: 1 hour

Operational research and plamming

Check=-list of tasks to be considered (Fig. 4)

TIME: 1/2 day

The projective appreoach or supply-based planning:

{a) project national trends in lengths of stay and admission rates to derive future bed
requirement rates;

(b} apply these rates to the projected population of an area or regioen;
(c} adjust the results for local factors;
(d) adopt the sdjusted results as "rtargets" for the area or region;

(e) advantages and drawbacks.

4 WHO Regional Office for Europe. Research on simulation models for health management:

report on a Werking @roup. Copenhagen, 1979 (EURO Reports and Studies, No. 20).
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Fig. 4. Fossible check-list of tasks for operatignal research
in planning, with some advige
r a —-] [ r
Gervices to bhe considered Problems to be considered
Acute inpatients Eatablish cavchment areas
Acute outpatients amd day cases Suf targets for the area/distoict
Accidents and emergencies Allocate Largets Lo sites
Maternity services Model interaction of health and

social services
Family practitioner service
Financial evaluation
Mental illness
Manpower planning
Mental handicap
Examination of supporting departments
Elderly
Study of accessibility of services
Younger physically handicapped

It is5 an appreach te target setting which has two main advantages. First, the analyst knows
precisely the assumptions upon which his targets are based and the year in which they apply -
information which may be singularly lacking in many pational pguidelines. Secondly, the pluanner can
incorporate the opinion of lpeal clinicians in his targets relatively easily at either of steps (a)
or {(c). For example, the OR feam may adjust projections of lengtha of gtay where local consultants
find them unacceptable. By taking account of their judgment in this way, the tcam is able to
convince doctors ia local hespitals of the validity of the propesed acute bed targets.

A drawhack to the projeclive approach is that it offers targets which are a function of past
and curren: levels of provision. At first sight, this iz not always obvious; the analyst uses
projections of manifest demand (case-loads and lengths of stay) rather than projections of bed
supply to set his targets. However, since manifest demapd is itgelf a function of supply, the
planner must, if he adopts the projections as desirable targets, make one major assumptiou; he
must assume that the national rates of provision are and have becen adequate.  He cannot, therefore,
use this appreach to set targets for resources where current or past provision is recognized as
WO .

{3) The normative method {(where central guidelines or norms are issued, the proviacial function i3
to interpret them in the light of local conditions).

Components upon which norms depend;
(a) need;

(b) good practice;

(¢) political judgment;

(d) extrapelating current trends;
{(e) advantages and drawbacks.

Using guidelines or norms to set targets hag the great advantage of being quick, simple and
essy to understand. This essential simplicily means that:

- the approach ig easily understood by local planmers; in some studies, for example, the UR
team may find that local planners are already familiar with the use of puidelines and ave able
Lo appreciate the necegsity of tailoring the targets to lecal factors;
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- there is time to attewmpt a comprehensive examination of all services inm the area, with

conzsequent advantages;
- more time can be spent an making independent checks of the validity and practicability of the

Largets.

The OR analyst is only one of many contributors to the strategic planning process.
Essentially, his role is to inform decision makers szo as to help them make better judgments. To do

this, he should aim to:

~ gtate his assumption clearly;

- offer a range of proposals;

- wxpress the conscquences of each proposal in a useful way;

- limit the information he presents to that which the decision makers can readily assimilate.

0f course, these objectives conflict, but they do offer yardsticks against which to judge
different methods,

Health care planning is a process of rationing scarce resources. It is impessible to meet ali
the demands made on the health care ayatem, and some process wust be found for distributing
resaurces Lo the services in a rational way.

Unlike the projegtive approach, the guideline-based methods attempt to break out of the circle
ot supply based largely upon current and past provision; the guidelines are determined by other
fagtors as well. o

Many of the objections to the guideline-based approach centre on weaknesses in the guidelines

themselves.

(a} The assumptions upon which many of the guidelines are based may remain hidden.
Supporting studies of quantification should be made explicit. If a guideline cannot be
supported in thisg way, it should be reassessed.

(b) Guidelines may become out of date because guidelines rarely change. Pressure groups will
provide local reaction to the guidelines, while the local planning system offers a more formal
channael of feedback to the ministry.

{¢) The guidelines are generally tes simple in form. A bare statement, such as "provide 'x

beds, staff or placecs per 1| 00O population™, tells the planmer little or nothing sbout:
- how to allow for local variations in demographic factors ot in logal practices;
- the kinds of patient to which the guideline applies and those to which it does net apply;
- how {or whether) the guidelipe will change with time.

More elaborate guidance designed to give the planner information of this kind would help him
to use the guidelines more tlexibly.

TIMEr 1 day
(4) Trogramming méthoda: inferred-worth model and DRAM 3:

(a) categories of patient;

{b) wmodes of vare;

{c) ideal standards;

(d} cover of population;

{e) intermediate ocutputs;

(£) levels of control;

(z) financial constraints;

(h} advantages and drawbacks,
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The framework of the models imposes a digscipline which it qustomers have Found useful.  Thus:

the use of clearly defincd categorvies provides a commen Janguage in which local authoritics
have been able to discuss joint planning;

the definition of alternative modes of carc makes explicit to planners and Field workers ol ike
the strong interaction between the services;

the ¢ollection of data and the setting of modes of care and ideal stcandards wakes staff think
in 2 fresh and systematic way about the clients for whom they are caring;

the modes and categories are defined in enough decail to yive the planning problem real
meaning to the field worker, whe often has difficulty in relating to the aggregated resource
levels inherent in the normative approach; consequently, his invelvement in the planning
process 18 greater.

The ideals (of gover and levels of care)} towards which the modcl strives have all been set or
accepted by local professional advisers and planners. In contrast, the ideals of the guidelines
are imposed from without (by the winistry). Because of this, local field workers accept the ideal
standards of halance of care (BOC) more readily than guidelines.

The wodel calculates detailed intermediate outputs for each of the care groups, showing what
quotas and coverage A given mix of resources will provide, Thus, it offers more information aboul
the nonacute sector thao the norwative or projective approach - Lntormation upon which the decigion
makers can base judgments about the development of services.

The model recognizes that there arc two levels of control over the distribution of resources.
Planners can determine how much of a resource will be available in an arca as a whole, bul it is
the way in which field workers choose to allocate the regources available to them which determines
the distribution of ¢ach resource botweon ¢lient groups. The normative approach Lignores this
Latter level of contrel. [t assumes that the priorities of the planners and the Field workers are
identical. They may, in fact, be very different. If the planner is unaware of this, his proposgalsz
may have consequences quite unilike thoze he envisages.

Unlike the normative approach, the model formulates proposals (in its optimizing mode) which
automatically meet the financial constraint imposed by the user.

Some of the digadvantages of the BOC appreach spring from the practical difficultiecs of using
a complex mathematical model. Setting up and rcunning the model demands considerable effort from
both ite users and its customers. Computing costs can be high. In additien, customers have
difficulty in understapding the model fully., Consequently, they must rely oo the OR team's
interpretation of BOC resolts. This need to trust others may at times make it more difficult For
the customer to accept and fmplement the results.

One of the preatest valucs of BOC lies in its consideration of alternalive modes of care.
Where alternative modes do not exist — and For many parts of rthe acute servicos chere is no
alternative to Lopatient care — BOC's wvalue is greatly reduced. [t can #till provide intermediate
gutputs and, with variable cover, couild explore the balance between tengths of stay and
hospitalizaticon rates, but there are other simpler models which can do this equally well.

One guch model is the DRAM, Using Lagrange multiplier techmigues, the LLASA has developed a
model which simulates the response of the acute hospital services to changes in the supply of
beds, The wmodel predicts how the number and average length of stay of patientz with different
digeases wil) change as the nuwher of beds available varies. Thus, it could be used to calculate
intermediate outputs for the acute sector which would complement those produced by the BOC model
for the chrounic care services. The low level of interaction hebween the two sectors maang thal Lhe
two models could be wsed independently to evalvate the Lotal HPSS at area level.

MODULE 3: For senior admipistraters in uational ministrics, including medical and other hoalth

personnel

Teaching objectives

The major planning problems of the bealth and community services are complex, invelved and
chavackarized by a multiplicity of participating interests, uncertainties and conflicts hetween
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poorly defined objectives. Thepretical developments will be described on certain aspeets of the
planaing processes: forecasting, decision taking, uncertainty and multi-objective programming.

Topics to be covered

Capital plans
In generating a capital plan, if is necessary Lol

- list the options for closures, change of use and construction of new buildings;

- evaluate the capital cost of each option;
- incorporate the effect of any maintenaace backloag;
- examine the robustness of each option in relation to uncertainties in future pepulationm,

medical practice, etc.

Manpower planning

In general, about 70% of a health services budget is spent upon salaries, and rising unit

costs are often the comsequence of increased staffing., Information on how future costs and
manpower requirements are rvelated is needed by management in its attempts to contrel expenditure.

A strategy may cost too much, Estimates of how each staff group contributes to the overall cost
are uaeful ro the decision maker in determining which proposals for service development should be

accepted.

Community care versus institutional care

It is now the case that a range of patients/clients can be cared for eithexr in the community
or in institutions. Exsmples are the elderly, the mentally or physically handicapped and some
mentally ill patients. To keep coO3tS within certain limits, criteria must be established for:

= the pumbers to be cared for;
- the model of care and the standard of care;
~ resolving the problem of competitieon between the groups for similar resources.

These can be cxplored by means of a BOC type model im two ways.

{a) Simularion. The model estimates the likely respomse of the system to a specific mix of
resources. The numbers of beds, home nurses, ete., are fixed inputs. The model allocates
categories of patient to modes of care (and hence resources to client groups) s0 88 to maximize a
worth function which, while pushing the pattern of use of services towards a minimum—cost solution,
attempts to reproduce the priorities that field workers are observed to exhibit when rationing
resources whiech are inadequate te achieve such a solutiom.

(b} Optimization. Agaim, the medel maximizes the same worth function, but this time the mix
of resources is allowed to vary subject to sowe overall Fimancial constrainf and the model selects

a cost-effective resource mix.

Haw should such rums be interpreted? The process could be repeated in a eyclical manner. The
team would agree on an initial set of assumptions and use the model to caleulate service and
regource censeguences. 1t would then review the results, chamge the assumptions and calculate mew
congeguences. This process would be repeated untll the team members were satisfied that they had

adequately explored the options open to them.

We can divide strategic studies into two kinds according to their appreoach to setting targets.

{a) Predictive methods indicate what is likely to happen to a health care system in future.
Often, the forecasts are based uponm an extrapolation of current national trends. If he accepts
such Forecastz as unconstrained targets, the analyst must make the sssumptien that cuxrent (and
pagt) services in the average area are acceptable.

{b} Pregeriptive methods indicate what should happen to the health cave system in future. In
general, the burden of making these presceriptive judgments is laid upon professional advisers, who,
with or without the aid of background research, set standards of provision for the services.

Discuss the applicsbility of these methods.
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Comprehensive planning

A corporate planning approach takes the view that strategic planning i1s a process of ralbioning
scarce health care resources subject to some overall financial comstraints. Thus:

~ this rationing of resources (between, for example, acute hospital services and the long-torm
care of the glderly) is witimately a political judgment;

= those who wust make these political judgments can make better decisiona if they are told in
advance of the likely consequences of each of the options facing them;

- it the rationing is to ba done properly, the decision maker must examine the consequences for
all services in the area and neot just a sclection of them;

- financial and service planning must be done together; the fipancigl budget is a key
constraint in two ways ~ it indicates whether 2 plan is practicable and, at the smame rime,
makes axplicit to the clinician the consequences for other services (with perhaps more
preasing needs) of any demends for extra resources which he might make.

The decision maker wmust choose from a range of options in developing a strategic plan for
changing the health care system, It is useful to distinguish two ways of expressing the
consequence of these changes:

(a) at the lowest level, a plan wmay simply specify changes in inputs - for example, it may
propoge 30 more day-hospital pitaces for the mentally 1ll, 20 more home nurses for the elderly, etc.;

{b) increasing the number of elderly clients receiving domiciliary support from A to B or
raiging the number of nurses per inpatient frem X te ¥ are changes in intermediate outputs of the
services which dirececly affect the level of patient cave; the costs of services or of the woerkload
on supporting departments are also infermediate outputs, bub these we label as indirect.

Ideally, a plan would specify changes in some final output which indicated how the hegzlth
status of the populatien might be expected to rise in response to iwproved services.
Unfortunately, this iz not 2 statement which can be made about curresnt plaps., The prototype
measures of health status which have been developed arve difficult to apply, More geriously, the
relatioenship between these measures and changes in the inputs to the health care system is alwost
completely undefined., For the foresecable future, therefore, the planper west be.content to
express the consequences of hiz proposals in termsz of inputs and intermediate outputs.

Discuss the validity and implications of these assertions.

Teaching methods

It is sugpested that group discussion is the wethod most appropriate to khe high-level
participants for which this module i3 designed. Again, the ratio between group leader and
participants should be about L:6, and each topiec should take half a day. An ideal arrangement
would be to assemble in the late afteracon on Friday and disperse Mopday morning. On the Friday
evening, an inkreoduction (frem the Ligbon working group® report)} could be given and a short
gcenario on each topic could be distributed. There would be no syllabus as such.

LEVALUATION OF THE MODULES

1. A short guestionnaive could be given to the différent courses in two parts. Part 1 would he
designed to establish what was expected from the module and alsp what was the individual's
regquirement. LU would be completed on orrival. Part 2, to be completed at the end, would be
designed to establish the usefulness and relevance of the content to the function of the
participants and to ascertain whether new insiphts were gained.

2. Of greater importance is the desivability of trying to obtain a six-manth follow-up by

requesting from all participants the following detailed information on any projects undertaken or
commiegioned;

2 op. ¢it,
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~ the title of the project;.

- the names of team members;

- the starting and finishing dates of the project;

- references to major reports produced;

— an estimate of the number of man-weeks of OR effort invelved;

- an indication of the presenting symptems and, where they ate different, the underlying
problems;

- an outline of the method used and any important results or recommendations;

- where pogsible, the outceme of the project.

This will be difficult but should be attempted; a project should be included if the
participant was affected by it. Whichever evaluation iz used, any counclusions should be
transmitted to those pavticipating.
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Annex V

LIST OF PARTICIPANTS
TEMPORARY ADVISERS

Profesaor T. Agersnap
Director, Centre for Interdisciplinary Studies and Management Research, Copenhagen $chool of

Economics and Social Sciences, Denmark

Professor C. Altenastetter
International Institute of Management, Berlin (Wear}

Profesaor A, Brenna
Director, Institute for Health Economics Research, Milanm, 1taly

ir John Brotherston
Professor, Department of Community Medicine, Usher Institute, Kdinburgh, United Kingdom

Dr W. Buchstaller
Institute for the Study of Medical Cybernetics, University of Vienna, Austria

Professor Z. Jakiié
birector, Andrija Stampar School of Public Health, Medical Faculty, University of Zapreb,
Yugoslavia

Mr €. Kleiber
Chief, Health Management and Flanning Croup, Public Health Service, Department of the Interior
and Public Health, Lausanne, Switzerland (Rapporteur)

Dr J.A. de Kock van Lecuwen
Senior Management Consultant, v.d. Bunt Z Management Gonsultants, Amsterdam, Netherlands

Frofessor E. Kroger
President, Academy of Public Health, Diisseldorf, Federal Republic of Germany {Chairman)

Mr C.0. Nuallain
Diregctor, Institute of Public Administration, Dublin, lreland

Ms J.C. van der Schueren .
Director of Nursing Services, St Rafa¥l Unjiversity Hespital, Catholie University of Leuven,
Belgium

Professor A. Bissouras
Department of Operational Research, Schoal of Engineering, University of Patras, Greece

Dr D, Schwefel
Institute for Medical Informatics and Health Services Research (MEDIS) of the Society For
Radiation and Envirommental Research (GSF), Munich, Federal Republic of Germany

Dr D. Williams
Director, Health Services Management Ceatre, University of Birmingham, United Kingdom

Mr H.A. Zenk
International Relatiens %cetion, Federal Miniatry for Youth, Family Affairs and Health, lonn,
Federal Republic of Germany
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Chief Medical Officer, Health Manpower Systems, Division of Health Manpower Development
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