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Abst_ra-étf The importance of a manager_’s'

ability to tolerate' and overcome ambigu-

“ity is discussed in relation to. achieving
excellence in hospital pharmacy manage-

ment.:

Heaith-care progrémming and ;Soiicy '

in the 1980s ate shaped largely by financ-
ing and increased corporate.control; in

this environment, hospital pharmacy.

managers face new déefinitions of excel-
léncein management. Today's director of

" pharmacy must be “bilingual” in asense; .
since he or she must effectively refate to’
the hospital’s corporate  administration:
on the one hand and the professional staff *

and patients on the other. The hallmark
of excellence”in a modern director of
pharmacy is the ability to tolerate and
overcome ambiguity that arises from both

of these sources, Amnbiguity may beroot- -
ed in issues external to the pharmacy de-

partment, including (1) structural or or-

ganizational: barriers that distort power -

Each lénest calling, each walk of fife, has its vien elite, its own -

arisfocracy based o exeellence of perfurmance.
‘James Brvant Conant '

" The notion of excelience has been an integral
part of the-ascent of man. “Excellence” is a curious-
ly powerful word that evokes deep and different
opinions, feelings, and aspirations. In his classic
waork on excellence, Gardner! aptly described how
the concept of excellence can take on different

‘meanings at different times in different societies. "

Gardner described the range and varieties of excel-
lences: from intellectual activity —which leads to
new theory development—to_art, music, crafts-
manship, human relations, leadership, parental re-

sponsibilities, etc. He also reminded us that inas- -

and authority, (2) the gap between profes-
sionai” values and bureaucratic expecta- |
tions of behavioral norms, {3} the poten-
" tial for encrvachment on -professional

boundaries, and {4).the difficutties-asseci-
ated with establishing thé’ effectiveness
of cliiical pharmaceutical services. Intra-
departmental ambiguity may be rodted in
structural -flaws in departmental organi-
zatiun coupled with inappropriate man-
agement styles. . -
-.IF the pharmacy profession’is to cope

Ceffectively with mounting ambiguity, a
* theory. of clinical systems and practice.

management will have to be developed.

" “This will require the knowledge, skills, -
and leadership of “bilingual” directors of .
. pharmacy. : :

Index terms: Administration; Adminis:

trators; Hospitals; Personnel, pharmacy:

Pharmacy, institutional, hospital
Am J Hosp Pharm. 1987; 44:297-304

much as people have different definitions of excel~ . -
lence, they often view excellence from different_

_vantage points. o .

The theme of the Webb lecture is achieving.'ex- '

_ceilence in hospital pharmacy management. Ac-

cordingly, the perspective I have of excellence is
that of a director of pharmacy. Personal experi-

_ence, some study, and much observation have led.

me to believe that one of the most critical determi-
nants of achieving excellence in hospital pharmacy
management is the manager’s capacity to tolerate
and ability to transcend ambiguity. Indeed, this
might well characterize much, if not all, of the core
of what constitutes effective leadership by any

‘manager.
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. The John W. Webb_Visit'mg. Professorship in Hospital
. Pharmacy was.establishved in 1983 at the College of Pharma-

- tv. Boston, Massachusetts. Webb was Director of Pharmacy at
Massachusetts General Hospital from 1959 until his retire-
mentin 1983. After receiving Bachelor of Science and Master
of Science degrees from the Massachusetts College of Phar-
macy ir 1949 and 1931, respectively, Webb was Director of

.| “Pharmacy at Hartford Hospital and worked at the University

| 'of Connecticut before returning to Massachusetts General

" | Hospital in 1956 to become Assistant Birector. Webb also

" served as director of the graduate progfam in hospital phar- -

“macy ‘at Northeastern from its inception in 1964 until his

retirement, and he is the author of numercus contributions
to the pharmaceutical literature. C o

. A hospital pharmacy practitioneris appeinted to the visit-

ing professorsfiip each yvear in recognition:of his or her

commitment to hospital practice, expetience as a practitio-
|"ner and educator, and dedication to publishing manage-

{ ment-related articles. The visiting. professor presents a lec-

~ture on excellence in management to students in the gradu-

¢y and Allied Health Professions at Northeastern Universi- |-

1 ate program. . .

. Like the concept of excellence, the nature of the
. thalienges facing hospital pharmacy managers in-

‘dealing with ambiguity have taken on different

‘meanings at different times. Tolerating and sur-
" mounting ambiguity in the formative years of the
. profession’s growth (1940-60) had a different -
' ‘meaning from toleratinig and surmounting ambi-
" guity in the current management climate of the’
. 'health-care and hospital industries. Moreover, the".
©-1990s and the dawn of .the 21st century have the
. portent for an even more complex management
" -scenario for pharmacy managers. : o
During this lecture, ] will attempt to explere the -
‘Tange, context, and contrast of ambiguities with .
which hospital pharmacy managers have had to.

deal to date and, to the extent possible, I will at-

. tempt to provide some insight ino the future. Lalso

will attempt to define and characterize the role of

' the director of pharmacy as a program manager

and discuss some of the structural and functional
.factors that contribute to ambiguity in this vein.

Finally, I will attempt to provide some insight into
. the concept of management diplomacy, address its
importance in dealing with ambiguity, and offer

some broad recommendations for students of hos- -

pital pharmacy management.

" The Evdi_ution of Values Systems in Health Care -

Any discussion of the values system of a profes--
- sion miust be cast in broader social, political, eco-
. nomic, and technological contexts. Since Flexner's -

comparative study of medical education was pub-

_lished in 1925,2 health care in the United States has
‘been shaped by public-policy as well as economic,

social, and technological responses to three major

crises—the quality crisis; which lasted from the- |
turn of the century to World War 1I; the access

, .crisi's,_which lasted from the post-World War Il era

to the late [960s; and the cost crisis, which has

~lasted from the early 1970s to the present. Each of
. these periods of crisis has been responsible for ma-

jor changes in the landscape of American medi-
- cine, the hospital industry, the roles of the govern-

ment and the private sector in the financing of

health care, the regulation of health care, the edu-.

cation of health professionals, the concentration of
power and authority in the health-care system, and
the public’s perceptions and expectations of health
care. o K . L :

The crisis in health-care costs that was first enun-

~ . ‘ciated by President Richard Nixon in 1970 has con-~
. tinued unabated despite the interventions made by

the principal parties. This crisis was preceded by

" the halcyon decades of the 1950s and 1960s, when .
~ financial pressures were largely unknown. During -
- those years, the health-care industry was dominat-

ed largely by a nonprofit ethic, and the values. of

. most health-care managers and professionals were

rooted in considerations of equity in, quality of,

" and access to the héalth-care delivery system. . _
Since the early 1970s and the dawn of the cost-
~containment era, enormous shifts in institutional:

power and influence and professional authority

have occurred, with the resultant emergence of a

_“business” and' “bottom-line health care” value’
- setting.? Key articles and books in the medical liter-
" atura that deal with subjects such as managing the

new medical-industrial complex, the monetariza-

‘tion of medical care, megacorporate health care,

and the social transformation of medicine ‘bear
powerful witness to a-rapidiv changing culture in

" the health-care industry in the 1980s.5-10

In the view of at least one prominent spokesman,
the pursuit of cost conitainment that began in the
pre-Medicare’ era and was heightened by major

" health-care policy reform in the 1970s and 1980s

has caused the destabilization or undermining of
the existing: structure of the U.S. health-care sys-

" tem. Ginzberg!® cited the following factors: (1) the
general trend away from private medical practi-

tioners to physician employees of nonprofit hospi-
tals or corporate enterprises; (2) the shift in owner-
ship and control of hospitals from nonprofit to
profit, and the accompanying threat to freestand-

ing community hospitals; {3) the increasing seg- -
mentation of the broad risk pool that enabled per- -

sons in poor hezlth to acquire health insurance ata
reasonable cost as large employers have moved to

" self-insurance; and (4) the evaporation of cross-

subsidization in the face of heightened price com-

. petition, with adverse consequences for the poor
-and near-poor. '

“The Business of Health Care

- Health-care pid.gramﬁming and poliéy in the
' 1980s appear to be driven and shaped largely by

298 American Journal of Hospital Pharmacy Vol 44 Feb 1987



ooy kgl (R e

A o
T T

financing. Business people are now considered to

be the chief architects of the redesign of the health- .

. care system—the new “fourth party.” 1213 Ameri-

can health-care organizations are experiencing

" fundamental changes in their goals, forms of au-

- thority, core technologies, and marketmg strate- .
“gies, and the pursuit of excellence in such organi- -

zations has taken on totally new dimensions. :
Shoriell'* poignantly described a new manage-

“ment milieu for the future that wiil be character-
ized by continued cost-containment pressure, ethi-
_cal dilemmas raised by new technology, changing..

" consumer expectations, professional conflicts, and
increased - competition. He has developed a new
management paradigm for the high- performing

-~ health-care -organization that will clearly outdis-
" tance its counterparts in the future. Shortell’s 10 .

- characteristics of high-performing heaith-care or-
' -.ganiz-aﬁons can be'summarized aS-fOllOWS' .

-1 They ha'*!e an ovemrchmg commitment to the extraordi-
nary. These organizations stretch themselves and
have a comimitment to the extraordinary; they are
driven to set and achieve high standards. They are

not concerned with industry norms or just meet-

~ingvoluntary accreditation standards. There is an
emphasis- on the manager as a "developer rather -

- -than as ‘a “master technician.” The focus.is on
" leadership: through the development of one’s sub-
- ordinates.
2. They maximize !ea_mmg. These organizations maxi-
.- mize learning bv undertaking new ventures and
- developing strong management and clinical in-

formation systenis in support of organizational -

- learning. They also push information down to the
lowest level and emphasize effectiveness over ef-
ficiency. The maximization of learning is accom-

pLshed through both proachvn (nT-—
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@ mzy exhibit transformmg Ieadersth As people in-

tensive organizations, high-performing health-

. care organizations Have the ablht’y to “lift people
into their better selves” By giving meaning to em-
- ployees” lives on a daily basis. They effectively
integrate the'personal valites and goals of the em-
ployees with those of the organization.
5. They have a bigs for action. This bias for action is
evident at both a maczo and 2 micro level, These
" organizations do not view their environment in a
. passive fashion; they act on the environment to
create new markets and service lines and develop!
strong hospital and physician relationships. Prob-
lems . are handled promptly through everyone'
_pitching in to get the job done, their positions in
- ‘the organization not withstanding.

6. They have the ability to create “chemistry” among man-

" agers, These organizations provide a milieu in

ahéad}

‘Management diplomacy Special Features -

which skilis and orientations are balanced. Man-
agers appreciate each other’s abilities and comple-
ment, rather than compete against,'each other. .
Managers in- h1gh-performmg health-care organi-
zations recognize their true abilities and the ad-
. vantages they have relative to the ralents of oth-
LoErs.
7. They have the abzlzty fo manage uncertainty and ambz-
" guity.- These organizations thrive on uncertainty
and create, rather than react to, change. They are™ -~
- flexible in organizational design and staffing and- -
are very close to their clients. They are like a foot-
‘ball team that comes out of the huddle in a basic
formation but, affer reading the defense, changes
to another formation. They frequently use ad hoc
task forces, quality circles, self-managed work
groups, paralilel organizations, and overlapping .
committees: Fluidity and flexibility are the hall-
- marks of how they meet changing demands. .

" 8. They exhibit a lpose coherence. They allow members
considerable autonomy while coordinating indi-
vidual contributions. High-performance health-"
care organizations: simultaneously exhibit tight

. and loose properties. They-are quite tight at times
"in terms of empiovees agreement with the overall
h goals and mission of the organization; however, "
‘this allows them to-be, loose in allowing emplov-
‘ges. ct}nsxderable autonomv ta be. expenmental
.. andinnovative. _ e
9. They have a strong culture. Thev are able tocreatean .
" organizational culture that is characterized by a- .
. shared system of beliefs, values, and norms. Th1s_ S
culture Uuzdes behavior and standards on a dallv
- basis in various ways.
10: 'They possess a unique spmtualztw " There is an over-
. riding sense of self-awareness—a wholeness—in
. 'these organizations. High- perfonmng health-care
organizations know who they are in terms of
strengths and weaknesses and know what they
want to become. They have theé ability to give
mezning and purpose to people’s lives and to cre-
ate products and services’ !hat provide meaning to
people. .

In'its broadest sense, the term “culture” is used
to describe the quality and value setting of a partic-
ular stage of advancement of a civilization. Recent-
ly the term has found its way into the management
literature as well. We speak of corporate cultures,
professional cultures, ete. There is little doubt that
the culture of the health-care industry as well as

“the perceptions of excellence in health-care man-

agement-have changed. remaricably since the ad-
vent of the cost-containment era in the early 1970s.

‘There is a heightened concern about the precccu-
~ pation with business in health care. .

In an essay in the Wall Street Journal, bcl'vf\rar*:z13 :
described a phenomenon assoctated with the in-
creased corporatization and emphasis on the busi-
ness dimensions of health care, He described a
possible unacknowledged change in the basic phy-

siclan-patient relationship in the United States

that he termed the “veterinarian ethic.” According

_to'Schwartz, the vetérinarian owes his primary ob-
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. hgat:on not to the. animal he is treatmg but to the
animal’s owner who is paying the bill. Heretofore, -
- the physician’s allegiance has been to the patient’s -

welfare; however, the emerging larger group of
physician employees may have total allegiance not

- to their patients’ welfare but to the patlents em- -

ployers and third-party payers.
A contemporary hosprtal executive recently ad-

- monished his colleagues in health-care administra-.
“tion to focus on outcome of patient care rather than’
process.. Rindler'¢ described his experiences with .

hospital managers who measured their réspective

- performances not by patient-care outcomes or in-
_stitutional improvements: that contributed to im-
_proved patient care, but by the size of their bud-

gets, the ‘sophistication of their computer: hard-

~ " ware, and the number of personnel reporting to -
" them: Inhis: view, 'they were process-oriented and -
saw their departments as-ends in themselves, rath--
. er-than means to service the needs.of patients in
*_their institutions.” Rindier described the essence
of hospital management as the productionof posi-- .

tive outcomes for patients, and he reminded hospi-

- ‘tal executives that in their zeal fot better corporate

* structures, more advanced systems, and more tech-

1 ~nology, they should not forget that the basic mis-
_ - sion of hospitals is to care for sick people. :

* “Expanding corporate control may well be-the

_.dommant force «in ‘American health care today.

How will thisaffect hospital pharmacy managers?

- Zellmer' has raised several concerns about the
~ability of ho:pltai pharmacy to control its destiny -
Cin the new health-care culture. The consensis de- -

velopment conference on “'Directions for Clinical -

Practice in Pharmacy” that was held on Hilton
Head Island, South-Caroling, in February 1985 re-

-affirmed hospital pharmacy’s commitment to be-

B ing a true clinical profession and vielded strateg1es

v for achieving complete professmnahzatlon in‘this

“vein.® In his exploration of pharmacy as a clinical
profession, Hepier!® described how the new cul-

ture of the health-care industry may well provide
clinical pharmacy with an oppertunity t¢ demon-

“strate and document the cost-effectiveness of its’

services. However, Hepler continued, this height-

ened authority may not necessarily professionalize
. pharmacy. further, particularly if it occurs at the

experise of pharrnacy 3 commltment to. patient wel-
fare _ .

' The “Blhnguaf” Fharmacy D:rector '

It is ciear that in the 19805 and beyond hospital

' pharmacy managers face new definitions of excel-
lence in- management. Inasmuch as they are re- -
-sponsible for.the line management of a profession-

al'support service component of the grganization

“and. are still relanveiy autonomeous professionals,
. hosp1tal pharmacy managers are kev program.

'r‘nan"ag-ers'. As program-'managérs, they are expect-’

ed to be advocates for hospital administration in .

““terms of resource allocation, personnel manage- . .

ment, fiscal control, and patient'care operations .

.supervrswn of the department as a production
‘unit” of the hospital:.

It is my contention thaf hosp1ta1 pha.rmacy man-

" agers, more specifically directors of pharmacy,
- must-be “bilingual” in.a sense. Directors of phar-
- macy. must effectively relate to two major (and at .

times . competing) organizational constituencies -

within the hospital: the hospital’s corporate ad-

. ministration (for day-to-day management) and the
‘medical- staff and patients (for issues related to.

drug-use control). In the latter area, it-is-generaily -

.. held that pharmacy practitioners now have a duty .-
_to influence prescribing. Moreover, the clinical
: -concept of practice emphasizes that it'is the phar- .
© macist’s duty.to provide patient-specific drug in-

' formation to prescribers both before and afterthe
- -act of prescribing and to monitor drug use. This
- concept has evolved incrementally overa penod of

- . three or four decades; it has been a stabrhzmg in-
" fluénce rather than an abrupt change in. em_pha-

sis 2 .
Hall’I has concluded that bureaucrahc enhnes, :

~ such as large organizations that house professional -

" departments, must maintain a state of equilibrium

- between the ideologies of the professional workers
and. the bureaucrats to avoid conflict. In citing

Hall’s work, Hepler!® acknowledged the potential . '

* for conflict and even for the deprofessionalization
-‘of the hospital pharmacist if bureaucratization con-~

tinues under the threat of financial pressure. He

“conciuded witha very important strategic point for

hospital pharmacy managers: that “. . -profession-
alization can occurin a bureaucratic organizationif -
the professionals are organized in a separate pro- .

fessional department headed by a person who is

" ‘ableand willing to insulate the professionals from

the bureaucrar:y " I see this as a phenomenon that
already exists in the more well-managed and high-
ly professionalized pharmacy departments in this

‘country; it represents one form of the excellence -

that separates outstanding hospital pharmacy di-

‘rectors from. their more mediocre counterparts.

This genre of excellence is one of the characteris-
tics of the “bilingual” director of pharmacy who
can span the boundaries of professiconal ideology - -
and -bureaucracy by using the most creative and

‘diplomatic styles of management.

Achieving excellence in hospital pharmacy man-
agement, then, may well be the most formidable .
and elusive of goals for managers, particularly in -

- the late 1980s and beyond. The achievement of
. excellence will be complicated by management
“structures and behavioral dynamics that will still
- be somewhat bureaucratic on the one hand, yet

quite fluid and flexible on the other as described

by Shortell.1*
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" The Director of Pharmacy as Middle Manager

Directors of pharmacy are professional-support-
service managers. In an operations sense; they can

. be viewed as general managers who are responsi-
ble for a particular administrative unit at the inter- -
“mediate level of a hospital’s corporate hierarchy.
" Uyterhoeven®? has described the role of the mid- -
. dle-level general manager as being much more dif-
© ficult'in: many respects than that of the top-level: -
- general manager. The middle manager, according
- to Uyterhoeven, accomplishes his goals by manag- .
ing relationships'in three dimensions—those of
~subordinate, equal, ard superior. He relates to his

superiors as a subordinate: he takes orders. He re-

lates to his team as a superior: he directs. He often -
B _relates to his peers’in the organization as an equal: - -
‘he may have fo solicit assistance or cooperation. In -
' contrast the top-level manager acts pnmanly asa
4 supenor and facilitator., : o
_ Uyterhoeven likens the demandmg role of the_
L Imddle manager to that of a baseball player who
- must excel simultaneously in hitting, fielding,and - .
' pitching. Risk and opportunity often go hand.in
"+ hand. In addition to managing all three relation-
. ships; the middle manager muist shift quickly and -
" frequently from one role to another. Effective com-
pletion of oné set of relationships may often com-- -
_ pete with effective completion of another.

“Middle managers have a dual role: they usizexlv

. . receive abstract guidance from superiors in the--

- form of goals, and they ultimately are expected to.

translate those goals into concrete actions and re~ - .

- sults. The middle manager often has.to-be more of 2

“strategist than he realizes. Moreovet, it is not an- -
usual for a middle manager to have full responsi- -

bility for results in spite of holding limited author-
ity. He'must define the political environment in
which he has to survive from a pesition of 11m1ted

_ power and great vulnerability.

'Inshort, the middle manager or program manag-

erisa dynamic “line” executive—a hnchpm to the
achievement of the organization’s goals and re-:
-sults. Uyterhoeven’sconstruct of the role and char-

acteristics of the general middle manager effective-

ly charactenzes the role of today’s director of phar- -

macy: in hosp;ta[s and orgamzed health-care
settings.

Asto whatsuch managers reallv de, the concepts
“of planmng organizing, ¢oordinating, and con- .
. trolling are quite vague. Mintzberg® described the -

manager’s job in terms of various roles, or orga-

nized sets of behavior—interperscnal roles, infor-

mational toles, and decisional roles, Effectiveness _
asa manager, according to Mintzberg, is predicated
* on the manager’s recognition of what his job really’
is and his subsequent use of resources at hand to

support rather than hamper his own nature. Katz?*

further-described the requisite personal skills for
effectzve management as technical, human and

' concepmal aleS Katz defmed these skills in'light.
_ of their relative. importance at various levels of

management responsibility within the organiza- -
tion. The director of pharmacy must have suffi-

" ~clent professional knowledge and skill' to. dis-
. charge the professional and technical duties of his

. organizational unit, the department of pharmacy _

- In addition, he must have sufficient human skill in
workmg with othérs as an effective group member:
“to ‘build cooperative effort within the team. He
- must have conceptual skills to recognize the com- ..
~ plexity of the various factors within the hospital’s

management environment that ultimately will
lead to _fu_'nte actions 11ke1y to' achieve th_e maxi--
mum good for the.total organization. -

The_ Lite Cycle of a Ho.'spiteil'

The role of the director of phermacy asa general -

. middle-level manager is complicated even further -~
by considerable ambiguity when one consideérs the
- “duality” of the hospital manager—professwnal de- _
. partment head span of responsibility in produc-- -
.. 'tion-unit operations ard clinical and professidnal
matters. A-depthand breadth of capacity to tolerate -
- and overcome ambiguity in both of these spheres is
_ "the_hal_lmark of excellence in a director of pharma- _
. cy. From my own pérsorial experience, the level of

ambiguity often is exacerbated by the hospxtal s

" -stage in its life cycle as.an organization.

The pheromerion of life cycles in organizations
has been discussed extensively; Dimock? and .
Greiner® both have described the cyclical gyra-

-_ ' tions of organizations as they respond to external
- and internal forces over time, Each life-cycle phase
‘is characterized by a specific management style

and influenced by a previous developmental crisis.

- The first phase is characterized by entrepreneur- '

ship and energetic, charismatic leadership. Itis fol-

lowed by a second administrative phase in which
top managers are as orderly as their predecessors. -
_were temperamental. This second phase is often
“the peak stage in an enterprise, because the organi-

zation still enjoys the energy of innovation while
being at an orderly and logical point of equilibri-

" um.In the third phase, systemization and bureau-
* cratization have been carried to excess. The organi-
| zation’s goals are obscured and subordinated to a
- concentration on’ means as ends in themselves.

Technique triumphs oveér purpose, morale deteric-
rates, innovativeriess grinds to a halt, and the orga--.
nization often is outpaced by its competitors. The
final stage is renewal—there is a deliberate effort

- of will and infusion of entrepreneurship, usually

accompanied by the firing of the top managers of
theold leadership. Through newly formed leader-

~ship, the organization attempts to regain the ener-
- [ getic personality that it lost..

As organizational' entities, ‘hospitals are con-
stantly faced with such changes. Directors of phar-
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~each of these phases; it is an inevitable fact of hos- -.-
‘. pital organizationa! life for anv program manager.
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macy may well find themselves on either side of

The “bilingual” director of pharmacy, through a

combination of tact, diplomacy, vision; creative’ -,
skill in practice' management, and ‘high threshold

of tolerance for untertainty and ambiguity, is able

- to-establish and maintain a milieu in which profes- -
'Lsio_nai_and.ciinical_-purposes are not made subordi-

nate to-corporate business or pure operational in-

. terests. In my view, these managers are consciousty

- ablé to identify and successfully deal with the “am- -
- biguity axis” in their respective hospitals. This al-
lows them. to ‘develop and execute appropriate
. strategies to bring about desirable organizational

and behavioral changes and outcomes in ways that

o are mutually satisfactory to the hospital organiza-
. tionat large, the pharmacy staffs, and the directors .-
© o themselves; " . T ' S

" Ambiguity and the Director of Pharmacy

o I-:n:ow want to focus on the nature of ambiguity

in the world of the director of pharmacy, T will

~ ~discuss some of ‘the organizational, systems, and

interpersonal factors that contribute. to ambigiity

' and suggest some methods for dealing with them.,

The effective director of pharmacy functions as'a

. program manager who must modulate between -

two distinct frequencies: one as a corporate unit
manager {which can be’ likened to a production

- manager) and the otherasa relatively autonomous -
. professional. Both frequencies; of course, serve dif-
ferent constituencies within the organization and -

may well represent competing interests depending

- on the issues and the politics of poweratany given

tim'e..ThESe_--fréquencies.apply to two distinct cate-
gories of ambiguity: those that are rooted-in issues .

and matters that are external to the pharmacy de-

- partment; and those that are focused internally
- within the department. U : _
Extradepartmental Ambiguity. I view fourareas . -

- as important potential sources of extradepartmen-

tal ambiguity for the director of pharmacy: (1)

~'structural or organizational barriers that distort

- power and authority, (2) the gap between profes-

- sional values.and bureaucratic expectations of be-

- havioral norms, (3)the potential for encroachment

on professional boundaries, and {4) the difficulties

2ssociated with establishing the effectiveness of :

clinicai pharmaceutical services.

© Structural or Organizational Barriers That Distort

- Power and ‘Authority. Power and authority in hospi-
tals often are not vested in the same individuals

and-are seldom reflected in the hospital’s organiza- . -
tional chart” Those of us who have practiced in -
‘hospitais are also aware that the individuals with
- the real power (that is, the ability to make or influ-
ence decisions) vary from hospital to hospital. In - _
- this veiri, the formal administrative reporting line -
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- for a director of pharmacy may be well insulated -
from the top managers who have a greater degree'.

. of commensurate authority and power. It is not
unusual for a director of pharmacy. to report - .

through a third levelof the hospital’s vertical hier-

~ archy. Moreover, in some hospital organizational |

- structures, the reporting line for a director of phar- .

" macy may include logistical and managerial sup- o
port-service units, such as materials management, -
purchasing, and central supply, rather than profes- L

“sional support-service units.or clinical-care depart-

-ments with patient-oriented missions. .- _ P
' Although these structural elements: may pose * .-
. problems for directors of pharmacy, they are not .-

 the sole sources of uncertainty and ambiguity in -
 the director’s management milieu. Under the best
‘of circumstances (at least ina structural sense), the - .
director of pharmacy must be an effective spanner - .- -

of boundaries, because the support of the medical

- staff and hospital -administrators “usually is re- .
quired to make substantial changes in drug-use -
policy or to develop innovative pharmacy services. S
- Power and influénce are in a constant state of flux
- between these two importanit constituencies; fur-
- thermore, dangerous political crosscurrents char-

. acterize these waters, Directors of pharmacy or, for -

that matter, any nonphysician program managers

must be extremely diplomatic and adroit in negoti- -
- ating change int hospitals. It is not unusual for the
- inexperienced or overly zealous Program manager

to choose sides in an attempt to gain support for

- program changes. However, the resultant long-
“term effects of such political alliances can. be disas-

trous, particularly if they have not been. carefully

thought out. Diplomacy {s the pharmacy manager’s
“key to dealing successfully with these two constit- -
_uencie_s. ' . S

This type of ambiguity is exacerbated for direc-

tors of pharmacy who view the formal administra-
-tivereporting line in literal terms that may uncon-
‘sciously contribute to a classical subordinate-supe-

rior relationship. As the cartoon philosopher Pogo
said upon exiting the forest from a reconnaissance
mission: “I have seen the, enemy and it is us.” The
director of ‘Pharmacy does not have line account-
ability to the hospital administrator for execution

‘of his duties and responsibilities as a clinical pro-

fessional, Accountability in this area is to the pa-

- Hents, as is the case with other clinical profession-
-als in the hospital. : S o
- Interpersonal role conflict and ambiguity can

also exist between directors of Pharmacy and rela-

" “tively inexperienced .and unseasoned third-tier

hospital administrators. Such administrators may

not have been exposed to highly professionalized

and assertive directors of pharmacy who rightfully -
guard their autonomy as Professionals. Because
these administrators may have limited experience

with and understanding of line-unit management
within the hospital, they may exhibit management

© e giaan
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srv[es that are e:ther (1) ‘11gh1 f autocraticand based
on & literal interpretation of the hospital’s lines of -

authority, or (2) overiy sensitive to the political

ramifications of decisions, to the extent that the -
administrators may erode iTue team relanonsmps-'_
. with the department heads. The latter is particular-
.1y true for younger hospital administrators, who .
- -often are ascending to higher “power” posts in the -
- hospital. Perhaps Shortell’s!* marnidates for high-
performing. health-care organizations will provide-
.‘the impetus fora new-breed of hospital administra-
tors who'will rise through the ranks from lme~umt .

management positions..

" The Gap between Professzona[ Values and Bureaucmt- :
ic Expectatzons of Behavioral Norms. QOrganizations

- such as hospitals, ' universities, and accounting -
firms are said to favor considerabie professmnal_ :
,autanomy and decentralization of ‘power; sinée
‘they rely on trained professmnais to execute their .
operatiag tasks and missions. However, they are -

highly bureducratic. in- terms of their daily behav-

.- lor. Key middle managers {such as directors of
' pharmacy) routinely have to integrate hospital pol-- -

icies and’ procedures into their respective unit.op-

--eranons At times this creates competing interests
*in matters of basic personnel management; these
_ 1nclude barriers to creative job enrichment as weil
" as-scheduling  phenomena or ‘specifications -for

automated information systems that breach mea-

" sures.for safe and effective drug use in the interest
" of greater hospitalwide efficiencies. Integrating
. the personal goals and objectives of highly profes-
- sionalized and motivated staff members with those
.. of the hospital can almost be described as an art, .
- given the bureaucrahc nature of some hosp1tal or-___' _
.ganizations.- B
Ambiguity and confhct can stem from the super-

imposition on pharmacy clinical practice systems
of rigid rules.and regulanons of professional- and
hospital-licensing bodies or standards mandated

by voluntary accrediting agencies. Similar stresses
- can stem from the emphasis on increased produc-
tivity' and efficiency, especially if the pharmacy -
manager is viewed as a production manager rather

than as a professional. In short, how does the direc- -

tor of pharmacy ensure that his program is consid-

ered a viable contributor to hospital clinical-care

outcomes, rat_her than just a part of "orgamzatmnal
overhead?” .
2 The- Potential for Encroachment on Professzonal

Boundaries. In their quest to achieve a greater level
of professmnahzatmn, hospital pharmacists have

. expanded. their roles as patient advocates in drug
‘therapy to the pmnt that fundamental goals of the

profession are ”. .. to serve as a force in society for

: safe and appropnate use of drugs” and .. - to pro-
. by working to promote optunal use : -
- of drugs.” 18 Zelimer® has proposed that the con-
cept of clinical pharmacy be “thought of less.in
‘terms of discrete functions by discrete pharmacists

“and more and more in terms of responsxbxhhes ofa

pharmaceutical services department.”” However,

-assumption of this responsibility inevitably entails
.‘the expansion of the professional role of the phar-

macist into areas typicaily occupied by other pro- -

fessionals, such as physicians and nurses. The po- .

tential for such. professional boundary encroach- -

~mentmay range from nit to substantial, depending
_-on & host of factors including hospital government .

" and the power and influence of each professional -
_group. These factors may also represent an area of -
‘significant ambiguity ‘and uncertainty for the di- -

©rector of phannacy, and: onty the hlghest levels of
‘diplomacy., tact, and creativity will assist the direc-
‘t0T of pharmacy in attammg goals of clinical role

¢ -eéxpansion.

Difficulties Assocmted with Esfabhshmg tke Ef‘ectwe—
ness of Clinical Pharmaceutical Services. Since the in-.
ception of clinical pharmacy as'a concept of prac--

" ticein the early 1960s, the pharmacy professien has
been preoccup;ed with the documentation, evalua-
tion, and measurement of the effectiveness of

pharmacy intervention in or controi of all aspects

. of drug use in the hospital setting. Demonstranng' |

clear and uneqmvocal improvements in terms of

" either quality or cost effectiveness of drug therapy -
~has proven to be difficuit. This may well be related . -

to the scarcity of effective methods for conducting
such assessments. Also, it is unrealistic to expect

“that one ‘major study or even a-hardful .of such’
- studies will present overwhelming evidence to tilt
“the balance of proof in favor of clinical pharmacy,

Realistically, broad acceptance by the health-

care industry and the public of the benefits of clini- .

cal pharmaceutical services has occurred incre- -

“mentally over 25 years or more. Such acceptance
. -more than likely will accelerate as a result of im-
.7 proved methods (e.g., the me:hod-deveiopment-
.‘study recently commissioned by the ASHP Re-
. search and Education Foundation), as well as in-
~ creasing demands for cost- effective health care in

the broadest sense.

- Inattempting to garner more staff and resources
fot expanding clinical pharmaceutical services, a

director of pharmacy may be faced with consider-.
able ambiguity, pamcularlv considering today’s

" cost-containment environment. On' the other

hand, the most resourceful and successful pharma-

.Cy program managers have used the concept of
‘clinical pharmacy ‘as a means fo achieve mandated

hospital cost-containment goals while furthering -

the professmnal goals of their staffs and depart-

ments. '
Intradepartmental Ambiguity. Internally fo-

-~ cused uncertainty and ambiguity are equally per- =
-plexing and challengmg to the hospital pharmacy

program manager. For instance, structural flaws in -

- departmental organization, coupled with inappro-

priate management styles and systems configura-

' tlons that try to confoim totally to the hospital
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pureaucracy’s expectations. of behavioral: ROTTS,.
may lead to substantial role conflict and ambiguity ~

among the following groups:

oL Clinical specialists and other pharmacists who per-
.- -form more logistical ‘or pureiy dispensing roles
withoutapportunities for upward professional mo-

bii_i.'t'}' or fulfillment:and . . oo
‘2, Technicians and other members f the support.and:
. professiona'i_ staffs v\-rhosemissions-?nd roles have

not been effe_cti-v’ei'_\":identified or integrated inte @

_ ho_li‘stic_appr'oach to-total drug-use control.

Role condlict a-nd:.'ambig.uiry. will be heightened

when such pfzrsonnelﬁhavé disparate values and
_ attitudes. Innsome hospitals,;intrad_ep_armp._ntal A=
_biguity has grown as a resultof the ever-increasing

flow of young, highly motivated, and. clinically =

".tra'i-ned..pharmacists.'(-who seek role expansion and

fulfillment) into hos pitals that are downsizing and

. emphasizing greater productivity and__eff_iciency.

. Thave touched on what I consider to be some of
““the major sources of ambiguity and uncertainty in -

management for directors of pharmacy- There is a

range of such dilemmas for. pharmacy managers -
- depending on institutional variables as. well as
forces withinthe health—éare'industry-and the pro- -
fession itself. A rapidly changing corporate culture.
- for the h_e_alth-careindustry.,Eu-rthérheight_ens"such-. 3

_ _.un_c:e_rtaiﬁty in hospital pharmacy management to-

day and will continue to do so in the future. To

achieve excellence in hospital pharmacy manage-

ment, as in.any other realm -of management, the

- mana.ger-.:_nusfhave an inordinately high tolerance

for ambiguity, coupled with the vision and person-

3l commitment to surmount uncerfainty to achieve
- desired profe’ssional and management goals, Flow- - '
ever, tolerating and surmounting uncertainty and -

ambiguity need not be an inévitable personal rite
of passage for the pharmacy managet; at least part

© of it-can be mitigated by the application of theory.

This may well be the rate-limiting step in the com-

“-plete adoption of clinical pharma’ceuti'cal services.
For the profession at large to effectively cope.

" with mounting ambiguity, a theory of clinical sys-

~ temns and practice management must be developed. -

This will require the knowledge, skills, and leader-
ship of the “pilingual’” director of pharmacy—the

poundary-spanner who can effectively speak the

language of the production manager while creat-
ing an optimal.professional environment in which

- his staff can _a-chiév'e._meaningful,'agreed-upon:

15

* clinical and _'oper.atioﬁa-l ‘outcomes OR behalf of

' both the patients and the hospital.
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