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Abstract

As healthcare professionals we are committed to the efficient and effective operation of our institutions. Bureaucratic structures, rules, regulations, policies, and of course, measurements, are the tools-at-hand. While there is nothing inherently pernicious about efficient, effective, and measured institutions, we argue what is critically missing in this environment is humanity and authenticity at the cost of meaningful work. The solutions we offer are found in the realm of philosophy and in particular that branch of philosophy that deals with first principles - what is a nurse; what is a patient; what is a hospital?



















As healthcare leaders we are constantly in search of a better way to do our important work and practice our profession. We seek out seminars, conferences, workshops, books and articles to improve our effectiveness and promote the wellness of our staff, patients, and organizations. We examine what is going on in our organizations, measure outcomes and strive for continuous improvement and efficiency.

Why might this be a cause for concern? Surely efficient, well-managed hospitals must be good for their patients, staff and (in a publicly funded health system) society in general? However, the road to hell is paved with good intentions. The drive for improvement can create unintended consequences that, in the context of healthcare provision, may be criticized as unethical (Brown & Allison, 2013), may distort clinical priorities (Bevan & Hood, 2006) and has even led to tragedy for individual patients and their families including, in one well-documented example from the UK, the deaths of up to 1200 patients in one hospital (Smith, 2009).

In this article, we briefly review some of the risks and benefits of using goals and metrics to improve healthcare and introduce some tools to help healthcare leaders develop processes and cultures that help, not harm patients. These tools come from an unexpected source: philosophy.

The trouble with metrics

‘Perhaps what you measure is what you get. More likely, what you measure is all you’ll get. What you don’t (or can’t) measure is lost’ (Johnson, 2007)

Healthcare leaders need to know what is going on within their organizations if they are going to manage performance effectively. However, measuring performance is not necessarily the neutral, objective activity that it may, at first glance, appear to be. Once we decide to monitor something, it sends a message to clinicians that this is something that we value. They, in turn, may perceive a pressure to enact that value-system in their practice, even if this creates conflict with other important activities that are difficult to quantify. 

‘The most important figures that one needs for management are unknown or unknowable, but successful management must nonetheless take account of them’ (Deming, 2000)

Clearly, if we are to use metrics effectively and avoid creating perverse incentives, then we need to think carefully about what goes on upstream from target-setting. This is acknowledged in approaches such as Goal-Question-Metric (GQM), where the first task of an improvement project is to define the goals on a conceptual level, and then to later make them operational by questions:
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(Koziolek, 2008)

However, we should acknowledge that the act of defining the goals of a healthcare organization involves asking questions that are fundamentally philosophical (what is a hospital for?) and moral (how should patients be treated?) in nature. 

How can philosophy help?

Philosophy has a reputation for being difficult to understand. However, it is not something we can ignore. Healthcare management and leadership is by nature a philosophical and deeply ethical enterprise. We cannot flourish without our health and to flourish is, according to Aristotle, the purpose of life (Eudaimonia). Ethical behaviour can only be fully understood by knowing what underpins it. Without this grounding, our knowledge, understanding, and practice of ethics can be superficial and quite difficult to defend. 

In order to understand our behavior, we need to understand what drives us philosophically. Our goal-setting behavior is a manifestation of what we value and what we value is a manifestation of our philosophical perspective (Hodgkinson, 1978).  Once we understand this central conceptual core of ourselves, then we can fully understand why we do what we do, strengthen it or change it altogether. 

Philosophy gives us the tools to acquire this understanding. Equipped with the right tools, we can make good and right and authentic decisions that we can support, defend, and go to bed at night knowing the best decisions have been made. In the second half of this article, we introduce some thinking tools from the branch of philosophy that is concerned with the nature of being: ontology.


Addressing fundamental questions

In order to ask meaningful and useful questions about the goals and targets we should set in order to produce a good healthcare organization, we need to consider some more fundamental questions that will enable us to think clearly about the meaning of our actions. What are we? What is an administrator; what is a patient; what is a nurse; what is a hospital? 

We can of course describe what a human is in terms of our bio-socio-psychological make-up but this is not the whole essence of what we are or could be.  We can understand the fundamental principles or essence of what it is to be a human by exploring ontology. Ontologically, we can describe the human being in terms of at least three continua:
	
Determinism-----------------------------------Freedom

Means-----------------------------------Ends

Das sein-----------------------------------Facticity

Where we sit on these continua will determine our ethical orientation and our actual response to the Other – to the staff member, to the patient. 

Determinism vs Freedom. 

At one end of this continuum is a view of people as predetermined beings with little no control over their lives or options for change. Determinism can take different forms. Divine determinism holds that one’s destiny and purpose is in the hands of a higher power and part of “god’s plan”. Biological determinism argues that behaviour is a function of one’s genetic predisposition: one might think one’s behaviour is chosen, but it is DNA that is really in control. Finally, environmental determinism or behaviourism implies that we are not to be praised or blamed for good or bad conduct; we are products of environmental conditioning which forms our behaviour through a cascade of reward and punishment. The common factor linking all three forms of determinism is the belief that people does not possess free will to choose their own actions. 

At the other end of the continuum is a worldview in which people are understood as being self-determined, as a function of their capacity to exercise free will. Behaviour is not determined by fate, genetic predisposition, or environmental conditioning, but chosen freely. Existentialism is a school of philosophy grounded in the belief that we are free to choose how to act and to react to the circumstances in which we find ourselves, and that we remain responsible for all action taken. 

Our beliefs about determinism may drive our healthcare leadership behaviour. A behaviourist leader may try to effect organizational goals by creating incentives such as pay progression, promotion, workload, vacations etc. to control staff behaviour. The leadership style in this context is likely to be autocratic and top-down. The exercise of environmental power can have positive and negative consequences. If the behavior that is incentivized is consistent with good practice, this can be an efficient and effective way of achieving organizational goals. On the other hand, if intention is not worthy (e.g., efficiency at the expense of humanity), or the system is badly designed and produces perverse incentives, then control through bureaucracy is problematic. The people delivering care, who are in a position to notice and raise concerns about problems, may be less likely to do so in a culture which regards them as ‘cogs in a machine’ with no real responsibility for the effects of their behavior. An existentialist leader, on the other hand, perceives staff members as beings with free will and the capacity and obligation to accept responsibility. From this point of view, traditional efforts to control behaviour will not be successful and a different tack is needed – persuasion vs. coercion. Whilst this may be less efficient than the exercise of environmental power when it comes to securing the organization’s short-term goals, it is more likely to result in a workforce prepared to innovate, to ‘go the extra mile’ for patients, and to take action to bring about change when things go wrong.

Means vs. Ends. 

At one end of this continuum is a point of view which perceives the other as an organizational means-to-an-end; in effect, a tool or an object which is employed to achieve the organization’s goals. The primary concern of the means-to-an-end orientated leader is not the wellbeing of the individual staff-member but rather the health of the organization. This is the ontological basis for bureaucracy writ large. The employee becomes an ‘agent’ of the organization in which he or she is not perceived as an individual per se but rather as an occupant of a role. This role-occupancy requires adoption of organizational values and expectations regarding employee behaviour are all geared toward the interests of the organization - its efficiency, effectiveness, and productivity.

The other end of this continuum is a belief that people should be treated as ends-in-themselves. The other is not simply a tool to be used but rather a person - unique and authentic - with goals, desires, challenges, language and cultural uniqueness that demand recognition and respect. 

Our orientation on this continuum is another important influence on our health leadership behavior, in relation to staff and to patients. A means-to-an-end orientated leader may treat staff as objects, to be controlled, and ‘payed-off’ with successful outcomes. In the short-term, this may be a highly productive strategy. However, to use another person as a tool suggests that we do not acknowledge them as a being worthy of respect and dignity. Over the long term, the dehumanisation and objectification of staff may lead to dissatisfaction, turnover, stress and anxiety and ultimately poor performance and loss of productivity. Furthermore, this type of calculative thinking can lead to a tendency to see the patient as the host of a pathology to be fixed, rather than an individual who happens to be in your care (the ‘fractured hip’ in bed 5). In contrast, an ends-in-themselves orientated leader adopts a person-centric perspective, learning about the goals or projects of individual employee and sharing responsibility for them. Though the goals of the organization are important, work becomes a medium through which individual meaning is found. Whilst this approach may be less efficient in the short-term, the long-term benefits of treating individuals as ends-in-themselves are engagement, commitment, and ultimately greater productivity. Turnover, absenteeism, stress, and anxiety are all reduced because work is a transformative place to find one’s potential rather than a simple exchange of money and labour. Similarly, when we regard patients from this point of view, we do not see the host of a pathology, but rather the individual with a past, present, and future - Mrs. O’Neil a war bride from Ireland, the widow of a fighter pilot in WWII, with a passion for her grandchildren and Coronation Street.  She is not an injury or a problem to be fixed but a human whose ‘projects’ or primary concerns are important and demand our attention. Once we see her as a person rather than a problem to be fixed, we are more able to design a service that meets her needs, rather than the needs of the organisation.

Das sein vs. Facticity. 

The final continuum we will consider relates to the German philosopher Heidegger’s distinction between the individual as a sum of her empirical data (i.e., facts or facticity) and the individual, das sein, who is in the process of becoming who she decides to be. 
From one end of this continuum of perspectives, the nurse whose worth is based upon his resume or credentials is viewed as an object or the summation of prior accomplishments (like the military officer whose worth is a function of the medals worn on a uniform). This object is then fit into a role that is designed to accommodate this particular skill set – not a person qua person. In contrast, at the other end of the continuum, the concept of das sein suggests that an individual is a subject in the process of becoming. While each of us has a history and an acquired skill set, it does not necessarily define who we are or who we are in the process of becoming. This possibility for change is within the hands of the individual to decide. 

The implications of this continuum for leadership are numerous. For example, the das sein orientated leader does what Heidegger calls ‘leaping ahead’ rather than ‘leaping in’. This means that the leader removes roadblocks in order for the individual to experience the journey authentically and with responsibility – in essence helping them become; rather than dictating proper direction, procedure, and structure to insure the job is done properly. ‘Leaping in’ prevents the individual from fully experiencing the challenges of the journey and suspends authentic growth. The result is short-term effectiveness and long-term job-related immaturity and inauthenticity.  The das sein perspective also helps guard against the stereotypes that often plague the healthcare environment. We often fall prey to destructive inductive leaps in which we see the behaviour of one individual and then jump to conclusions about all radiologists, hospital administrators, or music therapists, for example. Das sein encourages us to see each individual uniquely without preconceived ideas about who they are, how they will act and allow us to be open for their transformations – large or small.


Ontology-goal-question-metric

In this article, we have tried to address a paradox faced by healthcare leaders: whilst we constantly strive to improve the efficiency of our organizations, our efforts can sometimes prove to be counterproductive. How can we do better? While there are many options to pursue, the most fundamental way to develop skill as a leader is to reflect upon one’s own ontological perceptions – our first principles. Using the ‘thinking tools’ provided by ontology, we can come to understand the basis or foundation of our behaviour toward others. Once this foundation is recognized and understood, then the information we gather from our formal and informal education has a context from which to grow, and the goals we set with our organizations are more likely to result in better healthcare and an environment in which staff and patients can flourish. 
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