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| read once that writing a book is like having a crazy uncle who comes for
dinner and never leaves. This book seems to have affected my family
that way. So, thank you to my husband Jack, my sister Valeria, and my
mother Louise for their support and forbearance during the intrusion of
this book in our lives. The crazy uncle has finally moved on.






Preface

Books are the bees, which carry the quickening pollen from
one to another mind.
James Russell Lowell

Like many textbook authors, I was driven by my pro-
fessional experiences to write this book. These range
from clinical experiences as a physical therapist and
department head, through academic appointments as
a teacher and program director. The early managerial
responsibilities I held as a young physical therapist and
in my first job in education presented many challenges
and offered many triumphs. Equally challenging has
been teaching management courses to physical ther-
apy students, since such courses are rarely considered
the highlight of one’s professional education.

I came to realize two things through my teaching
and professional practice. Many physical therapists
make the transition from clinical to managerial
responsibilities easily and successfully, without much
preparation or concern about their new respon-
sibilities. More often than not, however, physical
therapists (and many students) seem to avoid man-
agement opportunities because of their commitment
to and interest in direct patient care, or perhaps out
of a fear of the unknown.

Management in Physical Therapy Practices is for both
groups. It provides an introduction for those whose
career plans involve seeking management positions in
any health-care setting. It also offers reluctant man-
agers and students an opportunity to view a broad
range of possibilities for physical therapists as man-
agers that they might not otherwise consider. Physical
therapists who come to the United States from other
countries well prepared for direct patient care but
unprepared for the system in which they will now prac-
tice also can use this text to better understand their
profession, whether they are in management positions
or not. Physical therapist assistants who aspire to man-
agement positions and the faculty who teach them also
will find value in this text.

This book is intended to serve as a springboard
for discussion of the physical therapist as manager

across all health-care settings rather than being a
how-to text on management. Ideally, it will provoke
conflicting opinions and opposing views so that read-
ers can practice making important management
decisions in the absence of clear, straightforward
guidelines. The management activities are based on
my own work experiences and those of other man-
agers in a wide variety of health-care settings.
Through discussions with others while working on
these activities, readers have the opportunity to
reflect on the decisions they would make in these sit-
uations from different perspectives. There are no
hard and fast correct answers. The objective is to
develop the ability the weigh the pros and cons of
important managerial decisions that affect the care
of patients in physical therapy practices.

Other activities in the book lead readers to delve
more deeply into certain topics, and frequent side-
bars offer clarification of key points and guide
readers to online resources and other information
so they can remain current with issues and policies
affecting the profession and their professional roles.
Because health-care policy and professions are evolv-
ing, these resources have the potential to serve as
ongoing resources for readers.

The four chapters in Section 1, Introduction to
Management and Physical Therapy in Health Care,
consider the culture and business of health care, the
complexity of these organizations, and the role of
managers and leaders. Selected contemporary
health-care issues are presented, including work-
force diversity, the culture of physical therapy, the
leadership-management continuum, and health
insurance for physical therapy. Readers are asked to
examine their current views on management as a
career goal.

Chapters 5 to 13 in Section 2, Responsibilities of
the Physical Therapy Manager, address each of the
core responsibilities of health-care management:
vision, mission, and goals; policies and procedures;
marketing; staffing; patient care; fiscal; legal and
ethical; risk management; and communication. A
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model for strategic planning is introduced and used
throughout the text to encourage development of
managerial decision-making skills. The activities in
these chapters explore each area of managerial respon-
sibility in more depth. These chapters may stand alone
or serve as the foundation for Chapter 14.

Chapter 14, Conducting a Feasibility Study, is the
exception to the claim that this is not a how-to text.
On completion and collation of all of the activities
in Chapter 14, readers will have in hand the final
product that Section 2 has been leading toward: a
feasibility study for a real-world physical therapy prac-
tice. Suggestions for expanding the feasibility study
to a business plan also are discussed.

Each chapter in Section 3 addresses management
of physical therapy in a different setting: long-term
care, outpatient centers, special education units in
schools, home health agencies, and hospitals. The
importance of the management of multidisciplinary
rehabilitation units is addressed. Each chapter in
Section 3 has two parts. The first considers contem-
porary issues in one physical therapy situation. The
second focuses on the core responsibilities presented
in Section 2, identifying managerial issues relevant

to that chapter’s setting. Chapter-ending activities
provide the opportunity to develop managerial deci-
sion-making skills through classroom discussions and
assignments.

The final chapter, Commentary on the Physical
Therapist as Manager, discusses what we know about
the management of physical therapy practices and
what we need to know. The future of the profession
and the importance of managerial skills for individ-
ual professionals are addressed.

The style of the text is to present complex man-
agement concepts in a user-friendly, interactive
format that reflects contemporary physical therapy
practice through interesting activities. My intent is
that this “busy-little-bee” text will excite and stim-
ulate the minds of physical therapists about
management, increasing the number eager to seek
management positions and to spread the “pollen”
of this enthusiasm. It is important to their careers
and to our profession that we expand this aspect of
professional practice. I have had a wonderful career
because I have been a manager, and I wish the same
for my readers.

Catherine G. Page, PI, MPH, PhD
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Contemporary Issues
in Health-Care
Management

This section of the text provides an introduction to some of the contemporary chal-
lenges facing physical therapists who are managers or who seek to become managers
in any type of health-care organization. Potential opportunities and career paths that
can lead to mid-level and executive management positions are presented.

With these possibilities in mind, the complex world of health-care organizations is
introduced. The role that managers play in the culture and the socialization process of
organizations is emphasized. Next, the need for both leaders and managers in health-
care organizations is explored in an introduction to the various theories related to these
roles in organizations and a discussion of how these roles are changing. Finally, with
Figure S1.1 as a model of the major stakeholders in health care, the last chapter intro-
duces health care as a unique business that requires every manager to develop a
comprehensive view of the interactions of these players and their influence on the qual-
ity of patient care. The types of health insurance policies and regulations are presented.
The importance of mid-level managers in ensuring that the relationships in Figure S1.1
are clearly understood is presented.

The ultimate responsibilities of mid-level health-care managers are two: identifying
and implementing the means for professionals to provide quality care to each of their
patients, and contributing to the goals and protecting the interests of their organiza-
tions so that necessary resources for providing that care are available. The balancing
and coordinating of these responsibilities rests on the ability to seek managerial oppor-
tunities; grasp the fundamentals of organizations, leadership, and management; and
appreciate the unique business of health care. The foundations for that understanding
begins with this section.

For health professionals who are not managers, this section provides information
that may facilitate discussions with people who are their managers as important ques-
tions about their work and health-care organizations arise.
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Care

Learning Objectives

+ Compare and contrast the qualifications of health-care managers with
prior clinical experience to those with academic degrees in management

and no clinical experience.

+ Discuss the pros and cons of career ladders that include formal

managerial responsibilities.

Management in Health

LEARNING OBJECTIVES
BECOMING A MANAGER

TRANSITIONING FROM PATIENT CARE
TO MANAGEMENT

MENTORING
LARGE HEALTH-CARE ORGANIZATIONS

MANAGEMENT OF OTHER HEALTH-
CARE SETTINGS

MID-LEVEL MANAGERS
PEOPLE MANAGEMENT

+ Determine the role of mentoring physical therapists as they transition

from clinical to managerial roles.

+ Discuss the relationship of direct patient care skills and management
skills of physical therapists, regardless of their job titles.
+ Determine the typical responsibilities of mid-level and executive

managers in health-care settings.

+ Determine the types of managerial opportunities across different types

of health-care organizations.

+ Discuss the need for new managers to possess communication skills, a

sense of perspective, and industriousness.

+ Determine the need for and appropriateness of delegation.
+ Distinguish between a manager's horizontal and vertical communication

skills.

+ Discuss contemporary issues presented to health-care mid-level
managers including the nature of work, a diverse workforce, planning,
and financial reporting that all affect their relationships with patients.

Becoming a Manager

Regardless of the type of health-care organization,
physical therapists have many opportunities to pur-
sue management roles at many levels, or they may
assume all managerial roles in businesses they own.
Although many upper-level managers and some mid-
level managers may start their careers directly into
these positions, some of them are patient care
providers who work their way up the corporate
health-care ladder. These clinicians often leave
behind their professional roles in patient care as they

A MANAGER'’S SENSE OF PERSPECTIVE
AND INDUSTRIOUSNESS

HORIZONTAL COMMUNICATION
VERTICAL COMMUNICATION

OTHER CONTEMPORARY PEOPLE
MANAGEMENT ISSUES

THE NATURE OF WORK

WORKFORCE DIVERSITY
Racial/Ethnic Diversity
Generation Gaps

FINANCIAL ISSUES FOR MID-LEVEL
MANAGERS

IMPLEMENTATION OF PLANS
MANAGERS AND PATIENTS

EXECUTIVE MANAGERS IN HEALTH
CARE

CONCLUSION
REFERENCES

assume new managerial duties. Private practice phys-
ical therapists often divide their time between their
business and patient care responsibilities.

It is certainly common in many organizations for
expert clinicians to evolve into at least supervisory or
mid-level manager positions. In fact, many health-care
corporations offer in-house training programs or
tuition deferment programs to encourage promotion
from within their ranks of health-care professionals.
Other large health-care organizations often prefer to
hire people with degrees in health-care management
or health services administration strictly for their

3



4 Section 1
managerial expertise, particularly at the executive

levels. An example of such decision making about
hiring is found in Activity 1.1.

ACTIVITY 1.1

WHOM WOULD YOU HIRE?

Two candidates have applied for the position of
Vice-President of Patient Care Services in the Community
Health Care System. Shannon Silverman holds a Master’s
degree in Health Care Administration from UCLA. She has
held a similar position in a comparable institution where
the quality of care and profits improved dramatically
under her direction. Jessie Fowler has held positions as a
physical therapy supervisor for 2 years and as a
rehabilitation manager for the entire Community Health
Care System for 4 years. He has excelled at direct patient
care. Under his leadership, rehab services were recognized
as the outstanding clinical service in the health-care
system for the last 2 years. Role-play a meeting of the
executive committee of the Community Health Care
System to discuss filling this position. Is Shannon or Jessie
the better candidate to manage all patient care services?
What were the criteria for selection?

Many health professionals ask themselves why any-
one would want to be a health-care manager. The
complexity and challenges can be daunting, but
managers see the rewards in having a positive influ-
ence on the lives of many more patients and the
community at large. The work of managers is like
multiplying the satisfaction of direct patient care a
thousand fold. Mid-level managers essentially influ-
ence a broader spectrum of patients and patient care
as they accomplish the organization’s goals through
the work of others.

An opportunity to demonstrate that there may be
a better way to handle things becomes very motivat-
ing to many people who are often mystified by the
decisions made by “upper management.” Other peo-
ple may reach a point in their careers where they
are ready for new responsibilities and new skill sets.
Rather than continuing to narrow their work within
a clinical specialization, a transition to management
responsibilities presents opportunities in a broader
sphere of influence. These mid-level management
positions may take a variety of forms in the career
ladders of health-care professionals. They may be-
come managers in their own disciplines, leaders of
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interdisciplinary programs, or executives in large
health-care systems. For many physical therapists, these
opportunities evolve from their patient care roles and
responsibilities during the course of their careers.

Transitioning From Patient Care
to Management

Some health-care professionals find themselves for-
mally and deliberately seeking management positions
or independent practices. Others are forced, or
coaxed, into managerial roles that they reluctantly
accept. They all face the same transitional challenges.
Lombardi identifies these transitions as moving from:'

+ Self-direction to selfless service. Managerial work
depends on highly variable and unpredictable
factors rather than on the more specific profes-
sional needs and desires that drive professional
performance.

+ Autonomous control to circumstantial control. The
work of managers depends on unpredictable
circumstances and situations rather than on
assigned caseloads and productivity expecta-
tions. Flexibility is much more critical.

+ Quantitative to qualitative outcomes. The outcomes
of the efforts of managers are more dependent
on perception than on clearly defined meas-
ures. The immediate gratification and rewards
for stellar performance found in reaching pro-
ductivity goals and patient outcome measures
as a health-care professional diminish.

+ Definitive clinical criteria to overall comprehensive
goals. The performance criteria for managers
are often gray and flexible as organizations
change, and managers’ responsibilities fluctu-
ate with the needs of the organization. The
clear job descriptions of clinicians are replaced
with more ambiguous expectations.

Put another way, health-care professionals focus
on making independent decisions about individual
patients based on the continued development of their
technical skills for quality, direct patient care. As man-
agers, they become more removed from patients and
individual outcomes. Instead, their focus is on facil-
itating others and building networks in the broader
health-care organization. The rewards of helping
patients accomplish their goals are replaced with the



less concrete managerial rewards of helping others
achieve their work performance goals.?

The transition to management certainly involves
exciting opportunities for the acquisition of a new
skill set for new duties. At the same time, there is that
period of discomfort that comes from leaving behind
the structure and familiarity with patient care to take
on the uncertainties of management. Managerial
opportunities and possibilities to expand upon and
enrich a professional career can be intimidating, but

ACTIVITY 1.2
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it soon grows on people, including some managers
who protest too strongly about their new roles.

Whether managing by choice or by fiat, health-
care professionals may choose to explore graduate
degrees to prepare for management positions, or they
may learn the skills by the seat of their pants, or self-
study. Typically, it is some combination of all of these
strategies. Determining the value of formal programs
is an important decision. Activity 1.2 offers some ideas
for exploring management degree programs.

MANAGEMENT EDUCATION/PREPARATION

Group Discussion Questions:

1. What should someone look for in a formal
management degree program?

2. What are all of the graduate degree possibilities? Is
the MBA or master of public administration (MPA)
the degree of choice for health-care managers? Are
there other choices? Defend your choice.

3. What do the following organizations say about
health-care management?

American College of Health Care Administrators at
http://www.achca.org/

Medical practice management at http://www.mgma.
com/about/default.aspx?id=242

Descriptions of medical and health service managers
at http://www.bls.gov/oco/ocos014.htm

American College of Healthcare Executives at
http://www.ache.org/

Commission on Accreditation of Health Care
Management at http://www.cahmeweb.org/

Association of University Programs in Health Administration
at http://www.aupha.org/i4a/pages/ index.cfm?pageid=1
4. Identify at least two graduate programs in management.

Compare and contrast their curricula, costs, and
graduate placement information. Are they accredited?
By whom? Which one is most attractive? Why?

5. Identify a health-care corporation or system that has an
internal management development program. Find out
about it. Talk to a physical therapist who has experience
with one. What is good about the program? What is its
downside? Determine if the emphasis of the programs
is developing people management skills or financial
management skills. Does it matter? Why?

Mentoring

Another important consideration in transitioning from
clinical care to management responsibilities is to iden-
tify mentors who can help in the process. Morton-
Cooper has identified the importance of mentoring in
health-care careers and suggests that it should begin
with the very first clinical position. In his model, the
person who seeks mentoring must initiate it as a long-
term intimate, personal, enabling relationship. A
mentor does not formally assess the person but rather
provides unstructured support for learning and for
facilitating access to the important social and political
networks needed for continued career socialization.?
Mentoring when taking on new managerial respon-
sibilities may be even more critical than having a
clinical mentor. Because the roles and expectations of

managers are much more unpredictable and depend-
ent on the changing needs of the organization, the
support of a mentor or mentors to “think out loud” is
a very important asset in long-term career develop-
ment and in meeting day-to-day managerial challenges.

A different model of mentoring places the respon-
sibility for mentoring on the organization. The
organization provides mentors to all new employees.
The mentors in this model are responsible for “show-
ing them the ropes” of the technical, functional aspects
of their positions, and introducing them to the orga-
nizational culture. Such a formalized program is
believed to improve the retention of employees
because they develop emotional ties to the organiza-
tion through their mentors. Increased job satisfaction
and productivity are the result.* However, this model
does not preclude a person from personally initiating
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Sidebar 1.1

Roles of a Mentor

Particularly in health care, new managers need

to identify what they need in a mentor(s) to

ensure a smooth transitions to health care from

other businesses, or from health professional to

manager. Identifying which type of mentor is

most important is a critical first step.?

+ Sponsor: to open doors for the new manager

4+ Coach: to show the “the ropes” of the new
position

4+ Protector: to buffer negative experiences

4+ Exposer: to create new opportunities

4+ Challenger: to stretch the manager’s new
skills and their scope of work

4+ Role model: to develop new behaviors by
example

4+ Counselor: to accept and confirm efforts, and
offer friendship

i1|§%£ﬂll MUMARARA

Mentoring and the APTA

Explore the mentoring program available
through the American Physical Therapy
Association at http://www.apta.org/

mentoring relationships, from within or beyond their
organizations. See Sidebars 1.1 and 1.2 for more infor-
mation on mentoring.

Transitioning to new roles and mentoring, like
most management issues, are found in all types of
businesses. The differences in health care that
require special skills of managers arise because of the
special nature of their business—the provision of effi-
cient, effective health care for the people in their
communities while controlling ever-increasing costs
with ever-decreasing reimbursement for the services
they provide. In any type of organization, manage-
ment occurs at a variety of levels that are driven by
the size and complexity of the organization.

Large Health-Care Organizations

The day-to-day health-care worker in a large health-
care organization or system has very little direct
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interaction with upper level management that
includes the chief executive officer and a cadre
of vice presidents who are responsible for organi-
zational units such as finance, purchasing, human
resources, marketing, facilities management, patient
care, medical services, etc. The larger the organi-
zation becomes, the more divided the executive
functions become to conquer the complexity and to
keep current with changes in health-care reimburse-
ment, rules and regulations, new technology, and
other demands. It often appears that upper manage-
ment is top-heavy because of the decreasing numbers
of mid-level managers in many organizations that
have flattened their bureaucratic structures. This will
be discussed in the next chapter.

Those mid-level managers remaining in health
care have a direct influence on the coordination and
delivery of patient care through frequent interac-
tions with the staffs they supervise. This level of
management may be organized by departments such
as rehabilitation, pharmacy, nursing, housekeeping,
dietary, and business office; or they be organized into
multidisciplinary teams with a focus on the delivery
of specialized patient care such as a heart institute
or a stroke team. Many large health-care organiza-
tions are a hybrid of the two models, which is
discussed later in this chapter.

Management of Other Health-Care
Settings

In smaller health-care organizations, all levels
of employees may interact with upper level man-
agers almost every day. A long-term care skilled
nursing facility is an example. The nursing home
administrator is directly responsible for all of the
organization’s functions that would be handled by
several people in larger organizations. On one hand,
these administrators work in concert with their direc-
tors of nursing and rehabilitation, who have
responsibility for the patient care clinical services.
On the other hand, they work as closely with their
business office managers who typically handle
human resources, payroll, reimbursement, billing,
etc. They all report directly to the administrator, who
may have “home office” corporate support if the
nursing home is part of a larger chain of many build-
ings. More likely, the bulk of the management of a
nursing home occurs in-house as the direct respon-
sibility of the administrator.



The solo practitioner physical therapist is another
kind of health-care manager who wears all hats as
both the executive and mid-level manager of the
business, while concurrently having all responsibil-
ity for direct patient care. These physical therapists
may have other staff to supervise in the provision of
physical therapy care to patients, and they may
contract services such as billing, accounting, and
rembursement contract negotiations. Despite this
support, it is basically a one-person show in which
the organization begins with, and the results end
with, the work of the solo practitioner.

Somewhere in between large health-care systems
and solo practitioners lie the other components of
health care. Home health agencies, physician prac-
tice groups, and special education services in school
systems are all examples that have varying levels of
managerial responsibilities. For instance, a physical
therapist may be either the countywide coordinator
for all rehabilitation services in a school system, or
the supervisor of an interdisciplinary team that pro-
vides rehab services in several schools in a district.
The unique challenges for managers in different
types of health-care settings are presented in
Sections 2 and 3.

Mid-Level Managers

The good news for physical therapists and other
health-care professionals is that unlike other busi-
nesses, mid-level health-care managers spend a great
deal of their time—about 65%—on people manage-
ment, which is already a strength of successful
practitioners. With only about 10% of their time spent
on financial analysis, the rest of the time is spent deal-
ing with special projects and “administrivia.” The
emphasis on people management responsibilities may
make a move to a management position more attrac-
tive, or less threatening, for many physical therapists.
A shift of their already well-developed people skills to
a different level of interaction with others often comes
naturally.

The challenge, of course, is that most people are
very resistant to being managed. The best perform-
ers know enough and care enough to manage
themselves—especially health-care professionals. We
all prefer not to be told what to do. In reality, man-
agers cannot force people to care about patients, or
expect them to know all there is to know about
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patient care, or demand that they create new
approaches to accomplish patient goals. What man-
agers can do is sustain the best interests and qualities
of individuals in their work performance so that the
organization and its collective purpose are what really
matter to everyone. Managers resolve the tension
between the needs of the health-care organization as
a whole and the needs of the individuals who work
within it in order to provide quality patient care.
Health care depends on managers to forge these links
so that there is a good fit between the organization
and its employees, and so that everyone shares the
same values.®

Mid-level managers are the people in organi-
zations upon whom fall the responsibility for
reconciling the personal values and standards of
employees with the culture of the organization. All
behaviors of managers must be consistent with the
attitudes, values, and beliefs of the organization.
In other words, managers must “walk the talk” to
resolve any differences between employees and the
organization. They are the people who ensure that
employees are happy and that the organization is
happy. Achieving this happiness is dependent upon
managers having the following important character-
istics and skills:*

+ Trustworthiness and trust
+ Empowerment and delegation

+ Consistency in decisions and mentorship

People Management

Aspiring or already-appointed mid-level managers
do not lack for a wide range of “how-to” sources
to address their underlying ability to manage peo-
ple and communicate effectively. The following
topics provide managers with some food for thought
on these important issues. For instance, Magretta
and Stone suggest that managers who know what
employees really want are at an advantage. They sug-
gest the following hints that appear very much like
what health professionals aspire to in their interac-
tions with patients—another form of management
after all:®

+ Be kind and respectful.
+ Be fair.

+ Do as you say and mean what you say.
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+ Guide and give inspiration to people.

+ People yearn to be loyal.

+ People want to be trusted.

+ Foster “know thyself” so people can self-manage.

+ Ask this important question often, “Why do you
work?”

+ Focus on the results of work rather than how
hard someone is working.

+ Hang together even if there is disagreement.
+ Managing is about tradeoffs not compromise.
+ Managers can’t be all things to all people.

+ Stay the course of the organization.

Lombardi has also given thought to what new
managers need and he reminds them that they need
only three things—a sense of perspective, industri-
ousness, and communication skills, which are
discussed here. Because they are in the spotlight and
former colleagues now report to them, he cautions
new managers against developing personal relation-
ships and playing psychologist. Lombardi’s view is
that all employees really want is a fair wage, work
direction, respect, and recognition for their level of
performance. Managers who can do that for people
are bound to be successful and feel good about their
managerial efforts.! Activity 1.3 provides an oppor-
tunity to address some of these managerial
challenges.

ACTIVITY 1.3

GIVING THEM WHAT THEY WANT

Sam Thompson is the new manager of rehab services
that includes a staff of three physical therapists, three
physical therapist assistants, three occupational
therapists, three occupational therapy assistants, and one
speech language pathologist. There is also a pool of four
physical therapists and two occupational therapists who
work as contract per diem employees. Because he is
new to this health-care system and the person he is
replacing was ineffective, Sam wants to wipe the slate
clean and get to know his employees. What should be
his plan for doing so? How long should it take? What
information does he need to gather from his staff? What
questions should he expect his staff to ask? What do you
think Sam should anticipate as most important to his
staff?

Contemporary Issues in Health-Care Management

A Manager's Sense of Perspective
and Industriousness

When problem solving or making decisions, mid-
level managers need to consider the points of view
of all stakeholders in order to take action that is most
likely to be successful. The perspective of patients is
foremost in health care and will be discussed in more
depth. However, determining the other perspectives
on a particular issue—what does the boss think?,
what do my team members think?, what do the other
managers think?—is a much more important process
than determining their self-interest. Effectively
synthesizing all of these perspectives is a challenge
that is easier said than done. Failure to identify the
perspectives is perhaps riskier than failure to recon-
cile them effectively.

Industriousness is another important characteristic
for mid-level managers to have. If for no other reason
than managers who are industrious role model the
hard-working, conscientious, and energetic behaviors
that are desired in the people they supervise to accom-
plish patient care goals. It also means taking initiative
and learning to delegate effectively. It does not mean
doing it alone and it does not mean delegating it all.
Why and how often tasks are delegated is a major fac-
tor in the determination of managerial effectiveness.
See Sidebar 1.3 for suggestions on delegation.

Industriousness does not necessarily mean working
80 hours per week to accomplish all of the work for
which health-care managers are responsible. Achieving
balance through time management and priority set-
ting establishes a model for the people who are
supervised to emulate. A sign of effective management
is the ability to take a worry-free extended vacation
because the acceptance of delegation of responsibili-
ties has been tested, is expected, and is acceptable to
subordinates in the absence of the manager. In other
words, to use the old cliché—it takes a team that pulls
together to accomplish the goals of the organization.
None of these goals can be accomplished by, nor
should they be dependent on, one person.

It may often seem that the entire weight of the
organization falls on mid-level managers caught in
the cross hairs of the organization’s aim for its vision.
The reality is that it is not the amount of work but
rather the unpredictable nature of the work that cre-
ates stress as managers face the threat of approach-
ing deadlines and multiple alternative actions. It
often seems that the best-laid plans for completing
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seecatis 1R R
Things to Delegate and Not to Delegate
DELEGATE WHEN. . . DO NOT DELEGATE WHEN. . .

4+ All necessary information is available for the task
to be delegated.

4+ The responsibilities are more about operations
than about planning and organizing.

4+ Others are more qualified or have the necessary
skills that are not your strengths.

4+ Responsibilities can be provided that allow
people to grow and challenge them.

4+ Assignments require evaluation and recommen-
dations.

4+ The tasks are more routine requiring only minor
decisions.

4 There are clear job descriptions and work
expectations.

4+ Afollow-up plan upon completion is in place.

4+ The team needs leadership in determining
priorities and setting goals.

4+ The task involves planning and solving new
problems.

The task is developing teams.
Coaching and motivating are needed.
Evaluating performance of subordinates.

Rewarding or disciplining personnel.

TR R R AR

The assignment was given directly to you to
complete.

4+ The work had already been assigned to someone
else; do not overlap assignments.

Huffmire, DW, Holmes JD. Handbook of Effective Management. Westport, CT: Praeger; 2006, pp. 45—46.

the day’s work are sidetracked by an urgent meeting
or a new deadline for something that was not even
on the radar screen when the manager arrived at
work. Often it is not time management that is the
issue, it is crisis management. Everything that comes
up seems to be someone’s crisis. Taking care of “it,”
the sooner the better, and as simply as possible, often
requires time that was intended for anticipated or
scheduled work.

Industriousness is more about fitting things in than
blocking time out. Avoiding the temptation to con-
tinue expanding the time devoted to work rather
than fitting the work into a given block of time is per-
haps one of the management skills most required for
success—and sanity. Communication skills become
critical for managers because of the intensity of their
interactions with other mid-level managers, upper
management, and the people they directly supervise
to accomplish the goals of the organization within
the time available.

Horizontal Communication

Determination of which other mid-level managers
are most important to their work is a concern for
new managers. Importance is dependent on the time

spent with them, or common management goals
to be accomplished, or shared responsibility for a
particular patient population.' This horizontal inter-
action also is a way that mid-level managers keep
current with news within their organizations and
about health-care policy that impacts the work they
manage and the people they lead.

In well-designed organizations, mid-level managers
have time for planning and thinking because they
are not caught up in an ongoing, never-ending erup-
tion of daily brushfires that must be extinguished.
Organizations need to find the perfect number of
mid-level managers—not so many that communica-
tion and coordination among them to accomplish
the organization’s goals is impossible, but not so few
that each one is overwhelmed with responsibilities
with very little power to manage them. Without time
for planning because they are stretched thin, avoid-
ing brushfires to begin with may be impossible. As a
result, crisis management replaces people manage-
ment. The fewer mid-level management positions
there are, the more important it is for those man-
agers to be prepared to, and permitted to, solve
problems for themselves and empower their work
groups to make decisions for themselves.®

In efforts to improve efficiency, health-care systems
may take a hybrid approach to mid-level management.
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For instance, nonclinical mid-level managers (physical
plant, housekeeping, dietary, maintenance, etc.) may
have responsibility for services in multiple units or
multiple locations of a larger system. Clinical services,
at the same time, may appear as more of a matrix
structure across the system with a clinical manager
from a particular health profession coordinating a
team of people from different disciplines who may or
may not be in the same location.

As an example, an occupational therapist may be
the director of rehabilitation services that include
six interdisciplinary teams of therapists to provide
services in an inpatient rehabilitation unit, the rest
of the hospital, three outpatient centers, and a home
care agency. Or clinical services may be organized in
a matrix model with a coordinator who pulls
together the interdisciplinary team within one partic-
ular unit of the system.” At the same time, the
director of rehabilitation services may rely on a sin-
gle person in human resources to meet his or her
workforce needs throughout the system while com-
municating with a different housekeeping supervisor
in each unit that he or she manages. See Activity 1.4.

ACTIVITY 1.4

HORIZONTAL MANAGEMENT

Rebecca Levin is the manager of rehabilitation services in
a Good Shepard Health Care System. She wants to
analyze her interactions with all of the other managers in
the system to determine if she is concentrating her
efforts effectively. Create a list of all of the managers
(clinical and support services) with whom Rebecca

can expect to interact. Rate her interactions with each
manager using the following scale. Discuss what factors
determined your weightings. Estimate how much of the
expected interactions is face to face. Estimate how much
of the interactions are devoted to planning activities and
how much are devoted to crisis management. How
might she wish to change the rate of these interactions
to improve the visibility and success of rehab services?

5 = more than one interaction/day
4 = daily interaction

3 = at least 3 interactions/week

2 = weekly interaction

1 = less than weekly

0 = no interactions

Contemporary Issues in Health-Care Management

Vertical Communication

Communication vertically also is important to
mid-level managers. First of all, communication with
their immediate superiors must include a clear
understanding of responsibilities, priorities, and the
level of authority for duties that they are assigned.
Establishing the method for and the frequency of
communication is vital. Determining what needs to
be reported when is critical, and receiving feedback
on performance is necessary.

The mid-level manager may have to take the
initiative and be persistent for this communica-
tion to happen, particularly when numerous
people are reporting to the same person, each of
whom wants to carve out time with the boss.
Consistent communication with upper managers
is important because of the volatile nature of
health care and the effect that change has on the
day-to-day operations of patient care. Constantly
clarifying duties and responsibilities and making
time for reporting and feedback is essential so that
the organization can solve problems quickly and
take action proactively in order to ensure its growth
and success.

Communication with the people that mid-level
managers supervise follows the same cascading prin-
ciple. Employees need to hear from their direct
supervisors about what their responsibilities are, what
and when they need to report to their bosses, and
how they are performing. They also need consistent
communication about the work they are doing,
although it tends to be more predictable for longer
periods of time.

For instance, the work of the staff physical ther-
apists is the same after their patient care and other
assignments are established. The therapists need
feedback on productivity and patient outcomes,
and they must have clarification when their
responsibilities are changed. Unlike the establish-
ment of a routine schedule for communication
with their bosses, the frequency of communication
that mid-level managers have with each member
of their work teams may decrease as that work sta-
bilizes. This may not be the same for all employees
or the same over time for each employee. In all
cases, again the mid-level manager must assume
responsibility for initiating and sustaining this
communication.



As the go-between for the organization and the
employees they supervise, mid-level managers also are
the filter for both formal and informal information
about the organization as a whole. Knowing what and
when to share this broader information is a delicate
process. No one likes to be the last to know, but on the
other hand, too much information can be distracting
and disruptive. Managers want to avoid the distrust
that is driven by suspicions that there are upper
management secrets to be learned, and avoid over-
whelming employees with so much information that
they no longer listen.

ACTIVITY 1.5

THE PERSON-IN'THE MIDDLE
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At the same time, what and how much informa-
tion mid-level managers receive from employees
should be relayed to their superiors presents similar
questions. What are the small issues that a manager
has the authority to handle without reporting? What
are the big issues that need to be reported? The abil-
ity to be selective about what is important is the art
of mid-level management. See Activity 1.5 and
Sidebar 1.4.

Scenario One: Jackie Janowitz is the director of
rehabititation services in a large medical center. Jackie has
a standing meeting with Paula Johannson, the Vice
President for Clinical Services every Monday at 3 p.m. for
about 15 minutes. They call it the “debriefing.” They
consistently devote some of that time each week to discuss
patient care and staffing issues. The rest of the time is an
opportunity for Paula to notify Jackie of pending projects or
reports, and Jackie reports on any “hallway” talk she thinks
Paula needs to know about.

This formal weekly process of communication has been
effective for the last year or so. However, this is now the third
week that Paula has cancelled the meeting because of other
things that have come up. Jackie is unsure what to make of
this. What do you think? If you were Jackie, what would you
have done over the past 3 weeks? What should you do now?

Scenario Two: Jackie has received an unexpected
memo by e-mail from the Vice President for Facilities

Management. Effective the first of the month, a little
more than 2 weeks from now, the staff office for the
rehabilitation team is being moved to the basement in
order to expand the space for outpatient radiology
services. What would be your reaction if you were Jackie?
What should she do next?

Scenario Three: Jackie has all of her staff block out
11:30 a.m. to 12:00 p.m. every other Wednesday to hold
a staff meeting if necessary. She is very good about
communicating items that the staff needs to know and
giving them kudos every day. The meetings are for staff
input into decisions, projects, etc. She is trying to decide
whether the move to a new space, the second time this
year, should be communicated by e-mail or whether she
should wait until next week’s meeting, or whether she
should hold an emergency meeting this week. What do
you think?

QEEEEAE

Six Simple Words

“How can I help you today?” is a question that
is key to successful vertical and horizontal
management communication as well as patient
care success. It gives the person questioned an
open-ended chance to define the interaction
and its importance. It allows managers to then
focus on facilitating the most important work
of health care at any moment.®

Other Contemporary People
Management Issues

Perhaps a reflection of some of the broader changes
in the workforce in general, several issues that
demand the attention of mid-level, health-care man-
agers more than ever are included here. The way
work is scheduled, the diversity of health-care work-
ers, implementation of plans, and the reporting of
revenue and expenses all affect the most important
responsibility of health-care managers—patient care.



12 Section 1

The Nature of Work

The nature of work in health care today presents
many opportunities for mid-level managers to hone
effective people management and communication
skills. There are fewer people who are the traditional
full-time employees dedicated to an organization
for their entire careers. It is not uncommon to have
health-care staffs that include workers who are
placed in organizations by temporary employment
agencies for brief assignments, or who are independ-
ent contractors who accept only assignments
attractive to them on a part-time or intermittent
basis.

Dependency on this unpredictable and expensive
source of workers is one of the major challenges in
health-care management that is intensified because
of the 24 /7 nature of the business. The constant
demand for workers is also driven by third-party uti-
lization management demands. For instance, the
rehabilitation process for patients cannot be delayed
for even a day because of the potential negative affect
on discharge plans. The demand for managers to
provide 7-day coverage of efficient and effective
patient care has significantly increased as a result. It
is easy to understand how in times of manpower
shortages, the human resources manager is likely to
be the most critical horizontal connection for other
mid-level managers.

Workforce Diversity

Another consideration in managing workers in
health care is the issue of diversity. Although organ-
izations may direct much attention to the need for
cultural competency to meet the needs of diverse
groups of people, very little is known about the
actual effect of a diverse staff on the outputs of
health-care organizations. In fact, there is actually
some controversy about its value. One view is that a
diverse workforce is desirable because a variety of
perspectives is invaluable in managerial problem-
solving and for meeting the needs of a wide range
of cultures represented by the patients served in any
community. Not only has this view not been sup-
ported, but to the contrary, diverse groups of workers
have been found to be less communicative and
less integrated. This distancing results in increased
levels of conflict among workers.?
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Racial/Ethnic Diversity

The challenge for predominantly white, male
upper management in health-care organizations is
to see beyond minority hiring in lower level posi-
tions as the answer to diversity challenges. They
need to understand that any racial and ethnic ten-
sions in their communities spill over into their
organizations. Aries explored these challenges for
an understanding of the effect of diversity on
health-care workers and the patient populations
they serve. The conclusions of this qualitative study
included:®

+ Different groups viewed cultural competence
and the effectiveness of organizational interven-
tions to achieve it differently.

+ The focus of upper level managers was manag-
ing diversity at the broadest level rather than at
the level of patient care.

+ Mid-level managers had a great deal of freedom
to manage diversity at the departmental level,
which resulted in a perception of inconsistent
and mixed messages among employees and
patients about the institution’s commitment to
cultural competence.

+ Mid-level managers were aware of diversity prob-
lems but felt that the problems were those of
particular individuals rather than a system-wide
issue. They felt that workers should focus on the
demands and competence of coworkers rather
than these distracting concerns.

+ Frontline workers resented the responsibilities
for addressing the needs of diverse patient pop-
ulations. They feel that cultural stereotyping
and racism are embedded in the institution and
affect their work.

+ For patients, their impression of the quality of
care they received was rooted in the way they
were treated as members of racial or ethnic
groups. They were not sensitive to the effect of
the diversity of the staff who cared for them.

+ Available translation services are inadequate
with reliance on informal systems. Bilingual
employees are often called upon for transla-
tion, taking them away from their assigned
duties.

+ Staff and patients see biases embedded in the
day-to-day operations regardless of lip service
to diversity and cultural competence.



The potential for others to perceive managers as
playing favorites with staff who are of the same racial
or ethnic group may become an issue if job descrip-
tions, performance criteria, and other decisions are
not communicated clearly and consistently to every-
one. The more diverse the work group, the more
important it becomes to demonstrate actions and
decisions that provoke reactions of fairness and trust.
Employees need to be reassured that any new emerg-
ing group will not threaten established personnel
policies. Managers need to spend time observing and
discussing coworker interactions to determine
whether the inevitable conflicts that arise in any
workplace are individual differences or a broader
cultural issue that demands broader system-wide
attention.’

Generation Gaps

Another source of diversity for consideration is the
diversity of different generations of workers. Also
controversial, generational differences have received
a great deal of recent attention in the popular press.
For instance, based on the definitions of gener-
ations defined by Zemke, Raines, and Filipczak'® as
Veterans, Baby-Boomers, Xers, and Nexters,
Arsenault studied how each group viewed the char-
acteristics of leaders. Briefly summarized, the results
for each generation were:"

+ Veterans (born 1922-1943): Value loyalty; believe
in authority and hierarchical relationships.
Franklin D. Roosevelt and Dwight D. Eisenhower
are their ideals.

+ Baby Boomers (born 1944-1960): Prefer par-
ticipative, collegial workplace with shared
responsibility and respect. John F. Kennedy is
their leadership role model.

+ Generation X (born 1961-1980): Expect diver-
sity and change, informality and fun, no respect
for authority. Believe in collective action.
Ronald Reagan and Bill Gates are examples of
leaders respected as change agents.

+ Nexters (born 1981-2000): Prefer a polite rela-
tionship with authority and want leaders to pull
people together. Believe in collective action and
a will to change things. Optimistic and confi-
dent with pride in civic duty. Expect ambitious
and determined leaders like Tiger Woods and
Bill Clinton.
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Managers need to determine the potential value
of the recognition of generational differences and
their effects on work in health care. Identification
of ways to build on the strengths of each group may
be the key to reducing another source of potential
conflict among coworkers. See Activity 1.6.

ACTIVITY 1.6

STAFFING

As the only physical therapist in Shady Pines Nursing
Home, Bob Crawford has been called to a meeting

by the administrator with the Director of Nursing,

the occupational therapist (OT), and the part-time
speech-language pathologist. The agenda is to
brainstorm ideas to address the increasing tensions
among the staff about patient schedules, responsibilities
for patient care, cooperation between nursing and
rehab, and what are perceived to be unfair management
decisions about salaries and scheduling vacations.

About 85% of the certified nursing assistants (CNAs) are
Haitian. About 60% of the LPNs are African American, the
RNs and all of the therapists and the administrator are
white. The PT assistant is Puerto Rican and the two OT
assistants are Jamaican. The administrator is in her early
30s but everyone else at the meeting is in their 50s.

The patients who are permanent residents represent a
wide range of ethnic groups but less than 10% are
people of color and only 1% is Spanish speaking. The
short-term residents, who are admitted for rehab and
typically discharged in a few weeks, are predominantly of
the Jewish faith.

In groups, brainstorm ideas for decreasing the
tension in this nursing home.

Financial Issues for Mid-Level Managers

A potential misconception about mid-level managers
is that they need a master of business administration
(MBA) to function effectively because of their finan-
cial responsibilities. It is more likely that their
financial responsibilities are limited to completion
of reports and requests during the organization’s
budgeting process. This requires more negotiation
than financial skills to influence budget decisions
that are not really the responsibility of mid-level
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managers. Typically, requests for capital equipment,
and maybe even supplies, must be approved by, at
the least, the next in command.

Perhaps more importantly, mid-level managers are
expected to track and understand income and
expenses for their units. They need a level of profi-
ciency to identify and analyze trends and flukes in
daily patient care data that must be explained to
their bosses. Justification of bonuses and other per-
formance rewards for their employees may be driven
by the ability to translate the numbers into action
vertically in both directions. Solo practitioners who
also are the executive managers for their own busi-
nesses typically rely on accountants or business
financial experts to assist them with the money man-
agement of their businesses. These practitioners
need to know enough to have discussions for deci-
sion making with these experts.

Implementation of Plans

The other skill that mid-level managers are held
accountable for is the implementation of the many
subdecisions that are generated by the plans laid out
by executives in upper management. The major rea-
son that these broad plans fail to be implemented is
because the implementers are not adequately super-
vised in the sequence of tasks that must be
completed to achieve an outcome."

Organizing these tasks in health care falls to mid-
level managers. After clarifying and sequencing the
tasks, managers need to guide the implementation
process. Adapting modifications necessitated by
ongoing change, which seems to be the standard
operating procedure for health care, is a major chal-
lenge for mid-level managers. At the same time,
changes such as new community (market) demands,
new technology that changes the nature of work, and
planning for growth are what make managerial work
exciting and unpredictable.

Managers and Patients

The financial bottom line of an organization must be
considered in the context of the realbottom line—the
health and satisfaction of the community it serves. The
implementation of plans that managers supervise are
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all related to the delivery of patient care, the most crit-
ical management responsibility in health care.

Most managers in health care are at least one
step removed from the direct patient care provided
by the practitioners they supervise. This creates
an important patient-practitioner-manager triad
that may be viewed from Anderson’s frame-
work for understanding service organizations.'” For
instance, one of Anderson’s propositions is that an
employee’s perception of being treated unfairly and
unjustly may lead to poor work performance, which
then leads to less than satisfactory customer satis-
faction. When the manager—employee relationship
is good, so are work outcomes, and so, it follows,
are positive patient outcomes. Any small change in
the manager-practitioner relationship may have a
huge influence on the employee’s relationship with
a patient. In other words, the patient-provider rela-
tionship mirrors the provider-manager relationship.

When things are not going well, the frustration
and dissatisfaction of an employee may be sensed as
a discomfort by the patient. Health care is emotional
labor in which workers perform the work and
manage the work processes as well. Unlike other
industries, the patient is part of the production,
hence the complex linkage that occurs among
patients, providers, and managers.'?

Although mid-level managers often find their inter-
actions with their staffs positive and rewarding, it is
the result of those interactions, their indirect influ-
ence on patient care, which remains the true source
of their satisfaction. It is with the mid-level manager
that all of the communication, coordination, and col-
laboration efforts come together to provide important
services to patients. These services that they receive
become the measure of quality for patients.

This manager-practitioner-patient triad makes
health-care managers different from managers in
other industries. Because they manage services that
are intangible, nonstandardized, and produced
and consumed simultaneously, it is difficult to
measure managerial success. Even determining
what is a good day is difficult when there is so
much gray rather than black-and-white measures
of the results of their efforts. Identification of these
measures of success is important to establish.
Avoiding the tendency to define the work only by
what can be measured demands attention. See
Activity 1.7.



ACTIVITY 1.7

MANAGING PATIENT CARE

Pat Fletcher is an occupational therapist who is the
manager of rehabilitation services at Oakmont Medical
Center. He makes daily rounds on each of the three floors
of his hospital to check on how things are going with

his interdisciplinary staff. Pat has had some encounters
with a few of the physical therapists who seem resentful
that an occupational therapist is checking up on their
patient care because he is not a PT. In terms of the
manager-practitioner-patient triad, analyze this situation.
If you were Pat, what action would you take?

Executive Managers in Health Care

Many managers who come from clinical disciplines
may feel that mid-level management is as far as they
would like to reach beyond patient care. Others may
aspire to executive positions but realize that these
career moves create such a huge gap between them
and patients, that they no longer feel part of their
professional disciplines. This reluctance of clinicians
to move up in a health-care organization may be the
reason that people who hold management degrees
but lack patient care experience often hold execu-
tive positions in health care.

Typically, the staff in health-care organizations
knows who their executives are, although they are
not seen on a regular basis. The front office is per-
ceived to be isolated or at least distant from the real
work of patient care. Contrary to popular opinion,
these hidden executives are not the ultimate deci-
sion makers. Rather, they are the agents of their
governing boards. They design the structures and
implement the processes needed to support deci-
sions that are made by all stakeholders in the
organization.

Perhaps an even more important executive respon-
sibility is running the collateral organization—that
group of task forces, committees, and ad hoc groups
that are formed to bring to the table different per-
spectives on issues for discussion. The purpose of this
organization within an organization is to address com-
mon problems in the accountability chains so that
conflict and confusion are diffused. Some of them are
formed to address a particular problem and others
are formed as long-standing committees. Executives
are responsible for identifying membership in these
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groups to work out the details of implementing stra-
tegic decisions."

The challenges for many executives in health
care is that they are typically not health profession-
als who are managing health professionals who have
their own ideas of how health care should be run
from a clinical rather than business perspective.
Clinicians may become resentful because of their
perception that nonhealth-professional bosses do
not know how patient care works, although the abil-
ity of executives to see and react to the big picture
of health care may be a far more important skill set.?
Because health care has become a complex busi-
ness, it is no surprise that the selection of executives
in all types of health-care settings has shifted from
physicians and nurses to professional managers with-
out patient care experience.

On the other hand, at the least, there needs to be
some type of executive partnership with clinical pro-
fessionals because of the nature and importance of
the business. In some health-care settings, for exam-
ple, executives relate to physicians as customers of
the organization, whereas in others they are treated
as equal partners in the business of health care. The
reality is that regardless of the organizational rela-
tionship between executives and physicians, patients
often think hospitals and the physicians treating them
are the same entity. The melding and coordinating
of the business and clinical prongs of health care may
create the tension between executive clinical man-
agers and executive business managers. They are very
dependent on each other in order to provide the
right care at the right place at the right time.

Regardless of the size or type of health-care set-
ting, Ross argues that executive management boils
down to three basic duties that do not change
despite the challenges at any given time in health
care, although the degree of responsibility may
change from setting to setting. These duties are:"

+ Increasing efficiency and financial stability
through human resources, financial manage-
ment, cost accounting, data collection and
analysis, strategic planning, marketing, etc.

+ Providing a basic social service—care of depend-
ent people when they are most vulnerable.

+ Maintaining the moral and social order of their
organizations by advocating for patients, serv-
ing as arbitrator when there are competing
values, and acting as the intermediary for the
various professional groups.
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These duties often conflict and contradict each
other in a continually changing environment. Costs
that increase as funding decreases, and patient
demands that increase while the supply of health-
care workers diminishes are part of the ongoing
balancing act of health-care executives. However, the
payoff for executives is that all of their hard, compli-
cated work results in the satisfaction of helping
individuals and their communities as a whole, albeit
from an indirect, distanced, invisible, and often
unappreciated position within health care.

Conclusion

Physical therapists and other health professionals may
easily identify many opportunities for managerial
opportunities in any type of health-care organization.
Many of the communication and people skills that are
required for patient care form a strong foundation
for most of the responsibilities of managers. This
realization may be the first step for many clinicians in
determining their interest in shifting from patient care
to broader managerial responsibilities for patient care.
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Identify the artifacts of organizational culture.

Determine the characteristics of the culture of health care.

Determine the relationships among the levels of intercultural interactions
and communication.

Compare in-groups and out-groups and relate them to subcultures.
Determine the culture of the physical therapy profession.

Identify the interaction of professional and organizational cultures.
Compare formal and informal socialization processes.

Determine the importance of socialization in organizations.

Determine managerial strategies for dealing with dramatic changes in an
organization’s culture.

Discuss the key milestones in the development of organizational theory.
Compare the types and structures of health-care organizations and physical
therapy practices.

Distinguish administration from management.

Apply the Massachusetts Institute of Technology's (MIT) manifesto on the
future of organizations to health-care organizations.

Discuss salient issues in contemporary health-care organizations.
Develop a worksheet for analysis of organizations.
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Introduction

Many physical therapists accept managerial positions
by investigating motivating factors, such as high start-
ing salaries and good benefits, perfect location, and
interesting job assignments. Not as many people
spend time to understand how the organization that
they are about to join works. This lack of understand-
ing may result in an uncomfortable push and pull
between the organization’s need to socialize their

employees to conform to the organization and the
employees’ need for the organization to conform to
them.

Employees should not be surprised if potential
employers ask for completion of a pre-employment
assessment to increase their chances of a good match
with potential applicants. At the same time, poten-
tial employees need to do their homework so that
they are equally prepared for one of the most impor-
tant decisions people make—where to work. This

17
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chapter provides a view of health organizations that
may contribute to this understanding in a practical
way. For instance, activities lead to the systematic
development of a worksheet valuable for learning
about organizations for job selection decisions or for
improving job satisfaction.

Anyone who has worked for any type of organiza-
tion, or has heard other people discuss their work,
knows that dissonance between what one anticipates
ajob to be and what it actually is consumes a great deal
of the attention of employers and employees. The
better the pre-employment match, the less energy spent
on the socialization required to reduce the conflict
behind an employer explaining, “this is just how we do
it here,” and an employee’s asking, “why on earth are
we doing this?” More energy will then be avail-
able for the important matters of an organization—
accomplishment of its common goal or purpose.

Organizational Culture

A good starting point for the investigation of an
organization is culture. Culture is defined for this
purpose as the shared attitudes, experiences, beliefs,
and values of a group (an organization for instance).
Culture also may be expressed as “the way we do it
here” or “the rules of the game.” It is best to think
of an organization as a culture rather than to ask,
what is the culture of the organization? From this
perspective, becoming socialized into a new job is
like moving to a new country and similarly, a major
shift in an organization’s goals or business is like
living in country that experiences a major political
or social upheaval.

The culture drives all aspects of a health-care orga-
nization’s decisions about its operations and its
relationships to its external stakeholders. Priorities that
are set and problem-solving approaches employed
depend on culture. The subtlety and power of culture
as it unifies and controls the behavior of a group or
sub-group should not be underestimated.' Activity 2.1
is the first step in developing a strategy for collecting
information about a culture—particularly an organi-
zation’s culture. The exercise may be useful in going
beyond the usual interview questions that are devel-
oped in preparation for important career decisions,
particularly for health professionals as they transition
to new management roles.

Contemporary Issues in Health-Care Management

Intercultural Communication
in Organizations

Gudykunst’s approach to the study of intercultural
communication presents a useful model for under-
standing another aspect of culture—interactions with
others. The three levels of interactions in this model
may be applied to an understanding of organiza-
tional culture. Level 1 interactions in this model are
based on the broad foundation of information col-
lected about a culture—values, beliefs, norms, etc.
Level 2 interactions are influenced by information
about social groups or roles within the culture. This
includes the categorizing of people by job title,
gender, or age. Level 3 interactions are based on per-
sonal information about individuals in the Level 2
social sub-groups. This information determines how
much an individual meets the stereotypes of a social
sub-group within the expectations of the whole
organization culture that they are part of.? Figure 2.1
shows the three levels applied to health-care organ-
izations and the patients they care for.

Level 1 interactions are about health-care culture
with its common values and norms that generally
are related to helping people who are sick or injured.
Level 2 interactions may reveal stereotypes that can
be found regarding sub-groups such as physicians,
nurses’ aides, physical therapists, or patients from
particular communities or ethnic groups. People in
health-care organizations rely on this culture
and subculture information in most of their interac-
tions as they cope with a great deal of complex
information—particularly when interactions with
others are short-term—so that they can predict
behavior and their responses to those behaviors.
However, when relationships are long term, knowl-
edge about an individual person, at Level 3
interactions, becomes more important in estab-
lishing strong patient-provider relationships in
health-care organizations.

Health-care managers may need to provide oppor-
tunities to ensure that the norms and values of the
organization are accepted by staff and that they
understand the norms and values of the communi-
ties they serve. They also must encourage their staffs
toward behaviors that reflect an understanding of
the groups of people they commonly care for while
identifying the differences and specific needs of indi-
viduals in those groups. Gathering information about
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ACTIVITY 2.1

A STRATEGY-FOR UNDERSTANDING ORGANIZATIONS
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Developing a strategy to learn about organizations
begins here. As a trial run of the process, look around (or
visualize) the room you are in. Create a list (individually
or in a group) of all of the “things” in the room and then
identify the shared attitudes, experiences, beliefs, and
values that you think these things reflect. For instance:

* In a classroom:

« Are student chairs arranged in rows or do students sit
together at tables? What does this chair arrangement
suggest? What experiences are being shared?

Is there sophisticated audio/visual (A/V) equipment?
What does the A/V equipment suggest about the
culture that is the school of physical therapy?

Is there a flag hanging in the room? Trash strewn
about? How is the lighting? Is the room used by
students when classes are not in session?

In a private room or home:

How is the furniture arranged? Is the room formal or
casual? What does this furniture arrangement suggest?
What experiences are being shared?

What is the color or decorating scheme? Is there
sophisticated technology? What does the content
and appearance of the room suggest about the
culture of the people who occupy the space?

Is there trash strewn about? How is the lighting?
How often is the room used? By whom?

What else do you notice or experience when you
are in the room? What are your assumptions about
this culture because of these observations? In other
words, what do the members of this culture value
and believe? What are their shared attitudes and
experiences? What norms of behavior are suggested
by what you see?

Asking “why" questions helps in this process. For
example, why is there no one in the classroom
unless there is a class? Why does everyone seem to
congregate in the kitchen of a home? If the room is

locked between classes, what does it suggest about the
culture? Why are the chairs arranged the way they are?
* Next, move on to a health-care organization with which
you are familiar. Begin to compile a list of the things you
would look for—call it your health-care organization
worksheet. Some suggestions are:
What do employees wear?
Are employees addressed by their first names? All of
them?
How are patients addressed?
Are there oil paintings hanging on the walls?
Is there a wall of fame? Who is on it?
Do you see the organization’s mission statement?
Where?
What values and beliefs are reflected in the mission
statement?
Are employees or volunteers at the information desk?
Is parking free?
Do they have a Web page? What is included?
What magazines are in the waiting rooms?
What jargon do the patients hear?
Is there a warm, homey feeling or does it feel cold and
businesslike?
Where is the physical therapy department? How is it
set up?
What else tells you something about the organization?
What else do you intend to notice or want to
experience to gather information on the culture that
is health care?
Compare your list with those of others to develop a
robust, thorough tool to investigate health-care
organizations. What are the differences among lists?
Why?
Summarize your assumptions about health-care culture.
How would you confirm your assumptions about the
culture at this point?

an individual avoids misunderstandings that may
result from assumptions drawn about the importance
of cultural and social influences on a particular per-
son.? For instance, managers who assume that all
physical therapists value evidence-based practice or
that all patients with a particular religious belief feel
the same way about their rehabilitation may result
in difficult interactions with staff members and

patients. Health-care workers who treat all patients
of a particular social or ethnic group the same may
not be able to establish an effective ongoing relation-
ship to accomplish therapeutic goals.

Managers also must be aware that the same three
levels of interaction occur among health profes-
sionals. Level 1 interactions may arise when some
coworkers do not value maintaining schedules or



20 Section 1 Contemporary Issues in Health-Care Management
HEALTH CARE | PATIENTS
LEVEL 1 Caring for the sick, technology, > Hard work, faith-based,
EXAMPLES | research, teamwork thriftiness, safe community
LEVEL 2 LPNs, MDs, DOs, PTs, OTs, Senior citizens, Baptists,
EXAMPLES | Housekeepers, Administrators, == migrant workers, single
Ortho team, NICU team mothers, football team
Ann Black, Carson Dolye, Andrew Bach, Carol
Ella Ferguson, Davisun, Edmund Fuentes,
Gloria Hernandez, Gus Henry, lvan Jacobs,
LEVEL 3 Inez Jonassson, Karl Lanford, ol Kathy Lee, Michael Nogales,
EXAMPLES | Morton Neimitz, Olga Perry, Owen Printze, Qnanti Ray,
Quentin Ramivitz, Sabrina Twarsinski,
Sam Thelein, Ursula Valentino, Umte Valewugy,
Wes Xavier, Yolanda Zambrito Wanda Xyclica,
Yves Zacaranac

Figure 2.1 + Levels of interaction in health

care.

others fail to follow the expected norm of offering
unsolicited assistance. Level 2 interactions may be an
issue if nurses rely only on their social stereotypes
about physical or occupational therapists. The over-
or underutilizing of the expertise of therapists in
team decision making may result. Identifying oppor-
tunities for Level 3 interactions among work teams
in order for them to get to know each other may be
critical to increasing the effectiveness of patient care
and job satisfaction. Managers in organizations that
rely heavily on temporary workers, need to pay par-
ticular attention to the interactions of this subgroup
at all three levels because of the potential influence
they have on the work of organizations.

In-Groups and Out-Groups

In larger organizations, there may be several sub-
groups (subcultures) that are influenced by the
unique nature of their work and the roles of the
members in it. For example, in a large hospital, its
business office subculture is different from the nurs-
ing subculture, which is different from the marketing
department’s subculture, which is different from the
medical staff’s subculture. These in-groups in health
care are like all in-groups. Their members are
expected to behave and think alike, and to cooper-
ate with no expectation of equitable return on effort.
They find comfort in the group because of their
united view of out-groups—which are all other
groups who present no emotional concern to the in-
group, and from whom an equitable return for
cooperating is expected by the in-group. Dividing

into in-groups and out-groups is universal to human
nature, and individuals belong to many in-groups
based on religion, social status, and job roles, for
instance. The influence of an in-group is so powerful
that separation or alienation from an in-group may
be anxiety producing.?

In some cases, physical therapists as a whole may
be an in-group. In other cases, there may be in-
groups and out-groups of physical therapists in one
organization’s subculture of physical therapy.
Physical therapists who work in the outpatient cen-
ter of a hospital may consider the therapists who
work in the inpatient units as an out-group. They
may be reluctant to work in the other setting and
minimally interact with each other. The outpatient
team may be very willing to assist each other with
patient loads demands because of their commitment
to each other and patient outcomes. They are likely
to agree on many aspects of care and how they do
their work. The very same physical therapists, how-
ever, may be less willing to assist physical therapists
working in the inpatient units unless there was some
form of additional reward for doing so. They are less
likely to agree on approaches to patient care and
patient outcomes. The reverse scenario is also true.

In both cases a manager who disrupts the in-
group/out-group dynamics may provoke a great deal
of animosity among the staff. Creating opportunity
for all of the physical therapists in an organization
to be of one in-group may become important for
accomplishing the goals of physical therapy practice
within a large health-care organization. Managers
need to delve into these components of organiza-
tion culture to determine if the expected behaviors
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and attitudes of the organization are compatible with
their personal and professional views of the world.
See Activity 2.2.

ACTIVITY 2.2

PHYSICAL THERAPY CULTURE

Discuss the following:

* Is there a “universal” physical therapy professional
culture that spans all practice settings? Describe that
culture. For example: What are the expected behaviors
of physical therapists (PTs)? What do PTs celebrate?
How do they communicate? What jargon do they
share? What are the symbols of physical therapy? What
are the core values of physical therapy? What are the
norms of physical therapy work? How is professional
culture learned? How is it reinforced?

Discuss how organizational culture impacts professional
culture and vice versa.

What are the physical therapy subcultures? How are they
different? For instance, is physical therapy independent
practice subculture the same as the subculture of a physi-
cal therapy department in a large teaching hospital?

Are there physical therapy in-groups and out-groups?
To what in-groups do physical therapists belong?

How is physical therapy professional culture different
from, and how is it the same as, the culture of other
rehab professionals, such as speech language
pathologist and occupational therapist?

What will you add to your health-care organization
worksheet from Activity 2.1 about subcultures and
in-groups? About physical therapy culture?

Organizational Socialization

Although all newcomers to a culture experience
reality (culture) shock, they have a strong basic need
to belong and three things can happen when the
shock wears off. They learn the rules of the game to
fit in, they never fit in, or they may accept some of
the culture and reject other parts as they attempt
to change the organization. The attempts to change
it are not necessarily a bad thing for an organiza-
tion.” However, if the organization they want to
change is their only potential source of income,
some people may face difficult decisions about buck-
ing the system. They may face what seems to be
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overwhelming odds to change the culture, and if
there are no other job opportunities to turn to,
failed attempts to change may create a very negative
work experience.

The culture shock and fitting in is referred to
organizational socialization—a dynamic, ongoing
process through which people learn an organiza-
tion’s norms, values, attitudes, beliefs, and their
expected role behaviors—the culture. This process is
like culture itself—subtle, difficult to understand,
yet powerful and important. It is helpful to consider
this socialization process as a continuum with totally
socialized anchoring one end and no socialization at
all found at the other end.® The degree of socializa-
tion at any point in time may be anywhere along this
continuum. Even when promoted within an organ-
ization, to a management position for instance,
people must be resocialized as their roles in, and
consequently their views of, the organization change.

Socialization is like a spiral that continues to twist
and expand as people change, their social roles
change, and the culture of the organization changes.
Employees, therefore, may have ongoing phases of
reality shock, reorientation, and resettling as their
organizations change, or as they change jobs.
Employees also bring their own personal and pro-
fessional values and norms to a job that concurrently
influence the organizational culture. Reciprocal bal-
ancing of these major influences is at the heart of
managerial work.

For example, even as a physical therapist moves
from one outpatient physical therapy position to
another, socialization to the new, although similar,
practice setting still occurs. Within the same organ-
ization, a physical therapist who moves from a staff
position to a position of coordinator or manager is
resocialized after being released from his or her
patient-provider role to assume a new supervisory
role. As another example, an outpatient center is
restructured by some corporate mandate and peo-
ple are resocialized to the cultural changes. This
resocialization forces a reality shock that is unavoid-
able. It takes time to settle into these new situations
in every instance, even under the best of circum-
stances. Likewise, organizations, although not as
obvious, also experience a need for resettling as new
people join and new in-groups are formed.

Itis not surprising that actually doing one’s job is
typically complicated by the difficulty a person has
grasping these nontangibles of organization culture
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that underlie all work. Connecting the implementa-
tion of concrete policies and procedures with the
underlying reason or value—the why—that drives
that work, may be difficult or confusing. Guiding
the process of socialization is the responsibility of
middle managers in most organizations. It may be
very structured and formalized, or it may be a casual
afterthought.

Formal Socialization

The larger the organization, the more formal the
process for socialization becomes. New employees
take part in individual and group orientation ses-
sions, as well as ongoing employee development
programs. The orientation sessions typically include
presentation of the mission, policies and procedures,
and safety regulations. The development courses are
typically conducted to address some particular cus-
tomer service or program issue. Mentors may be
assigned to guide new employees formally as well. In
either case, the underlying “whys” of the way work is
done may be presented simply as the mission of the
organization, and the opportunity to discuss poten-
tial conflicts of values and norms is rare. This type
of socialization through orientation sessions is more
about learning the formal rules of the organization,
and the responsibility for their implementation lies
with managers guiding people to behave accordingly.

Informal Socialization

The other component of socialization is informal.
In larger organizations, informal socialization is
sporadic and hit or miss. Responsibility for this social-
ization process lies more with coworkers as they take
initiative to learn how to fit in with each other. This
informal process more often occurs among peer
employees, rather than between a boss and an
employee, as the need for information arises, or
when seasoned employees feel the need to set the
new person straight (regardless of what they heard
from the boss or during orientation sessions).

This informal socialization may be inconsistent
with, if not counter to, the information gained in the
formal sessions when a particular subculture emerges
or loyalty to an in-group overwhelms loyalty to the
organization. It may be a truer reflection of the
norms and values of the organization than are pre-
sented as the written mission and goals.” Managers
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who understand the importance of informal social-
ization, and encourage it, are at an advantage in both
large and smaller organizations.

Socialization in Small Organizations

In small organizations, formal socialization methods
may be minimal. Employees may find themselves just
thrown into the work as they learn the ropes on their
own, or they may find the informal socialization
intermingled in their day-to-day work. Here are two
examples of possible scenarios in small organizations.
In the first scenario, a physical therapist who has
never worked in a skilled nursing facility before,
accepts a position as the only physical therapist there.
Challenges may result because the formal socializa-
tion mechanisms may be nonexistent, or directed
toward nurses and nursing care rather than the
needs of physical therapists. Informal socializa-
tion will be through other health-care providers in
the nursing home who may not or may not relate to
the norms and values the physical therapist brings
to the organization. In the second scenario, a phys-
ical therapist accepts a position in a small private
physical therapy practice, and has a very different
experience. Socialization to the practice—and to the
profession—is likely to be more intense and more
integrated into the day-to-day work because the
entire organization is the in-group.

Effects of Socialization

These formal and informal socialization processes
are vital to the organization as it attempts to meet its
goals. For instance, the following aspects of work are
impacted by the socialization of employees:?

+ Cooperation and cohesion of employees
needed by employers to get the job done

+ Job satisfaction and job turnover
+ Morale and productivity of individual employees

+ Interactions among employees and with their
supervisors

These socialization processes often are expressed
as clichés, such as get onboard, join the club, fit in,
get with it, in the groove, tow the line, or go along to
get along. Although it may be hard to define how this
happens, employees know that it does happen with
varying degrees of comfort and ease. One of the major
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factors in the comfort level that health-care profes-
sionals experience as they join organizations is their
concurrent professional socialization, which may
either facilitate or impede organizational socializa-
tion. Novice physical therapists who are still defining
their professional roles may find they are more heav-
ily influenced by the culture of an organization than
experienced physical therapists who are more likely
to have strongly developed professional roles.
Although there is power in in-groups that influ-
ence organizations, managers cannot overestimate
the power of individuals to do their own thing, and
their reluctance to change. Understanding the suc-
cess or failure of an organization and the success or
failure of a person in the organization often boils
down to the ability to align the values, personal as well
as professional, of individuals with the organization’s
way of doing business. A reciprocal willingness to com-
promise becomes necessary. See Activity 2.3.

ACTIVITY 2.3

PLEASANT-GROVE PHYSICAL THERAPY
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Organizations

Although every organization is a culture into which a
person is socialized, not all organizations are the same
nor have organizations always been the same. Many
theories and models for organizations have evolved,
yet understanding organizations continues to pre-
sent challenges to scholars in a variety of disciplines
including sociology, psychology, and business. A brief
historical perspective of these theories is found in
Table 2.1. Although efforts across the years have
encouraged the move away from a controlled, struc-
tured approach to running a business, the influence
of the bureaucratic, hierarchical model persists.
Contemporary models of management and leader-
ship that tend to align with organizational theories
are discussed in the next chapter. This section
explores three broad categories of organizations with
a focus on health-care organizations.

nothing is the same.

Read the following scenario and discuss the answers to the questions.

Pleasant Grove Physical Therapy has been the only physical therapy practice in the small town of Pleasant Grove for

15 years. The owner, Judy Jiminez, PT and her staff (Susan Solomon, PT and Andrew Bilirakis, PTA) have prided themselves
on their commitment to serving the community, and especially in their flexibility in scheduling and office hours to meet the
transportation needs of their rural patients who travel great distances to Pleasant Grove for their health care.

Judy decides to retire and sells her practice to National Physical Therapy Corporation (NPTC). It is an offer she cannot refuse
and she is relieved to be told by NPTC that all of her good, hard work will continue. She has agreed to stay on until a
physical therapist from another NPTC office relocates and takes over the practice. Susan and Andrew will become employees
of NPTC and are pleased to learn that their salaries and benefits will increase as a result, although they will miss Judy.

Six months later, Susan and Andrew invite Judy to lunch to “catch up” because she has been traveling since her retirement.
They report the new “outsider” boss is very difficult in his demands on their hours and imposed productivity goals. They report
that many people are going to the hospital in the next town for their physical therapy although it is farther away. They feel like

If you were Judy, what would you say to Susan and Andrew? Are their reactions to the changes in Pleasant Grove Physical
therapy typical? What values and norms may have changed? What are policy and procedure issues? What do you expect the
outcome for Susan and Andrew to be? What formal and informal socialization processes may have occurred?

What other questions, observations, etc. do you want to add to your health-care organization worksheet from Activity 2.1?

Public, For-Profit, and Nonprofit
Health-Care Organizations

Regardless of their public (governmental) or private
status, organizations share this common historical
view of theories and models. Academically, however,

private and public organizations are parallel studies
in schools of business (think master of business
Administration [MBA] degrees) and public admin-
istration (think master of public administration
[MPA] degrees). Health-care administration (man-
agement) may be academic specialties in these
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TABLE 2.1
YEAR

1900s

1920s

1930s-1940s

1940s-1970s

1980s

1990s

Contemporary Issues in Health-Care Management

A brief history of organizational theory

THEORIST

Max Weber

Henri Fayol
Frederick Taylor

Mary Parker Follett

Elton Mayo

Abraham Maslow

Douglas McGregor
Peter Drucker

Foundation laid during Multidisciplinary
Macy Conferences held in the 1940s
and 1950s

John Pfiffner & Frank Sherwood

William Ouchi (W. Edwards Deming)

Peter Senge

CONTRIBUTION TO ORGANIZATIONAL THEORY

Bureaucratic, mechanical, logical approach. Absolute authority and
division of labor. Laborers controlled by rules to reduce their potential
threat to efficiency. Tight interdependency among subunits—cogs in
a wheel that must mesh.

Strategic planning, controlling, coordinating, etc. Motivating and guiding
rather than controlling employees.

Standardization of work and role of training in factories. One best way
determined by experts.

Rejected Taylor's ideas. Organizations constantly changing. Focus on
relationship of the parts to the bigger whole.

Hawthorne studies. Innate human behavior as important as external
motivation. Importance of interactions and relationships in the
workplace.

Hierarchy of human needs. People have different needs and need
different incentives. Need to go beyond monetary rewards to
improve job satisfaction.

Theory X (people want direction and security and not responsibility)
versus Theory Y (people want and accept responsibility, are
self-directed, and seek self-actualization). Each perspective drives an
organization differently.

Management by objectives. Set goals, establish standards, and determine
how well they are met.

Open and closed systems. Each organization unique because of
interaction with external environment and unique problems to be
solved that require interacting internal subsystems of processes
rather than departments. No hierarchy. Lead to contingency theory.

Theory Z. Employee loyalty through high morale and satisfaction,
which leads to low turnover and high productivity. On- and off-job
responsibilities and needs met.

Learning organizations. Constantly renewing themselves as extension
of systems theory—not widely accepted.

schools or in schools of public health. Private organ-
izations are further divided into for-profit and
nonprofit organizations. The study of and the aca-
demic preparation for careers in nonprofit
organizations may be an area of concentration for
people with MBA, MPA, or master of public health
(MPH) degrees. See Sidebar 2.1.

Health-care organizations are unique because of
particular dynamics that set them apart, such as:

+ their mission of service to alleviate pain and suf-
fering and restore patients to health;

+ the complex, highly regulated environment—
internal and external—under which they
operate;

+ professional cultures (physicians, nurses, health-
care managers);

+ the rapidly changing health-care market.*

The distinctions among the three types of health-
care organizations (public, for-profit, and non-
profit) are less obvious to outsiders because of these
common organizational qualities. Their source of
funding (legislatures for public hospitals) may be
the only factor that truly sets one hospital apart
from other hospitals. Funding and profits may be
of little interest to patients who are focusled on
access, quality, and costs when they need health
care. For example, most people are not aware of
the type of hospital they are in, nor may they have
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Sidebar 2.1

Administrators and Managers

Although the terms often are used interchangeably,
it may be helpful to make a distinction between
administration and management. Management

is a subcomponent of administration when
administration is taken as the broader, general
process of organizing people and resources to
achieve common goals. Administration lies with
executives of organizations responsible for setting
strategy that guides decisions about the big picture
of an organization. Administration also suggests
bureaucracy. Management is about the day-to-day
implementation of processes to accomplish the big
picture goals. More important than making the
distinction is acknowledging that organizations
need people to conduct both levels of decision
making, regardless of what their job titles may be.
In smaller organizations, one person is often both
the administrator and the manager. Looking at the
verbs instead of the nouns also may be useful.
Administer means to impose or formally apply.
Manage means to direct, control, conduct, and to
bring about.

a choice even if they did know. Except for the obvi-
ous governmental, bureaucratic control they may
experience in public hospitals, all hospitals seem
to be more or less the same to most people.

Both for-profit and nonprofit hospitals (and
broader health-care systems) may be present in any
community. About 70% of all hospitals are nonprofit
organizations, however.” The reason for this leaning
to nonprofit is related, at least partially, to the history
of hospitals, which began as charitable institutions,
often with religious affiliations. They were granted
special corporate exemptions from taxes in return
for their contributions to the community. As health-
care needs increased over the years, other nonprofit
corporations were created.

The other reason for formation of nonprofit
health-care corporations is that they are exempt by
law from paying any income or property taxes. In
return for this favorable tax treatment, the nonprofit
hospitals are expected to provide certain benefits to
their communities. This contribution to the commu-
nity ranges from nonpayment for services provided
to the uninsured, loss because of bad debts, the
provision of specialized services that lose money

Health-Care Organizations and Physical Therapy 25

(e.g., programs for people with severe burns), and
patient education. Although nonprofit hospitals have
received tax advantages that obligate them to meet
the community needs, the level of charity care varies,
and often the amount of the tax exemption received
may exceed the value of the charity care provided.’

Conversely, for-profit hospitals are corporations
that distribute their profits to individual investors
(shareholders) who may be physicians or anyone,
including their employees who may be offered stock
options as an employment benefit. For-profit hospi-
tals also contribute indirectly to the good of the
community through the payment of taxes like any
other corporation. See Sidebar 2.2.

In the private sector, efforts to meet these com-
plex organizational challenges have led to two types
of large organizational models. The first type
includes networks (also called alliances) that may
be comprised of independently owned multiple
hospitals and other health-care providers (for-profit
and/or nonprofit combinations) that join to cen-
tralize functions to improve their effectiveness and
profits. Member organizations may drift in and out
of these networks as their needs demand or mem-
bers may be included only for selected functions.
Health-care systems, on the other hand, are single
ownership organizations with multiple units.
Systems tend to be more solid than health-care net-
works because they are the result of the creation of
new organizations through mergers and acquisi-
tions. Only about 30% of all hospitals are not
affiliated with some type of system or network.®

e

Shareholders and Stakeholders

A shareholder (stockholder) is a person or
organization that owns shares of a for-profit
corporation through the purchase of stock
holdings in that company. Shareholders may be
able to vote for the members of the board, take
part in other decisions of the company, and
share the profits.

Stakeholders are a much broader group because the
term includes anyone who has a legitimate interest
(stake) in any type of organization. A stakeholder
is anyone who may influence an organization or
be affected by it. All shareholders are stakeholders
but not all stakeholders are shareholders.
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One successful type of health-care system has a
small geographic focus, a large market share of the
health-care business in that limited area, and, typi-
cally, nonprofit status. Other successful health-care
models include religious-based, nonprofit hospital
systems and for-profit chains of hospitals. The
approach to the business of health care in these
models is to direct their attention to smaller market
shares in different markets spread over broad
geographic areas.’

Contrary to popular opinion, nonprofit status
does not mean that those organizations do not make
profits. Some actually generate enormous profits.
The creation of systems that include both for-profit
and nonprofit organizations often arouse suspicion
that, particularly at higher administrative levels of
employees and among physicians, organizations may
not truly “qualify” as nonprofit. At the least, a review
of nonprofit status in health care requires some
investigation. For instance, executives and physicians
may be paid large salaries by a nonprofit hospital in
a health-care network or system, although they spend
most of their time generating revenue and thereby
higher profits for stockholders in the for-profit hos-
pital in the same system. The physicians and
executives also may be stockholders in the for-profit
hospital.

In the public sector, similar movement to a system
or network model has also evolved. For instance,
the Veterans’ Administration’s VISN (Veterans’
Integrated Service Network) regionally integrates all
health-care services for veterans.” They face the same
challenges in a more bureaucratic and more poorly
funded system. See Activity 2.4.

ACTIVITY 2.4

CURRENT EVENTS

Jennifer Atkinson is a physical therapist who is interested
in taking the next step in her career. She wants to
investigate management opportunities with potential for
future executive positions within an organization. Where
would she find information about what is currently
happening with health-care systems and hospitals in her
area? Nationally? How often does she need to check for
changes in this information? Where does this type of
information get included in your health organization
worksheet? Share sources of information with others in
a group discussion.
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The Work in Different Organizations

Henry offers some perspectives that may be valuable
in comparing work in private and public institutions
that may apply to health-care organizations as well.®
For instance:

+ Is status more important than income?

+ Is the need for income more important than
the need to serve?

+ Is it important to make a difference?
+ Is a secure, long-term position important?

Although conducted in the 1970s, the results of
a study of business school graduates to determine if
there were predictors for their choice of employment
in for-profit or nonprofit organizations may hold
answers to these questions. The results of the study
were that the two groups differed in some per-
sonality and value dimensions on several standard-
ized instruments used to collect data. People with
positions in nonprofit organizations were more dom-
inant, flexible, and status-seeking than people
in for-profit organizations who valued economic
wealth more than their counterparts in the nonprof-
its. The authors suggest that it is indeed important
to recognize that employees in different types of
organizations may have different needs.’

The Future of Organizations

MIT’s Sloan School of Management made a major
effort to take a serious look at the future of organi-
zations as we enter a period of global change that
they believe is comparable to the changes that
occurred during the Industrial Revolution at the
beginning of the last century. In their manifesto, they
present recommendations for action in today’s
organizations so that they may take a leadership role
in averting major, potential global problems in this
new millennium. Their recommendations include:"

+ Creating new forms of production and new
organizations to preserve the world’s physical
environment.

+ Inventing organizations in new social systems
that decrease the gap between the have’s and
have-not’s.

+ Developing processes that integrate rather than
balance the work and personal lives of employees
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so that success in work and satisfaction with home
life are not exclusive.

+ Identifying and making the goals of organiza-
tions explicit.

+ Broadening the criteria for organizational
success to include qualitative measures that
address the triple bottom line of organizations—
economic, social, and environmental.

+ Rating organizations publicly so that compar-
isons can be made for employment and
investment decisions.

+ Promoting the development of guilds from
existing professional associations, alumni
groups, and other community-based organiza-
tions to meet the needs of independent con-
tractors who will increasingly find that they are
working in project-based virtual organizations
rather than traditional companies.

See Activity 2.5.

ACTIVITY 2.5

WHERE TO WORK

What other considerations should potential managers
include in a health organization worksheet? What
components of private and public health-care cultures
are important to consider? What is nonnegotiable in
your personal career decisions? What can you live
with that may not be the optimal circumstance? What
role does the future play in the development of a
worksheet? Do you think the MIT manifesto applies
to health-care organizations?

The Structure of Health-Care Systems

Griffith and White suggest that all hospital systems
are essentially open systems that transform resources
into services to meet the demands of their commu-
nities while earning income. Change is a constant,
so continuous attention to improvement is the only
way to meet the ongoing, increasing demands of
stakeholders (shareholders are major stakeholders
in for-profit hospitals).°

The more clearly a health system is able to articu-
late its purpose, the better are its chances of meeting
these demands. The ongoing effectiveness of an
organization may be enhanced with a deliberate,
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formal plan to answer three basic questions: Why are
we here (or what is our purpose)? Why did we select
this purpose? What strategy is the best to achieve our
purpose?® These also may be important questions to
include in the health organization worksheet in
Activity 2.1.

As health systems have evolved, strategies to
achieve their purposes appear to lead to increased
industrialization of all types of health-care organiza-
tions. Management professionals now direct most of
the work of health professionals as physician control
of hospitals continues to diminish.* Managers in
health care, like any good business managers, want
to control costs and increase profits. The bigger and
more complicated hospital systems become, the
greater their need for standardized processes based
on scientific evidence to accomplish quality outcomes
efficiently and effectively—sounds like a bureaucracy.

In addition to their industrialization, another
characteristic of hospitals and health systems is that
their organizational structures incorporate parallel
hierarchical models—typically, there is one for physi-
cians, one for other clinical service providers, and
one for the provision of support nonclinical services.
This organizational structure, more than anything
else, makes health-care organizations unique and
complex. Application of traditional organizational
theories and models to these special places is often
confusing and unsuccessful as a result.

Boards of Directors

Both for-profit and nonprofit corporations are
required to have boards of directors that represent
either the stockholders (for-profit) or the public
(nonprofit) as they govern an organization. This
governance role makes it easier to see how boards are
comparable with the role of the legislature in public
(governmental) institutions. Boards are responsible,
in varying degrees of formality and direct responsi-
bility, for defining an organization’s purpose and all
aspects of ensuring that its purpose is accomplished.
How a board is appointed, how it is organized, and
how it conducts its work are reflected in a variety of
models that are just as complex as the organizations
themselves. They are all legal entities with fiduciary
responsibilities, but there are differences."

For instance, board members of for-profit corpo-
rations are more likely to be paid for their services.
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They direct their efforts to dispersing the organiza-
tion’s profits to stockholders, and may rely on
lobbying efforts to advance their business agendas.
Nonprofit board members are less likely to be paid,
represent the public stakeholders in the organization,
and direct their efforts to fundraising through
charitable donations, grants, etc. The other differ-
ences among the boards of directors of organizations
are how much responsibility they really have and
their relationships to the chief executive officers
(CEOs) and managers. Some boards may be inti-
mately involved in the day-to-day management of an
organization while others may be widely separated
from management as they devote their energy to
broader, long-term strategic planning and devel-
oping relationships with external stakeholders—a
more administrative function. Some may serve to
rubber-stamp decisions of managers while others are
relied heavily upon for management decisions."' See
Activity 2.6.

ACTIVITY 2.6

BOARDS OF DIRECTORS

1. The organizational chart of an organization may be
very revealing. Select an organizational chart of any
health-care system and analyze its components and
their relationship. Share what surprises you and what
you expected in a group discussion.

2. Select a nonprofit health-care organization that you
would like to become more familiar with. Who are
the members of the board? Are there any physical
therapists? How can you become a member of a
board of a health-care organization? Why would
you want to be a member? What would you include
in your health-care organization worksheet about
boards of directors? What questions would you
want answered about them?

Other Health-Care Organizations

Specialty hospitals like rehabilitation, cancer care,
academic health centers, pediatric, and long-term,
acute care hospitals appear organizationally as other
hospitals, except their special missions (education,
particular populations) set them apart. Although
about one-third of health-care dollars are spent on
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hospital care," other health-care organizations, such as
nursing homes, home care agencies, and community-
based pediatric service agencies also are of interest to
physical therapists who are interested in management
positions. Some of these other health-care organiza-
tions may be included in broader health systems. For
instance, a designated wing of a large hospital may be
a certified skilled nursing facility. Nursing homes and
home health agencies may be included in health net-
works or systems. Integrating multiple levels and types
of services vertically and horizontally assists in meet-
ing the needs of the community and increasing their
efficiency, effectiveness, and profits. These other
health organizations may be nonprofit, for-profit, or
public organizations. They may be units in large
national corporations, or independently owned cor-
porations.

Comparative investigation of these other organi-
zational cultures in health care is important to mana-
gerial career decisions because no opportunity should
be overlooked or underestimated. For instance, the
roles of nursing staff and the director of nursing, as
one would expect in a nursing home have a major
impact on those organizational cultures. Physician
presence may be very different from the central role
that physicians play in hospitals. This dynamic alone
may be very appealing to managers who seek more
autonomy and control in their work, and enjoy the
“family” atmosphere of nursing homes. They tend to
be less complex organizations although many of them
may have more occupied beds than hospitals, and
lengths of stays of patients are extended compared to
hospitals. Typically, they are divided into residential
and skilled rehabilitation units.

The culture of home care is very different from
any health-care organization. Nursing again is the
profession that historically drives these organiza-
tions from the days of the visiting nurse associations.
They are unique because no setting is more patient-
centered than a patient’s home. The one-on-one
interaction makes this culture compelling for health
professionals who like the challenge of relying on
their own instincts and patient care skills in the
home, as well as the increased responsibility for
independent decision making because interaction
with other physical therapists is often minimal. This
dynamic presents unique challenges for managers
in these settings.

Pediatric health-care forms another set of unusual
organizations. In addition to specialized hospitals
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that may have associated outpatient centers, and spe-
cialized home care agencies, many charitable
organizations support pediatric rehabilitation serv-
ices along with governmental agencies. Within these
organizations, further clinical specializations may
occur. For example, United Cerebral Palsy focuses
on children with that diagnosis. Some of the Shriners
Hospitals for Children may admit children with
orthopedic conditions, while others focus on the
needs of children who have suffered serious burn
injuries. Physical therapy managers should be cau-
tious in making assumptions that “peds” is “peds,”
when in reality a wide range of subcultures are
included in this category of health care, particularly
as applied to rehabilitation.

Education Organizations

An extended type of pediatric practice leads many
health professionals (particularly in nursing and
rehabilitation) to manage health services in public
schools. As education rather than health-care organ-
izations, managers must pay particular attention to
the organizational culture of schools and socializa-
tion as part of an educational team rather than a
health-care team.

Physical therapists may find themselves entrenched
in several subcultures as school-based managers. First,
pediatric physical therapy is a subculture in the profes-
sion that becomes an even smaller subgroup when
confined to those therapists who work in school sys-
tems. Second, each school district is a subculture in a
statewide education system. Each district may include
awide range of subcultures that rehabilitation profes-
sionals may identify as they travel among several
schools at various levels of education in different com-
munities. Delving into this complexity, which is
compounded by intimate interaction with the subcul-
ture of each child’s family, makes positions in this
setting among the most challenging in terms of pro-
fessional and organizational socialization.

Physical therapists who choose positions in higher
education to teach in professional programs face sim-
ilar challenges as they become socialized as teachers
and researchers. They are at risk for inadequate
socialization in their new culture as they identify the
similar complex interactions of members of new sub-
cultures that are found in health-care organizations.
Regardless of the type of institution or unit that it
is part of—public or private, religious-affiliated, a
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school of allied health, a medical school, or some
hybrid unit—within each school of physical therapy
a further melding of subcultures occurs as faculty with
different scholarly and clinical experiences work to
reach their organization’s purpose and goals. Some
faculty may hold degrees in some component of edu-
cation such as curriculum design whereas program
directors may hold degrees in higher education
administration, and others hold degrees in the bio-
medical sciences. The levels of management in
education organizations present the same com-
plexity and opportunities as those in health-care
organizations.

Other Physical Therapy Organizations

In addition to these organizations, physical therapy
and other health-care managers have other private,
typically for-profit, employer options such as reha-
bilitation corporations and physical therapy
independent practices. The common factor among
these organizations is the general focus of purpose—
either interdisciplinary rehabilitation or physical
therapy exclusively. Yet they may range from general
practices that meet the needs of a broad community
to highly specialized services that serve small niche
markets. Their cultures may be very different.
Physical therapists need to spend just as much energy
on learning about these organizational cultures in
their career decisions as they do investigating any
other employer.

Of course, physical therapists have the option of
not belonging to any organization as they directly
seek contract work opportunities in a variety of
health-care organizations. These therapists are least
likely to be concerned about organizations, but they
should consider the same issues as potential employ-
ees when accepting assignments. Providing contract
services exclusively in one organization makes the
line between an employee and a contractor a little
fuzzier. Unlike the physical therapist who changes
positions at the end of each contract period, staying
in one organization is more likely to result in
increased engagement in all levels of the culture of
that one organization, regardless of employment sta-
tus. However, the contract physical therapist may still
belong to the out-group because they are contract
therapists.

Physical therapists may also accept short-term assign-
ments through one or more temporary placement
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agencies. These typically for-profit organizations pre-
sent the same challenges to physical therapists who
must gather data about an agency’s culture, structure,
and contractual arrangements with health-care organ-
izations for placement of physical therapists and other
health-care professionals. See Activities 2.7 and 2.8.

ACTIVITY 2.7
HEALTH ORGANIZATION WORKSHEET

Take the opportunity to update your worksheet from
Activity 2.1 to include specific information you should
gather on physical therapy services and practices.
Identify all of the subcultures and/or in-groups that
physical therapists may be part of in health care.

ACTIVITY 2.8
AMERICAN PHYSICAL THERAPY

ASSOCIATION—APTA

Professional organizations are also a unique type of
organization. Analyze the organizational components
of the APTA. How would you describe it? How is it
funded? Does the Board of Directors of the APTA
serve the same purpose as the boards of directors in
hospitals? What recommendations do you have for
changing its organizational structure? What do you
think about the APTA functioning as a guild as
suggested in the MIT manifesto?

Contemporary Issues in Health-Care
Organizations

The following issues are important to all health-care
organizations, including those that are exclusively
devoted to physical therapy services. Methods for
addressing quality and safety processes will be specif-
ically addressed in Section 2 of this text, but an
overview of the salient problems to be addressed by
managers are presented here.

Safety and Quality

The National Coalition on Health Care (NCHC)@is
awatchdog group of more than 100 organizations that
seeks to improve health care in the United States. They
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are provoked to action by facts such as health-care
spending is currently 16% of the gross domestic pro-
duct (GDP)—equivalent to $1.9 trillion, which is
expected to continue to increase at accelerated rates
to reach $4 trillion in 2015. In spite of all of these
resources, the NCHC argues that our health care
continues to be inefficient, poorly managed, and
unequally distributed. The economic impact of health-
care spending on individuals, employers, and society
might not appear quite so outrageous if the impres-
sion were that the country—the people—were getting
their money’s worth.

Another watchdog group—the Institute of Medicine
(IOM) of the National Academies agrees. IOM was cre-
ated to ensure scientifically based, nongovernmental-
generated advice to policy makers and the nation at
large to improve health." It recently conducted two
very important studies suggesting that not only is the
quality of health care highly questionable, but it also is
dangerous to many people. For instance, in their
report, 1o Err is Human: Building a Safer Health System'
they report that more people die in a given year from
preventable adverse events in hospitals alone than die
from motor vehicle accidents, or breast cancer, or
AIDS. Many of these errors are related to health-care
culture and how health-care organizations are organ-
ized and managed rather than incompetence or
carelessness of individuals. For instance, these terrible
outcomes are linked to:

+ A fragmented system in which rigid specializa-
tion and powerful influences make it difficult
to hold people accountable.

+ Resistance to the movement toward the imple-
mentation of information systems that are
coordinated for patient-centered care.

+ Limited financial incentives for health-care
organizations to improve quality and safety.

+ A medical liability system that is a serious imped-
iment to efforts to uncover and learn from
€rrors.

In the Committee on Quality of Health Care in
America’s Crossing the Quality Chasm,' the concern
expressed is that the health care provided is not the
health that could and should be provided because
of outmoded systems of the work of health care that
set employees up to fail. The only solution requires
a total restructuring of health care to address both
quality and cost concerns through improved admin-
istrative and clinical processes. The Committee
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recommends that all stakeholders need to support
an environment for improvement through:

+ Creation of infrastructures to support evidence-
based practice

+ Facilitation of the use of information technology
+ Alignment of payment incentives

+ Preparation of the workforce to better serve
patients in a world of expanding knowledge and
rapid change

The Committee encourages all health-care organ-
izations to adopt six simple aims for improvement
of the quality of care. Care should be:

+ Safe—avoiding injuries to patients from the
care that is intended to help them.

+ Effective—providing services based on scientific
knowledge to all who could benefit and refrain-
ing from providing services to those not likely
to benefit (avoiding underuse and overuse,
respectively).

+ Patientcentered—providing care that is respect-
ful of and responsive to individual patient
preferences, needs, and values and ensuring
that patient values guide all clinical decisions.

+ Timely—reducing waits and sometimes-harmful
delays for both those who receive and those who
give care.

+ Efficient—avoiding waste, including waste of
equipment, supplies, ideas, and energy.

+ Equitable—providing care that does not vary in
quality because of personal characteristics such
as gender, ethnicity, geographic location, and
socioeconomic status.

Health-Care Organizational Ethics

Another contemporary issue is ethics in health care,
particularly as health care moves toward domination
by managerial rather than health professionals. Boyle
has identified ethical challenges faced by all stake-
holders in health care, which have become
increasingly complex. Generally, these challenges
arise when organizations do not apply their values
consistently in decision making. These important
organizational values include integrity, honesty, fair-
ness, respect for others, promise keeping, and
prudence. If employees feel that they are unsup-
ported, undermined, or discouraged from pursing
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good works that are based on these values, then cyn-
icism, poor morale, and even shame may result.*

Boyle lists some examples of potential breaches
of organizational ethics that may result if the eye of
the organization is on tangible, monetary goals
rather than goals related to care of the health of the
community. For example, behaviors that suggest
organizations may be unethical include misleading
advertising, cover-up of errors, acceptance of poor
quality, favoritism, suppression of rights, nondisclo-
sure, corruption, etc.*

Health-care organizations must strike a balance
between their social responsibility to increase prof-
its (which is good) and their moral responsibility to
meet the needs of the community (which is good).
How best to pursue these often conflicting, yet
equally noble objectives is the difficulty. What is the
organization’s moral compass and who is responsi-
ble for charting its course become critical questions.
To be successful—ethicallyj—organizations must first
deeply value the importance of caring for the sick
and injured, and live by these values at all costs.
Second, they also must have processes in place to
deal with the inevitable conflicts that arise from the
good versus good decisions that arise from living
those values.'” Some may argue if an organization is
successful in this process to address their moral obli-
gations, all other successes, including financial
growth, will follow without much difficulty.

Ending this chapter with questions about values
as it began with questions about culture — the foun-
dation of which is values—emphasizes the importance
of values in organizations, and in the work of health
professionals. The activities suggested in this chap-
ter should have led to the beginning of a worksheet
for analysis of these important aspects of health-care
organizations that profoundly influence one’s pro-
fessional development. Take this final opportunity
to add items about these issues and refine the work-
sheet from Activity 2.1. Engage in a group discussion
for further development of this important tool.

Conclusion

Developing a strategy for understanding an organi-
zation is important for potential managers as well as
people who have already been socialized in an organ-
ization. For many professionals, reconciling conflicts
that may arise when professional socialization clashes
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with the socialization process of the organizations
they join is a disturbing and difficult experience.
Having tools available to identify these potential
conflicts to decide where compromises can be
comfortably made is important for all health profes-
sionals, but particularly important for those who
transition to management positions.
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LEARNING OBJECTIVES

INTRODUCTION
Learning Objectives A LEADER-MANAGER CONTINUUM
THE LITERATURE

+ Identify major milestones in the development of leadership theories. LEADERSHIP
+ Discuss the Ieadershlp-mgnagement continuum in the context of DEFINING LEADERSHIP

organizational characteristics.
+ Evaluate a leadership or management source of information. R ADOX
+ Apply the four perspectives of leadership to selected identified leaders. LATERAL LEADERSHIP
+ Discuss the value of leadership dimensions to analyze selected leaders. FEMALE LEADERS
+ Determine the link between leadership and influence. MANAGEMENT
+ Discuss leadership along the hierarchy—heterarchy continuum. INNATE ABILITY TO MANAGE
pAE L i Iegdershlp. ) COMPETING VALUES FRAMEWORK OF
+ Discuss women in leadership roles. MANAGEMENT
+ Discuss leadership in the physical therapy profession. THE FINAL WORD ON MANAGEMENT
+ Determine levels of management.

. ) 2 - REFERENCES

+ Discuss innate managerial ability.
+ Compare the three types of managers.
+ Reflect on the professional development of management skills.
+ Identify the contemporary roles of managers using the competing

values framework.
+ Apply Drucker's management concepts to physical therapy practices.
+ Determine the factors to consider when deciding to pursue a management

position.
Introduction Like the study of organizations, the study of lead-

Although many serious scholars and a few shortlived
gurus have written much, we continue to be fascinated
and confused about how leaders and managers really
accomplish the goals of organizations. The develop-
ment of leadership and management theories and
models has paralleled the development of organi-
zational theories in the 20th century, which is not
surprising because leaders and managers have had to
change in order to accomplish the goals of changing
organizations. Table 3.1 shows the historical relation-
ship between leadership theories and the organiza-
tional theories that were presented in Table 2.1. Notice
that management theory does not have a column of
its own. Typically, management studies are intertwined
with the study of organizations.

ership and management is multidisciplinary, and
formal studies are often specific to a particular type
of organization—educational leadership is a good
example. This fragmented approach during the last
100 years has lead to various, wider-ranging perspec-
tives. Questions about leadership lack the more solid,
common foundation for understanding found in
organizational theory.

The lack of agreement about the interaction of
leaders and managers in an organization complicates
this understanding. Debates continue. For instance,
can a leader and a manager be the same person?
Is everyone, at some level, a manager? Is everyone
a potential leader? Are leaders born or made?
Clarification may begin by looking at the Latin ori-
gins of the words. Lead is derived from the Latin for

33
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Contemporary Issues in Health-Care Management

TABLE 3.1 Timetable of the development of organization, management, and leadership theories'?

ORGANIZATION/
MANAGEMENT THEORIES

Bureaucratic, mechanical, logical
approach. Absolute authority
and division of labor and labor-
ers controlled by rules to reduce
their potential threat to effi-
ciency. Strategic planning, con-
trolling, coordinating, etc. Moti-
vating and guiding rather than
controlling employees.

One best way determined by
experts.

Organizations constantly changing.
Focus on relationship of the
parts to the bigger whole.

Hawthorne studies. Innate human
behavior as important as exter-
nal motivation. Importance of
interactions and relationships in
the workplace.

Hierarchy of human needs. People
have different needs and need
different incentives. Need to go
beyond monetary rewards to
improve job satisfaction.

Theory X (people want direction
and security and not responsibil-
ity) versus Theory Y (people
want and accept responsibility,
are self-directed, and seek self-
actualization).

Management by objectives.

Open and closed systems. Each
organization unique because of
interaction with external environ-
ment and unique problems to be
solved that require interacting in-
ternal subsystems of processes
rather than departments. No hier-
archy. Led to contingency theory.

Theory Z. Employee loyalty through
high morale and satisfaction,
which leads to low turnover and

PERIOD

Early

20th century

1950s

1960s and
1970s

1970s and
1980s

SCHOOLS OF LEADERSHIP
AND THEIR RESEARCHERS

Trait
(generally accepted
concept)

Behavioral

Lewin & Lippitt

Katz, Maccoby, Gurin,
Floor

Stogdill and Coons

Blake and Mouton

Contingency

Fiedler

House

Kerr and Jermier
Vroom and associates

Relational School

Dansereau, Graen,
Haga

Graen, Uhl-Bien,
Scandura

Skeptics of Leadership
Eden and Leviatan
Rush, Thomas, Lord

KEY POINTS

Great Man Theory. Characteristics of leaders that
make them different from nonleaders. Leaders
are born not made.

Focus on behaviors of leaders and how they
treated followers. For example: democratic ver-
sus autocratic, and employee-oriented versus
production-oriented. Basis of future models.

Leadership effectiveness is dependent on fac-
tors, such as leader—member relations, task
structure, and the position of power of the
leader. Leadership is situational and style
needs to match the situation.

Includes path—goal theory, which creates barrier-
free paths to get followers to the goals of the
organization.

Led to substitute-for-leadership theory, which
identifies conditions under which leadership is
unnecessary such as follower capabilities and
clear organizational systems and procedures.

Based on Vertical Dyad Linkage Theory, which is
now Leader—-Member Exchange (LMX) theory.
In LMX;, high-quality relationships (based on
trust and mutual respect) generate more pos-
itive outcomes than low-quality relationships
(based on satisfying contractual relations).

Whether leaders made any difference was the
question. Concluded that what leaders do is
largely irrelevant. Evaluations of leaders really
reflect attributions that followers make to
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TABLE 3.1 Timetable of the development of organization, management, and leadership theories—cont'd

high productivity. On- and off-job
responsibilities and needs met.
Lord, Foti, De Vader
Wofford, Goodwin,
Whittington

The New Leadership

(neocharismatic/
transformational/
visionary)
Bass and associates
Bennis and Nanus

Calder, Meind|, Ehrlich
Information-Processing

understand outcomes. Leads to leap in research
on leadership.

Leader is legitimized when his or her characteris-
tics match the expectation that followers have
of the leader.

Led to theory that cognition is related to behavior
that in 2000s.

Renewed interest in trait school and charisma.
Transformational leaders are idealized (charis-
matic), visionary, inspiring leaders who get fol-
lowers to transcend their interests for the
greater good. As opposed to transactional lead-
ers in which there is mutual exchange of costs

Argyris and Schon

Learning organizations. Constantly Contemporary
renewing them as extension of 1990s
systems theory—not widely Ekvall
accepted. Nanus
Sternberg
Greenleaf
Collins
Senge
Block

Kouzes and Posner

and benefits between leaders and followers
through rules, procedures, and bureaucratic
authority.

Leaders seek challenges, take risks, seek change,
anticipate the future, and deal with uncertainty.

Servant leaders who help others.

Humility and will needed for organizations to tran-
sition to greatness.

Big-picture flexibility.

Learning imperative.

Stewardship: the orderly distribution of power
through service rather than control.

Source: Adapted from Antonakis J, Cianciolo AT, Sternberg RJ. Leadership: Past, present, and future. In Antonakis J, Cianciolo AT, Sternberg RJ, eds. The
Nature of Leadership. Thousand Oaks, CA: Sage Publications; 2004, p 3 except section on 1990s, which is adapted from Isaksen S, Tidd J. Meeting the
Innovation Challenge: Leadership for Transformation and Growth. Hoboken, NJ: John Wiley & Sons; 2006.

legislate and legitimate, and manager is from Latin
for hand. Hence, a leader lays down the law and a
manager uses a hands-on approach. However, the
general public as well as scholars, have used these
nouns interchangeably or inconsistently throughout
the years to describe people in organizations. See
Sidebar 3.1.

To add to the distinction made between adminis-
tration and management referred to in Chapter 2:
Administer: to impose or formally apply
Manage: to direct, control, conduct, bring
about
Lead: to guide, direct on a course, bring to
some conclusion

Differentiating

i1|§ o

A Leader-Manager Continuum

In the face of the confusion and interchangeability
surrounding these terms, efforts to differentiate
leaders and managers have become the norm.
These differences between leaders and managers
are found in Figure 3.1 in which leader and man-
ager characteristics or roles are presented as anchors
on continual dimensions rather than as “either-or”
qualities. For example, the more a person’s respon-
sibilities are controlling and executing to reach
specific objectives in a bureaucratic organization,
the more the person manages rather than leads.
Although people may have the management
job title, in a more open system, they may be con-
sidered leaders rather than managers. Particularly
when the attention of the person is directed to
fulfilling the mission of the organization, identify-
ing opportunities for new approaches, and pursuing
opportunities through greater interaction with
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outside stakeholders, they may consider themselves,
or be considered leaders by others. This continuum
may help to understand the grayness and fluidity of
these roles.

It follows from this model that whether a person
is identified as a leader or manager also depends on
the context of the organization. Regardless of the
abilities of people to be effective in management or
leadership roles, the context (organizational culture)
is critical to determining where they fall along the
leader-manager continuum and their success in
either role. The hierarchical level of the position,
the national culture, and leader—follower genera-
tional gaps may give rise to, or may inhibit, the
behaviors and skills of leaders and managers.'
Followers really determine whether a person is
a leader or manager by assigning that person the
designation regardless of actual job title or job
description. Leaders are effective only when other
people recognize them as leaders, and people expect
their managers to be in charge, know what is best,
and tell them the right thing to do. They become
disappointed and confused when these expectations
are not true.” See Activity 3.1.

LEADER <+ MANAGER

Purpose Driven Objectives Drive

Emotional Rational

Fulfill Contracts

Do Better

Avoid Risk

Tweak Existing System

Fulfill Mission

Do Differently

Inspire Risk

Seek New Systems
Look Outward

The Big Picture
Take Initiative

Look Inward

Day-to-Day Routine
Seek Control
Maintain Order

Confront Order.

Set Organizational Context Plan and Execute

Transformational Transactional
Innovative Stable
Flexible, Supportive Well-Ordered

Bureaucracies
Do Things Right

Open Systems
Do the Right Thing

Change Things Keep Things Running

Coordinate and Cultivate Command and Control

The Future The Present
Figure 3.1 + The leadership—management continuum.
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ACTIVITY 3.1

LEADER OR MANAGER?

At this point in your professional development as a
physical therapist, consider your skills and interests. Do
you lean more toward being a leader or a manager on
the leader-manager continuum? Why? If there were a
magic wand to make you either the best possible leader
or the best possible manager and you were able to
select only one, which you would you choose? Why?

The Literature

Information overload in leadership and manage-
ment literature is a concern. Determining the value
of the latest studies and trendy approaches makes it
difficult to decide who or what to believe. It some-
times appears that everyone who has managed or
been managed or who is declared a leader writes a
book about it. Readers must be cautious about books
that focus on only one piece of the leadership-man-
agement puzzle.

Pfeffer urges people who aspire to leadership and
management responsibilities to commit to the same
level of expectations for evidence in business deci-
sions that health professionals are expected to value
in health care. Reliance on facts rather than conven-
tional wisdom (e.g., to-do lists or rules of thumb) to
determine what is true rather than what is new is no
less important in leadership and management than
itis in the care of patients.*

Because physical therapists are professionally pre-
pared for evidence-based practice, they are at an
advantage in assuming leadership and managerial
roles. The demand for people in both clinical and
managerial roles who can find and analyze informa-
tion is vital for the success of health-care organiza-
tions. Facts are more valuable than opinions in the
important decision making expected of health-care
organizations. The ability to present and support facts
may often be a key to success for new managers.
Thinking and analyzing take precedence over how-to
strategies and slogans. The following criteria are sug-
gested as guidelines for evaluating business materials
and courses:*

+ Treat old ideas like the old ideas they are.

+ Be suspicious of breakthrough ideas and
studies—they usually are not.
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+ Celebrate collective ideas and communities not
gurus and individuals.

+ Look at pros and cons of each idea, approach,
etc.

+ Use success and failure stories as a source of evi-
dence but not valid evidence.

+ Be neutral.

+ Base decisions and actions on evidence rather
than ideas that are in vogue.

See Activity 3.2.

ACTIVITY 3.2
CRITIQUING THE LEADERSHIP/MANAGEMENT

LITERATURE

Step 1. Select any contemporary, popular text on
leadership or management (leaders or managers). Using
the suggested guidelines in the text, determine the value
of the text to potential or current leaders and managers
who seek to improve their effectiveness. Discuss your
findings.

Step 2: In groups, identify sources of peer-reviewed
studies of leadership, management, and administration
in health-care organizations. Select contemporary studies
in these journals for critique. Discuss the findings of each
study. How does this research differ from physical
therapy research?

Step 3. Compare your findings in Steps 1 and 2.

Leadership

Although leadership is not easily defined, there have
been leaders as long as there have been groups of
followers who need one to accomplish a common
goal. Leadership in society appears to be vital, yet the
contributions of individual leaders to the outcomes
of particular organizations are nebulous. Getting
a handle on leadership is a little more difficult
than grasping the roles of managers because leader
really is not a job title with a clear job description.
Announcements for managerial or administrative
positions typically do not say, “Leader Wanted,”
although what the employer really wants is someone
who can lead. Defining those leader responsibilities
and measuring the effectiveness of the ability to lead
when hiring and evaluating performance is critical.
Developing in-house programs to “grow their own”
leaders is a strategy used by some organizations, while

Leadership, Management, and Physical Therapy 37

others continue to rely on an “I-know-itwhen-I-see-
it” approach to identifying potential leaders for
organizations. Another catchphrase that may be use-
ful is “Take me to your leader.” If someone said, “Take
me to your leader,” to whom would you go to? What
position does this person hold? Does the position
held automatically make them a leader?

Depending on the circumstances, leaders may
come and go, or they may assume varying levels of
leadership over a given span. Consider political or
military leaders. They may function effectively and
without much fanfare, performing many managerial
duties until an occasion arises that moves them along
the continuum to a leadership role—they rise to the
occasion. Winston Churchill during World War II may
be such an example. His political career had been
relatively mediocre until the war in which he is cred-
ited as a major contributor to the victory of the Allies.
After the war, his leadership ended rather abruptly.
President Jimmy Carter is a reverse example. He was
a strong leader while in the military and Georgia pol-
itics, yet while President of the United States, he was
considered a relatively weak leader. He went on to
became an influential statesman who received the
Nobel Peace Prize for his efforts in human rights and
social development after he left office. Another catch-
phrase, “timing is everything” appears to be very true
for leadership, or perhaps it is time to start a new
phrase, “context is everything in leadership.”

These two examples of leadership are a good test
for the four perspectives of leadership identified by
Grint.® Activity 3.3 asks which perspectives of leader-
ship explain the achievements of different leaders.

ACTIVITY 3.3
LEADERSHIP PERSPECTIVES

Identify contemporary, well-known leaders. Which of the
following perspectives best explains their abilities to lead?
Which of the following perspectives is best for explaining
the success of leaders in health-care organizations?

Person Perspective. Is it who leaders are that makes
them leaders?

Results Perspective. Is it what leaders achieve that
makes them leaders?

Position Perspective: Is it where they operate that makes
them leaders?

Process Perspective: Is it how they get things done that
makes them leaders?
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Defining Leadership

We know that leadership is an influencing process
(see Sidebar 3.2), which reflects the characteristics
and behaviors of leaders as they are perceived by their
followers, to accomplish organizational outcomes
in a particular context.! This definition is similar to
the one proposed by the Global Leadership and
Organizational Behavior Effectiveness (GLOBE)
research project. GLOBE defines leadership as the
ability of an individual to influence, motivate, and
enable others to contribute to the effectiveness and
success of the organizations of which they are mem-
bers. Based on a study conducted in 1996 of leaders
in 62 countries, they developed an instrument to
measure the degree to which selected leaders held
the values of the leadership dimensions (like con-
tinua) they identified in their analysis. The identified
leadership dimensions are:®

+ charismatic/value-based (visionary, inspira-
tional, integrity, decisive)

+ team-oriented (collaborative, integrative, diplo-
matic)

+ participative (non-autocratic, allow participa-
tion in decision making)

+ autonomous (individualistic, independent,
unique)

+ humane (modest, tolerant, sensitive)

+ self-protective (self-centered, status-conscious,
face-saver)

Whether it is the GLOBE model or not, it is
important to have a framework for determining what
it is that makes leaders successful, and how much
leaders are really contributing to the overall
expected outcomes of an organization. For instance,
it is impossible to determine how much and what
kind of development leaders may need to become
more successful if the organization does not define
and measure the roles and efforts of leaders.

Subcultures and out-groups may also have lead-
ers. These leaders also may have a large impact,
albeit potentially more negative than positive, on
the accomplishment of the organization’s goals.
Although a direct link between organizational
culture (and its subcultures) and leadership is uncer-
tain, if what a leader proposes works, it continues to
work because it becomes a shared assumption (a
major factor of culture) among followers. Leaders
are highly symbolic of the beliefs about the goals of
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Sidebar 3.2

Understanding Influence®

4+ Influence is the mechanism for using power
to change behaviors or attitudes. Influence
produces an effect without direct command
or force.

4+ Influence is more powerful than direct power
because it is a process of acceptance and
mutual agreement that results in commitment
and good work.

4+ When influenced, people feel that decisions
made are their choices.

4+ Direct commands typically result in discon-
tent and take more effort because employees
need to be constantly supervised to ensure
their compliance.

+ People would rather not be told what to do
unless it is a dire circumstance when they
welcome the fact that someone takes control.

4+ Influence is a two way rather than top-down
process.

4+ To exert influence, a person must be willing to
be influenced by others, and be open to new
information. Of course, to be influential a
person has to “walk the talk.”

4+ People need to be taken seriously by the influ-
encer, or the influencer will be quickly discredited.

an organization and they create the culture that
drives management.” See Sidebar 3.2.

The Leadership Paradox

Another interesting view of leadership is considera-
tion of all of the apparent paradoxes associated with
it. This paradox view further contributes to the com-
plexity and the confusion about leadership. For
instance, Pfeffer suggests that leaders must:*

+ Be in control and project confidence yet real-
ize their limitations because of organizational
realities.

+ Be wise yet modest to avoid self-enhancement.

+ Lead, yet get out of the way — no leadership may
be the best leadership.

+ Build systems and teams yet take little direct
credit for their successes.
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It is suggested, of course, that the secret to lead-
ership success is to balance the contradictions rather
than choosing one or the other.? This balance becomes
particularly important as organizations move from
vertical to horizontal structures and from hierarchy
to heterarchy models (see Sidebar 3.3). A paradox
also exists in distributing leadership throughout an
organization at all levels when this progressive
approach to organizations depends on strong
leaders to effect the change.* The reality is that
organizations are some hybrid along a continuum
of hierarchy—heterarchy. Some unit has to have
global responsibility for an organization, and even
the most rigid bureaucracy devotes some effort to
seeking input from others.'

Sidebar 3.3
Heterarcy and Hierarchy

Heterarchy is a system model characterized by an
equal sharing of power and responsibilities at the
same horizontal level of a hierarchy, or a heterar-
chy can be a stand-alone organization. This model
facilitates cooperation, dialogue, participation;
and allows different criteria for performance for
different elements of the organization. Multiple
skills, styles, and types of knowledge are all valued
without any particular group or individual having
privileges over another. Each unit has a great
deal of autonomy, which allows for flexibility and
innovation.

Hierarchy is a model composed of layers of heter-
archies with power and privilege assigned only
to the highest level of the system. In hierarchies,
each unit is connected directly or indirectly to the
highest level heterarchy. Division of labor and con-
sistency of organizational structures are important
in order to be as efficient as possible.

Level 1
Heterarchy

Level 2 o
Heterarchy e

Level 3

Heterarchy ° @
Level 4 e

Heterarchy

Level 2
Heterarchy

Level 3
Heterarchy

Hierarchy Heterarchy
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Lateral Leadership

The idea of distributing leadership throughout an
organization is perhaps best expressed as lateral
leadership—leading from alongside people rather
than leading them from above. Lateral leaders func-
tion as mentors and consultants to teams of workers
who are typically enmeshed with several outside
vendors or contractors to achieve the goals of an
organization. Members of these teams may be reas-
signed as the needs of the organization demand,
which means that people have different leaders for
different projects. Lateral leaders rely more on teach-
ing and persuasion than directing and controlling.
These are leaders who are neither controlled nor
controlling, and, in fact, may have no formal author-
ity over others."

Advances in communication technology have
played a major role in facilitating lateral leadership.
With technology, more people have more informa-
tion more quickly. The freedom created by access to
information enables people to work harder and
more creatively in reaching decisions. The more cre-
ative, flexible, and self-motivated people need to be,
the more decentralized—Ilateral—leadership needs
to be.'? The idea that no leadership is the best lead-
ership is derived from these concepts. However,
larger, more complex organizations need more than
lateral leaders to reach their full potential. They also
need a leader or leaders whose roles are to innovate,
to communicate the vision, and to rock the boat
(while staying in it)." The juggling of all of these con-
tradictory responsibilities and multifaceted roles is
the reason leadership is such tricky, exciting busi-
ness. See Activity 3.4.

ACTIVITY 3.4

PHYSICAL THERAPISTS AS LATERAL LEADERSHIP

Discuss how the professional education and clinical roles
of physical therapists prepare them as lateral leaders.

Female Leaders

From 2002 to 2004, the percentage of women in the
executive, administrative, and managerial occupa-
tions in the United States increased to 46% from
18%. Some of this growth is the result of the creation
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of new positions in those 2 years. However, in health
care, human resources, and educational organ-
izations, women dominate leadership roles with
increased representation in big business as well."”® The
increased presence of women in political positions
at all levels of government has been striking, although
not overwhelming.

Eagly attributes this recent upsurge to several social
changes. First, between the sexes there is a greater
equality in the division and amount of labor in house-
work, whether women are working or not, because
the number of children per family has declined.
Those women who choose to work, have decreased
levels of family/work conflict. Secondly, the educa-
tional level of women has increased. Women hold
more than one-half of all Bachelor of Science (BS)
degrees earned in the United States, and the gap
between men and women on science and math scores
has diminished. The proportion of women in med-
ical and law schools continues to increase. Third,
working women value the same things that working
men do such as freedom, challenges, prestige, and
power. Like men, they are willing to pursue these
rewards by taking risks and being assertive.'?

Meanwhile, the expectations for leadership have
become more feminine. For instance, democratic
principles, work teams, participatory decision mak-
ing, delegation, growth, and more diversity in the
workforce demand sharing information, fairness,
and enhancing self-worth. All of these demands and
strategies are considered softer, more feminine skills.
However, acceptance of women in leadership roles
appears to remain culture dependent, and women
still have a long way to go for acceptance in many
organizations.”” Women see themselves as the hub
of a circle with spokes out rather than in a command
and control hierarchy. They are expected to become
the future leader of leaders because of this softer
approach that is based on openness, transparency,
consensus, and relationships. They tend to be more
successful at leading themselves, leading within
organizations, and partnering with other organiza-
tions.'* See Activities 3.5 and 3.6.

Management

This part of the chapter shifts focus on the other end
of the leader-manager continuum. The descriptors
in Figure 3.1 suggest that managerial roles and skills
are a better fit in more traditional, bureaucratic
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ACTIVITY 3.5

FEMALE LEADERS

Think about a famous female leader. Which of the
following perspectives best explains that woman as
a successful leader? How does this differ from your
answers to Activity 3.3?

Person Perspective. Is it who leaders are that makes
them leaders?

Results Perspective. Is it what leaders achieve that
makes them leaders?

Position Perspective: Is it where they operate that makes
them leaders?

Process Perspective: Is it how they get things done that
makes them leaders?

Which of the GLOBE leadership dimensions do you
perceive as feminine?

Charismatic/value-based (visionary, inspirational, honest,
decisive)

Team-oriented (collaborative, integrative, diplomatic)

Participative (non-autocratic, encourages participation
in decision making)

Autonomous (individualistic, independent, unique)

Humane (modest, tolerant, sensitive)

Self-protective (self-centered, status-conscious, face-saver)

ACTIVITY 3.6
LEADERSHIP IN THE PHYSICAL THERAPY

PROFESSION

Identify the past and current leaders in the physical
therapy profession. Discussion questions:

Go back to Activity 3.3. Is there a predominate perspective
of leadership in physical therapy?

The number of female physical therapists continues
to be consistently greater than the number of males.
Is this true of its leadership? Why do you suppose?

Are the leaders of the profession the same as the
leadership of the American Physical Therapy
Association? Why?

organizations that require more structure and
control to meet their goals. Bureaucracies continue
to dominate the world of work despite contem-
porary trends and new organizational models.
Because of their hierarchical structures, there are
layers of management, which means there are
many managers with different roles in the same
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organization. Typically the levels are senior (top or
upper) management, middle management, and low-
level management (supervisors or team leaders).
More recently, middle management levels have
become compressed or eliminated in many organiza-
tions that have been downsized or re-engineered to
meet cost-saving goals. Their major function, as a go-
between for lower and upper management became
redundant, as computers allowed direct transfer of
much more information from workers to decision
makers in many organizations. The need for a layer
of people to supervise the work of subordinates and
generate reports for superiors appears to diminish in
organizations with a heterarchical viewpoint. It is
important, therefore, in reading management litera-
ture to ascertain which level, or levels, of management
is being addressed as well as to consider where along
the leader-manager continuum the expectations of
an organization under consideration lie.
Management itself is a misunderstood concept. In
everyday life, we all have more direct contact with
managers of businesses and organizations than we do
with leaders. Our experiences may be less than pleas-
ant because managers are the “people in charge” to
whom we go when things go wrong in the grocery
store, a bank, or at a restaurant; so we are already emo-
tionally charged in lodging our complaints. When
things are going well, we do not really pay much atten-
tion to how a business is managed. We just know it is
well-managed when we have no problems with it.
Experiences at work with bosses also lean toward
the difficult. In any organization, 60% to 75% of peo-
ple report that the worst (or most stressful) part of
their jobs are their immediate supervisors.? On the
other hand, the great managers who take care of our
complaints and the great bosses who make us better
than we thought we could ever be, are those who
make great organizations, often without much notice.
It is not surprising that contemporary manage-
ment naysayers predict that management is dead, and
they say good riddance. This eagerness to eliminate
managers is compelling if the role of management is
limited to the supervision of others—middle man-
agement. From that perspective, in contemporary
high-tech and virtual organizations driven by self-
organizing teams with lateral leaders, the traditional
middle manager may be obsolete.”®
Magretta suggests, however, that all organizations
need management because it is not just about super-
vising others or rungs in the corporate ladder. It is
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the process for turning complexity and specializa-
tion into performance. In this broader definition,
the more complex an organization becomes and the
more specialized work becomes, the larger the role
management plays to effect an integrated outcome.
Although there is an expectation that individuals will
take more initiative and assume more responsibility
at work and that more and more of us will become
independent contractors, organizations are still
needed to get things done."”

Innate Ability to Manage

Management is really one of the most transforming
innovations of civilization'”and it will continue to play
a major role in our lives because there is very little
that one person may accomplish independently.
Management in the broadest sense will endure
because it is so fundamental to human nature for
people to “organize” to achieve some common goal.
Any time the needs exceed the resources available,
things need to be managed—whether it is prehistoric
hunters and gatherers, family budgets, or generating
profits for shareholders. Because humans have always
had needs that exceeded their resources, manage-
ment is really a generic, innate ability rather than the
specialized know-how that it has become through the
successful efforts of publishers, consultants, and
speakers on the circuit.

All people have the basic skills it takes to be man-
agers. All people manage many things at their work
without the job title of manager, and most people man-
age their nonwork lives effectively. Physical therapists
manage patient care all the time but patients and oth-
ers do not call them or consider them to be managers.
The skills of managing patient care are basically the
same as those needed to manage a staff or special
project. Just as they developed their clinical skills to
accomplish patient outcomes through actual practice,
physical therapists must have hands-on practice to
transfer their innate, managerial skills to positions that
focus on the outcomes of the organization.

There is a model of management types that sug-
gests that there are three types of managers—affiliative,
personal, and institutional:®

+ Affiliative Power Managers: Want to be liked more
than they want to get the job (patient care)
done so they make decisions based on what
makes people (staff) happy.




42 Section 1

+ Personal Power Managers: Strong bosses who
make employees feel strong. Democratic but
turf building and self-aggrandizing so friction
between units of an organization (Physical
Therapy, Occupational Therapy, Speech
Language Pathology) results. They are compet-
itive, and not team players because decisions
are based on “me” first.

+ Institutional Managers: Of service to the organi-
zation. Mature and eager to reward perform-
ance. They put the organization before themselves
in decision making.

Itis possible to suggest that these perspectives may
be found in patient/client management as well.
Relationships with patients also can be affected by the
management type of the therapist. Some physical ther-
apists may become powerful in their clinical positions
as they seek to be liked and to please their patients,
while others may compete with other members of the
team to be powerful or successful in patient care, and
others may find power by putting the needs of patients
before their own. See Activities 3.7 and 3.8.

ACTIVITY 3.7

MANAGEMENT SKILLS

Identify the specific behaviors of physical therapists and
managers that reflect the power perspectives of managers.

ACTIVITY 3.8
PROFESSIONAL DEVELOPMENT REFLECTION

Take time to reflect on your current patient/client

management skills. What management opportunities
have you had in positions you have held? How did
they go? Think about managing your day-to-day life.
How does it go from a management perspective?
Where do leadership and management beyond patient
care fit in your professional development plans based
on what you know so far?

Competing Values Framework of
Management

Regardless of the configurations of organizations—
from flat heterarchies to complex hierarchies,
certain things need to be accomplished through

Contemporary Issues in Health-Care Management

some processes to reach an organization’s goals.
Management is this process of affecting groups of
people and manipulating resources towards the
accomplishment of goals that are beyond the scope
of individual effort.

Quinn and his associates developed a competing
values framework of management that reflects the
snowballing effect of the development of manage-
ment theories. They have combined the four major
historical stages of management (organizational) the-
ories to form the foundation of their framework,
which is presented in Figure 3.2.'°To put the frame-
work in context, Table 3.2 compares Fayol’s traditional
view of how managers reach organizational goals with
the contemporary view of managerial roles defined
by Quinn and his associates in the competing values
model.

This framework of competing values has received
a great deal of attention from researchers and con-
sultants. Managers and others find it compelling
because it incorporates the four major schools of
thought on management (organizations) into one
all-encompassing framework, which links the inter-
relationships of the models rather than showing them
as competing views. The premise is that not one of
the four models alone is adequate because each one
was developed as one perspective of a very com-
plex construct—managing organizations. Therefore,
not one model should be rejected because all four
perspectives are critical to organizational effective-
ness. The competing values framework is synergistic,
dynamic, and logical. Figure 3.2 also reflects the para-
doxes of managing through the relationship of the
arrows through the center. Managers need to con-
tend with internal processes while in an open system,
and balance human relations (people) responsibili-
ties with their fiduciary responsibilities.'

Figure 3.2

Human Open
Relations Systems
Model Model
Internal Rational
Process Goal
Model Model

Quinn and associates” competing values framework of

management. (Adapted from Quinn RE, Faerman SR, Thompson MP,
McGrath MR. Becoming a Master Manager: A Competency Frame-
work. 2nd ed. New York, NY: John Wiley and Sons; 1996.)
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TABLE 3.2 Traditional and contemporary views of managerial roles in the competing values model

TRADITIONAL FUNCTIONS”  CONTEMPORARY ROLES™*

Organizing —————» Producer: task-oriented, driven, time management

Leading

Planning ——————————» Coordinator: scheduling, logistics, designing work,

projects

Controlling —————— Monitor: checks on compliance of individuals and

groups, facts and figures, details

Coordinating*

——>» Director: clarifies goals and visions, plans, delegates

Facilitator: builds teams, manages conflict

Mentor: helpful, open, fair development of others
Innovator: adaptation, creates change, trend analysis
Broker: external resources, image, reputation, negotiator,

RELATED COMPETING VALUES MODELS™

Rational Goal Model
Rational Goal Model

Internal Process Model
Internal Process Model

Human Relations Model
Human Relations Model
Open Systems Model
Open Systems Model

liaison, presents ideas to others for acceptance

*Coordinating has been deleted in revisions of Fayol's work.

Understanding the competition among the four
models for the attention of a manager is the strength
of this all-inclusive framework. From large complex
bureaucracies to small businesses, such as solo prac-
titioners in physical therapy practices, managers must
be prepared for all of these contemporary roles and
have the ability to shift emphasis from one role to
another as the goals of an organization demand.

It is not hard to understand why many people are
reluctant to assume managerial positions. These
positions seem daunting and overwhelming to out-
siders, and often confusing and unclear to insiders.
Hopefully, the competing values framework is helpful
in demystifying management so that the rewards and
advantages of these important responsibilities are real-
ized by more people. Transitioning from a clinician to
a manager is not as unrealistic or unattractive as many
people think. Many clinicians find themselves pushed
(coerced by higher management or driven by a sense
of responsibility to step up when no one else is avail-
able) to move from patient care to management
positions because they are good at what they are cur-
rently doing. Why do so many physical therapists take
to it once they are in a management position despite
their reluctance? As suggested before, one reason is
that management skills are innate, and physical thera-
pists have already developed the softer management
skills that are currently desirable through their patient
care experiences.

All managers assume all eight management roles
defined in this framework. Consider how a physical
therapist serves as producer, director, coordinator,
monitor, facilitator, mentor, innovator, and broker in

patient/client management. The actual day-to-day
duties associated with these roles may differ from one
level of management to another, and the emphasis on
particular roles may shift within the same managerial
position. Effectiveness as a manager at any level lies
with the ability to integrate these competing roles—
to deal with the paradoxes that are the result of four
different models of management. New managers need
to realize that the cultural shock that occurs in a move
from one level of management to another demands
some reorientation because of revised duties rather
than new roles. See Activities 3.9, 3.10, and 3.11.

ACTIVITY 3.9

PULLING IT TOGETHER

Create a table with four columns and nine rows.

Label the four columns: Contemporary Role of Managers,
Staff Physical Therapist, Mid-Level Manager of any organi-
zation, Upper Level Manager or CEO of any organization.

Enter the eight contemporary roles of managers along
the left side.

Complete the table by identifying duties and
responsibilities performed by each level of manager
in each of the eight roles.

Place an asterisk next to the one role that you think
receives the most attention in each position.

Compare and discuss your table with others to clarify
your understanding of managers.
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ACTIVITY 3.10

CAN THEY BE PULLED TOGETHER?

What do you think?

Can a leader and a manager be the same person?

Are leaders born or made?

Are managers born or made?

What does it take to be a leader? A manager?

How do organizations determine who is a leader and
who is a manager?

How does a manager become a leader? Vice versa?

ACTIVITY 3.11

CASE STUDY:

Contemporary Issues in Health-Care Management

manage themselves according, will build successful,
productive, achieving organizations all across the
world by establishing standards, setting examples,
and leaving a legacy of a greater capacity to produce
wealth and a greater human vision:"

1. Management’s task is to make people capable
of joint performance so that their strengths are
effective and their weaknesses are irrelevant.
We depend on management for our ability to
contribute to society and achieve our personal
goals.

Jordan Janko has been a physical therapist for 4 years.
She has been focused on her patient care responsibilities,
and she is in the final stages of preparing to sit for the
board certification examination in neurology. She has
worked in the same large medical center since graduation.
Her performance evaluations have been outstanding and
she has enjoyed her role as clinical instructor for the last
2 years. Her patients love her. She is very satisfied with
her position and the organization as a whole,
although there have been several periods of major
organizational changes. For instance, she has reported
to four different people in 4 years because of changes
in the organization or changes in the people in those
positions. From her perspective, some of these changes
have been good while others have not.

Jordan is flattered when the Vice President of Clinical
Services (VPCS) approaches her with a new opportunity.
She has heard the rumors about yet another impending

reorganization so she is not surprised that four new
management positions are being created in the
rehabilitation services department. The VPCS is
offering her one of the new positions—Coordinator of
Adult Neurorehabilitation. The position involves the
management of a new interdisciplinary team that will
include approximately 20 people who will report to her.
Many of her coworkers with whom she has enjoyed
working will be on the team and there will be some
new hires. The VPCS tells Jordan that management
wants rehab to become an exemplary model for patient
outcomes and satisfaction and it is agreed that she is
the only one who can lead the neuro unit to excellence.
Should Jordan take the job? What pros and cons should
she consider?

Where on the leader-manager continuum would you
place this new position?

The Final Word on Management

It is difficult to say “management” without saying Peter
Drucker. A seven-time winner of the prestigious
McKinsey Award that is presented to author of the
best article in the Harvard Business Review each year,
he is credited with breaking the ground for manage-
ment’s body of knowledge, which includes 25 books.
Both practical and theoretical his contributions have
endured for more than 60 years.'® It seems appropri-
ate to end this chapter with a summary of his thoughts
on management. According to Drucker, managers
who understand the following seven principles and

2. Management is deeply embedded in culture.
What managers everywhere do is the same, but
how they do it is very, very different.

3. Management’s job is to think through and
exemplify an organization’s objectives, values,
and goals so that people are committed to
them. Without this commitment, there is no
enterprise (organization), there is a mob.

4. Training and development that never stops must
be built into every aspect of an organization.

5. Every organization is built on communication
and individual responsibility because people
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have many different skills and knowledge to
do many different types of work that must be
pulled together.

6. Just as we need a diversity of measures to deter-
mine human performance, we need a diversity
of measures to determine the performance of an
organization and its continuous improvement.

7. The results of organizations are not within its
walls. Results only exist on the outside in the
satisfied customer, the healed patient, and the
student who learned something and puts it to
work 10 years later.
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Introduction to Health
Care as a Unique
Insurance-Based Business

Learning Objectives

Discuss the unique needs and characteristics of patients as customers.
Link population statistics to a community’s health-care needs.

Determine the role of employment and employers in health-care insurance.
Identify all components of the provision of health care in a given community.
Discuss the regulation of health-care insurance.

Compare and contrast types of private and public health-care insurance.
Explore online health-care insurance resources.

Identify the challenges presented to physical therapy managers by the
underinsured and the uninsured.

Analyze the health-care insurance issues presented in a case study.
Identify contemporary challenges in the payment for health-care services.
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The Unit of Business in Health Care

Health care is a business and, in many ways, its man-
agement parallels the management of all businesses.
Finances, human resources, capital equipment needs,
the control of costs, and the generation of profits are
just as much a part of the business of health care as
they are the substance of other businesses. On the
other hand, the business of health care is unique
because of its purpose—preventing, managing and
curing diseases, and healing injuries—and the com-
plex manner in which health care is conducted and
paid for. A patient (and an employer if applicable), a
health-care provider, and an insurer comprise the
basic unit of health-care business that is influenced
by health-care policy. Refer to Figure S1.1 in the intro-
duction to this section to recall these interrelation-
ships and the complexity of health care that health-
care managers face. Types of private and public
health insurance are introduced in this chapter with
activities to enhance the basic understanding of the
exchange of goods and services in health care from
a manager’s or a provider’s perspective.

Patients

The business of health care places all of its customers
with special needs—patients—in an unusual con-
sumer position. When receiving health-care services
in any setting, or when purchasing medications,
durable medical equipment, or other supplies;
patients must contend with several intervening in-
fluences. The simple exchange of money for goods
and services in other businesses becomes compli-
cated in health care as patients deal with what their
health insurance pays for, preauthorizations, meet-
ing deductibles, and making co-payments, etc.
Patients also must determine how and if the rules of
conducting business in health care have changed as
their needs move them from one type of health-care
setting to another, as their insurance coverage for
health services and goods changes from year to year
or employer to employer, and as they move from pri-
vate to public insurance.

These special business circumstances are often
confounded because people who require health care
are often seeking it when they are most vulnerable
and anxious—at times of sickness or injury. It is
understandable that this emotional state often leads
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to a feeling of helplessness and frustration with “the
system” on one hand and relief when, on the other
hand, their health problems are alleviated. For many
people, the only major choice involved when they
are sick or injured is whether to use health care or
not. Once they have decided that they need health
care, most decisions about that care are out of their
hands. A health-care consumer relies on payers and
providers to determine what they need, how much
they need, and where to get it. For instance, a typi-
cal scenario may be:

1. A person becomes very ill and suspects a virus.

2. That person sees a doctor who has been
assigned by the person’s health maintenance
organization (HMO) or selects a doctor from
a list of approved doctors provided by the per-
son’s preferred provider organization (PPO).

3. The doctor orders tests, prescribes medica-
tions, or makes a referral to a another
health-care provider. All of these decisions
about what and how much health care to pro-
vide are determined in a large part by the
preauthorization policies and drug formularies
of the HMO or PPO.

4. The person trusts that the health-care decisions
made on his or her behalf are the best choices.
(Although more recently, a person may “Google”
for information.)

5. More often than not, people recover from ill-
nesses and injuries and they are satisfied with
the process of health care and its positive out-
come—a return to health—without much
question.

How the average person deals with health care
and insurance depends more on socio-economic and
employment status than other factors. See Activities
4.1, 4.2, and 4.3.

Patients Who Are Employees

Maintaining employment status to be eligible for
health insurance benefits has been an important deci-
sion for many people. This strategy may be less of an
option as employers reduce their health-care benefit
expenses by reducing the number of employees who
are eligible for health insurance benefits. Reductions
in force or converting employees to part-time or
contract (per diem) status are two such employer
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ACTIVITY 4.1

FACTS AND FIGURES EXERCISE

Contemporary Issues in Health-Care Management

ACTIVITY 4.3
YOUR OWN HEALTH-CARE EXPERIENCE

Go to the U.S. Census Bureau Fact Sheet found at
http://factfinder.census.gov/home/saff/main.htmlI?_lang
=en. Make your way to the Fact Sheet for the latest
population estimates for the United States.

Create a table with five columns and about 20 rows.

Label column one census data and label the rows:
Population of the United States; Males; Under age 5;
Population 25 years and over; Over 65; Bachelor's degree
or higher; In the labor force (population 16 years and over);
One race; Two or more races; White; Black or African
American; Asian American; Native Hawaiian and Other
Pacific Islander; Some other race; Foreign born; Hispanic or
Latino (of any race); Disability status (population 5 years
and over); In labor force (population 16 years and over);
Per capita income (in 2005 inflation-adjusted dollars);
Families below poverty level; Individuals below poverty
level. Add other categories of interest if you like. Label the
columns: Latest Year National Figures; Percents National;
Latest Year Local Figures; Percents Local.

Select your hometown city, county, or zip code and
complete the table. Are the data consistent with your
personal experiences with people in your community?
Where are you in the table? Compare the chart for your
selected community with that of other communities that
have been investigated by others in your group. Did you
include other rows? Explain why.

ACTIVITY 4.2

WHAT DO THESE FIGURES MEAN?

Consider each datum in the table in terms of the impact
on health-care delivery in the selected community. What
is the impact of each of these factors on health-care
services in the selected community? How does this
information influence the responsibilities of health-care
managers?

strategies. More recently, in efforts to control the
rapidly increasing costs of health-care benefits, employ-
ers have developed some new strategies. Large
employers have begun to offer several different health-
care plans (similar to the Medicare Part C approach)
for their employees to choose from that are geared to
more specific needs and resources of individuals and

What has been your personal experience, or that of your
loved ones, with the health-care system? Think about who
made decisions and how they made them about your
care. Were you satisfied? Share your impression in a small
group discussion. Based on these personal experiences,
develop a list of factors for managers to consider in the
experiences patients have in their organizations.

their families. Rather than providing a more expen-
sive broad-brush of benefits for everyone, alternative
models allow employees to select less expensive plans
with fewer benefits to meet their specific needs. These
cost-control efforts often result in frequent changes in
the contracts that employers have with health insur-
ance companies. Each year employees must sort
through much new information to select the health-
care benefits most appropriate for their needs because
employers negotiate annually with insurance compa-
nies for policies and plans to reduce their costs of
offering these benefits to their employees.

The challenge for employees during open enroll-
ment is that the selection of a plan has become very
complex. Should they pick a PPO or a HMO? A
health savings account (HSA)? Should they have a
plan with a high deductible and high co-payments?
What is an acceptable maximum annual total insur-
ance payment? Should they switch plans although
their current physicians are not on the panel of doc-
tors in the less expensive insurance plan they may
enroll in for next year?

People feel differently about this decision process.
For young, healthy, single people whose health status
is good and who have had very little need for health-
care services, these may be casual decisions. Even
accepting a position without health insurance ben-
efits may seem of little consequence especially when
the salaries may be more without this benefit. On
the other hand, a single mother with a complex med-
ical history including a chronic condition requiring
ongoing medication, with two children who need
immunizations and frequent doctor’s visits for ear
infections faces a big decision. She may feel over-
whelmed by the complexity of options she faces as
she attempts to calculate the financial implications
of each health plan choice when weighed against the
odds of sickness or injury occurring in her family.
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Another concern for those employees eligible for
health insurance benefits is the ability to afford the
payroll deduction contributions for premium pay-
ments. Employees may choose to refuse health
insurance benefits to increase the amount of their
take-home pay to meet other household and family
expenses. Even if the payroll deduction is only 20%
of the total cost of the health insurance premium,
many people cannot afford it. They also may choose
individual rather than family coverage to reduce
their payroll deductions. Activity 4.4 presents the
challenges employees face and the implications for
physical therapists.

ACTIVITY 4.4
TYPES OF HEALTH INSURANCE PLANS

There are several types of health insurance plans—HMO,
PPO, POS, PSO, HSA etc. Select a large business (maybe
an affiliated hospital, a university, or an employer you
are familiar with) and identify all of the types of health
insurance plans that are offered to their employees.
Define the characteristics of each. Rank them according
to quality of benefits. Rank them according to cost of
premiums and other out-of-pocket expenses. Determine
the coverage of physical therapy services in each policy.
Which type of plan do you think health-care managers
prefer patients to have? Why?

Employers of Patients

Legally, employers are not required to offer health
insurance benefits. Historically, the whole health
insurance industry ballooned when employers
decided that they could not continue to raise wages
if they wanted to control costs and taxes on wages,
but could offer benefit packages to attract employ-
ees instead. Employers also perceived advantages to
keeping workers healthy and ready for work, so
health insurance was considered a wise investment
for reducing sick day benefits. Fueled by collective
bargaining units (unions) and competition for work-
ers, benefits packages, however, have become a major
expense of doing business.

In addition to these insurance expenses, local gov-
ernments also may tax private health businesses for
their contributions to the care of poor people in the
community. For example, a private hospital that does
not admit patients with Medicaid, may pay state and
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county taxes that are used to support the funding of
either a public county hospital, or to support the
Medicaid payments to other private hospitals who
do provide services to people insured under the
Medicaid program.

The other related cost of doing business is workers’
compensation. Employers may reduce their costs by
locating the businesses in states or other countries
where workers’ compensation laws are more employer-
friendly. The cost of workers’ compensation insurance
is high although states tightly regulate this system.
Workers’ compensation benefits paid to injured work-
ers also are high so many insurance companies are
reluctant to enter the market. This lack of competi-
tion among insurance companies creates problems for
employers who must meet state regulations for obtain-
ing it. Organized businesses and organized labor are in
a push-pull influence on state political processes to
reduce the costs to businesses and to increase the ben-
efits to workers. Go to Activity 4.5.

ACTIVITY 4.5
WHAT IF. ..

Discuss the following question from the perspectives

of both the employer and the employee. What would
change if, effective the first of the year, all employers,
except the government (federal, state, local), just
stopped paying for health insurance as an employee
benefit? Would this action be a good thing for employers?
For employees? For managers of physical therapy
services? Why or why not?

Providers

Health care is provided in a wide range of different
settings that are all some form of health care. For com-
parison, a grocery store is a grocery store. Although
they may vary in size and they may offer different
brands of products, grocery stores are all the same
with the same basic rules of marketing, conducting
business, serving customers, achieving profits, and
competing for a market share of the grocery business.
Small, freestanding, individually operated “mom-and-
pop” grocery stores may be a thing of the past as large
corporations with stockholders that control chains of
grocery or convenience stores prevail, but they are all
basically providing the same goods and services.
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On the other hand, the term health-care provider
covers a wide range of services. Health care may hap-
pen in a physician’s office, a large teaching hospital,
a pharmaceutical company, a drugstore, or a home
care agency, etc. It also may be a private physical ther-
apy office with a solo owner, a chain of corporate-
owned outpatient physical therapy centers, or a
specialized rehabilitation hospital. Each of these
components of our health-care “system” is regulated
differently, provides services differently, and meas-
ures success differently. These different health-care
organizations, whether private or government sup-
ported, are all competing for the same limited,
ever-decreasing number of health-care dollars
through their negotiations with public and private
health insurance companies.

The current trend toward health-care alliances
and mergers that are developed to capture a larger
share of the health-care market, just as grocery-
store chains do, should be no surprise. Independent
health-care providers may find it more difficult to
flourish in health care as a result. These mega health-
care business deals often confound the legal status
of health-care organizations from for-profit (in which
shareholders receive stock and are paid dividends
from the profits) to nonprofit (there are no share-
holders, they are tax-exempt in return for providing
needed services to the community, and their profits
are reinvested in the corporation).

These large organizations are typically named some-
thing such as Overall Regional Health Care System as
they become a major; if not the only, provider of health
care in a community. They seek to vertically and hor-
izontally integrate health care so that one large
health-care system offers one-stop shopping for peo-
ple across their life spans, and across their needs for
services. They strive to provide for any particular
episode of care from the emergency room to home
care services and hospice care, while encompassing all
outpatient care, diagnostic services, and physician vis-
its in between. Shifting this care from expensive
inpatient care to the less expensive outpatient care, as
much as, and as soon as, possible has become a rule
of doing health-care business. See Activity 4.6.

Individual health-care professionals and the pro-
fessional organizations that represent them are faced
with numerous challenges as the result of the tension
created by providing professional services in a busi-
ness environment. These tensions, which influence
the decisions of managers in health care, are pre-
sented more in depth in other chapters of this text.
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ACTIVITY 4.6

HEALTH CARE IN A SELECTED COMMUNITY

Identify EVERY organization that provides health-care
goods and services in the community you selected in
Activity 4.1 or some smaller component of it that is a
manageable size. Analyze their relationships to each other.
Determine if each one is a private or a governmental
(public) organization. How much does the total economy
of the community rely on these health-care organizations?
Where does physical therapy practice fit into this health
care? How do the number of health-care providers relate
to the number of people identified in each category in
Activity 4.12

Insurers

The means for receiving payment is unique for
health-care businesses with unusual customers—
patients. Payment for specialized health-care goods
(e.g., drugs and durable medical equipment) and the
services of health-care providers rarely is made totally
out of the pockets of patients. Rather, the providers
of both the goods and services in health care are paid,
typically, through their contracts with health insur-
ance companies that insure the patients and the
collection of co-payments and deductible fees from
those patients.

Unlike the restaurant owner who receives the same
payment for a meal regardless of who buys it, the doc-
tor, or other health-care provider may receive different
payments for providing the same service depending
on which health insurer is buying it and the terms of
the contract with that insurer. Likewise, patients may
pay a different amount for the same health-care goods
and services as their health-care insurance policies
change from year to year. Because employers are seek-
ing the most cost-effective insurance as an employee
benefit, employees are faced with fluctuations in their
contributions to the payment of insurance premiums
made by their employers, and the amount of their
deductible payments, and co-payments.

Health-care providers may have contracts with sev-
eral different health insurance companies and may
need to “adjust” their decisions about each patient
with the same condition according to the contract
terms and guidelines for the treatment of specific dis-
eases. Because these guidelines seem to be established
or adopted by insurance companies inconsistently and
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arbitrarily, changes require the constant vigilance of
managers.

One source of insight into health insurance com-
panies is through their lobbying organization, the
America’s Health Insurance Plans (AHIP). It repre-
sents 1,300 companies that provide health insurance
to more than 200 million Americans through private
and public employers and directly to consumers.*
This group seeks, of course, to expand access to
health care through insurance by affecting health-
care financing and delivery policies, which will help
to control their costs (including the payment of ben-
efits) and increase their profits.

For instance, they have supported the continuation
of health-care insurance of adult students and
increased access of small businesses to affordable
health-care coverage. They made improvements in
state-managed insurance pools for those unable to
afford to purchase insurance in other ways. Health-
delivery issues that affect the costs of insurance
companies include the wide variations in health care
across the country because of the lack of evidence to
support best practices in health care, and the number
of medical errors that increase the costs of health care.

The call for insurance reform places insurance com-
panies at odds with the National Association of
Insurance Commissioners (NAIC), which is composed
of the 50 state insurance regulators.? The job of state
insurance commissioners is to protect the public who
are consumers of health (and other types of) insurance
by regulating insurance companies so that they are
competitive and financially solvent. The NAIC seeks to
coordinate the regulations among states. This consis-
tency across states is obviously important to a large,
national insurance company, such as Blue Cross/Blue
Shield, that must comply with different rules in every
state where they do business. See Activity 4.7.

ACTIVITY 4.7

HEALTH INSURANCE REGULATION

Find the Web page for any state’s commissioner or
office of insurance regulation. What are the state’s
views on health insurance? Is the public protected?

Types of Health-Care Insurance

Some additional groundwork on the health insur-
ance business is indicated because, like health care,
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health insurance, which is the major source of pay-
ment for health care, is also different from any other
insurance business.

Car insurance is an example for comparison.
Although most people are required to produce evi-
dence of automobile insurance to receive a driver’s
license, choosing which policy and paying the premi-
ums is the decision of the car owner. The car owner
decides how much risk he or she is willing to take,
which determines the cost of the insurance premi-
ums. The risk taken is often influenced by the value
of the car. For instance, a higher deductible reduces
the car insurance premium and may be desirable if
the car has been previously owned and is of limited
value. Minor repairs to a car may be covered out of
pocket, or ignored entirely, thus an insurance policy
with a high deductible may make sense. However, if
the car is a new luxury car, a higher maximum cov-
erage for damages may be desirable, although the
insurance premiums will increase as a result. Few peo-
ple are willing to risk a high out-of-pocket payment
for expensive major repairs to maintain the pristine
condition of an expensive car.

In either case, the expectation is that filing an
insurance claim is highly unlikely, but the coverage
provided by car insurance is necessary “just in case”
and for many people, they must have insurance to
drive it. Auto insurance companies’ decisions are
driven by competition to sell policies to as many pol-
icyholders as possible to widely distribute the risks
of paying claims. Of course, this competition for the
business of car owners is important to controlling
costs of car insurance and increasing profits of insur-
ance companies in a market-driven economy.

Private and public health-care insurance compa-
nies both have the same business objectives as
companies insuring drivers, but how health insur-
ance is purchased and administered is different. To
complicate matters, private and public health-care
organizations accept payment from both private and
public health insurers.

Private Health Insurance

Most people who are employed receive a health
insurance policy as an employment benefit—the
employer assumes all, or a large percentage, of the
burden of the cost of health insurance policies
for employees. Until recently, this meant that an em-
ployer negotiated with a health insurance company,
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such as Blue Cross/Blue Shield, without input from
employees (unless they were part of collective bar-
gaining units). Employers simply presented the
insurance policy to the employees who accepted
it without much question, except perhaps to ask
the amount of their monthly contributions to pay
the premiums on the selected policy. Employees
assumed that their employers had negotiated a good
contract for good health-care coverage, and consid-
ered it a benefit to be taken for granted. Because of
the need to control their health insurance costs,
employers now negotiate with several insurers and
offer a wide range of policies and plans for employ-
ees to select from to encourage greater cost sharing
on the part of employees.

Other Private Insurance

Employer-provided is only one source of health in-
surance in the broader category of private health insur-
ance. Some employees may receive a health insurance
policy through a union that contracts with an insur-
ance company. Others may purchase an individual
policy directly from a private company if they are
employed and health insurance is not a benefit, or if
they are unemployed. The availability of health insur-
ance policies that are individually purchased like this
may vary from one part of the country to another, and
there may be more restrictions related to pre-existing
medical conditions a person may have and the allow-
able expenses included in the policy. Of course, finally,
a person may choose to be uninsured and risk paying
for all medical expenses “out of pocket.”

Personal Injury Protection (PIP)

Also of interest to physical therapists, PIP is yet
another type of no-fault insurance that is the pri-
mary insurance for medical expenses related to
motor vehicle accidents. Although private insurance
companies provide PIP, states legislate the insurance
requirements that apply to everyone who operates
a motor vehicle. Activity 4.8 presents the opportu-
nity to review personal health insurance policies.

Government-Supported Health-Care
Insurance

The U.S. government is heavily involved in the
health-care insurance business. This section includes
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ACTIVITY 4.8
PERSONAL HEALTH INSURANCE

Look at your own (or another person’s) health insurance
card and/or health-care policy and answer these
questions:

How did you get it?

Who pays for it?

What kind of plan is it?

What does it cover?

What is the deductible?

What are the co-payments?

Does it pay for physical therapy?

Does it pay for a rehabilitation hospital stay?

How much does the policy cost?

How much of the cost is yours to pay?

Who decided what services the policy covers?

Do you have any other health insurance?

Does everyone in your family have the same insurance?

If not, answer the same questions about their other
health insurance policies.

In your family or discussion group, who has the best
health insurance? Why?

the programs available to government and military
employees. Entitlement programs are addressed in
the following section.

Civilian Government Employees

The government (federal, state, and local) is the
largest employer in the United States, employing
an estimated 15% of the workers in the country.®*
Civilian employees of the federal government receive
health-care insurance through the Federal Employees
Health Benefits Program, which includes current
employees, retirees, and survivors.’

The people who work for state and local govern-
ments also are insured through programs in each state,
county, or city. As expected, controlling health-care
costs is as important to public employers as they are to
private employers. Public employees face the same
issues in terms of contributions to premiums and
choices of plans, etc., which private employees face.

Military Employees

The federal government also insures the health of
military employees through the U.S. Department of
Defense’s Military Health System, which is managed
by Tricare.®
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Tricare was the HMO system that replaced the
Civilian Health and Medical Program of the Uniformed
Services (CHAMPUS) for its armed forces, their
dependents, and retirees. Health-care services may
be provided through the system of military hospitals
at home and overseas, and through contracts with
private health-care providers that are willing to par-
ticipate in the program.

Veterans

Although they are not employees of the government,
military veterans are included in this section because
as former military employees, they also receive fed-
erally supported health care through the Veterans’
Administration system of hospitals and clinics.
Eligibility is determined by the need for health care,
which is based on the level of service-connected dis-
abilities and the veteran’s level of income and assets.”

Federal Entitlement Programs

The government also collects taxes through employ-
ers to offer health-care insurance in two entitlement
programs that were created in the 1960s for special
populations—Title XVIII of the Social Security Act
established Medicare for the aged and disabled, and
Title XIX created Medicaid for the poor, which has
traditionally been linked to Aid to Families with
Dependent Children (AFDC) in each state.

CMMS

These programs are managed by the Centers for
Medicare and Medicaid Services (CMMS or CMS)
within the Department of Health and Human Services
through contracts with private insurance companies
called intermediaries (for Part A) and carriers (for
Part B). Moving from the original system in which the
government ran Medicare itself, private insurers now
are the primary insurers of Medicare through their
contracts with the government. The intent was that,
like private sector insurance, this would open
Medicare to market forces and competition to reduce
costs. This potential promise has not materialized.

Medicare Beneficiaries

Medicare beneficiaries include people ages 65 or
older who are eligible for social security, people
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under the age 65 with certain disabilities, and peo-
ple of all ages with end-stage renal disease. Medicare
has four parts. People are automatically enrolled in
Part A of Medicare at no cost when they turn 65 or
meet the eligibility requirements for the other cate-
gories of beneficiaries. It provides health insurance
for hospital services, nursing homes, and home
health care. Part B of Medicare is voluntary. People
may choose to have deductions made from their
social security benefits each month to pay for Part B
coverage, which provides insurance for outpatient
health services including physical therapy and visits
to the doctor. Both Parts A and B may have
deductibles and co-payments.

Recently, Congress enacted legislation as part of
its Medicare reforms to add Medicare + Choice
(commonly called Part C and now known as
Medicare Advantage), which offers beneficiaries who
are already enrolled in Medicare A and B a wide
range of alternative coordinated care plans in Part
C such as HMOs, PPOs, HSAs, POSs, (points of serv-
ice), provider sponsored organizations (PSOs), etc.
These plans may require additional premiums, but
include expanded benefits. Medicare Part D (the
Medicare Prescription Drug, Improvement, and
Modernization Act of 2003) includes prescription
drug benefits for Medicare enrollees for the first
time.

Other Medicare Expenses

A popular misconception is that Medicare is free,
but as with private insurance, Medicare recipients
face a wide range of out-of-pocket expenses that
are dependent on the Medicare plan and the level
of coverage they select. The sicker a person is, the
quicker they will reach the maximum limits of their
insurance coverage, and the more they will pay
out of pocket for deductibles and co-payments
for the care they receive. It should be no surprise
that insurance companies offer, and many people
buy, Medigap insurance policies to cover those
health-care expenses not covered by Medicare
plans, and long-term care insurance policies for
extended nursing home care. Another unique
aspect of Medicare is that it often involves the coor-
dination of benefits for beneficiaries who may have
concurrent health insurance policy through an
employer, a spouse who works, or through pension
plan benefits.
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Medical Necessity

A final important point—Medicare benefits are based
on medical necessity, which means that Medicare only
covers medical services and treatments that are con-
sidered necessary and reasonable according to
evidence-based standards of care.

Carriers and intermediaries have complex mecha-
nisms for determining what services are reasonable and
necessary. These determinations are often open to
interpretation to the chagrin of providers and patients.
This lack of consistent interpretation, preauthorization
requirements, and limits of coverage affects billing and
payment rules and decisions from one insurance com-
pany to another. Because these insurance companies
also have divisions for insuring nonMedicare recipi-
ents, they often apply Medicare rules for coverage of
these services. For example, a Medicare recipient who
has Part B Medicare through ABC Insurance Company
may be preauthorized for outpatient physical therapy
services three times a week for 3 weeks. A nonMedicare
patient with an ABC policy may be limited to the same
level of physical therapy services as ABC seeks to stan-
dardize their payments for a given condition.

Medicaid—A Federal/State Entitlement
Program

Unlike the use of age as the reason for entitlement
in the Medicare program, Medicaid is a means-test
entitlement, in which enrollment is limited to peo-
ple below certain limited income and asset levels.
Each state creates and manages its own Medicaid pro-
gram following federal guidelines to qualify for
matching federal money. The amount that each state
receives varies and is dependent on each state’s ability
and willingness to provide medical care to this needy
population.

Medicaid is much more complex than Medicare
because eligibility for which health-care services, how
they are paid for, and who delivers them are highly vari-
able from state to state. New waiver programs add to
the confusion about who is eligible for Medicaid. Also,
within any state, the way the Medicaid program is
administered for children and families may be differ-
ent from the way it is administered for the elderly. One
group’s health insurance may be managed as an HMO
and another group’s as a PPO, for instance. It is best
to think of them as two systems within Medicaid. Within
those two groups, many subgroups are eligible for
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Medicaid. Some of them are mandatory beneficiary
groups that each state must include in its Medicaid pro-
gram to receive federal funds, and others are optional.

Other Medicaid Beneficiaries

Over the years the people who may be included in
a Medicaid program has expanded beyond the ini-
tial groups of beneficiaries—the very poor, fami-
lies with dependent children, and the disabled. For
instance, certain pregnant women and children from
higher income families have been added. Recently,
demonstration waiver projects for special groups
like uninsured women with breast cancer, people
with tuberculosis, and legal immigrants have been
approved by Congress. Each Medicaid group may
receive different benefits, and people within the same
group may receive different benefits from one state
to another.

States also must provide Medicaid insurance to
anyone who receives Supplemental Security Income
(SSI). This program was Title XVI of the Social
Security Act, and it provides cash assistance to the
aged, blind, and disabled below certain income lev-
els. States may decide to offer Medicaid coverage to
others. For instance, people who are not eligible for
SSI but require nursing home care, or people with
disabilities who work but are not eligible for other
health insurance may have Medicaid benefits.

Finally, some Medicare beneficiaries have such low
incomes that they also are eligible for Medicaid. A
complicated costsharing arrangement is implemented
that may include, for instance, Medicaid payment of
Medicare premiums, deductibles, and co-payments.
Medicaid is further complicated by the fact that not
all people below the poverty level are eligible for
Medicaid, and neither do all people who are eligible
for Medicaid receive its benefits. People may not know
they are eligible or they may not feel a need for health
insurance.®

State Children’s Health Insurance Program
(SCHIP)

SCHIP is another federal/state program (Title XXI
of the Social Security Act) to provide health-care insur-
ance to children whose family’s income and assets
were too much to qualify for Medicaid, yet not
enough for a obtaining a private insurance policy.
Each state receives a given amount for SCHIP based
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on population and other factors. In some states,
SCHIP is part of the Medicaid program, in other states
itis freestanding, while hybrid models are used in oth-
ers. As a block grant program, the money for this
10-year program is limited. Unless Congress renews
funds for the program, it ends after the 10-year period,
or some states may spend their allotted funds in less
than the 10 years.

Individuals with Disabilities Education Act
(IDEA) and Individuals with Disabilities
Education Improvement Act (IDEIA)

Other federal legislation that has a peripheral health-
care component of particular interest to physical
therapists is the IDEA) which was revised as IDEIA in
2005. This civil rights legislation creates a federal/state
program to aid children with disabilities through sup-
port of special education in school systems and related
services, which include physical therapy and medical
equipment. This aid also reaches infants and toddlers
through early intervention programs.®

Workers" Compensation

Another public program that lies on the fringes of
health care, legislatively, is workers’ compensation
(workers’ comp). It is driven by state statutes to pro-
vide no-fault insurance programs to protect workers
who are temporarily or permanently injured or sick
because of their work, while protecting employers
from legal action from injured or sick employees.
This is a system in which employees have some guar-
antee of benefits regardless of fault for the injury
or sickness, and employers are able to anticipate
payments of mandated benefits rather than risk
huge, unpredictable losses from lawsuits arising
from injuries and illness. Because of this legislation,
employees cannot sue their employers when injured
or when they become sick because of their work.

There is no standardization to workers’ compen-
sation from state to state. Employers may pay their
premiums to any insurance company, they may
be self-insured, or they may contribute to state-
operated funds for workers’ compensation as their
only option. In some states, all three options are
available. Which employers must carry workers’
compensation insurance and how much they carry
is variable.
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Two Components of Workers’
Compensation

In any case, workers’ comp is a two-prong program.
First, workers are compensated for lost wages and
loss of future, potential wages because of injury or
illness. Although the benefits are variable, injured
workers typically receive about two-thirds of their
salaries while they are disabled or more if the dis-
ability is permanent. Survivors of people killed on
a job also are compensated. Compensation also
includes payment for pain and suffering, and the
cost of retraining, if necessary, so that each worker
who is able returns to work. The second prong is
medical benefits for the treatment and care of these
injured or sick employees, which includes physical
therapy for rehabilitation of injuries and disease to
improve the ability to return to work. The cash ben-
efits and medical care are established by state
formulas and provider payment schedules that are
typically administered in the states’ departments of
labor.?

It should be no surprise that there is a parallel work-
ers’ compensation program for federal employees and
other special categories of workers, such as longshore-
men, the merchant marines, miners with black lung,
and employees of the U.S. Energy Commission—
typically these programs address employees of inter-
state commerce types of businesses because they work
in more than one state.'’

Workers’ Comp Issues

Although this sounds fine, there are issues. The
compensation schemes are based on types of injuries
and proportional loss of the use of body parts. For
instance, the benefits for a worker who loses an arm
is different from those of a worker who is paralyzed
from the waist down. The idea is a “partial” person
should be able to return to “partial” work. An exam-
ple of this is a worker with a back injury who is
assigned to light duty work. Whether that person
can find such work is not part of the formula.
Another issue is that the system does not keep up
well with new injuries and illnesses that arise from
new types of or trends in contemporary work.
Physical therapists are often challenged by patients
enmeshed in the tug of war between rehabilitation
to return to work and the promise of compensation
for loss of potential wages resulting from their work
injuries.
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Litigation

It is not unusual for physical therapists to hear patients
who are receiving workers’ comp talk as much about
their attorneys as they do their physicians. Although
the system was established to avoid work-related liti-
gation, injured workers are often embroiled in law-
suits to address new injuries, or to increase the values
established for particular injuries, which may not be
adequate to support a person for the rest of his or her
life. This amount of compensation is often depend-
ent on the work the person does. The classic example
is the loss of a finger. The change in potential earn-
ing capacity is different for a renowned concert
violinist than it is for a bank teller.

The other legal dimension of workers’ compensa-
tion is that false claims by employees may result in
litigation if employers contest these claims, typically
through administrative judges within the state agen-
cies or state appellate courts. On the other hand, in
some states, employees may bring discrimination suits
against employers because of action based on previ-
ous workers’ comp claims, or if they were fired
because they filed a claim. Other legal claims are the
result of injured workers who think that the insur-
ance company acted illegally or unfairly, or employers
who feel that insurance premiums are unfair or
inflated. See Activity 4.9 and Sidebars 4.1 and 4.2.

ACTIVITY 4.9
FIND OUT MORE

1. Go to the Web pages for Military Health and Veterans’
Administration. Find the health-care facilities nearest
you in each system. What benefits do beneficiaries
have?

2. Go to the Centers for Medicare and Medicaid Services
(CMMS or CMS) Web page. Link to the Medicare,
Medicaid, and SCHIP Web pages. What can you find
out about payment for physical therapy?

3. Find Medicaid information on your state’s Web page.
What does it say about physical therapy?

4. How is IDEA/IDEIA managed in your state? In your
local school district?

5. Go to the Workers" Compensation Web page for your
state. What are the rules for employers? What are the
benefits for employees?

6. As a citizen, are you happy (comfortable, satisfied)
with these public government programs?

7. As a physical therapist, are you happy (comfortable,
satisfied) with these public government programs?

Contemporary Issues in Health-Care Management

[ Sidebar 4.1 IIIIIII
I Federal Resources

The best sources of information on federal
government programs are the Congressional
Research Service (CRS) Reports to Congress that
are prepared through the Library of Congress.
The reports of their Domestic Social Policy
Division are most relevant to this section.
However, these reports are not meant to be
accessible to the public. If you do a Web search
beginning with CRS followed by health or
Medicare for example, you may find these
reports. The Thurgood Marshall Law Library at
the University o f Maryland catalogs these
reports related to health-care policy and they
can be found at http://www.law.umaryland.edu/
Marshall/crsreports/index.asp.

i1|§%ﬂ!lIIIIIIIIIII|||||||||||||||||||||||

Vocabulary

At the CMS Web page, http://www.cms.hhs.gov/,
notice the tab for acronyms. Not only is the
alphabet soup of abbreviations explained, but
there also is a link to a glossary.

The Uninsured and Underinsured

The uninsured have no health insurance,'' and the
underinsured have insurance that is inadequate to
meet their health-care expenses. Although insured, the
underinsured face responsibility for a share of the high
premiums and out-of-pocket expenses for co-payments
and deductibles that place them at the same risks for
debt and bankruptcy that the uninsured must face.
Ongoing dealings with collection agencies or the need
to significantly change one’s life style to pay medical
bills may become necessary. Health-care debt is one of
the major reasons for bankruptcy in this country.
Both groups are less likely not to seek needed
medical care in the first place, or they may fail to
adhere to instructions because they cannot afford
them. For example, they may not fill a prescription,
or they may be a “no-show” for their physical ther-
apy appointments because they are unable to make
the co-payment “due at the time the service is
rendered.” This failure, or inability, to adhere to
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instructions may progress what would be a minor,
manageable health problem to a more serious and
expensive chronic problem.

The poorer and sicker people are, the more
likely they have no or too little insurance. Of
course, the frightening thing is that any one of us
can become uninsured or underinsured at any
time. Any worker can be suddenly unemployed,
even temporarily, and become temporarily unin-
sured. Anyone can develop a major catastrophic
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of a health insurance policy very quickly. They
become immediately underinsured, and that inad-
equate policy may not be renewed. If people are
lucky enough to recover from these major catastro-
phes, they are then likely to be left with some
preexisting condition that is uninsurable, or that
will limit any new policy to new conditions only. We
may all be lucky enough to become old and unlucky
enough for the benefits in Medicare to be cut back,
and thereby become uninsured. See Activities 4.10

illness or injury that leads to the maximum amount  and 4.11.

ACTIVITY 4.10

NO INSURANCE'COVERAGE

Yvonne Mendoza is the manager of an outpatient clinic with the following policy and procedure.
POLICY: Physical therapy services may not be provided to patients who are uninsured or unable to make co-payments at
the time of service.

PROCEDURE: The office manager is to advise each patient of this policy. Visits for physical therapy may not be initiated
unless there is documented evidence of insurance coverage and the patient signs an agreement to make co-payments
and/or meet deductibles at the time of each visit. Patients with no insurance coverage for physical therapy must pay the
total fee for each visit at the time of visit. All due fees must be paid before another visit may be scheduled.

Here are three patients who require physical therapy services that have been referred to the clinic:

« Abigail is a young woman who was recently laid off from her job as a waitress so she is temporarily unemployed and
uninsured. She fell while running across the street and fractured her right distal tibia and fibula. A cast was applied in the
emergency room at the time of the accident. It was removed today, 6 weeks later. In addition to the expected limited
range of motion (ROM) and atrophy, she appears to have complex regional pain syndrome. The nurse in the emergency
room told her she needs physical therapy and arranged for a prescription for physical therapy, which she brings to your
clinic. She is very eager to return to work.

Barry is employed as a waiter. He has health insurance and is pleased that it covered so much of the cost of his recent
hospitalization when he needed an appendectomy a few months ago. A few weeks ago, he hurt his back as he was
moving furniture to his new apartment. He has been off from work and his sick days have run out. He is able to move
well enough to begin outpatient physical therapy and has a prescription from the doctor for “evaluate and treat 3X/week
for 3 weeks for severe lumbar strain” He is surprised when the business manager tells him his insurance does not cover
outpatient physical therapy. He wants to get back to work.

Carl is a former headwaiter in your city’s most exclusive restaurant. However, major reversals in his life have resulted in
very negative circumstances. He has been living on the streets and in various homeless shelters for more than 6 months
and contracted a Community-associated Methicillin-resistant Staphylococcus aureus (CA-MRSA) infection that went
untreated, resulting in major surgery to debride his left foot and lower leg. He is also diabetic and relies on services at

a clinic for the homeless. The nurse there has called you to ask if you might provide physical therapy services to improve
his ability to walk and promote healing of the surgical incision. The clinic is willing to pay a small stipend for each visit.

Go to the Web pages of the American Physical Therapy Association (APTA) and find the APTA Guide for Professional Conduct.
Review the applicable principles of the APTA Guide for Professional Conduct. Then discuss the answers to these questions:

* These three patients should receive physical therapy services as soon as possible. What should Yvonne do? What are her
alternatives?

» What should Yvonne do about the policy and procedure?

* Rewrite the policy and procedure to be consistent with the APTA Guide for Professional Conduct.

» What are the financial implications of the decisions Yvonne makes?
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ACTIVITY 4.11

A HEALTH-CARE'CASE STUDY

Read about the Rosen family and discuss their health care through the questions at the end of the case.

John Rosen is a 19-year-old student at a university. He is the son of Susan Rosen who has worked for a large manufacturing
company, ABC Widgets for 25 years and Sam Rosen who is a self-employed electrical contractor. John, his father and his two
sisters have been insured by the family coverage plan of the health insurance policy that his mother holds through her
employer all of those years. ABC Widgits has always contributed 80% of the monthly premium for a health insurance policy for
its employees and Mrs. Rosen has paid the remaining 20% through deductions from her pay. Although her payroll deductions
have been increasing, she is satisfied with the policy and her health care so she has not taken the opportunities presented by
her employer every year to change the type of health insurance plan she has or her insurance company.

Although Mr. Rosen has eight employees, he does not have a health insurance program for them. As required by law, he
does contribute to the Workers’ Compensation program in his state.

The Rosen’s have been very fortunate. Except for the usual childhood immunizations and minor injuries, short-term illnesses
from viruses and other infections, the birth of her children, and Mr. Rosen’s short hospitalization because of a gastrointestinal
(Gl) problem, they have not required health-care services and have not given their health care much thought.

However, Mrs. Rosen just received a notice from the health insurance company that when John turns 20 in 60 days, their
family coverage policy will no longer include him. She calls John, tells him to enroll in the university's student health insur-
ance program temporarily, and that she will investigate the alternative health plans that will be available to her for next
year during the annual open-enrollment period at work in October, 9 months from now.

Mr. and Mrs. Waterson, John's grandparents, are both 78 years old. They both became eligible for and enrolled in Medicare
when they were 65 and opted for inclusion in Medicare Part B. In addition, Mr. and Mrs. Waterson continue to receive other
health insurance benefits because Mr. Waterson is a retiree of ABC Widgits. Their health-care providers must pay attention to
their coordination of benefits. He also is a veteran who was wounded in the Korean War, so he is triply insured. Mr. Waterson
takes medication to control his hypertension and diabetes. He sees his doctor monthly. Mrs. Waterson was recently hospitalized
for a mild stroke and is receiving outpatient physical and speech therapy services. They are confused by the numerous ads they
hear on TV or receive in the mail almost daily about different Medicare plans and options. Explanation of benefits reports they
receive from Medicare and their other insurers are a mystery to them. They pay every bill they receive promptly and without
question. They spend winters in Florida and summers in North Carolina.

John's aunt and uncle, James and Jane Waterson, live about 600 miles away. They have two preschool aged children. James
is the sole wage earner for the family. As an independent construction worker, he opts to take higher hourly wages rather
than a wages and benefits package because he likes the freedom of selecting jobs that pay the most while selecting only to
take the types of work he prefers. They have been uninsured since they have been married, but able to afford health-care
expenses, like the birth of their children without difficulty because of their ability to maintain a large pool of savings.

Unfortunately, work opportunities are slim this year, and although his income is very limited, it is not low enough for the
family to qualify for Medicaid to cover their potential health-care costs and they are dipping into their savings much more than
they would like. The Waterson's have just learned that their oldest child who is ready to begin kindergarten is asthmatic, the
baby has been diagnosed as developmentally delayed, and James has developed an unrelenting back problem, which also
has contributed to his reduced work effort. They rarely go to a physician and treat the usual run of childhood problems on
their own with over-the-counter medications and home remedies. Because he is a contractor and not an employee of any
particular company, he is not eligible for workers’ compensation benefits. Jane is considering taking a part-time job if she will
be eligible for health insurance and can afford the payroll deductions for coverage. Her neighbor told her there is something
called SCHIP that insures children and she is trying to find out more about that.
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ACTIVITY 4.11

A HEALTH-CARE CASE STUDY—Cont'd
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Discussion Questions:

workers’ compensation?

of policy do you think is best for her?

» What are the health risks for each member of the Rosen family?
» What health insurance do they have? Should they have? How would you describe their health insurance coverage?
« If the Rosen’s lived in your state, what would be Mr. Rosen’s obligations to his employees for health insurance and

« List the things that Mrs. Rosen must consider in selecting a health insurance policy for her family next year? What type
« Each time that the elder Waterson's need health care, what, if any, are their insurance challenges? What are the

challenges for their providers? Which of their three insurance policies do you think are the “best” for them?
« Are the younger Waterson's better off insuring just their children? Why?

Conclusion

The case study of the Rosen’s extended family
reflects the challenges of our health-care system from
the perspective of the people who need it, or who
may need it. Like many people, the Rosen’s
extended family does not quite have a handle on
health-care costs and payments and the role of insur-
ance in their care. Their other insurance policies on
their home or their cars offer protection for unex-
pected catastrophes. They may never collect benefits
on those policies in their lifetime and they may
insure with the same company for these policies for-
ever.

However, over that same lifetime, several differ-
ent insurers may pay for the health care each person
receives, or there may be periods of no insurance at
all. The contributions for the premiums to pay for
the insurance and the out-of-pocket expenses for
deductibles and co-payments vary as people move
between the private and public “branches” of the
health-care system across their life spans. This move-
ment in the health-care system may be provoked by
changes in socioeconomic, employment, marital, or
disability status.

On the other hand, the Rosen’s family, like most
people, feels that health care should be a right but
are a little less clear about who should pay for it, or
even how it gets paid for, and especially unclear
about how much it really costs. Their health-care
benefits reach far beyond catastrophic, unexpected
events to include routine visits to the physician,
prescriptions, and the management of chronic
conditions. It would be similar to having an auto

insurance policy that pays for tune-ups and the
gasoline that keeps a car running.

Health-care managers and providers also face
health-care system challenges. Dealing with the com-
plexity and shifts in private and public insurance
within the communities they serve, as costs continue
to rise and payments are controlled by insurers,
places managers in health care in unique, challeng-
ing positions. These issues are addressed further in
Sections 2 and 3.
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Responsibilities
of the Physical
Therapy Manager

Each chapter in this section addresses one of the major responsibilities of physical ther-
apy managers, which are listed below. Those in bold are the core responsibilities of
managers, that lie under the umbrella of its vision, mission, and goals. These core respon-
sibilities are based on a foundation composed of legal and ethical, risk management,
and communication responsibilities. The last chapter guides readers in the develop-
ment of a feasibility study.

<+

Vision, mission, goals (Chapter 5)
Policies and procedures (Chapter 6)
Marketing (Chapter 7)

Staffing (Chapter 8)

Patient care (Chapter 9)

Fiscal (Chapter 10)

Risk management (Chapter 11)
Legal and ethical (Chapter 12)
Communication (Chapter 13)

The Feasibility Study (Chapter 14)
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The relationship of these responsibilities is represented in Figure S2.1. If not totally
responsible for the development of the vision, mission, and goals, managers certainly
are always responsible for ensuring that their decisions are aligned with these docu-
ments as they address issues that arise in the five major areas of responsibility—policies
and procedures, marketing, staffing, patient care, and fiscal.

Underlying these decisions are the responsibility for the risks involved, compliance
with the laws affecting the organization and health professionals, and the defense of
ethical principles. Effective verbal and written communication with all stakeholders is
the basic management responsibility for the accomplishment of an organization’s goals
that underlies all of the others.

Strategic Planning

Reaching an organization’s goals requires that managers develop an ongoing, self-
correcting process for defining and redefining these responsibilities to get from where
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VISION, MISSION, AND GOALS
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Figure S2.1 + The relationship of managerial responsibilities.

the organization is now to where it wants to be in the
future. Commonly called strategic planning, this
process reflects the direction of an organization’s
goals, supplies the answers to the questions related
to what the organization should do, and how it does
it. Strategic planning applies to lofty, broad organi-
zational issues as well as day-to-day problem-solving.
Kaufman' suggests an approach to strategic planning,
based on the ability to correctly assess the needs of
an organization. A need is defined as the gap between
the efforts of an organization and the results to which
they aspire—their goals. Needs must be expressed in
terms of measurable results rather than the processes
or resources used by the organization.

In the next step in strategic planning, managers
gather and analyze data on the gap between what is
and what should be. They then decide whether the
need is important enough for the organization to
invest the resources required to meet it by answer-
ing important questions:'

4 Can the need easily be eliminated or ignored?

+ What will it cost to ignore the need?

4+ What is the impact of meeting the need on soci-
ety? External stakeholders? Internal stakeholders?

Responsibilities of the Physical Therapy Manager

+ How much will meeting the need cost?
4+ How high a priority is the need?

According to Kaufman, selecting a need to be met
(or gap to close or reduce) becomes a problem (chal-
lenge) for managers to solve. Considering which of
their responsibilities are most likely to meet a need is
helpful to managers as they tackle the challenge. Said
another way, managers need to identify and use key
concepts and ideas to achieve important results—they
need a strategy. Figure S2.2 illustrates a simplified
example of using this strategic planning model to
address the need to reduce the number of patient no-
shows and cancellations. This model will be presented
for application to given challenges throughout this
section.

Feasibility Studies

The formal writing process to present a feasibility
study provides managers the means to clearly
describe and analyze the business or project they
intend to develop. It forces managers to project the
future, consider the financial implications of their
plans, and identify potential sources of funding—
develop a strategic plan in other words. Having a
written feasibility study keeps managers on track
toward business success. This planning process also
identifies barriers managers need to overcome, or it
determines whether the intended project needs to
be stopped before it begins because the barriers are
insurmountable. Perhaps most importantly, a strong,
complete, clear feasibility study serves as the foun-
dation for a successful business plan that potential
investors or lenders are more likely to support.

REFERENCE
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WHAT SHOULD BE

10% of scheduled patient visits 1% of scheduled patient visits
each week are missed because each week are missed because
patients do not appear for their patients do not appear for their
appointments. appointments.

GAP DATA

3% no shows = patient forgot
2% no shows = lack of copay $
5% no shows = unknown reason

QUESTIONS: Eliminate or ignore the need?
Cost of the need? Impact of meeting the need?
Priority level?

ANSWERS: Significant loss of revenue,
decreased efficiency, and failure to meet patient
goals are important consequences of the gap.

Therefore
DECIDE TO ADDRESS THIS NEED

L

PROBLEM (CHALLENGE) STATEMENT

The percent of missed patient visits each week
is reduced to 1% 6 months from now.

STRATEGIC PLAN
Developed through responsibility for:

Vision, Mission, Goals: no action

Policies and Procedures: revision to address reminder calls
Marketing: patient handout on importance of attendance

Staffing: assign responsibility for reminder and follow-up calls
Patient Care: therapist tells patients the plan for the next session
Fiscal: develop payment plan for co-payments

Legal and Ethical: no action

Risk Management: survey of patients with no reason for missed visit
Communication: memo to staff on above changes and goals

Figure S2.2 + Strate-
gic planning model
based on needs.




LEARNING OBJECTIVES

Responsibility for Vision,
Mission, and Goal Setting

Learning Objectives

Distinguish organizational visions, missions, values, and goals from each

Determine the roles of the statement of a vision, a mission, the values,
and the goals in the management of physical therapy practice.

Critique vision and mission statements.

Relate vision, mission, and values to organizational culture.

Determine the potential influence of mission statements on individuals in

Determine the appropriate relationship between vision, mission, values,
and goals of the American Physical Therapy Association and those of
physical therapy practices.

Analyze various levels of goals for the management of physical therapy
practices following given criteria for effective goals.

Develop strategies for communicating and promoting acceptance of a

physical therapy practice’s vision, mission, values, and goals.

OVERVIEW
VISIONS
MISSION STATEMENTS
BROADER HEALTH-CARE MISSION hf
STATEMENTS other.
VALUE STATEMENTS +
GOAL SETTING
Q
A MANAGER'S RESPONSIBILITY )
REFERENCES .
organizations.
*
*
Q
Overview

The importance of visions and mission statements
in the initial start-up and ongoing development of
businesses cannot be overestimated. The caveat is
that they need to be derived from a thoughtful
process that includes the input of all stakeholders
on what the organization values and seeks to accom-
plish. Including key stakeholders in the preparation
of visions and missions accomplishes two things. It
increases the chance that they will truly reflect the
organization at all levels, and it increases the chance
of buy-in when it is time for everyone to “walk the
talk.”

After they are created, the power of visions and
mission statements lies in the role they play in the
culture of the organization as they guide the decision
making and the expectations of all of its stakehold-
ers. This power is dependent on managers effectively
communicating and sharing the vision and mission
statement of the organization to develop a sense of
unity and security. A shared common purpose results
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if an organization and its members “walk the talk” of
its vision and mission. If, however, the stakeholders
perceive them as empty expressions that are forced
upon them, the result is more likely to be disillusion-
ment and low morale.

Because of their important role, establishing the
vision and mission is a critical first step of strategic
planning for new organizations. Clarifying the dif-
ference between mission and vision statements is
important and the question of whether the vision or
mission comes first in strategic planning probably
boils down to a matter of choice. Typically, however,
a new business looks to the future and establishes
the premise for the business (its vision) and then
focus on what it needs to be to get there—its mis-
sion. Simply put: A vision is what the business seeks
to become and is a source of inspiration for stake-
holders. A mission statement reflects what the
business is about—its purpose—now. It reflects what
the business values and believes as it defines cus-
tomers, processes, and performance expectations.
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Visions

Managers cannot dismiss determining the vision of
an organization as unimportant, or approach its
development casually. Identifying this broad, over-
riding goal is critical to determining the direction
of an organization through a realistic picture of the
future. Stakeholders need to address important ques-
tions about the organization like what it should stand
for, and what it should become. Visions should chal-
lenge the performance and ideas of stakeholders. A
vision leads employees (and entrepreneurs) to:'

+ Commit to the organization because the vision
energizes them.

+ Develop a sense of the meaning of their work
as part of a bigger whole.

+ Strive to achieve a standard of excellence that
stimulates improvement.

For instance, compare these vision statements:

McHale and Associates Physical Therapy

To be the physical therapy provider of choice in_Jones

City, Alabama

New Jersey Pediatric Rehabilitation Services

To serve all children with special needs in New Jersey

The McHale vision seems to suggest a small inde-
pendent business whose future lies in being good at
what it does. The implication is that this practice sees
itself as a vital part of its community, and that it will
grow as the community grows. The New Jersey
Pediatric Rehabilitation Services vision projects an
image of a large, growth organization whose strate-
gic plan will focus on the expansion of a complex,
interdisciplinary organization to meet the needs of a
particular population throughout an entire state.

In either case, without a vision and overriding
goals to strive for, it would be difficult for either
organization to accomplish its business goals. Many
entrepreneurs may have a vision but they may not
write it down or share it. The problem with failing
to share the vision is that it will be difficult to get
others to follow without it—they do not know where
they are headed. The managerial decisions made
without a shared vision will have no context.
Employees and other stakeholders may then erro-
neously interpret, or ignore, what appear to be
empty decisions.

An unshared vision is problematic, but no vision
at all may prove disastrous to an organization.
Although a cliché, it is true that it is hard to get
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anywhere if you do not know where you want to go,
and it is equally difficult for people to follow, or con-
tribute, if they do not see the vision. For example, a
person who is very good at making pies receives
encouragement to sell them. Without a vision, the
pie maker may approach the pie business in a hit-or-
miss, casual manner by selling pies when someone
asks for one or by participating in local bake sales.

With a vision, whether it be to supply pies to all
restaurants and catering companies in her community,
or to be the next Mrs. Smith’s or Marie Callender’s with
worldwide distribution of specialty pies, the first step
in strategically planning for a serious business is
taken with a vision statement. As another example
of the impact of a vision statement, the staffing to
build a small enterprise may be very different from
the staff chosen to create an international company.
Developing and then sharing the vision helps in
determining which potential employees will be the
best match in an organization.

A vision may not include a target date for realizing
the vision, but an estimated date is necessary during
its formulation. Beginning the vision with a phrase
like “by 2015” or “in years,” whether it appears
in the final version or not, helps to make the vision
more concrete (rather than a fanciful dream). A
deadline also provokes discussion about whether or
not the vision is realistic and achievable.

For example, how long should it take for McHale
and Associates Physical Therapy to become the
provider of choice in Jones City? How long would it
take for New Jersey Pediatric Rehabilitation Services
to realize its vision? The level of organizational com-
plexity, resources already available, resources needed,
and prior business experience are examples of fac-
tors that influence the target date for realizing a
vision. For developing businesses, a good vision time
line is 3 to 5 years. See Sidebar 5.1 and Activity 5.1.
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The Vision Statement Checklist

Clear, vivid picture of the future of the
organization

Challenging

Hopeful

Memorable

Realistic

Achievable

Guides the long-term action plan

R
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ACTIVITY 5.1

CRITIQUE OF VISIONS

1. Using the characteristics in Sidebar 5.1, improve upon
the vision statements of McHale and Associates
Physical Therapy and New Jersey Pediatric Rehabilitation
Services:

McHale: “To be the physical therapy provider of
choice in Jones City, Alabama.”

New Jersey: “To serve all children with special needs
in New Jersey”

2. Compare the organization cultures that might be
expected in these two practices. What would it
be like to be employed in each one?

3. Find the vision of a physical therapy practice or
other health-care organization you would like to
know more about. What does its vision statement
tell you about the organization? Does it meet the
characteristics expected of a vision? Does the
vision meet your professional expectations for an
employer?

4. In small groups, compare and contrast vision
statements.

Mission Statements

A mission statement provides a current path to real-
ize the future that is presented in the vision of an
organization, and that is in line with its values.
Mission statements may have a direct bearing on the
bottom line and success of the organization because,
like the organization’s vision, they are dependent on
the degree of buy-in by stakeholders. Like its vision,
an organization’s mission statement also becomes a
source of power for an organization because it
enables its sense of purpose. The mission statement
clarifies its legal role, expectations of its stakehold-
ers, and, perhaps most importantly, its moral
duty—what it ought to be doing. Unless its mission is
socially desirable and justifiable, an organization may
fail to create the enthusiasm and excitement among
its stakeholders to “walk the talk”?

A mission statement reflects the principles under
which an organization acts and the standards by which
it will be judged. It boosts morale and strengthens its
reputation when the organization lives up to it.
Conversely, it may damage morale and reputation if it
is perceived to be weak, hypocritical, or not trustwor-
thy.? If the vision for an organization has already been
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determined, a beginning point for establishing its mis-
sion is to ask why the vision exists. What is the purpose
of the vision? Other questions to be addressed during
development are:

+ What does the organization wish to be remem-
bered for?

+ What are its unique strengths and weaknesses?
+ How is it distinguished from its competitors?

The mission statement is an emotional call to
action that is easily transferable to the actions of
employees and other stakeholders. It helps an organ-
ization focus its energies and drives the organizational
culture, if it is used consistently in decision making.*

For example, McHale and Associates Physical
Therapy might ask why Jones City needs their prac-
tice to be the provider of choice as they develop their
mission statement. The answers may lead to a mis-
sion statement like:

McHale and Associates’ Mission Statement

McHale and Associates are board-certified physical

therapists who provide the highest quality care to pre-

vent and rehabilitate the movement disorders of people
of all ages in_Jones City. Our individualized, hands-
on approach to improving the quality of life of our
patients is available at times most convenient for them
in our modern, state-of-the-art facility. We believe our
patients are at the center of our efforts as we consult

with other health-care professionals to coordinate a

comprehensive plan for their health.

A mission statement written with input from
its stakeholders assures the inclusion of the values
and beliefs of all constituents. Without this input,
using a mission statement to make decisions, iden-
tify and resolve differences, and clarify expectations
of employees becomes more difficult for managers.
For instance, when reading its vision and mission
physical therapists considering employment with
McHale and Associates may expect that they should
hold a board-certified specialization, they will need
to be flexible in their work hours, and comfortable
with one-on-one contemporary patient care in Jones
City. Patients who read this mission will have expec-
tations about the qualifications of their therapists
and they will be confident that their therapists col-
laborate with their physicians and other health-care
providers. Should their experiences fall short
of these expectations, the reputation of McHale
and Associates may be at risk. See Sidebar 5.2 and
Activity 5.2.
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The Mission Statement Checklist

i1
4 Clear statement of purpose and priorities
4+ Reflects values or beliefs (culture) of the
organization
Presents the unique attributes of the
organization
4+ Infers the roles of stakeholders in the
organization
4+ Generates commitment to and pride in the
organization
Consistent with legal and corporate require-
ments (if applicable) of the organization

+

+

ACTIVITY 5.2

MISSION STATEMENTS

1. Using the characteristics in Sidebar 5.2, improve upon
the mission of McHale and Associates:

McHale and Associates are board-certified
physical therapists who provide the highest
quality care to prevent and rehabilitate the
movement disorders of people of all ages in
Jones City. Our individualized, hands-on approach
to improving the quality of life of our patients is
available at times most convenient for them in
our modern, state-of-the-art facility. We believe
our patients are at the center of our efforts as we
consult with other health-care professionals to
coordinate a comprehensive plan for their health.

2. Review the revised vision created for McHale
and Associates in Activity 5.1. Is the new vision
aligned with the final mission statement?

3. Given the vision of New Jersey Pediatric
Rehabilitation Services from Activity 5.1, write
a mission statement that meets all of the criteria
in Sidebar 5.2:

“To serve the needs of all children in New
Jersey with special needs”

4. Find the mission statement of a physical therapy
practice or other health-care organization you would
like to know more about. What does its mission
statement tell you about the organization? Does it
meet the characteristics expected of a mission
statement using the components in Sidebar 5.2? Does
this mission statement meet your professional
expectations of an employer? In small groups,
compare and contrast your mission statements.
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Broader Health-Care Mission Statements

Because of their importance in the management of
health care, developing mission statements that cap-
ture the unique and enduring purpose, practices,
and values of an organization is an urgent need.
Economic pressures and the service mandate of
health care often are in conflict, so managers must
sustain a unified sense of purpose and values
through a powerful mission statement that motivates
individuals and the organization as a whole to rec-
oncile these competing interests of health-care
organizations.”

The results of a thematic analysis of hospital mis-
sion statements conducted by Williams and others
are useful to health-care managers who are address-
ing this need regardless of their type of health-care
setting. The consistent, outstanding theme among
these hospitals was the importance of exemplary
patient care. Other than this commitment to patients,
they found wide variation in the mission statements
they studied, although they expected otherwise
because the Canada Health Act recommends specific
health-care values. The mission statements were far
from standard, boilerplate missions. They did find
common themes among the mission statements that
may be expected in the mission statements of physi-
cal therapy practice as well.” These identified themes
included:

+ Values

+ Identity (image)

+ Services provided (geographic area served)
+ Employees and staff

+ Resources

They concluded that the mission statements stud-
ied were laudable and if internalized by the employees,
they provided moral guidance that could be translated
into behavior. Their study reinforced the importance
of understanding that behavior is a manifestation of
what people truly value. Therefore, for mission state-
ments to translate into action, they must address values.

They recommended the following management
initiatives to improve commitment to the mission of
health-care organizations:®

1. Consider the perspectives of all stakeholders
to promote ownership and authenticity of the
mission.

2. Make the mission and value statements the
central pillars of ethics awareness programs.
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3. Increase the relevancy of the mission and value
statements by making them part of decision
making and policy-development processes.

4. Provide incentives for mission/value adherence
and explicit consequences for nonadherence.

5. Actively promote the mission/values in all rel-
evant internal and external communication.

6. Express and reinforce management’s commit-
ment to the mission and values.

See Activity 5.3.

ACTIVITY 5.3

WALK THE TALK

Select the vision and mission statement from an
organization in this chapter or from an actual health-care
organization. Do they also have a value statement?
Identify 10 actions or behaviors that might be expected
of employees that would reinforce the intent and
purpose of these statements. In other words, how
would they “walk the talk” in the selected organization?

Value Statements

Recently, some organizations have chosen to sepa-
rate the values component of the typical mission
statement into a separate statement. Value statements
often begin with “we believe. . .”, or “we are commit-
ted to. . .”, or simply “we value. . .”. This approach
results in mission statements that are more direct,
typically shorter, and limited to a clear definition of
what they do. An accompanying value statement sup-
plies the why’s of the mission and offers support for
the vision.

All organizations have values that drive its culture.
Although not always explicit, the values of an organ-
ization determine the qualities that command
respect. They generate the principles that guide the
actions of the employees and other stakeholders as
they judge themselves and are judged by others.” The
values statement typically identifies the four to six
most important values, or things that are valued,
which are presented in rank order with the most
important value listed first. A physical therapy
practice’s value statement may address (in no alpha-
betical order):
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+ Access

+ Accountability

+ Diversity

+ Education

+ Financial success
+ Honesty

+ Innovation

+ Productivity

+ Quality care

+ Respect

+ Teamwork

+ Work/home balance

For example, the values statement of New Jersey
Pediatric Rehabilitation Services reads:

New Jersey Pediatric Rehabilitation Services values
teamwork that includes family participation in its
provision of innovative quality care to children with
special needs in New Jersey.

See Activities 5.4 and 5.5.

ACTIVITY 5.4

VALUES STATEMENT

Take this opportunity to brainstorm 10 additional values
that might support a physical therapy practice. Define
these values.

ACTIVITY 5.5
RELATING TO THE AMERICAN PHYSICAL THERAPY

ASSOCIATION

Discussion questions:

1. What are the vision and mission of the American
Physical Therapy Association? Do they meet the
criteria for a vision and a mission statement provided
in Sidebars 5.1 and 5.2? How do you think they
might be improved?

2. Why did the American Physical Therapy Association
separate its core values from its vision and mission
statement?

3. What should be the relationship between the vision,
mission, and core values of the profession and those
of individual physical therapy practices?
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Goal Setting

The goals, or results desired, for the organization
are equally powerful and important in planning
and implementing a new practice or new compo-
nent of an organization. Organizational goals are
also a means for controlling, coordinating, and eval-
uating work performance. In large organizations,
conflict commonly arises because the many goals
established to carry out a mission and achieve a
vision may seem to contradict each other. The focus
of an organization’s goals also may change at dif-
ferent times as factors influencing the business of
health care force a change in the priority rank of
goals.

Fry, Stoner, and Weinzimmer offer a model for
understanding the levels and types of goals in organ-
izations that are a helpful foundation for goal writing.®
Their general rules for goals are in bold and applied
using holiday shopping as an example:

1. Goals must be phrased in terms of outcomes
(accomplishments) not processes. Example of
an unacceptable goal as process: Go shopping.
Example of an acceptable goal as outcome:
Purchase all gifts for family members by end
of the day on December 15th.

2. Goals must be measurable:
Example: Purchase five stocking stuffers for
under $10 each by the end of the day on
December 10th.

3. Goals must challenging but realistic:
Example: Make all gift purchases at the Midway
Mall.

4. Goals must be communicated:

Example: Use text messages, posted notes,
memos, policies, and procedures, etc. to get the
point across.

The following example of combines all of these
goal criteria:

In a phone message to Sam from Susie:

“We will meet at Midway Mall at 9 a.m. on
Saturday, December 15 to complete our entire
holiday gift shopping by 5 p.m. The gift list
includes five stocking stuffers for less than $10
each for the children and 10 total gifts for our par-
ents, your three sisters, my brother, and our bosses
limiting our spending to less than $50/person.”

Another common approach to goal writing is
SMART, an acronym for:
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+ Specific

+ Measurable

+ Action-oriented
+ Realistic

+ Timebound

In the shopping example, SMART criteria are
met as:

“We’ll meet at Midway Mall at 9 a.m. on
Saturday, December 15 to complete (A) all

(S and R) of our holiday gift shopping by 5 p.m.
(T and R). The gift list includes five (M) stock-
ing stuffers for less than $10 (M) each for the
neighborhood children and 10 total (M) gifts
for our parents, your three sisters, my br