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ABSTRACT

Healthcare reforms and restructuring have been a global phenomenon since
the early 1980s. The major structural reforms in the healthcare system in New
South Wales (NSW) including the introduction and implementation of the area
health management model (1986), the senior executive service (1989) and
performance agreements (1990), heralded a new era in management
responsibility and accountability. It is believed that the reforms, the process of
the reforms, and the instability brought about by the reforms may have not
only resulted in the change of senior healthcare management practices, but
also in the change of competencies required for senior healthcare managers
in meeting the challenges in the new era. However, limited studies have been
conducted which examined how health reforms affected its senior health
executive workforce and the above changes. Moreover, no study on senior
healthcare managers has focused specifically on NSW after the major
reforms were implemented.

The purpose of this research was to examine how reforms in the NSW Health
public sector affected its senior health executive workforce between 1990 and
1999 in terms of their roles and responsibilities, the competencies required,
and the challenges they faced. This study, from a broad perspective, aimed to
provide an overview of the NSW reforms, the forces behind the reforms and
the effects the reforms may have had on senior health managers as predicted
by the national and international literature. This study also explored the
changes to the senior health executive workforce in the public sector during
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the period of rapid change in the 1990s and has provided indications of the
managerial educational needs for future senior healthcare managers.

Both quantitative and qualitative data have been collected by this study using
triangulated methods including scientific document review and analyses, a
postal questionnaire survey, and in-depth telephone interviews. The findings
from the two quantitative methods informed and guided the development of
the open-ended questions and overall focus of the telephone interviews.

This study found differences in the characteristics and employment-related
aspects between this study and previous studies in the 1980s and 1990s,
and identified four major tasks, twelve key roles and seven core
competencies required by senior health executives in the NSW Health
public sector between 1990 and 1999. The study concludes that the
demographic characteristics and the roles and responsibilities of the NSW
Health senior executive workforce since the reforms of the 1980s have
changed.

This study also identified seven major obstacles and difficulties experienced
by senior health executives and suggested that during the introduction and
implementation of major healthcare reforms in NSW since 1986, barriers
created by the ‘system’ prevented the achievement of its full potential
benefits. Although this study did not focus on detailed strategies on how to
minimise the negative impact of the health reforms on the senior health
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executives or maximise the chance of success in introducing new changes
to the system, some suggestions are proposed.

Most significantly, the study has developed a clear analytical framework for
understanding the pyramidal relationships between tasks, roles and
competencies and has developed and piloted a new competency
assessment approach for assessing the core competencies required by
senior health managers. These significant findings indicate the need for a
replication of the study on an Australia-wide scale in order to extend the
generalisability of the results and test the reliability and validity of the new
competency assessment approach at various management levels in a range
of healthcare sectors.

This is the first study acknowledging the impact of the introduction of the
area health management model, the senior executive service and
performance agreements in the NSW public health system through an
original insight into the personal experiences of the senior health executives
of the reforms and examination of the major tasks that senior health
executives performed and relevant essential competencies required to
perform these tasks. The possible solutions identified in this study can guide
the development of strategies in providing better support to senior
healthcare

managers

when

large-scale organisational changes are

proposed in the future.
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PROLOGUE

It took more than one year to establish and finalise the research topic for the
current study. Incidents (commonly called crises by the media) in the hospital
system in New South Wales since early 2003 when this study was taking
shape attracted enormous public attention. The reaction and action of NSW
Health as a response to public scrutiny raised a number of questions; some
were relevant to the efficiency of the healthcare system and its administrative
structure and some were directly relevant to the roles and competencies of its
senior health executives. More alarmingly, a more serious question to be
addressed was whether the political influences were manipulating the
healthcare system and to what extent? It was within this context that the
current study evolved. Initially, the study was to replicate the study on
Australian senior health executives carried out by Graham Rawson in 1986 to
allow a comparison of the characteristics, roles and responsibilities after major
reforms had been implemented in different States of Australia since 1980’s.

Discussions with senior academics from the University of New South Wales
and with the National Director and NSW State Manager of the Australian
College of Health Service Executives (former senior executives of NSW
Health), a presentation to the Society of Health Administration Programs in
Education in 2003 and a preliminary literature search provided the focus for
the study. Given the special consideration of the major structural reforms
implemented in NSW, a retrospective study over a 10 year period was
proposed and accepted.
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CHAPTER 1
Introduction

Following the major health reforms since 1986, this research aims to examine
how reforms in the New South Wales Health public sector affected its senior
health executive workforce between 1990 and 1999 in terms of their roles and
responsibilities, the competencies required, and the challenges they faced
using both quantitative and qualitative methods. In addition, this research
provides original insight into the personal experiences of senior health
executives of the three major reforms in NSW Health since 1986: the
introduction of area health management model (1986), the senior executive
service (1989) and performance agreements (1990). Furthermore, a new
competency assessment approach is developed and used to identify the
competencies required by senior health executives. The review of literature
and critical analysis of past and present knowledge have helped the
development of a better understanding of the background of this study. The
following four areas are discussed in this Chapter:

1.1

Background

1.2

Significance of the study

1.3

The research questions

1.4

Structure of the thesis

1

1.1

Background

Healthcare reforms and restructuring have been a global phenomenon since
the early 1980s including the significant development of a public sector
management paradigm characterised by the adoption of private sector
management models and practices. It is widely believed that healthcare
reform, the process of reform and the instability brought about by reform may
have resulted not only in the change of senior healthcare management
practices, but also in the change of competencies required by senior
healthcare managers in meeting challenges in the new era.

A number of studies, such as Dalston & Bishop, 1995; Wallace, 1996; Harris
et al, 1998; Courtney et al, 2002; Guo, 2003, have been conducted which
examined the impact of reform on various aspects of senior health care
management. There is consensus that reform affects senior health care
managers significantly, such as higher turnover and burn-out among these
groups and changes of their career paths (Hart, 1993; Harris et al, 1998;
Thornley, 1998; Beattie, 2000; Duckett, 2000; McConnell, 2000, Aiken et al,
2002; Griffith et al, 2002; Waldman et al, 2004). At the same time, it is also
acknowledged that senior healthcare managers are required to adopt new
and complex roles and responsibilities and demonstrate a new set of
competencies in order to achieve new levels of performance to meet the
managerial needs of constantly changing health care systems.

A number of international, national and local studies have examined the roles,
skills, competencies and educational needs of health service managers since
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the 1980s (refer to Table 2.1 & Table 2.2.). There are differences in the
findings from the studies in the 1980s compared to the later years, which will
be discussed in Chapter 2. The critical analysis of the previous studies and
literature not only confirms the differences and their implications for further
research and education development, but also leads to the development of a
number of questions for future research.

There is considerable literature examining the necessary skills, competencies
and educational needs of senior health managers, but limited literature on the
Australian experience of what these managers really do. The critical analysis
of recent studies since the 1980s has not identified studies examining
changes in the main tasks of senior health executives, the competencies
required to perform the tasks, nor the obstacles to effective performance.
Moreover, no study has comprehensively addressed the impact of healthcare
reform.

Furthermore, no study on senior health care managers has focused
specifically on NSW since the late 1980s, after the major reforms were
implemented. No previous study has acknowledged the significance of the
public sector reforms in health and the introduction of the senior executive
service and performance agreements in NSW. The analysis of the literature
and identification of the research gaps and questions in Chapter 2 provides
the foundation for this empirical study on how reforms in the NSW Health
public sector affected its senior health executive workforce between 1990 and
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1999 in terms of their roles and responsibilities, the competencies required,
and the challenges they faced.

From a broad perspective, this research, aims to provide an overview of the
NSW reforms, the forces behind the reforms and the effects the reforms may
have had on senior health managers as predicted by the national and
international literature. This study explores the changes to the senior health
executive workforce in the public sector since 1986 brought about by health
reforms in New South Wales and identifies the changing roles and
competencies of senior health executives during the period of rapid change
between 1990 and 1999. In addition, it provides indications of the managerial
educational needs for future senior healthcare managers. The study also
identifies major obstacles and difficulties which senior health executives
experienced and possible solutions to minimise their impact. The possible
solutions identified can be a guide for developing strategies to provide better
support to senior healthcare managers when large-scale organisational
changes are proposed in the future.

1.2

Significance of the study

This is the first study that acknowledges the impact of the introduction of the
senior executive service and performance agreements in the NSW public
health system. It is also the first study that examines the major tasks of senior
health executives and what were the most essential competencies required to
perform them. This study attempts to fill a number of research gaps by
addressing the following:
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Provide a better understanding of the characteristics and educational
background of senior health executives.



Develop insight into the introduction and implementation of major
structural reform in NSW, especially how the process affected the
performance of its senior management.



Provide recommendations on possible solutions for NSW Health to
minimise the negative effects of the implementation of large-scale
organisational change.



Develop a better understanding on the pyramidal relationship between
tasks, roles and competencies and a clear competency assessment
approach.



Develop a contemporary list of competencies for senior health
managers.



Provide recommendations on factors to be considered in applying
findings from the literature to the development of education and/or
training to senior health management.

1.3

The research questions

The design of this study was built on and guided by two major studies of
senior health executives conducted in Australia in the early and late 1980s:
Rawson’s study in 1986 and the Society of Health Administration Programs in
Education (SHAPE) study in 1988. This study has examined the structure of
the senior health executive positions in the NSW Health public system
between 1990 and 1999, the major tasks that they undertook, the
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competencies essential to the performance of these tasks and their personal
experiences toward the introduction and implementation of the major
structural reforms in NSW Health. The following questions have been
developed to inform the design of the research methods, to contribute to the
identification of the above findings and to achieve the goal of the research:
1. What were the characteristics and educational backgrounds of senior
health executives in the 1990s?
2. What were the major tasks that senior health executives were expected
to carry out between 1990 and 1999?
3. What were the key competencies required to perform the main tasks?
4. What were the obstacles and difficulties for senior health executives to
achieve satisfactory job performance?
5. Was high turnover a phenomenon among senior health executives? If
yes, what were the causes of the high turnover?
6. Are there any possible solutions to prevent or minimise the impact of
obstacles and difficulties upon senior health executives?
7. What were the personal experiences of senior health executives of the
major structural reforms in NSW since 1986 and their implications?

1.4

Structure of the thesis

The thesis comprises eight chapters. This chapter has provided an
introduction to the context within which the research developed including the
purpose of the study, the gaps to be filled and its significance.
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Chapter 2 provides a critical analysis of past and present knowledge and
presents the findings from a critical analysis of international and national
senior health management literature. It discusses the reforms in health within
both the international scene and the NSW context. A number of common
forces behind the reforms and the rapid changes in the healthcare sector are
discussed and their possible impacts on the senior health management
workforce are explored. The profound influences of public sector reform in
shaping health service management, which had attracted relatively low levels
of acknowledgement in the health management literature, are also
acknowledged in this Chapter. Through summarising, contrasting and critically
analysing the 14 most relevant studies on senior health management since
the 1980s, a number of key findings are confirmed which set the basis for
comparisons and informed the design and methods applied to this study.

The methodological approach is outlined in Chapter 3. It details the methods
applied to this study. It begins with how the study design and methods applied
to this study were informed by previous studies on senior health management
and methodological literature. The Chapter proceeds to explain in detail the
triangulated methods applied, how the target population is defined and
selected and in which Chapter the data and results are presented in this
thesis. In addition, the ethical issues considered by the study and strategies
applied in continuously improving the quality are also discussed.

Data collected are presented and discussed in the following four chapters
based on their relevance to the research questions. Chapter 4 explains the
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document analysis and postal questionnaire survey and reports the findings
from the questionnaire survey. It focuses on describing the characteristics and
various aspects of the employment of senior health executives, including the
findings contributing to the development of the telephone interview questions.
It also highlights the four key findings from the questionnaire.

Chapter 5 presents the overall finding of the telephone interviews based on
the senior health executives’ personal experiences with NSW Health reforms.
It discusses the pace of the reforms, explains the reasons behind senior
health executives’ short tenure in the senior management positions, their
personal experiences of the introduction and implementation of the area
health management model, the senior executive service and the performance
agreements. This Chapter confirms high turnover among senior health
management positions within the study period, identifies a number of
deficiencies of NSW Health and presents the lessons learned from NSW
Health reforms.

The tasks, roles and competencies required by senior health executives in
NSW are explored in Chapter 6. This Chapter clarifies the relationships
between task, role and competency using a pyramidal model and details the
senior management competency list developed for grouping knowledge, skills
and attitudes. It presents and discusses the major findings in relation to the
competencies required for senior health executives to perform their major
tasks through the telephone interviews. Key tasks and roles required for
senior health executives in NSW Health between 1990 and 1999 are also
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detailed. A novel senior management competencies assessment approach
applied to this study is also explained and the key factors affecting
competencies required by senior managers are highlighted.

Chapter 7 focuses on the negative effects and obstacles experienced by
senior health executives and possible solutions. It summarises and compares
the obstacles and difficulties identified from the previous studies in Australia
since the 1980s which form the basis for comparison with this study. This
Chapter presents and discusses the obstacles and difficulties identified from
the telephone interviews and lists possible solutions to minimise the negative
impact of the obstacles and difficulties as recommended by the senior health
executives.

Chapter 8 is the conclusion Chapter of the thesis. The chapter links all key
findings as presented and discussed in the previous chapters in order to
address the goal of the study. This Chapter draws conclusions about the
effects that the major reforms in NSW have resulted in significant changes of
senior health executives’ roles and responsibilities. It also discusses the
contribution of this study for the health service management literature and the
implication for health management research and education. The limitations of
this study are also acknowledged in this Chapter.

We start the journey with a critical analysis of the past and present relevant
health service management literature.
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CHAPTER 2
Critical Analysis of Past and Present Knowledge

To cope with constant challenges and pressures, hospitals and other health
service

organisations

globally

have

constantly

been

restructured,

downsized, and streamlined since the early 1980s. Senior Health Executives
(SHE) are said to require a new set of skills and leadership capabilities to
adapt to the turbulent environment and to lead the change while at the same
time maintaining the capacity to deliver high quality, cost-effective health
care

services

to

meet

growing

community

needs

(Harris

et

al,

1998;McConnell, 2000; Rathwell and Persaud, 2003).

While healthcare reforms have been witnessed around the world, they have
been pushed by a number of commonly seen forces. Although these forces
may contribute to the reforms and changes introduced to healthcare
systems in different ways and some forces may be more significant than
others, their existence and effects on current healthcare systems are not to
neglected. This Chapter will explain some of the major forces behind
healthcare reform and the effects that reforms may have had on the senior
health service management workforce.

Furthermore, reforms and restructuring in healthcare are believed to have
contributed to the change of senior healthcare managers’ roles and
competencies required. The common reforms witnessed in healthcare
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system will also be described. In this Chapter, particular attention will also
be given to the development of major structural reforms in the NSW Health
public system in Australia since 1986. The critical analysis of the literature
and the most relevant studies conducted since 1980s in relation to
healthcare reforms and the changes in healthcare management practice
lays the foundation for the current study, including the identification of
research gaps and the development of the research questions.

This Chapter is arranged into six parts:
2.1

Healthcare reform - a global phenomenon

2.2

Forces behind healthcare reforms

2.3

Healthcare reforms in NSW, Australia, 1986-1999

2.4

Impacts of healthcare reforms on senior healthcare managers

2.5

Past and present knowledge about the changing senior health
executive workforce
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2.1 Healthcare Reform - a Global Phenomenon
2.1.1 A global portrait
Since the energy crisis of the 1970’s and the subsequent economic reforms
in most countries (especially countries within the Organisation for Economic
Co-operation and Development (OECD)) around the world, public service
provision has been under constant pressure to cut costs and restructure
financially (Sen, 2001). It has long been argued that the traditional
bureaucratic approach to public sector management was not effective
(Rathwell & Persaud, 2003), as public sectors were required to improve
performance and demonstrate greater transparency and accountability
(Brown et al, 2003). As a result, various corporate change strategies and
private sector managerial models have been adopted by public sectors
aimed at strengthening management capacity in government operations
(Maor, 1999). The most commonly seen efforts in ensuring the success of
the application of these models are: decentralisation, downsizing,
delayering, re-engineering, development of managerial responsibility and
privatisation (Yeatman, 1994; O’Donnell, 1996; Brown et al, 2003; Gauld,
2003; Rathwell & Persaud, 2003; Maor, 2004).

As an integral part of the public sector reform agenda, healthcare reforms
and restructuring have also been global phenomena since the early 1980s
(Higgins, 1997). One of the most significant changes in healthcare was the
adoption of private sector management principles and practices during the
1980s and early 1990s (Palmer & Short, 2000; Gauld, 2003). Although the
necessity and effectiveness of the reforms are still under question and
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alternative options are being explored, there is consensus that reform is
inevitable and not yet over (Orchard, 1998; Rathwell & Persaud 2003).

2.1.2 Significant reforms and restructure
“any reform must aim to reconstruct an existing structure or system
in order to enable it to achieve its original end(s) in an improved way”
(Seedhouse, 1997, p2)

Common forces have been affecting healthcare around the world. Reforms
have been seen as not only inevitable, but also necessary. Given the
different context in which the healthcare systems operate, the content and
the process of the reforms may vary in different countries, or different parts
of the country. However, it is recognized that there has been some amount
of borrowing from one system to another (Altenstetter & Bjorkman, 1997).
By studying the literature, healthcare reforms have been witnessed in the
following three main areas.

a. Change of conceptual and legislative framework
One of the most obvious changes is the introduction of market concepts or
elements from the private sector (Sen, 2001). Kirkman-Life (1994) listed the
following five concepts as being frequently mentioned in the reform
proposals: competition, integration, incentives, privatisation and pluralism. In
the context of globalisation, the rise of neo-liberal policies in the UK since
the late 1980s is an obvious example. The policies could be demonstrated
by the introduction of financial targets in public healthcare sectors, formation
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of public-private partnerships, and the out-sourcing of non-core services
(Shaoul, 2001). The changes were said to aim at making health services
more efficient and realistically cost-effective (Gladstone & Goldsmith, 1997).

The split of purchaser and provider in New Zealand since 1993 is a good
example of running public health services in a more business-like manner
and bringing in greater competition (Ashton, 1997). Ashton (1997, p92)
stated that healthcare reforms in New Zealand represent a departure from
the egalitarian philosophy that has traditionally underpinned health service
provision in the country. The major reform of splitting funder, purchaser and
provider roles previously carried out by the area health boards was
implemented in 1993. The 14 area health boards were replaced by four
regional health authorities who have responsibility for purchasing services
from the most cost-effective providers by assessing the health service
requirements of the population within the boundary of each regional health
authority (Ashton, 1997).

The concept of “managed competition” or managed care” used as a strategy
of private sector structural change to achieve profit enhancement
(Braithwaite, Westbrook and Iedema, 2005) was also applied to healthcare
to ensure its compatibility to the market-driven and competitive theme (Weil,
1996). In the UK, New Zealand, and Canada, the concept was applied in
some extent by way of internal markets within cash limited public funding. In
the USA, it is implemented by way of vertical integration of private markets,
with stronger management of risks (Podger, 1997).
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One of the major changes has been the adoption of universal national
health insurance in various countries which was seen as a means of
improving widespread access and equity in healthcare, such as in Canada
in the 1970s (Brown & Marmor, 1997), and in Australia in the mid 1970’s
and again in the early 1980s (Palmer & Short, 2000).
In Australia, current health policy reforms are focusing on regulating the
relationship between the Federal government and the States, and
increasing funding from private health insurance (Palmer & Short, 2000;
Dwyer, 2004). One typical example is reducing the role of the state and
encouraging privatisation (Altenstetter & Bjorkman, 1997). Health policy
change was also a crucial component of NSW policy during the 1990s,
which has placed emphasis on ‘health outcomes’ (Stoelwinder & Viney,
2000).

According to Altenstetter and Bjorkman (1997) the diffusion of health policy
ideas is global as there is considerable evidence of cross-national borrowing
of reforms, or at least re-labelling of reform proposals in order to obtain
beneficial results putatively achieved elsewhere. However, Maynard (1995)
argued this may not be in reality as health care policy formation often
reflects fashion and beliefs rather than the knowledge base.

b. Change of healthcare financing
The rate of the growth of healthcare spending is greater than the economic
growth in almost every country (Duckett, 1994; Dwyer, 2004). Consequently,
cost containment, shifting cost and the change of health-financing
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mechanisms have been widely witnessed (Kirkman-Life, 1994). Using
Australia as an example, the change of funding mechanisms has been
witnessed in a majority of its States. Victoria and South Australia were the
states most strongly influenced by the new trend to privatisation, outsourcing
and output-based funding (Dwyer, 2004). For example, casemix funding was
introduced in Victoria in 1994 placing the accountability of hospitals on
output rather than on detailed input control (Duckett, 1994).

The separation of the roles of purchaser and provider introduced to Western
Australia in 1994 has also changed the financing mechanism of healthcare
(Duckett, 1994). Duckett (1994) further predicted that the introduction of
casemix funding would change the management focus of hospitals, in terms
of how to manage resource flows. New South Wales is the only State which
has eschewed casemix funding arrangements, instead structuring providers
on the basis of an area responsibility for hospitals and other service units.
However, its policy documents have emphasised the importance of casemix
in informing budgets for hospitals and in paying for patients across regional
boundaries (Duckett, 1998).

c. Change of healthcare provision and management framework
Restructuring the managerial structure and decentralisation of health
services has been the focus of many developed countries in streamlining the
administrative responsibilities and rationalising service provision in local
areas in order to reflect local needs (Lawson & Evans, 1992; Ritchie and
Johnson,

1994).

Examples

are

the

delegation

of

administrative
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responsibilities and the devolution of political responsibilities in Italy (Taroni,
2001), and the introduction of regionalisation and the area health
management model in a number of States in Australia (Dwyer, 2004).
Furthermore, decentralisation in the provision and management of health
services is a good example of a reform to improve the management of the
increasingly expensive, complex and fragmented health system (Lawson &
Evans, 1992). Decentralisation of services has been developed in many
states of Australia (Stoelwinder, 1992) and adopted in an increasing number
of countries including the United Kingdom (Palmer, 1980), New Zealand
(Malcolm, 1991; Ritchie, 1998), the Netherlands (De Baker, 1989), Canada
(Rathwell & Persaud, 2003), China and Fiji (Lawson & Evans, 1992).

In Australia, what has also been seen is a common trend towards
centralisation of governance, often at state health authority level, 6 of 8
jurisdictions have centralised governance authority for public sector
healthcare agencies in order to tighten managerial control of running the
healthcare and healthcare provision (Dwyer, 2004). The introduction of
health service agreements between the Government and hospitals in
Victoria since the late 1980s is an example of tightening government control
(Stoelwinder & Viney, 2000). Health service agreements are used as a
logical administrative tool to specify the funding arrangements between a
hospital or health agency and the funding authority. Stoelwinder and Vinley
(2000) further highlighted that the introduction of casemix funding and
private sector involvement in public hospitals in Victoria since the late 1980s
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are the demonstration of government’s advanced managerial control of
hospitals.

2.2 Forces Behind Healthcare Reforms
Although a number of forces distinctive to the healthcare context have been
identified, the effects of these forces are hard to predict and vary over time.
These major forces are worth thorough exploration to give background
knowledge of the necessity of healthcare reforms and the inevitable effects
that have had on senior health managers. These well recognised forces
include increasing health expenditure, the changes of population structures
and distribution and the subsequent changing health needs of the
population, (Crichton, 1990; Lawson, 1990; Williams, 1992; Higgins, 1997),
the politicisation of health care and pressure group politics (Williams, 1992;
Palmer & Short, 2000; De Voe & Short, 2003). Public sector reform, which
has had profound influences in shaping health service management and
which has generated a relatively low level of acknowledgement in the
healthcare management literature, will also be discussed.

2.2.1 Increasing health expenditure and changing health needs
Australian healthcare spending has experienced continuous growth during
the last 50 years. From 1960 to 1995, national health expenditure grew from
4.9% of real (inflation-adjusted) Gross Domestic Product (GDP) to around
8.5% in 1998 (Connelly, 1998) and 9.3% in 2004 (Duckett, 2005). The
evidence showed that the health sectors of members of the OECD, including
Australian healthcare, have generally grown faster than their economies
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over the past forty years (Mickan & Boyce, 2002). The implication of rapid
growth in the health sector at such substantial rates is the decrease of
proportional national expenditure on non-health services (Connelly, 1998).
This leaves little doubt about the necessity for action to be taken to either
reduce health spending or increase revenue for non-health services.

There may be two ways of rectifying the funding imbalance between
healthcare and non-healthcare sectors. One is to increase Government’s tax
revenue and the other is to control health spending (Connelly, 1998;
Williams, 1992). However, they have both proven difficult. In addition, the
conflict between the Australian Government’s inability to increase tax
revenue and the political pressure from voters to contain health spending
further has exaggerated the imbalance (Connelly, 1998). This conflict is not
something which can be easily addressed. In the mean time, before the
conflicts can be resolved, we may only expect to see pressure being placed
on those who are managing the system, especially the senior health
executives. While downsizing, cost cutting and restructuring may not be
long-term solutions, they definitely are something which can temporarily
calm the nerves of concerned politicians and citizens, regardless of their
potential negative impact on both professionals and managers working in
the healthcare sector.

In fact, there is consensus that health financing and expenditure is the major
changing force (Saltman, 1997). The greatest challenge facing healthcare is
the finding of more effective ways of matching limited resources with the
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expanding health needs of the community (Picone & Hathaway, 1998;
Southon, 1996). After studying ten significant publications in the early 1990s
in relation to the benchmarking in healthcare in Australia, Canada, England
and the USA, Higgins (1997) confirmed the above consensus and found that
the following issues had been consistently highlighted: the maintenance of
quality healthcare; the reduction of healthcare costs; and the need for
improved efficiency and effectiveness in providing healthcare.

A number of factors have contributed to the increase of health expenditure.
First, the ageing of the population and its impact on the increased demand
of long-term health care and non-institutional care such as home-based and
community-based services due to the significantly increased numbers of
chronically disabled elderly persons (Lawson, 1990; Legge, 1989; Bulter,
1992; NSW DOH, 1992; NSW DOH, 1993; Williams, 1992; ABS, 2003).

Second, the newly emerged burden such as the spread of Human
Immunodeficiency

(HIV)

which

can

lead

to

full-blown

acquired

immunodeficiency syndrome (AIDS) (Kirkman-Life, 1994), and the rising
incidence of substance abuse and associated violence and related health
problems (Smith, 1991). People with AIDS need extensive care, require a
wide range of pubic health programs, and expect extensive research on
drugs for treatment and on vaccine to prevent it. Similarly, detoxification,
lengthy

and

expensive

rehabilitation

and

support

services,

and

pharmacotherapy do increase cost enormously to healthcare (Smith, 1991).
All of these require substantial amounts of resources.
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Last, advancement of medical technological not only represents quality
improvement and time saving (Lawson, 1990; Pickering, 1993; Mickan &
Boyce, 2002), but also tend to be cost enhancing (Legge, 1989; Hall, 1998;
Palmer & Short, 2000; Alemi, 2001) due to high overheads in relation to the
cost of professional teams and equipment (Legge, 1989), and the increase
of individual consumption of services (William, 1992; Picone & Hathaway,
1998; Jackson & de Jong, 2000).

2.2.2 The changes of population structures and distribution
The changing pattern of population distribution is an important demographic
factor driving the reform. Australia has a largely urbanised population with
greatest proportion of health facilities and resources being in the urban
areas (Clinton & Nelson, 1998). Rapid population growth in the outer
suburbs together with increasing local demands of healthcare services in the
past two decades has highlighted the significant differences in the
complexity and level of healthcare between urban and rural areas across the
states and territories. It also highlighted the oversupply of centralised
healthcare in inner city areas. These imbalances are desperately in need of
immediate rectification (Mickam & Boyce, 2002; Williams, 1992).

NSW can be a typical example of how the imbalanced distribution of health
services further exaggerated the inefficiency of the regionalisation structure
and triggered a major reform in healthcare system. After the NSW
regionalisation structure had been fully implemented in 1975, the problems
of health regions varied enormously in size, and the difficulties in estimating
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local needs and developing plans in the large Sydney metropolitan regions
led to the development of a further tier of “areas” for administration and
planning purposes.

The

‘area’

concept

was

recommended

by

The

Task

Force

on

Regionalisation and the Management Structure of the Health Commission of
NSW in 1977 (Palmer, 1980), which will be discussed further later in this
chapter. The Task Force (1977) also identified a number of major problems
affecting NSW health care and recommended the establishment of Area
Boards, which marked the beginning of the development of the Area Health
Management Model in NSW. Details of the Task Force and the Area Health
Management Model will be discussed later in this chapter.

2.2.3 The politicisation of healthcare and pressure group politics
Continuing economic uncertainty and the promotion of policies aimed at
reducing public sector expenditure have led to health services becoming a
highly politicised issue (Barraclough, 1993). The study of National Health
Service Reforms in the United Kingdom pointed out that health care is an
issue of great interest in the mass media, of immediate concern to most
people and also a policy area characterised in electoral politics by
‘outbidding’ (Barraclough, 1993). Australia’s experience in the delay of policy
development due to the change of government in power is not an
uncommon example.
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Commonwealth and the State governments, the biggest providers of
healthcare services, have enormous technical control over every part of the
healthcare and related industry through their regulating power (Williams,
1992). Licensing, accreditation and inspection are the typical ways of
governments’ control of professionals, hospitals and nursing homes. Not
surprisingly, government’s changing focus, and the changing preference of
the political party which is in power ultimately decides the fate of the
healthcare system. The regulation of the pharmaceutical industry and the
introduction of Medicare regulating the provision of medical and hospital
services, are two classic examples (Legge, 1989; William, 1992; De Voe &
Short, 2003).

Furthermore, a

government’s

monetary

power

over

financing

and

reimbursing various systems ranging from healthcare and education to
welfare is also something that should not be underestimated. This financial
power gives government the choice of ‘rewarding’ those who cooperate with
it and ‘punishing’ the others (Williams, 1992). While ‘an extra dollar spent on
education, roads and police will mean one less dollar available to
healthcare’ (Campbell, 1997), departments and divisions are trapped into
the competitive dilemma of trying to have greater share of the public
economic pie (Connelly, 1998).

The complexity of the Australian health care system is also reflected by the
three tiers of control of Governments (Federal, State and Local) (Rydon,
1995; Donator & Scotton, 1998; Mickan & Boyce, 2002), the divided
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responsibilities and deficient linkages (Scotton, 1989), and lack of cohesive
goals and planning between different levels of governments and
departments (Williams, 1992).

Healthcare needs to survive the struggle

between them. The changed interest, focus and involvement of any level of
government, especially the Federal Government, upon the control of state
services, has profound influences in shaping healthcare and its policy in the
State (Clinton & Nelson, 1998). The fragile intergovernmental machinery in
health service provision is not only seen as politically complex, but also,
inevitable produced duplication and poor coordination of services which
allowed inefficiencies and gaps in service provision and shifting of costs
(Jackson & de Jong, 2000).

A typical example was the speedy development of Federal – State
cooperation and reintroduction of the universal insurance scheme soon after
Labor resumed power at the Federal level in 1983. With four states out of six
including NSW, supporting Labor policies including the agenda of
centralising decision-making in national health policies and intervening in
developing state health service provision policies, ‘Labor government could
not have picked a better time to carefully implement the agenda soon after
they returned on power in Canberra in 1983’ (Crichton, 1990, p110-111).
Following the announcement of New Health Plan (1983) promising
Commonwealth’s Federal responsibilities for planning health policies in
cooperation with the states, action was soon taken to replace the Medibank
insurance scheme by the Medicare scheme financed by a tax-related levy
collected by the Commonwealth in February 1984. The new scheme gave
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financial incentives to the states to reorganise medical practice in hospitals,
to improve community health programs, and to carry out the Pharmaceutical
Benefit Scheme. The extra resources promised to NSW from the new
insurance scheme expedited the NSW health reform (Crichton, 1990).

In addition, the prevailing political and professional pressures on the
formation of healthcare policies should not be underestimated (Gardner,
1995; Hall & Viney, 2000). Who has the power to decide the future of our
health system and policies’ future has generated a lot of debates. Crichton
(1990) viewed that Governments, doctors and philanthropists are the three
parties who hold the negotiating power in setting health service goals and
the means to attain them. Governments decide how much or how little direct
control they want to have in the decision-making process; doctors are the
technical experts upon whom governments rely to deliver services, and
philanthropists represent the local public interest.

However, no one group of decision makers is in complete control, each must
make bargains with the others, and the bargain will differ as circumstances
change. This view seems to be evident by the struggle between the Labor
Government and doctors, and the doctors’ long lasting dispute during the
introduction of universal health insurance in Australia – Medibank in the
early 1970s and then Medicare in the mid 1980s (Crichton, 1990; De Voe &
Short, 2003). A number of authors such as Marmor & Dunham (1983),
Mackay (1989), Crichton (1990), Gary (1991), Hunter (1996), Palmer &
Short (2000) and De Voe (2001) acknowledge the medical profession as the
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most prominent interest group participating in the health policy arena around
the world. The Australian Medical Association (AMA), as the strongest
professional association in Australia, has had a formidable reputation as a
pressure group for most of the 20th Century (Mackay, 1989).

Establishment of the AMA in 1961 was the first step in providing legitimacy
to the medical profession, which was the prerequisite for them to become a
powerful force in politics in Australia (Cummings, 1979; De Voe & Short,
2003). The AMA exercised their ability in furthering their own interests in
health

policy

through

the

comfortable

‘corporate

partnership’

with

government until the emergence of conflicting interests between these two
parties due to the introduction of Australia National Health Insurance
Scheme in the 1970s (Cawson, 1982).

De Voe & Short’s (2003) case study on the AMA’s political role played
during the introduction of National Health Insurance provides a description
of how the power structures in the health policy arena were re-aligned; how
the AMA shifted from a corporate partner to a pressure group and the dual
and dynamic nature of the doctors’ lobby. The case study concluded that the
role of medical professionals and their choice of lobbying tactics in the
health policy arena shift depended on the type of conflict. The successful
introduction of National Health Insurance in Australia has brought
challenges to the historically significant AMA dominance, evidenced the loss
of AMA’s veto power in directing and diverting the development of health
policy, and helped the realisation of the capability of future health policy

26

reform in the absence of the support from a dominant pressure group, such
as the medical profession (De Voe & Short, 2003).

Since the dispute, doctors’ power over the health industry was further
weakened due to the change of society’s perceptions over their altruistic,
dedicated and selfless image, especially after they were seen to be
politically active and professionally divided (Williams, 1992), especially when
patients have won rights to informed consent, to refuse treatment, to see
their own medical records and to participate in the therapeutic decision
making process, and more importantly when patients’ needs and opinions
have been heeded. (Hall & Viney, 2000; De Voe, 2001; De Voe & Short,
2003). However, their influences in highlighting the needs for changes and
speeding up the reform process should not be underestimated

2.2.4 Public sector reform
While the above factors have been well discussed in health service
management literature, one other factor which has had profound influences
in shaping health service management has generated relatively lower level
of acknowledgement – public sector reform.

“By reform of the public sector, I refer to changes in the tasks,
structure and objectives of political institutions and administrative
agencies, thus reflecting the changing values of their respective
society” (Mascarenhas, 1993, p319)
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The reform of the public sector has been a significant change worldwide in
the last two decades and has had tremendous influence on how healthcare
systems are managed. It has been long argued that the traditional
bureaucratic approach to public sector management is not working
(Rathwell & Persaud, 2003) and public sectors are under constant and
increasing pressure to improve performance and demonstrate greater
transparency and accountability (Brown, Waterhouse & Flynn 2003). As a
result, various corporate change strategies and private sector managerial
models have been adopted by public sectors to develop a new public
management paradigm aimed at strengthening management capacity in
government operations (Maor, 1999).

The distinct components of the new public management are the adoption of
production engineering techniques by public sector organisations and
application of market-based approaches to the delivery of public services
(Rathwell & Persaud, 2003). The most commonly seen efforts in ensuring
the success of the application of this model were enumerated earlier in this
Chapter.

It is suggested that the application of private sector management principles
to the public sector encourages competition, improves financial efficiency
and managerial accountability and control, places emphasis on consumers,
and meets the public’s needs by placing focus on output and outcome with
flexibility and diversity (Mascarenhas, 1993). These changes aim to resolve
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the problems facing public sector agencies (Smith, Corbett & Davis, 1998;
Rathwell & Persaud, 2003).

The public sector reforms being witnessed around the world, especially
among the OECD countries, have generated interests from researchers and
policy makers. The United States and the “Old Commonwealth” countries –
the United Kingdom, New Zealand, Australia, and Canada-have most often
been grouped together as models of new management paradigm reform
(Roberts, 2003). The reforms have been implemented in different ways,
largely due to the legal, social, political, and historical traditions that exist in
each country (Box et al, 2001).

Mascarenhas (1993) gave a detailed description of the significant public
sector reforms in Australia, New Zealand and Britain. The reforms started to
lead its way in these three countries soon after new governments were
elected. In Britain, it was the election of the Thatcher government in 1979,
while in New Zealand it was the re-election of the Lange Government in
1987 who took the virtual mandate for public service reform. Similarly, public
sector reform was a centre of discussion during the re-election of the Hawke
Government in 1986 in Australia. The reform agenda was not only firmly
based on prior studies of the problem, but also gained considerable support
from the public service and the public in general (Mascarenhas, 1993).

Similar to Britain, the pressure for the reform of the public sector was officially
recognised and strategically dealt with after the election of the Reagan
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Government in 1980 in the United States, now regarded as the neoliberalism
or conservatism of the 1980s. It is believed that the reforms in the 1980s, in
comparison with the past efforts, were more comprehensive, which marked a
radical shift from a public service whose purpose was to promote public
welfare to an enterprise based on efficiency and economy (Mascarenhas,
1993). As discussed earlier in this Chapter, public sector reforms provide an
important context for understanding reform in healthcare (Higgins, 1997;
Gauld, 2003).

The improvement of information and medical technology (Pickering, 1993;
Palmer & Short, 2000), and the emergence of the new public health model
(Palmer & Short, 2000; Williams, 1992) have also been seen as key factors
contributed to the healthcare reforms, they have been well discussed in the
literature and will not be further detailed in this Chapter.

2.3 Healthcare Reforms in New South Wales, Australia
1986–1999
New South Wales, the most populous state in Australia, has pioneered
healthcare structural reforms. In 2003, NSW had an estimated population of
6.7m, with approximately 72% of the population living in metropolitan areas,
20% in inner regional areas and 8% in outer regional and remote areas
(NSW DOH, 2004). The NSW public health system is the largest health care
employer in Australia, with almost 90,000 full-time equivalent staff. The
doctors, dentists, nurses and allied health professionals involved in direct
clinical care make up 58% of the health workforce in (NSW DOH, 2004).
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Hoping to strengthen the relationships between health departments,
hospitals and community-based health services while at the same time
being more responsive to local needs for services; hoping for the
redistribution of resources to reduce operational funding imbalance; and
also in the hope of effectively administering and monitoring the activities of a
large number of geographically dispersed organisations and effectively
planning the services provided by those organisations (Palmer, 1980),
regions emerged with delegated powers in NSW since the early 1970s. The
implementation of the regionalised district model brought NSW health
services into a period of rapid change and reform for the next 20 years.

2.3.1 Area Health Management Model
The structural reform in the New South Wales health system was marked by
the introduction of the area health management model in 1986 (Higgins,
1997) which took more than 10 years to implement. The term ‘area’ has
been used since 1974 to describe a comprehensive health service, which
contained a hospital of 250 to 450 beds, nursing homes and associated
community based services, but excluded tertiary referral hospitals (Lawson,
1992). In 1988, many of the area health services were amalgamated
substantially increasing the population in each area up to 640,000 in order
to allow for greater re-deployment of resources by having most area boards
responsible for several hospitals (Lawson, 1992). It also pulled together all
state-funded hospital and community health services under the same area
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structure as a means of replacing fragmentation with coordination (Lawson
& Evans, 1992).

The area health management model, profoundly influenced by the British
District Model introduced in 1920, was further developed and refined based
on a decentralised regional structure during the establishment of the Health
Commission of NSW in 1973 (Ritchie & Johnson, 1994). The regionalised
health service administration model first put forward in the 1960s in the Starr
Committee Reports (1965 and 1969). The rationale was to develop a
hierarchical system of institutions and services and a simpler, but more
efficient, organisational structure to guide the allocation and reallocation of
health service resources. It also aimed to facilitate the decentralisation of
administrative responsibilities, be more responsive to changing local needs
(Palmer & Short, 1994; NSW DOH, 1995) and to bring together all hospital
and community health services under a single area structure (Lawson &
Evans 1992). The creation of the larger area was seen as the key to the
success of the new system, with a much larger quantum of resources,
allowing area managers the scope to shift resources to achieve more
appropriate and efficient service delivery (NSW DOH, 1991).

The early stage (since the early 1970s) of the area management model saw
the emergence of regions under individual regional offices with delegated
powers. However, problems soon emerged as health regions varied
enormously in size, ranging from the population of 1.2m for the western
Metropolitan Region to 96,000 for the Murray Region (Palmer, 1980). The
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difficulties in estimating local needs and developing plans based on the
needs in the large Sydney Metropolitan Regions brought the need of
developing a further tier of “areas” for administration and planning purposes
as recommended by The Task Force on Regionalization and the
Management Structure of the Health Commission of NSW 1977. In
considering opinions from over 619 people who represented many separate
organisations, The Task Force (1977) not only acknowledged five areas
where regionalisation appeared to carry distinct benefits, but at the same
time also identified a number of major problems which were still affecting
NSW health care, including the unsatisfactory health status of the Australian
community; the fragmentation and misdistribution of services; the unmet
need for more efficient utilisation of scarce resources, against a background
of rapidly escalating and inadequately controlled costs.

The paper highlighted that full economic benefits of regional administration
would not be realised without the improvement of public hospital
expenditure. Doctor control over hospital expenditure without consideration
of efficient resources utilisation and also the lack of hospital board control
were the obstacles for achieving public hospital expenditure improvement.
This was supported by Palmer (1980) on his work paper on Regionalisation
and also McKay (1986). Therefore, the Task Force Paper recommended the
establishment of Area Boards to provide community participation in the
management of community health services, as well as hospitals, in each
area. According to Crichton (1990), the establishment of Area Boards had at
first

met

opposition,

but

was

strengthened

and

supported

by
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recommendations of the Commonwealth Inquiry into Hospital Efficiency
(Jamison, 1981) and by the NSW Committees Reports (Webster, Richmond
and McHarg, 1981-84).

Following the establishment of the Department of Health under the Health
Administration Act in 1982, four Area Health Boards covering 15 areas were
piloted and then examined (NSW DOH 1985). Under the Area Health
Service legislation, these Boards were charged with the following objectives:
(Lawson & Evans, p. 239]
1. Responsibility for the maintenance, protection and promotion of
health of the people in a geographic area by provision of programs
and services.
2. Coordination of public, private and voluntary health services.
3. Establishment of an appropriate balance between treatment and
preventive services.
4. Ensuring efficiency of health services provided by Area Boards.
5. Ensuring community participation in health service planning and

decision-making.

A review of the four piloted Area Health Boards was commissioned by the
Deputy Premier and Minister for Health in July 1985 to examine the impact
on the efficiency and effectiveness of services and the legal, industrial and
administrative implications of further development in NSW. The review
regarded “area” as the most appropriate level to meet the various criteria for
comprehensive high quality services provision, cost efficiency, coordination
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and

responsiveness

to

local

communities

(NSW

DOH,

1985).

It

recommended that the provision of health services be formally constituted
and Area Health Services be expanded and applied generally across the
State (NSW DOH, 1986). Since then, the concept of area management of
health services has been developing and gaining general acceptance
(Palmer, 1980). The review marked the commencement of the structural
change across the state of NSW until the present day.

In May 1986, the Area Health Services Act (NSW) was passed to provide
the legislative basis for the establishment of Area Health Services (AHS) in
Sydney, the Central Coast, Illawarra and the Hunter areas from October
1986 (NSW DOH, 1991). Initially, 23 Area Health Boards, replacing all
individual hospital boards, were established to be responsible for the day-today management of all public hospitals and community health services
(NSW DOH, 1987). In June 1988 the boundaries of AHS were redrawn and
the number of Areas was reduced to ten. The five Regional Offices — the
three Sydney Metropolitan Regions, the Hunter and the Illawarra Regions
were not abolished until 2 years after the establishment of the Area Health
Boards. The elimination of the regional offices removed one “unnecessary”
administrative layer (NSW DOH, 1988). In 1995, Eastern Sydney and
Southern Sydney AHS were amalgamated to form the new South Eastern
Sydney AHS, reducing the number of metropolitan AHS to nine, to further
streamline the administrative structure (NSW DOH, 1996). With the
administrative structure streamlined, changes to the number of senior health
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management positions and senior health managers on the positions were
usually witnessed.

The management structure of non-metropolitan health regions remained
unchanged until the reorganisation of Rural Health Services became
effective on 1 July 1993. The new structure expanded the six nonmetropolitan regions into 23 District Health Services with the aim of reducing
bureaucracy and administrative overhead costs and consequently allowing
better administration and better networking of support services in the local
communities (NSW DOH, 1993). These 23 District Health Services were
reduced to eight rural AHS following a 1995 review of the NSW Health
Department’s organisational structure, commissioned by the DirectorGeneral, John Wyn Owen.

Ten years after the commencement of the process of implementing the area
health management model and with a number of modifications, elimination
and amalgamations, area health services in NSW become stabilised since
1995. It comprised 17 area health services, including nine Sydney
metropolitan and eight regional area health services, until the end of 2004.
After another restructuring in NSW health system on 1 January 2005, the 17
area health services have been merged into 8 larger area health services
(NSW DOH, 2005).
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2.3.2 Central administration of the health department
The

restructuring

also

affected

the

Health

Department’s

central

administration. The pressure for cost containment and for the improvement
of quality of care and accessibility brought enormous pressure to the
departmental head (NSW DOH, 2003). Since the Health Minister announced
a major reorganisation of the Department’s senior management structure in
August 1987 following the implementation of the AHS structure in August
1987, the number of divisions and corresponding senior executive positions
within the Department has varied from four to eight.

After the announcement, a new divisional structure for the Department’s
central administration was created which reflected the recommendations by
an independent management and strategy review carried out by external
consultants (NSW DOH, 1987). The new organisational structure retained
the senior executive positions of Secretory, Deputy Secretary, Chief Health
Officer and Deputy Chief Health Officer and created another level of
management, Divisional Directors for the eight new divisions:


Ambulance Services



Executive



Drug Offensive Directorate



Finance and Budget



Health Promotion



Health Protection



Health Services Development



Human Resources
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The Department’s Central Office was to be responsible for State-wide policy
development, monitoring of health services and financial control. These new
divisional structures were to improve the speed and consistency of decisionmaking within the Department, and to improve the coordination of the
Department’s function (NSW DOH, 1987). These eight divisions were further
divided into three defined areas – Corporate Services, Health Operations
and Health Systems- each under the responsibilities of a Deputy Secretary
in 1988 (NSW DOH, 1988).

After the newly elected Liberal Government assumed power and the first
Director-General Dr. B J Amos assumed duty in early 1988, another major
change to the Department’s Senior Executive Structure was announced in
June and August 1989 consisting in the following senior appointments:


Director-General;



Deputy Director-General;



Executive Director - Public Health and Chief Health Officer;



Executive Director - Finance and Administration;



Executive Director - Health Services, and



Executive Director - Health Policy;

The Central Administration consisted of four divisions, each reporting to an
Executive Director. Several discrete functions reported directly to the
Director-General (NSW DOH, 1990). In 1990, the structure was revised
which allowed the existence of a division of Corporate Affairs and division of
Service Development and Planning (NSW DOH, 1991).
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When John Wyn Owen succeeded in the position of Director-General in
March 1993, the Central Administration of the Department underwent
another change, comprising five divisions: Operation, Public Health, Policy,
Finance and Administration, and Information Management. Each Division
had an Executive Director who reported to the Deputy Director-General
while the Executive Support Unit, Public Affair Branch, Audit Branch, and
Complaints Unit reported directly to the Director-General as their activities
were portfolio-wide (NSW DOH, 1993).

In early 1994, the Central Office of the Department was again restructured
into seven major divisions: Public Health, Policy and Planning, Rural Health
and Direct Services, Information and Business Services, Finance and Asset
Management, Organisation Development and Public Affairs and Marketing,
each under a General Manager. The General Manager of Policy and
Planning and the General Manager of Public Health were directly
accountable to the Director-General, while the other five General Managers
were accountable to the Chief Operating Officer who reported directly to the
Director-General (NSW DOH, 1994).

The changes did not end there. The review of the Department’s
organisational structure commissioned by the Director-General in 1995,
mentioned above also resulted in the reduction of the number of Divisions
from seven to six, with the elimination of the Public Affairs and Marketing
Division. More changes are expected outside the study period, which may
occur sooner than professionals in the health system can possibly cope with
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(Crichton, 1990, p150). During the changes in the senior management
structure of the Department, changes to the senior management positions
within the Department such as termination of previous positions and creation
of new positions with new responsibilities were also witnessed.

The

instability of the senior health management positions was evident.

2.3.3. Senior Executive Service (SES) and Performance Agreements
The SES is the leadership cadre of the public service, which was first
introduced at the federal level in Australia in 1984. The purpose of the SES
is “to make the service at senior levels more open, mobile and competitive
and to achieve a greater degree of management leadership in development
and placement of senior staff” (APSC, 2003. p.78). Since 1984 states and
territories have invested substantially in leadership and management
improvement (APSC, 2003) and most have established an SES. SES
members not only provide high-level support to their own agency, but are
required to cooperate with other agencies and promote the value of the
Australian Public Service and compliance with the code of conduct (APSC,
2005).

In NSW the introduction of the SES in 1989 and the performance
agreements for senior health executives (SHEs) in 1990 heralded a new era
in responsibility and accountability in health services management (NSW
DOH, 2004). The performance agreement is the main document that defines
the key accountabilities of each executive and is a major tool in assessing
performance. This is a key part of the performance management cycle that
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includes regular feedback, coaching and review through the year (APSC,
2005).

The NSW Health Policy Directive stated that effective performance
management could increase motivation, foster productivity, improve
communication and encourage professional and managerial development
(NSW DOH, 2005). For the first time health plans and budgets were directly
linked to the performance of the organisation and its senior management.
The goals, key initiatives and targets for the senior health executives for the
next financial year were detailed in the agreement. No formal evaluation of
the effectiveness and impact of the SES and performance agreements on
senior health management and managers was identified in the course of this
study.

2.3.4 Effects of health reforms in NSW
While decentralised provision and management of health services has been
regarded as a means of improving the management of the increasingly
expensive, complex and fragmented hospital and health services (Lawson &
Evans, 1992), and has been developed in other states of Australia
(Stoelwinder, 1992) and adopted in an increasing number of countries as
listed earlier (Palmer, 1980; De Baker, 1989; Malcolm, 1991; Lawson &
Evans, 1992; Ritchie, 1998; Rathwell & Persaud, 2003), only limited
evaluation of the model or of the experiences pioneering the model in NSW
have been documented (Stoelwinder,1992).
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In the Area Health Service Conference held in Sydney in 1991, the AHS was
highly regarded for being able to set the ground for a major shift of both the
power and control of relationships in the health system. What was highly
regarded was its ability in placing the focus of health services management
from an institutional to a population basis (NSW DOH, 1991); the delegation
of full responsibilities to the covered area for the day to day management of
integrated services to meet the majority of health care needs, including
public hospitals and community health services, and the flexibility and ability
to refer people to teaching hospitals outside the covered area for some
highly specialised forms of treatment (NSW DOH, 1989).

As stated in the Health Department’s 86/87 Annual Report based on the first
year experience of the restructuring, the new management structure brought
about tangible improvements to the health services after a very short period
of time with the majority of AHS making savings in 1986/87 within their
operating budgets, and numerous new and expanded services oversighted
by the department. It was further highlighted that “…the implementation of
AHMM had resulted in much improved health services for the people of this
State and a more efficient and responsive management system for the
health services, and would continuously improve service delivery, and
efficiency, effectiveness and accessibility of the NSW Public Health System”
(NSW DOH, 1987. p4). Since then, significant progress in improving service
delivery, and efficiency, effectiveness and accessibility of the NSW Public
Health System has been continually recorded in the Department’s Annual
Reports between 1988 and 1995. Additional funding had also been made
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available to open new services in under-resourced areas such as the
Central Coast, Wentworth, and North Coast, which resulted in significant
improvements in resource distribution.

According to the 1991 AHS Conference, the creation of the larger area was
the key to the success of the new system, with a much larger quantum of
resources, allowed Area Managers the scope to shift resources to achieve
more appropriate and efficient service delivery (NSW DOH, 1991).

The above conclusion made by the NSW Department of Health was
generally supported in the evaluation conducted by Lawson and Evans in
1992. The evaluation design was based on the theory that ‘organisational
structures are usually built on past experiences and resources’ (p.240). It
compared a well-established AHS in 1990 with a newly created AHS with
respect to the achievement or otherwise of the five major objectives. With
acknowledgment of the limitation of the method applied, they argued that
while previous attempts at evaluation of AHS by traditional numerical
measures had failed, the method of comparing broadly similar AHS,
supplemented by surveys, appeared to be a useful approach (Lawson &
Evans, 1992).

However, Stoelwinder (1992), strongly questioned the validity of the
evaluation evidence provided to support the conclusion in Lawson &
Evans’s research (1992), stating that there were a number of factors,
methodological, epistemological, semantic and even political, that mitigated
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against effective evaluation research of this kind. He further explained that
the major problem is that one cannot be certain that the group would have
been similar had it not been for the intervention. Any results of this
comparison study could be attributed to the differences between a mature
and immature site, and not be due to the intervention at all (Stoelwinder,
1992).

The most relevant study was conducted by Ritchie and Johnson (1994)
focusing on the restructuring of rural health services in New South Wales by
interviewing five General Managers and 15 senior staff from five Rural
District Health Services (Ritchie & Johnson, 1994). The qualitative study
concluded that although the restructuring had been successful in devolving
control to a more local level during the 12 months after implementation, any
savings from more efficient processes were unlikely to be realised because
of the increase in the number of management positions. In addition, it
pointed out that organisational structures in the new districts were the result
not just of rational design but also of political compromise (eg “issues …of
alignment rather than functional areas seemed to influence structure.”(p131)

They also expressed concerns of the change of recruitment to senior
management positions. The change of the traditional career path of
promoting the general administrative stream into senior management
positions to the hospital executive positions being replaced by health service
managers with nursing qualifications may become problematic in the long
term. The gap between junior clerical and senior administrative positions
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would become difficult to bridge (Ritchie & Johnson, 1994). The
methodological limitations of the study also needed to be acknowledged.
The convenience sampling method adopted meant that generalisability of
results is doubtful, and with the small number of samples, the views
expressed by the interviewees may not have permeated to the rest of the
organisation (Ritchie & Johnson, 1994).

Although the benefits of the area health management model are still
arguable, it indeed provides an interesting framework in which processes
directed towards improved efficiency, accountability and appropriateness of
services could operate (Howe, 1991).

As discussed earlier in this Chapter, significant changes and reforms have
been introduced to healthcare systems around the world, have they and
how they affected senior health executives has become an interesting topic
to be explored.

2.4 Impacts

of

Healthcare

Reforms

on

Senior

Healthcare Managers
International studies carried out since the early 1990s on the impact of
healthcare reforms on senior healthcare managers have confirmed that the
reforms affect healthcare managers in various ways. Senior healthcare
managers are required to carry out additional roles and responsibilities as a
result of the reforms. They were expected to implement various changes,
exercise a higher degree of control and accountability, and to be responsible
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for the effective and efficient running of healthcare organisations of high
quality and flexibility (Kirkman-Life, 1994; ACHS, 1995; Dalston & Bishop,
1995; Hudson, 1995; Southon, 1996; Harris et al, 1998; Michan & Boyce,
2000; Baker, 2001; Courtney et al, 2001; Rathwell & Persaud, 2003). The
role of the senior health executives also included an enhanced span of
control and increased authority and responsibility, and thus greater
accountability (McConnell, 2000).

Empirical evidence gathered in the 1990s and early 21st century also
pointed to the need for senior health executives to not only possess
excellent skills and competencies identified as important in the 1980s, but to
also acquire skills and competencies distinct to later years. The skills
consistently viewed as important to health care managers since the 1980s
included interpersonal and decision-making skills (Rawson, 1986; SHAPE,
1988; Boldy et al, 1990; Grayson, 1993; Kazanjian & Pagliccia, 1993).
Health care managers in the late 1990s and early 21st century are required
to acquire personal qualities of initiative, self-reliance and risk-taking; to be
adaptive and flexible (McConnell, 2000); to have the ability to motivate and
mentor their colleagues (D’Aunno & Fottler, 1997); and to manage and lead
organisational change (Degeling et al, 1999; Kitchener, 2000; Zuckerman,
1998). They also need to demonstrate the qualities of good leadership skills,
the ability to manage change, and mentoring (Eynde & Tucker, 1996; Harris
et al, 1998; Walsh & Borkowski, 2000).
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Furthermore, financial management, such as budget control, forward
planning, contracting and tendering and cost and quality performance
monitoring (Harris et al, 1998; Courtney et al, 2001), have also been
identified as one of the key components of successful health service
management, especially among the most senior positions such as Chief
Executive Officers (Kirkman-Life, 1994; Dalston & Bishop, 1995; Griffith et
al, 2002).

More recent studies carried out in the USA, Canada and Australia (Dalston
& Bishop, 1995; Eynde & Tucker, 1996; Tomiak, 1997) also found that
today’s senior health managers possess much higher educational
qualifications. Education is the most significant predictor of being a senior
manager (Tomiak, 1997). A typical profile of a CEO, drawn from Dalston &
Bishop’s study (1995), is a 42-year-old male with 1 to10 years experience
and a Master’s degree. It is unclear whether the possession of higher
educational qualifications among senior health managers is a response to
health care reforms; or whether health care reform has led to the changed
requirements and expectations for senior health managers.

In addition, recent international literature also acknowledges that healthcare
reforms have resulted in high burnout and turnover among senior healthcare
managers, changes in managers’ career paths, the convergence of new
roles, skills and competencies and demands for higher educational
qualifications for senior healthcare managers (Liang et al, 2005). Four
studies carried out in Australia, including two in the 1980s and two in the
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1990s (Rawson 1986; SHAPE 1988; Harris et al, 1998; Courtney et al,
2002), found that difficulties in coping with rapid, constant changes and
uncertainty have been identified as consistent problems encountered by
senior health managers during that period.

In order to develop better understanding of the changes of senior health
executive workforce and practice since early 1980s, 14 significant studies on
various aspects of senior healthcare managers carried out since the 1980s
have been identified and listed in Tables 2.1 and 2.2. (the year shows when
the study was published). A summary and critical analysis of these studies
later in this Chapter will contribute to the identification of research gaps and
the development of research questions for the current study.

Table 2.1: Studies on senior health managers in the 1980s
Country

Author(s)

Study focus

Methodology

Rawson, G

Characteristics and educational needs

Postal

of senior health managers

survey (n=506)

and Year
Australia
1986
Australia

SHAPE

1988

Professional development

needs

of

Postal

questionnaire
questionnaire

senior health executives

survey (n=312)

The personal experiences of NSW

Questionnaire

Australia

senior health managers between 1983

(training

1990

and 1988

participants) (n=100) h

NSW,

Lawson, J

Survey
program

Canada,

Kazanjian

Characteristics, roles and competencies

Postal

questionnaire

1993

& Pagliccia

of health care managers

survey (n=1203)
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Table 2.2: Studies on senior health managers in the 1990s and early
2000s
Country

Author

and Year

Study focus

Methodology

(s)

Nation-wide studies
Canada

Lemieux-

Canadian healthcare managers’ characteristics,

Postal questionnaire

1994

Charles

attainment,

survey (n=3010)

et al

experiences, attitudes and definitions of success

USA

Dalston

To determine the learning and growth needs of

Postal questionnaire

1995

& Bishop

hospital CEOs

survey (n=547)

Australia &

Harris et

The impact of change (between 1992-1998) on

Postal questionnaire

New

al

the roles and careers of a subset of Australian

survey (n=443)

expectations,

aspirations,

and

Zealand

and New Zealand health service managers, and

1998

what professional educational programs can do to
advance the career prospects of these managers.

State-wide large scale
Australia

Harris &

To

examine

the

competencies

required

of

1991

Bleakley

Australian Health Service Managers in the 1990s

Focus groups (n=30)
&

postal

questionnaire survey
(n=392)
Australia

Courtney

Roles and professional development needs of

Postal questionnaire

2002

et al

senior nurse executives in Queensland hospitals

survey (n=147)

USA

Griffith et

Using an alternative method to test competencies

Telephone

2002

al

and performance of healthcare managers

(n=31)

USA

Wallace,

To examine the manner in which diversity

Postal questionnaire

1996

P.E.

management

survey (n=202)

Small scale

is

perceived

and

implemented

survey

among hospital executives
USA

Ballein,

To

look

at

the

entrepreneurial

leadership

Postal questionnaire

1998

K.

characteristics of senior nurse executives

survey (n=116)

USA

Eynde &

To study the similarities and differences between

Postal questionnaire

1996

Tucker

healthcare and industry CEOs in relation to their

survey (n=62)

personality patterns which included age, gender,
education, years been in the industry, time in
present CEO position, personality traits, roles and
needs.
Australia

Farrell,

Leadership practice of network and hospital

Semi-structured

2003

M.

administrators in Victoria, Australia

interview (n=15)
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2.4.1 Summary of the fourteen most relevant studies since the 1980s
Critical analysis of these fourteen studies will enable us to explore the
differences in competencies, roles and tasks for healthcare managers
between the two periods: the 1980s and the 1990s onwards. Although
different studies have focused on slightly different target populations in these
two periods, the differences found from these studies allow the confirmation of
the change of senior health managers’ required roles and competencies. This
analysis will also provide a foundation for the development of the research
questions for the current study, which will be discussed later in this chapter.

2.4.1.1

Studies on senior health managers in the 1980s, 1990s and early
21st century

Four large-scale (3 Australian, 1 Canadian) studies (Table 2.1) carried out in
the 1980s, focused on different aspects of senior healthcare managers have
been identified. Two out of these four studies selected Australian senior
health executives as the target population; one study examined the senior
health managers in the New South Wales health sector, while the other study
studied senior healthcare managers Canadia-wide.

Ten studies (Table 2.2) were carried out in the 1990s and early 2000s
examining different aspects of healthcare managers. These 10 studies include
four in Australia, one in Canada and five in the United States of America.
Among them, three were nation-wide studies (Australia & New Zealand,
Canada, and USA), two large scale (n>100) state-wide studies (Queensland,
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Australia and South Australia), and five small scale (n<100) local studies (4 in
USA and 1 in Australia).

2.4.1.2.

Characteristics and employment aspects (summary of the above 14
studies) from different studies are detailed in Table 2.3 and Table
2.4.

Table 2.3: Senior health managers: characteristics
1980s

1990s and early 2000s

Under the Age of

58 – 67%% of respondents

68-80% of respondents population
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population

Gender

75% of respondents were
male.

Among

the

58-97% of respondents were male

CEO

positions, 92% were male.
Qualification

27-30% of respondents have

63-100%

completed

completed a Master’s Degree

a

Master’s

of

respondents

have

Degree
Marital status

N/A



94% all male respondents were
married or partnered;



60% all female respondents were
married or partnered

Dependent

N/A



children

43% of all male respondents had
dependent under-aged children



24% of all female respondents had
dependent under-aged children

Most

important



background
influences

Early experiences and

N/A

responsibilities


Early

leadership

experience


An

overall

sense

of

mission in life


Family support
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Table 2.4: Senior health managers: employment
1980s
Most

important

roles

and responsibilities

1990s and early 2000s



Organising



Leader



Planning



Financial management



Directing



Managing change



Controlling



Coaching and mentoring



Staffing



Motivating others



Liaising and networking



Strategic

decision

making

and strategic planning
Most

important

skills

and competencies



Decision making skills



Personal

and



Leadership skills



Skills

interpersonal skills

Significant

difficulties

and

problems

encountered,

(distinct

managing

and

leading change



Negotiation skills



Skills in mentoring others



People handling



Financial management skills



Planning and evaluation



Personal qualities of initiative,



Problem solving



self-reliance, risk-taking

incompetence of middle



To be adaptive and flexible



lack of financial management

management


findings in 1980s and
1990s)

in

inadequate

skills
financial



resources



lack

of

human

management skills

outmoded organizational



poor leadership

structure



constant

unsatisfactory methods of
allocating

resource

funds

changes

and

uncertainty

by

government


lack of goals, direction
and planning


Educational

/

ineffective governance


Skills

and

competencies

professional

related

development needs

managing changes;

to

changes,



Financial management;



Leaderships skills;



Negotiation skills;



Strategic thinking

and
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 Age
The percentage of senior health managers under the age of 50 appeared
higher in the second period of the studies. Among the identified studies in
1980s (Rawson, 1986; SHAPE, 1988), 58 – 67% of respondents were under
the age of 50, while the percentage ranged from 68%-80% in the 1990s and
early 2000s studies (Harris & Bleakley, 1991; Harris et al, 1998).

 Gender
Seventy five percent of the senior health management positions surveyed
were occupied by males in the 1980s study with 92% CEO positions being
held by males (Rawson, 1986). The phenomenon of male numerical
dominance in senior health management positions was consistently identified
by the studies conducted in 1990s and early 2000s ranging from 58-97%
(Harris & Bleakley, 1991; Lemieux-Charles, 1994; Eynde & Tucker, 1996;
Harris et al, 1998; Brown & Jones, 2004).

 Marital status and dependent children
The Canadian study (Lemieux-Charles, 1994) found that men in CEO and
senior management positions were more likely to be married and have
children under 16 years of ago living at home. The results reported 94% of
male respondents and 60% of female respondents were married or partnered,
while 43% of all male respondents and 24% of all female respondents had
dependent under aged children. The Australian study (Harris et al, 1998) also
reported very similar results.
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 Postgraduate qualifications
Differences in postgraduate qualifications possessed by senior health
managers between the two study periods have also been found. In the 1980s
studies (Rawson, 1986; SHAPE, 1988; Kazanjian & Pagliccia, 1993), only
less than 35% of respondents had completed a master’s degree, while 63100% of senior health managers in the 1990s and early 2000s studies
possessed a master’s degree or higher (Dalston & Bishop, 1995; Eynde &
Tucker, 1996; Harris et al, 1998).

 Major roles and responsibilities
Major roles and responsibilities identified by the respondents from the 1980s
and 1990s studies are different. Major roles for senior health managers in
1980s were: organising, planning, directing, controlling, and staffing, while
more focus has been placed on the following roles by the senior health
managers in the 1990s and early 2000s: leading; motivating others; managing
change; financial management; coaching and mentoring; liaising and
networking, and strategic decision making and strategic planning

All reported studies only examined the perceived roles and responsibilities of
senior health managers, and no studies tried to identify the main duties that
senior health managers needed to perform (Rawson, 1986; SHAPE, 1988;
Kazanjian & Pagliccia, 1989; Harris et al, 1998; Courtney et al, 2002; Farrell,
2003).
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 Key competencies and skills required
The term ‘skills’ and ‘competency’ have not been adequately defined by the
identified studies. They were very often mixed together in previous studies
without proper explanation and being distinguished. To truly represent the
findings, both terms will be used to present the findings from those studies in
this chapter. But they will be properly defined and distinguished in Chapter
six.

The perceived important skills required by senior health managers are
different between these two studied periods (Rawson, 1986; SHAPE, 1988;
Kazanjian & Pagliccia, 1989). The most important skills and competencies in
the 1980s for senior health managers were decision making; problem solving;
negotiating skills; people handling; planning and evaluation, and personal and
interpersonal skills.

While decision-making skills, and planning and evaluation skills remained two
of the important skills and competencies for senior health managers in the
1990s and early 2000s, the remaining four items from the 1980s have been
replaced by skills in leadership; managing and leading change; mentoring
others; financial management, and personal qualities of initiative, selfreliance, and risk-taking.

Senior health managers in 1990s and early 2000s were required to possess a
new set of skills and competencies to face the challenges of unstable
healthcare system and its constant changes (Ballein, 1998; Harris et al, 1998;
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McConnell, 2000; Griffith et al, 2002; Farrell, 2003).

No studies have

attempted to relate these skills and competencies to the specific duties that
are essential for senior health managers to perform.

 Significant difficulties and problems encountered
Four studies carried out in Australia, including two in the 1980s and two in the
1990s (Rawson, 1986; Lawson, 1990; Harris et al 1998; Courtney et al 2001)
examined the major problems and difficulties encountered by senior
healthcare managers, including nursing executives. However, the problems
and difficulties identified did not actually reflect their impact on the key
functions and roles of senior healthcare managers, and nor did they reflect
how they have impacted on senior health managers’ performance of their
main duties.

Consistent problems and difficulties encountered by senior health managers
in both the 1980s and 1990s were high volume of work; lack of organisational
direction; industrial relations and conflicts; difficulties in coping with rapid
changes; increasing use of information technology, and politicisation in
healthcare and organization. Distinct problems and difficulties encountered by
the senior health managers in 1990s were poor leadership; human resource
management; constant changes and uncertainty, and financial management
and resource allocation.
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 Educational / professional development needs
Studies by Dalston & Bishop (1995), Courtney et al (2002), and Griffith et al
(2002)’s

identified

the

following

prominent

educational/professional

development needs for current and future senior health managers:
leaderships skill; negotiation skills; strategic thinking; financial management;
skills and competencies related to changes, and managing changes.

 Essentials skills required are different between different target population
The studies carried out since the 1990s showed skills identified as essential
senior healthcare managers are varied. There are similarities and differences.
These differences may due to the different reforms and restructuring
introduced and also the differences in the change of roles and responsibilities.

2.4.2 Critical analysis of the fourteen most relevant studies since the
1980s
The fourteen studies on different aspects of senior health managers that have
been conducted since the 1980s, have reported on the roles and
competencies required, the demographic structure of the senior health
managers in the transitional periods of the 1980s, and 1990s/early 2000s,
allow a picture of senior health managers in these two periods to be drawn.
The analysis suggests the change of required competencies and skills for
senior health executives since the 1990s. A number of consistent phenomena
have been identified including possession of postgraduate qualification; new
competencies required and the new educational / professional development
needs, and difficulties and problems encountered.
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2.4.2.1

Possession of postgraduate qualification

The number of senior health executives in possession of postgraduate
qualifications appears higher in the studies from the 1990s and early 2000s.
Eynde & Tucker’s (1996) study comparing CEOs from healthcare and nonhealthcare industries even found that CEOs from healthcare sectors have
acquired higher qualifications than those from other industries.

2.4.2.2

New

competencies

required

and

educational

/

professional

development needs
The most essential skills and competencies required by senior healthcare
managers identified in these two periods are also different. While the skills
seen as important in the 1980s such as decision-making, and planning and
evaluation, are still ranked as important and relevant, a number of skills and
competencies such as leadership skills, skills in managing and leading
changes, and financial skills have been consistently highly valued by senior
healthcare managers in the 1990s and early 2000s. This is consistent with
suggestions by a number of authors such as Harris & Bleakley (1991),
Wenzel, Grady & Freedman (1995), Farrell (2003), Guo (2003), and Liang,
Short & Brown (2006).

The finding also suggests changing educational needs such as skills and
competencies related to changes, and managing changes; financial
management; leadership skills, negotiation skills and strategic thinking for
senior healthcare managers in the 1990s and 2000s (Dalston & Bishop 1995,
Wenzel, Grady & Freedman 1995, and Harris et al, 1998).
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“The system is undergoing profound change, and the wake-up call for
our

colleges

and

universities

and

their

programs

in

health

administration is loud and clear…it is no longer sufficient for health
administration programs to provide a manager with skills in planning,
organising,

directing,

controlling,

and

staffing

alone…human

relationships and conceptual skills now play, and will continue to play,
an increasingly important role” (Wenzel, Grady & Freedman 1995, 612)

Wenzel, Grady and Freedman (1995) highlight the important roles of human
relations and conceptual skills in healthcare management, and the essential
role health management education can play in the transformation of
healthcare managers in the new era.

2.4.2.3

Difficulties and problems encountered

Studies indicate that senior health managers have been constantly facing
difficulties and problems on the job in both periods, such as high volume of
work; politicisation in healthcare of the organisational level; lack of
organisational direction; difficulties in coping with constant changes; the
increased use of information technology, and industrial relations and conflicts
(Rawson, 1986; SHAPE, 1988; Boldy et al, 1990; Harris et al, 1998; Farrell,
2003). Furthermore, additional problems and difficulties have also been
encountered by senior health managers in the later period in terms of
problems and incompetence in financial management and resource allocation,
human resource management and poor leadership (Wenzel, Grady &
Freedman 1995, Harris et al 1998; Farrell 2003).
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2.4.2.4

Different reforms lead to change of roles and competencies required

There are similarities and differences between the essential roles and
competencies identified in various studies since the 1990s. These may due to
a number of reasons. One is the different healthcare context placed different
weight on what roles are more important than the others, and the subsequent
competencies required. Another reason is the reforms and restructuring
introduced to the healthcare system in which the senior healthcare managers
working for are different. These differences may have also led to the
difference in the change of roles and competencies required (Liang et al,
2006). There are three implications to the design of health service
management educational and training programs to senior healthcare
managers:


To better equip the senior healthcare managers for their roles in the
new era, educational or training program may need to be modified
regularly in consideration of the constant changes and reforms
introduced



The specific context in which the senior healthcare managers are
working also need to be considered



Ongoing monitoring and evaluation of the educational or training
programs to senior healthcare managers to ensure that the programs
are not only relevant to the current healthcare context, but also
reflecting

the

changing

roles

of

healthcare

managers

and

competencies required
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2.4.3

High turnover in SHE positions

Healthcare reforms and restructuring have also affected the senior healthcare
workforce in many other ways. Short tenure and hight turnover rates are
examples. Increased turnover has been identified as a common phenomenon
in healthcare, which is not only costly to organisations (Waldman et al, 2004)
but also may affect the quality of the services provided (Aiken et al, 2002).
Another USA study on burn-out, targeting a group of organisations serving
people with severe and persistent mental illness, found a strong link between
staff burn-out and organisational structures and management processes.
These findings were also supported by a number of other reviews (Lance,
1991; Schanbroeck & Jennings, 1991; Schein, 1992).

Evidence confirms that high turnover is also a common phenomenon in
Australian health care. A study carried out in the NSW New England
examined the impact of the establishment of rural Health Services in NSW in
1996 on their staff and reported the loss of morale, the feeling of stress and
“cultural shock” (Beattie, 2000). In addition, a study conducted in 2003 by the
usiness Council of Australia on CEO turnover showed that Australian CEO’s
in the business sector continued to have higher turnover levels and much
shorter time in the job than their international counterparts. Australian CEOs
remained an average of 5.6 years in the job compared with 7.6 years
overseas (BCA, 2004; Korporaal, 2004).

The focus of recent turnover in healthcare ranges from hospital chief
executive officers (CEO) (Brook, 1994; Dwore & Murray, 1996; Hart, 1993;
Waldman et al, 2004), medical professionals including nursing staff and
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executives (Shanahan 1993; Proenca & Shewchuk, 1997; Angelelli et al,
2001) and health administrators and technicians (Barne, 1993; Tai &
Robinson, 1998). Furthermore, a comparative study conducted by Dwore and
Murray (1996) on hospital CEO turnover between 1973 and 1987 and
between 1988 and 1992 confirms the considerable consistency of turnover
among hospital CEO (Dwore & Murray, 1996). After reviewing more than ten
studies conducted in various counties, Waldman et al (2004) summed up a
number of major implications regarding turnover in healthcare: professional
disillusionment, financial consequences, lower quality of care and escalation
of malpractice claims.

2.4.3.1. Reasons for high turnover among senior healthcare executives
High turnover and burnout among senior health executives was commonly
identified in the 1990s literature because of the pressure and impact of
healthcare reforms (Harris et al, 1998). Studies in the United States (Hart,
1993) and in Canada (Brooks, 1994) confirmed that the major reasons for the
high turnover among health executives were unstable health care systems,
conflict with board members and medical staff, deficiencies in leadership and
a lack of financial and conflict-management skills.

A study conducted by the American College of Healthcare Executives (1991)
added that increasing job dissatisfaction was a clear predictor of voluntary
turnover. Incongruent values between CEOs and the Board, a lack of support
to CEOs, inadequate compensation and promotion and ‘force out’ were the
major causes of CEO turnover. Nordhaus-Bike’s (1995) study of middle and
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upper level managers in the USA identified that increased stress and job
pressure were the main contributors to high turnover and burnout. However, it
also suggested that the impact of other major factors, such as increased
competition, higher complexity and intensity of work, faster pace and constant
layoffs and consolidations should not be underestimated (ibid).

2.4.3.2. Voluntary versus involuntary turnover
During healthcare restructuring, the loss of certain positions is inevitable, with
senior healthcare executives being forced out of the system through
redundancies. However, various studies have also acknowledged that the
restructuring may also lead to voluntary turnover. For example, in Weil and
Kimball’s (1995) study on voluntary turnover among hospital CEOs in the
USA, they stated two major factors for turnover: ‘push factors’ that promote
leaving and ‘hump factors’ that deter voluntary separation. The ‘hump factors’
included the cost of job change and family-related obstacles. The ‘push
factors’ included inadequate salary, lack of situational control, value
congruence between the CEO and the other hospital leaders, job instability
and endemic intra-institutional problems. Some of the perceptions were
similar to the conclusions in Hart’s (1993) study on rural chief executive officer
(CEO) turnover in the USA.

In Hart (1993) study, although half of the rural CEO’s indicated they left the
positions because of better position elsewhere, they also acknowledged there
are ‘push factors’ behind their voluntary departure such as conflicts with
medical staff and the Board and job dissatisfaction. Moen (1997) provided
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further detailed explanations about healthcare managers leaving their
positions, which included strong demands placed on managers in their skills
and capacity, power struggles between managers and the board, increasingly
complex healthcare environments and the dynamics of the internal
organisation. Griffith’s (1987) study reinforced the little likelihood of hospital
CEOs’ departure for better positions elsewhere because the job market for
senior health executives is relatively small. Departing senior health executives
have to be prepared to either accept jobs in other sectors or other
communities, or accept less desirable jobs.

2.4.4

The change in managers’ career paths

In Australia, the highly educated, labour intensive workforce accounts for 70%
of total health care costs (Duckett, 2000). The workforce became the logical
target for cost saving under the constant pressure of cost reduction (Thornley,
1998). As a result, many senior health executives have left the system and
found their way into related fields (Hart, 1993; Weil, 1994). “Delayering” has
also affected the middle-level managers, as this is often the level of
management no longer required. Middle managers sometimes either lose
their positions or remain within the structure but at a lower level, becoming
first-line managers (McConnell, 2000). While middle-level managers are
losing their managerial roles, clinicians and nursing executives are offered
opportunities to take up roles, which may ultimately redirect them to
alternative career paths (Prideaux, 1993; Tobin, 1993; Succi & Alexander,
1999; Harris et al, 2002). However, these clinician-turned-managers are often
not prepared for the managerial role. This puts unexpected pressures on
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managers at the senior level as they are required to supervise and mentor
these new managers (McConnell, 2000).

2.4.5
Due

Planning, implementing, leading and managing change
to

the

complex

and

critical

nature

of

healthcare

industry,

compartmentalise and predict changes are never easy. Therefore, planned
change is desirable in order to bring greater certainty of the outcomes of
change (QH, 1999). Robbins, Millet and Waters-Marsh described planned
change as “proactive and purposeful” and “an intentional goal-oriented
activity” (2004, p.570). A planned change process also allows managers to
provide better support to employees and stakeholders through the change
process (QH, 1999).

Change has become a constant phenomenon in healthcare, therefore,
implementing and managing the process is no longer a skill that is required
occasionally by senior managers, but a core skill required daily by all (Stahl &
Andersen, 1996). The literature indicates that the success of implementing
changes requires strong leadership skills from senior managers (Horak 2001;
Narine & Persaud, 2003; Carnall, 2005). To ensure the successful
implementation of organisational changes, a number of models in managing
and implementing changes have been proposed. The early “Three Step”
model developed by Kurt Lewin in 1951 provides a general framework for
conceptualising change management. However, this model has been
criticised for being too broad and lacking detail (Kerber & Buono, 2005).
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To address the criticism and to guide the successful implementation of a
large-scale organisational change, Bullock and Batten (1985) developed an
integrated, four-phase model of planned change that involved exploration,
planning, action and integration (Burnes, 2000). Dunford (1992) further
complemented the planned change process by suggesting the following five
aspects of the organisation to be developed and further strengthened:
organisational strategies, organisational structure, design of jobs, technology
utilisation and organisational culture. Brooms’ (1998) supported Dunford’s
(1992) above views and elaborated that a planned change process involved
not only the development of strategies in introducing and implementing
changes in an organisational level, but also the change of organisational
structure and culture, job re-design and the use of updated technology.

More recently, several studies recognised that a number of other factors could
also affect the success of implementing and managing large-scale
organisational change (Cornell, 1996; Heifetz & Halle, 1996; Horak, 2001;
Martin, 2003; Narine & Persaud, 2003; Carnall, 2005; Loup & Koller, 2005),
especially gaining commitment from others to the change process. The
evaluation of the introduction of total quality management and continuous
quality improvement strategies to large healthcare organisations, Narine and
Persaud (2003) suggested the following seven action plans which are
essential for gaining and maintaining commitment of organisational members
for proposed change (see Table 2.5):
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Table 2.5

Action plans for gaining and maintaining commitment
for change
Action plans

To gain

 Ensuring organisational readiness for change

commitment

 Surfacing dissatisfaction with the present state
 Communicating a clear vision of the proposed change
 Promoting participation in the change effort
 Developing a clear and consistent communication plan

To maintain

 Consolidating gains by using feedback mechanisms

commitment

 Making the change a permanent part of the culture

A number of authors also pointed out the importance of allowing enough time
for preparation for implementing the proposed change, and encouraging and
allowing sufficient measurement and feedback of the results of change to
those who are involved and/or affected by the change such as employees and
the key stakeholders (Cornell, 1996; Martin, 2003; Heifetz and Halle 1996).

A number of other critical success factors to consider have also been raised in
the Queensland Health’s publication by its quality improvement unit

 Define clear purpose behind the change
 Prepare a business case and a project plan to scope the change
process

 Define the role of the sponsor/s who can provide valuable advice and
support, and to ensure that funding is maintained

 Manage human resource and industrial relations issues to gain support
and compliance

 Establish consultation and communication processes
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 Conduct a stakeholder analysis to understand who they are and the
level of their interest and the impact may have on the change process

 Acquire and develop change agent skills such as effective leadership
and team skills which are critical to successful change

 Identify and develop plans for managing risks and threats
(QH, 1999)

2.5

Past and Present Knowledge about the Changing
Senior Health Executive Workforce

Recent literature worldwide acknowledges that healthcare reforms have
resulted in high burnout and turnover among the senior healthcare managers.
The major reasons were the unstable health care system; conflict with board
members and medical staff, deficiencies in leadership, lack of financial and
conflict-management skills, increased stresses and job pressures due to
increased competition, higher complexity and intensity of work and constant
layoffs and consolidations. Studies also suggest that healthcare reforms have
resulted in changes to managers’ career paths, the convergence of new roles,
skills and competencies and demands for higher educational qualifications for
senior healthcare managers.

Various studies on senior health executives since 1980s confirmed the above
changes, however changes found from studies carried out in different target
populations are varied. Different reform processes may have led to different
changes to senior health executives due to different requirements and
responsibilities placed on the senior health workforce (Liang et al, 2006). In
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addition, the change of roles and responsibilities of senior health executive
workforce cannot be thoroughly understood without the consideration of the
specific healthcare environment and context in which they are working at
(Liang et al, 2006).

Since the major structural reform was implemented in the NSW health system
in 1986, no study has been carried out to examine the possible effects of the
reforms on the changing roles and responsibilities of the senior health
executives who were required to implement and monitor the reform process.
Also, no study has looked at how the healthcare reforms affected senior
health executives in any other ways, and whether the changes in healthcare
occurred too rapidly for professionals to cope with (Crichton, 1990).

Moreover, no study has attempted to capture the implementation process of
the area health management model, senior health executive and performance
agreements, and to examine the extent to which the reform was or was not
successful. This critical analysis of past and present knowledge has
highlighted the necessity of this timely study and informed the development of
the study’s design and research questions as explained in the next Chapter.
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CHAPTER 3:
Methodological Approach
“Research is a rigorous, systematic inquiry or investigation, and its
purpose is to validate and/or refine existing knowledge and to
generate new knowledge” (Axford et al, 1999 p.3).

In the previous chapter, research gaps have been identified and research
questions have been developed after an extensive literature search and
critical analysis of the fourteen most relevant studies on aspects of senior
healthcare management. The methods applied to this study were informed
by both what was recommended by the research literature particularly what
was learnt from the most relevant studies on senior health managers.

This Chapter is a summary of how the research strategies and methods
were developed, guided by what was learnt from previous studies and what
was learnt from other literature. The application of the triangulation of the
methods is explained. The details of data collection and analysis and the
consideration of methodological rigour are provided for each of the methods
used. At the end of the Chapter, the ethical considerations associated with
the study and the strategies applied to achieve continuous improvement are
considered and discussed.
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This chapter will be structured as follows:
3.1

Learning from previous studies.

3.2

Guides from the methodological literature.

3.3

Brief summary of the current study design and methods used.

3.4

Sampling methods for the current study.

3.5

Scientific document review and analysis.

3.6

Postal questionnaire survey.

3.7

Telephone interview.

3.8

Data and results presented in chapters.

3.9

Ethical considerations.

3.10

Processes of continuous improvement.
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3.1 Learning from previous studies
As discussed in the previous Chapter, through a review of the literature,
fourteen studies, which were most significant and relevant to the area of
senior health management since the 1980s, were identified and examined.
The selection was made as a means to understanding the breadth of
publications investigating the characteristics, roles and responsibilities and
other aspects of senior health managers. By carefully looking for answers to
the following four questions, a practical tool was developed to guide the
methods of the current study.


What was the focus of the individual studies?



What was the target population of the study?



How was the study conducted?



Limitations of the methods used.



Definitions of senior health executive applied to previous studies.

This analysis of previous study methods will add validity to the current study
in the field of senior health management and education. In order to draw a
comprehensive picture of the fourteen studies and to provide answers to the
above questions, the methodological information of these studies has been
summarised in Table 3.1, which will also be incorporated into the discussion
below. A more detailed explanation of the fourteen studies can be found in
Table 3.2.
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Table 3.1

Numerical Summary of 14 Most Relevant Studies
Studies classification

Number of
studies

Country

Year

Study method

Australia

6

Australia and New Zealand

1

Canada

1

USA

6

1980s

3

1990s

7

2000s

4

Focus group

1

Postal questionnaire survey

11

Face-to-face interview

2

Telephone interview

1

Combination of survey and interview

1

Combination of focus group and survey

1

Response rate 30-39%

3

40-49%

1

50-59%

3

>60%

3

Not mentioned

1

Leadership practice

2

Educational needs

5

Competencies

4

Evaluation of a training program

1

Attitude toward diversity management

1

Characteristics

3

Study Focus

3.1.1 What was the focus of the individual studies?
The focus of individual studies was diverse. Six out of the fourteen studies
focussed on identifying senior healthcare managers’ professional and
education needs (three in the 1980s, two in the 1990s and one recently).
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Four studies examined the competencies required by senior healthcare
managers. Among them, two tested and developed a competency
assessment model/tool for healthcare managers. The other four studies
examined the leadership and other management issues of senior healthcare
managers. Among these fourteen studies, apart from the focus detailed
above, four studies also examined the characteristics of senior healthcare
managers such as age, sex, education, and employment background,
and/or leadership. One of these, examined the similarity and differences of
the roles and personality traits between the CEOs from the healthcare
sector and other industries. More details can also be found in Table 3.2.
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Harris et al

Australia

of

network

focus
of

and 281

careers

1998

of

on
a

the

senior

what

and
advance

prospects

to

and

middle

health

of

with

of

these

career

a

Health

professional respondent rate of 30.7% (n=135).

(HZIHM)

Institute

of Executives (ACHSE) or the New

managers, Management

the

a Postal questionnaire survey

and Australian College of Health Service

educational programs can do

service

health

with

in

audiotaped for transcription.

workplace

1992- managers, who are members of the Postal questionnaire survey

subset

roles

(between

hospitals

executives

nurse respondent rate of 52.3% (n=147)

Australian and New Zealand Zealand

1998)

change

nursing

development Queensland

roles

senior

on

beds or more) within the network

To examine the impact of 443

executives

needs

professional

To

seven Semi-structured interview.
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and

healthcare Interviews were contacted at the

from

How was the study conducted?

networks and hospitals (with 500 participants’

metro.

administrators

Who did the study target?

and Victorian

Leadership 15

hospital administrators

practice

focus

Zealand

New

et al

2002

&

Courtney

Australia

2003

To

on

Farrell, M.

Australia

What was the focus of the
study?

Author(s)

Detailed methodological summary of 14 most relevant studies since 1990

& Year

Country

Table 3.2

1988

Australia

SHAPE

Lawson, J

Australia

1989

Bleakley

1991
Health

participating

the survey. A reminder notice was

Professional mailed to samples within fourteen

in

between

senior
1983

of

executives

needs

Professional
senior

by the health authorities from the

health names and address were provided (n=312)

development Senior health executives whose Postal

(n=100)

health health services. Response rate 33% (training

and 1988 and training needs

managers

NSW

The personal experiences of Senior health executives from NSW Postal

rate of 65% (n=392).
survey

76

survey

participants)

questionnaire

program

questionnaire

Development Program respondent days of forwarding questionnaires.

Continuing

ACHSE

Stage two targeted 471 members of Stage two mailed questionnaire

to generate a list of competencies.

of health service managers in South with thirty health service managers

the Stage one targeted thirty practising Stage one: focus groups were held
Service Australia.

Managers in the 1990s

Australian

required

examine

competencies

& To

Harris

Australia

managers.

Kazanjian

& Pagliccia

1993

Rawson, G

Canada

1986

Australia

and Senior health executives (53% were Postal

rate

the

one:

two:

was

1982

rate

two:

1982

healthcare

identified

eligible

identified questionnaire were mailed to them

responding organisations. Survey

managers were identified from 391

51.4% Stage

were

761

survey

organisations
61% (n=1203).

randomly

selected
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sample of 468 among the 1982

to

were of survey questionnaire was also
targeted with a respondent rate of mailed

responding

healthcare managers from the 391 Stage three: an additional section

Stage

(n=391).

competencies required for

future managerial roles.

respondent

healthcare managers and

identified organisations

eligible Stage

seeking their corporation, and the seeking their participation

were

761

employment experiences of

one:

organisations

Stage

56%

Clinical Services). Response rate:

Departments and Department of

from Federal and State Health

and DON, and the rest of 47% were

questionnaire

characteristics and

The demographic

health managers

educational needs of senior from hospitals including CEO, DMS (n=506)

Characteristics

89%

and

Response

Territory

Commonwealth.

State,

Griffith

et al

2002

Guo, K.L.

USA

2003

USA

and

strengths

to

large

not-for-profit

acute telephone survey.

conducted

through

and healthcare organisation in the USA Stage one: were asked to identify

identify from

was

healthcare

and individual whose performances in

executives’ Development Institute (HRDI); and the event could be evaluated.

Research

identified

strategic

skills

were university graduate programs.

list

of

teachable
skills provided.
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technical, interpersonal, strategic

extensive

skills to manage the event from an

skills, interpersonal skills and nominated by three well-regarded asked to identify relative important

priority important technical also 15 high potential graduates Stage two: respondents were then

of

executives. As a result, a list Healthcare

performance of healthcare who were active members of the a special event and a specific

competencies

method

To pilot tested an alternative 31 Chief Executive Officers (CEO) Study

market and organisation.

interview was conducted

in all areas as demanded by

semi-structured

Stage

and promoting competence

two:

(1973)

developing deficient areas

weakness,

on the framework of Mintsberg’s

managers were developed based

to

managers
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3.1.2 What was the target population of the study?
All of the fourteen studies selected senior health executives as their target
population. However, methods used to define the term ‘senior health
executives’ were unclear in most studies. A variety of positions had been
selected to represent senior health executive groups including hospital chief
executive officers, nursing executives and administrators. Therefore, a clear
definition or strategy to identify senior health executives within NSW Health
was required for this study. This will be discussed in detail later in the
chapter.

3.1.3 How was the study conducted?
Postal questionnaire surveys were the most commonly used research
method, in eleven out of the fourteen studies. Two face-to-face interviews
and one telephone interview were conducted in three studies to collect
qualitative data. Among them, one study also conducted used postal
questionnaire before conducting the interviews in order to collect
quantitative data and relevant information for the interview preparation.

Studying the fourteen studies identified, research on senior health managers
had been very broad given the complexity of this management level.
Although low response rates has been an issue of concern, postal
questionnaires remained the most commonly used method for gathering
quantitative data among the above 14 studies.
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3.1.4 Limitation of the methods used
Postal questionnaire survey was the most commonly used research method
for gathering both quantitative and qualitative data and was adopted by ten
out of the fourteen studies. The sample sizes ranged from 47 to 1,989
depending on the intended geographical and managerial level coverage.
However, a number of limitations of using postal questionnaires to gather
data on participants’ roles and competencies were identified.

Guo (2001) argued that the existing models were insufficient to portray
managerial roles for the existing healthcare environment. In her study, a
new model describing the most essential roles of senior-level managers
under a stressful, uncertain and complex environment was developed by
combining several models that had been identified from the literature.
However, she acknowledged that the new model, focussing solely on the
perceptions of the skills and roles required by senior-level managers, not
only lacked independent evidence of reliability and validity, but also needed
to be tested further with larger samples. It placed a heavy burden on
respondents to identify the ‘relative priority of each competency and skill’
from a long list (Griffith et al, 2002). The model relied on a predetermined list
of competencies and skills that were excessively general. The items on the
list were not mutually exclusive (Griffith et al, 2002).

Gomm (2004) confirmed that assessing competencies, including knowledge,
skills and attitudes, for senior-level managers is complex and previous
studies had not addressed this challenge effectively. However, it was
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important to design a questionnaire that was simple and pleasant for people
to use (Gomm, 2004).

Previous studies using postal questionnaires had to accept the limitation of
low response rates. The rates from the previous ten studies ranged from
31% to 65% with an average of 48%. Dalston & Bishop (1995) did not
mention the response rate. Harris & Bleakley’s (1991) study achieved the
best rate (65%) by the adoption of a strategy of sending reminder notices to
the sample population within 14 days of the first questionnaire. They claimed
that the reminder notice had increased the response rate by 20%.

3.1.5 Definition of senior health executive applied to previous studies
Professor Jim Lawson, from the University of New South Wales
distinguishes senior managers from middle managers as ‘those managers
who occupy leadership positions and have responsibilities for strategic
planning and the overall conduct of organisations as distinct from equally
important but more confined role of middle managers who are concerned
with the day to day running of an organisation’ (Lawson, 1990).

Although a number of studies on the senior health executive workforce have
been conducted, definitions were never clearly stated and no explanations
were provided as to what criteria were applied to the selection process and
what differentiated the management levels in the healthcare sector. Very
commonly, administrators in health authorities and hospital Chief Executive
Officers (CEO’s) were selected to present the senior health executive group,
as in the studies conducted by SHAPE (1989) and Rawson (1986) in
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Australia, Dalston and Bishop (1985) and Guo (2003) in the USA, and
Kanzanjian and Pagliccia (1993) in Canada.

Different methods were used to select senior health executives in the
SHAPE (1989), Kazanjian & Pagliccia (1993) and Harris et al s’ (1998)
studies. The SHAPE (1989) study selected general, medical and nursing
administrators from health authorities, hospitals and community services to
represent senior health managers in Australia. In contrast, Kazanjian &
Pagliccia’s large-scale study (1993) asked eligible organisations to identify
appropriate personnel as their target population, but did not provide
definitions or explanation on what criterion applied to the selection process
and what really differentiated levels of management. However, based on the
position title disclosed in the study, high-level managers seemed to be those
who were in the positions of Director, Administrator, CEO/President, VicePresident. Harris et al (1998) used a different approach by selecting
members of the Australian College of Health Service Executives and the
New Zealand College of Health Service Executives as their target
population.

A number of other criteria were suggested by Rawson (1986) including
theuse of salary level and the number of hospital beds to identify senior
health executives. To resolve the difficulties encountered in defining senior
health executives, his initial decision was to use an annual salary base of
$40,000 or above to define senior level. However, this method was limited
because it would exclude many nursing executives from the research as
they were received lower pay and it would also discriminate against senior
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health managers from other States and Territories as their salary base was
lower than NSW. Therefore, senior health managers were limited to Chief
Executive Officers, Directors of Medical Services and Directors of Nursing
from the Department of Health and from all hospitals of two hundreds beds
or more.

Using salary as a selection criterion for identifying senior health executives
was illogical for the current study because salaries changed over the tenyear study period. In addition, senior health executives in the public health
sector were paid either within the remuneration package range or outside
the remuneration package range, which could be negotiated and based on
their qualifications and experiences with annual allowances. Moreover,
bonuses were also directly linked to their performance and achievements
against the organisational objectives (Premier’s Department, 2002). In fact,
apart from Rawson’s study (1986) where salary was used as one of the
selection criteria, no other relevant studies conducted recently have been
identified using salary as part of the selection criteria. Therefore, another
method/criterion has been used to define senior health executive for this
study which will be discussed later in this Chapter.

3.2 Guides from the methodological literature
“Although the basic logic of scientific methodology is the same in all
fields, its specific techniques and approaches will vary, depending
upon the subject matter” (Festinger & Katz, 1966 p vi).
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Kumar (2005) supported Festinger & Katz ‘s view stating that although
research methodology has been applied in several ways in many academic
disciplines by people committed to a variety of research paradigms, their
broad approach to inquiry is similar (Kumar, 2005). Based on this belief and
his extensive understanding of methods in research, he detailed a research
process, which has guided the development and completion of this study.
This process consists of the following eight steps: formulating a research
problem →conceptualising a research design →constructing an instrument
for data collection →selecting a sample →writing a research proposal
→collecting data →processing data →writing a research report. During the
study, each step is planned, implemented and monitored aiming to achieve
ongoing improvement in research practice and the most reliable and valid
outcome. These are the strategies used to develop my capacity as a
systematic and competent researcher.

3.2.1 Study design and approaches
It is common practice to classify research into two broad types, qualitative or
quantitative (Axford et al, 1999; Blaikie, 2000; Marshall & Rossman, 2006).
Kumar (2005) classified research from three further perspectives:
application, objectives and inquiry mode. The third perspective, ‘inquiry
mode’, involves a process in research where two approaches are used to
conduct an inquiry: the structured approach (quantitative research) and
unstructured approach (qualitative research). He acknowledges that
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qualitative

and

quantitative

research

methodologies

have

different

philosophies.
“Quantitative and qualitative research methodologies differ in the
philosophy that underpins their mode of inquiry as well as, to some
extent, in methods, models and procedures used. Though the
research process is broadly the same in both, quantitative and
qualitative research are differentiated in terms of the methods of data
collection, the procedures adopted for data processing and analysis,
and the style of communication of the findings.” (Kumar, 2005 p. 17)

Considering the contributions made by a number of authors into health
services research such as Chinn & Kramer (1991), Horn & Munafo (1997),
Axford et al. (1999) further stated that research has also been classified into
four types according to their contribution to knowledge. This classification
scheme is sequential allowing health care professionals to predict and
control the outcomes of various actions or interventions, starting with
description, explanation, prediction and control. Similarly, Marshall and
Rossman (2006) divided the purpose of a research into four key areas:
exploratory, explanatory, descriptive and emancipatory.
“Quantitative research, by definition, deals with quantities and
relationships between attributes; it involves the collection and analysis
of highly structured data in the positivist tradition. Quantitative
research is appropriate in situations in which there is pre-existing
knowledge, which will permit the use of standardised data collection
methods, and in which it is aimed to document prevalence or test
hypotheses.” (Bowling, 1999 p. 173).
87

Quantitative approaches are concerned with finding out how many, or how
much and describing a phenomenon in terms that can be counted or
statistically expressed (Cohen, Manion & Morrison, 2000; Blaikie 2000).

Conversely, qualitative approaches are concerned with describing the
nature of the answers: the who, which, what, when and more
characteristically, the ‘why’ questions (Blaikie 2000). Brown & Sullivan
(1999) further explained that “qualitative research arose from the need to
answer questions about human experiences that could not be accessed
through numerical analysis.” (p.589).

The richness and diversity of overall design strategies in qualitative research
are evidenced in the literature. Kumar (2005) provided a comprehensive
coverage of various design applied to qualitative research summarised in
Table 3.3.
Table 3.3

Study designs for qualitative research

Classification
base
Number
Contacts

Study designs

of 1. Cross-sectional study design

Adopted by
this study
√

2. Before-and-after study design
3. Longitudinal study design

Reference
Period

1. The retrospective study design

√

2. The prospective study design
3. The retrospective-prospective study
design

Nature of the
investigation

1. The experimental study design
2. The non-experimental study design

√

3. The quasi or semi-experimental study
design
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1. Action research
Unclassified
but commonly 2. Feminist research
used
3. The
cross-over
experimental design

comparative

4. The replicated cross-sectional design
5. Panel studies
6. Case studies

√

However, Cohen et al (2000) point out that the distinction between different
approaches is somewhat simplistic and there is much overlap between
them. However, what is important to remember is that they can also be used
very effectively in combination. Denzin and Lincoln (1994) also express
similar views that one of the principal advantages of using a multi-method
research approach is to enhance the trustworthiness or validity of the data
via the process of methodological triangulation. Exclusive reliance on one
method may bias or distort the picture of reality under investigation. Multiple
approaches have been carefully considered and adopted in the current
study using both qualitative and quantitative methods.

Blaikie (2000) also suggests that there are two important steps in the early
stages of the research design. One is to stand back and evaluate it;; another
is to make an explicit assessment of the particular strengths and
weaknesses of the research design. These two steps have been followed
during the study. Possible difficulties have been assessed regularly during
the study and a number of potential difficulties and problems that affected
the conduct of the research have been identified and addressed.
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As the study covered a 10-year period and comprehensive records may not
be available publicly, the major problem anticipated was the complete
identification of the target population. Secondly, the contact details of the
target population may not be available because some of them may have
already left NSW Health and their details may no longer available publicly
such as on websites, in annual reports, or telephone books. Thirdly, was the
response rate for the postal questionnaire survey. Lastly, was the
accessibility to some Government documents, which may not be available
from public internet websites, requiring intranet access.

Strategies were developed to address the above problems and to minimise
their negative impacts on the study. The strategies developed to identify the
target population and their contact details will be discussed later in this
chapter.

3.2.2 Guides to qualitative methods
“In contemporary social science, the importance of inductive, or
probabilistic, as well as hypothetico-deductive logic is emphasised:
one does not necessarily begin with a theory and set out to test it, but
one can begin with a topic and allow what is relevant to that topic to
emerge from analysis. This is known as grounded theory.” (Bowling,
1999 p.109)

Grounded theory was developed by Glaser and Strauss (1967) attempting
to shift researchers from heavily theory-directed investigation by presenting
a process whereby all researchers could generate, at minimum, theoretical
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propositions from the collected data (Grbich, 1999). Bowling (1999) further
explained how grounded theory applied to sociology and social research. “In
sociology, there is often an interplay between qualitative research
observations and the development and refinement of the hypothesis, and
consequently the categories to be used in the analysis. The categories for
coding the data are often developed during and after the data collection
phases, and this is therefore an inductive approach.” (p.311)

Grbich (1999) detailed the systematic format characteristic by rigorous and
well-defined stages developed by Anselm Strauss for applying grounded
theory to qualitative research. The step-by-step format consisting of the
following nine steps have provided a useful guide for the development,
implementation and completion of the qualitative phase of the current study;
locating a topic → asking critical questions → theoretical sampling → open
coding → theoretical memos → axial coding → Sslective coding →
integration → formal theory (Grbich, 1999).

3.2.3

Data Sources and Collection

“Before decisions can be made about how to collect the data required
to answer research questions, consideration needs to be given to the
kind of data to be collected, where they will come from, and how they
will be selected.” (Blaikie 2000: 183).

There is a vast of literature that deals with how to determine an appropriate
method, or methods for data collection based on the research questions or
objectives (Blaikie, 2000, De Vaus, 1995, Smaling, 1994). Smaling (1994)
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highlighted that the approach to answering the questions depends on the
types of questions being investigated, the context of the research, the
expertise and personality of the researcher, the time and budget, the
availability of the equipment and the expectations of the funding bodies. All
of the above factors have been taken into consideration in this study. In
addition, the selection of the research methods has been guided by the
research questions.

3.2.3.1

Types of data

Among the six questions to be answered by this study, some clearly require
quantitative data, such as senior health executives’ characteristics,
educational background and employment history and their major tasks.
Some questions would be more appropriate and meaningful if they could be
described by the participants and recorded orally., These include: their
personal experiences of the major structural reforms in NSW Health public
sector; essential competencies for each major task to perform, obstacles
and difficulties that they experienced on the job; and possible solutions to
minimise the impact of the obstacles and difficulties experienced. These
clearly required qualitative approaches. Therefore, more than one method
was appropriate for the current study to gather both quantitative and
qualitative data.
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3.2.3.2

Data sources

“All social research adopts a position with regard to the timing of the
data collection. In fact, some researchers regard time as the critical
defining characteristics of all types of research designs.” (Blaikie
2000: 228)
Blaikie (2000) and Kumar (2005) explained the two types of information that
can gathered about situations, people, problems or phenomena. Some
information may already be available and may only need to be extracted
(secondary sources) and some information must be collected (primary
sources). Examples of secondary sources were census data, hospital
records/medical records, data from publications such as journal articles,
books and periodicals (Kumar, 2005).

Primary sources will allow the collection of both qualitative and quantitative
data (Kumar, 2005). Examples for collecting quantitative data are
randomised experiments, quasi-experiments, paper and pencil ‘objective’
tests, and sample surveys. In contrast, qualitative methods include
ethnography, case studies, in-depth interviews and participant observation”
(Cook and Reichardt, 1979).
This study is retrospective, as it examines the impact of health reforms on
the senior health executives who occupied their positions within NSW Health
between the years of 1990 and 1999. Blaikie (2000) confirms that in
historical studies, data normally come from written records of some kind, or
from other traces of past social activity. Data to be collected for the current
study to answer the research questions came from two sources. One was
from written documents mainly published by NSW Health or information
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posted on the NSW Government official websites: such as position
descriptions, annual reports, and industry award. Another source of data
was generated from the study participants themselves through two methods:
survey questionnaires and telephone interviews. More details of these two
sources of information and data will be discussed later in this chapter and
are presented in Figure 3.1.

3.2.3.3

Quantitative data collection

The most widely used quantitative data collection technique is by
questionnaire (De Vaus, 1985). Its benefits of relatively simple design and
its low costs are well acknowledged by Daly et al (1997):
"The overwhelming advantage of using simple questionnaire surveys
as a means of gathering information, opinions, attitudes, health
status, and so on lies in the method’s ability to do so in a cost-efficient
and timely manner.” (Blaikie 2000: p89)

Both the advantages and disadvantages of self-administered questionnaires
have been acknowledged by Blaikie (2000), De Vaus (1995), Oppenheim
(1992), Groves and Kahn (1979), and Smith (1991). It was suggested that a
questionnaire had to be prepared in such a way that respondents could
complete them without any assistance other than built-in and/or separate
written instructions (Blaikie, 2000). De Vaus (1999) suggests that good
questions are characterised by a number of characteristics to stress the
following important features: discrimination (identifying differences and
variation), response rate, same meaning for all respondents and relevance.
Bowling (1999) further reinforced that the structured questionnaire should
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allow researchers and respondents to share the same theoretical frame of
reference and interpret the words, phrases and concepts used in the same
way. Designing a questionnaire is a process needing of extreme care,
emphasising simplicity and a number of basic rules of questionnaire design:

Table 3.4

Rules applied to designing the questionnaire for the
current study

Basic rules for questionnaire design (in Bowling,
1999)
Planning

Application to
this study
√

Piloting

√

Questionnaire Layout: clear, professional, use of lower √
key letters, space for verbatim comments, proper
numbering and topic ordering
Covering letter

√

Appropriate question form, order and wording

√

Selection of appropriate formats of different types of √
questions
Proper use of scores

√

Constructing additional items and scales (when no √
existing scales are appropriate)

In addition, special attention must be paid to the precise wording of the
question, especially, as suggested by De Vaus (1999), double barrelled
questions, long questions, complex words, vague or ambiguous words,
leading questions, double negatives, response sets, dangling alternatives,
and the absolute, all inclusive or exclusive words. A number of principles
have also been applied to this study in developing response categories as
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detailed by De Vaus (1999). During the initial review and pilot testing for the
current study, particular attentions have been paid to checking whether the
questionnaire developed reflected the following seven principles and
avoided the use of inappropriate wording.

Table 3.5

Principles applied in developing response categories for
the questionnaire for the current study

Principles in developing response categories for

Application to

questionnaire (in De Vaus, 1999)

this study

Exhaustiveness (sufficient range of responses to cover all √
respondents)
Exclusiveness (alternative response should be mutually √
exclusive)
Maximising variance

√

Balancing categories

√

Do not assumer knowledge

√

Avoid too much precision

√

Provide a frame of reference

√

3.2.3.4

In-depth interview

In-depth interviews are a common way of collecting qualitative data,
especially when a study focuses on individuals’ lived experiences (Marshall
& Rossman, 2006).
“In-depth interviews generate subjective, and highly rich and complex
responses from each informant. The boundaries of the research
questions are to a greater extent defined by the informants
themselves and the researcher learns the relevance of this material
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only after having heard it and making sense of it retrospectively.”
(Minichiello et al. 1999 p397)

When considering the advantages of in-depth interviews, Daly et al (1997)
explained that each in-depth interview can generate a large amount of rich
data which enables the development of a better understanding of the
motives/reasons behind peoples’ actions, what people believe, and what
they do. Furthermore, the data generated from interviews can provide
explanations on the differences between groups. Daly et al (1997) further
reinforce that one of the indicators for conducting in-depth interviews is that
the research should have the potential to contribute to public health by
adding to our knowledge or testing knowledge, which was uncertain.

Re-examining the research questions, three topics had not been studied
previously. They included: i) the competencies essential for senior health
executives to perform each of the major tasks; ii) possible solutions for the
obstacles and difficulties encountered by senior health executives; and iii)
senior health executives’ personal experiences on NSW Health structural
reforms (introduction of area health management model, senior executive
service, and performance agreements) since 1986 and their perceptions of
the pace of the reform process. Therefore, in-depth interviews would provide
a better opportunity for senior health executives to share what they had
experienced, and what they thought was important at their own tempo.

In-depth

interviewing

encourages

respondents

to

talk

freely

and

spontaneously about their feelings, experiences, attitudes and behaviour
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guided by only a simple checklist of topics to cover (Bowling, 1999). In-depth
interviews are mainly directed by informants with only minor interferences
from the interviewer (Minichiello et al, 1999). The art of interviewing as
suggested by Minichiello et al (1999) and Bowling (1999) has been followed
in this study in preparing the interviewer for conducting the interviews and
during the interview process.

3.2.3.5

Other factors to consider

Daly et al (1997) points out that one of the practical principles for conducting
research is the feasibility of design with the available resources (Daly et al,
1997, p28). Stacey (1969) agrees that interview data should be collected
within the shortest time possible, as a considerable lag between the first and
last interviews might affect the results. Bearing this in mind, all interviews
were conducted within three weeks, in May – June 2005.

3.2.3

Methodological Rigour

The assessment of research quality such as reliability and validity varies
frequently between researchers. However, it is believed by numerous
authors that rigour can be achieved in both quantitative and qualitative
studies through the process of systematic research design, data collection,
interpretation and communication (Lincoln & Guba, 1985; Patton, 1990;
Bowling, 1999; Kumar, 2005). The quality of the quantitative approach
focuses on internal validity and generalisability, while the qualitative
approach is concerned with credibility, dependability, confirmability and
transferability (Lincoln & Guba, 1985; Patton, 1990; Hamberg et al, 1994).
The following two tables (Table 3.6 and Table 3.7) detail the strategies
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applied to maximise the rigour of both of the quantitative and qualitative
aspects of the current study which have been guided by Kumar (1999), and
Mays and Pope (1996).

Table 3.6

Strategies used to maximise the rigour of the postal
questionnaire survey
Strategies used

Face

The logic between the questions and the objective of the

validity

study has been constantly tested to ensure each question
had a logic link with an objective.

Content

The questions developed in the questionnaire covered all the

validity

issues to be measured and identified as planned.

Concurrent

Majority of the questions in the questionnaire were replicated

validity

from two major studies with recognized value

Predictive

All questions were tested and examined for its ability in

validity

leading a conclusion or clear result to a planned objective and
outcome

Reliability

Majority of the questions developed in the questionnaire were
replicated from two previous studies, and its reliability was
also tested during the initial review and pilot testing.
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Table 3.7

Strategies used to maximize the rigour of the qualitative
aspects of this study
Recommended Strategies
Applied to this study

To
ensure
the
theoretical The theoretical framework developed
framework of the study and the and methods used for the current study
methods used are explicit
were guided by both the most relevant
past studies and methodological
literature including qualitative interview,
content analysis and the interactive
model of qualitative data analysis. (for
details refer to Chapter 3, 3.3)
The context of
clearly described.

the

research In Chapters 1 and 2

The sampling strategy is clearly In Chapter 3
described and justified
The sample includes a diverse
range of individuals and settings,
if appropriate, in order to enhance
the
generalisability
of
the
analysis?

Within the target group, samples were
selected from each of the positions
covered to ensure different opinions
were gathered. However, the aim was
not to generalise there rsults, but to
gain insight and individual opinions.

The fieldwork clearly described in In Chapter 3
detail
The procedures for analysis were In Chapter 3
clearly described and justified.
The research material and the All materials were kept by the
procedure for its analysis were researcher and available for inspection
available to be inspected by an
independent investigator
Triangulated methods were used Triangulated methods were used to
to test the validity of the data and gather data to address the research
analysis
questions. Some of the data and key
findings generated from the documents
analysis and postal questionnaire were
probed by the telephone interviews.
The analyses repeated by another The analyses were carefully examined
researcher to test the reliability of by both supervisors
the data and analysis?
There were enough of the raw Detailed transcript and coding materials
data (eg. transcripts of interviews) were kept and extensive participant
presented in a systematic fashion quotes used throughout.
to convince the reader that the
interpretation of the investigator
was based on the evidence and is
not impressionistic?
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Specific strategies used to maximise the study quality will be elaborated in
the following sections addressing the qualitative and quantitative approach
used.

3.3 Brief summary of this study design and methods
used
The aim of this study is to examine the impact of health reforms on senior
health executives in terms of their roles and responsibilities in the NSW
Health public sector between 1990 and 1999. It includes describing the
characteristics of the targeted senior health executives, exploring their
personal experiences of the major structural reforms in NSW Health,
identifying the major tasks to perform and key competencies required to
perform each of the major tasks and to disclose the obstacles and difficulties
they experienced. Given the complexity of the information required and the
limited information available from previous studies, this retrospective mixed
quantitative/qualitative study has adopted a research strategy that is indepth, flexible, context-based and relevant to the individuals and the
organisation being studied.

Triangulated methods were used to collect data to address the research
questions (Figure 3.1). Firstly, critical analysis of policy document and
relevant studies were carried out. Relevant policy documents included
publications and information from official Government websites, position
descriptions for senior health executive and the annual reports of the NSW
Public Health System.
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Secondly, a postal questionnaire survey was administered to those
employed as senior health executives in the NSW Department of Health and
NSW Area Health Services between 1990 and 1999.

Thirdly, the questionnaires were followed by telephone interviews with a
purposive sample of the participants who registered their interests in
participating in the interview after completing their questionnaires. Consent
from interviewees was received prior the interviews. During the interview
(approximately one hour each), participants were asked to address the predetermined open-ended questions and given the opportunity to express
themselves freely and comment on the interview process and interview
questions.

102

Figure 3.1 Triangulated methods for the current study

Methods for data
collection

Secondary
Sources

1. Critical
analysis of 14
most relevant
studies

Primary
Sources

3. Qualitative Data

2. Documents

 Govt publications: annual
reports, reviews etc.

 Job descriptions
 Public information on NSW

Semi-Structure
Telephone
Interview

4. Quantitative Data
Postal Questionnaire
Survey

health website

Data analysis and strategies developed to address the methodological
rigour of this study will be discussed in the following section.

3.4 Sampling methods for the current study
3.4.1 Definition of senior health executives for this study
After the introduction of the SES, NSW Health included the following
positions as senior health executives:

 Within Department of Health:
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Director General, Deputy Director General and Divisional
Directors or General Managers

 Within Area Health Services:
Chief Executive Officers;
Senior staff who reported directly to the Chief Executive Officers;
and Hospital managers
This definition brought the total number of senior health executive positionyears in NSW between 1990 and 1999 to 1,568 (refer to Table 3.8 below)

Table 3.8

Distribution of Senior Health Executives Positions in
NSW Health, 1990-1999
Position titles

of Director General (DG)

Dept.

To whom
Number of
they were
positions
accountable
per year
?
Minister

of 1

No. of
positionyears
between
1990-1999
10

Health

Health

Deputy DG; Divisional DG

5

50

16 - 33

213

80 - 165

1065

Directors or General
Managers
Area

Chief Executive Officer DG

Health

(CEO)

Services

General Manager

or

District

Divisional Director
Hospitals
(with
or

Managers or Executive CEO of Area 23

200 Directors
more

CEO

230

Health
Services

beds)
Total

1568
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3.4.2 The target population
It would have been ideal to include the whole target population (above) as
the study population. However, a number of issues needed to be considered
before finalising the study population.

Firstly, this doctoral research was limited by the available resources. No
additional funding was awarded to the study to allow a large-scale survey or
contract help in data collection. Secondly, after an attempt to identify all
senior health executives who occupied the above positions within the 10year period, significant difficulties were encountered. The names of senior
health executives from NSW Health and the chief executive officers of the
area health services could be easily identified from NSW Department of
Health Annual Reports. However, senior staff who reported directly to the
executive officers and senior hospital managers were not listed in either the
annual reports or other publications from the New South Wales Department
of Health. The public documents that may have contained their names (not
current addresses) were the annual reports from individual area health
services between 1990 and 1999. However, there was no central location
for accessing these reports, and they were not available on the websites.
Some of these annual reports may have been available from the individual
Area Health Services. The resources required to identify all of them were
beyond the scope of this study.

Thirdly, and more importantly, the majority of the senior health executives
had probably already left their positions in the Area Health Services or the

105

NSW Department of Health. Obtaining their current contacts would have
been an impossible task.

In view of the above limitations, other factors were taken into account in
deciding the final study population. When considering their accountability,
according to Table 3.8, senior health executives can be divided into three
levels:


Level one: Director General who reports directly to the Minister of
Health;



Level two: Deputy Director General and Divisional Directors at the
Department of Health and Chief Executive Officers of Area
Health Service who report

to the Minister of Health

through the Director General


Level three: Divisional Directors of Area Health Services and hospital
managers who report to the Chief Executive Officers of
Area Health Services.

In consideration of the reporting structure between the senior health
executives, and the limitations of time and resources, this study only
included those who reported directly to the Minister of Health and/or the
Director General of Health. The exclusion of the positions of senior staff who
reported directly to chief executive officers and the exclusion of hospital
managers reduced the targeted position-years to 273 during the ten-year
period. The majority of the senior health executives stayed in their positions
for more than one year, thus the number of senior executives in the above
positions during the study period produced a study population of 79 persons.
106

After excluding those who were deceased or who were ‘acting’ in the
position for less than a year, the sampling frame for the study was reduced
to 71.

The challenge of making contact with the 71 senior health executives was
that the majority of them either were no longer in their most senior positions
held between the period of 1990 and 1999, or had left NSW Health. The
strategies applied to resolve these problems were as follows:


Searches of the Department of Health and Area Health Services
websites and Annual Report for 2004 for those senior health
executives who remained in a senior position in the Department;



Searches of the Hospital and Health Services Year Book, 2004 for
those who may have been employed as managers of hospitals and
whose names may be listed



Searches

of

Government

and

non-government

organisation

websites, Google and the White Pages.


Names of those senior health executives whose contact details were
not publicly available were supplied to the Australian College of
Health Service Executives to confirm whether they were a fellow,
member or friend of the College.

Sixty out of 71 senior health executives (85%) were contactable. The
contact details of 36 senior health executives were publicly available and the
other 24 were fellows or members of the Australian College of Senior Health
Executives. Some of the information such as name, sex, number of years at
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levels one or two of the senior executive service was also collected from the
Department of Health’s Annual Reports from 1990 to 1999 (see Table 3.9).

Table 3.9:

Distribution of Study Population
Department of Health

Years
as SHE

Director
General
Mal Female

Directors

Area
Health
Service
Total
CEO’s

Male

Female

Male

Female

No %

e
=< 1yr

0

0

4

1

7

3

15

19%

>1-2 yrs

1

0

4

0

16

6

27

34%

>2-3 yrs

0

0

3

2

9

3

17

22%

>3-5 yrs

2

0

0

0

6

0

8

10%

>5 yrs

0

0

1

0

9

2

12

15%

3.33

0

2.25

2.33

3.38

2.5

79

100%

Average
in years

From the above table, the study population was 79 covering the period of
1990-1999, including 17 female executives and 62 male executives.

3.5 Scientific document review and analysis
The purpose of the scientific document review and analysis was to gather
data and information , which were already publicly available and relevant to
the research questions. These were Government documents published by
NSW Health or information posted on the NSW Government official website
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such as position descriptions, annual reports and industry awards.
Strategies developed in accessing the Government documents which may
not be available from publicly accessible websites, intranet access was
required.
 Apart from using the Griffith University library and its online resources
and access,

a significant time was spent visiting the NSW State

library and the library at ACHSE accessing available Government
documents and seeking valuable assistance from their librarians
 Support was available from ACHSE who had been granted access to
NSW Health documents through their intranet service to assess
valuable Government documents such as job descriptions and
reviews reports
 A number of valuable resources were accessed through inter-library
loans

3.6 Postal questionnaire survey
The purpose of the structured questionnaire was to gather information on
the characteristics, employment status and background influences of the
senior health executives and to identify the tasks on which the executives
spent the majority of their working hours. Some of the findings guided the
development of the interview questions. The structured questionnaire was
based on the questionnaires developed by the Rawson (1986), Harris et al
(1998) and Hart (1993) studies, and included the following variables:


Sex



Age



Family situation
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*



Background influences *



Senior executive level



Senior executive position held at the Department of Health



Qualification possessed and any qualification working toward



Tenure in the senior executive position during the study period



Current employment with NSW health



Reasons for leaving the position



Satisfaction with different aspects of the work

Background influences referred to those factors that influenced the
managerial development, knowledge, attitudes and skills, which had
contributed most to managerial success and operational skills and
methods deemed to be of day-to-day importance (Rawson, 1986).

The questions of sex, age, family situation and background influences,
qualification processed and the qualification working toward were replicated
from Rawson’s study (1986). The questions on senior health executives’
satisfaction with different aspects of their work were replicated from Harris et
al’s study (1998).

The question on the reason senior health executives left NSW Health was
guided by what was identified in Hart’s study (1993) investigating the
reasons for chief executive officer turnover in Rural Northwest Hospitals in
the USA. Participants were asked to indicate the nature of the departure
from NSW Health including the choices of voluntary separation, involuntary
termination and retirement. Participants were further asked to select from a
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list of 12 reasons for leaving the position voluntarily without limiting how
many reasons they could select. The answer also provided an option for
participants to specify any other reasons had not been provided in the list.

To answer the research questions for the current study and to guide the
development of telephone interview questions, a number of questions were
also developed and incorporated in the survey questionnaire. Firstly, as the
Senior Executive Service had been introduced to the NSW Public System in
1990 without substantial changes until time of the study, Senior Executive
Level was an appropriate tool to apply to the current study in identifying the
seniority of the study population. The senior executive level was adopted
from the NSW Government Senior Executive Service (NSW DOH, 2004).

As no previous study had been conducted to examine the details of what
senior health executives do, a list of 15 key tasks for senior health
executives was developed. The list was compiled from task lists from the
Australian Bureau of Statistics for senior health managers and from the
NSW Department of Health (2004) for chief executive officers and modified
for the current study. Participants were asked to select five out of the 15 key
tasks on which they spent the majority of their working hours. The question
identifying their senior employment with NSW Health was guided by the
senior health executive positions developed by NSW Health as discussed
above.

The questions of sex, age, family situations and senior executive level were
forced-choice questions where the number of answers was provided for
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participants. Likert Scales 1 to 5 representing very dissatisfied to very
satisfied were applied to the forced-choice question of participants’
satisfaction of different aspects of their work. For the question examining
background influences, participants were asked to select the six background
influences most relevant to their managerial career from a list of 18. They
were also given the opportunity to specify other background influences that
were important to them which were not listed.

The survey packages were sent to potential participants containing the
following information:

 A letter from the research team explaining the purpose and relevant
details of the study and seeking their participation (Appendix 3.1)

 A letter from the Australian College of Health Service Executives
signed

by

their

National

Director

encouraging

the

intended

participants to collaborate with the study

 The questionnaire (Appendix 3.2)
 A ‘willingness form’ to express their interests in participating in the
next stage of the study – an interview (Appendix 3.3)

 Two stamped addressed envelopes allowing participants to post the
completed questionnaire and ‘willingness form’ back to the research
team separately.

3.6.1

Data Analysis

The completed questionnaires were coded, tabulated and analysed. Data
from the classificatory items and clear-cut measures of fact (sex, age, senior
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executive level and the most senior positions held, family situation, tenure,
qualification possessed and qualification working toward) were manually
entered into a database and analysed with the SPSS 12 statistical package.
Descriptive statistics were compiled for all the data and chi-square tests with
a 5% level of significance were conducted to check that associations did not
arise because of sampling error when such tests were deemed to be
appropriate.

For questions on background influences and the major tasks performed, the
results were analysed using SPSS 12 sub-program Multiple Response to
identify the number of respondents who chose a particular item within their
first six preferences for background influences and the five major tasks.
Details of the questionnaire including response format and statistical
procedures performed can be found in Table 3.10.
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6

5

4

3

2

1

Response Format

[2 response categories]
[2 response categories]

including 5 responses]

[5 response categories]

boxes in the right column.

your working hours in the above position by ticking the [15 tasks, including others]

Please select five tasks on which you spent the majority of Closed, multi-choice

of 1990-1999

How long were you in the above position within the period Closed, multi-choice

Employment and Management Act 1988).

classified at the time (according to the NSW Public Sector [5 response categories]

Please indicate the highest level your position was Closed, multi-choice

held?

1990 and 1999, what was the most senior position you [2 main response categories

When you were working for Department of Health between Closed, multi-choice

between 1990 and 1999 (inclusive)?

Were you employed by the NSW Department of Health Closed, multi-choice

Health?

Are you currently employed by the NSW Department of Closed, multi-choice

Questionnaire Item

Summary of questionnaire item format and statistical procedures performed

Part One: Employment

No

Table 3.10
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Frequency distribution

Frequency distribution

Frequency distribution

Frequency distribution

Frequency distribution

Frequency distribution

Statistical Procedure

10

9

8

7

[3 response categories]

one choice is allowed

[12 response categories]

from the above position.

[3 response categories]

Please indicate the situation of your involuntary termination Closed, multi-choice

above position voluntarily.

Please indicate the reason(s) that you resigned from the Closed, multi-choice

reason.
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Frequency distribution

Frequency distribution

If you left the position during the period, please indicate the Closed, multi-choice, only Frequency distribution

7.5 The security the job provided:

7.4 The quality of the supervision and support you received

7.3 Your level of pay

4=satisfied, 5=very satisfied

7.2 Your relationships with Board of Directors:

3=average,

2=dissatisfied,

7.1 The work itself

dissatisfied,

1=very

each of the following:

were with the following aspects of your job. Circle 1 to 5 for each of the questions

In the above position, please indicate how satisfied you Closed, 1 to 5 Likert scale to Ranked analysis

response

categories,

order of priority, number one (1) being the most important.

Please indicate your highest qualification possessed when Closed, multi-choice

14

15

What was your age when you were in the above position?

13

discipline

ended

for

specifying

Were you actively working toward any qualifications while Closed, multi-choice

medicine)

open

categories,
others],

response

discipline (eg. Accounting, health administration, nursing, including

you commenced the above position and specify the [7

distribution

[6 response categories]

frequency
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Frequency distribution

Frequency distribution

Grouped

Frequency distribution

Ranked analysis

Closed, multi-choice

[2 response categories]

What is your gender?

12

Closed, multi-choice

within the six choices

important, 6= least important

applied being 1=the most

manager? Please rank six of them in the boxes below in including others], 1-6 scale

background influences on your development as a senior [19

What was the relative importance of the following Closed, multi-choice

Background influences

Part Three: Personal Information

11

Part Two:

17

16

[7

the discipline
for

[5 response categories]

responsibilities for any children of school age or below?

[2 response categories]

During anytime in the above position did you have primary Closed, multi-choice

above position?

open

specifying

others],

What was your primary relationship when you were in the Closed, multi-choice

discipline

ended

including

categories,

Closed, multi-choice

If yes, please indicate the qualification and specify
response

[2 response categories]

you were in the above position?
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Frequency distribution

Frequency distribution

Frequency distribution

3.6.2 Maximising the response rate
As discussed earlier, the majority of studies using postal questionnaires as
their study method faced the challenges of low response rates from
participants. The following strategies were developed and implemented for
this study to encourage a better response rate.


The questionnaire was designed to be as simple and straightforward as
possible. In fact, the majority of the questions in the survey were
replicated from previous studies, which had been tested to be practical
and easy for participants to understand and complete.



A draft questionnaire was piloted with five senior health managers from
various positions and organisations who were not among the target
population. The purpose of the pilot was to find out whether the
questionnaire was easy to administer. The questionnaire was amended
based on the practical comments provided by the pilot participants



Support was sought and received from the Australian College of Health
Service Executives (ACHSE) who have an excellent reputation for their
contribution to the ongoing professional training and development
opportunities provided to senior health executives from various sectors
(Appendix 3.4)



Consultation meetings were held with senior staff from the ACHSE to
seek valuable input to the study



A letter detailing the purposes and highlighting the importance and
relevance of the study was sent to every potential study participant
together with the survey package. Both the National Director of the
ACHSE and the Head of the School of Public Health, Griffith University,
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signed the letter. In the letter, participants were assured of the ethical
and professional practice to be applied to the study and the protection
of participants’ privacy and confidentiality

A reminder letter was sent to all potential participants two weeks after the
initial survey package was sent out to encourage their participation in the
study.

3.6.3 Piloting the Survey Questionnaire
The credibility of the data obtained from the self-administered questionnaire
depended on a correct interpretation of the questions being posed. Ambiguity
would compromise the validity of the data. An initial review of the
questionnaire was conducted by three professionals. One was a current
senior health manager who was also a former senior health executive of NSW
health

and one academic sociologist, and one academic sociologist and

manager. To further identify and eliminate ambiguities in the questionnaire,
pilot testing on five senior health managers who were not among the target
population was conducted.

The questionnaire developed for this study was not a simple replication or
combination of questionnaires used by the SHAPE (1988) and Rawson
studies (1986). As detailed above, a number of new questions were
developed guided by different sources. This brought the need to test the
questionnaire before it was widely distributed to study population. Given the
small study sample, candidates for the pilot testing were not selected from the
study population.
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Five senior health managers who were known from previous work or
recommended by Australian College of Senior Health Executives accepted
the invitation to participate in the pilot study. The purpose of the pilot was to
identify whether the questionnaire was easy to administer. Feedback was
sought two weeks after the survey package were sent to them. All of the pilot
participants indicated that the introduction letter clarified the purpose of the
study and how the study was going to be conducted very well. No changes
were recommended. There were number of suggestions provided for the
questionnaire. Major changes were related to the sequence of the questions
and a recommendation to group the questions into different sections to make
the overall structure of the survey questionnaire clearer to the participants.

After careful consideration and discussion with both supervisors, all of the
above suggestions were accepted and amendments were made to the
questionnaire accordingly. Then, the revised questionnaire was resent to the
five pilot study participants for further comments. All of the participants
indicated they were satisfied with the revised version and recommended
implementation.

3.7

Telephone interview

The value of face-to-face interviews with better interaction with participants
was accepted. However, telephone interviews were considered more
appropriate for the current study. Only a small number of participants who
expressed their interest in participating in the interview were currently living in
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the Sydney Metropolitan area. In fact, some of them were no longer living in
NSW. Conducting face-to-face interviews would have involved a lot of
travelling, requiring significant amount of time and financial resources. In
addition, it was not expected that telephone interviews would create difficulties
for participants who had been in such prestigious executive positions in
understanding and addressing the questions.

The in-depth telephone interviews were conducted using a list of open-ended
questions (Appendix 3.5) developed prior to the interview to set the context for
the interview. The techniques of funnelling, story-telling and probing were
used. The questions were not provided to interviewees before the interview to
elicit spontaneous responses during the telephone interview. Whilst the
questions provided a structure and general sequence to the interview, the
discussion was not rigidly limited to these questions, allowing for probing and
clarification throughout the interview. Interview data were recorded by two
methods. Written notes of key responses were taken by the interviewer and
interviews were audio-taped.

Thirteen interview participants were randomly selected from those who
expressed their willingness to participate in the interview from all of the
positions targeted. A letter (Appendix 3.6) detailing the purpose of the
interview and explaining the process of the interview was sent to selected
interview participants either by fax or by email. A table with suggested dates
and times for the interview was also attached with the letter to allow
interviewees to indicate their availability for interview. Only one selected
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potential interview participant refused to participate due to a prior
commitment, which was replaced by another interviewee from the same
position category.

After receiving confirmation from interview participants of their preference for
interview date and time, the interview timetable was finalised without
difficulties. All interview participants were reminded of their scheduled
interviews one week before through either email or telephone calls. Contact
telephone numbers for the interview was also confirmed at that time. All
telephone interviews were tape-recorded for transcription, permission for
recording the interview was sought from interview participants at the
beginning of the telephone interview before turning on the tape recorder.
Interviews lasted about 60 minutes on average with a range of 40-85 minutes.

As discussed earlier, the purpose of the interview was to gather information
on the following areas by asking interview participants to express freely their
personal experiences and opinions guided by the following questions (detailed
interview questions see Appendix 3.5):


Did they enjoy the time as a senior health executive (this question was
designed to provide a necessary ‘warm up’ for the interviewees. The
‘warm up’ also allowed a better orientation between the interviewer and
interviewee.



What were their overall experiences with the NSW Health reforms
(including the implementation of AHMM and the introduction of SES
and PA), during the period of 1990-1999?
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Did health reforms result in changing the focus of their position as a
senior health executive, and the key duties they performed?



Participants were asked to comment on the following statement from
Prof. Anne Crichton, a retired professor of health policy from the
University of British Columbia, and also comment on whether the
statement reflected the truth about NSW Health reform during the
period of 1990-1999? Statement: “The rapid changes in healthcare
might occur faster than the professional in the health system can
possibly cope with”.



Participants were asked to comment on the following findings from the
questionnaire in which they participated before the interview: ‘the
majority of the survey respondents indicated that they had left NSW
Department of Health voluntarily because of three major causes: better
positions outside NSW Health Department, the restructuring of the
organisation, and the unstable healthcare system.’

The next part of the interview was to gather information on key competencies
for senior health executives to perform their major tasks, the obstacles and
difficulties they encountered when they tried to perform the major tasks at a
satisfactory level and the possible solutions to minimise the impact of the
identified obstacles and difficulties.

Firstly, participants were asked to comment on the essential competencies
required to perform the following four major tasks identified by the postal
questionnaire:
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Duty one:

Provided leadership to staff and stakeholders with clear vision
and direction, including ensuring clear alignment between
various levels of corporate goals, and led the implementation of
management strategies. (Leading staff and stakeholders)

Duty Two:

Determined organisation objectives, policies and programs and
set standards and targets. (Organisational planning)

Duty Three: Maintained

community

and

business

relations,

including

consultative processes with the community, other health
providers, area health professionals and stakeholders.
(External relations)
Duty Four:

Appraised the activities of the Department, Division or area
according to strategies and objectives, and monitored and
evaluated performance. (Monitoring and evaluation)

The participants were then asked to record what obstacles and difficulties they
encountered when trying to perform each of the four major tasks. After
addressing all of the above questions, participants were encouraged to
identify other competencies they had not mentioned but believed were
essential for being a senior health executive during the period of 1990-1999.
They were also encouraged to record other significant obstacles, difficulties or
problems they had experienced.

After all competencies and obstacles and difficulties related to the four major
tasks had been addressed, participants were asked what could have been
done during the period to overcome or minimise the impact of the obstacles
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and problems. At the end of the interview, participants were given the
opportunity to comment or make suggestions for the current study, interview
questions and the interview process. Participants were also thanked for their
participation and contribution to the study.

3.7.1 Data Analysis
Data analysis followed the interactive model described by Miles and
Hubermann (Punch, 1998) which describes data analysis as a concurrent
stream of activity involving data display, reduction and verification / conclusion
making. Following each interview, the interviewer re-read and added to the
notes taken during the interview to provide a back up to the transcripts
produced from the audiotape and to highlight points of interest in the
discussion. Each interview was then transcribed using professional services.
All transcriptions were checked for accuracy and sorted for their relevance to
the research questions.

Qualitative content analysis as detailed by Lupton (1999) also guided the
analysis of the interview data. All data were scrutinised for emerging patterns.
The records of the interview data (notes and transcripts) were read and reread numerous times in order to develop response categories for sorting
(coding) the data thematically, and consistent with the qualitative analysis
referred to as editing analysis style (Seidman, 1998; Polit and Hungler, 1999).
For example, skills, knowledge and abilities identified for each major task
were listed to look for similarity, to be grouped into a list of competency
developed, and tabulated to examine the number of times they were
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mentioned by various participants. The grouped competencies for each major
task were then combined and tabulated to look at overall consistency.
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4

Postal survey questions

respondents (79%) indicated that they had left NSW Department of Health voluntarily. Among them,

were the reasons that they left NSW Dept of Health. The findings show that majority of the survey

In the questionnaire survey in which you participated late last year, respondents were asked what

NSW Health reform during the period of1986-1999? If your answer is yes, please explain why?

system can possibly cope with. Do you think that this comment is in fact reflecting the truth about

suggested that the rapid changes in healthcare might occur faster than professional in the health

Prof. Anne Crichton, a retired professor of health policy from University of British Columbia once

result in the changes as you have noticed.

health executive, and the key duties you performed? Please explain in what ways did health reforms

From your experiences, did health reforms result in changing the focus of your position as a senior

5

5

5

5

What were your overall experiences with NSW Health reforms (including the implementation of AHM

model and the introduction of SES and PA), especially during the period of 1986-1999?

5

Did you enjoy your time as a SHE?

Interview Questions

4
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data and results

Chapter reporting

Scientific Review and Document Analysis

Questions

Table 3.11 Data and results presented in chapters

3.8 Data and results presented in chapters

problems?

could be done during the period to overcome or minimise the impact of these obstacles and

With all the obstacles identified during your time as a SHE with NSW Health, what do you think

health executive?

Were there any other significant obstacles, difficulties or problems did you experience as a senior

executive during the period of 1990-1999?

What other skills and competencies do you think were extremely essential for being a senior health

trying to perform each of the duties to a satisfactory level?

four key duties identified. What were the obstacles, difficulties or problems you encountered while

were the most important skills and competencies for senior health executives to perform each of the

nearly or more than 50% of all respondents. The purpose of the following questions is to find out what

duties on which they had to spend majority of their working hour. Four duties have been selected by

In the questionnaire survey that you completed late last year, participants were asked to select five

unstable healthcare system. Do you have any comments on these findings?

Department, 19% (n=5) due to the restructuring of the organization, and 15% (n=4) because of the

26% (n=7) stated that they left the positions because of better positions outside NSW Health

7

7

6

6&7
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3.9 Ethical Considerations
“Most social research involves intervention in some aspects of social life.
There is always a risk that even asking someone quite innocent questions
could be disturbing to that person. It has therefore become normal practice for
the ethical implications of a social research project to be made explicit,
together with the procedures to be used to deal with them’ (Blaikie 2000, p 1920).

3.9.1 Confidentiality
A number of ethical issues were considered while designing the study. The first issue
was to maintain participants’ confidentiality. As Daly et al (1997) points out:
‘Careful

questionnaire

construction

and

administration,

guarantees

of

confidentiality, and truly representative sampling are ethical and scientific
essentials… …a practical method for ensuring confidentiality in questionnairebased survey, in which respondents are linked to a code number based on
personal details, which remain confidential for all but the principal researchers.
This technique boosts participation rates in an ethically consistent fashion.’ (Daly
et al, 1997 p31)

The questionnaire respondents remained anonymous, no names or any forms of
contacts being recorded to ensure that participants were unidentifiable. Details have
been discussed earlier in this Chapter. The packages were sent to participants by
the Australian College of Health Service Executives (ACHSE) so that ACHSE did not
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have to release contact details of their members to the research team and to protect
participants’ privacy. For those whose contact details were obtained from public
documents and government websites, their names and contact details were provided
to ACHSE so that the postal questionnaire package could be sent out to all
participants by the College.

3.9.2 Informed Consent
“Procedures need to be in place to provide them with adequate information
about the nature of the project, what is expected of them, how the research
procedure might affect them and how their anonymity will be assured, as well
as assuring them that the information they provide will be treated in
confidence, and that they have the right to withdraw from the process at any
stage” (Blaikie 2000, p20).

The second issue was informed consent by participants. An information sheet
explaining the purposes of the study, who was conducting the study and how the
study was to be carried out, was posted to all participants together with the
questionnaire. The information sheet also emphasised that their involvement was
totally voluntary and that their privacy and confidentiality were well protected.
Participants were not only encouraged to participate in the survey, but also
reassured that they reserved the right to withdraw from the study or refuse to answer
any of the questions at anytime.
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3.9.3 Publication of the results
The research team respect participants’ rights in accessing the results of the study.
Contact details of the principal researchers were provided to the participants and
they were informed that results of the study would be made available to them by
request. The results from this study have been written not only into this thesis form,
but also as a number of articles to be published in health service management
journals both nationally and internationally. All papers have been written and
examined carefully to ensure anonymity of participants. The researchers
endeavoured to produce truthful and transparent research while taking precautions
to prevent the production of misleading results. Through the process of writing,
submitting and revising articles to various journals, the research is also made
available for scrutiny by others while still maintaining the privacy and confidentiality
of research participants.

3.9.4

Ethics approvals

Ethical approval was granted by Griffith University before the conduct of both the
postal survey and telephone interviews (refer application for ethic approval to
Appendix 3.7).

3.9

Processes of continuous improvement

“Qualitative research should involve critical self-scrutiny by the researcher, or
active reflexivity. This means that the researcher should constantly take stock
of their actions and their role in the research process, and subject these to the
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same critical scrutiny as the rest of their ‘data’. This is based on the belief that
a researcher cannot be neutral, or objective, or detached, from the knowledge
and evidence they are generating. Instead, they should seek to understand
their roles in that process. Indeed, the very act of posing difficult questions to
oneself in the research process is part of the activity of reflexivity.” (Mason,
1996: 6)

The researcher has been committed to the ongoing improvement of the quality of the
study during the whole process through seeking inputs from experienced academics
including colleagues at Griffith University and from other educational and research
institutions. The following strategies were put in place:


Held regular meetings with supervisors to report on progress and discuss
emerging issues and concerns to make sure that the current study was well
guided by experienced academics.



Presented papers generated from the study at various conferences such as
ACHSE State Annual Conference (conference presentation referred to
Appendix 3.9) to seek constructive criticism and valuable comments from both
academics and senior health managers.



Attended the annual symposiums organised by Society for Health
Administration Programs in Education (SHAPE) and provided them with
regular updates of the study to seek valuable comments and support from
academics from other universities and institutions in the area of health service
management. The research proposal was presented at the Symposium in
2003 in Sydney with the support from the principle supervisor before
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commencing the PhD candidature. Suggestions generated from the
symposium were incorporated into the study design (Conference presentation
referred to Appendix 3.9).

In addition, with support from supervisors, the researcher has also written and
submitted six articles to a number of health service management journals (both
Australian and international) based on the findings of this study. The valuable
comments from reviewers have shaped the study and the presentation of the thesis
to a great extent. Before the submission of this thesis, three papers have been
published, one paper has been accepted for publication subject to revision, another
two papers are under consideration or revision (Appendix 3.10)

We thus now examine the results obtained from the document analysis and postal
questionnaire survey.
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CHAPTER 4:
Characteristics of the Senior Health Executives: Gender,
Tenure, Responsibilities and Qualification
Although the presentation and analysis of data and the discussion of findings
and results are usually presented in different chapters, a different structure
would benefit this thesis because of the different types of information found. In
consideration of the triangulated study methods applied, both the quantitative
and qualitative data and the different questions addressed, the data, results,
and the discussion of the results have been incorporated into four chapters
under four different topics. These arrangements allow the presentation of the
findings and the response to the research questions more effectively.
Following these four chapters is a ‘Summative Discussion’ in Chapter 8, which
links the overall findings of the study to the research questions.

This chapter will first present and analyse the data and information generated
from the document analysis and postal questionnaire. This is followed by a
discussion of the implication of the findings. Comparison will also be made
between findings from the current and previous studies as discussed in
Chapter 3. This chapter is divided into the following four sections:
4.1

Document analysis

4.2

Questionnaire survey

4.3

Discussion

4.4

Overview
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4.1 Document Analysis: gender profile and tenure
The document analysis focused mainly on identifying details about the senior
health executives in terms of their gender, most senior management positions
held, their senior executive service level, the tenure of the most senior
executive positions, and the current positions held within NSW health. Since
the senior executive level for majority of the CEOs from rural area health
services were unavailable from the publications and public documents from
NSW Health, only questionnaire participants’ senior executive level will be
presented in this study. Based on the data and information obtained from the
publicly available documents, a comparison between survey participants and
the study population in relation to gender and position will be made in section
4.2.1 of this Chapter.

In addition, there were two additional reasons for the document analyses. One
was to obtain a clearer picture of the structural reforms introduced and
implemented in NSW and the changes in its administrative and senior
management structure. The other reason was to look at the relevant studies
carried out or commissioned by NSW Health evaluating the major reforms
introduced. These has been previously presented in chapter 2 and which will
be discussed further in the following Chapters

Figure 4.1 shows the results from the process of target and study population
identification as described in Chapter 3 to the determination of the sampling
frame, sample and the eventual response rates. It also indicates the direction
in which generalisability may, or may not, be applied.
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Figure 4.1 Sampling versus Generalisability
All SHEs (1568 position-years)

Study population

Top three levels of SHE based on

Sampling frame
Sample

Generalisability

Target population

accountability (273 position-years) or (79
persons
Sampling frame (exclusions, 8) = 71 (90%)
60 (85%)

Survey response rate

29/60 (48% of sample)

Consent to interview

22/31 (71%) or (37% of sample)

Interviewed

13/22 (59%) or (22% of sample)

The tenure of the study population (n=79) in their most senior positions with
the NSW Department of Health between 1990 and 1999 was captured from
the Department’s Annual Reports (Table 4.1). Among the 79 senior health
executives, 78% were males (n=62), and 22% were females (n=17). The
mean annual turnover rate was 27.2%, and nearly 75% of the total population
remained in their most senior position for less than three years. On average,
these 79 senior health executives stayed in their most senior positions for 3.1
years within NSW Health, either within the Department of Health or the area
health services. The average tenure for male executives was slightly over 3.2
years while for female executives it was just less than 2.8 years. The
difference in means was not statistically significant (t=0.80, df=77, P>0.05).
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Table 4.1

Tenure of study population by position level and gender for
the current study
Department of Health
DG and DDG.
Male

Female

A.H.S.
CEO

Directors
Male

Female

Male

Female

Total
No.

%

Years

< 1yr

0

0

3

1

9

2

15

19

as

1-2 yrs

1

0

3

0

16

6

26

33

Senior

2-3 yrs

3

0

0

3

8

3

17

22

Health

3-5 yrs

0

0

0

7

0

9

11

Execu
tive

>5 yrs

0

0

2

0

8

2

12

15

Average

3.33

0

2.75

2.5

3.29

2.85

79

100

Males:

2

62 (78.5%)

Females: 17 (21.5%)

Average years stayed in the position: 3.13 (Female: 2.76, Male: 3.23)
As discussed in Chapter 3, only 71 among the 79 senior health executives
were able to be included in the study. Among the 71 senior health executives
between 1990 and 1999, only eight of them remain in the four levels of senior
health executive positions targeted by current study in 2005. Among these
eight senior health executives, four of them remain in the same positions, two
of them have been promoted to a more senior position, and the other two
senior health executives have moved to similar positions but in different
geographic locations.

4.2

Questionnaire Survey

As mentioned earlier, questionnaire survey packages were sent to 60 senior
health executives (10 females and 50 males) who were contactable. Thirty
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packages were returned with 28 fully completed questionnaires within four
weeks. A reminder two weeks later only generated one extra response. The
29 senior health executives who completed the questionnaire included four
females (14%) and 25 males (86%). Among them, 22 completed the consent
form (76% of respondents or 37% of those contactable) expressing interest in
participating in an interview. Due to the low number of female respondents, no
gender analyses will be provided. The details of the survey responses are
provided in Table 4.2.

Table 4.2

Postal questionnaire completion

60 packages sent
Complete

Questionnaires
received
29

Incomplete

2

Participation in interview
Yes
No.
Did not respond
Total

4.2.1

31

Consent forms
received

Percentage
48%
3%

22
3
4
29

37%
5%
6%

Representativeness of the respondents

The response rate of 44% of the study population (n=71) or 48% of the
contactable population (n=60) can be considered satisfactory in comparison
with the 10 out of the 14 most relevant studies identified, in which the
questionnaire survey method was used. The response rate of the ten studies
ranged from 31% - 65%, with the mean being 48%. When comparing the
gender distribution between the respondents, the contactable population and
the study population (Table 4.3), there were no significant differences
(χ2=1.23, df=1, P>0.05). Chief executive officers from Rural NSW were
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relatively under represented among respondents (Table 4.4) but not
significantly so (χ2=2.00, df=1, P>0.05).

Table 4.3:

Gender: study population, contactable population and
respondents
Respondents
n

%

Contactable

Study

population

population

n

% target

n

%

population
Female

4

14%

10

17%

17

24%

Male

25

86%

50

83%

54

76%

Total

29

100%

60

100%

71

100%

Table 4.4:

Position: study population, contactable population and
respondents
Respondents

Director General/Deputy

Contactable
population
n
%

Study
population
n
%

n

%

6

20%

15

25%

17

24%

12

42%

16

27%

16

22.5%

11

38%

29

48%

38

53.5%

29

100%

60

100%

71

100%

Director General /
Director of Division
CEO metropolitan Area
Health Service
CEO rural Area Health
Service
Total

4.2.2

Characteristics of senior health executives

Fourteen percent of the respondents to the questionnaire survey were
females, while 86% all respondents were males. The gender distribution is
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slightly different from the target population of 78.5% males, and 21.5%
females. Female was slightly under represented in this study.

a.

Age when started the most senior position

Seventy-nine percent of all respondents (n=23) were under the age of 50
when they started their most senior position with NSW Health, while
approximately half of all respondents (52%) (n=15) fell in the age group of 3544 (Table 4.5 and Figure 4.2).

Table 4.5: Age distribution among respondents
Frequency
Valid

Percent

Cumulative Percent

< 35

2

6.9

6.9

35-39

7

24.1

31.0

40-44

8

27.6

58.6

45-49

6

20.7

79.3

50-54

4

13.8

93.1

>= 55

2

6.9

100.0

Total

29

100.0

Figure 4.2 Age distribution of respondents

30

Percent

25
20
15
10
5
0
< 35

35-39

40-44

45-49

50-54

>= 55

Age when started the position
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b.

Primary relationship of SHE when they were in the most senior position

Seventy-six percent of all respondents (n=22) stated that they were married,
and a further 7% (n=2) were in a de facto relationship when they were in their
most senior positions (Table 4.6).

Table 4.6:

Relationships of respondents

Frequency
Valid

c.

Percent

Valid

Cumulative

Percent

Percent

Single

1

3.4

3.4

3.4

Divorced

3

10.3

10.3

13.8

De facto

2

6.9

6.9

20.7

Married

22

75.9

75.9

96.6

Widow

1

3.4

3.4

100.0

Total

29

100.0

100.0

During any time in the most senior position did they have primary
responsibilities for any children of school age or below?

Approximately

half

of

the

respondents

(52%)

(N=15)

had

primary

responsibility for a child or children of school age or below during the tenure in
their most senior position during the period under investigation.

4.2.3

Highest qualification possessed when commenced the most
senior position

All respondents possessed qualification(s) ranging from certificate to doctoral
levels. Among them, 31% (n=9) held a bachelor’s degree only and 55%
(n=16) had obtained both bachelor’s degree and postgraduate qualifications
which included postgraduate diploma (14%) (n=4), master’s degrees (35%)
(n=10) and doctorates (3%) (n=1). Among the above qualifications, 72%
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(n=21) were specialised in administration or a related discipline and 28%
(n=8) in social science. Furthermore, 17% (n=10) of respondents were
actively working towards a qualification whilst in their most senior position.

Table 4.7: Highest qualification possessed by respondents
Qualification ranged from certificate to doctorate Number
29

100%

9

31%

Postgraduate diploma

4

14%

Master’s Degree

10

35%

Doctorate Degree

1

4%

Administration

21

72%

Social Science

8

28%

1

3%

3

10%

Bachelor’s Degree only
Postgraduate Qualification

Discipline

Actively work toward any Bachelor’s Degree
qualifications

Percentage

Master’s Degree

4.2.4 Employment with NSW Health
Seventy-nine percent of the questionnaire survey participants (n=23) were not
employed by the NSW Department of Health at the time of participating the
survey.

a.

Senior Executive Level when on the most senior position (Table 4.8 &
Table 4.9)

Nearly half of the respondents (48%) were classified under or equal to SES
level 5. CEO’s from rural NSW tend to be classified to lower SES levels, with
91% of them classified as under or equal to SES level 5. Conversely, CEO’s
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from metropolitan areas occupied higher SES levels, with 67% of them
classified as SES level 7.

Table 4.8: Senior executive level of respondents
Number

Percentage

(n=29)
Under to equal to SES Level 5

14*

48%

SES Level 6

4

14%

SES Level 7

10*

35%

SES Level 8

1*

3%

*Table 4.9: Distribution of the highest and lowest senior executive level
among CEO’s from rural and Sydney metropolitan area

Under or equal

Rural CEO

to SES Level 5

(n=11)

(n=14)

Sydney CEO

Number

Percentage of the same level

10

71%

3

21%

0

0

8

73%

(n=12)
SES Level 7

Rural CEO

(n=11)

(n=11)
Sydney CEO
(n=12)

b.

Tenure within the most senior positions held during the period of 1990-

1999 (Table 4.10)
Among all survey respondents, more than half (55%) (n=15) stayed in their
most senior positions for less than or equal to three years during the period
under investigation. Twenty-one percent of all respondents stayed in their
most senior positions from three to five years and 24% stayed in their most
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senior positions for more than five years and up to 10 years (Table 4.10 and
Figure 4.3).

Table 4.10: Tenure within the most senior positions among respondents
Number

Percentage

≤3 years

16

55%

>3 years to ≤5 years

7

21%

>5 years to ≤10 years

6

24%

Figure 4.3: Tenure of respondents

Year(s) in the position within the period of 1990-1999

50

Percent

40

30

20

10

0
<=1 year

> 1 year to 2
years

> 2 years to 3
years

> 3 years to 5
years

> 5 years up to
10 years

Year(s) in the position within the period of 1990-1999

4.2.5 Major tasks on which the participants spent the majority of their
working hours in their most senior position (Table 4.11)
Participants were asked to select 5 major tasks on which they spent the
majority of their working hours in their most senior positions from a list of 15
tasks provided. Table 4.11 provided details of the distribution of selection of
tasks from the participants.
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Table 4.11: Major tasks undertaken
Tasks

% of all

No of

partici

partici

pants

pants

Provided leadership to staff and stakeholders with clear 90%

26

vision and direction, including ensuring clear alignment
between various levels of corporate goals, and led the
implementation of management strategies
(In short: Leading staff and stakeholders)
Determined organisation objectives, policies and programs 72%

21

and set standards and targets
(In short: Organisational planning)
Maintained community and business relations, including 72%

21

consultative processes with the community, other health
providers, area health professionals and stakeholders
(In short: External relation)
Appraised the activities of the Department, Division or area 48%

14

according to strategies and objectives, and monitored and
evaluated performance
(In short: Monitoring and evaluation)
Delivered specific programs and projects within agreed 38%

11

financial and staffing resource levels
Ensured that actions and policies of the agency accord with 31%

9

Government direction and facilitated policy coordination and
cohesion between Government agencies
Represented

the

Department,

Division

or

area

in 31%

9

negotiations, at conventions, seminars and official occasions,
and liaised between areas of responsibility and with other
organisations
Provided the minister with frank advice that was relevant, 28%

8

accurate and timely
Prepared or arranged the preparation of reports, budgets and 21%

6

forecasts and presented them to the directly accountable
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officer
Authorised funds to implement policies, programs and 21%

6

projects within agreed financial and staffing resource levels
Ensured satisfactory introduction and operation of internal 14%

4

controls and reporting systems including internal audit
Ensured that good employment and management principles 14%

4

and practices consisting of EEO and OH&S principles
operate within the Department, Division or Area
High priority areas which were added on an annual basis or 7%

2

when communicated through Memoranda or Circulars

Four tasks (Table 4.12) were selected by nearly half or more than half of the
respondents. They were:


‘Leading staff and stakeholders’ was chosen by 90% of all respondents
(n=26).



‘Organisational planning’ was chosen by 72% of all respondents
(n=21).



‘External relation’ was chosen by 72% of all respondence (n=21).



‘Monitoring and evaluation’ was chosen by 48% of all respondents
(n=14).
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Table 4.12: Four major tasks to perform
Tasks

No of
participants

Provided leadership to staff and stakeholders with clear 26
vision and direction, including ensuring clear alignment
between various levels of corporate goals, and led the
implementation of management strategies
(In short: Leadership to both staff and stakeholders)
Determined organisation objectives , policies and programs 21
and set standards and targets
(In short: Organisational planning)
Maintained community and business relations, including 21
consultative processes with the community, other health
providers, area health professionals and stakeholders
(In short: External relation)
Appraised the activities of the Department, Division or area 14
according to strategies and objectives, and monitored and
evaluated performance
(In short: Monitoring and evaluation)

The fifth major task selected by 11 participants (38%) was to deliver specific
programs and projects within agreed financial and staffing resource levels.
This selection was very close to the following two tasks, which were both
selected by nine participants (31%):


Ensured that actions and policies of the agency accord with
Government direction and facilitated policy coordination and cohesion
between Government agencies



Represented the Department, Division or area in negotiations, at
conventions, seminars and official occasions, and liaised between
areas of responsibility and with other organisations
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Among all the answers, the following two tasks were not selected by any of
the respondents:


Ensured legislative and statutory compliance within the division or
department;



Ensured the security and development of assets and resources.

4.2.6 Background Influences
Respondents were asked to rank the top six background influences in order of
importance from a list of 18 choices. Among the 18 choices provided, only 10
of them were selected by participants (Table 4.13). Each selected background
influence was given a score from 1 to 6. The most important background
influence was 6 whilst the 6th important background influence was awarded 1.
The total score accumulated from the 10 selected background influences by
the 13 interviewees was 597. Overall, the most frequently selected
background influence was the one with the highest score of 107. The least
important background influences among all the selected background
influences awarded the score of 25. Detailed selection and results are in
Table 4.13. Among all selected background influences, the following four
background influences were awarded the highest scores and can be seen as
the most important background influences to the respondents:


Early experience and responsibility (18% of total score);



Early leadership experience (16% of total score);



Being in the right place at the right time (11% of total score); and



‘Stretching’ by immediate superiors (9% of total score).
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Table 4.13: The importance of background influences
Background Influences

Total Score

% of

Ranking

Total Score
Early experience and responsibility

107

18%

1

Early leadership experience

96

16%

2

Being in the right place at the right time

66

11%

3

‘Stretching’ by immediate superiors

55

9%

4

Formal education in administration at a 45

8%

5

44

8%

6

Early in my career, there was a 41

7%

7

5%

8

27

4%

9

or 25

4%

10

university
An overall sense of direction in life
manager who was my role model
Visibility to top management before the 31
age of thirty
Family Support
Non-managerial

professional

technical background
Others

60

10%

Total

597

100%

The eight background influences that were not selected by any of the
questionnaire survey participants are:


Having an appropriate mentor



Having the right political orientation



Early experience and responsibility



Having an appropriate support network



Experience overseas or in another sector



A constructive primary or secondary school environment



Experience in another form of leadership eg. Armed forces



Exposure to other non-tertiary forms of training eg. Workshops
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4.2.7 Satisfaction with different aspects of their jobs
Participants’ satisfaction level on the following five aspects of their most
senior positions was examined:

 The work itself
 The relationships with Board of Directors
 The level of pay
 The quality of the supervision received
 The security of the job provided

Participants were asked to indicate their level of satisfaction on each of the
above five aspects of their most senior positions by selecting from a Likert
Scale of 1 to 5 representing “very dissatisfied” to “very satisfied”. Only one
respondent did not provide answer to this question. Their level of satisfaction
toward the work itself, the relationship with the Board of Directors and the
level of pay were very similar, with 82% (n=22) of all respondents responded
satisfied or very satisfied.

Their level of satisfaction towards the quality of supervision and support
received and the security of the job provided were varied and presented in
two extremes. For the quality of supervision received, 36% (n=10) of all
respondents responded satisfied or very satisfied, whilst 39% (n=11) rated
dissatisfied to very dissatisfied. In terms of the security of the job provided,
46% (n=13) rated satisfied to very satisfied, whilst 43% (n=12) rated
dissatisfied to very dissatisfied (Figure 4.4).
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Figure 4.4: Senior health executives’ satisfaction on different aspects of
their most senior positions, NSW Health, 1990 –1999
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4.2.8 The reasons why senior health executives left NSW Department of
Health
Sixty-six percent of all respondents (n=19) indicated that they left their most
senior positions voluntarily, 14% left their positions involuntarily (n=4) and only
7% were due to retirement (n=2). Four respondents did not answer this
question.

Those who indicated they left the position voluntarily were also asked to
specify the reasons why did they left by making a selection from a list of nine
reasons (Figure 4.5). Among those who left their positions voluntarily, the
following three major reasons were identified:

 better position outside NSW Health Department 26% (n=7),
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 the restructuring of the organisation 19% (n=5), and
 the unstable healthcare system 15% (n=4).

Figure 4.5

Distribution of reasons for leaving NSW Health voluntarily
from SHR positions, NSW, 1990-1999

Better position outside NSW
Health Department
Restructuring of organisation
Unstable healthcare
system
Promotion within NSW Health
Department
Affect on family and
personal health
Time to change

Too much stress at work
Feeling of isolation and lack
of support

Conflict with the Board
0

10

20

30

Percentage
There are no additional reasons other than the above nine for having left their
most senior positions expressed by survey questionnaire participants.

4.3 Discussion
Through the analysis of data generated from publications and public
documents from NSW health, and the questionnaire survey completed by
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senior health executives between 1990 and 1999, five major findings have
been identified. The five major findings include the confirmation of the
phenomenon of male predominance and high qualification possessed among
senior health executives; the instability of senior health executive positions;
the key responsibilities of senior health executives, and the key factors
contributing to senior health executives’ career in senior healthcare
management. Some of the key findings from this study not only guided the
development of the telephone interview, but also highlighted the importance of
the telephone interview conducted which will be further elaborated and
discussed in the next few chapters.

4.3.1 Confirmation of male predominance and high qualification
possessed among senior health executives
The current study acknowledges the existence of gender imbalance among
senior health executives in NSW health between 1990 and 1999, as 78% of
the total target population were males. This finding is similar to what was
found in previous studies conducted both in the 1980s and 1990s which was
discussed in Chapter 2, such as studies conducted by Rawson (1986), Harris
and Bleakley (1991), Lemieux-Charles (1994), Eynde and Tucker (1996). The
studies conducted in the 1990s also indicated that the more senior the
management positions were, the more likely the positions would be occupied
by males (Lemieux-Charles 1994; Eynde and Tucker 1996; Harris et al 1998).
In fact, male predominance in senior management positions is not solely in
healthcare, it has also been described as a common phenomenon across
business and corporate sectors (Morrison, White and Van Velsor 1988;
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Ragins, Townsend and Mattis 1998). Male predominance in healthcare senior
management is also supported by Tomiak, Gentleman and Jette (1997)’s
study examining the health and gender differences between middle and
senior managers from the Canadian health system. The study suggests that
the odds of males being senior managers are 1.8 (Gentleman & Jette, 1997).

All senior health executives who completed the questionnaire survey
possessed qualifications no lower than certificate level. In comparison with the
findings from Rawson’s study in 1986 which was conducted before the major
structural reforms in NSW (70% of all respondents possessed tertiary
qualifications including both diploma and degree), this study showed a higher
percentage of respondents with tertiary degrees (86%) ranging from
bachelors to doctoral qualifications. The study also found a higher percentage
of respondents with a master’s degree or higher (38%). This finding is
consistent with the differences in postgraduate qualifications possessed by
senior health managers between the periods of the 1980s and 1990s found in
the 14 relevant studies, confirming that modern senior health managers
possess much higher educational qualifications. Education is the most
significant predictor of being a senior manager (Tomiak et al, 1997). This
study also accepts the typical CEO’s profile drawn from Dalston & Bishop’s
study (1995) of being a forty-year-old male with 1-10 years’ experience and a
master’s degree.
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4.3.2 The instability of senior health executive positions
Three main findings from the document analysis and questionnaire survey
indicated the instability of the senior health executive positions with NSW
health public sector between 1990 and 1999. These findings include high
turnover and short tenure among the senior health executive positions; high
departure rate from NSW Health among survey participants; and a high
proportion of participants’ dissatisfaction with job security, and the quality of
the supervision and support received.

High turnover and burnout among senior health executives was commonly
identified in the 1990s literature as a result of healthcare reforms and the
pressure and impact of the reforms (Waldman et al, 2004). A study conducted
in 2003 by Business Council of Australia on CEO turnover (CEOs from 200
Australian Stock Exchange companies) showed Australian CEOs remained
an average of 5.6 years in the job compared with 7.6 years overseas (BCA,
2004). This confirms the issue of high turnover among senior health
executives by finding a much lower tenure figure of three years among the
whole study population (n=71). High turnover among the study population is
also reflected by the high percentage (79%) having left the NSW Department
of Health. Furthermore, 55% of senior health executives in this study held the
most senior position for less than 3 years, higher than the 40% identified in
Rawson’s (1986) study. The difference indicates that turnover among senior
health executives in NSW Health may have increased since the reforms of
1980s.
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The instability of the senior health executive positions has also been
confirmed by the low number of survey participants remaining in the NSW
health public sector. This study found, 79% of the survey participants had left
NSW Health permanently for various reasons. Although 66% of them
indicated that they departed from NSW Health voluntarily, the nature of their
departure has been further examined in the telephone interview and will be
discussed in detailed in Chapter 5.

The current study also found that more than one third of the survey
participants were dissatisfied or very dissatisfied with their job security and the
supervision and support received when they were in their most senior
positions. This finding supported the conclusion drawn by Veninga (1992)
about the impact of healthcare reforms. Drastic changes of healthcare reforms
can cause disappointment, fear, uncertainty about the future and a strong
feeling of insecurity. Nordhaus-Bike (1995)’s study also suggested that lack of
job security was one of the key concerns for senior healthcare managers.

4.3.3 Key responsibilities of senior health executives
As discussed in Chapter 2, a number of studies in the 1980s and 1990s
examined the perceived roles and competencies required by senior health
executives, but no studies have focused on examining the major tasks senior
health executives performed. The major roles of senior health managers in
the 1980s were organising, planning, directing, controlling and staffing, while
more focus has been placed on the following roles in the 1990s and early
2000s: leadership, financial management, managing change, coaching and
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mentoring, motivating others, liaising and networking, and strategic decision
making and strategic planning. Although, no previous studies can be used to
compare with the tasks identified in this study, we can predict what tasks by
senior health executives were required to perform by the roles identified in
previous studies. Although, no previous study can be used to compare with
the tasks identified in this study, we can predict whether major tasks required
by senior health executives to perform from other studies are different from
the findings from this study by the pyramidal concept and competency
assessment approach developed in this study which will be discussed in
Chapter 6.

This study identified four main tasks for senior health executives: leading staff
and stakeholders; organisational planning; external relations and monitoring
and evaluation. The first three tasks are very similar to those roles identified
by the studies in the 1990s discussed above. However, no roles from previous
studies can be applied to reflect the nature of the task of “monitoring and
evaluation”. Even in the most recent studies on the professional development
needs for current and future senior healthcare managers (Dalston & Bishop,
1995; Courtney et al, 2002; Griffith et al, 2002) skills in monitoring and
evaluation services and performance were not mentioned. This may reflect
the changes in senior healthcare managers’ roles in recent years.

4.3.4 Key factors contributing to senior health executives’ career in
healthcare management
This study found that the following four key factors contributed to careers in
senior healthcare management: early experience and responsibility (18% of
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total score); early leadership experience; being in the right place at the right
time; and ‘stretching’ by immediate superiors. It is interesting to note that the
key background influences for becoming a senior level manager identified by
the current study are different from those identified by Rawson in 1985 (Eynde
& Tucker, 1996).

Both Rawson (1986) and the current study found that the two most important
background influences for becoming a senior health care manager are: early
experience and responsibility and early leadership experience. However, the
third and fourth most important background influences between two studies
are different. ‘Being in the right place at the right time’ and ‘stretching’ by
immediate superiors’ were selected by the current study participants,
replacing ‘an overall sense of mission in life’ and ‘family support’ identified in
Rawson’s study. Both studies highlighted the importance of management
experience, which may contribute to the development of leadership skills. In
fact, leadership has been seen as one of the most important skills to be
demonstrated by senior health managers in studies since the early 1990s.

Changes in the third and fourth most important background influences may be
a reflection of the unstable and continuously changing healthcare system.
Senior health executives were promoted to the most senior positions at the
time of the healthcare restructuring, which may have provided them with
unexpected opportunities. At the same time, the career paths of clinicians
may have been changed when they were unexpectedly offered senior
management roles (Prideaux, 1993; Tobin, 1993). These may be examples of
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being in the right place at the right time and ‘stretching’ by immediate
superiors.

4.4

Overview

This chapter presented a number of key findings gleaned from the document
analysis and questionnaire survey, and confirmed a number of phenomena
commonly seen among senior healthcare managers as identified in other
studies. This study confirms that high turnover and short tenure was
commonly experienced by senior health executives in the NSW health public
sector between 1990 and 1999. Although no conclusions can be drawn about
the real reasons behind this phenomenon at this point without considering the
findings from the other step of current study (telephone interview), the
restructuring of the organisation, the unstable healthcare system, insecurity of
the job, and inadequate support and supervision provided to senior health
executives will be some of the contributing factors. All of the above pointed to
the instability of the senior health executive positions within the NSW health
public sector between 1990 and 1999.

The study also confirmed four major factors that contributed to senior health
executives’ careers in healthcare management, and found that two of them
are different from those identified in Rawson’s study in 1985. These two newly
emerging important background influences: ‘being in the right place at the
right time’, and ‘stretching’ by immediate superiors may be a reflection of the
unstable and fast pace of restructuring healthcare systems in NSW. These
unpredictable factors created the opportunities for healthcare managers to
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take up the most senior management positions, but at the same time may
also contribute to the challenge of high turnover and short tenure facing them
after they have taken up the job.

One of the significant findings from this study discussed in this Chapter is the
four main tasks senior health executives actually performed. These tasks of
provision of leadership to both staff and stakeholders; organisational planning;
external relations and monitoring and evaluation had set and reflected the
competencies required by senior health executives between 1990 and 1999.
The implications of some of the above findings have not been fully discussed
in this chapter and will be incorporated in the next three chapters in
conjunction with the qualitative data collected through telephone interviews.
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CHAPTER 5
Senior Health Executives’ Personal Experiences of the
NSW Health Reforms
In the previous Chapter, the findings from the document analysis and the
postal questionnaire survey were examined. A number of these findings were
used to guide the development of the questions for telephone interview.
During the telephone interview, participants were given the opportunity to
comment on the reform and the reform process in NSW Health public sector
since 1986, and invited to comment on some of the findings from the postal
questionnaire survey. These findings have contributed to an improved ability
to answer the research questions of this study and are discussed in the next
three chapters.

In this Chapter, the personal experiences of senior health executives of the
NSW Health reforms and impact of the reforms on senior health executives
are discussed in the following seven sections:
5.1

Overview of the telephone interview

5.2

Pace of the NSW health reform

5.3

Myths behind high turnover among senior health executives

5.4

Experiences of Area Health Management Model

5.5

Experiences of SES and Performance Agreements

5.6

Discussion

5.7

Overview
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5.1 Overview of telephone interviews
As explained in Chapter 3, postal questionnaire survey packages were sent to
60 out of the 71 senior health executives who occupied the senior executive
positions in NSW Health between 1990 and 1999. A ‘willingness form’ was
included in each package seeking senior health executives’ commitment to
participate in the telephone interview. Twenty-two out of the 60 (37%) senior
health executives completed the consent form, provided with their contact
details and agreed to participate in the interview. The participants posted the
completed consent form back to the research team separately from the
completed survey questionnaire. Thirteen senior health executives were
randomly selected from each of the positions targeted to participate in the
telephone interview between May and June 2005. Details of the distribution
of the positions of these 13 randomly selected interviewees (in comparison
with the study population and survey respondents) are shown in Table 5.1.
Interviewees were selected from all of the SES positions targeted by the
current study. Seventy-seven percent (n=10) of the interviewees were CEO’s
of area health services either from rural or Sydney metropolitan areas.
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Table 5.1

Distribution of positions of the interviewees
Study

Respondents

Interviewees

population
n

%

n

% of study

n

population
Director General/Deputy

% of
respondents

17

24.0

6

35%

3

50%

16

22.5

12

75%

4

33%

38

53.5

11

41%

6

55%

71

100.0

29

41%

13

45%

Director General /
Director of Division
CEO metropolitan Area
Health Service
CEO rural Area Health
Service
Total

Each interview was initially scheduled for one hour each, but flexibility was
allowed. The interviews lasted between 40 and 75 minutes. The interview
process was audio-tape recorded and then transcribed after all the interviews
were completed. All interviewees addressed all the questions during the
telephone interview and expressed their interests in knowing the final results
and key findings of the study. Interviewees were also encouraged to comment
on the study in terms of its purposes, design and the methods used (both the
postal questionnaire survey and interview). All of the interviewees stated that
the current study was very valuable and they enjoyed the interview process
very much. No comments on improvements to the study were made.

Before asking interviewees to address each of the questions, they were asked
whether they enjoyed their time being a senior health executive between
1990-99? This question was designed as a ‘warm up’ question to orientate the
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interviewees to the interview process. 12/13 of the interviewees said that they
did enjoy the time being a senior health executive between 1990 and 1999
with NSW Health for four major reasons.

Firstly, it was acknowledged that senior health executive positions were
challenging, though sometimes the expectation of the position was well
beyond their capability. Secondly, they enjoyed and appreciated the
challenges and opportunities to manage health services for a whole
population. Thirdly, nearly all of the interviewees felt the senior executive
positions professionally satisfying. In addition, senior health executives
enjoyed the opportunities to work with other more senior people within the
system including politicians which were beneficial to the development of their
professional careers.

One interviewee indicated that he would not say that he enjoyed the time
being a senior health executive as what required for the position was certainly
well beyond the capability of most senior health executives. However, he
acknowledged that there certainly were good times during his tenure and he
found the position challenging and stimulating.

5.2 The pace of the NSW health reforms
During the telephone interview, participants were asked to comment on the
following statement from Prof. Anne Crichton from the University of British
Columbia, and also comment on whether the statement reflected the truth
about NSW Health reform during the period of 1986-1999?
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“The rapid changes in healthcare might occur faster than professionals
in the health system can possibly cope with”. (Crichton, 1990, p150)

Nearly all of the interviewees agreed that the changes in healthcare occurred
too rapidly for health professionals to cope with, or at least some aspects of
the reforms and some of the changes did happen too rapidly for health
professionals to cope with.

A number of reasons were raised by the majority of the interviewees who
believed that the changes in health care occurred too rapidly. A handful of the
interviewees mentioned that the changes were too constant and continual.
Professionals, including managers, were trying to respond and adapt to the
changes and the challenges all the time. Several interviewees further
explained that because professionals and managers rarely experienced the
positive outcomes of the changes, which made their job less rewarding, they
lost their respect for the bureaucracy. As a result, they became reluctant to
engage in the ever-changing reform process. As restructuring very often led to
the loss of positions and a large number of redundancies, the insecurity only
worsened their attitudes towards participation in the change process.

Some interviewees explained that frequently, changes in healthcare were the
immediate response to financial pressure and therefore, very rarely were
there adequate planning and financial resources for introducing and
implementing the changes.
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“Every reform which comes in, is directed to produce better economies,
better efficiencies within the system to save money and yet, in health
you can actually get your priorities so distorted… …politicians are only
interested in the next election.”

“To reduce the financial pressure, there is always pressure to reduce
the number of administrative staff… …you have to have an adequate
number of administrative staff to actually oversight some of these
reforms, to organise educational programs, try to educate doctors and
nurses and allied health people about the changes in the health
systems etc.”

Several other interviewees also mentioned the lack of consultation before
changes were announced and the lack of orientation phases before the
changes had to be implemented. This left limited time for professionals and
managers to adapt and implement the changes at a reasonable and
achievable pace.

Several interviewees suggested that technological advancement was the key
force behind the changes, which applied not only to healthcare, but also
across other sectors. Therefore, the problems being experienced during the
implementation of various changes were not because the changes happened
too quickly, but due to the shortcomings experienced in the implementation
process.
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“I don’t think a lot of people who were in charge of implementation of
the reforms really knew much about the reforms. They were people
who had perhaps been administrators in former times and perhaps
were comfortable with all the ways of doing things but they were not
comfortable

with

performance

monitoring

and

performance

management that was a problem.”

There was consensus among senior health executives that the health reforms
in NSW were too constant not allowing adequate time and resources for the
planning, preparation and implementation processes.

5.3 Myths behind high turnover among senior health
executives
Participants were also asked to comment on the following findings from the
questionnaire survey: the majority of the survey respondents indicated that
they had left NSW Health voluntarily because of three major causes: better
positions outside NSW Health Department, the restructuring of the
organisation and the unstable healthcare system.

A majority of the thirteen interviewees disagreed that the majority of the senior
health executives left NSW Health voluntarily. They believed that ‘officially’
they left voluntarily, but they were actually forced out without options. Two
interviewees believed that the percentage of senior health executives who left
NSW Health involuntarily was higher than the results from the questionnaire
survey. The other interviewees did not specify whether they agreed or
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disagreed on the low percentage of involuntarily departures. However, nearly
all of the interviewees agreed with the above three major causes for senior
health executives’ departures as identified in the questionnaire. Although
these reasons were listed under ‘voluntary departure’, they were also the
reasons for their departure involuntarily.

5.3.1 Senior health executives were forced out?
A number of interviewees pointed out that the majority of the senior health
executives who left NSW during the period of 1990-99 were forced to leave
their positions for a number of reasons and not voluntarily. When they were
forced out, they were given the option to leave voluntarily to save their
reputation and the chance of getting another job. The offers were usually
accepted. A number of interviewees even questioned the word ’voluntarily’
used in the questionnaire. One interviewee believed that voluntary meant that
senior health executives left NSW Health either because of a better job
elsewhere, or to spend more time with family rather than continue in a high
stress position. However, very rarely did the above two situations apply to
their own departure from NSW Health.
“I know a lot of the people at times were just fed up and didn’t feel as
though they were adequately supported and left voluntarily but I
question a degree of voluntary exits”

The most commonly mentioned reasons used to pushing senior health
executives out of the system were ‘not performing well’, which included ‘not
achieving the budget targets’, ‘not addressing media issues such as waiting
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lists’, ‘not meeting the Government’s agenda’, or ‘not meeting service quality
as set by the Government’. However, some interviewees stated that the
above performance requirements were impossible to achieve under the
existing arrangements, the available resources and the given timeframe.
Senior health executives were given unachievable outcomes and required to
perform impossible tasks. Often unfairly, they were blamed for not achieving
the unachievable outcomes and consequently lost their jobs.
“…at the very senior management levels under-performance is a very
difficult concept. Someone can be doing quite a good job but be seen
as under-performing because the job that they are being asked to do is
almost impossible to do. I don’t necessarily consider that underperforming because it depends on what benchmark is used for what
could be potentially achieved.”

“Accountability is now a big issue. I think sometimes accountability is a
bit unfair. Achieving budget has been a benchmark that everyone had
to meet… but in the 1990s, an area CEO was expected to meet his or
her budget (target), and if you didn’t, next time you’d hear that that
person had departed the system. I guess at senior level, you’ve got to
expect accountability, they are tough jobs, my comment is that
sometimes they seem to make the jobs impossible, that is sometimes
like budget, you may put forward what you think is the best option but
from a political view point, it may be unacceptable and that’s somewhat
unfair.”
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One interviewee emphasised that senior health executives were ‘forced out’
not because they were bad managers, but were not perceived to be a good
“political animal”.
“I have seen so many fabulous, committed people, excellent
managers, good human beings and they are the ones that
eventually get cheesed off with the system and walk out and
therefore the brutality factor just keeps on compounding itself
because it’s the brutal and uncaring people who are currently
rewarded within the system. The people that don’t care about
anyone else.”

According to a number of interviewees, senior health executives were not only
expected to meet the targets set by NSW Department of Health, but also
expected to be representatives of the Department to communicate the views
to the community. Sometimes, they are forced into a dilemma when the plans
and views of the Government are different from the views and expectations of
the community. However, if they did not balance this role well, such as being
involved in an argument with the community or doctors in terms of meeting
the agenda of the budget or service delivery imperatives, or if the argument
became a political issue in the media, they would be removed by the
Government as a means of cooling down the arguments and public attentions.
“…the great majority of them were forced out, they were essentially
sacked. The option was given to them to go voluntarily, they allowed
them to resign, but they were forced out… … they may have come
under pressure about not achieving budget and the organisation would
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have worked up on them… ...a deal would have been done, and they
allowed them to resign. Individuals will say they left voluntarily and
technically that’s correct, but that wasn’t the circumstances and very
few, if any, went to better job.”

“You are recruited into the job with no induction; they put unbelievable
demands on you regarding performance, waiting lists, budget control
etc they then tie your performance contract to those deliverables… …if
you don’t meet the agenda… …then they work you over. They say that
this isn’t working or if you do meet those targets, they then find other
reasons, they put the auditors through you and they move you on.”

A number of interviewees pointed out that senior health executives would be
more likely to say that they had left voluntarily rather than to say they left
involuntarily to save their reputations and their future careers in other sectors.
“I think there would be a bias towards people involuntarily leaving and I
know when there is a change of Government, there is usually a clean
out, be it of senior people or people who are more ideologically aligned
with the old government. I mean everyone knows that.”

One interviewee pointed out that senior health executives left their positions
with no choice and there was no appeal process. It was unfair that there is no
security provided to senior health executives.
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5.3.2

Healthcare system is “unhealthy and unstable”

Nearly half of the interviewees pointed out that senior health executives chose
to leave NSW Health because the healthcare system was very unhealthy and
unstable without job security, appropriate recognition and rewards and
adequate support.
“I think giving frank advice nowadays is not always the way to go if you
want to have a long career; very sad. The system isn’t healthy. It should
be able to accommodate various views. You don’t want everyone to
think the same and I’ve often given advice which hasn’t been well
received by the people above.”

“The rationale behind why I left was because of the instability of the
system and its constant restructures and really the uncertainty. What
you felt was, whether you were good or bad, one day your number will
come up. I used to say that I’d either have to change my jobs or change
the job I’ve got because I knew at some point, the numbers stack up
against you and you have to go.”

One interviewee described that the complicated reporting structure also made
their job rather difficult. They were required to report to at least three persons,
the Minister, the Director General, the area board and/or the chair of the
board. Another interviewee stated,
“The NSW system was totally stagnant in terms of any genuine reform.
It was locked in a political stranglehold in the sense of absolute
commitment to making decisions and moving forward.”
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He further explained that people who hadn’t been in the system may have
found that atmosphere challenging.

“I found it a pain… … so after I’d served a full contract term at… …but it
really became no longer of any major interest to me to work in a
situation where there was no real movement and the system was totally
constrained.”

“I would suggest that most people were looking for other positions
because the system was unstable and that’s why I looked for and found
another job.”

Several interviewees clarified that there was a subtle pressure or an indirect
pressure put onto senior health executives. They were magically forced out,
not overtly, not sacked, or not necessarily asked to leave but put in a position
whereby they became unhappy, destabilised and started to say ‘look this isn’t
worth it’ and started to look for outside opportunities and then when they
found one, they moved on.

“NSW Healthcare system is particular complex system, if senior health
executives can survive in NSW Health, then they can survive
anywhere.”

“Everyone gets a little tired and the system becomes very constrained
in terms of its operation.”
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5.3.3

Healthcare restructuring

Several interviewees acknowledged that restructuring within NSW Health did
contribute to senior health executives’ departure through redundancy either
because of the loss of the position, or being identified to be no longer the
suitable person for the position. They further pointed out that major
organisational restructuring in NSW Health within the study period was
introduced no less than every three years which could explain the 3.13
average tenure for senior health executives identified in the document
analysis.

“I left because there was a reorganisation; it was clear that the Minister
at that particular time had just decided to have a specific person in that
position and I wasn’t that person, so it was made clear to me. I wasn’t
fired etc but (they) made clear to me that I would have been stupid to
try and stick around. It was far better to go, to do it gracefully. You are a
fool if you leave and make negative remarks etc because certain
governments have a way of making it very difficult for you to make
contacts.”

However, one interviewee held an alternative view that senior health
executives leaving the positions was a common practice. He went on to
explain that all positions had a life span; CEO’s normally can only last for
three to five years because they have contributed all they can in that time.
“Every organisation, and health is no different, has a life span for how
long chief executives are going to last…… and let’s be honest, there’s
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nothing new about any of that because a lot of organisations in the past
have built in expectations, and I refer to the services particularly, where
their CEO’s etc only last for 3-5 years because they have contributed all
they can in that time. So against that general background, people that
had been in the health system for a long time perhaps had an
expectation they’d be there until their retirement and were somewhat
bemused when certain things had to happen and subsequent changes
had to occur. They saw the re-structuring as perhaps as not fulfilling.
On some occasions others had learnt so much, they wanted to try their
hand at something new. There were a lot of society and industry
pressures going on that caused it (high turnover).”

A number of interviewees held the same view that it was not surprising that
senior health executives would hardly ever finish their five-year contracts with
NSW Health. The five-year contract provided them with no security and
protection. The Minister and the central office of NSW Health normally
reviewed the contract with their senior health executives on a yearly basis,
and had the authority to terminate the contract based on whatever reasons
they nominated.

5.3.4

Where did senior health executives go?

Several interviewees stated that when senior health executives departed from
NSW Health, they were very unlikely to return to the system.
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“I still have a lot of colleagues there and I’ve just mentioned the current
reforms which started late last year and are still going on, worse than
ever. I constantly get calls from people there who just want to get out
because it’s a shambles, there’s no communication. I haven’t met
anyone in my career that got out and wanted to go back.”

Although it was not difficult for them to get a job somewhere, or get the same
level of pay, they may have experienced difficulties in getting a job at the
same level. Very often after the departure from NSW Health, they worked in
the private health sector, non-government sectors, conducted their own
consultancy work, or moved to the healthcare systems in other states of
Australia. One interviewee indicated that he is not surprised to see that senior
health executives needed to move to other jobs, but he would be surprised to
know that they are in fact moving to a better one in a better healthcare
system, unless working in another industry.
“Most of the people that I know that have left the system went to jobs
that were unlikely to pay them less. It hasn’t the same status, but
unlikely to be paid less. This is always difficult to judge but there were
very few people who were out of work for long periods. I think there are
senior health managers within the health sector, they maybe short lived
in any one job but the consequences to that is that they are always jobs
available.”

“Some people have moved into the private sector or Catholic health
care system and are reporting that at last they are feeling respected
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and being treated as a human being. Another senior manager who
walked out in the last six months just because he was so tired of the
constant restructuring for no apparent reasonable purpose, said, “I’m
just going to do nothing for six months.”

Some interviewees pointed out that senior health executives who had left
NSW Health may be doing very well at present, but the development of a new
career and a career in a new field was not an easy journey. Although senior
health executives no longer had the desire to become an employee of NSW
Health after their departure, they may still contribute to the system in another
capacity.

5.4 Personal experiences of the implementation of the
area health management model
Interviewees were asked to share their overall experiences of the NSW Health
reforms which included the implementation of the area health management
model and the introduction of the senior executive service and performance
agreements, during the period of 1986-1999.

Whilst the vast majority the 13 interviewees indicated that the intentions of the
area management model were admirable, several believed that the potential
benefits of the reforms had not been fully achieved for a variety of reasons.
Moreover, the majority of the interviewees stressed that the reforms had
created barriers for senior health executives to achieve the best management
and service provision outcomes. Four main themes were generated from the
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interviews. A number of quotes captured from the interviews are provided to
highlight the views of the interviewees.

5.4.1

Potential benefits of the area health management model

The majority of the interviewees believed that the AHMM was essentially an
effort to devolve operational aspects of healthcare to the regions and to
introduce a strong linkage between the community and the hospitals as well
as the public health services. The area model started to integrate the concept
of a population-based focus and tried to integrate health services under a
single management tier.

One interviewee pointed out that the strength of having an area model was to
allow a more responsive and better approach to planning for a reasonably
large population. However, a uniform approach for different areas proved
difficult. Another interviewee stated that the model allowed a reduction of
competition for resources between different areas, a reduction of hospital
administration waste and a reduction of duplication of services, which
consequently supported better clinical services.

“The AHMM was a well regarded change by most of the senior
executives; it was seen as a sensible way to go and certainly a big
improvement on the dynamics of the old systems… …so the structure
which was really underpinned by a geographic area being as far as
(possible) responsible for determining the priorities and the delivery
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methods and the structures for delivery (of a) full range of health care
for the population was supported.”

Another strength of the AHMM was more comprehensive planning for a
variety of services.

5.4.2

Inadequate financial resources and unachievable financial
goals

The majority of the interviewees pointed out that there were not enough
resources to make the substantial changes. The budget targets allocated
were impossible to manage even after a drastic reduction in the number of
staff within the area health structure. One interviewee highlighted that the
AHMM was commonly referred to as a ‘bankruptcy model’ by cutting staff
numbers heavily in order to meet impossible budget targets.

More than half of the interviewees claimed that senior health executives were
expected to take the blame for the Department or Ministerial office when the
budget or expectations from the public were not being met. They took the
blame for something impossible to achieve within the existing financial
arrangements.

“If I got into trouble, I would be by myself. The inquiry into
Campbelltown and Camden hospitals was a prime example (which
affected a colleague outside the study period). When the inquiry took
place, the Department tried to isolate South West Sydney AHS as
much as possible and didn’t give it any support… …but I do think the
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shortage of resources in those hospitals in comparison to other
hospitals within the State was a very big contributing factor to the
problems that those two hospitals had.”

Another interviewee stated that there was scepticism in some parts of the
healthcare system where financial resources were not provided as requested.
As a result, community health and hospital services were reduced and friction
between the practitioners within the hospital system and those within the
community health services was created.

5.4.3

Lack of support and insecurity in the job

Interviewees claimed that while implementation of the model brought fear to
those in senior health executive positions, the Department or the Minister
provided little support and input during this period of constant change. Senior
executive positions became unstable under the reform agenda and many
executives left as a result. There was a claim that the careers of these people
were destroyed because they left under negative circumstances.

“Moving from a regional structure to small district health services was a
very destructive move, it created wholesale redundancies which were very
lucrative… …appalling waste of public money.”

“There is a joke that goes around the senior executives that when the
Government’s in trouble, bring on a restructure… …a real concern that
every time this happens, you lose a whole lot of good people and

180

corporate memory and knowledge, and some people discount the value of
corporate memory.”

Interviewees added four other factors contributing to the unsuccessful
implementation of the AHMM. They were: a lack of consultation with senior
executives before setting the reform agenda, senior executives’ inadequate
knowledge of the reforms, insufficient time given to the implementation
process and disenfranchisement of communities from participating in the
health care debate, which raised barriers between the system and
consumers.

5.4.4

Centralised control and political interference

This theme was mentioned frequently by the majority of the interviewees. The
initial authority given to the areas was gradually pulled back to the central
office, which caused tension both within the Department and between the
central office and senior executives. In addition, the disbandment of the
regional offices that stood between NSW Health and the area health services
exposed senior executives to the political process at central level to a greater
extent, which made management more difficult.

Several interviewees pointed out that pulling away the authority from the area
level made the management of the healthcare system more centralised. The
excessive interference from NSW Health in the operation of area health
services did not allow the areas to manage themselves and to be accountable
for their outcomes.
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“The area health management model is all about control really, control
for the centre, that was the agenda. Getting rid of the boards and any
sort of local difficulties.”

One interviewee claimed that the reforms actually gave the Minister
opportunities to influence directly the health services through the central
office.

“…the change to a purely corporate board and performance
management and contracts didn’t necessarily advance healthcare
delivery because it only made people responsible to the centre, to the
department rather than trying to be innovative and engage communities
and deliver good health services… ...we lost a significant amount of
community support and the opportunity to actually do things because
we were really required to comply with health department policy and to
stay within those boundaries… …our healthcare system lost some of its
good value from the reforms process.”

One interviewee pointed out that more effort could have been put into the
introduction and implementation of the model. However, this effort had not
been observed because the barriers to the success were in fact the
existing centralised management processes and political influences.

“The area management model was the best way to go, but things have
been eroded and I personally believe there is further scope for
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improvement, but I don’t think governments will have the courage to do
that.”

In addition to the above opinions, two interviewees made very explicit
comments about the barriers created by the AHMM: too many reforms were
not managed well by the Department, and there was too much centralised
control and ambiguity in accountability.

“There were so many reforms and my experience was that each reform
that happened, NSW Health got worse at handling the reforms… … at
the end of the day, the patients, the staff weren’t any better off despite
all the reforms.”

“When the area health services (were) first formed, they actually got
that fairly right, that the central administration had had responsibilities
for certain things such as industrial relations, and overall policy in major
planning… …the problem for an area CEO in area health services was
that there were divided responsibilities; on one hand you were
responsible to the board of directors, then on the other hand, the
Director General saw you as his person, so you were serving two
masters and that did cause some problem issues.”

Clearly, too much centralised control and political interference were regarded
as important reasons for the limited achievement of the area health
management model.
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5.4.5

Other individual comments

A number of other comments on the factors contributing to the unsuccessful
implementation of the AHMM were made by individual interviewees. These
comments including the following:

 The reform agenda was set without proper consultation with the senior
health executives who were expected to implement the agenda.

 People in charge of the implementation of the reforms did not have
adequate knowledge of the reforms that they were trying the
implement.

 The areas were not given the opportunity to work well because they
were implemented in a rush and too many pressures placed on them to
succeed.

 The area health management model disenfranchised communities from
participating in the health care debate, internalised all the staff and
doctors as part of the system and put barriers up between the system
and consumers.

5.5 Personal experiences of Senior Executive Services
(SES) and Performance Agreements
The vast majority of the interviewees indicated that the intention of the senior
executive services and performance agreements was good, but their attitude
toward its effectiveness and usefulness in practice varied. Three major
themes have been summarised as follows.
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5.5.1 ‘A protection to the Department rather than senior health
executives’
The SES and performance agreements enabled the Government to bring in
legislation that provided no security for a senior health executive and enabled
NSW Health to sack their senior staff more easily, based on unachievable
targets. This could explain why the majority of the staff did not finish their fiveyear senior executive contracts.

Two interviewees mentioned that the SES did not provide as much financial
reward to senior health executives as was intended. In the early days, it was
great

and

seen

as

offering

substantial

financial

incentives,

higher

accountability, although with higher risk. However, the relative remuneration
for a senior salary position was based on the comparison with the lower SES
rates.

“…the SES is an executive service in name and the only distinction
between the SES and other ranks within the public sector now, is they
can be terminated easier. Under the Labour Government, their
philosophy has much more political control over executive management
in the public sector.”

“The SES contracts were worthless… …weren’t worth the paper they
(were) written on; there was no industrial certainty in them and they
haven’t made any difference other than enabling state health to sack
the senior staff easier. It certainly didn’t provide any incentives to
performance. No, not at all.”
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In fact, senior health executives were not better off with the ‘protection’ of
senior executive services and performance agreements; they had to carry
extra responsibilities with higher expectations without legitimate protection
and monetary rewards.

5.5.2 Greater accountability to the department and more focus placed
on senior health executives’ performance
More than half of the interviewees suggested that the SES and performance
agreements brought greater accountability to senior health executives and
placed more focus on evaluating their performance. The reforms were an
effective means of control of CEO’s by the Government to follow directives.
There was some acknowledgement that the SES and performance
agreements provided more focus on performance and allowed specific targets
to be achieved. It was an inevitable change to make managers accountable. It
also gave a clear direction of what the Government or the Department wanted
to do and with a more formal reporting process.

“It was a good mechanism for control by the government for CEO’s and
health services to do as they were told, and do what was required. The
long-term result of them hasn’t necessarily improved the system or
made it more effective. It’s all been mostly about controlling and
containing the system rather than advancing the system.”

Senior health executives agreed that the implementation of the senior
executive

service

and

performance

agreements

introduced

greater
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accountability to the Department and placed more focus on senior health
executives’ performance.

5.5.3 Lack of experience in design, implementation and evaluation
“The targets set in the performance agreements were unachievable but
were about getting the Minister of the day re-elected.”

The interviewees mentioned that the Department did not have enough
experience in formulating and implementing performance agreements,
especially at the early stage of formalisation and implementation. They
believed that the performance agreement was too generic and that the targets
were too broad, unrealistic and unachievable. Furthermore, individual
performance was not closely monitored, positive outcomes were not being
recognised and no incentives were provided for senior health executives to do
more than a bare minimum.

“I don’t think that performance agreements were done as well as they
could have been done. I hasten to add that they were early days and
things can usually improve with time. But, what I found that over the
time that I was there, in fact by the time I left, the process was even
worse than it was when it began and it should have been the other way
around……quite frankly I don’t think there was the will to make it
happen and I don’t think we had extremely competent people in this
field who were in positions of authority to make this system happen,
because at no point did I feel that there was someone who really knew

187

that they were doing with putting performance management systems
within the department and within the senior executive service. I never
felt that there was anyone extremely competent actually running the
show.”

Interviewees claimed that it was difficult to deliver on things strategically
agreed on in performance agreements as senior health executives were
forever being diverted by ‘events of the day’. In fact, the performance
assessment, based on what was listed in the agreement, was not carried out
regularly. The performance agreements were neither well implemented nor
monitored. One interviewee even claimed,

“Our system is so incredibly complex and the ability for the senior
executive to completely influence outcomes was quite variable, so
performance agreement initially was quite rubbery and brief. Then there
has been an evolution where they were from being fairly rubbery and
subjective to being overly detailed and attempting to be very precise
and beyond reality. With the experiences learned from the past 15
years, they’ve evolved in a positive way and are much better now than
previously in terms of directing and reviewing individual performance.”

Lack of expertise and experiences in designing and implementing the
performance management system in NSW Health has been a recognised
problem among the senior health executives. In addition, the complexity and
the enormous size of the system made the setting of the performance
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standard and realistic targets extremely difficult, especially when very often,
inexperienced and lack of competent people were assigned to the job.

5.6 Discussion
This chapter has presented the results generated from the telephone
interviews focusing on the personal experiences of senior health executives of
the major structural reforms in the NSW Health public sector. The 13 interview
participants addressed all the questions asked during the telephone interview.
Three major issues have been identified from the interviews, which will
contribute to addressing the research questions of this study. These three
issues included the relative incompetence of NSW Health in planning,
managing and leading the reform process; the major structural reforms in
NSW Health since 1986 did not achieve the successful outcomes as
expected, and that the constant changes and reforms within NSW Health
contributed to the high turnover among its senior health executives.

5.6.1 The relative incompetence of NSW health in planning, managing
and leading the reform process
From the negative experiences of senior health executives, this study
confirmed the importance of incorporating the four-phased model of planned
change developed by Bullock and Batten (1985) into the reform process. The
study also further reinforced the importance of a number of key factors
identified in the literature in relation to implementing, managing and leading
the large-scale organisational change process (Cornell, 1996; Burnes, 2000;
Martin, 2003; Narine & Persaud, 2003).
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There is general consensus among the interviewed senior health executives
that changes in NSW Health occurred too rapidly for them to cope with, which
confirmed that suggested by Crichton (1990) regarding the fast pace of recent
healthcare reforms. One of the issues raised in relation to the rapid changes
in healthcare was that the changes were too constant and continual, that
healthcare professionals were responding passively and adapting to the
changes, rather than leading and managing the changes and the process of
change. The changes not only did not allow enough time for health
professionals to adapt, but also rarely provided them with the opportunities to
witness the positive outcomes brought about by the changes.

This was also suggested by the studies of Bruch and Ghoshal (2003) and
Cornell (1996). The insecurity and anxiety experienced by the health
professionals inevitably led to low compliance and a reluctance to engage in
the change process (Cornell, 1996; Horak, 2000; Martin, 2003; Narine &
Persaud, 2003). When changes are introduced, it is important to allow enough
time to prepare for the change at all levels of the organisation, its
management and other staff (Cornell, 1996; Stahl & Andersen, 1996; Horak,
2001). Brooms (1998) explains why unplanned change leads to the resistance
among those who are required to participate in the change process, and
suggests that the effects and influences of well-planned change on the
organisation and its environment are more predictable. Although there has
been a general assumption that staff resistance is a natural response to
organisational change (Piderit, 2000), a well-planned change can reduce
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insecurity, anxiety and uncertainty and allow staff to act proactively and
improve active participation of the change process.

The fast pace of the reform and unreadiness of both the system and health
professionals for the changes was further confirmed by the negative
experiences of the interview participants with the introduction of the Area
Health Management Model in 1986, Senior Executive Service in 1989 and
Performance Agreements in 1990 NSW Health, and the limitations and
deficiencies of the system identified.

Although adequate financial support has been confirmed in previous studies
as one of the vital factors ensuring the success of introducing changes to a
complex system such as healthcare (Cornell, 1996, Martin, 2003; McConnell,
2000), it was viewed by the interviewed senior health executives as one of the
key concerns in the process of NSW Health reform. In addition, they also
pointed out that very often, changes introduced to NSW Health were an
immediate response to financial pressure and cutting cost, rather than a
rational, well planned and justified action. Consequently, limited financial
support was allocated to the planning and implementation of the changes.

The study also found that another drawback of the constant changes in the
system was that the success of the changes was not being monitored and
evaluated. The benefits or positive results of the changes were not being
witnessed, especially by those who were affected by the changes. Barnsley et
al (1998) pointed out that feedback systems and monitoring strategies need to
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be developed and built-in to the change process to help to reinforce and
institutionalise changes. Argyris (1999) and Senge et al (1999) further
commented that a built-in of a monitoring and feedback system is important to
the development of a learning cultures within the organisation to improve
organsation’s readiness for change. To introduce and implement a change
effectively, comprehensive monitoring and evaluating strategies need to be
developed and incorporated into the planning and implementation process for
the change. In addition, it is equally important that the outcomes and results
identified from the evaluation of the change should be shared by people who
have been involved in the change. This is a very important step to ensure
compliance can be gained when more changes are required.

5.6.2 Major structural reforms since 1986 did not achieve the
successful outcomes as expected
The study captured senior health executives’ opinions about some of the
successes of the area health management model, the senior executive
service and the performance agreements in NSW. Although they did
acknowledge the potentials of the reforms, their personal experiences and
opinions toward the reforms were mixed. In particular, their experiences of the
SES and performance agreements were often quite negative.

The majority of the SHE believed that the area health management model
was positive in various ways. Examples included better integration of different
level of services, efficiency in service provision, reducing duplication of
services and allowing better planning for the variety of services in a
geographical area. These benefits were similar to the expectations of
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management when the AHMM was first introduced and the outcomes
documented in NSW Health annual reports between 1986 and 1995. For
example, it was reported in the 1986 - 1987 Annual Report that, “…the
implementation of AHMM had resulted in much improved health services for
the people of this State and a more efficient and responsive management
system for the health services, and would continuously improve service
delivery, and efficiency, effectiveness and accessibility of the NSW Public
Health System” (NSW DOH, 1987 p4).

This statement was generally supported by an evaluation conducted by
Lawson and Evans in 1992. The evaluation design was based on the
recognition of the fact that ”organisational structures are usually built on past
experiences and resources.” (Lawson and Evans, 1992 p240) It compared a
well-established AHS in 1990 with a newly created AHS with respect to the
achievement of the five major objectives previously listed. Acknowledging the
limitations of the methods used, these researchers argued that while previous
attempts at evaluation of AHS’s by traditional numerical measures had failed,
the method of comparing broadly similar AHS's, supplemented by surveys,
appeared to be a useful approach.

However, Stoelwinder (1992), questioned the validity of the evaluation
evidence provided to support Lawson and Evans’s (1992) conclusions, stating
that methodological, epistemological, semantic and even political factors may
mitigate against effective evaluation research of this kind. (Stoelwinder, 1992).
He further explained that the major problem was that one could not be certain

193

that the two area health services would have been similar had it not been for
the intervention. Any results arising from this comparative study could be
attributed to the differences between mature and immature sites and may not
have been the result of the intervention.

In the current study, three main findings from the personal experiences of
senior health executives toward the introduction and implementation of the
area health management model in New South Wales have emerged. These
three main findings can be interpreted as what prevented the achievement of
the full potential of the area health management model (Liang et al, 2006).

Firstly, inadequate financial and other resources were provided for the
implementation of changes to the system including planning, preparation,
implementation and evaluation. More significant were financial goals were set
for each area without being mutually agreed between the central office and
the AHS. The goals were often seen as unachievable by the latter.

Secondly, the introduction of the AHMM made the senior health manager’s
position much more unstable under the reform agenda. This inevitably
brought a certain level of insecurity to those who were in these positions and
to those whose positions were at risk of being redundant. Moreover,
insufficient support was offered to those who were working in the system,
especially senior health managers, to assist them with not only surviving the
turbulent period, but also providing effective leadership in the implementation
of the structural reforms.
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Thirdly, the pull back of authority initially delegated by central office to AHS
executives and the increasing exposure of SHE to the political process
created unnecessary tensions between senior personnel in central office and
area health executives. As a result, the leadership role of senior executives
was undermined while ongoing political-level intervention created ambiguity
surrounding the aims and scope of the reforms.

In addition, senior health executives acknowledged that the initiatives of
senior health executives and performance agreements had the potential to
achieve very positive outcomes which were predicted when the SES and
performance agreements were first introduced (APSC 2003; NSW DOH,
2004; APSC, 2005). They also acknowledged that their initial purpose was to
strengthen

management

responsibilities

and

accountability,

improve

management performance and simultaneously increase the motivation of
senior health executives by providing financial rewards and recognition.
These initial objectives were similar to those stated in various papers by Liang
et al (2005), APSC (2005) and NSW DOH (2005). A number of key limitations
of these two initiatives were raised by the interviewees.

Firstly, the two initiatives were widely believed to provide greater protection to
the Department rather than the senior health executives. It enabled the NSW
Health Department to sack their senior staff more easily, but at the same time,
no substantial financial rewards were offered to those exposed to greater
financial accountability and higher risk.
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Secondly, the two initiatives did require senior health executives to
demonstrate greater accountability to the Department and placed more focus
on their performance. However, due to the lack of experience in design,
implementation and evaluation of these two initiatives, the agreements were
not clear in purpose and in the targets to be achieved. Inadequate evaluation
of the initiatives, the lack of opportunity to provide feedback and the poorlyplanned implementation processes further limited the realisation of their
potential.

5.6.3 The constant changes and reforms within NSW Health contributed
to the high turnover among its senior health executives
As discussed at Chapter 2, high turnover among senior health executives was
commonly identified in the 1990s literature because of the constant healthcare
reforms and the pressure and impact of the reforms (Harris et al, 1998). This
study confirms the existence of high turnover among the senior health
executives in NSW Health between 1990 and 1999 by having identified a low
tenure figure of 3.0 years, and a high turnover rate of 27.2% in comparison
with studies conducted elsewhere (Wachel 1993; Korporaal 2004). The study
even suggested that turnover among senior health executives has worsened
since the reforms of 1980s.

Although, in the questionnaire survey, 66% (n=19) of participants indicated
that they left their most senior health executive positions voluntarily for three
major reasons: a better position outside NSW Health, healthcare restructuring
and the unstable healthcare system, interviewees tended to disagree with
some of these findings stating that they were forced out from the system
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rather than having left the position. They added that they were forced out from
the system either because they had to save their reputations and take up a
compensation package, or because they got fed up with the system and
wanted a break or a change.

This study also confirmed some of the ‘push factors’ discussed in Weil &
Kimball (1995)’s study, such as inadequate rewards, lack of situation control,
and job instability. According to the interviewees, unsatisfactory performance
was the most commonly used reason by the NSW Health when forcing their
senior health executives to leave their positions. The poor performance
ranged from not achieving budget targets, not addressing publicly concerned
issues, to not meeting service quality. However, interview participants argued
that the performance standards set by the Department were in fact
unachievable, given the time frame given and the resources and support
provided.

Apart from being forced out from senior management positions, three further
major reasons have been identified from the interviews with senior health
executives regarding their departure from NSW Health. The first was the
unhealthy and unstable healthcare system which provided limited job security,
inadequate support and recognition and rewards for their hard work and
complex tasks to perform. The second was the complicated reporting
structure and continuous interference from Central Office and the Minister’s
office, which also contributed to their difficulties.
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These findings are similar to those were found in Hart’s (1993) and Brooks’
(1994) studies. However, this research provides greater detail and a more indepth analysis relevant to the context of healthcare reforms. The third was the
constant healthcare restructuring, which not only led to redundancies, but
also led to ambiguity and insecurity. The findings are different from those
identified in Nordhaus-Bike (1995)’s study. Nordhaus-Bike’s study of middle
and upper level managers in the USA identified that increased stress and job
pressure were the main contributors to high turn-over and burn out, but
suggested that the impact of other major factors, such as increased
competition, higher complexity and intensity of work, faster pace, and
constant layoffs and consolidations, should not be underestimated.

The current study suggests that turnover among senior health executives is
an important issue to be addressed, especially during the implementation of
changes within a system or the organisation. The following strategies can be
developed to reduce turnover: trim the pace of the reform process to sustain
the outcome of changes; reduce the conflicts between senior health
executives, Board members and medical staff; to provide ongoing
professional development programs to senior health executives to develop
advanced skills in fulfilling the new managerial demands such as financial
management skills and conflict resolution skills and to provide leadership
programs to senior health executives to equip them to manage and lead the
reform process effectively. It is also advisable for health departments to
develop more effective senior health executives’ retention programs to
prevent high turnover and its subsequent cost.
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The future of departing senior health executives is unclear
When departing from their most senior positions with the NSW Health, the
future of the senior health executives was generally unclear. Upon their
departure, the majority of them had not found a better position elsewhere.
They may have taken up offers for other positions, but generally with lower
status, though they may still be receiving the same level of pay. However, it
was clear that they were unlikely to take up the option of being employed by
the Department again. The most common career path lay in the private
sector, consultancy work or in similar sectors but in other states of Australia.
The findings support what Griffith concluded in his 1987 study that when
senior healthcare managers had to leave their positions, they are unlikely to
expect a better position to be available to them.

Regardless of the negative experiences associated with the introduction and
implementation of the structural reforms in NSW since 1986, and the pace of
the changes, nearly all of the senior health executives interviewed clearly
indicated that they did enjoy their time being a senior health executive during
these turbulent and difficult times. They benefited from the challenges they
faced in the positions, the professional satisfaction they experienced and the
opportunities to work with more senior colleagues within the system.

5.6.4 What have we learned from health reforms in NSW?
Although the conclusions from the current study may be limited by its
qualitative methodology, it represents a new way of examining the
implementation of an area health service management model by using
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meaningful data from those who were closely involved in its implementation.
The findings from the current study do not support the reports from NSW
Health during the early stages of the implementation of the AHMM. Following
Bullock and Batten’s (Bullock & Battern, 1985) four-phase model for the
successful implementation of change, the current study identified that the
limited success of the implementation of the New South Wales AHMM may
have been due to an inadequate investment of time and expertise during the
first two phases: the exploration and planning phases. This study has
disclosed how the centralised management processes and political influences
within the NSW Health may have acted as barriers to the implementation of its
own reforms.

Furthermore, the findings from both this study and the literature suggest that
to improve the likelihood of the successful implementation of these two
reforms, a number of initiatives or processes needed to be adopted; i) an
appropriate reward system for senior health managers to provide better
incentives and recognition for risk taking, heavier workloads and greater
responsibilities (Braithwaite, 1993); ii) expertise in change management
utilised or purchased, perhaps from other sectors, in assisting with the design,
implementation and evaluation of the planned changes within the healthcare
system; iii) sufficient time for consultation and preparation before the changes
were introduced, and iv) the importance of ongoing monitoring of the
implementation process and formal evaluation of the initiative should not be
under-estimated (Cornel, 1996; Bruch & Ghoshal, 2003; Martin, 2003; Narine
and Persaud 2003 and Liang et al, 2006).
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Regardless of the negative experiences associated with the introduction and
implementation of the structural reforms in NSW since 1989, the pace of the
changes, and turbulent and difficult times experienced, senior health
executives enjoyed the challenges and appreciated the opportunities of their
positions. They benefited from the challenges they faced, the professional
satisfaction they experienced and the opportunities to work with more senior
colleagues within the system. These findings are unique to this study.

5.7 Overview
This study has provided a window into the experiences of senior health
executives in NSW Health following the major structural reforms since 1986.
These distinct structural reforms included the introduction of an area health
management model,

the senior executive service and performance

agreements. A negative effect of the reforms – high turnover among senior
health

executives

has

also

been

confirmed

through

analysing

the

governmental documents and the data generated from both the questionnaire
survey and telephone interviews.

It is evident now that senior health executives held positive views toward the
intention of the area health management model in New South Wales.
However, the full benefits of the model were not achieved due to several
shortcomings during the early stages of implementation. Significant
deficiencies included inadequate resources for the implementation of change,
insecurity and instability brought to senior health management positions, NSW
Health efforts to centralise control and on-going political interventions.

201

Furthermore, the full benefits associated with the introduction of the senior
executive service and performance agreements were enjoyed mainly by the
Government of the day who held them accountable for financial and other
crises that occurred in the health system from time to time and/or terminated
the employment of senior health executives.

The study suggests that before changes are introduced into a healthcare
system, it is important to utilise existing expertise to plan carefully for the
changes, to monitor the implementation process and to evaluate formally the
outcomes. It is also vital to allow proper consultation with professionals who
will be involved in and inevitably affected by the changes and to provide them
with adequate orientation and support to reduce resistance, to gain
compliance and to allow the achievement of the expected outcomes

The study has also highlighted a number of important factors relating to the
nature of why senior health executives left their positions in NSW Health,
reflecting a ‘leave or be sacked’ mentality within the sector. Reasons that
were identified from interviews as predictors of departure were the ‘push’
factors from Government sometimes precipitated by unachievable targets or
political pressure, the “unhealthy” system revealed by professional frustration,
a lack of incentives and security, excessively complex organisation and
stagnation because of political influences and finally, the constant cycle of
structuring and restructuring. This study has gone some way towards
confirming the results of previous studies from the late 1980s until 2005 and
has identified some new issues as discussed earlier.

202

Although this qualitative study was limited by its small sample with the
implications of selection bias, it enabled the collection of the views and
experiences of senior health executives who were intimately involved in the
implementation of large-scale organisational change and its significance
should not be understated. The study, therefore, makes a significant
contribution to the systematic understanding of the ‘real politics’ of being a
senior health executive during a period of significant healthcare reform, and
how the barriers created by the ‘system’ prevented achievement of the full
range of potential benefits anticipated with the reforms.
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CHAPTER 6
Competencies Tasks and Roles Required of Senior
Health Executives in NSW
The focus of this chapter is to compare and contrast the findings from the
critical analysis of relevant studies on competencies, tasks and roles
required of senior health executives with those derived from the current
study. Through an extensive literature search of the tasks, roles and
competencies required by senior health executives, the need for better
clarity for the relationships between these three terms has been identified.
Although various health service management studies have examined
different aspects of these terms, they have not adequately defined them and
how they relate to each other. The development of a new approach of
assessing the competencies of healthcare managers and its application to
the results from current study is also been discussed. This Chapter aims to
contribute to the knowledge of what were the most important competencies
required by senior health executives in NSW health public sector between
1990 and 1999, the development of a clear concept of three key
management terms and their relationships and the development of a new
competency assessment model for healthcare managers.

This chapter is structured into seven sections:
6.1

Conceptual development: definition of and relationships between
tasks, roles and competencies.

6.2

Identifying roles for healthcare managers.
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6.3

Development of a list of competencies required by senior healthcare
managers.

6.4

Results from this study.

6.5

Overview: tasks, roles and competencies.

6.6

Discussion.

6.7

Overview.

205

6.1 Conceptual

development:

definition

of

and

relationships between competencies, tasks and
roles
No study has been identified which actually examines the major tasks
performed by senior healthcare managers. In Roemer’s study (1996, p212)
on the work and competencies of hospital middle managers, the absence of
empirical descriptions of the work of healthcare managers was confirmed. In
contrast, the terms, ‘roles’, ‘competencies’, ‘skills’ have been used widely in
management studies. However, the distinction and correlations between
these terms have not been adequately addressed. Very commonly, the use
of the term ‘competencies’ in the literature is ambiguous and confusing with
terms competencies, skills, abilities and attributes being used inconsistently
and often interchangeably. In fact, the term ‘competency’ has been well
defined in the management literature whilst the concept of ‘role’ has also
been relatively clarified. However, the term ‘task’ not only lacks clear
definition but is also was relatively under-used though it can be easily found
in job descriptions for healthcare managers in the practical world.

6.1.1 Definition and understanding: competency
“Competency is a person’s underlying characteristics and qualities
that lead to an effective and/or superior performance in a job” (Manley
& Garbett, 2000, p.349)

Competency has been defined in different ways in the health service
administration literature. Shewchuk et al in their study on competencies
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needed for healthcare administration (2005), stated that the definition of
competency from previous studies was not clear.
“Definitions and terminology surrounding the concept of competency
are replete with imprecise and inconsistent meanings, resulting in a
certain level of bewilderment among those seeking to identify the
concept” (Shewchuk et al, 2005 p33)

After summarising the definition from the following three papers (Lucia and
Lepsinger (1999), Spencer and Spencer (1993), and Calhoun et al (2002),
Shewchuk et al (2005) accepted ‘competency’ as a cluster of related
knowledge, skills and attitudes, which may optimise job performance, can
be measured well against standards and can be improved by training and
development.

Harris and Bleakley (1991) pointed out that ’competency’ was a term used
to describe managers’ expertise in the 1980s and 1990s replacing the
previously accepted term ’skill’ used to demonstrate the ability and capability
of managers throughout the 1970’s and early 1980s. Building on the
definition of the National Training Board (1991), “competency comprises the
specification of the knowledge and skills and the application of that
knowledge and skills within an occupation or industry level to the standard
of performance required in employment” (p364-365), they offered a further
definition for management competency as “the specification of the
application of management knowledge and skills within an industry to the

207

standard of performance required in employment given favourable
environment and psychological circumstances” (p365).

Similarly, Wright (1998) viewed competency as the minimum standard
necessary to perform a job and this minimum standard included knowledge,
skills, and abilities. In contrast, Goldstein (1995) defined competency as
those skills, abilities and knowledge that contribute to over average or
minimum performance. According to McLagan & SuhadoInick (1989),
competency is ‘an area of knowledge or skill that is critical for producing key
outputs’ (in Wallick, 2002, p392). In addition, Hudak et al (2000, p217)
believed that skills, knowledge and abilities are what was required to
support the achievement of competencies.

Although the views of competency from the above authors have been
diverse, competency was consistently seen as the skills, knowledge and
attitudes required to perform a task or job.

6.1.2 Definition and understanding: roles
In the seminal work by Mintzberg (1973) on the roles of managers, role was
defined as an organised set of behaviours belonging to an identifiable office
or position. Similarly, Burk (1989, p100) adopted the definition of role by
Gross et al (1958) and Banton (1965, p1,000) as a set of expectations
applied to an incumbent of a particular position by others from both within
and beyond an organisation’s boundaries. In his study on the role of hospital
executives, Burk (1989) further explained that roles are closely related to the
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concept of the position or job in an organisation and can be seen as the glue
that binds the person and organisation (Burk, 1989).

In addition, Rothwell et al, 1999 (p43) stated that a role represents a group
of competencies targeted to meet specific expectation of a job or task. The
relationships between roles and competencies have been explained by a
number of authors and applied to a number of studies, such as those by
Kazanjian and Pagliccia (1993), Roemer (1996), Wallick (2002), and Guo
(2003).

6.1.3 Definition and understanding: tasks
After extensive search in health service management literature, no empirical
studies have been identified focusing on examining the tasks for healthcare
managers to perform, and no detailed description or definition of task has
been found. However, the definition of task provided by various dictionaries
are similar. For example, the Oxford English Dictionary (5th Ed.) defines task
as “a piece of work imposed on or undertaken by a person”. It is further
specified as “a fixed quantity of labour to be performed by a person”, the
work allotted as a duty to a specific person” and …“a lesson to be learned or
to prepared” p3188). Similarly task is defined as a piece of work assigned or
done as part of one’s duties at the web-based dictionary on the following
site: www.thefreedictionary.com/task.
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In the general management literature, the definition of task by Hackman
(1969) has been adopted by a number of authors such as Zigurs and
Buckland (1998) and Mennecke and Wheeler (1999) as the following:

“A task may be assigned to a person (or group) by an external agent
or may be self-generated. It consists of a stimulus complex and a set
of instructions which specify what is to be done vis a vis the stimuli.
The instructions indicate what operations are to be performed by the
subject(s) with respect to the stimuli and/or what goal is the be
achieved.” (quoted from Hackman 1969 :113 in Menecke and
Wheeler, 1999:21).

The development of the pyramidal relationship between tasks, roles and
competencies detailed below will assist with the development of a better
understanding of this term in applying to health care context.
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6.1.4 Relationships between tasks, roles and competencies
From the definition of tasks, roles and competencies, the relationship
between them can be explained in pyramidal terms by Figure 6.1, which has
been developed for the purpose of this study.

Figure 6.1

The

pyramidal

relationship

between

tasks,

roles,

competencies and attributes

Tasks

Roles

Competencies

Knowledge, Skills and Attitudes

“Competencies are general description of the abilities needed to
perform a role. Job description may list the tasks or functions and
responsibilities for a role. Whereas competencies list the abilities
needed to conduct those task or functions” (Public Health Medicine
Competencies, 2006, p.1)
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Senior health managers are expected to perform a number of tasks in order
to fulfil their job/employment requirements. To perform each task, they need
to fulfil a number of roles. Each of these roles requires senior health
managers to possess and demonstrate a number of competencies which
include sets of relevant skills, knowledge, and attitudes. The assessment
approach used in examining the competencies required for senior health
executives in the current study has been developed from the understanding
of the relationships between these terms. By identifying the major tasks
performed by senior health executives, the essential competencies for
senior health executives can be explored and examined.

6.2 Identifying roles for healthcare managers
The important work of Mintzberg (1973) on the roles of healthcare
managers, which led to the establishment of a typology of 12 work roles for
managers, has been well recognised by different authors. The roles
established in Mintzberg’s (1973) study were based on the study of
managers in several industries, thus not seen as suitable to the healthcare
sector in its original form.

In studies conducted by Pavett & Law (1985); Kazanjian & Pagliccia (1993);
Patton (1996); Roemer (1996); Zuckerman & Dowling (1997) and Guo
(2003), roles for healthcare managers were modified, further developed and
tested based on the specific managerial requirements in the healthcare
sector. As an outcome, the following 11 managerial roles have been
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developed and provided with detailed descriptions (Roemer, 1996).
Descriptions of each role are detailed in Table 6.1.

Table 6.1:

Detailed description of each role required for middle
healthcare managers by Roemer, 1996

Role
1. Figurehead

Description of each role


Entertaining as an official representative



Escorting official visitors



Making yourself available to ‘outsiders’



Joining boards, organisations, and/or clubs or doing
public service work



Serving as an official representatives outside of the
organisation

2. Leader



Attending to the training and development needs of
employees



Integrating subordinates’ goals with the organisation’s
work requirements



Evaluating, formally or informally, your subordinates’ job
performance

3. Liaison



Directing the work of your subordinates



Providing guidance to subordinates



Hiring, firing, promoting and recruiting



Developing relations with managers in other departments



Coordinating with other parts of the organisation



Integrating subordinates’ goals with the organisation’s
work requirements



Transmitting ideas and information from outside contacts
to people inside the organisation



Attending outside meetings or conferences



Handling complaints form people in other sections of the
organisation



Maintaining a personal network of in-house contacts
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4. Monitor



Reading professional journals



Using

informal

sources

to

defining

organisational

strategies o policies


Staying tuned to what is going on in competitors’
organisations

5. Disseminator



Building and using an informal information network



Keeping professional colleagues informed about your
department/division



Keeping management or patients informed about your
department / division



Making yourself available to ‘outsiders’



Passing on the desires and preferences of higher
management to subordinates

6. Spokesperson



Keeping members of your department / division informed



Answering letters or inquiries



Reporting to those above you in the organisation



Keeping professional colleagues informed about your
department/division

7. Entrepreneur



Making yourself available to ‘outsiders’



Answering letters or inquiries



Dealing with patients, particularly those with complaints



Developing improvements in workflow and work methods



Implementing planned improvements



Evaluating

the

outcomes

of

internal

improvement

projects


Identifying ways to improve performance or cut costs

214

8. Disturbance
handler



Handling formal grievances



Understanding what others mean by words and actions



Mediating conflict



Resolving disputes among subordinates or work groups



Taking immediate action in response to a crisis



Handling complaints from people in other sections of the
organisation

9. Resource
allocator



Allocating resources (personnel, money, material)



Distributing budgeted resources



Participating in defining organisational strategies or
policies



Formulating budgets



Determining the long-range plans and priorities of your
department/division

10. Negotiator



Approving plans for new projects or proposals



Bargaining with supervisors, peers, or subordinates for
needed resources



Mediating conflict



Interacting with physicians



Resolving disputes among subordinates or work groups



Negotiating with internal groups



Dealing with patients, particularly those with complaints



Handling complaints from people in other sections of the
organisation

11. Technical



expert

Serving as a technical expert to people outside your
organisation



Providing technical quality control



Identifying and solving complex technical problems
yourself



Directing a technical project



Acting as a technical expert or consultant
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To complete each task, senior health executives are required to fulfil a
number of the above 11 roles. Although this study did not directly examine
the key roles for the senior health executives, with the identification of the
major tasks required and the description provided by Roemer (1996) as
detailed above, the roles required for each of the key tasks were confirmed
without difficulties.

6.3 Development of a list of competencies for senior
healthcare managers
A number of skills, knowledge and attitudes have been identified in this
study, which are to be grouped into a list of competencies according to their
relevance and similarity. A number of studies such as Roemer (1996);
Longest & Brooks (1998); Robbins et al (2001), and Shewchuk (2005) were
conducted intending to examine and establish a list of reliable competencies
and/or a competency assessment approach. Although sharing a certain
level of similarity, the lists of competencies developed in these studies are
diverse, not only in the number of competencies developed or identified, but
also in the content of each competency. In addition, the lists of
competencies developed by recent studies have not been replicated by
other studies. Individual studies have tended to develop and use a list
competencies of their own. This may be due in part to the lack of well-tested
and recognised lists of competencies and/or competency assessment
models, and in part due to the different levels of management and context
being addressed by the different studies.
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“While numerous research efforts have been undertaken to develop
competency models, there is little evidence to suggest that any
competency model may be more useful to the field than others. Much of
this research has been hampered because a common shared
framework for competency development does not exist” (Shewchuk et
al, 2005 p35)

6.3.1 Reasons for developing a new list of competencies for senior
healthcare managers
By examining how different lists of competencies have been developed by
individual studies, this study proposes that it is inappropriate to apply a
developed list of competencies from other studies to the current study without
modification and changes for the two major reasons discussed below.
However, this study does acknowledge the contribution made by previous
studies, and endeavours to develop a list of competencies based on careful
consideration and appropriate adoption of what have been done in the
previous studies.

Reason 1:

Different frameworks or contexts from where the
competencies were developed

In previous studies, the frameworks from where the competency themes or
competency assessment tools were developed were different from this study.
The selected management positions/levels where the competencies were
examined were also diverse. This has contributed to the differences and
variation between the content of the competencies previously developed. The
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following studies conducted in Australia, Canada and USA are selected as
examples.

USA studies
Shewchuk et al (2005) used five ‘critical issue clusters’ faced by health service
executives as a framework to generate, prioritise and divide the 30 specific
behaviour competencies perceived to be necessary to allow new entrants to
the healthcare management field to perform effectively. Robbins et al (2001)
developed a competency assessment tool consisting of four competency
domains with five sub-themes under the technical skills domain to assess
early ‘careerists’ in healthcare management. They linked the competencies
directly to work experiences and graduate courses as an initial step towards
promoting collaborative effects between academic and practitioner programs.
However, Longest and Brooks (1998) adopted a very different approach. They
identified six distinct managerial competencies by examining what were
considered to be important for practicing senior managers who were working
in healthcare systems shifting to more organisational integration. They
believed that the advent of integrated delivery systems in the healthcare
industry had changed much of the work involved in running many healthcare
organisations.

Canadian Study
In Kazanjian and Pagliccia’s large scale study (1993) on senior healthcare
managers’ tasks, roles and competencies, a list of 11 roles were used.
Participating senior healthcare managers were asked to identify the skills and
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knowledge that they believed were essential in fulfilling each of the roles by
rating the 19 knowledge and 9 skills items generated from the ‘Professional
Competences for Canadian Health Care Managers’ developed by the
Canadian College of Health Service Executives. The study identified 16
skill/knowledge items (rather than competency themes) important to senior
health care managers.

Australian Studies
Rawson’s study (1986) developed 12 groups of knowledge and skill areas to
identify senior health executives’ perceived knowledge and skills essential for
successful performance of their jobs. Personal and interpersonal skills,
background clinical knowledge, financial management skills and decision
making were identified as the most important skills for the successful
performance of the job. The skills and knowledge areas are similar to the
competency themes developed from other studies. This study was conducted
before the introduction of the area health management model in NSW and
targeted senior health executives across Australia. Key competencies
identified may not have been relevant in the NSW context after the major
reforms were implemented.

Harris & Bleakly’s study (1991) on competencies required by health service
managers targeted healthcare managers from various levels across different
settings in South Australia. The study examined healthcare managers’
perceived managerial competencies important to their effective performance
by asking participants to rank the 49 pre-determined competencies in order of
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their importance. Seven important competencies for healthcare managers
were identified. However, the study did not place a specific focus on the most
senior level in the public healthcare sector and the target population was
limited to those who were members of Australian College of Health Service
Executives and involved in its continuing education program.

A summary of the list of competencies developed in the above studies is
detailed in Table 6.2 and was used as a guide in developing the list of
competencies for the current study which will be discussed later in this
Chapter.

Table 6.2:

Important skills and competency clusters for healthcare
managers described by various studies

Rawson, 1986 (Aus)

Harris & Bleakley, 1991

(A list of competent items

(Aus)

under 12 skills and knowledge

competencies

headings used)

headings used)

(a

list

Kazanjian & Pagliccia, 1993

of

49

under

7

(Can)

(Clustered

/competence/

28

skills

knowledge in 9

headings used)
Organisational concerns





Structural elements



Human resources



Information management



Management process

communication



Client Needs



Financial management



Identify client needs

and



Developing others



Delivery system

implementing health policy



Personal attributes



Evaluation of effectiveness

Management



Negotiation



Operational environment



Background knowledge



Professional development



Related professions

Personal and Interpersonal



Leadership

skills



Decision-making



Background competence



Organisational

planning


management


Financial management



Formulating



of

change

and future development


Health service planning



Industrial relations

and

Public

relations

and
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Roemer, 1996 (USA)

Longest & Brooks (1998)

Robbins et al (2001) (USA)

(USA)





Communications



Conceptual competence



Operations



Technical



Financial control



Interpersonal relations



Strategic assessment

managerial

Financial,
/

Interpersonal

Information

Systems, Human Resources ,

clinical competence


Technical Skills: Operations,

Strategic Planning, External
/

collaborative competence

Relations


Industry Knowledge: Clinical



Political competence

Process and Health Care



Commercial competence

Institutions



Governance competence



Analytic

and

Conceptual

Reasoning


Interpersonal and Emotional
Intelligence

Griffith et al, 2002 (USA)

Shewchuk et al (2005) - Competency Clusters (USA)

(three main area of learnable



Healthcare operations management

and teachable skills)



Patient or consumer focus



Political, legal, and ethical concerns

Interpersonal skills



Financial and economic issues

Strategic skills



Medical and physician relationships




Technical

Reason Two:

skills

Different levels of management require distinct
managerial competencies

Management level is also a key factor that affects the competencies required
for healthcare managers. Robbins et al (2001) and Leobs & Dalston (1993)
point out that competencies required for healthcare managers are not only
relevant to the seniority of management level, but are also likely to vary
substantially at different stages of an individuals’ career development. Katz
(1974) even believed that level of management was a determinant of the
relevant importance of particular skills. For example, Katz (1974) stated that
senior managers may require greater analytical and conceptual skills and that
specific technical skills relevant to various areas of practice may be more
important to lower level managers.

221

Therefore, competencies identified from previous studies focused on different
management level may not be applicable or appropriate to be adopted in this
study. Giving consideration to the reasons discussed above, we may explain
why different studies tended to develop their own lists of competencies. It is
not possible to conclude whether any of the lists of competencies developed
or any competency assessment tool used in previous studies is better than
the others, and which list of competencies or competency assessment tool
can be replicated by this study. Moreover, the content (knowledge, skills and
attitudes) of each competency was rarely detailed in the previous studies. In
addition, no comparison and contrast of different competencies used in
previous studies has been made. With further consideration of the effects of
different healthcare sectors and context may have had on the competencies
required for healthcare managers which will be further highlighted later in the
discussion, a new competency assessment model appropriate to this study
have been developed.

6.3.2 Developing a list of competencies for the current study
In consideration of the above limitations and the contribution made by
previous studies, a broader approach has been adopted in order to develop a
list of competencies for analysis and grouping of the knowledge, skills and
attitudes identified from this study.

Knowledge, skills, and attitudes highlighted as important and most relevant to
senior healthcare managers from previous relevant studies are identified,
compared and carefully examined. Competencies with similar content of
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knowledge, skills and attitudes are combined into a single competency. Subcompetencies are also created within individual competency to group and
highlight similar knowledge, skills and attitudes which are regarded as
extremely important. On the other hand, competencies that are distinct from
each other or with minimum similar content remain as distinct entities. Names
of some competencies have been modified to better reflect their nature and
the content of knowledge, skills and attitudes in this study. The study also
allowed the creation of new competencies from the data generated from the
interview, when new skills have been identified as important for senior health
executives, but have not yet been classified into any of the competencies
developed.

As a result (Table 6.3), 14 competencies have been combined based on the
results from previous studies. This new list of competencies is used to guide
the grouping of the skills, knowledge and attitudes identified from this study.

Table 6.3

New competency list for senior healthcare managers

1. Leadership
2. Decision-making
3. Information management
4. Planning and evaluation
5. Marketing and promoting
6. Responding to clients needs
7. Human resource management
8. Personal and interpersonal qualities
9. Negotiation and conflict resolution
10. Coaching, mentoring and team building
11. Background knowledge and competence
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12. Managing change and future development
13. Financial management and resource allocation
14. Public and industrial relations, liaising and networking

Sub-groups of skills, knowledge, and attitudes under some of the
competencies have also been established to highlight their importance. These
groups of skills, knowledge, and attitudes are those highly regarded by
interviewees (mentioned by nearly or more than half), and at the same time
being similar in nature. The purpose of the creation of the sub-groups is to
ensure some of the skills, knowledge, and attitudes will not be underestimated
in their importance.

6.4

Results from this study

6.4.1 Major tasks for senior health executives to perform
Within the 15 tasks (details referred to Table 4.10 in Chapter 4) provided to
survey participants for selection, the following two tasks were not selected by
any of the respondents
•

Ensured legislative and statutory compliance within the division or
department;

•

Ensured the security and development of assets and resources.

The following four tasks were selected by close to or more than half of the
respondents:
Task One:

‘Leading staff and stakeholders’ was chosen by 90% of all
respondents. In full, this was described as ”providing leadership
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to staff and stakeholders with clear vision and direction,
including ensuring clear alignment between various levels of
corporate goals and leading the implementation of management
strategies.
Task Two:

‘Organisational planning’ was chosen by 72% of all respondents.
In full, this was described as “determine organisation objectives,
policies and programs and set standards and targets.”

Task Three: ‘External relation’s was chosen by 72% of all respondence.
In full, this was described as “maintaining community and
business relations, including consultative processes with the
community, other health providers, area health professionals
and stakeholders.”
Task Four:

‘Monitoring and evaluation’ was chosen by 48% of all
respondents. In full, this was described as “appraising the
activities of the Department, Division or area according to
strategies and objectives, and monitoring and evaluating
performance.”

6.4.2 Key roles for senior health executives
As mentioned earlier, Kazanjian & Pagliccia, 1993; Guo, 2003, and Roemer,
1996 adopted and modified 11 major managerial roles in health developed by
Mintzberg in 1973. In consideration of the detailed description of each role
(Roemer, 1996) and the content of the four major tasks for senior health
executives, 7 roles can be linked to the four major tasks. The four roles have
not been included in performing the four major tasks are: disturbance handler,
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resource allocator, negotiator, technical expert. Three extra roles have been
created to reflect the requirements of task two and four: policy developer,
planner and evaluator.

Overall, ten important managerial roles for senior

health executives in NSW have been identified and detailed in the following
Table 6.5. (Key tasks and roles for senior health executives)

Table 6.4

Tasks vs roles for senior health executives, NSW, 1990 1999

Major Tasks

Roles

1

Leading staff and stakeholders

Leader, Figurehead and Entrepreneur

2

Organisational planning

Policy Developer and Planner

3

External relations

Liaison, Monitor, Disseminator and
Spokesperson

4

Monitoring and evaluation

Entrepreneur, Monitor and Evaluator

Ten key roles for senior health executives in NSW 1990-1999
Leader, Figurehead, Entrepreneur, Policy developer, Planner, Liaison,
Monitor, Disseminator, Spokesperson and Evaluator

6.4.3 Key competencies required by senior health executives
During the interview, participants (n=13) were asked to identify what were the
most important competencies required to perform each of the following four
major tasks to a satisfactory level. As a result, a large number of skills,
knowledge and attitudes have been identified which can be classified into
different competencies. The majority of them can be grouped into the eleven
out of the thirteen competencies (Table 6.5). The three competencies not
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being mentioned by the interview participants are: managing change and
future development; marketing and promoting, and responding to clients’
needs. On the other hand, two new competencies have been created to group
those skills, knowledge and attitude, which could not be grouped into the
above fourteen competencies. These two new competencies are: political
skills and awareness, and survival skills. These have brought the total number
of important competencies required by senior health executives to 13
including seven competencies being viewed as extremely important.

Table 6.5:

Competencies required for each major task
Tasks

Mentioned by number of participants
Task

Task

Task

Task

Competencies

One

Two

Three

Four

Personal and interpersonal quality

9

7

12

3

5

Leadership

8

4

4

0

2

and 7

6

2

3

1

Political skills and awareness

6

1

11

3

5

Planning and evaluating

4

6

2

5

3

Survival Skills

3

6

1

0

1

relations, 3

1

6

0

1

2

6

1

0

1

team 0

3

0

1

1

1

0

0

2

1

and 1

0

1

0

0

Information management

0

0

0

2

0

Human resource management

0

2

0

0

0

Background

knowledge

Other

competence

Public

and

Industrial

liaising and networking
Decision-making
Coaching,

mentoring

and

building
Negotiation and resolving conflicts
Financial

management

resource allocation
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In total, eight sub-groups of skills, knowledge and attitude have also been
created to reflect their importance mentioned by the majority of the senior health
executives. Ability in managing process and communication skills were the two
sub-competencies created under competency of Personal and Interpersonal
Qualities. The two sub-competencies of practicality, and flexibility and
adaptability were created under the competency of Survival Skills. Three subcompetencies of organisation/service planning, and development; policy
planning, and monitoring, controlling and evaluating have also been created to
competency of planning and evaluating, Inclusive of others was also created as
a sub-competency under the competency of public/Industrial relations and
networking.

Overall, among the thirteen competencies identified, seven competencies
including eight sub-competencies were mentioned by the majority of the
interview participants (Table 6.7), Knowledge, skills and attitudes grouped into
these competencies or sub-competencies can be seen as most important to
senior health executives to perform their job to a satisfactory level. Knowledge
and skills areas under each competency are further discussed below.
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Table 6.6

The

most

important

competencies

for

senior

health

executives, NSW, 1990-1999
No of Participants
1

Political skills and awareness

13

2

Personal and interpersonal quality

13

3

 Communication skills

11

 Ability in managing process

9

Planning and evaluation

12

 Organisation and service Planning, and 12
development

 Policy Development

12
10

 Monitoring, quality control and evaluation
4

Leadership

11

5

Background knowledge and competence

10

6

Survival skills

9

7

 To be practical

9

 Flexibility and adaptability

6

Public and Industrial relations & networking

 Inclusive of others

9
9

Competency One: Political skills and awareness
Overall, the competency related to political skills and awareness was seen as
important for performing the major tasks by all of the interview participants. The
majority of the interview participants believed that they were particularly
important to task three (External Relations). This competency theme includes a
number of knowledge, skills and attitudes relevant to the politics within the
organisation, among the key stakeholders, such as community groups, trade
unions, and other government departments, and more significantly the ability to
work with political parties and politicians.
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Being competent in political skills and awareness, individuals were also required
to be familiar with political processes and have the ability to ensure
Governments make informed decisions, and to be adaptive to political role and
keeping balance between representing government of the day and working
toward meeting community needs. One interviewee highlighted that sometimes
it also meant being involved in balancing the public and political roles, such as
hiding facts from the public for the benefit of the organisation, and avoiding
further conflict.

“I think integrity is very important because there is a lot of conflict
between the public and political role and about ethical management and I
remember you had to say for the TV and the papers that no we didn’t
have a budget problem, everything was O.K., when you knew you
couldn’t pay your bills. I had to go and explain that to the poor old
accounting staff who I knew when I said it, it wasn’t correct, but I had no
choice but to say it because that’s what the Government wanted
represented so you had to have a lot of courage to be an area CEO.”

It was also recognised by the majority of the interviewees that healthcare is a
very political environment, which made the senior health executive positions
very politicised positions as well.

“You need to know how to manage the local politician, the media is a
highly political environment and people that are good at health care, the
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technical stuff is an added bonus, but it is not an essential criteria, you
have to be a political animal to survive.”

According to the interviewees, senior health executives work in a highly
politicised environment where a lot of people from various departments and
institutions are involved. The ability of keeping the balance between different
parties at the same time representing the interest of the Health Department is
vital to senior health executives.

Competency Two: Personal and interpersonal qualities
All of the interview participants believed that the competency related to personal
qualities and interpersonal skills was important in performing the major tasks.
More than half of the interview participants viewed these competencies as
important to the performance of task one (Leadership to staff and stakeholders),
task two (Organisational planning) and task three (Public relations). This
competency theme covers a wide range of knowledge, skills and attitudes in the
following areas: communication, presentation, demonstrating trust and respect
to others, intellectual ability, problem solving, sense of direction, ability in
learning on the job, and time management. The importance of communication
skills, ability in managing process, and self-awareness have been recognised
by more than half of the interview participants.

A number of interviewees also recognised the importance of analytical skills as
a senior health executive. One interviewee stated,
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“The skills required as a CEO or senior manager are really analytical
skills. Yes you have staff to support so you have to be competent to know
who is going to be a competent person around you to do all the crunching
and analysis, but you have got to be able to be skilled in critical analysis
and that is a skill, not something that necessarily comes naturally, it’s
something that is developed and you also have to be skilled enough to
also be able to establish sound measurement tools in the first place and
then to be able to critically analyse the results which come out. Now I
think again the system has not been very effective in that.”

One interviewee also highlighted the importance of utilising communication and
political skills when representing the Department while working with key
stakeholders.

“As an area health service chief executive, you had the authority to speak
to local stakeholders and communication skills and organisational political
skills were important… ...most area health services manage to establish
good relationships with local stakeholders… …Ministers like to keep total
control of stakeholder relations, so they get a bit concerned when things
get heated, but if they are given adequate warning and a reasonable
briefing before that occurs, then usually the Minister saw issues through.”

Interviewees highlighted the importance of having the ability to manage
processes which included putting a supporting and monitoring system and
procedure in place and getting and interpreting feedback. They interpreted self-
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awareness as being realistic about strengths and what can be done, having the
confidence in knowing what you are doing and having the ability in recognising
your own limitations. Self-awareness also means only making promises you can
keep, ability in acknowledging failure and accepting changes to be made.

“The first thing is to know where you are trying to go and have a plan and
involve people in that process and let everyone know what you are doing
and get feedback. We would go out and tell the community what the
plans are. So you need good planning skills, good organisational skills,
also you need to be a good listener, not become too authoritarian and tell
people what you are going to do, then to implement them. You’ve also
got to be patient.”

Senior health executives are required to work with a variety of people from
different backgrounds and work environments who may be representing
different interests. The people with whom they have to work and keep a
harmonious relationships can be politicians, staff from various management
levels and divisions within the health department, representatives from key
stakeholders including interest groups, and the general community. The
demonstration of personal and interpersonal skills is vital to perform the
required tasks.

Competency Three: Planning and evaluation
This competency was mentioned as important to the performance of the major
tasks by nearly all of the interview participants. However, the importance of
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these competencies was not particularly linked to a specific task. The
knowledge, skills and attitudes under this theme can be grouped into the
following three sub-themes: Monitoring, controlling and evaluating; organisation
and service planning and development, and policy planning. These knowledge,
skills and attitudes are related to both organisation level, system and policy
areas, ranging from setting strategic direction and vision for organisations;
organisation and policy planning; setting priorities, realistic goals and
measurable objectives and achievable outcomes; identifying and meeting
community needs; getting feedback; developing a control and monitoring
system, and setting evaluation criteria and conducting systematic evaluation.

“A CEO is a generalist. You have to know a little bit about everything …
… people in those positions have to have good judgment as to whether
the advice they are receiving is good advice or not and to know what
questions to ask.”

The sub-competency of monitoring, quality control and evaluation can relate to
system, organisation and service levels. It is about getting feedback from
others, having the ability to set operational targets and appropriate
measurement tools. It is also concerned with establishing efficient systems to
monitor performance. In addition, it is necessary to recognise suitable
evaluation strategies for measuring the key performance indicators and other
outcomes.
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The sub-competency of organisation or service planning and development is
related to both the short-term and long-term development of the organisation
and system. In terms of short-term planning, competencies required include
priority and direction setting, and establishing realistic goals. The ability to
define targets and timelines, set up measurable objectives and interpret and
report outcomes are also important.
In terms of long-term planning, competencies should include developing
strategic visions and determining directions of the organisation and system,
ability to demonstrate good planning skills and articulate a clear strategic plan,
and the ability to design long term objectives, priorities and indicators of
achievement strategically.

“The most important skill I required was to keep focused strategically, to
ensure what we did or how we managed and how I reported to the board
was on the strategic outcomes. That was a mindset I had to keep and
also train the board, I also needed to get onboard a very good strategic
planner and thinker who could articulate in a strategic level the types of
things we wanted and we had to also craft them in what State Health
required and then how we interpret that locally and then any local
initiatives that we could put into our strategic planning direction.”

The sub-competency of policy development includes the ability to match supply
and demand, meet the needs of the community, and setting priorities in
addressing the identified needs. As senior health executives, they are also
required to acquire and demonstrate the skills, knowledge and abilities in setting
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clear direction and realistic strategic goals for the organisation, monitoring the
progress and development, and to effectively evaluate the organisation/service
performance and feedback to the policy development process.

Competency Theme Four: Leadership
Competencies related to the leadership role were also seen as important to the
performance of the major tasks by nearly all of the interview participants,
especially to the performance of task one (leadership to staff and stakeholders).
A number of key knowledge, skills and attitudes have been included in this
competency theme such as showing confidence to others such as staff and
representatives from stakeholders; ability in leading; ability in motivating others
and forming productive relationships; sharing visions with and giving directions
to others; ability in influencing and engaging others; ability to build personal
credibility; having a strong mind and being able to listen and empathise with
people; having the ability in keeping everybody working together and to the
same direction. People competent in leadership are also well spoken, know how
to push things forward and maintain progress.

One interviewee highlighted the importance of having confidence and being
visible as a leader:

“You have to be able to create an impression that you believe in what you
are saying. If you haven’t got that degree of confidence, staff are very
quick to pick that up, so (for good) leadership you have to be hard
working, very visible and I really put a lot emphasis on both of those. I
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was the first and often the last to leave and people knew I put in lots of
hours…… I think the question of visibility is absolutely important. People
have got to know the CEO, if they are just getting letters from them etc, it
doesn’t carry the same degree of weight. You have to be seen as a
human, they have to know your face.”

Being able to gain trust from others was also mentioned by a number of
interviewees:

“With the leadership one, particularly managing a health service was
about trust and respect. I found you needed to have demonstrated to
them your commitment to leadership and particularly to the community
too”

“It’s very similar to the leadership thing, you had to be upfront and be able
to articulate well and be convincing, be transparent about it, and I guess
the thing is it had to be implemented quickly because the world went on
around you, you couldn’t just stop and take your time… …The timeframe
meant that you had to work at it very hard and quickly and to try and do it
successfully as well.”

Competencies in leadership also been frequently linked to the ability to engage
others and encourage teamwork.
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“Firstly good facilitation, a strong leader who is leading the senior
executives, I think is the very top leadership, someone who can create a
clear cut vision, articulate that vision to the senior staff and one who
insists on teamwork and collective process to come up with the agreed
processes then setting the standards etc. We didn’t have a good
cascading process, I think it was delegated to people whose job
descriptions included this but I don’t think they had the skills.”

One interview provided a very detailed description of how to be a supportive
leader who had the ability in encouraging team work and gain confidence and
trust from their staff.

“The ability of a good administrator is to weld the skills of the people
underneath him or her to reach the objectives that you want. To do that,
you have to be a key player. You have to be a person who is respected
by the people underneath you. You have to give them authority to do the
job, give them a pat on the back when they’ve done a good job and if
they are having difficulties, they should be able to talk to you about that
and how to proceed forward. I really think the most successful managers
I’ve seen are ones that have the ability to weld the team and in some
ways the ability to be able to sit down and have a cup of tea with persons
at all levels and have a chat with them about what’s going on, how the job
is going, whether we should be doing things differently etc and for people
to feel that if they put things forward that they will be listened to in a
professional way.”
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An interviewee also pointed out that a good leader is not someone who is trying
to do everything on their own, or who cannot place trust and faith in their staff or
other people. A competent leader is someone who knows when and what to
delegate to others, and how to encourage, motivate and support others to get
the job done as well as possible.

“One of the things, it’s about delegating authority for one of the big things
you can say haven’t been…….the art of people letting people do things
and learning themselves are something the managers need to do and do
more of. The more people you have working with the power, the more
power you’ve got with them. Delegation and authority is probably the
most important things.”

Being a leader and demonstrating effective leaderships skills have been seen
as important to a senior health executive. To practice effective leadership skills,
senior health executives are required to be able to demonstrate a number of
relevant knowledge, skills and positive attitudes. Competent leaders are not
only able to perform their job at a satisfactory level, but also have the ability to
identify the right people for the work, to delegate the right job to the right people,
and to motivate and encourage others to perform their job to a satisfactory level
to achieve the same organisational or service goals.

Competency Five: Background knowledge and competence
This competency was also seen as important to the performance of the major
tasks by the majority of the interview participants. Among the four tasks, this
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competency is extremely important to the performance of task one (leadership
to staff and stakeholders) and task two (organisation planning). The background
knowledge and competence refer to the knowledge in healthcare and its history;
the context from where healthcare is being provided; knowledge of the
community and the diversity; knowledge in organisational history and
development, and also knowledge of various models of running the system.
Senior health executives with background knowledge and competence should
also have substantial working knowledge and ability in drawing on historical
analogies, and running the system. Having an understanding on the socioeconomic issues within the environment was also seen as important by some
interviewees.

“…have significant different cultural mixes in terms of, not only cultural
mixes but also socio-demographic mixes that made communication
necessary, a pretty interesting task because you may having anything up
to 20 different ethnic groupings within the community that needed to
somehow be involved in whatever mischief you were up to and that in
itself is a task and to do that I think, it takes a lot of time and effort and
some money to get the message across as to what you are doing and
what you are trying to achieve.”

To perform their tasks on a satisfactory level, senior health executives are
required to have developed the comprehensive understanding of the historical
development of the healthcare system, and both its external and internal
environments. It is also extremely important to understand how the above affect
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healthcare and the work of senior health executives. A few interviewees also
pointed out that they were not only required to possess the above knowledge
when they were offered the position, but also to have the ability to help their
staff to develop their understanding of the healthcare system. Therefore, they
raised the concern of recruiting people outside the NSW health public sector to
the senior health executive positions, and the difficulties these people and their
staff may experience on the job.

Competency Six: Survival skills
This is a newly created competency including two key sub-competencies: to be
practical, and to be flexible and adaptable. Knowledge, skills and attitudes
grouped into this competency were also viewed as important by more than half
of the interview participants. It was viewed as especially important to the
performance of task two (organisation planning). The knowledge, skills and
attitudes under the sub-competency of ‘to be practical’ mainly referred to the
ability of bringing and transferring knowledge, experiences and expertise into
practice and the job; ability in translating visions, plans and board statements
into practice, and the ability in working within limited resources and at the same
time achieving organisational goals and objectives; ability in translating
knowledge and expertise to what the community member wanted or needed.

The knowledge, skills and attitudes under the sub-competency of flexibility and
adaptability are mainly related to the ability to modify plans and processes to
meet the changing needs of the system; the ability in recognising limitations and
accepting inability in achieving the outcomes as planned; the ability in
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responding and adapting to change; the ability in adapting to the changing
roles; having the ability to survive in a demanding and complex environment
and work with uncertainty and ambiguity; the ability to enjoy the work and face
the challenges. To be flexible and adaptable also means having the ability to
accept different views, recognise the limitations of others, have tolerance for
what people can achieve and accepting being unable to achieve the best
outcomes; being able to be adaptable to the political role and keeping balance
between representing the government of the day and working towards meeting
community needs.

In addition, a number of interview participants mentioned the importance of
having the ability to work with challenging community groups and stakeholders
and dealing with criticism.

“You must be of really strong mind to deal with the conflicting issues.
That’s a key criteria, is your ability to survive and if you live in the
community and have family, they will ostracise you in a split second. The
kids get worked over at school, your wife can’t get a job, the GP won’t
see you if you are sick.”

A number of interview participants also pointed out the importance of being able
to have fun on the job.

“An important skill is you have to learn how to enjoy it. I say this very
seriously, in my view, an absolute critical things about leadership and I
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should have said this at the start, is to try and make the job fun for people
around you by actually creating a social environment in the place that’s
conducive to people enjoying being there and supporting each other.”

“One thing is that when you are managing something, you have to have
fun. The organisation and the people within have to have fun otherwise it
won’t be enjoyable and instead of being a constructive group, they will
become destructive. When you stop having fun, it’s time to leave an
organisation. When you see an obstacle that’s put in front of you as a
challenge rather than a negative.”

Senior health executives were required to manage and lead the changes within
healthcare system. Therefore, they were to possess and demonstrate
knowledge and skills in leading these processes, and to achieve success in the
continuously changing and challenging environment. Among all the knowledge
and skills required, being practical, flexible, and adaptable was viewed as
extremely important by senior health executives.

Competency Seven: Public and industrial relations & networking
This competency was also mentioned by more than half of the interview
participants as the required competency for performing the major tasks,
especially for task three (external relations). The knowledge, skills and attitudes
grouped into this competency range from visibility and contactability by staff and
stakeholders; the ability to form trusting and productive relationships with
stakeholders; the ability to work with different groups and different government
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departments on issues; the ability to form a supportive external network, to work
with the media, and to develop appropriate approaches of dealing with criticism
externally and having an appreciation of human dynamics.
The knowledge, skills and attitudes in relation to involving and including other
people in their work were highly regarded by the interview participants.
Therefore, the sub-group of ‘inclusive of others’ has been created to reinforce
its importance including the following skills and abilities: the ability in sharing
information with others and giving feedback; the ability in seeking inputs and
support from others and the ability in conducting consultations with the
community and stakeholders.

A number of interview participants pointed out that it was important to be able to
engage people and share a vision with them.

“…… really being able to engage people verbally and being able to
manage the media effectively so that you would be able to market your
goods effectively, to be able to speak competently to a whole range of
stakeholders, translate the vision to them so they might come on board in
terms of fundraising etc.”

“……is really important in particular dealing with outside groups, you
have to be able to, what really gets up peoples’ noses, if you go along
once and promise a range of things or indicate that you are going to
continue to engage with them and then you disappear. So whatever
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process you put into place, you have to ensure that process will deliver
on what you actually said you were going to do.”

Senior health executives were required to work with a large number of people
from various backgrounds to achieve the best possible outcome. A lot of time,
they had to rely on others to get things to done and move things forward.
Therefore, the cooperation and involvement of others was vital for achieving
success. The knowledge, skills and attitude of how to work with others better
and how to gain their trust, input, support and participation becomes vital to
achieving success, especially how to include others in the whole process.

6.5 Overview: tasks, roles and competencies
Both the questionnaire survey and telephone interviews have confirmed the four
major tasks that senior health executives from the NSW health public sector in
the period of 1990 and 1999 had to perform. By looking at what were the
important competencies required for performing each of the major tasks
identified, seven essential competencies have been identified. The interviews
also allowed the collection of detailed descriptions of the knowledge, skills and
attitudes which constituted each of the competencies. In reference to the
description of roles provided by Roemer (1996) which has been discussed
earlier in this Chapter, a clear picture of tasks, roles, competencies required by
senior health executives to perform, to fulfil or to demonstrate can be drawn as
the following.
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Table 6.7

Tasks, roles and competencies for senior health executives
in the NSW health public sector 1990-1999

Major tasks to perform Roles to fulfil

Key competencies required

Leading

¾ Personal

staff

and Leader,

stakeholders

Figurehead,

qualities

Entrepreneur

¾ Leadership

and

¾ Background

interpersonal

knowledge

and

competence
¾ Political skills and awareness
Organisational planning

Policy
Developer,
Planner

¾ Personal

and

interpersonal

qualities
¾ Planning and evaluating
¾ Background

knowledge

and

competence
¾ Survival skills
External Relations

Liaison,

¾ Personal

Monitor,

qualities

and

interpersonal

Disseminator,

¾ Political skills and awareness

Spokesperson

¾ Public / Industrial relations,
liaising and networking

Monitoring and

Entrepreneur,

evaluation

Monitor

¾ Planning and evaluating

To be able to lead staff and stakeholders, senior health executives were
required to act as a leader, a figurehead and an entrepreneur who possessed
and had the ability to demonstrate the following four key competencies:
personal and interpersonal qualities, leadership, background knowledge and
competence, political skills and awareness.

To be able to determine organisation objectives, policies and programs and set
standards and targets (organisational planning) to a satisfactory level, senior
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health executives had to act as a policy developer and a planner who
possessed and had the ability to demonstrate the following three key
competencies: personal and interpersonal qualities, planning and evaluation,
background knowledge and competence.

To be able to maintain community and business relations (external relations) to
a satisfactory level, senior heath executives were to act as liaison experts,
monitoring experts, disseminators, and spokesperson. These roles required
them to possess and demonstrate the competencies of personal and
interpersonal qualities, political skills and awareness, and public and industrial
relations, liaising and networking.

In addition, senior health executives were also viewed as entrepreneurs and
monitoring experts in order to appraise the activities of the department, division
or area according to strategies and objectives, and its monitoring and
evaluation. They were required to possess and demonstrate competency in
planning and evaluation.
Apart from the four major tasks to perform, senior health executives also carried
the responsibilities of completing another nine important tasks depending on
which positions they occupied at the time. These tasks are detailed in Table
4.10.

6.6 Discussion
A number of gaps within the health management literature have been identified.
Roles and competencies have been widely referred to in various management
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studies. However, the definitions and their relationships have not been
adequately addressed. Furthermore, no study has been identified that looks into
the tasks that senior health executives are required to perform, and how the
roles and competencies contribute to the completion of these tasks.

In addition, this study could not identify a recent, comprehensive and
appropriate list of competencies for senior health managers to be adopted by
the current study. The study also could not find a well-tested and recognised
model which could be utilised by the current study to examine the most
important competencies required for senior health executives. In this chapter, all
of the above gaps have been addressed. Furthermore, a number of new
findings have surfaced, which have highlighted the potentially significant
contributions this study can make to health service management theory and
practice.

6.6.1 Tasks and roles for senior health executives
Four major tasks have been identified in which senior health executives spent
majority of their working hours. The four major tasks are to provide leadership to
both staff and stakeholders; to determine organisational objectives, policies and
programs and set standards and targets; to maintain community and business
relations, including consultative processes with the community, other health
providers, area health professionals and stakeholders, and to appraise the
activities of the Department, Division or area according to strategies and
objectives, and to monitor and evaluate performance.
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These four major tasks require senior health executives to fulfil the following
nine roles and act as: Disseminator, Entrepreneur, Figurehead, Leader, Liaison,
Monitor, Policy Developer, Planner, and Spokesperson.

6.6.2 Key competencies required by senior health executives
This study has also identified seven major competencies required for senior
health executives to perform the above four major tasks at a satisfactory level.
These seven competencies include: Background knowledge and competence;
Leadership; Personal and interpersonal qualities; Planning and evaluation;
Political skills and awareness; Public and industrial relations, liaising and
networking; Survival skills.

Four out of the seven competencies identified are consistent with the findings
from some of the studies on senior health managers carried out in the 1990s
and early 2000s in different countries and healthcare context (see Table 2.1 &
2.2 & 6.2 for details of these studies), such as Kazanjian and Pagliccia (1993)
and Robbins et al (2001) whose studies reinforced the importance of
background knowledge and competence; Eynde and Tucker (1996), Harris et al
(1998), and Walsh & Borkowski (2000) whose studies highlighted the
importance of leadership; Roemer (1996), Longest & Brooks (1998), Zuckerman
(1998), McConnell (2000), and Griffith et al (2002) whose studies confirmed the
importance of personal and interpersonal qualities, and Wenzel, Grady and
Freeman (1995), Farrell (2003), and Guo (2003) whose studies also confirmed
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that planning and evaluation were important competencies for senior healthcare
managers.

Although the competency of public and industrial relations, liaising and
networking was not mentioned as the most important competency required by
senior healthcare managers in the 1990s and early 2000s studies, its
importance was highlighted by the studies conducted in the late 1980s and
early 1990s by Rawson (1986), SHAPE (1988), Harris and Bleakley (1991), and
Kazanjian and Pagliccia (1993). This competency may still be viewed as valid
and required by senior health executives in the 1990s.

In addition to confirming five competencies identified from previous studies, this
study also includes political skills and awareness and survival skills as two of
the most important competencies required by senior health managers. Although
the importance of these two competencies for senior healthcare managers has
not been discussed by previous studies, a number of papers have
acknowledged their importance in different ways. For example, Shewchuk et
al’s study (2005) on developing a competency framework for healthcare
executives touched on the importance of political skills in understanding
organisational structure and philosophy, acquiring cultural competence, and
doing what is right for the patients. When examining the managerial
competence at senior levels of integrated delivery systems, Longest and Brooks
(1998) confirmed that it was extremely important to senior healthcare managers
to be politically competent. They also adapted the definition of political
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competence by Longest (1990) as “the dual capacity to accurately assess the
impact of public policies on the performance of their domains of responsibilities
and to influence public policymaking at both state and federal levels” (Longest
and Brooks 1998, p124).

Shewchuk et al’s study (2005) also mentioned the importance of having the
ability to adjust to constant changes. A number of survival skills such as being
flexible and adaptable, having the ability to work with limited resources, having
the ability to adapt to changing roles, and having the ability to work with
uncertainty and ambiguity have also been mentioned by a number of authors
such as Lawson (1990), Eynde and Tucker (1996), Harris et al (1998), and
McConnell (2000).

Another six competencies have also been viewed by a small number of
interview participants as important for senior health executives to perform their
major tasks: coaching, mentoring and team building; decision-making; financial
management

and

resource

allocation;

human

resource

management;

information management; negotiation and conflict resolution. Among these six
competencies, decision-making was selected by nearly half of the interview
participants. Interestingly, all of these six competencies have been seen as
important competencies required by senior healthcare managers in a number of
studies carried out in the 1990s and early 2000s. Examples are noted in Harris
and Bleakley (1991) for competency in decision-making; in Roemer (1996),
Robbins et al (2001) and Shewchuk (2005) for competency in financial
management; in Kazanjian and Pagliccia (1993) for human resource
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management; in Kazanjian and Pagliccia (1993) and Robbins et al (2001) for
competency in information management; in Harris and Bleakley (1991) and
Dalston and Bishop (1995) for competency in negotiation and solving conflicts,
and in Eynde and Tucker (1996) and Walsh and Borkowski (2000) for
competency in coaching, mentoring and team building.

Although these six competencies were only selected by a small percentage of
the interview participants in this study, their importance should not be
overlooked. They may not be vital to the performance of senior health
executives’ major tasks, but may be important in performing other necessary
tasks as senior health executives, especially senior health executives from
different healthcare context and different management levels.

6.6.3 Competency

list

for

identifying

the

most

important

skills,

knowledge and abilities required by senior healthcare managers
As discussed earlier, among the fourteen competencies identified from previous
studies, three competencies were not mentioned by the interview participants.
They were managing change and future development, marketing and
promoting, and responding to clients’ needs. All of these three competencies
were identified in Rawson’s study (1986) in Australia and Kazanjian &
Pagliccia’s study (1993) in Canada as important for senior healthcare
managers, but not the studies in the late 1990s and early 2000s. Therefore, it
may suggest that these three competencies are less important to senior
healthcare managers‘ performance in the new era. On the other hand, two new
competencies have been created in this study based on the skills, knowledge
and attitudes identified from the telephone interview. Therefore, a new list of
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competencies has been developed by this study. These competencies are seen
as important to senior health managers and can be used to guide the
identification and grouping of the most important knowledge, skills and attitudes
for senior healthcare managers:
1

Leadership

2

Decision-making

3

Survival skills

4

Information management

5

Planning and evaluation

6

Human resource management

7

Personal and interpersonal qualities

8

Political skills and awareness

9

Negotiation and conflict resolution

10

Coaching, mentoring and team building

11

Background knowledge and competence

12

Financial management and resource allocation

13

Public and industrial relations, liaising and networking

6.6.4 A new competency assessment approach for senior health
executives
A new competency assessment approach for analysing and examining the key
competencies required for senior health executives has been developed and
applied to the current study. This model was developed through a thorough
understanding of the relationships between tasks, roles, competencies (and the
latter made up of knowledge, skills and attitudes) which have been clarified by
this study. The application of the new competency assessment approach is
guided by the management pyramid (Figure 6.1) through identifying the content
for each of the pyramid levels in sequence from the top downwards. In practice,
findings identified from the upper level will guide the process of identifying the
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content of the lower levels. To clarify it further, the first step of this competency
assessment approach is to identify the major tasks on which senior health
executives have to spend majority of their working hours. The roles for each
task are then identified, following which the most important competencies
(knowledge, skills and attitudes) required to perform each task and related roles
at a satisfactory level will be determined. The competency list thus developed
will be used to group the knowledge, skills and attitudes essential to perform
each task and related roles to a satisfactory level. The competencies identified
by this assessment approach will not only identify which are the most important
for senior healthcare managers, but also link them to each of the major tasks to
be performed.

Reviewing previous studies since the mid-1980s, competencies for healthcare
managers have been identified in two ways. One way was to provide an
extensive list of competencies or a list of knowledge / skills /attitudes for senior
healthcare managers to select from, such as in studies conducted by Rawson
(1986); SHAPE (1988); Lawson (1989); Harris & Bleakley (1991); Kazanjian &
Pagliccia (1993); Courtney et al (2001); Harris et al (1998); Wallace (1996); and
Ballein (1998).

Another was to ask senior healthcare managers to freely express their
perceived competencies, such as in studies conducted by Griffith et al (2001)
and Farrell (2003). As discussed in chapter 3, these methods suffered from
three major limitations. One was the existing list of competencies used was too
general, inconsistent between studies, not exclusively independent, and was
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insufficient to portray the managerial competencies required by senior
healthcare managers (Guo 2001; Griffith et al 2002). Another was the provision
of extensive lists of competencies for senior healthcare managers to choose
from, placing a heavy burden on the managers. The method of asking senior
healthcare managers to freely express their perceived competencies also
caused concerns by the lack of independent evidence of its reliability and
validity (Guo 2001). Although Griffith et al (2002) used another method of
determining senior healthcare managers’ important skills by asking interview
participants to identify skills required to handle a special event at the work
place, interview participants were still required to make the selection from an
extensive list of skills provided.

The limitations of the above studies have been addressed by using the new
competency assessment approach. Although the number of participants in the
study is relatively small, and a larger sample across different management
levels may be beneficial in testing the reliability of the model, no difficulties or
deficiencies have been experienced when applying this new model to the
current study. This new competency assessment approach is recommended for
future

management

studies

concerning

healthcare

managers’

core

competencies.

6.6.5 What led to the differences in the most important competencies
required by senior health executives?
As discussed above, using the new competency assessment approach, the
seven most important competencies for senior health executives to perform
their key tasks have been identified. Four out of the seven competencies were
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consistent with what were identified by previous studies carried out in the 1980s
and 1990s. One out of the seven competencies was among one of the most
important competencies in the 1980s studies, but not the studies from the later
period. The current study has identified two new competencies, which were
seen as very important to senior health executives in NSW in the 1990s.

Apart from the above similarities found between the current study and previous
studies conducted in the 1990s and early 2000s, differences have also been
found. For example, a number of competencies viewed as less important to the
interview participants such as information management (Kazanjian & Pagliccia,
1993; Robbins et al, 2001), financial management (Roemer, 1996; Robbins et
al, 2001; Shewchuk et al, 2005), and human resource management (Kazanjian
& Pagliccia, 1993; Robbins et al, 2001) were included in the list of most
important competencies by more than one study conducted in the 1990s and
early 2000s.

The following reasons may explain the differences in the findings between the
current and previous studies, all targeting senior health managers in a similar
period. First, the target population were different with respect to positions and
levels. As discussed earlier in this Chapter, competencies for healthcare
managers are associated with the seniority of the management level (Katz,
1974; Loebs & Dalston, 1993; Robinns et al, 2001).

Second, the healthcare sector and the healthcare context from which the target
populations were selected were diverse. Competencies for healthcare
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managers are also relevant to the particular sectors and healthcare context
(Loebs & Dalston, 1993; Robinns et al, 2001).

Third, healthcare around the world has been experiencing constant and rapid
change (Higgins, 1997; Orchard, 1998; Rathwell & Persaud, 2003). Although,
there are certain levels of borrowing as to what changes have been introduced
to different healthcare systems and sectors, changes, restructuring, and reforms
in a particular sector or system is unique (Altenstetter & Bjorkman, 1997). As
discussed in Chapter 2, the variety of reforms across different healthcare
systems will lead to much diversity in the roles and responsibilities of senior
healthcare managers (Hudson, 1995; Baker, 2001; Kirkman-Life, 1994;
Southon, 1996; McConnell, 2000, Michan & Boyce, 2000, Rathwell & Persaud,
2003). Therefore, the competencies required by senior healthcare managers
will vary accordingly.

6.7 Overview
This chapter has presented and discussed five significant findings. First, a list of
competencies important for senior healthcare managers has been identified and
developed which can be used to identify and group the most important
knowledge, skills and attitudes that senior healthcare managers need to
demonstrate.

Secondly, the major tasks and roles of senior health executives, and the seven
most important competencies required of these managers in the NSW health
public sector between 1990 and 1999 have been identified.
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Thirdly, a management pyramid explaining the relationships between tasks,
roles and competencies (knowledge / skills /attitudes) has been developed and
clarified.

Fourthly, a new approach for identifying and analysing competencies has been
developed and its application to management studies assessing healthcare
managers’ competencies has been discussed.

Lastly, this chapter concludes that competencies required by healthcare
managers are varied because of their diverse management levels, different
healthcare sectors, and different contexts in which healthcare systems operate.
Different changes, restructuring, and reforms introduced and implemented in
different healthcare sectors will also lead to changes of the tasks performed by
and roles required of healthcare managers, and consequently changes in the
competencies required.

To sum up, the most important competencies identified for senior health
executives in this study could be used to guide the modification or re-design of
educational programs for senior health managers in the future. However, it is
essential to take into consideration the context in which the healthcare systems
or organisations operate and the types of reform/restructuring/change being
implemented. In addition, the list of competencies established and the
competency assessment model developed can be used for future studies to
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assess the most important competencies required by healthcare managers from
different management level and from different healthcare contexts.
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CHAPTER 7:
Obstacles Experienced by Senior Health Executives in
NSW and Possible Solutions

In the previous chapters, personal experiences of senior health executives of
the structural reforms and the competencies required to perform their major
tasks have been discussed. A number of factors were suggested that
prevented the achievement of the full potential benefits of the reforms and
some of the reasons behind the phenomenon of high turnover among senior
health executives were identified. This Chapter will examine in greater depth
the difficulties and barriers senior health executives experienced when they
held their most senior management positions during the 1990s, and attempt to
provide possible solutions and suggestions by looking back at what could
have been done to minimise the effects of the difficulties and barriers
identified.

This Chapter presents findings from previous studies on the obstacles and
difficulties experienced by healthcare managers giving special references to
the two distinct periods of the 1980s and the 1990s onward. The key findings
from the current study about the major difficulties and obstacles the senior
health executives experienced while performing the four identified major tasks
are introduced. These will be compared and contrasted with those from
previous studies. Lastly, possible solutions to the obstacles and difficulties
identified by senior health executives themselves will be presented and
discussed.
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Therefore, this chapter is as follows:

7.1

Obstacles experienced by senior health managers: findings from
previous studies

7.2

Obstacles experienced by senior health executives: findings from
current study

7.3

Possible solutions to the obstacles and difficulties facing the senior
health executives

7.4

Discussion

7.5

Overview
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7.1 Obstacles and Difficulties Experienced: findings from
previous studies
Since the mid-1980s, four studies were carried out in Australia which
examined the problems and difficulties encountered by senior ealthcare
managers including nursing executives. These four studies include two in the
1980s by Rawson (1986) and SHAPE (1989) and two in the1990s by Harris
(1998) and Courtney et al (2002). (Details of these four studies are outlined in
Table 7.1.)

Table 7.1:

Difficulties encountered by Australian senior healthcare
managers in 1980s and 1990s.

Courtney et al, 2002

Harris et al, 1998

(identified by nursing executives)


Financial management



Constant changes and uncertainty



Industrial relations



Lack of direction



Workload



Financial resource allocation and
control

 Lack of HRM skills
 Increasing use of information



Issues related to human resource
management

technology

 Poor leadership
 Organisational politics
Rawson, 1986

SHAPE, 1988

Functional and structural
 Bureaucratic restriction



incompetence of middle



Lack of coordination



High volume of work



Inadequate communication links

less resources from politician and



Outmoded organisational structure

the community



Difficulties in obtaining decision
from higher authorities

management




Expectations of doing more with

Advancement and high demand of
use of information technology in

262



decision making

Lack of decision making at lower
level of management



Rapid changes



Needs of developing innovative
strategies

Personnel

Lack of corporate plans of



Inadequate staff number



Staff retainment



Incompetence, ineffectiveness and



Unclear organisational goals

arrogance of senior and middle



Career-structure changes and

management




government

roles changes for nurses

Low level of staff expertise and

 Politicisation of healthcare

commitment

 High volume of work

Interactions, conflicts and political bias


Industrial conflicts



Unreasonable union demands



Politicisation of health
administration



Political interference



Interdepartmental and policy
conflicts

Financial


Inadequate financial resources



Unsatisfactory methods of
allocating funds by government

Policy and planning


Difficulties instituting major change

 Difficulties in controlling the rate and
extent of change
 Lack of clear organisational
directive and effective forward
planning

Whilst some of the problems and difficulties encountered are consistent
between these two periods (1980s and 1990s), some problems are decade-
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specific. The distinct problems and difficulties encountered by the senior
health managers in the 1980s were mainly relating to the failure or ineffective
management of the healthcare systems or organisation as detailed in the
following:


Incompetence of middle management,



Inadequate financial resources,



Outmoded organisational structures,



Unsatisfactory methods of allocating funds by Government,



Lack of goals, direction and planning,



Ineffective governance.

The problems and difficulties encountered by senior health executives distinct
to the 1990s were the lack of specialised skills in the area of financial
management and resource allocation, human resource management and the
provision of poor leadership. Constant changes and uncertainty was also
identified as one of the major problems senior health executives encountered.
during this decade

Apart from the distinct problems and difficulties mentioned above, senior
health executives during both decades had to face the following consistent
problems and difficulties:


High volume of work,



Politicisation in healthcare and organisational level,



Lack of organisational direction,



Difficulties in coping with rapid changes,



Increasing use of information technology,
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Industrial relations and conflicts.

Although significant problems and difficulties have been identified by the
above studies, no studies attempted to look into the possible solutions to
these problems and difficulties or to suggest strategies to minimise their
negative impacts on senior health executives in the various aspects of their
jobs.

7.2

Obstacles and difficulties encountered by senior
health executives: findings from the current study

During the telephone interviews, participants were asked to identify the major
obstacles, problems and difficulties encountered when performing each of the
four key tasks to a satisfactory level as detailed in Chapter 6.

All interview participants were asked whether they encountered any obstacles
or difficulties when trying to perform each of the four main tasks while in their
most senior positions. They were also given opportunities to add additional
comments at the end of the interview including other obstacles or difficulties
encountered which they had not mentioned earlier. For task one (leadership to
staff and stakeholders), only two participants claimed that they did not
encounter significant difficulties when trying to perform the task; all others
reported that they encountered various difficulties. All of the participants
indicated that they experienced various obstacles and difficulties while trying
to perform the other three main tasks. The perceived obstacles and difficulties
identified were consistent between interviewees. In consideration of the
findings from previous studies since the early 1980s, and the nature and
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similarities of obstacles and difficulties identified from this study, the following
seven obstacle and difficulty themes have been developed to represent the
most significant obstacles and difficulties facing the senior health executives
in NSW health public sector between 1990 and 1999. No significant subthemes were found.


Political interference and centralised control,



Engaging and seeking cooperation from others,



Failure of the system and structure,



Lack of support, protection and resources,



Constant changes within the system,



Inadequate skills and competencies,



Heavy workload and time constraints,

Among the seven major problem and difficulty themes identified, four themes
were not mentioned in any of the four studies discussed earlier in the Chapter.
These four themes include political interference and centralised control,
engaging and seeking cooperation from others, lack of support and resources,
and failure of the system and structure. Although these three themes were not
being seen as the major issues in the 1980s and 1990s publications, they
were viewed as major problems by the senior health executives participated in
this study. More significantly, two of these three problems and difficulties
themes: political interference and centralised control, and engaging and
seeking cooperation from others were mentioned by nearly all of the interview
participants as one of the most significant problems they encountered during
their tenure as a senior health executives within the study period.

266

Overall, all of the seven obstacle and difficulty themes were mentioned by
more than half of the interview participants. The following three themes:
political interference and centralised

control,

engaging

and

seeking

cooperation from others and failure of the system and structure, were
mentioned by a large majority of participants. The other four themes: lack of
support and resources, constant changes within the system, inadequate skills
and competencies and heavy workload and time constraint were mentioned
by slightly more than half of the participants (Table 7.2).

Table 7.2:

Obstacles and difficulties encountered by senior health
executives 1990-1999
Obstacle themes

Number of interviewee
(n=13)

Political Interference and centralised control

13

Engaging and seeking cooperation from others

12

Failure of the system and structure

12

Lack of Support and resources

10

Constant Changes within the system

7

Inadequate skills and competencies

7

Heavy workload and time constraint

7

Two difficulties mentioned by different interview participants did not fit into any
of the above seven themes. One was the problem related to maintaining
external relations in a rural area because of the small and tight social circle.
Another difficulty was that the diversity and complexity of healthcare which
was difficult to monitor and evaluate.

7.2.1 Main tasks versus obstacles/difficulties
When examining what obstacles and difficulties senior health executives
encountered when trying to perform individual tasks, the findings are varied.
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The two main obstacles encountered by senior health executives when
performing task one and two were viewed as the same by the participants.
They were the political interference and centralised control, and engaging and
seeking cooperation from others. While engaging and seeking cooperation
from others remained the obstacle and difficulty most likely to be encountered
while performing task three (n=8), failure of the system and structure was
viewed as the second top obstacle that senior health executives encountered
(n=7), followed by political interference and centralised control (n=6). The two
main obstacles encountered for task four were failure of the system and
structure (n=8) and inadequate skills and competencies (n=4) (details referred
to Table 7.3 below)

When interview participants were given the opportunity to complement or
further comment on the obstacles and difficulties encountered, political
interference and centralised control, and failure of the system and structure
were reinforced again by nearly half of the interview participants.

7.2.2 Obstacles/difficulties versus main tasks
When looking at how each obstacle relates to four different main tasks,
differences have also been found. Three obstacles and difficulties themes
were frequently linked to some of the main tasks to perform, whilst the other
main obstacles and difficulty themes were not obviously linked to a specific
task (they were only mentioned by one to four interview participants under
each main task)


Political Interference and centralised control equally effected the
performance of task one, two and three (n=6)
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Engaging and seeking cooperation from others was more likely to
affect the performance of task 3 (n=8)



Failure of the system and structure was more likely to affect the
performance of task 3 and 4 (n=7 and n=8)

Table 7.3

Obstacles encountered by senior health executives 19901999 by tasks

Obstacle themes

Number of interviewee
(n=13)

Political

Task

Task

Task

Task

one

Two

Three

Four Comments

and 6

5

6

2

6

seeking 6

5

8

3

1

and 2

4

7

8

7

2

3

2

1

4

the 3

4

1

3

2

and 1

4

0

4

2

time 1

2

2

3

2

Interference

Additional

centralised control
Engaging

and

cooperation from others
Failure

of

the

system

structure
Lack of Support and resources
Constant

Changes

within

system
Inadequate

skills

competencies
Heavy

workload

and

constraint

7.2.3 Details of obstacles and difficulties encountered
To explain fully the content of each obstacle and difficulty theme experienced
by senior health executives, detailed information and quotes captured from
interview transcription are provided under each theme below. One of the
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interview participants gave a very brief summary of his overall experiences
with NSW Health over the past 30 years.

“I’ve spent 30 odd years in the system and enjoyed it all even the last
hard parts, so I wouldn’t want my views to be seen as entirely negative,
I think they are reasonable balanced and I think essentially it was a
pretty good system although it’s not the system it used to be and in my
discussions with other managers who’ve been through the same level
of seniority, most of us have enjoyed our roles and were happy to have
had the experience and would encourage others to be health
managers. I must admit now, I do enjoy the other things I’m doing much
more and don’t have any desire to go back to the organisation. I’m
grateful I’ve had the opportunity to do other things. The only other thing
you should have done is taken photos of us, 10 years ago and 10 years
later and you can really see in the physical appearance of those CEO’s
and the stress and the strain of the job. It was pretty demanding on
them in many respects… … Everyone tells me I look better now, so I
must have looked terrible then.”

This quote leads into a detailed explanation of all the obstacles, problems and
frustration senior health executives experienced. It gives a very clear picture
of senior health executives’ mixed feelings of different aspects of their job and
the system they were working in. The feelings were mixed with good and bad,
however enjoyable. There is no doubt they were hard and tough jobs for them
to take on.
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Obstacle Theme One:

Political Interference and centralised control

Overall, this theme was mentioned by all of the interview participants pointing
at the wide ranging effect of the political interferences and centralised control
in the management processes. Whilst having the responsibilities for the
effective running of the divisions or area health services, senior health
executive were not given the autonomy and control over the decision-making
process, which caused inevitable delays in decision-making. Consequently,
senior health executives were not able to develop and achieve a vision for the
divisions or area health service they were responsible for or to follow the
strategic direction developed. Senior health executives also found it difficult to
provide leadership to the team without the necessary level of autonomy and
control. Gaining support from political leaders also proved difficult, without
which it was impossible to make changes happen at all. The interference very
often came from the Ministers and their offices, and the central office of NSW
Health. Sometimes, it could also come from other key players outside the
Department, such as unions and doctors’ associations.

One of the interviewees mentioned that one of the negative effects of lack of
autonomy was being unable to achieve the best from the implementation of
the area health management model in NSW.

“I think the biggest problem in the area health service in this state is
NSW Health doesn’t understand just how autonomous areas can
achieve. NSW [Health] just seems to be unwilling to give area health
services autonomy and unwilling to hold them accountable when they
fall and as a result they tried to run too much of the system from North
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Sydney [Central Office] and as a result they didn’t get as much from the
area health service model as they could have.”

A number of interview participants also acknowledged that the frequent
change of Ministers and senior executives not only caused confusion about
the directions of health services, but also consumed significant proportion of
senior health executives’ time and energy becoming familiar with new rules
and preferences of the Government, and higher authority in power. Very often,
different Ministers’ offices had different ideas that were hard to predict and
follow. This confusion and lack of consistency in direction made maintaining
external relationships very difficult.

“Certainly in the 1980s, more so than the 1990s, there was an
enormous turnover of ministers and directors general. Basically every
year, you had a new minister and director general and that did cause a
lot of concern because you didn’t get continuity with messages from
your ministerial masters or the head of the department and that wasn’t
just confined to NSW. Because health has become such a difficult
portfolio, the premiers sort of kept moving the health ministers around…
… because each minister would have a different view as to what would
happen… … it has been a real problem in this rapid turnover of
executives at the most senior levels and at ministerial levels.”

Senior health executives were required to represent the Department in
communicating its goals, directions and changes to the general public and
external counterparts and seek their support and cooperation. The frequent

272

changes of the organisational directions made it difficult for senior health
executives to communicate the ideas and convince the public why all of the
changes needed to be introduced. Their job became extremely difficult when
positive outcomes of changes were rarely witnessed by the people involved or
affected by these changes before a new change was introduced again. In
extreme cases, changes were introduced again to overrule/rectify the changes
made not long ago without rational explanation or evaluation.

“The main problem, particularly with the latter administration, was that
different ministers’ offices had different ideas about what you could and
couldn’t do, so where that sounds fine, to maintain external relations
you had to be careful about doing that because sometimes if that
conflicted with what the minister’s office thought you should be doing
and there would be all sorts of complications, it just wasn’t worth it. The
Government made clear that the Department’s job was to do the
Ministers bidding so you then didn’t have any separation between the
Department and the Minister’s office.”

Political interference was also reflected by the fact that senior health
executives were not given the authority and autonomy to develop plans and
setting targets for the area health service, which could be made publicly
available. In order to protect government’s interest, senior health executives
were given two different plans: a ‘secret plan’ to follow and implement and a
plan to be released to the public. Some interviewees even pointed out that
they left NSW Health because they were not willing to risk their professional
and personal integrity.
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“As restructurings occurred and as things changed, it became more
difficult to be open so you can’t have a good planning process and
develop clear targets. There was a greater requirement to be secretive,
to only have written plans that were nice and soft etc but we’d keep
secrets about all the hard stuff. So that was a big obstacle to effective
organisational planning and target setting was the changes that
required you to have a plan in your head and then another plan for
public consumption… …NSW Health went a little hay wire for a while in
terms of it’s planning processes… …some quite bizarre targets and
goals came out. One year one statement came out that it was like the
vision for NSW Health was to have the best health of any community in
the whole world.”

The existence of centralised control and lack of autonomy even affected the
area health services at the operational level. The participants pointed out that
too much involvement from NSW Health central office at the operational levels
caused frustration among senior health executives and unnecessary conflicts
between divisions and area health services, especially between central office
and area health services. When central office did not share the visions which
were shared within all levels of area health services, the visions become
impossible to achieve.

“There was too much interference from NSW Health central office in
local service planning. Too many plans had to go to North Sydney for
approval. Even just some local community health plans, if they involved
capital expenditure they had to be dealt with in North Sydney [central
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office]. There was too much interference from NSW Health in rural
hospital role changes that even though there was no formal sign off
process.”

On the other hand, visions developed for area health services could suddenly
be changed by the central office without consultation or warning. Centralised
control also reflected the fact that the sole responsibility of the recruitment of
senior health executives were in central office. Very often, people from the
central office underestimated the importance of the knowledge of the
organisation among the senior health executives, which directly affected the
decision in selecting the right senior health executives for the positions. One
interviewee gave an example that was not uncommon; that central office
offered senior health executive positions to someone from outside the health
industry with limited or even without any background and working knowledge
of the Department. It was unfair to both the person who was employed and
the staff with reasonable expectations that their supervisor would know more
about the Department than they did, and be able to provide them with
guidance and assist them with developing better understanding.

A number of interviewees also expressed that frustration also came from the
NSW Health’s reluctance to engage in or give approval on what they were
attempting to do because of their suspicious nature. Senior health executives
were sometimes even unable to make operational decisions for the division or
area health service they were overlooking. Even though they provided all
necessary information, supportive evidence and detailed explanation on what
they were planning to do within their managerial boundaries, approval of the
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plans still might not be granted by the central office. All the effort put into the
preparation of the plans and the consultation processes would have been
wasted.

“The central office is very slow in approving structures, staffing and
policies. The Minister required that he approve all the organisation
structures. It took ages, he sat on them and you just couldn’t get on with
the job… …even IT, it took so long for them to make decisions about
what software they were going to purchase and what you are allowed to
use and not to use, so they were fairly inherent difficulties with the
Department’s inability to make decisions. In the end, one of the reasons
I left was because you couldn’t get them to make decisions or allow you
to make the decisions.”

In addition, the inability of the Department to make timely decisions and follow
the strategic planning principles and processes was also the reality which
made senior health executives’ jobs difficult.

“It took too long for the state health to design goals, however they are
normally too broad and too unrealistic. By the time you got through one
year then there was a new reform and a new person to deal with, new
process and everything changed, so yes the constant changes didn’t
enable any consistency or stability in terms of, you couldn’t go back and
measure the last three years because the measures changed all the
time.”
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Very often, cutting services and reducing the number of staff were what
accompanied the early stage of healthcare reforms and restructuring. A
number of interview participants mentioned the difficulties in introducing the
idea of service-cutting to the public. They explained that service-cutting was
often an immediate response to the financial crisis or financial difficulties
facing the system, rather than a decision made rationally based on community
needs and priorities. This was especially true when decisions were made as a
result of politicians trying to protect the Government’s interest and image
without any attempt to get the best resources for the community.

“I remember talking with the Minister about how we should approach
the introduction of closing seven hospitals basically, the way we should
do it should be short, sharp, say this is it, let everyone scream and then
do it. His adviser said to the Minister no; the way we should do is that
we have a consultation period for a year and what will happen in that
year, is everyone will be angry at the start and by the end of the year,
people will be so talked out that it will eventually just happen. That was
the way it was done and it worked beautifully, he was right, I was
wrong. Basically the approach that he took was just to let people wear
themselves out.”

A number of interviewees highlighted that senior health executives had in fact
taken up a very political role, a role of sharing only good news and positive
outcomes to the public and hiding bad news and the negative consequences.
They had to be extremely cautious when dealing with the media to ensure
only what the department would like the public to know to be released through
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the media channel. The interviewees also questioned the primary role of
politicians whether they were there for the public or for the Government,
especially when conflicts arose. They posed the question whether politicians
should keep a balance of their commitment to the public and loyalty to the
Government, rather than sacrificing the benefits of the public to protect
Government’s best interests.

“…good news was always appearing in the media all the time, not the
negatives. So it’s a highly political role and again that was part of the
challenge and the interest in the job. I’m not saying it’s necessarily a
bad thing, but I think it’s gone too far in one direction. I think there is a
lack of balance that Government is wanting to control everything these
days. Whereas in the past, politics was about getting resources out of
Governments and the politics now are about representing the
Government’s view about services rather than trying to beat the
Government and get more money out of them.”

Political interference and centralised control represented the greatest number
of problems and difficulties that senior health executive encountered in the
process of management and decision-making. The process of setting realistic
targets and strategic directions for the divisions or area health services were
seriously interrupted. Political interference and centralised control has been
described as both interruptive and frustrating which not only prevent the
achievement of positive outcomes, but also affect the morale and integrity of
the senior health executive group.
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Obstacle Theme Two: Engaging and seeking cooperation from others
Nearly all of the interview participants encountered difficulties in engaging and
seeking cooperation from others when trying to perform the major tasks. One
of the main difficulties in engaging and seeking cooperation from others was
not being able to demonstrate and provide leadership. A number of reasons
led to the difficulties. Firstly, introducing and applying large organisation
leadership concepts to hospital level was nearly impossible as this may
involve the complete change of the mentality of all levels of management
within the hospital. Secondly, senior health executives were often expected to
lead, introduce and implement changes. However, without proper prior
consultation, resistance was strong to participating in the changing process.

Reasons for the above difficulties encountered may include: the old style of
thinking and cynicism of those people who were running the system,
especially in hospitals; the conservatism of the medical profession and their
lack of enthusiasm for changes; the many categories of staff/professionals
perceiving their roles and focuses differently; the diversity of the healthcare
environment; the difficulty in involving staff and the board in the planning
process and convincing them that the goals were achievable; and unrealistic
expectations, unreasonable criticism and distrust from the community.

“The barriers were old style thinking and cynicism. When you start
talking public health to a bunch of people who run hospitals, it’s always
a joke because there’s no resources put towards public health or very
little, the money always goes into the hospital deficits to continue to run
expensive hospitals and very little focus on achieving population health
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objectives so every time I would try and talk up public health
approaches it was often met with the usual cynicism, they were the
major barriers I struck.”

Insufficient time allowed for changes to take place left insufficient time for
people to understand, accept or be involved in the changes. This was also
one of the reasons for senior health executives experiencing difficulties in
seeking support and engaging others in the change process. Whilst senior
health executives had to seek cooperation and commitment from other people
in implementing the changes and plans, they had very little control over how
people reacted to the changes. When changes were unfavourable to
communities, such as a major down grade or closure of a community’s
hospital, hostile public opposition from both staff and the community was often
experienced.

“The way boards are selected, sometimes you had to spend a lot of
time bringing them up to scratch in terms of where you were going in
terms of them understanding what you were doing. They, in
themselves, could be a positive or negative influence on the rate of
progress.”

Unreasonable and unachievable expectations about the level of service
provision from the community created further conflict and difficulties. The
situation could even worsen when the service priorities of NSW Health
differed from what the community wanted at the time, when the area health
services were facing serious financial constraint. Senior health executives had
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to convince the community about the rationale behind the priority settings and
changes and at the same time try to engage them in the change process and
seek their support for the changes.

“Unrealistic expectations… …most people outside the health system
expect more than it is capable of delivering in terms of saving life,
reducing waiting lists, discomfort, unhappiness … …so the real
obstacle is being able to get the real level of community appreciation of
the limitations of what we can do in a way that isn’t too frightening.”

One interviewee pointed out that it was not uncommon what the community
wanted was not among the priorities set in the State Health strategic plan, or
within the affordability of the department or area health services. Under such
circumstances, it was extremely difficult for senior health executives to provide
leadership to the community and try to introduce changes, especially when
these changes were not favourable to or not meeting the expectations of the
community. One interviewee used the establishment of a renal unit as an
example to demonstrate the point made above. The people in the community
were convinced the necessity of renal unit in the local hospital, even though it
was not on the state health priority, or wasn’t really clinically needed. They
would try to get vested and concerned interests from the general public and
raise money to build a renal units. After the unit was built, without enough
operating budget and resources, they would then hand the unit to the hospital
or area health service to run and who was expected to bear the ongoing
running cost of the unit.

281

When there were conflicts between what to provide from the area health
services or the Department and what the community wanted, senior health
executives received limited support or back up from the Department and the
politicians. Senior health executives were required to deal with the situation on
their own, not only protecting the interest of the Department, but also trying to
convince the community and keep them on board for all changes. In reality,
the conflicts might not be solved because the differences were too big to meet
half way. When senior health executives failed to convince the community to
accept the priorities set by the Department and gain support for the changes,
they had to take the blame and face complaints from the community for
something not within their control.

“You have huge power and you can make yourself very popular within a
community going around and promising everyone the world… ...but if
you are in an environment where you have to deal with the budgetary
contingencies and you confronted by the issue of priorities, that’s a
completely different dimension and your skill set then is about how do
you then work with community priorities in a highly political environment
because the community can exit your process at any time and write to
the Minister and they will intervene if they choose to.”

“When the area priorities do not meet the expectations of the
community, the Minister will come along and say to the communities,
we will promise you the world… ... you just can’t deliver on that, then
what the community will do is write to the Minister or see them in
parliament and say your bloke is upsetting the community.”
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Senior health executives very often had to work with other Government
departments on common issues or on implementing changes. However,
getting support and involvement from other Government departments was
also difficult. They often found that there was lack of delegation by other
Government departments and a lack of authority on how much they could
commit their organisations. In addition, getting support from both politicians
and clinical leaders was also difficult.

“The politicians were often quiet on that because they agreed with you,
but they didn’t want to say so and you have to try and get the clinical
leaders in the town to support you and the board and the local
members of parliament. But yes it was a constant public relations
battle.”

Two interviewees also pointed out that some of the difficulties encountered by
senior health executives were specifically related to the working in a rural area
where the community is small and socially tight. One interviewee gave an
example of a senior health executive cutting services and reducing the
number of staff to save costs. The staff that lost their jobs because of service
cuts or system restructuring may be related to the people and/or key
stakeholders from whom they were to seek support and cooperation. What
they did in the small rural areas may have bigger implications for their work in
the community in the future. Living in a small and socially tight community,
saying the wrong things to the wrong people was sometimes unavoidable.
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“In the country, you don’t mix socially with the medical staff because
whilst we all may be friends one day, there will be a big fight the next
day, you have to be careful who you mix with in the town and the area
because you know a lot of information, you can say a lot of things to the
wrong person and it could backfire, so that was one of the problems
with surviving and you needed your colleagues to talk to about issues.”

Lack of control was also mentioned by a number of participants as one of the
reasons for the difficulties experienced in engaging and seeking support from
the community. Often senior health executives were not in the position to
make decisions or predicting the decisions made by the Department and then
changes being implemented would be changed again. They were not even
clear of the direction and goals set by the Department.

“The other major obstacle in dealing with the community is you are
frequently not in a situation where you can communicate the whole
story of what’ s going on and your are frequently not in full control of
what’s going to happen in the public sector. If it’s a big decision, like
closure of a facility or changing the role of a facility or even the
establishment of a new facility, there’s another level of political
consideration and you have to address that before. You can’t always
guarantee to the community what is or isn’t going to happen.”

It was important for senior health executives to involve and seek support from
stakeholders in setting priorities for the Department or area health services,
and in implementing the changes introduced. However, a number of factors
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limited their ability in gaining the support, especially when the Department or
area health services and the community held different priorities and different
expectations. Senior health executives often found themselves in isolation
without adequate support from both the politicians and the Department.

Obstacle Theme Three:

Failure of the system and structures

Nearly all of the interviewees encountered difficulties when trying to perform
the major tasks due to the failure of the system and the unsatisfactory
structures within NSW Health. Interviewees experienced a number of
deficiencies within the Department. Firstly, there was the separation between
the planning technocrats and particular client needs, between planner and
clinicians and between Department and community priorities. Secondly, when
structural changes were introduced and implemented slowly, there were
excessive interruptions to the transition of staff and positions. Thirdly, there
was a deficiency of cohesive organisation and spirit within the Department
resulting in a lack of integration of the various divisions and inadequate
teamwork, which prohibited effective planning and implementation processes.
Lastly, a holistic and systematic approach had not been adopted by the
Department to deal with issues and conflicts arising from change.

The failure of the system was also reflected in the planning and evaluation
processes. A majority of the participants pointed out that the goals and
objectives set by the Department were too general, too broad and unrealistic
thus making them hard to implement and achieve. There were differences in
values, attitudes and objectives between the Department and the area health
services, which made setting criteria and evaluation difficult. Interviewees also
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pointed out that the Department often set their own criteria and conducted
their own analyses centrally. Commonly, the main factors that the Department
considered when setting priorities and targets were the growth of activities
and budgets and not those viewed as important in evaluating the
effectiveness and efficiency of an area health provider or its services. The
factors omitted included the quality of care, cost effectiveness, whether the
needs of the community were being met and community satisfaction.

A number of interviewees believed that the system was dysfunctional because
of a lack of organisational direction and poor internal linkages vertically
between the various divisions within the central office and the area health
services and its divisions. A culture of learning within the organisation was
absent

as

management

were
and

strong

procedures

evaluation.

There

for

accountability,

were

also

a

performance

breakdown

of

communications within the Department, which prevented the results and
achievements to be perceived by staff and stakeholders.

“Probably he main obstacle is again the system (as it) became more
and more dysfunctional. You weren’t able to be clear about your
organisation and all its internal linkages and therefore you stopped
really wanting to talk to people because you couldn’t talk to them with
excitement etc you couldn’t really explain why the system was going in
a particular direction without betraying the politics, so that was a key
obstacle.”
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One interview participant also pointed out that “Area” was an artificial creation,
and the geographical distance within an area made it difficult for senior health
executives to oversee their regions. The personal experiences of the
interviewees were that strategic development and the matching of supply to
demand was relatively easy to do locally. Unfortunately, there was too much
interference from NSW Health in local plans that did not allow effective local
planning to be achieved. This was seen as a constant problem. One
interviewee also stated that lack of innovation in planning and service
provision also led to the unsuccessful operation of the system.

“The area health services when they first started were innovative and
they were about integrating care, but after a decade of doing what they
did well, (they) were just managing the situation rather than moving
forward. So I think that was what we should have been doing and also
allowing experimentation with different models rather than having to
have everything the same. I think we lost the ability to do those things.
If we had concentrated more on that, rather than just the money and
trying to do more with less, I think we may have ended up with a better
result.”

Senior health executives have identified failures of the system and an
unhealthy structure within the Department as the key obstacles and difficulties
in performing all the major tasks. These failures of the system were reflected
in various ways, especially the mismatch of service provision and community
needs, and the unrealistic priorities and goal setting.
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Obstacle Theme Four: Lack of support, protection and resources
Deficiencies of support and resources were also mentioned by majority of the
participants as common obstacles and difficulties which they encountered
when performing the major tasks. A lack of support was explained in a
number of different ways. One was an absence of mechanisms to advise
senior health executives on the effectiveness and quality of their work. Senior
health executives were not adequately advised whether their messages were
getting through to others. They were neither provided with clear guidelines of
the standard or expectations of their work, nor advised on whether their work
had met the requirements and standard set by the Department.

Second was the lack of advice and support to senior health executives when
dealing with various difficulties and conflicts. They were required to resolve
the problems and conflicts on their own and face the consequences should
the problems and conflicts remained unsolved. Some participants felt that
senior health executives were employed as a convenient target for the
Department and the Minister to shoulder the blame for problems arising within
the Department or should there be conflicts between the Department and the
community.
“…even when the evaluation system pointed out difficulties or issues,
centrally they wanted the information but they didn’t want to know about
it in terms of helping you to solve your problems. So they distanced
themselves a bit and they let yourself hang out to dry because it was
easier for it to be your problem rather than be theirs.”

288

“The Minister could say, “Well I’ve done this” and the Department could
say “We’ve done that, but those area CEO’s haven’t pulled their weight;
they are the problem.” Theoretically it makes you focus internally and
you miss the strategic stuff and I think the Department was focusing on
the detail and missing the point about the fact that we needed to
manage (things) differently or change how we were doing things.”

The lack of support and resources also reflected by the need of protection
from higher management, the Department. Senior health executives’
employment was not only insecure, but could also easily be terminated
without warning and for illegitimate reasons. They were even forced to leave
their positions for mistakes they did not make in order to protect the reputation
or interest of the Department or the Minister.
“I don’t think too many senior people have been sacked for
incompetence. They’ve often been sacked due to the restructure or
they’ve misused a vehicle or misused a credit card or there’s been an
inquiry. If you look at the history, there’ve been very few that have been
sacked for incompetence. One or two I know had been sacked for
financial incompetence, I know there were probably settlements later on
which tells you that it probably wasn’t the case, it was a political thing…
…a lot of people got their reputation damaged, again that’s the price
you pay, the further you go up the tree, the further it is to fall.”

One interviewee used the lack of completion of the five-year contract among
senior health executives as an example of the lack of security of their
positions. The interviewee pointed out that although senior health executives
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were offered five-year contracts at the beginning of their employment, the
contract gave no protection at all. In fact, not many senior health executives
completed their contract. The employment agreement/contract was not
subject to the protection of industry agreements or regulations.
“I had a contract but they just changed the legislation and they told me
my position was deleted… …in terms of industrial recourse, there’s very
little because a lot of it is governed by legislation rather than industrial
law, so if you do claim and this is under common law.”

A number of interviewees also reinforced that the lack of support and
protection of senior health executives resulted in their inability to offer the
necessary level of support and protection to their own staff. This resulted in
the reduced loyalty and respect from staff. This further exaggerated senior
health executives’ isolation and their sense of uncertainty and insecurity of
employment. In addition, the number of senior health executives within the
Department was small. Thus, the support gained from any senior health
executive network was limited, which in turn, contributed to the isolation
experienced by senior health executives.
“I feel saddened about that at present with NSW health; I don’t think
that nearly enough people feel that they are part of a team. You can
have 100’s of teams in a big organisation, but there’s got to be that
degree of respect, that you’ll stand up for staff if they are being unfairly
attacked. Likewise, if they don’t do the right thing, obviously you have to
be seen to act accordingly and if you don’t, there will be other staff that
will lose respect for you. In the end, you have to be able to make
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decisions and you can’t procrastinate. It’s sometimes a fine line as to
when you have to take action.”

“The less rewarding aspects of the job is that you do end up isolated.
One of the reasons I decided it was time to leave is that you do end up
to some degree, isolated. The more senior you are the more isolated
you are or the more your peer group becomes smaller. This is a real
issue, a challenging issue.”

The lack of training and professional development programs available to
senior health executives, and the lack of career path or incentives provided by
the Department were also seen as some of the obstacles and difficulties the
participants encountered. A number of participants also mentioned that they
found it difficult to perform their tasks when there was inadequate financial
support to allow the development of a new and effective information system to
assist with the monitoring process. The lack of resources for implementing
strategic change was critical. In addiction, to reduce budget pressure, senior
health executives were forced to lay off staff and while maintaining vital
cooperation with their staff.

Obstacle Theme Five: Heavy workload and time constraints
More than half of the interviewees believed that the heavy workload and time
constraints made the satisfactory performance of major tasks difficult. Senior
health executives were well aware of what were important and necessary for
them to do to ensure satisfactory performance. However, they were forced to
relinquish some of their responsibilities because of time constraints. For
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example, it was impossible for them to be as visible and contactable to their
staff, key stakeholders and the community as they desired. However, the
consequences of the lack of visibility and contactability might be further
difficulties in seeking support and cooperation from staff, key stakeholders
and the community. Interviewees pointed out that the huge workload required
by the time-consuming and demanding position might also lead to burn out
nor allow them time for professional development.

“Time constraints are always a problem. You think you can be
communicating adequately with your staff, but you’ll get feedback that
we don’t see them enough, some of those comments you think are
unreasonable, but they genuinely have those views too. So I think one
of the obstacles can be is that you feel you are doing the right thing all
the time and you have to have some mechanisms to advise you
whether your messages are getting through when your leadership’s
getting through.”

One interviewee claimed that when taking up a senior health executive
position was the same as taking up a job, which required you to stand by 24
hours a day, seven days a week. They often found themselves with no choice
between attending to their own priorities and doing what they were supposed
to do.

Obstacle Theme Six:

Constant changes within the system

More than half of the interviewees found that the constant changes within the
healthcare system, its instability, had been a major obstacle to their job
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performance. This was especially relevant to the management and
implementation of the change and involving others in the process. The
constant changes became difficult for them to anticipate, very demanding to
engender staff support for the changes and hard to prepare themselves for
unexpected situations early enough to manage them. Because of the constant
changes within the system, senior health executives were always uncertain
about how the rest of the system was going to react and how to convince the
staff of the benefits of the changes, and were unable to lead and manage the
changes or restructuring.

The situation was worsened when policy changes and organisation re-design
were introduced without proper consultation and warning. Senior health
executives were unable to plan and link the local plan to the bigger picture of
NSW Health. Commonly, when changes were introduced and implemented
within the Department, divisions or area health services, there was limited
time allowed for senior health executives to plan and implement the changes
and to complete all necessary tasks involved.
“I’m glad I’m not there now with this new restructuring within NSW
Health, here we go again. It’s quite a bizarre restructure. If I was in the
system now and I was trying to explain the benefits of this to external
stakeholders, I couldn’t do it. I wouldn’t be able to say that this is going
to be great for people’s health in the region because of these things, I
wouldn’t be able to say that. If I was honest, I’d say well here again
we’ve lost a whole lot of good people from the system, the system is
going to be more unstable and it’s going to be leading up to another
restructure in the next 3-5 years… …I couldn’t do it anymore. I had to
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maintain a degree of integrity and so I would have to speak out about
things that disturbed me and that is, of course, the end of your career”

A number of interviewees also acknowledged that the fast changing
healthcare system affected organisational planning because of the high
turnover among the top level management, such as the Minister, the Director
General and key senior staff. The constant changes and the inconsistencies
within the system required the planning and implementation process to be
changed and modified regularly. This made the planning and setting realistic
and clear targets even harder. Without the prior setting of realistic goals and
clear targets, the monitoring and evaluation of the plan and the subsequent
changes became impossible.

“A fast changing healthcare system does impact on organisational
planning when key people turnover. Historically in NSW, the boundaries
of the organisation haven’t changed that rapidly. They have grown at a
reasonably logical fashion, so the core direction has been influenced by
the restructuring. One of the restructuring influences is the availability of
the people with the right sense of skills”

The purpose of introducing change and restructuring to the healthcare system
was to improve its efficiency and effectiveness. However, due to the fast pace
and high frequency of change, inadequate time was given for senior health
executives to prepare and plan for the change. Organisational planning
became impossible in practice.
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Obstacle Theme Seven:

Lack of knowledge and competence

More than half of the interviewees acknowledged the difficulties encountered
due to the lack of knowledge and skills (competencies) among different levels
of managers and staff. A number of interviewees pointed out that most of the
senior health executives did not have high levels of knowledge of how to
structure a healthcare system and set up monitoring and evaluation systems.
Therefore, they became experimented with setting up programs and their
performance indicators. They had neither previous experiences in running a
large area health service, nor enough content knowledge in organising various
levels and types of services. In addition, there was a paucity of planning
experts in the Department. In reality, it was very hard to find good planners
who could simplify complex issues into practical decisions to assist senior
health executives with planning.

“I think the skills are once again the ability to recognise that everything
is not black and white. There has to be some tolerance in what people
can achieve, so the ability to be flexible in terms of what’s achievable. I
think it’s an area we haven’t done very well. There’s a mismatch
between what’s set down in a performance agreement and what really
constitutes good performance in that the performance agreement tends
to pick those things which are easier to measure, whereas at the end of
the day, a lot of good performance rests in intangibles, actually getting
things done and getting it done with not too much blood on the floor. It’s
very difficult to actually measure that.”
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Some interview participants pointed out that a healthcare system should have
developed effective strategies in recruiting and training professional staff who
had the capacity to perform critical analysis and the capacity in monitoring and
evaluating the system without underestimating its complexity.

“Healthcare is so diverse and complex that it’s actually difficult to
monitor and evaluate. I think many people don’t have the analytical and
critical analysis abilities to do that effectively. So I think the structure of
health services is probably an obstacle to achieving that of having
skilled people throughout the layers of management is an obstacle and
really in many respects not being certain about what we are doing.”

One interviewee pointed out that occasionally senior health executives were
brought in from other sectors, their lack of knowledge and understanding of
the history of the organisation and the system made their job difficult,
especially when their staff often expected them to know more about the
organisation and history. One interview commented that some senior health
executives did not have adequate experience and skills in dealing with
politics, have very limited experience in performance evaluation and a limited
focus on continuous improvement.

Another issue that was raised was that managerial staff might not understand
the concept of evaluation and failed to collect quality data, which were vital to
monitoring and evaluation. When collecting and interpreting data to provide
information for evaluation, either it was inconsistent, in quality or it was not
provided on time.
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7.3 Possible solutions to the obstacles and difficulties
facing senior health executives
Interviewees were also asked to address the following question: with all the
obstacles and difficulties identified during their time as a senior health
executive with NSW Health. “What do you think could have been done during
the study period to have overcome or minimised the impact of these obstacles
and difficulties?” Although the suggested solutions were not directly linked to
the individual obstacles and difficulties identified, they did provide some
indication on how to minimise the negative impact of the obstacles and
difficulties on the healthcare system facing their senior health executives and
maximise their level of satisfaction of job performance.

Twelve out of 13 interviewees provided their opinions on what could have
been done to minimise the impact of the obstacles and difficulties on their
effective performance on the major tasks. A number of suggestions have been
made, however, more than half of the interviewees insisted that the obstacles
were due to the dysfunction, politicisation and centralisation of the healthcare
system and that without rectification of these major deficiencies, any change
might not be as effective as planned.

Suggestions were made in the following four areas: to improve the function of
the healthcare system; to provide opportunities for professional development;
to better educate the communities and seek their cooperation; and to place
more focus on seeking expertise and learning from others.
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7.3.1 Suggestion one: to improve the healthcare system
The majority of the suggestions focussed on how to improve the healthcare
system. More than half of the interviewees made the following two
suggestions:


To allow better professional, systematic, organisational and business
planning, and to set clearer goals and strategic direction, and
prioritising.



To allow senior health executives to do their job by reducing
centralisation, allowing local autonomy and decision making and
placing more trust in senior health executives

The following three suggestions were recommended more than once by
interviewees:


To develop an effective performance management system for senior
health executives and other staff



To develop a teamwork culture with a cohesive group where people
can act professionally and speak within a proper forum and also seek
support from each other



To develop better leadership among the top government levels
including the Minister, other politicians and the Director General of
Health.

Five other suggestions were also made by individual interview participants:


Plan early to reduce excessive amounts of energy put into dealing with
perceived crises.
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To improve communication between departments, areas and different
management levels.



To encourage adequate debate and discussion both within and outside
the system as to how the system may develop.



To allow the trial and evaluation of different ‘models’ and innovative
ideas rather than maintaining uniformity across the system.



To allow diversity at the local level rather than aiming for consistency
between areas.

Overall, the strategies for improving the healthcare systems focused on better
planning; autonomy to senior managers; stronger leadership at the
Government level; better communications and developing team cultures
within the Department.

7.3.2 Suggestion two: provision of opportunities for professional
development
A number of interviewees suggested the need of more opportunities for
professional development for healthcare managers at various levels. For
senior managers, professional development should focus on improving their
range of managerial competence. For middle and junior level managers,
professional development should focus on training and equipping them to take
up more senior roles and positions.

A number of interviewees also suggested that the provision of opportunities
for professional development to healthcare managers should include the
adoption of a more comprehensive approach to staff development across a
range of skills. Strategies should include the identification and training of
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young and inexperienced managers and to provide them with considerable
support to develop their managerial competence to meet the future needs of
the systems which are constantly changing .

7.3.3 Suggestion three: better education for communities and maximise
their cooperation
A number of interview participants reinforced the importance of educating and
assisting the communities in improving their knowledge and understanding of
issues related to their health, factors affecting the healthcare system and the
system itself. They also highlighted the importance of improving the
awareness of the community and public on how to protect their own health,
how to avoid inappropriate use or abuse of healthcare services and how to
minimise the burden on the healthcare system. As a result, the community
and the public would be able to make sensible and rational decisions and to
contribute better to healthcare planning and delivery.

One interviewee also touched on the issue of consumer participation, pointing
out that it was the key to getting the consumers who were most likely to
access healthcare services to participate in the planning and decision-making
process. The real consumers are the parents of the very young and old
people who access health services more than other groups, rather than
powerful medical groups and more articulate and vocal advocacy groups.

7.3.4 Suggestion four: placing more focus on seeking expertise and
learning from others
A number of interviewees highlighted the importance of learning from other
industries and seeking advice, support and expertise from experienced
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managers from other industries. Learning from other industries included
experimenting with different models which have been tested or adopted by
other industries to support innovation and encourage diverse approaches in
managing area health services. One interviewee also suggested that debate
and discussion both within and outside healthcare system should be
encouraged as part of the self-improvement process.

7.3.5 Individual suggestions
A number of recommendations were made by interviewees on how to
minimise the negative impact of the obstacles and difficulties facing
themselves. It was suggested that senior health executives should not only
further develop their skills and learn how to better deal with obstacles and
difficulties encountered, but also improve their skills in dealing with issues
impersonally and maintaining their equilibrium in the line of fire. In addition,
senior health executives also agreed on the need to be aware that in a large
public sector like health obstacles and difficulties arise as a matter of course.
Therefore, they should be prepared for the challenges and develop strategies
to deal with them accordingly. One interviewee stressed the importance of
senior health executives being able ’switch off’ and avoid burnout.

7.4

Discussion

This chapter has presented a number of the most important obstacles and
difficulties experienced by senior health executives in NSW Health between
1990 and 1999 while trying to perform their major tasks to a satisfactory level.
Possible solutions have also been identified for minimising the impact of these
obstacles and difficulties. Although detailed strategies will need to be
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developed by decision makers within NSW Health to address these obstacles
and difficulties effectively, the recommended solutions reflected the personal
experiences, opinions and expertise of those who had insight of how the
obstacles and difficulties affected the senior executive group.

7.4.1 Main obstacles and difficulties encountered by senior health
executives: current study
The obstacles and difficulties identified from this study were consistent
between interview participants. The following seven obstacles and difficulties
were encountered by senior health executives while trying to perform their
main tasks in a satisfactory level: political interference and centralised control;
engaging and seeking cooperation from others; failure of the system and
structure; lack of support, protection and resources; constant changes within
the system; inadequate skills and competencies, and heavy workload and
time constraints. Among them, the following three main obstacles and
difficulties: political interference and centralised control; engaging and seeking
cooperation from others; failure of the system and structure were mentioned
by nearly all of the senior health executives interviewed which can be seen as
the obstacles and difficulties in need of immediate rectification. Moreover,
political interference and centralised control was not only mentioned by all of
the interviewed senior health executives, but they also believed these issues
affected the performance of three out of the four major tasks that they had to
perform.

Examining the nature and content of the seven main obstacles and difficulties
identified, four of them are related to the healthcare system and its structure
including management structure, organisational structure and operational
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management. They are political Interference and centralised control; failure of
the system and structure; lack of support and resources; constant changes
within the system. Very obviously, majority of the obstacles and difficulties
encountered were created or came from the healthcare system itself. This
judgement was supported by the interviewed senior health executives when
looking at the possible solutions. They reinforced that the main obstacles and
difficulties were due to the dysfunction, politicisation and centralisation of the
healthcare system, and suggested one of the major solution to all obstacles
and difficulties encountered was to improve the healthcare system.

Interestingly, the interviewed senior health executives also acknowledged that
the lack of knowledge and competence of various levels of healthcare
managers also become one of the obstacles and difficulties to their
satisfactory job performance, especially knowledge and competence in the
area of planning, developing a monitoring system and evaluation strategies.

7.4.2 Main obstacles and difficulties encountered by senior health
executives: current study vs previous studies
Among all the seven main obstacles and difficulties identified by current study,
four of them were not highlighted by the four studies conducted in Australia
since 1980s looking at the obstacles and difficulties encountered by senior
healthcare managers. These four main obstacles and difficulties are political
Interference and centralised control; difficulties in engaging and seeking
cooperation from others; failure of the system and structure, and the lack of
support, protection and resources provided to senior health executives and
provided to support the professional development of senior health executives
and the implementation of their work. Although political interference was
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mentioned in Rawson’s (1986) study, its significance was not highlighted.
Similarly, the deficiencies of some aspects of healthcare system and structure
were touched on by a number of studies, such as lack of direction and goals
(Rawson, 1986; SHAPE, 1988); organisational politics (Harris et al, 1998);
outmoded organisational structure (Rawson, 1986); difficulties in instituting
major change (Rawson, 1986), and the lack of a corporate plan of government
(SHAPE, 1986). However, the deficiencies of the healthcare system and
structure identified in current study are not only different from these studies,
but also allow a greater extension of the understanding of the dysfunction and
insufficiency of healthcare system and its structure in NSW. Therefore, these
four main obstacles and difficulties can be seen as distinct to NSW Health in
the period of 1990 and 1999.

The current study also identified two main obstacles and difficulties, which are
consistent with those seen as distinct to senior healthcare managers in the
1990s period by previous studies. They are the constant changes within the
healthcare system (Harris et al, 1998) and the inadequate skills and
competence among senior healthcare managers (Harris et al, 1998; Courtney
et al, 2002). Harris et al’s study (1998) pointed out that constant changes in
healthcare increased the stress and pressure on healthcare managers in
terms of working harder, faster and longer hours; increased the feeling of
insecurity and uncertainty. All of the above may lead to burnout and high
turnover among the healthcare managers consequently (Nordhaus-Bike,
1995; Andricia, 1996; Gee, 1996; Ferlie, 1997). Moreover, senior health
executives from current study claimed that constant changes in the healthcare
system and its instability did not allow them to manage and lead the changes
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and seek support from or involve others to the changing process. They also
highlighted the consequences to be inability in conducting organisational
planning and monitoring and evaluating the changes effectively.

Although both of the current study and studies in the 1990s (Harris et al, 1998
and Courtney et al, 2002) acknowledged the inadequate skills and
competence being one of the main obstacles and difficulties encountered by
senior healthcare managers, the content of skills and competence being
referred to are varied. Both Harris et al (1998) and Courtney et al (2002)
pointed out the inadequate skills demonstrated by senior healthcare
managers in the area of human resource management and financial
management and resource allocation. Harris et al (1998) also added poor
leadership to the inadequate skills list. However, the inadequate skills and
competence referred by senior health executives from current studies were
heavily related to planning and evaluation. The lack of background knowledge
of healthcare system and its history was also viewed as one of the main
concerns. Senior health executives from the current study even expanded the
understanding of inadequate skills and competence to a wider scope by
including the lack of planning experts within healthcare system and the
inadequate knowledge and experiences of other staff in compliant with the
monitoring and evaluation process.

In addition to the above six obstacles and difficulties identified, heavy
workload and time constraints were not only highlighted by current study, but
also by the studies conducted by Courtney et al (2002) and SHAPE (1988).
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7.4.3 A dysfunctional, politicised and centralised healthcare system in
NSW
According to the personal experiences of the senior health executives
interviewed, The NSW healthcare system was dysfunctional, politicised and
centralised. There is consensus among them that no changes or solutions to
the obstacles and difficulties would be effective if the deficiencies of
dysfunction, politicisation and centralisation were not rectified.

The NSW healthcare system’s dysfunction, politicisation and centralisation
were reflected in a number of areas, which had become some of the key
obstacles and difficulties senior health executives encountered. The most
frequently mentioned examples were: senior health executives’ lack of
autonomy and control over the decision-making process for their own
divisions or area health services; their inability in carrying out planning
processes and setting realistic goals and direction; the lack of consultation
from the Department or higher levels; inadequate time given for preparation
when changes were to be introduced; and the lack of a teamwork culture and
communications between different divisions and areas within the Department.

7.4.4 Possible solutions to the obstacles and difficulties encountered
As discussed earlier, the most significant obstacles and difficulties
encountered by senior health executives were related to the healthcare
system and its structure. Therefore, it is not surprising to see that the
suggestions for addressing the obstacles and difficulties focused on how to
improve the system. The main strategies recommended to improve the
system were related to better planning, reducing centralisation and giving
senior health executives autonomy. The importance of developing stronger
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leadership at Government level, encouraging better communications between
different levels of the system, (between different divisions and areas within the
Department) and developing a team culture within the Department are not
negligible.

In addition to the key solutions for minimising the impact of the main obstacles
and difficulties confronting senior health executives, three further suggestions
were made. One related to the provision of professional development
opportunities to senior managers within the Department, to further develop
their managerial competencies, and to identify, train and equip junior
managers for more senior roles. Another suggestion related to educating the
community to increase their responsibility for their own health, in the reduction
of the health burden and their participation in the decision-making for service
provision. The third suggestion was to broaden the skills and expertise within
the Department to encourage innovation by seeking resources from outside
the health sector.

7.5 Overview
When presenting the findings of the main obstacles and difficulties facing
senior health executives in NSW health between 1990 and 1999, and the
possible solutions to minimise the negative impacts on senior health
executives’ job performance, a number of key issues have been identified.
The negative impact of the obstacles and difficulties experienced by senior
health executives would not be minimised unless the deficiencies of the NSW
healthcare system could be rectified. These fundamental changes to the
system should focus on reducing the dysfunction, politicisation and
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centralisation of the system. The most appropriate means to achieve these
fundamental changes remain unclear but the solutions for minimising the
negative impact of other key obstacles and difficulties raised by the senior
executives are worthy of serious consideration.
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CHAPTER 8
What do we know about the senior health executives
during the major health reform in NSW between
1990 and 1999?
In the previous four chapters, data and information collected from this
research have been presented and discussed in order to answer the research
questions. A number of key findings and their implications have also been
discussed in detail. The purpose of this Chapter is to develop linkages
between the key findings in order to provide a summative response to the
overall purpose of the research: examining how reforms in the New South
Wales Health public sector affected its senior health executive workforce
between 1990 and 1999 in terms of their roles and responsibilities, the
competencies required, and the challenges they faced. The limitations of the
study and the implications for future research directions in the area of health
management are discussed.

This chapter includes six sections:
8.1

Brief summary of what has been presented in previous chapters.

8.2

Summative response to the study purpose

8.3

Significant contributions to health management research and body of
knowledge.

8.4

Limitations of the study.

8.5

Implications for health management research and education.

8.6

Conclusions.
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8.1 Brief summary of what has been presented in
previous chapters
To achieve the overall purpose of the study, a number of research questions
were developed as detailed in Chapter 2. The findings from the critical
analysis of the 14 most relevant studies on senior health managers since
1980s have not only guided the development of the research methods and
questions, but also used as a basis for comparison with the findings from the
current study.

In this study, relevant data and information were collected, presented and
discussed in Chapters 4 to 7 based on their relevance to the research
questions. A number of key findings have been highlighted in the discussion
sections of each of the above four chapters. The details of these key findings
and how they are relevant to the research questions are summarised in Table
8.1. Overall, this triangulated study allowed the collection of a wide range of
data to address the research questions. A better understanding on the senior
health executive workforce during the implementation of major reforms in
NSW Health public sector between 1990 and 1999 has been developed. In
addition, the effects of the major reforms on the senior health executives in
terms of their roles and responsibilities, competencies required and
challenges faced have been reinforced.

This study not only identified issues related to health reform and its
processes, but also brought to light some of the deficiencies of the current
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healthcare system in NSW. Possible solutions have also been suggested to
address the above issues and deficiencies to allow the better running and
operating of the system and, more importantly, to allow better performance by
senior health executives in NSW.

A novel concept of tasks, roles and competencies has been developed which
guided the development of a new approach of assessing competencies
required by senior health executives. This competency assessment approach
has been applied to this study. As a result, a new list of competencies for
senior health executives to perform their major tasks satisfactorily has been
compiled. This study emphasises that it is not only essential to consult senior
health managers when designing appropriate training programs to improve
their managerial competencies, but also to consider the specific context in
which the healthcare system operates, the reforms and changes introduced or
to be introduced and the specific levels of the target managers.
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4

3

2

1

No.
presented

Chapters

health

executives

to

high turnover?

yes, what were the causes of the

among senior health executives? If

Was high turnover a phenomenon

1986 and 1999?

major structural reforms between

senior health executives of the

What were the experiences of Chapter 5

perform on the job?

senior

What were the major tasks for

health executives in the 1990s?

educational background of senior

What were the characteristics and Chapter 4

Research Questions

Key findings

 Lessons learned from health reforms in NSW

to the high turnover among its senior health executives
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 The constant changes and reforms within NSW health has contributed

expected

 Major structural reforms since 1986 did not achieve the outcomes as

leading the reform process

 The relative incompetence of NSW health in planning, managing and

healthcare management

 Key factors contributing to senior health executives’ careers in senior

 Key responsibilities of senior health executives

 The instability of senior health executive positions

by senior health executives

 Confirmation of male predominance and high qualifications possessed

Table 8.1 Addressing the research questions and key findings

7

6

5
main

executives

to

achieve

and

difficulties

senior health executives?

obstacles

upon

prevent or minimize the impact of

Are there any possible solutions to

satisfactory job performance?

health

What were the obstacles for senior Chapter 7

tasks?

the

 Possible solutions to be obstacles and difficulties encountered

 A dysfunctional, political and centralised healthcare system in NSW
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executives, specific to NSW health context between 1990 and 1999

 Main obstacles and difficulties encountered by senior health

previous studies

required by senior health executives identified by this study and by

 What led to the differences in the most important competencies

 A new competency assessment model for senior health executives

and attitudes required by senior healthcare managers

 Competency list for identifying the most important skills, knowledge

 Key competencies required by senior health executives

perform

required

to

 Tasks and roles for senior health executives

What were the key competencies Chapter 6

8.2

Summative response to the study purpose

The overall purpose of the current study was to examine how reforms in the
NSW Health public sector affected its senior health executive workforce
between 1990 and 1999 in terms of their roles and responsibilities, the
competencies required, and the challenges they faced. To answer this
question, three steps have been taken. The first step was to confirm whether
health reforms affected (both negatively and positively) senior health
executives in different ways. The second step was to determine whether
senior health executives’ roles and responsibilities changed during the period
of the reform process in the 1990s, and what were the changes. The last step
was to identify the challenges facing the senior health executives and possible
solutions.

8.2.1

Effects of health reforms in NSW health

The findings of the study have provided answers to the study questions. The
health reforms in NSW did affect its senior health executives in a number of
negative ways. Firstly, the major structural reforms (the introduction of area
health management model in 1986, the senior executive service in 1989 and
performance agreements in 1990) did not lead to the full achievement of the
expected benefits. In addition, they exaggerated the existing deficiencies of
the healthcare system in terms of its structure, its centralised nature and
political interference in the decision making process and its less than
competent planning, change management and leadership of the reform
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process. The above factors have been identified as some of the key obstacles
and difficulties facing the senior health executives and preventing them
performing their major tasks to a satisfactory level.

Secondly, the lack of consultation and planning in introducing change to NSW
Health,

the

inexperience

in

planning

and

implementing

large-scale

organisational change and the limited timeframe and resources provided for
implementing changes and carrying out the reform process have highlighted
the instability of NSW Health and its senior management positions. Senior
health executives experienced difficulties maintaining the reform agenda
because of the lack of planning and constant changes. They also found that
the continual and inadequately planned changes created barriers for them to
gain support and cooperation from staff and stakeholders and to manage and
lead the process.

Thirdly, the findings suggest that the constant changes and reforms within
NSW Health contributed to the high turnover among its senior health
executives. The average tenure of 3.1 years for senior health executives in
comparison with previous studies and other industries suggests that high
turnover was a common phenomenon during the study period. In addition, the
introduction of the senior executive service and performance agreements was
seen as a protection to the Department rather than to its senior health
executives, which provided them with limited security in their positions. The
inability of senior health executives to complete their five-year contracts with
the Department could be used as evidence. The structural reforms became a
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‘push factor’ for senior health executives’ departing NSW Health either
through redundancy or because of personal decisions when they became
dissatisfied with the system and needed a break or a change.

However, the study did capture some positive signs of the health reforms in
NSW Health public sector. There were consensus that the intention of the
introduction of the area health management model, senior executive service
and performance agreement was good which could have brought success in
running the healthcare system with efficiency and effectiveness. In addition,
despite the above negative experiences, senior health executives welcomed
the challenges faced and enjoyed the professional satisfaction associated
with their senior positions.

8.2.2

Senior health executives’ changed roles and responsibilities

There were no other studies on senior health executives in the NSW Health
public sector during the 1980s. Thus, there were no data that would allow a
direct comparison with findings from this study to confirm whether there were
changes in executive roles and responsibilities. However, findings from
Rawson’s (1986) study targeting senior health managers in Australia and
carried out before the major structural reforms in NSW can be used as a
comparison base. As discussed in chapter 6, only four out of the nine
competencies highlighted as important for senior health managers in
Rawson’s study (1986) were included in the important competencies for
senior health executives identified in this study. Furthermore, these four
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competencies from Rawson’s study only form part of the requirements for the
four new competencies. For example, the competency of ‘health service
planning’ in Rawson’s study can be included as part of the competence of
‘planning

and

evaluation’

which

also

included

policy

planning,

service/organisation development, monitoring, controlling and evaluation. A
comparison between the key competencies for senior health managers in the
1980s (Rawson’s study in 1986) and 1990s (the current study) found
significant divergence.

However, when comparing the competencies identified in this study with
previous studies conducted in the 1990s as detailed in Table 2.2, more
similarities have been found. Four out of the seven key competencies
identified in this study are consistent with what were identified in previous
studies in the 1990s, with an additional competency seen as valid for all
studies. Examining the pyramidal relationships between tasks, roles and
competencies, an assumption can be made that changes of tasks will lead to
changes of roles and competencies required. The change of competencies
required will reflect the change of major tasks. The findings indicate that
senior health executives’ roles and responsibilities have changed after the
introduction and implementation of the major structural reforms in NSW
Health public sector. They were required to demonstrate a set of
competencies essential to the performance of the major tasks specific to the
NSW health care context and to their management level.
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8.2.3

The relevance of health reform and the context in NSW to the
change of senior health executives’ roles and responsibilities

Comparisons between the findings from this study and studies in the 1980s
and 1990s provide indications whether these changes are specific to the NSW
context and the relevance of these changes to health reform in NSW. The
findings used for a comparison between studies include the roles and
competencies required and the obstacles and difficulties facing senior health
executives.

This study identified ten roles for senior health executives based on the four
major tasks they were required to perform. Seven out of the ten roles
identified in this study confirmed what was recommended as important to
senior health managers by previous studies in the 1990s. Three new
important roles identified by this study include policy developer, planner and
evaluator. Similarly, this study not only confirmed the importance of five
competencies required for senior health executives as identified in previous
studies, but also found that senior health executives were required to
demonstrate the following two new important competencies: political skills and
awareness and survival skills. The different roles and competencies required
by senior health executives may reflect the specific context in which NSW
Health operated and the changes and reforms introduced and implemented.
Although it may be premature to say that the different roles and competencies
found in this study were the result of NSW health reforms, it confirms that
senior health executives were expected to perform extra roles and to carry
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additional responsibilities during the reform process either as a response to or
as a result of the reforms.

Consistently, the current study has identified four obstacles and difficulties
facing senior health executives between 1990 and 1999 specific to the NSW
context that were not highlighted in previous studies carried out during a
similar period in Australia. These obstacles and difficulties include political
interference and centralised control, failure and inefficiency of the system and
management structure especially during the introduction of large-scale
organisational change, the lack of support and protection provided to senior
health executives and the lack of resources provided to support the
professional development of senior health executives and the implementation
of their work.

8.2.4 Overview

This study not only identified new roles and competencies for senior health
executives to fulfil and demonstrate, but also highlighted the challenges they
had to face during the period of major structural reform in NSW. The study
concludes that the health reforms affected the roles and responsibilities of
senior health executives. In addition, the study confirms that the health
reforms affected senior health executives in NSW negatively in a number of
ways including: a high turnover rate among senior health executives; a lack of
support, security and protection provided to senior health executives in their
positions; allowing political interference and centralised control in the
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decision-making process; increased difficulties in engaging and seeking
cooperation from staff and stakeholders and the inability to maintain the fast
pace of reform.

8.3

Significant contributions to health management
research and body of knowledge

In addition to confirming the effects that health reforms have had on senior
health executives and exposing the reality of some senior health executive
experiences in the process of major structural reforms in NSW, this study has
identified some possible solutions for NSW Health to minimise the negative
impacts of its systematic imperfections on its senior health management
workforce. More significantly, the study has the potential to contribute to
health management research and education in a number of ways detailing
below.

8.3.1 A competency assessment approach based on the pyramidal
concept of task, roles and competencies

The terms, tasks, roles and competencies, have been used by various
studies; however, their relationships have been ambiguous. Based on the
managerial pyramidal concept between tasks, roles and competencies
developed by this study, their relationships have been more clearly defined.
Guided by this pyramidal concept, a new competency assessment approach
has been developed. Using this approach, the core competencies required by
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senior health executives in NSW between 1990 and 1999 were identified
based on the major tasks that they were required to perform. This model has
been piloted by this study. As a result, a senior management competency list
has been established to group the skills, knowledge and attitudes required by
senior health managers. These three major findings, the managerial
pyramidal

concept,

the

competency

assessment

approach

and

the

competency list for senior health managers, will offer a useful alternative for
future management studies.

8.3.2 Implications in applying results from management studies and
literature into practice

As discussed earlier in this Chapter, when examining the tasks, roles and
competencies required by senior health executives and the obstacles and
difficulties they encountered, this study has not only confirmed some of the
findings from previous studies during the same period, but also identified new
issues. The results suggest that different healthcare contexts place different
weights on the roles required for senior health managers and the subsequent
competencies required by them. Different reforms and restructuring
introduced into the systems in which senior managers work will probably lead
to varying changes of their roles and competencies.

By comparing and contrasting with previous studies during a similar period,
suggestions can be made to the design of future health management
education and training. A number of factors affecting the competencies
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required by senior healthcare managers have been confirmed: the context in
which the healthcare system/organisation operates, the changes and reforms
specific to the healthcare context and the organisation and the management
level. When applying findings from management studies to guide the
development of training and educational program for upgrading and improving
the managerial skills and competence, the above three factors need to be
taken into consideration. In summary, the context, the changes and the
management level are the key determinants for competencies required for
healthcare managers.

Furthermore, to better equip senior healthcare managers for their roles in the
new era of continual system change, the current educational or training
programs will need to be modified to allow for the development of new
competencies. The ongoing monitoring and evaluation of processes, projects
and programs is clearly essential as continual reform or change in healthcare
systems appears to the norm and will, without doubt, lead to constant
adjustments to the roles and competencies of senior healthcare managers. If
there is no logical model of evaluation, those managing the change will
inevitably end up in the proverbial ‘black hole’.

8.3.3 Key factors to take into consideration when introducing and
implementing large-scale organisational change

The study suggests that prior to the implementation of system changes, it is
important to employ existing expertise to plan carefully for those changes, to
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monitor the implementation process and to evaluate the outcomes of the
changes. Three key factors are to be considered: firstly, provide incentive and
support to senior managers who will lead and manage the change process;
secondly, allow sufficient time for consultation and preparation for the
proposed change; third, ensure adequate expertise in relevant areas are fully
utilised by employing, purchasing and/or contracting internally and externally,
especially in the area of project/policy design and evaluation; lastly,
monitoring the implementation process and evaluating and communicating the
outcomes of the changes to people who are involved and/or affected by the
change process is vital. It is important to ensure a process for evaluation is
built in the plan for the system changes.

8.4 Limitations of the study

The study used a combination of three data collection methods to address the
research questions. The major findings and answers to the questions were
generated from the qualitative data collected. Therefore, this study, in
general, is limited by the qualitative methods applied.

8.4.1 Target and study populations, sample and response rate

The senior executive service group within NSW Health consists of positions
distributed at three different levels: the Department (central office), area
health services and hospitals with a total number of 1568 position-years
during the ten-year period (1990-1999). For a number of reasons, including
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the limitations of time and resources and the contractibility of the target
population, as discussed in Chapter 3, only the most of the senior health
executive positions from the Department and some of the positions within
area health services were included. The criterion used to narrow down the
target population was the line of accountability, which reduced the number of
position-years targeted by the study to a more manageable size (from 1568 to
273 or 79 persons). Although the reduced size of the study population did not
affect the validity of the qualitative data, the quantitative data collected in
relation to the senior health executives’ characteristics and employment
background may not be generalised to the entire senior health executive
group.

8.4.2 Participants of this study

Ninety percent of the study population were included in the sampling frame.
Of these, 85% were contactable by the study. However, only 52% of those
who were contacted responded to the questionnaire. Although the response
rate was satisfactory compared to the rates from previous studies, there were
low numbers of female respondents, which did not allow a meaningful gender
analysis. Furthermore, as the response rate was low, the results may be
subject to selection (non-response) bias. One could argue that there may
have been some respondents who wished to criticise the ‘system’ or who left
NSW Health under adverse circumstances. However, many interviewees also
mentioned

positive

experiences.

The

characteristics

and

personal
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experiences of those who did not participate in the study may be different
from those who participated.

Therefore, the study does not aim to generalise the findings to the whole
senior health executive population, but to provide in-depth understanding of
the issues raised and to contribute and enrich the body of knowledge.

8.4.3 Lack of clear definition of ‘voluntary separation’

In the responses to the survey questionnaire, the majority of the participants
classified the nature of their departure from their most senior health executive
positions as voluntary. However, majority of the telephone interviewees
disagreed with this findings staying that they were “forced out”. They also
challenged the definition of “voluntary separation”. The lack of a clear
definition of ‘voluntary separation’ in the postal questionnaire probably
explains the difference. The ‘retest’ opportunity provided by the interviews has
reduced the effect of the unclear definition on the overall findings of the study.

8.4.4

The competency assessment approach – need for further
validation

Literature searches and the critical analysis of past and present knowledge
pointed to the need for developing a new competency assessment approach
to assess the core competencies required for senior health managers. A new
competency assessment approach was developed and proved useful for the
purpose of this study. Although, no difficulties were experienced and no

325

significant deficiencies have been identified during the study, the new
competency assessment approach requires further reliability and validity
testing by assessing the core competencies for different management levels
with larger sample sizes in more diverse target populations.

8.5 Implications

for

direction

of

future

health

management research and education development
The findings and issues identified and limitations of this study have
implications for the direction of future health service management research,
practice and education. Firstly, the competency assessment approach
developed in this study should be tested further as mentioned above. Its
potential contribution to the health service management research should not
be undervalued.

Secondly, the generalisability of the list of core competencies requires further
comparison with findings from competency assessments among larger groups
of health managers both nationally and internationally from different
management level.

Thirdly, a systematic study on how to develop strategies in improving the
three main deficiencies within the healthcare system as experienced by its
senior health executives in NSW strategically: dysfunction, politicisation and
centralisation is also proposed. This systematic study is to include strategies
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and solutions developed and tested in similar healthcare systems nationally
and internationally.

Finally, this study concludes that it is essential to take into consideration the
three key factors (context, changes and management level) during the
development of educational and training programs for current and future
healthcare managers. A review of current education programs and the
process of how these programs were developed and revised are also
proposed to ensure that they continue to provide healthcare managers with
appropriate competencies relevant to the needs of the current and future
healthcare system.

8.6 Conclusion
Structural reforms in health care have been recognised as a common
phenomenon worldwide. Since the early 1980s, the major structural reforms in
NSW Health heralded a new era in management responsibility and
accountability. Although, the current study is limited by its small sample and
qualitative methods, the significance of this study should not be understated
as this is the first study internationally that records the views and experiences
of those who managed the change process: senior health executives
themselves.

This research has enabled the collection of in-depth views and opinions
normally impossible using quantitative methods with large sample sizes. The
results provide valid insights from the sample - a small group of senior
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managers who had been closely involved in the implementation of large-scale
organisational change. However, it is difficult gauge the generalisability of
these results as the sample was small and may not be representative of the
wider senior executive workforce in NSW during the reform years. This study
makes a significant contribution to our systematic understanding of the real
politic of being a senior health executive during a period of significant
healthcare reform.

During the introduction and implementation of major healthcare reforms in
NSW between 1986 and 1999, barriers created by the ‘system’ prevented the
full achievement of its potential benefits. Although former executives clearly
enjoyed the opportunities and challenges offered, it became apparent that the
most obvious benefits were enjoyed by the Government, who held them to
account for financial and other crises that occurred in the health system from
time to time and/or terminated their employment as senior executives.

Although this study did not focus on solutions to minimise the negative
impacts of the reforms on the senior health executives or maximise the
chance of success of introducing changes to the system, some suggestions
are proposed. Before changes are introduced into a health system, it is
important to utilise existing expertise to plan for and manage that change, to
monitor the implementation process and to evaluate the outcomes formally. It
is also advisable to consult widely with the professionals who will be involved
in and inevitably affected by the changes and to provide them with adequate
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orientation and support to reduce resistance, to gain compliance and to
maximise the benefits of the reforms.

Differences in the characteristics and employment related aspects between
this study and those from studies in the 1980s and 1990s have been found. It
has identified the tasks, roles and competencies required by senior health
executives in NSW health public sector between 1990 and 1999. The study
concludes

that the demographic characteristics and the roles and

responsibilities of the NSW Health senior executive workforce since the
reforms of the 1980s and 1990s have changed.

More significantly, this study has enabled the development of a concept for
the pyramidal relationship between tasks, roles and competencies. Moreover,
it has proposed and piloted a new competency assessment approach that
could be used to assess the core competencies required by senior health
managers. The significance of these conclusions indicate the need for a
replication of this study on a wider scale to investigate the reliability and
validity of the new competency assessment approach as a tool for
understanding the tasks, roles and competencies required by senior health
executives at different levels and in different healthcare contexts, and during
different period of changes. This has important implications for our
understanding of the senior health executive service, and also for our ability to
plan and implement more appropriate education programs for health service
executives in the future.
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The SHEN Project
Senior Health Executives in New South Wales
INFORMATION SHEET
Date

Dear Sir/Madam,
We would like to seek your assistance in responding to this survey targeting people who were
NSW senior health executives between the period of 1990 and 1999. The research is to examine
the impact of NSW healthcare reform on the roles and responsibilities of senior health executives
from 1990 to 1999, and is being conducted by Ming Liang as a component of her PhD studies in
the School of Public Health at Griffith University.
This letter has been sent to those who were employed as Director General/Deputy Director
General, Directors/General Managers of Division at the Department of Health, or Chief Executive
Officers of Area Health Services (both Sydney Metropolitan area and regional areas) within the
period of 1990 and 1999. Your participation in the survey is entirely voluntary and you are free to
withdraw from the survey at any time. This questionnaire is in three sections should take
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Following this survey, we also wish to conduct a small number of face to face or telephone
interviews to gather further information. If you are willing to participate in an interview, it would be
most appreciated if you could also fill in the attached ‘willingness form’ to indicate your willingness
to participate in the interview.
You will find two stamped/addressed envelopes with the questionnaire. Could you post the
completed questionnaire and, if you are willing to be interviewed, the ‘willingness form’ within two
weeks of receiving this letter.
The conduct of this research involves the collection, access and use of your personal information.
The information collected is confidential and will not be disclosed to third parties without your
consent, except to meet government, legal or other regulatory authority requirements. A deidentified copy of this data may also be used for other research purposes. However, as the
supervisors of the research, we assure you that your anonymity will at all time be safeguarded and
that the results will be presented in such a way that individual institutions and respondents cannot
be identified. For further information, please consult the University’s Privacy Plan at
www.gu.edu.au/us/aa/vc/pp or telephone (07) 3875 5585.
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Furthermore, the research will also be conducted in accordance with the National Statement on
Ethical Conduct in Research Involving Humans. If you have any concerns or complaints about the
ethical conduct of the research project, you should contact the Manager, Research Ethics on
research-ethics@griffith.edu.au or (07) 3875 5585.
The letter is being sent by Australian College of Health Service Executives on behalf of the
research team to assure you that your privacy is protected. The result of this study shall be
available by request.
We appreciate your participation in this research.

Yours sincerely,

Prof. Stephanie Short
School of Public Health
Griffith University

Bill Lawrence
National Director
Australian College of Health Service Executives

Enquiries: Prof. Stephanie Short (07) 3382 1024
Ming Liang
(02) 9633 4894 or 0416 153 987

Gold Coast Logan Mt Gravatt Nathan South Bank
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Survey Questionnaire – The SHEN Project
Investigating the effect of NSW Health Reform on the roles and responsibilities of senior health executives

Questionnaire
Thanks for taking the time to complete this survey questionnaire as part of the research of
examining the impact of NSW healthcare reform on the roles and responsibilities of senior
health executives from 1990 to 1999. Your participation in the survey is entirely voluntary and
you are free to withdraw from the survey at any time. Please circle the answer(s) provided
under each question.
Part One:

Employment

1.

Are you currently employed by the NSW Department of Health?
a.
Yes.
b.
No.

2.

Were you employed by the NSW Department of Health between 1990 and 1999
(inclusive)?
a.
Yes.
b.
No.
If your answer to question 2 is Yes, please go to question 3.
If your answer to question 2 is No, we thank you for your time but there is no need for
you to answer further questions. Please return the questionnaire to us in the envelope
provided.

3.

When you were working for Department of Health between 1990 and 1999, what was
the most senior position you held?
At Department of Health
a.
Director General or Deputy Director General
b.
Director or General Manager of Division
At Area Health Service
c.
CEO of Rural Area Health Service
d.
CEO of Area Health Service – Sydney Metro
(incl. Hunter, Illawarra and Central Coast areas)
e.
I did not hold any of the above positions during 1990-1999 (inclusive)
If your answer to question 3 is “e” we thank you for your time but there is no need for
you to answer further questions. Please return the questionnaire to us in the envelope
provided.

4.

Please indicate the highest level your position was at the time (classified according to
the NSW Public Sector Employment and Management Act 1988).
a.
Under or equal to SES level 5
b.
SES Level 6
d.
SES Level 8
c.
SES Level 7
e.
Above SES level 8
1
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5.

Length of time in the above position within the period of 1990-1999
a.
less than or equal to1 year
d.
> 3 years up to 5 years
b.
> 1 year to 2 years
e.
> 5 years up to 10 years
c.
> 2 years to 3 years

6.

Please select five tasks on which you spent the majority of your working hours in
the above position by ticking the boxes in the right column.
1. Provided the minister with frank advice that was relevant, accurate and
timely
2. Determined organisation objectives , policies and programs and set
standards and targets
3. Ensured that actions and policies of the agency accord with
Government direction and facilitated policy coordination and cohesion
between Government agencies
4. Ensured legislative and statutory compliance within the Division or
Department
5. Appraised the activities of the Department, Division or area according
to strategies and objectives, and monitored and evaluated performance
6. Ensured satisfactory introduction and operation of internal controls and
reporting systems including internal audit
7. Provided leadership to staff and stakeholders with clear vision and
direction, including ensuring clear alignment between various levels of
corporate goals, and led the implementation of management strategies
8. Ensured that good employment and management principles and
practices consisting of EEO and OH&S principles operate within the
Department, Division or Area
9. Prepared or arranged the preparation of reports, budgets and forecasts
and presented them to the directly accountable officer
10. Ensured the security and development of assets and resources
11. Authorised funds to implement policies, programs and projects within
agreed financial and staffing resource levels
12. Delivered specific programs and projects within agreed financial and
staffing resource levels
13. Represented the Department, Division or area in negotiations, at
conventions, seminars and official occasions, and liaised between
areas of responsibility and with other organisations
14. Maintained community and business relations, including consultative
processes with the community, other health providers, area health
professionals and stakeholders
15. High priority areas were added on an annual basis or when
communicated through Memoranda or Circulars
16. Other tasks (please specify):

2
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Survey Questionnaire – The SHEN Project
Investigating the effect of NSW Health Reform on the roles and responsibilities of senior health executives

7.

In the above position, please indicate how satisfied you were with the following
aspects of your job. Circle 1 to 5 according to the following scale:
Very dissatisfied
(1)
(2)

(3)

(4)

7.1
(1)

The work itself:
(2)

(3)

(4)

7.2
(1)

Your relationships with Board of Directors:
(2)
(3)
(4)

(5)

7.3
(1)

Your level of pay:
(2)

(5)

7.4
(1)

The quality of the supervision and support you received:
(2)
(3)
(4)
(5)

7.5
(1)

The security the job provided:
(2)
(3)

(3)

(4)

(4)

Very satisfied
(5)

(5)

(5)

8.

If you left the position during the period, please indicate the reason.
a.
Voluntary separation
(go to question 9)
b.
Involuntary termination
(go to question 10)
c.
Retirement

9.

Please indicate the reason(s) that you resigned from the above position voluntarily.
a.
Better position outside NSW Health Department
b.
Transfer to other position in NSW Health Department
c.
Restructuring of organisation
d.
Unstable health care system
e.
Conflict with the Board
f.
Conflict with colleagues
g.
Feeling of isolation and lack of support
h.
Too much stress at work
i.
Loss of personal confidence as senior health executive
j.
Inadequate salary
k.
Left to advance education
h.
Others (please specify):

10.

Please indicate the situation of your involuntary termination from the above
position.
a.
Transferred to a less senior position due to healthcare restructuring
b.
Due to healthcare restructuring
c.
Due to other reasons

3
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Part Two:
11.

Background influences

What was the relative importance of the following background influences on your
development as a senior manager? Please rank six of them in the boxes below in
order of priority, number one (1) being the most important.
Family Support
An overall sense of direction in your life
Non-managerial professional or technical background
Formal education in administration at a university
A constructive primary or secondary school environment
‘Stretching’ by immediate superiors
Being in the right place at the right time
Visibility to top management before the age of thirty
Early in my career, there was a manager who was my role model
Experience overseas or in another sector
Experience in another form of leadership eg. Armed forces
Exposure to other non-tertiary forms of training eg. workshops
Early experience and responsibility
Early leadership experience
Having an appropriate support network
Having an appropriate mentor
Having the right political orientation
Knowing people with influence
Others (please specify):
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Part Three: Personal Information
12.

What is your gender?
a.
male
b.
female

13.

What was your age when you were in the above position?
a.
< 35
e.
45-49
c.
35-39
g.
50-54
d.
40-44
h.
55

14.

Please indicate your highest qualification possessed when you commenced the
above position and specify the discipline (eg. Accounting, health administration,
nursing, medicine etc.)
Certificate:
__________________________
Diploma:
__________________________
Bachelor’s Degree: __________________________
Graduate Diploma: __________________________
Master’s Degree:
__________________________
Doctorate:
__________________________
Other (please specify): _________________________

15.

Were you actively working toward any qualifications while you were in the above
position?
a.
No.
b.
Yes. Please indicate the qualification and specify the discipline
Certificate:
__________________________
Diploma:
__________________________
Bachelor’s Degree: __________________________
Graduate Diploma: __________________________
Master’s Degree:
__________________________
Doctorate:
__________________________
Other (please specify):

16.

What was your primary relationship when you were in the above position?
D.
Married
A.
Single
E.
Widow
B.
Divorced
C.
De facto

17.

During anytime in the above position did you have primary responsibilities for
any children of school age or below?
a.
Yes.
b.
No.
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Willingness to be interviewed

We would like to conduct a face-to-face or telephone interview to gather more
information on your roles and responsibilities as a senior health executive; what
skills and competencies were required to perform your job successfully; and if
there were obstacles to you fulfilling your job requirements. Please indicate your
willingness to participate.

I am willing to be interviewed:

Yes. (

)

No.

(

)

If you are willing to be interviewed, please print your name, telephone number,
and email address below, and return the form in a stamped, addressed envelop
provided.

Name:

Telephone Number:

Email address:

Thank you for your assistance with this project.

1
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School of Public Health
Telephone +61 (7) 3382 1023
Facsimile +61 (7) 3382 1034
www.griffith.edu.au

30th September 2004

Logan Campus, Griffith University
University Drive, Meadowbrook
Queensland 4131, Australia

Education Committee
Australian College of Health Service Executives
P.O. Box 341
North Ryde, NSW 1670

Dear Sir/Madam,
Re: SHEN Project
Senior Health Executives in New South Wales

We would like to seek assistance from the Australian College of Health Service Executives
to the SHEN project examining the impact of NSW healthcare reform on the roles and
responsibilities of senior health executives from 1986 to 1999. This research project is being
conducted by Ming Liang as a component of her PhD studies in the School of Public Health
at Griffith University.
The research project is now entering into its second phase – data collection. The methods
for data collection for this project include a postal questionnaire survey and in-depth
interviews with the target population being those who occupied the following positions
between 1990 and 1999:
 Directors General and Deputy Directors General
 Divisional Directors, Department of Health
 Chief Executive Officers, Area Health Services (Sydney metro. and NSW rural )
We expect that large number of intended participants of this project are members of or may
have affiliation with ACHSE. We would like to propose to the ACHSE that the survey
questionnaire packages be sent to them by the college using the college’s envelopes on
behalf of the research team. By doing this, privacy of members or friends of ACHSE is well
protected, and as a professional educational agency, ACHSE’s involvement in this project
will increase participants’ confidence, therefore increase the completion rate of the
questionnaire survey.
The research team will obtain contact details of those who have no affiliation with ACHSE
through public channels, such as the Department of Health Annual Report 2004, websites
etc. to enable survey packages to also be sent to them by the college.
I have enclosed a survey questionnaire package including the information sheet and the
questionnaire for your consideration. The project has already received ethics clearance from
Griffith University to carry out the survey. We are looking at carrying out the survey in late
October 2004.
Gold Coast Logan Mt Gravatt Nathan South Bank
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Mr. Bill Lawrence, National Director of ACHSE has been involved in this research project
from the very first beginning as co-supervisor of Ming Liang. The valuable contribution and
support from him and also from the ACHSE library is highly appreciated.
Should you have any questions about this project and the proposal, please feel free to
contact me on (07) 3385 1024 or s.short@griffith.edu.au.
I look forward to your reply.

Yours sincerely,

Prof. Stephanie Short
School of Public Health
Griffith University

Gold Coast Logan Mt Gravatt Nathan South Bank
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Telephone Interview Questions

Thank you for your participation in this study on the impact of NSW health reforms on
the roles and responsibilities of senior health executives between 1990 and 1999.
The interview will take approximately one hour. During the interview you will be
asked to respond to eight questions, and at the end of the interview you be invited to
comment on the interview process and the interview questions, and express any
other concerns or issues that are important but have not been covered by the study.
You have the right to choose not to answer any of the questions, and to withdraw
from the interview at any time. The whole interview process will be tape-recorded and
transcribed for detailed analysis.
Your privacy and confidentiality will be guarded at all time. No personal details and/or
identity will be able to be identified by others.
Do you have any problems with me tape-recording the interview?
Did you enjoy your time as a SHE?
Q.1

What were your overall experiences with NSW Health reforms (including the
implementation of AHM model and the introduction of SES and PA), especially
during the period of 1986-1999?

Q.2

From your experiences, did health reforms result in changing the focus of your
position as a senior health executive, and the key duties you performed?
Please explain in what ways did health reforms result in the changes as you
have noticed.

Q.3

Prof. Anne Crichton, a retired professor of health policy from University of
British Columbia once suggested that the rapid changes in healthcare might
occur faster than professional in the health system can possibly cope with. Do
you think that this comment is in fact reflecting the truth about NSW Health
reform during the period of 1986-1999?
If your answer is yes, please explain why?

Q.4

In the questionnaire survey which you participated in late last year,
respondents were asked what were the reasons that they left NSW Dept of
Health. The findings show that majority of the survey respondents (79%)
indicated that they had left NSW Department of Health voluntarily. Among
them, 26% (n=7) stated that they left the positions because of better positions
outside NSW Health Department, 19% (n=5) due to the restructuring of the
organization, and 15% (n=4) because of the unstable healthcare system. Do
you have any comments on these findings?

Q.5 – Q.6
The following 2 questions are about duties.
In the questionnaire survey that you completed late last year, participants were asked
to select five duties on which they had to spend majority of their working hour. Four
duties have been selected by nearly or more than 50% of all respondents. The
1
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Telephone Interview Questions

purpose of the following questions is to find out what were the most important skills
and competencies for senior health executives to perform each of the four key duties
identified. What were the obstacles, difficulties or problems you encountered while
trying to perform each of the duties to a satisfactory level?
I will read the four duties individually so that I can seek answers from you on what
were the most important skills and competencies required to perform each duty, and
if there are any, what were the obstacles, difficulties or problems you encountered.
Duty one:

Provided leadership to staff and stakeholders with clear vision and
direction, including ensuring clear alignment between various levels of
corporate goals, and led the implementation of management strategies.
(Leadership to both staff and stakeholders)

Duty Two:

Determined organisation objectives, policies and programs and set
standards and targets. (Organisational planning)

Duty Three: Maintained community and business relations, including consultative
processes with the community, other health providers, area health
professionals and stakeholders.
(External relations)
Duty Four:

Appraised the activities of the Department, Division or area according
to strategies and objectives, and monitored and evaluated
performance. (Monitoring and evaluation)

Q.7

What other skills and competencies do you think were extremely essential
for being a senior health executive during the period of 1990-1999?

Q.8

were there any other significant obstacles, difficulties or problems did you
experience as a senior health executive?

Q.9

With all the obstacles identified during your time as a SHE with NSW
Health, what do you think could be done during the period to overcome or
minimise the impact of these obstacles and problems?

Finally, do you have any other comments that you would like to add, including
comments on the interview questions and interview process?

Thank you very much for your participation and assistance in this study!
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6 May 2005

Dear
Re: Telephone interview for PhD research
The impact NSW health reforms on the roles and responsibilities of Senior
Health Executives from 1990-1999

Thank you for taking the time to complete the questionnaire survey and
express your willingness to participate in the interview late last year. I would
like to inform you that the second stage of the study -- telephone interview will
be conducted between 24 May 05 and 1 June 05.

The interview will take approximately one hour of your time.

During the

interview you will be asked to respond to a number of questions, and at the
end of the interview you be provided with the opportunities to comment on the
interview process and the interview questions, and express any other
concerns or issues that you believe are important but have not been covered
by the study. You are free to choose not to answer any of the questions and to
withdraw from the interview at any time. The whole interview process will be
tape-recorded and transcribed for detailed analysis. However, your privacy
and confidentiality will be guarded at all time. No personal details and / or
identity will be able to identify by others in this study.

You are one of the fourteen potential interview participants randomly selected.
Below is the schedule of dates and times for interview. It would be most
appreciated if you can indicate whether any of the following scheduled dates
and times will suit you by ticking on the date(s) and time(s) of your
preferences.
Date

Time

Tick on your preferred date
and time

1

25 May 05

9:30 am – 10:30 am

2

25 May 05

11:30 am – 12:30 pm

3

25 May 05

2:00 pm – 3:00 pm

4

25 May 05

4:00 pm – 5:00 pm
1
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5
26 May 05

9:30 am – 10:30 am

6

26 May 05

11:30 am – 12:30 pm

7

26 May 05

2:00 pm – 3:00 pm

8

26 May 05

4:00 pm – 5:00 pm

9

27 May 05

9:30 am – 10:30 am

10

27 May 05

11:30 am – 12:30 pm

11

27 May 05

2:00 pm – 3:00 pm

12

27 May 05

4:00 pm – 5:00 pm

13

30 May 05

9:30 pm – 10:30 pm

14

30 May 05

11:30 pm – 12:30 pm

15

30 May 05

2:00 pm – 3:00 pm

16

30 May 05

4:00 pm – 5:00 pm

17

31 May 05

9:30 am – 10:30 am

18

31 May 05

11:30 pm – 12:30 pm

19

31 May 05

2:00 pm – 3:00 pm

20

31 May 05

4:00 pm – 5:00 pm

21

1 June 05

9:30 am – 10:30 am

22

1 June 05

11:30 am – 12:30 pm

23

1 June 05

2:00 pm – 3:00 pm

24

1 June 05

4:00 pm – 5:00 pm

Your participants in this research are highly appreciated.

Kind regards,

Ming Liang
Lecturer
School of Public Health
Room 4.61, Building 05
Logan Campus
Griffith University
Tel: 61-7-3382 1057
Fax: 61-7-3382 1034
Email: ming.liang@griffith.com.au
www.griffith.edu.au
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GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE

30-Sep-2004

Dear Dr. Brown

I write further to the additional information provided in relation to the
provisional approval granted to your application for ethical clearance for your
project "Researching the development of the roles and responsibilities of toplevel executives within the NSW health service, 1986 - 1999" (GU Ref No:
PBH/02/04/HREC).

The additional information was considered by Office for Research.

This is to confirm that this response has addressed the comments and concerns of
the HREC.

Consequently, you are authorised to immediately commence this research on this
basis.

The standard conditions of approval attached to our previous correspondence
about this protocol continue to apply.

Regards

Gary Allen
Manager, Research Ethics
Office for Research
Bray Centre, Nathan Campus
Griffith University
ph: 3875 5585
fax: 3875 7994
email: g.allen@griffith.edu.au

PRIVILEGED,

PRIVATE AND CONFIDENTIAL

This email and any files transmitted with it are intended solely for the use of
the addressee(s) and may contain information which is confidential or privileged.
If you receive this email and you are not the addressee(s) [or responsible for
delivery of the email to the addressee(s)], please disregard the contents of the
email, delete the email and notify the author immediately
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Preliminary finding
The development of the roles and
responsibilities of toptop-level
executives within the NSW health
Public Service, 1986 to present

Outline of the presentation

PhD Student: Zhan Ming Liang
Supervisors: Prof. Stephanie Short
Dr. Claire Brown
School of Public Health
External Supervisor: Bill Lawrence, ACHSE

¾

The significance of this study

¾

Brief summary of recent relevant studies

¾

Research questions

¾

Methodological designs

¾

Some findings from postal questionnaire
survey

1

2

NSW Health Reforms in
1980s and 1990s

Significance of the study
¾

Significant reforms have been implemented in NSW since
1980s and its impacts on senior health executives were
evident

Origin of the Area Health Management Model
Implemented in NSW Area Health

¾

MetaMeta-analysis on 14 most relevant studies conducted
since1980s led to the identification of research gaps and
the development of research questions

¾

No studies have been carried out examining the changes
of main duties of Senior Health Executives, and the
obstacles for them to perform the main duties effectively

¾

No study place specific focus on NSW since late 1980s

Rural NSW

¾

This is the first study acknowledging the significance of
the health public service reform and the introduction of
SES and Performance Agreement in NSW

Public sector reforms

Management in Sydney Metro. Hunter and
Illawarra Areas

Development of Area Health Management in

Introduction of Senior Executive Service in
3

1989 and performance agreement in 1990

Findings from MetaMeta-anaysis

4

Research Gaps and Questions

¾

Gender Imbalance



Is there a direct link between healthcare reforms and
the changes in the senior healthcare workforce in
terms of the skills and competencies required?

¾

Possession of postgraduate
qualification



Has healthcare reform resulted in a healthcare
senior management job redesign?

¾

New skills and competencies required
and educational / professional
development needs



What are the important skills and competencies
required for senior health managers to perform their
main duties?



What are the obstacles and difficulties for senior
health managers to perform their main duties, and
how to minimise the impacts of the obstacles and
difficulties?

¾

Difficulties and problems encountered
5

6
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Findings from secondary data

Methodological Considerations
¾ Three pronged methodology



Average years stayed on the
most senior health executive
position: 3



Females in senior health
executive positions: 21%



Males in the senior health
executive positions: 79%

¾ Definition of SHE
¾ Sampling methods for survey
¾ Sampling methods for interview
¾ Questionnaire design
¾ The interview design
7

8

Age when started the most
senior management position

Some findings
from the
questionnaire
survey

30

25

Percent

20

15

10

5

0

9

< 35

35-39

40-44

45-49

50-54

>= 55

10

Primary Relationship

Current Employment with DOH

100

80

80

Percent

Percent

60

60

40

40

20

20

0
No

0

Yes

Single

11

Divorced

De facto

Married

Widow

12
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Reasons for having left the
position

Highest Qualification

80
50

60

Percent

Percent

40

30

40

20

20
10

0
Certificate

Diploma

Bachelor's
Degree

Graduate
Diploma

Master's
Degree

0

Doctorate

Voluntary separation

Involuntary separation

Retirement

13

14

Reasons for voluntary
separation from the position

Background Influences


Early experience and responsibilities



Early leadership experience



Being in the right place at the right
time



An overall sense of direction in life

Better position outside NSW
Health Department
Restructuring of organisation
Unstable healthcare system
Promotion with NSW Dept of
Health
Affect on family and personal
health
Time to change
Too much stress at work
Feeling of isolation and lack of
support
Conflict with the Board

0

10

20

30

Percent

15

Quotes from survey
participants

Main Duties


Leadership to both staff and
stakeholders



Organisational planning



External relations



Monitoring and evaluation

16

‘ I am disappointed to note that this survey
does not canvas views on the significant
negative impact of unnecessary healthcare
restructuring. I will never work in the public
sector again because of the negative
experiences as a result of restructure simply
for political reasons’
‘ the political healthcare system has ruined the
career of so many highly skilled and
outstanding professionals and senior
healthcare managers’
17

18
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Background:
Changes within Health Services
International Perspectives

Researching
the development of the roles and
responsibilities of toptop-level
executives within the
NSW health services,
19861986-present

¾

¾

Major common forces leading to changes



Aging population
Rising consumer expectations
Emergence and rere-emergence of old diseases
Rising incidence of substance abuse
Growth of health care spending greater than economic growth
Unending cost pressures
Development and advancement of technology (information and
biomedical)
Increase of specialised services and more sophisticated
technology









Authors: Dr. Stephanie Short
Ming Liang
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2

Background:
Changes within Health Services
International Perspectives

Background:
Changes within Health Services
National Perspectives
¾

¾

Common strategies in health care reform



Cost containment
CostCost-shifting efforts
Administrative efficiency improvements
Improvement of quality of care
Improvement of consumer / provider satisfaction
Adoption of marketmarket-related concepts: competition, integration,
incentives, privatization, pluralism






The change of health care services delivery

(Owen, 1996; Harris et al, 1998; Farrell, 2003)



Increased demand for health services
Decreased budgetary funds
Development and advancement of medical and information
technologies
Change of funding/resource allocation approach

¾

Expansion of outpatient services (Owen, 1996)




Health care reform--a global convergence
reform---a
(Kirkman(Kirkman-Life, 1994; Beck, 1996; McConnell, 2000)




¾

Rapid growth of private health services
(Grant & Lapsley,
Lapsley, 1993)

¾
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¾

Change of hospital management and organisational
structure (Parton, 1996; Harris et al, 1998)
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Have Changes in Health Care
Brought New Challenges to
Health Care Managers?

Establishment of 17 area health services

(Grant & Lapsley,
Lapsley, 1993)

¾

The changes of NSW health policy

Wealth of literatures have suggested that
health care reform have created / will
continually create convergences in the
problems and issues faced by health care
managers

(Owen, 1996; Southon,
Southon, 1996; Hindle,
Hindle, 2002)





¾

Direction for Health: Care for Health
Economic for Health:
new resource distribution formula;
casecase-mix budgeting;
funderfunder-provider split;
targeting key health outcomes;
policy for capital funding;
Health Outcomes Movement

(Boldy et al, 1989; Harris & Bleakly, 1991; Kazanjian & Paglicciam
1993; Kirkman-Life, 1994; Limoux-Charles et al, 1994; Eynde &
Tucker,1996; Parsons et al, 1997; Harris et al, 1998; McConnell,
2000; Baker, 2001; Farrell, 2003)

Building Partnerships—
Partnerships—integral to NSW
health’s capacity to progress change

(Owen, 1996)
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Appendix 3.9

Purpose of the Study

Study Questions

This study seeks to explore the
nature of changes in the top-level
health executive workforce and the
competencies required for the
top-level health executives of
NSW health services since 1986.

¾

What is the impact of changes in the NSW health
care system on the roles and responsibilities of
toptop-level health service executives

¾

What are the changes in the size of top level health
executive workforce in NSW with particular
reference to public, private and nonnon-forfor-profit
sectors?

¾

What are the required competencies for toptop-level
health executives for effective performance in the
job?

¾

What are the obstacles for toptop-level health
executives to achieve effective job performance?
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Methodology

To be Continued
“ For years the position of hospital CEO was
generally viewed as less complex and challenging
than that of a general business CEO……the
significant changes in the health care industry--industry--hospital clustering into multimulti-institutional
groupings……are having a turbulent effect on the
jobs of hospital CEO and greatly increasing the
complexity of what needs to be done” pp94pp94-95,

The methodology is twotwo-pronged
¾

First, analysis of relevant documents
industry awards, job advertisements, job description
etc

¾

Eynde & Tucker, 1996.

“Given the changing nature of the environment, the
most valuable characteristics of tomorrow’s health
care managers will be flexibility and adaptability.”

Second, inin-depth interviews with
current/former toptop-level health
executives

pp1, McConnell, 2000.

9

10

Input sought
¾

¾

Input sought

Other relevant studies and/or
research?

Relevant documents?
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¾

Who are the potential respondents
for this research?



Current toptop-level health executives or
academics?



Former toptop-level health executives or
academics?
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