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INTRODUCTION

At tHE Fourth Annual Institute for Staffs of Areawide Health Plan-
ning Agencies, held at the University of Chicago in December, 1966,
an afternoon was devoted to small group discussion of the subject
“Methods of Evaluation of Achievement of Areawide Planning
Agencies.” In the course of this discussion, it quickly became appar-
ent that the main reaction of the planners present was, to use the
words of Martin Paley, the chairman of the session, “defensive and
hostile.” They felt that any activity aimed at evaluating the objec-
tives, assumptions, indices and measures, and success of planning
agencies was premature and might be adverse through lack of un-
derstanding of the very broad objectives of health planning.

This reaction stimulated the program planners to include, in the
programs of both the Fifth Institute in 1967, and the Sixth Institute
in 1968, presentations and discussions on the subjects of the purposes
and goals of areawide planning agencies as well as a forum for addi-
tional exposure of the issue of evaluation.

Out of these efforts grew the present publication. In the first sec-
tion James Neeley of the American Hospital Association presents a
provocative set of arguments for an explicit and conscious effort on
the part of areawide health planning agencies to develop and publi-
cize a program against which its activities can be judged. His argu-
ments are discussed and rebutted by Marvin Strauss, of the Gradu-
ate Department of Community Planning, University of Cincinnati,
and Joseph P. Peters of the Health and Hospital Planning Council
of Southern New York. The second section of this publication deals
directly with the process of evaluation of an areawide health plan-
ning agency’s activities. The section contains three papers: the first,
by Martin Paley of the Bay Area Health Facilities Planning Associ-
ation, serving to introduce the topic and the others, by Douglas
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Brown, Graduate School of Business and Public Administration,
Cornell University, and Joel May, Center for Health Administration
Studies, University of Chicago, to elaborate several views on the
subject.

All of the papers included here were presented either at the Fifth
or Sixth Annual Institutes for the Staffs of Areawide Health Plan-
ning Agencies. They are published in this format as well as in the
proceedings, both because of their special interest and because of
the immediacy and importance of the subject with which they deal.

PART |

THE PURPOSES OF THE HEALTH
PLANNING AGENCY
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THE “PURPOSE” OF AREAWIDE PERSONAL
HEALTH SERVICES PLANNING AGENCIES

As 1 UNDERSTAND my assignment, it is to open up discussion on the
topic: Goals and Process of Planning; in the longer range it is to
encourage a response action from you who are in the audience.

Basically, what I want to talk about is the need for every areawide
personal health services planning agency to define its purpose. The
definition of goals and the decision on how process should take
place, both of which are assigned charges to this panel, must flow
from how purpose is conceived. If an agency has already defined its
purpose and done it well, this paper should have no less meaning,
for the need for an organization to continually reassess its purpose
is equally important.

One of the rewards of being an employee of the American Hos-
pital Association is the unique opportunity it provides to hear and
see the reactions of a great many hospital leaders, and leaders from
other fields of health care, to the new emphasis on personal health
services planning and comprehensive health planning. One of the
recent opportunities I have had to see this has been in the Associ-
ation’s effort to explain and obtain support for the new Statement
on the Financial Requirements of Health Care Institutions and
Services. For this audience it is not necessary to describe the State-
ment, or to go into any detail about its tremendous significance. It
is worthwhile, however, to make some comments on the reactions
to the document, as we have observed them in a number of meet-
ings around the country. There have been, as you know, a number
of questions raised about matters of detail, but basically, the major
criticism of the Statement that has run through all of the discussions
is the question of whether it is right and proper to couple planning
with reimbursement.

James R. Neely, Assistant Director, American Hospital Association.
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It does not appear that there has been a reaction which questions
the theory of planning, but rather a reaction that reflects a basic
distrust in the way planning is being organized. Typical comments
have been: the document is a sell-out to local political machines;
I don’t want someone who doesn’t know anything about health care
telling me whether I can build; I haven’t seen a planning agency
executive yet who knew enough to tell me whether I should build
or expand; I challenge you to show me a single planning agency that
has prevented all unnecessary construction and eliminated all un-
necessary duplication; all my planning agency cares about is pre-
venting beds from being built. I could go on, but you've all heard
many of these same comments. Obviously, they reflect a distrust of
planning, some of it justified, some of it not justified. If distrust of
planning does in fact exist, what accounts for this distrust? It is my
thesis here today, that it exists because planning agencies, specifically
planning agency executives, either have not taken the time to fully
define the purpose of their agency, or they have not redefined the
purpose of their agency in the light of changing times, or if they
have done both of these things, then they have not adequately com-
municated the results of their work.

There are two references that I have used in preparing these
remarks. One of them is a book written by Mr. Peter Drucker, prob-
ably familiar to all of you, entitled The Practice of Management.
The other is a publication of the American Management Associa-
tion, perhaps less well known, entitled Management Creeds and
Philosophies. It was written by Mr. Stewart Thompson, a business
executive from Canada.

It is necessary to define the word “purpose” before going further.
Some people might substitute other words. By “purpose” I mean the
reason why the organization exists. The military calls it the organ-
ization’s mission; others may call it creed, or guiding principles, or
management philosophy, or primary responsibility. Call it what you
will; when I use the term “purpose,” I use it in the context of the
reason why the organization exists. I believe that the development
of a clear statement of purpose, and the regular reappraisal of that
statement are absolutely essential to each and every areawide per-
sonal health services planning agency, and that communication of
that statement to the consumers of health care, the providers of
health care, and the financers of health care, is equally essential.
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The stating of an organization’s purpose is an extremely difficult
task, and one that the panel cannot probe deeply in the short time
we have this morning. I do hope the panel will come up with some
factors in a statement of purpose that should be common to all
agencies, but no one else can, nor should they ever try, to write a
statement of purpose for another organization. I hope we will be
able to challenge you so that each of you will go home and work
on a clear statement of purpose for your own agency, or if you have
already done this, that you will work on a reappraisal of your pur-
pose. As a matter of fact, it is probably very fortunate that we do
not have time to do more than provide the spark to kindle a flame
this morning. A point that is repeated over and over again by Mr.
Drucker and Mr. Thompson is that the process of formulating a
statement of purpose is nearly always more valuable than the finished
statement.

Because the process of formulating a statement of purpose is not
easy, it is frequently not done. Peter Drucker says that the fact that
the clear stating of purpose is so rarely done is perhaps the most
important single cause of business failure. Conversely, he says,
wherever one finds an outstandingly successful business, it will
almost always be found that its success rests to a large extent on
raising the question of purpose clearly and deliberately, and on an-
swering it thoughtfully and thoroughly.

How an organization’s definition of purpose can affect the whole
nature of a business is well illustrated by another quote from Peter
Drucker’s book. He says, “One of the earliest and most succes-
ful answers to the question (what is our purpose?) was the one
that Theodore N. Vail worked out for American Telephone and
Telegraph almost fifty years ago: ‘Our business is service.” This
sounds obvious once it has been said. But first there had to be the
realization that a telephone system, being a natural monopoly, was
susceptible to nationalization, that indeed a privately owned tele-
phone service in a developed and industrialized country was excep-
tional and needed community support for its survival. Secondly,
there had to be the realization that community support could not
be obtained by propaganda campaigns, or by attacking critics as
‘un-American’ or ‘socialistic.” It could only be obtained by creating
customer satisfaction. This realization meant radical innovations in
business policy. It meant constant indoctrination in dedication to
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service for all employees; and public relations which stressed serv-
ice. It meant emphasis on research and technological leadership,
and a financial policy which assumed that the company had to give
service wherever there was a demand, and that it was management’s
job to find the needed capital and to earn a return on it. In retro-
spect, all these things are obvious, but it took well over a decade
to work them out. Yet would we have gone through the New Deal
period without a serious attempt at telephone nationalization but
for the careful analysis of its business that the Telephone Company
made around 1905?”

Look for a minute at the railroad industry. As you know, a num-
ber of railroads have gone bankrupt and others have had serious
financial problems. One of the major reasons cited by management
experts for their problems is that the railroads failed to define their
purpose properly. They conceived that their reason for being was to
transport people and material by rail. Perhaps if they had defined
their purpose: to provide transportation by any means; or to move
people, raw material and manufactured products, from one place to
another; or to provide the connection between origin and destina-
tion for any person or product requiring movement—they might not
have had to face the serious financial difficulties that they did. Per-
haps, if they had defined their purpose differently, railroads might
have flown airplanes and operated ocean tankers instead of limiting
themselves to running locomotives as was eventually prescribed by
law.

Another example is the movie industry. The movie industry nearly
went bankrupt several years ago when television became a com-
petitor. Obviously, it was because the leaders of the industry visual-
ized their purpose as being one of entertaining people with movies.
Perhaps if they had identified their purpose as being one of enter-
taining the public by whatever means possible, they would have
gotten into the business of television early, a thing they have since
done, but almost too late.

Just as it is important to define purpose, so is it equally important
to continually reappraise purpose, to say, “What is our purpose right
now, today?” I asked Mr. Bob Toomey, Director of the Greenville,
South Carolina Hospital System, and a very close personal friend, to
review this paper. He had this to say on the need for constant re-
appraisal of purpose: “For instance, I think it is extremely inter-
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esting to have watched the evolution of medical school hospitals
from hospitals that really had as their purpose patient care until
gradually they were actually consumed by the university and be-
came a department of the medical school for educational purposes.
This represents a movement of purpose from that of providing pa-
tient care services to that of providing teaching material, or, if you
will, having as their purpose the education of young men and women
on both an undergraduate, i.e., medical school level, and graduate,
i.e., house staff level.

“More recently, I believe we have seen the evolution of these
schools from teaching to research, and, at the same time, in order
to 1l the gap of teaching clinical medicine to student physicians,
the better community hospitals have hired fulltime faculty and have
house staffs really numbering in the hundreds.”

Well, just as it is important for A.T. & T., for railroads, for the
movie industry, or for any hospital to define and to continually reap-
praise its purpose, so is it important for an areawide personal health
services planning agency to define and to continually reappraise its
purpose.

As 1 had the privilege of travelling around the country, listening
to reactions to the Statement on the Financial Requirements of
Health Care Institutions and Services, I heard all sorts of miscon-
ceptions of the purpose of areawide personal health services plan-
ning agencies. Some described the agencies as having as their pur-
pose the collection of statistics; others said they exist to create a
master plan; others said they were to reduce the number of beds;
others said they were to reduce cost; others said they were to be
the catalyst to move hospitals and other health care institutions from
voluntary control to government control; others said their purpose
was to force mergers. Those, of course, are all bad perceptions of
an areawide personal health services planning agency’s purpose, and
everyone in this room probably would say that all are incorrect or
incomplete.

Just what is a correct and complete statement of purpose of an
areawide personal health services planning agency? Some might say
it exists to develop a coordinated system of health care. Others might
say it should exist to assist health care institutions in developing a
coordinated system for the delivery of health care services. This
minor difference in terminology, the difference between “to develop”
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and “to assist to develop” could make a major difference in how
any given agency operates. Others might say their purpose is to
develop a system that assures to the public that they will receive the
right care at the right time in the right place. In this last example,
the statement of purpose has a consumer oriented connotation rather
than a provider oriented connotation. Others might go even further
in articulating the consumer role in the purpose of the agency. They
might say their purpose is to provide an opportunity for the con-
sumer to articulate his health care needs to the providers of health
care. Others might say their reason for existing is to serve as a cata-
lyst for interprovider coordination and communication. It is not my
intent here today to attempt to hypothesize what the purpose of an
areawide personal health services planning agency is or should be;
my sole intent is to present to the panel, and, more importantly, to
each of you as an executive of an areawide personal health services
planning agency, a challenge that will stimulate you to properly
state or reappraise your own purpose.

The American Management Association booklet on management
creeds and philosophies lists ten questions that must be answered
in defining the purpose of a business. It is these questions, somewhat
paraphrased, that I would like to leave with you today. I hope the
panel will provide some guidelines on how you each might answer
them.

In a sense, how you define purpose will depend on the breadth of
your outlook. A good anecdote, cited by Peter Drucker to illustrate
this, describes three stonecutters who were asked what they were
doing, The first replied “I'm making a living.” The second said “I'm
doing the best job of stonecutting in the entire country.” The third
looked up with a visionary gleam in his eyes and said “I am building
a cathedral.”

Now to the ten questions that are suggested by the American
Management Association booklet:

The first is: Why does this agency exist? Let me illustrate this
from a hospital administrator’s point of view. Does the hospital exist
to provide services and skills needed for the diagnosis and therapy
of sick patients who are in bed? Does it exist to provide clinical
material for research services? Does it exist to provide clinical ma-
terial for education of paramedical and medical personnel? Does it
exist to plan and operate a delivery system that will bring a full
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range of health care services to every person in the community that
it serves? The way the question “Why does this agency exist?” is
answered plays a major role—in fact, a determining role in how the
institution will operate. That is why I believe it is so important for
every planning agency to define its role. How can an agency which
has not defined its own role properly provide counsel to others on
how they should define theirs? So the first question to be answered
is: Why does this agency exist?

A second question is: What identifiable services does the agency
provide? What is the service of an areawide personal health services
planning agency? Is your service advice to the financers of health
care? Is your service a forum for communication between providers
and consumers? Is your service consultation to providers?

The third question is: How is the agency to be evaluated? I've
heard Hi Sibley point out on occasion that some people have estab-
lished, as a measure of effectiveness of areawide personal health
services planning agencies, the number of beds they are able to put
out of business or prevent from being built. Is this really the
measure?

The fourth question is: Who does the agency serve? Who are its
customers? Do you exist to serve the public? Do you exist to serve
institutions? Do you exist to serve doctors? Do you exist to serve
unions or business management in the community? For years, as
many of you know, this question has been a challenge to Blue Cross
Plans trying to decide whether they exist to serve the public or to
serve hospitals.

There is a fifth question listed in the booklet, but it is not germane
to this discussion, so lets move on to the sixth.

The sixth question must be broken into two parts. First: What
health care organizations does the agency assist? Do you assist only
hospitals in planning personal health services? Or do you assist ex-
tended care facilities and domiciliary care facilities as well? Do you
assist only nongovernmental hospitals or do you also assist federal,
state and municipal hospitals in your area? Do you assist only non-
profit institutions, and proprietary institutions? Second: What is the
geographic area of responsibility of the agency? Do you concern
yourself with a city, an entire metropolitan area, a county, five coun-
ties, ten counties, an entire state? Again, look at this question from
a hospital’s point of view. How different would a hospital be that
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says it exists to provide services to a suburban community of 50,000
from another hospital which defines its market as being the entire
metropolitan area of 2,000,000 people.

The seventh question that must be asked is: How does the agency
communicate its recommendations to those who need to know them?

An eighth question that must be answered is: Does the agency
plan for facilities, for services, for manpower, for environment, or
for all of these?

The ninth question is: What other agencies and organizations are
involved in health planning in the area served? Are you in compe-
tition with another areawide personal health services planning
agency? Is there overlap in your territory? Are you in competition
with a comprehensive health planning agency? Are you in compe-
tition with a state agency, with Hill-Burton, with a Regional Medi-
cal Program, with the Office of Economic Opportunity? If there is
competition or overlap with another organization, is it bad? If it is
bad, how can it be eliminated, or how can activities be coordinated,
or how can communication be set up between the two organizations?

The final question is: How does the agency finance its program—
by providers, by consumers, by government, by nonprofit founda-
tions, by insurance companies, by Blue Cross? And I would suggest
that, in trying to find the answer to that question, you try to answer
it from two points of view: First, what is theoretically proper, and
second, what is pragmatically available?

Well, those are the questions that I would like to leave with you
and with the panel today. As I said earlier, I have no anticipation
that full answers can be provided, or even that the surface can be
scratched deeply. The point that I am making is that my experience
in listening to the many objections that have been voiced throughout
the country to the policy of coupling planning and reimbursement,
as expressed in the AHA Statement on the Financial Requirements
of Health Care Institutions and Services, has led me to the firm con-
clusion that planning has a bad name today. It is misunderstood by
government, it is misunderstood by the public, and most important-
ly, based on my own recent experiences, it is misunderstood by the
providers of health care. It may be a failure of communication. I
personally do not believe that it is. I believe it is a failure of area-
wide personal health services planning agencies to adequately find
answers to the questions that have been cited here.
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So that you may follow the questions as the panel struggles with
them, I have had copies prepared for you.

COMMENTS ON “THE ‘PURPOSE’ OF AREAWIDE
PERSONAL HEALTH SERVICES
PLANNING AGENCIES”

Of course, I agree with Mr. Neely that it is essential for any
agency to define its purposes. However, I disagree with some of his
premises and recommendations, and would comment as follows:

L. It is not essential, or even possible, that a health planning
agency be “trusted” or liked. There may be some value in being
mistrusted. What we in the academic world call “creative tension”
may be helpful in facilitating planned change.

2. Mr. Neely proposes an oversimple answer to the complex ques-
tion which many agencies and organizations, in addition to hospitals,
are asking, namely: “What does comprehensive health planning
mean to us?” If anything, it means that they must re-examine their
own purposes. Certainly the purposes of comprehensive health plan-
ning agencies are spelled out to a considerable degree by Public
Law 89-749 and Public Health Service policies. No amount of se-
mantic exercise can wish away some of the implications of compre-
hensive health planning.

3. Written statements of purpose are often abstract and do not
really tell what an agency is going to do. There are many concrete
ways of communicating purposes, by the types of personnel hired,
the size and scope of the budget, the types of techniques or tools
used, the daily activities. These are far more meaningful cues than
words on paper. Purposes cannot be separated from the methods
used to achieve them.

A word of advice: It is important that comprehensive health plan-
ning agencies avoid defining their purposes too narrowly. Do not
make the mistake that “comprehensive” city planning agencies did.
They talked and wrote about doing comprehensive planning, but

Marvin Strauss, Director, Health Planning Program, Graduate Department of
Community Planning, University of Cincinnati, Cincinnati, Ohio.
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usually confined their activities to the limited sphere of land use
and economic development. Words like “comprehensive” and
“health” are very powerful in terms of the potential activity they
represent. Do not define them so narrowly as to limit your ability to
adapt to and deal with new situations.

4. Finally, the questions which Mr. Neely cites as those which
evidence sound management thinking have only limited applicabil-
ity in the public sector. Indeed, many modern corporations go far
beyond questions of efficiency and profit to ask questions that reflect
a new sense of social responsibility. Hospitals and comprehensive
health planning agencies can do no less. Hopefully they will ask
questions like these: Are health agencies and organizations and insti-
tutions serving the public interest? What are the social costs of the
action they take or fail to take? Are they accountable to the public?
Are as many viewpoints as possible represented in the planning
process? Are we reducing the gap between the development of new
health knowledge and its utilization in the community? Are we con-
tributing to the ability of people to solve community problems dem-
ocratically? Are we doing what should be done to achieve “the high-
est level of health attainable for every person, in an environment
which contributes positively to healthful individual and family
living?”

COMMENTS ON “THE ‘PURPOSE’' OF AREAWIDE
PERSONAL HEALTH SERVICES
PLANNING AGENCIES”

IN A sENsE, Mr. Neely is asking us to draw up a functional program
for our agencies—just as we in turn ask hospitals in our communities
to draw up such programs as an essential first step in the planning
process. But it seems to me that this will not be easy—partly because
we are not operational agencies with easily defined purposes, partly
because of the forces which have shaped the development of our
agencies, partly because we are dealing with a process (or at least

Joseph P. Peters, Associate Executive Director, Health and Hospital Planning
Council of Southern New York, New York, N.Y,
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many agencies have elected to do so0), and partly because our role
seems to be primarily one of influencing others.

Mr. Neely has presented a laundry-list of basic questions which
are designed to encourage a process of introspection and self-analy-
sis. How can I disagree with the idea that such introspective self-
analysis is necessary? And, who am I to disagree with Peter Drucker
or the American Management Association? But, I believe that we
can easily get hung up on words: that we can make a series of
declarations an end in itself, or that we can say one thing but really
mean something else, or that we can define our mission quite pre-
cisely, but for one reason or another, fail to carry it out or even take
actions which are in direct opposition to our stated mission. For
example, A.T. & T. can claim that its business is service, but what
a howl would be raised if it neglected its customers. And so it seems
to me that much of the misunderstanding of the role of areawide
health planning agencies centers not so much on what they claim is
their mission, but how they carry it out or fail to carry it out. There-
fore, I would suggest that we not waste too much of our time on
introspection, but that we get down to the real business of planning.

But, here I must hedge, for sooner or later agencies must make
basic decisions on what constitutes planning on an areawide basis.
Is such planning merely encouraging others to plan? Is it doing the
actual planning for the institutions and agencies? Is it policing the
planning of institutions and agencies? Is it devising a master plan
which specifies the role and distribution of various facilities and
services within its planning area? Or, is it something else which none
of us have clarified as yet?

Perhaps the basic issue which all of us must face up to centers
on what the community expects of us. And, here, I will state my
belief that a planning agency should represent the community and
that it should not represent or identify itself with the providers of
health service, even though it must, of necessity, work closely with
the providers. It is for this reason that our Council has carefully
avoided soliciting funds from local hospitals, hospital associations
or other provider groups. If you accept this point of view—that we
are creatures of the community and responsible to the community—
then I believe that you will agree that our mission is quite different
than it would be if we allied ourselves with the providers of service.

Our task then, it seems to me, is one of keeping abreast of public



16—PERSPECTIVES

expectations—to generate a sense of direction, or if you will, to offer
a series of intelligent options so that our evolving capabilities and
our evolving values can move hand in hand. Experience indicates
that we cannot accomplish this by the establishment of a so-called
master plan, even though many elements of the public often wonder
why this is not possible. Neither can we plan for individual institu-
tions. But, these are merely two of the many alternatives. Jim Neely
has listed several others in his paper and has wisely avoided any
appraisal of the validity of any particular approach.

It is stating the obvious that we are witnessing basic changes in
public attitudes towards the relationship of health care institutions
to the community. Current patterns of organizing and providing
health services are rooted in the past and do not necessarily reflect
the expectations of today’s consumers. Planning has been regarded
as an institutional prerogative; with the broadening base of financ-
ing health care, there is growing evidence that the public does not
necessarily endorse this right of institutional self-determination. In-
stitutions may continue to claim this right and may even band to-
gether in issuing statements to same. They can even protest the
propriety of coupling planning with reimbursement or making gov-
ernment grants for construction contingent on the endorsement of
State and local planning bodies. But, whether or not they can con-
tinue to convince the public in this regard, is open to question. In
short, the public may answer Jim Neely’s questions for us—not by
giving us the words, but by demanding that we take specific actions
to meet new expectations and new demands for better health
services.

Next month, I will complete eleven years of service with the
Southern New York Council. I have seen it operate as purely an
advisory body whose effectiveness rested upon the soundness of its
judgments and the confidence it was able to instill in the public and
the institutions concerned. For the past three years, I have also seen
it operate under the provisions of the Metcalf-McClosky and Folsom
Laws of New York State. Actually, however, the nature of the
agency has changed little over the years—it is still essentially an ad-
visory body. But now the Council not only advises hospitals, it also
advises the Commissioner of Health of New York State who does
have the power to apply specified sanctions and controls. The dif-
ference is that the Council is now consulted in regard to many mat-
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ters that previously did not officially come to its attention. This is
particularly true in relation to nursing home and intermediate care
facilities, proprietary hospitals and neighborhood health centers.

It seems to me that part of the problem to which Jim Neely has
alluded is due to the newness of many of our agencies. They are
distrusted—not because of unpopular actions, but because they have
not had an opportunity to prove themselves. Public acceptance does
not necessarily accompany the agency at birth—particularly if the
birth was the result of a reluctant partnership.

On the other hand, even prior to legislation, I believe that our
Council was well accepted. Jack Haldeman has said time and again
that we are respected because we have developed sound leadership
on our Board—and that the authorities of our local hospitals know
this and are therefore willing to listen to us. Perhaps this is “our
unique field of competence,” to cite Jim’s eighth question. In any
event, it seems to me that our competence—our effectiveness—rests
in our ability to provide a community-wide point of view, objective
guidance and the services of a technically competent staff. This is
what the Southern New York Council tries to provide when it gives
advice. In recent years, the legislature of New York State has pro-
vided a legal underpinning to these activities; but, as I said earlier,
this really has not changed our basic process.

I mention our experience because I have the feeling that what
has happened in New York will happen elsewhere. In time it may
become the common pattern for planning. What I am therefore say-
ing is that the public through its elected representative will set the
stage for us and will give us the script. Whether or not this is good
or bad, only time will tell. But, at least you may receive some an-
swers to the ten questions posed by Jim Neely.
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EVALUATION—THE INDISPENSABLE PHASE

EVALUATION is an indispensable phase of management. It is equally
appropriate for the testing of products on an assembly line as well
as the effectiveness of the planning agency.

The nation is making an unprecedented effort to improve the
planning of health affairs. A veritable army of citizens has been re-
cruited. New organizational patterns are being designed. Methods
of influencing institutional behavior are being explored. However,
the simple question of alternative approaches and tests of effective-
ness are still undeveloped. Planners have not yet been able to answer
such pointed inquiries as “Is your planning program better than no
planning at all?” or “Can Planning achieve increased effectiveness
and efficiency in health services best under government leadership
or volunteer direction?” “What methods of planning are more suc-
cessful than others?” “Is there a disciplined means for generalizing
from one planning experience to another?” In short, does community
oriented planning make a significant and positive difference?

It is apparent that all evaluations must begin with a clear and
complete statement of goals of the planning agency. These should
be goals of the organization itself, in contrast to the goals for the
health resources which serve as the focus of planning. Each plan-
ning agency should consider the importance of establishing evalua-
tion procedures at the outset. Each agency should formulate criteria
for success and periodically test the levels of success of its activities.

The absence of evaluation will prevent us from learning. The ab-
sence of evaluation will prevent us from improving the practice of
community health planning, but even of greater significance, failure
to evaluate will undoubtedly impair the effectiveness of this national
effort directed to health planning which offers such great promise.

Martin A. Paley, Executive Director, Bay Area Health Facilities Planning Associ-
ation, San Francisco, California.
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EVALUATION OF HEALTH PLANNING

Introduction

I wourp LIXE to advance a framework for your consideration as well
as first give my impressions of your feelings on evaluation—opinions
I have encountered in visits to some thirty areawide planning agen-
cies this past year in conjunction with an overall study of the health
planning process.

I must advise you at the outset that I have no intention of trying
to assess current planning efforts; you have told me there are enough
self-proclaimed critics of the activity already—serving a very ques-
tionable utility. Neither do I have any pat answers relating to the
evaluation process. Nevertheless, perhaps you will find solace in
hearing that your colleagues share many of the same apprehensions
about this subject. As the following will suggest, the evaluation
mission is potentially exciting, but, for the moment it remains espe-
cially excruciating and disturbing for those of you closely involved
in the health planning effort.

There are only a few aspects of the health planning endeavor
causing greater apprehension than the debate revolving around the
question: How do you evaluate the effectiveness of the planning
activity?

The planners are extraordinarily sensitive about this matter par-
ticularly when probed in efforts to measure their councils’ effective-
ness. The reasons for the planners’ defensiveness are not difficult to
discern.

First of all, it is safe to say that practically no one likes to be
evaluated and the planners are no exception. Furthermore, the plan-

Douglas R. Brown, Sloan Institute of Hospital Administration, Cornell University.
This paper represents the major part of a chapter from the author’s forthcoming
work on The Health Planning Process, funded under Grant No. 5R21CH00292-02,
Public Health Service, Division of Community Health Services.
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ners by and large appreciate the rationale for evaluation and the
growing necessity for implementation of the idea, but for reasons
outlined here (and there are undoubtedly others), they have been
unable or unwilling to operationalize this facet of the planning
process. And, seeing the logic of evaluation—at the same time they
impede its development—the planners feel somewhat remiss in car-
rying out their obligations to their professional field and community.

In his summary of the 1968 Chicago session which dealt with the
topic of evaluation, the seminar chairman, Martin Paley, detected
several fears accounting for this resistance to evaluation. He re-
ported:

Many felt that the Public Health Service was testing prematurely the
efforts of areawide planning agencies in order to eliminate consideration
of these groups under the newly passed legislation, PL 89-749. Others felt
the granting authority, the Division of Hospital and Medical Facilities, was
responding to pressure of the Federal Hospital Council and thus imposing
inappropriate requirements on a new and undeveloped field. In any event,

the reaction growing out of the several discussion groups was strong, loud
and sharply critical.!

Although the planner is quite convinced that what he is trying to
do is in the best interests of the community at large, it is becoming
increasingly more difficult for him to demonstrate conclusively that
the council’s efforts are meaningfully allocated; and the pressure is
beginning to be felt by each of the planners as a result of the height-
ened dialogue concerning newer approaches to evaluation and pro-
gram development.

Progressively assaulted on several sides, the planner encounters a
new rhetoric imposed on his activity—that of PPBS with its systems
and cost-benefit analysis—something he has yet to fathom. While he
may reject outright “new panaceas” which he doesn’t understand,
the planner is beginning to examine cautiously and critically the
profitable use of these tools for the planning endeavor.

Even so, the essential point to be made here is that the planners
would prefer to shelve the whole question of evaluation for the time
being—this, despite the fact that problems of resource allocations

1 Martin A. Paley, “Methods of Evaluation of Achievement of Areawide Plan-
ning Agencies,” Papers From the Fourth Annual Institute for the Staffs of Area-
widge Health Facility Planning Agencies, December 12-17, 1966 (Chicago: Cen-
ter for Health Administration Studies, Graduate School of Business Administra-

tion, University of Chicago, 1967), p. 74.
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and effectiveness receive increasing attention from many quarters.
“There are more important considerations to worry about,” they
argue. Thus, routine evaluation, when it does invade the health
planning field, will have to arrive in a form not threatening to the
planners themselves—that is, if their cooperation is desired.

Experiences and Unanswered Questions

What are the councils doing to measure their effectiveness? What
is it about evaluation of the planning activity that makes it so
troublesome?

While this finding is open to individual interpretation, this investi-
gator concludes that none of the thirty councils visited was devoting
much of its energies to the task of evaluation. True, many of the
councils have attempted a superficial assessment of their activities
for incorporation in their annual reports, and one council, for de-
velopment purposes primarily, has approached the problem more
systematically by comparing (and writing-up) its accomplishments
with the guidelines set forth for planning agencies in the Report of
the Joint Committee of the American Hospital Association and Pub-
lic Health Service, “Areawide Planning for Hospitals and Related
Health Facilities.” But, in the main, it seems that the current list of
priorities in the planning process has relegated evaluation of council
effectiveness to somewhere near the bottom.

In addition to the aforementioned general reservations accounting
for the resistance to evaluation, there are a number of operational
constraints at the council level. For instance, the planners declare
that they have been busy doing and have had little opportunity to
examine the effects of their labors. The typical council, born in strife,
nurtured on the uncertainties of community process, has also had to
struggle with problems of chronic underfinancing and staff short-
ages. Some planners report that mere survival has been a formidable
chore. They state that the planning activity has been from the outset
a process of human engagement—and only secondarily a process of

2 Public Health Service Publication No. 855 (Washington: U.S. Government
Printing Office, July, 1961). More recent principles have been produced by a
Subcommittee on Comprehensive Health Planning of the Program Area Commit-
tee on Medical Care Administration and Public Health Administration of the
American Public Health Association, “Guidelines for Organizing State and Area-
wide Community Health Planning,” American Journal of Public Health, XXVI
(December, 1966 ), pp. 2139-2143.
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data and results. For the planner, the world of reality has been one
in which involvement and exchange by more and more people has
ruled the day; it has been the participation of community individuals
and groups with each characteristically having a different stake in
the planning venture.

“Our problem is getting people to work together,” a planner
emphasized, “not fancy computer programs and systems analysis.
We just don’t have those kinds of skills. That is something for the
future.”

“Yes,” another planner confided, “we have been too busy to think
about the effects of our activity; but is there any evidence that
greater thought instead of action would have advanced the course
of planning further?” A fair question.

Thus, planning is conceived by the individuals caught up in it as a
highly human process which places far greater weight on participa-
tion by the “appropriate” people—for purposes of implementation of
decisions eventually reached—than on carefully prescribed end prod-
ucts as such. In other words, the process is more concerned with
action than with ideal notions about what the health care system
ought to be. The faith here is in people, fallible as they are, rather
than in measured rationality of health services. The resultant, by
necessity, becomes less than what any group wanted but more, the
advocates argue, than would be possible under any other nonauto-
cratic arrangement. The name of the game is change, desirable
change, based on compromise. Hence, the path toward rationality
is a desultory one which presents special problems in devising meth-
odologies for evaluation.

Other assorted problems and questions relating to agency evalu-
ation are enunciated by the planners. For example: “Just what do
you measure?” “How do you assess success?” “What are the dimen-
sions of the planning activity?” “Are the organizational aspects of
the councils the key to evaluation?” “Or, are the actual operations
of the councils the important factor?” “Is planning primarily plans
or process?” “If it is process, how can it ever be evaluated?” “How
important is data in planning?” “How important is broad community
representation in the planning effort?” “Is the number of projects re-
viewed a consideration?” “How important is council financing?”
“What are the important goals in community planning?” “What are
the ultimate purposes of planning?” “Can a planning council be as-
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sessed against its own stated objectives?” “And what about unstated
operational goals?” “How do you cope with value judgments?”

“Indeed,” a planner asked, “will the evaluation of goals turn out
to be disruptive to the planning process at the community level?
Some important goals like group medical practice must remain un-
spoken if planning is to succeed.”

And, the planners go on: “How do you measure?” “What criteria
do you use?” “For example, how do you measure the ‘better use of
health manpower’ or ‘closer relationships among health institutions’?”
“And what is ‘better health care’®” Is it more and higher quality
services?” “Is it more or less hospital care?” “Is it reflected in morbid-
ity and mortality rates?” “Indeed, are these measures even relevant?”
“Are there significant factors here other than medical care?” “How
do you control for all the variables when one factor is measured?”
“What are the time considerations involved?” “Is the PPBS approach
relevant to health planning?” “If so, how?” “How do you measure
the actual impact of the planning activity?” “Can the council take
credit (or blame) for all the health developments in the commu-
nity?” “What would have happened in the area without the planning
council?”

Finally: “What is the purpose of evaluation?” “Is it really a plot
by government to undermine community control of the planning ac-
tivity?” “Will evaluation be administered by the agencies themselves
or will standards be imposed from the outside?” “Is its purpose de-
velopment or external control?” “Will evaluation actually become an
educational force or will the ‘tools’ become an end in themselves and
stifle the planning process?” “Will the ‘people side’ of planning be-
come overshadowed?” “As a result of this movement, do the planners
themselves run the risk of being replaced eventually by the sys-
tems—quantitative specialists?”

This sample of the planners’ thinking on evaluation provides some
idea as to why they are hesitant to immediately embrace the con-
cept. They would like to see these and many other questions an-
swered first.

The 1966 Institute

Out of the 1966 Chicago Institute came some interesting com-
ments which illustrate the prevailing frustration with the evaluation
question. Although some of the planners at the meeting felt that
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evaluation was neither possible nor desirable at this stage, others
argued that their agencies are being evaluated informally all the
time by various “publics.” Moreover, some of the planners saw the
need for an internal kind of evaluation which would look at the
organizational aspects of the council, e.g., board membership and
meetings, advisory committees, staff, financing, while others reported
the beginnings of attempts to more systematically assess health care
advances in the community in light of the council’s objectives—a sort
of “box-score” method. This latter practice was apparently geared
to “educate” the public and demonstrate to the providers of funds
the achievements of the activity. It was quickly pointed out by one
of the planners present that, under this kind of reporting, the council
could easily manipulate its own “batting average.”

Further suggestions along these lines took the form of setting out
community health service goals—short and long term—in much more
definitive ways so that some measurement could be employed. One
planner suggested that obstacles relative to certain ends might be
identified as well so that assessment could be made periodically on
how well the council was dealing with these obstacles.

Finally after such discussion, the final assembly concluded that
any attempt to evaluate health planning must face up to the ques-
tion of health results, i.e., what happens to people in the final analy-
sis vis-a-vis their comprehensive health care needs? To what extent
do the various quantitative and qualitative health indices reflect an
improving state of affairs for all the population? And to what degree
are the gains attributable to the efforts of the planning council?

It was hard for the planners to believe that these latter dimensions
are not important despite the formidable problems in gathering and
measuring the pertinent data.

Criterion of Success

In current operational terms, what constitutes success in the plan-
ning endeavor?

The responses to this question by the planners have one common
denominator: success is invariably equated with the degree of ac-
ceptance of the planning function in their area and particularly the
extent to which the major health institutions are cooperating in the
planning activity. In short, the measure of accomplishment is di-
rectly related to a council’s progress in operationalizing a viable
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planning process. Although the planners pointed to many kinds of
specific results to illustrate their successes, the achievement con-
sidered to be most important is an established ongoing planning
process. Thus, process becomes the primary focus from which all
other attainments evolve. Involvement by the right people, long-
range planning in individual institutions etc., is considered the sine
qua non of the planning venture. Consequently, according to the
respondents, the successful planning council is one which can claim
participation in the planning activity by all the appropriate parties
in the region. The actual results of the process while important, of
course, are really felt to be secondary to the process itself. A planner
considers himself more than half-way home if he has been success-
ful in gaining participation of the principal individuals and groups
in the community.

Taking what appears to be an unrealistic position, one planner
suggested that “planning may be designated a success when there
is no longer a need for the planning agency.” The assumption was
that the various agencies and institutions would eventually be able
to long-range plan for themselves in addition to correlating their
plans so successfully that there would no longer be a need for out-
side assistance such as the planning council affords.

In addition to a viable planning process, what do the planners
cite as examples of productive output?

As told by the planners and as listed in their reports, agency
achievements include the following: the review by the council of a
specified number of proposals originating in the area; the promotion
and development of various community health care programs; the
provision of consulting services to individual health care organiza-
tions; the compilation and dissemination of information, special
surveys and studies; the development of a community information
and referral service; the sponsorship of various educational institutes
and other community relation programs; the development of more
effective interrelationships among the health service organizations
in the area, including cooperative ventures such as hospital mergers
and affiliation agreements; the development of planning guidelines;
the formation of planning advisory committees; the completion of
successful fund raising programs by hospitals.

A very interesting output often cited by planners involves the
number of hospital beds approved and disapproved in the review
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processes and the number of unnecessary hospital bed projects
blocked by the council. Although the agencies point with pride to
additions to community short-term hospital bed services when this
is deemed advisable, they take special delight when they are suc-
cessful in holding down the number of beds “not conforming to
community needs.” Indeed, most of the councils illustrate as evi-
dence of their progress the fact that they have been responsible for
preventing or discouraging the construction of so many beds at such
and such a saving to the community.

A few of the planners admit that they are not so sanguine about
depressing the number of hospital beds as their “official” pronounce-
ments would have you believe; but this posture is necessary, they
say, in order to stimulate hospitals to think about alternative pro-
grams—such as home-health services, long-term care facilities—and
to demonstrate to all concerned their sincere efforts to control rising
health care costs. At any rate, except for a few of the planners who
are located in regions where the need for more short-term hospital
beds is quite apparent, most of the planners are sure that their coun-
cil has been more or less successful in keeping down the number of
newly constructed beds of this type.

On the other hand, most of the planners can list the addition of
other needed services and facilities as resultants of the planning
process, and programs for the long-term care patient are mentioned
the most often. Several of the planners take the position that plan-
ning has caused more of a realignment in the use of hospital beds
in the area than an increase or decrease in the overall number. One
planner indicates openly that his organization’s achievement is mea-
sured in terms of how many new proprietary hospitals have been
prevented from organizing the past year.

From the planners’ point of view, how have the councils actually
faired? How successful have they been?

Virtually all of the planners interviewed point out that they have
made progress in establishing an ongoing planning process but most
acknowledge that they still have a long way to go. Furthermore,
on balance most of the planners indicate that they have won more
battles than they have lost—at least the battles in which they have
chosen to become engaged—while a few say they have experienced
more planning failures in their region than successes.

The failures cited by the planners usually are considered to be
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rather important in the development of a logical health care system
in their community and so, hold particular interest for us. One glar-
ing example involves the construction of a local government hospital
for indigents “at a time,” the planner laments, “when everything
suggests that this manner of operation is completely outmoded.” The
planner attributes this action to political machinations and failure
on the part of responsible agencies, health and otherwise, to marshall
the necessary power to offset the decision. Several other planners
describe cases in which various voluntary and proprietary hospitals
ignored the recommendations of the council and proceeded—most
often to build acute care beds. Developments in the proprietary
nursing home field are mentioned only occasionally as successes or
failures inasmuch as the councils have just begun to formulate defin-

itive guidelines for this field.

Approaches to Evaluation

It appears evident that the evaluation movement is destined to
expand in the health planning field and it is equally apparent that
basic study and a great deal of discussion among planners is re-
quired if evaluation is to become accepted and implemented. But,
the task of finding appropriate methodologies for evaluation will not
be an easy one.

The Donubedian Model

As a point of departure, it would seem that an overview of the
various approaches to evaluation of the planning activity would be
helpful. In this connection, it is suggested that an appropriate frame-
work for categorizing possible methods for assessing the achieve-
ment of the planning councils is to be found in Avedis Donabedian’s
work on evaluating the quality of medical care.® Although it does
not encompass all the facets of the planning endeavor, the Dona-
bedian model closely relates and is easily transferable.

In his Milbank paper, Donabedian describes three general meth-
ods for assessing the quality of medical care. In transposing his pro-
posal, one may advance the following approaches as appropriate for
evaluation of the health planning activity:

3 Avedis Donabedian, “Evaluating the Quality of Medical Care,” Milbank Me-
morial Fund Quarterly, XLIV (July, 1966), pp. 166-206.
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1) By structure—This would involve an appraisal of the “setting” or “in-
strumentalities” of planning such as council auspices, council purposes,
goals and guidelines, composition of the board, forma.tif)r.l of advisory
groups, staff organization (number, qualifications and division of labor),
adequacy of financing, facilities, etc., and appropriateness of the planning
region.

As Donabedian points out, the assumption here is that given the
proper settings good practices—in this case planning—will follow.
These aspects of the planning process are important and they do
offer the advantage of dealing with fairly concrete and available
information. But, as Donabedian suggests further, this approach
does have a major limitation in that the relationship between struc-
ture and results is not always well established. And, there is the
difficulty, as well, in determining what is desirable (standards) in
terms of staff, formal organization, etc. For instance, what kinds of
people should be appointed to planning council boards?

2) By process—This approach would include assessment of the planning
activity itself. How is the structure being applied? That is, what is the
council doing and are its functions appropriate? What are the important
values and sub-goals operating here? What is the nature of the interaction
among people involved in the planning effort? Are all the health institu-
tions?in the area participating? What kinds of information are gathered and
use

Process, too, is a relevant dimension in the appraisal of the plan-
ning activity and, as with structural conditions, presents certain
problems in evaluation. The difficulty here is mainly one of deter-
mining the standards or criteria to be used in measurement of
process considerations. For example, how do you assess the involve-
ment of physicians in the planning activity, or, how do you resolve
the hospital bed need determination problem?

It would seem that the development of operational standards for
application in the planning field is essential, but again, the amount
of research required to answer some of these questions will un-
doubtedly be substantial. In the opinion of the author, the attention
and support given this area has been all too inadequate thus far.

3) By outcome—As the planners concluded in their 1966 Institute in
Chicago and as Donabedian suggests in his paper, the end results of the
process—what actually happens to people—are Sne “ultimate validators™ of
effectiveness. Using this approach to assess the planning activity, one can
consider two of Donabedian’s suggestions—health outcomes and satisfac-
tion. Health outcomes might take into account, for example, general as
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well as particular morbidity and mortality figures for the population within
the planning region. In addition, attempts could be made to ‘gather ar}d
analyze data relating to the occurrence of preventable morbidity and dis-
ability in the population for such things as rheumatic heart disease and
diabetes; and restoration considerations following physical and mental ill-
nesses could be included as well.

An exciting—but not new—possibility consistent with this approach
would encompass methods to get at the question of unmet health
needs in the population. Perhaps short of periodic house to house
surveys—including a medical examination and appropriate labora-
tory work—we may never be certain that all members of the com-
munity are actually sharing in the benefits of advancing scientific
medicine, much less in the area’s own available health services,
whatever they may be. A formidable chore, admittedly, perhaps the
National Health Survey* idea could be extended and adopted at
the local level, or at least the concept of automated multiphasic
screening of the population might be applied.®

The other aspect of outcome suggested by Donabedian is satis-
faction. Though difficult to evaluate, the opinions of the individuals
participating in the planning process and citizens at large would
seem to be an important dimension in any planning council ap-
praisal. How do they perceive the activity?

The shortcomings of the outcome approach are probably self evi-
dent. First, there is the problem of relevancy—are the indices se-
lected really related to the planning function? Is there a cause and
effect relationship? There is also the dilemma of definitions: What
is optimum health? What are its dimensions?® And, there is always
the difficulty of measurement and standards. What are the criteria
of success for any given program? Are all the factors influencing
outcomes taken into account?

Thus, it appears that most of the methods proposed for evaluating
the planning activity fall under one of the basic approaches outlined

4 Forrest E. Linder, “The Health of the American People,” Scientific Ameri-
can, CCXIV (June, 1966), pp. 21-29.

5 Morris F. Collen, “Periodic Health Examinations Using An Automated Multi-
test Laboratory,” The Journal of the American Medical Association, CVC (March
7, 1966), pp. 830-833.

6 For elaboration of this problem see Danicl F. Sullivan, Conceptual Problems
in Developing an Index of Health, Public Health Service Publication No. 1000,
Series 2, No. 17 (Washington: U.S. Government Printing Office, May, 19686).
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here. This is not to say that these are hard and fast categories—
indeed, certain dimensions cannot be “categorized” if that is the case
since they reflect many aspects of the activity. Moreover, it is likely
that most attempts to evaluate an actual planning operation would
do well to incorporate several different approaches; of course, which
of the many possible methods and criteria finally selected for assess-
ment would have a significant bearing on the conclusions reached.
Finally, it must be kept in mind that the information collected
through various evaluation techniques cannot be expected to answer
all the questions relating to the allocation of a planning council’s
attentions and energies. Planning, it must be remembered, is rooted
in a fertile field of human exchange.

Sources of Information

Before progressing further, let us look at the sources of informa-
tion for planning council evaluation. Once again Donabedian’s in-
sights are valuable. He suggests three ways of obtaining appropriate
information:

1) Reports, studies and statistical data emanating from within the agen-
cy will provide certain information about the council’s purposes, procedures
and activities. Additionally, data from reports produced outside the coun-
cil and pertinent to the f;nm'ng activity are normally available from nu-
merous health and welfare organizations and departments of local and
state government. It is hardly necessary to point out the limitations of de-
pending solely on written materials prepared by the agency itself to provide
a ffcomp ete and accurate picture of the council’s achievements and current
eftorts.

2) Direct observation of the agency in action offers another method of
obtaining information useful for appraisal. Indeed, with the unavailability
of commonly accepted guidelines and standards in the planning field, it is
difficult to envision how any serious evaluation attempt can leave out this
particular approach, at least for the moment. The proElem with this meth-
od, of course, is the observer’s time involved (with its costs) and his own
Farticular biases. How the observer discerns the planning process obvious-
y influences his judgments concerning effectiveness.

3) Opinions of the people associated with the planning endeavor and
others in the community provide useful insights into the operations and
achievements of the planning agency. But, as is true whenever different
views are sought, the responses garnered will often be “colored” by the re-
spondents’ own stake in the planning process which may have little to do
with hard criteria applicable to the effectiveness of the system.

Standards
The last reference to the Donabedian paper relates to the difficult



34—PERSPECTIVES

problem of standards. Where do they come from and how valid are
they? Two sources are identified:

1) Normative standards are those reco nized to be “good” or “ideal”
ractices. Most often these are enunciated by recognized leaders in the
(Eleld or are the result of research, special commissions and task forces.
The stipulation that new hospitals sﬁould have at least 200 beds is an
example of a normative standard. The difficulty with normative criteria 15
that there can be honest differences of opinion as to what is correct and
realistic. There is, moreover, the problem of application of the standards
to different settings. What may be appropriate in New York City may not
be applicable to Seattle.

2) Empirical standards are derived from actual practice and can be used
to make comparisons of certain indices selected from among the planning
councils. An example of the empirical standard approach would be the
comparison of a number of agencies in relation to specific features such as
consumer representation on the board. This kind of comparison would
allow for each of the councils to know where it stands in relation to others.
The problem here is one of the gagﬂbetween desired levels and actual
practices and the negative influence this might have on change.

The “New Style” and PPBS?

As we began, the planners recognize the merits of evaluation and
anticipate the adoption of means to carry out this task—someday—
but not now. For the present, efforts in this direction are considered
premature and actually dangerous to the planning endeavor—par-
ticularly if the tools of analysis are indiscriminately applied by
people unacquainted with the realities of the planning process. To
the planner this process is not primarily a technological act, it is an
act of interpersonal relations and community organization—an act
which is heavily value laden. As a result of the apprehension about
making the process more structured and quantified, PPBS with its
unfamiliar jargon has failed to be understood and accepted by the
planning practitioners.

It is not the intention of the author to argue the merits of PPBS
and the so-called “new style” of problem solving in the health field—
the case has been eloquently expressed in a host of publications,
seminars, and speeches that have appeared recently. But, it might
be helpful to digress just briefly to trace these developments.®

7 Program~Planning—Budgeting Systems

8 The ideas for this section were taken principally from William L. Kissick’s
lucid overview of the subject, “Planning, Programming, and Budgeting for
Health,” Medical Care, V (July-August, 1967), pp. 201-220. See also Max Ways,
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The proponents of the “new style” argue that the time has come
for greater rationalization of our society’s presently fragmented
health care system. Too long characterized by “muddling through,”
the health endeavor must come of age if we are to deal with the
problems that confront us. We simply cannot do all that we would
like to do, they contend—our aspirations far exceed our abilities to
produce—so, choices must be made among the many competing al-
ternatives. The principal thrust of the new approach is to make
these choices more apparent and deliberate; PPBS and systems and
cost effectiveness analysis are view as the tools for the “new style.”

The Planning—Programming—Budgeting Systems—first employed
in the Department of Defense and now being introduced through-
out the Federal Government—is frequently defined thus:

PPBS is a system aimed at helping management make better decisions
on the allocation of resources among alternative ways to attain government
objectives. Its essence is the development and presentation of relevant
information as to the full implications—the costs and benefits—of the major
alternative courses of action.?

The intent of PPBS is not to replace common sense but to offer an
opportunity to make everyday judgments even more meaningful by
providing a systematic means for sharpening objectives. Hence,
PPBS is not portrayed as the final answer but as a useful tool for
thinking through the health planning endeavor.

Actually the whole “new style—PPBS” approach may be consid-
ered to parallel another outgrowth in American society which is
attempting to focus on “quality of life” goals with their related
“social indicators.”® The emphasis here is on the development of
new concepts and social information to enhance both private and
public policy making in our changing society.

To apply these new concepts and tools, of course, one must first
understand them. And, for the health planner, in particular, this

“The Road to 1977,” Fortune (January, 1967); National Health Council, Plan-
ning for Health, Report of the 1967 National Health Forum (New York: Na-
tional Health Council, 1967).

9 Selma J. Mushkin, What is PPB?, State-Local Finances Project ( Washington:
The George Washington University, January, 1967), p. 1.

10 See Social Indicators, Raymond A. Bauer (ed.) (Cambridge: The M.I.T.
Press, 1966); “Social Goals and Indicators for American Society,” The Annals
of the American Academy of Political and Social Science, CCCLXXIII (May and
September, 1967).
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becomes a necessity if he is to grasp the advantages and limitations
of the various approaches now being suggested for application to
the health endeavor. In due time, the planner will undoubtedly
demonstrate a greater awareness of these developments since his
task will be so directly affected.

Indeed, assuming the human side of the “new style,” process is
highlighted rather than the highly rigorous quantification side; one
may venture to guess that these new considerations will turn out to
be not so foreign to the planner after all. By nature, it would seem
that he is already acutely sensitive to the broad-scale needs of
people—this is the concern he expounds and strives to remedy in
practice—and he is searching for methods of solution. Thus, he is
probably more sympathetic to the “new style” than he now realizes.
But, he will be struggling with these emerging proposals for some
time to come since they are shrouded in the mystery of a peculiar
jargon and methodogy, and the planners haven't had the time as yet
to devise an adjustable way of dealing with them.

In any event, for discussion purposes, it seems fairly clear that
the tools of PPBS and systems and cost-effectiveness analysis will
find their way into the health planning endeavor; that is, with some
pain and anxious moments these methods will be modified as re-
quired and eventually adopted. When this finally occurs the planner
will find that he has acquired another professional dimension to
accompany the interpersonal-community relations skills he already
recognizes as so essential to his work.

A New Service

Whatever is developed to implement evaluation procedures and
more sophisticated methods for problem solving in the health plan-
ning field, it can be hoped that the development will be approached
from the viewpoint of self-education and organizational guidance
rather than as an external control—that it will become a basic, con-
tinuous and natural feedback function of the planning activity. In
this connection it would seem that the Professional Activity Study™*
approach would be more valid than the method employed by the
Joint Commission on Accreditation of Hospitals for the reason that,
instead of imposing external criteria, PAS attempts to upgrade prac-
tice by introspection and internally derived standards.

11 Cammiccinn an Professional and Hospital Activities ( Ann Arbor, Michigan).

EVALUATING PLANNING—-37

But, to do this, to help the councils with their organizational and
effectiveness problems, it is becoming increasingly apparent that
some kind of external source—a nonthreatening one—is needed to
serve in an advisory-information system capacity. A newly estab-
lished organization, probably best under the auspices of the Associ-
ation of Health Planning Councils, could play a vital role in the
program planning field, and perhaps this body could also carry out
research and development activities. Certainly the planners have
enough questions they need answered.

The evaluation program sponsored and launched by the Ameri-
can Medical Association in 1967 has attempted to fill this void in
addition to carrying out its primary function of stimulating phy-
sician participation in areawide health planning. However, appar-
ently it has met with only partial success insofar as the councils’
benefit is concerned. This is not to disparage this particular volun-
tary effort but simply to suggest that the needs of the planning
councils extend far beyond what this particular program is designed
to accomplish. In any event, whatever form a new undertaking of
this sort might take, in all probability it should not carry the label
“evaluation”—the planners have been unduly sensitized to the term.
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REMARKS ON EVALUATING THE
HEALTH PLANNING AGENCY

Suprosk I were to take each one of you aside and ask you the fol-
lowing question, “Are you or your agency doing the best you can,
under the circumstances?” The odds are that most of you would
answer, “Yes, but I could do better if. . . et

The fact that this question can be answered at all implies: a)
there is a standard or set of standards against which you can (at
least subjectively) measure your performance, b) you are aware of
the constraints or shortages or restrictions imposed on you by your
environment, and ¢) you can imagine a new course of action open-
ing to you if the restrictions were lifted or the shortages alleviated.

The point is that, given the environment in which you are oper-
ating and the goals and standards you have set for yourself, you
have been able to judge your performance. You have evaluated
yourself!

The reason that evaluation is an issue at all is that there is perhaps
some possibility that, in the process of evaluation, the goals or
standards against which the evaluation is to be made will be un-
realistic or arbitrary or inappropriate. Some fear that this may be
the case when an outside organization attempts evaluation of a phe-
nomenon as complex and difficult of measurement as areawide plan-
ning. Another reason why evaluation is an issue is that there is a
possibility that insufficient consideration may be given to the con-
straints which the environment imposes upon an agency. Some of
these constraints may be lack of community support—either finan-
cial or organizational—, provincialism on the part of those whom the
planning process touches, or local conditions which make cooper-
ation with a planning agency unlikely.

Finally, evaluation is an issue because it requires that subjective
judgments be translated into objective standards. This is a process

Joel May, Assistant Director, Center for Health Administration Studies, University
of Chicago. Chicago, lllinois.
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to which we all object in some measure or other. As long as an idea
remains an idea, it can be criticized only on the grounds that some-
one has another which he considers better. But when an idea is
translated into a program, the impact of that program and its efficacy
are much more easily observed—and much more easily measured.

Functions of a Planning Agency

In some broad sense, planning consists of at least some of the fol-
lowing components: *

(1) Identification of broad social goals. It may come as a surprise
to some to see the planning agency’s function described as the iden-
tification of goals rather than the setting of such goals. However,
it seems to me that society establishes for the planning agency the
broad outlines within which their program development will take
place and the agency simply recognizes and responds to them. It
has been frequently said that medical care has become a right to
which all people are entitled. Society has determined that this is the
case. As a result, it is inappropriate for a planning agency to treat
medical care as a market-place good which can be bought by those
who can afford it but is not available to those who cannot. It is in
this sense that the goals of the health service system are set by so-
ciety rather than by the planning agency.

(2) Within the framework of the broad social goals, the planning
agency is responsible for development of alternative programs of
action. It is here that the initiative and wisdom of the planners
come to the fore. In order to adequately meet this responsibility,
planners must not only have at their disposal data concerning the
relevant area; they must also be aware of the attitudes and abilities
of the many individuals and agencies involved in the provision of
health care to the community. Given the broad social goals, it is the
planning agency’s responsibility to develop programs or sub-goals
to accomplish them. This statement implies that the development
of a single program to the exclusion of all others is not appropriate
behavior for a planning agency. The ideal situation would be in

® It should be noticed in passing that, on the one hand, some will argue that
the list is not complete, while, on the other, some will argue that it contains ele-
ments which do not appropriately belong in the planning purview. It is sug-
gested here as a framework for thinking about planning, not as an all-encom-
passing definition thereof.
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which all alternatives were identified, though this is not practically
possible. A reasonable level for the planning agency to seek is one
at which a number of alternative courses of action, each of which
will ultimately bring about approximately the same end result, are
described, the costs associated with them are identified, and the
benefits accruing are listed. For example, it may be that, in order to
provide adequate care for those living in “ghetto” areas, either an
existing teaching hospital could build and staff new facilities in the
area or the voluntary hospitals already in and near the area could
extend their programs so as to care for the residents. Both of these
programs may have the same end result, though one may be more
difficult to accomplish, more costly or less satisfactory than the other.
It is incumbent upon the planners to recognize that alternatives
exist and to assess the relative costs and the benefits of each.

(8) Once the alternatives have been established and listed, the
planning agency must make a choice from among the alternatives.
This choice should be based on a practicality, feasibility, workabil-
ity, and cost. It has been said that the planning agency does not
have the responsibility for making such a decision—that the agency’s
role is to identify the alternatives, but the choice among them is the
responsibility of a diverse group in society via the democratic pro-
cess. True, the interests of many groups must be considered in choos-
ing a program of action, but with the broadening representation on
the boards and advisory councils of planning agencies and in the
absence of an alternative group in society capable of and interested
in making such decisions, it appears that the planning agencies, at
least in the foreseeable future, must bear this responsibility.

(4) The planning agency is responsible for the implementation
of the program (selling the program). In this area there are great
differences of opinion among planners concerning the role of the
agency. Having worked hard on developing a plan you become per-
sonally committed to the program and, it seems to me, it is most
difficult to avoid getting involved in at least the encouragement of
its acceptance. Furthermore, when sources of financial support view
the planning agency, they tend to think in terms of accomplishments
and base their continuing support on such accomplishments. If the
planning agency has had many good “ideas” none of which have
come to fruition, it is unlikely that support will continue over a long
period of time. The only way to translate ideas into results is by
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implementation. Whenever a reason for planning is given or a ra-
tionale for its existence is proposed, it involves improving, reducing,
correcting, preventing, or encouraging some aspect of the system.
These are action verbs, and one infers from their use that some
efforts at implementation are expected from the agency. For these
reasons I include implementation in the purview of the agency.

Some Evaluation Techniques

The evaluation process can and should take place at each of these
stages. Evaluation with respect to success of the agency in identi-
fying the broad social goals is quite simple—indeed obvious. To
paraphrase one of the speakers at the institute, “We don’t know if
we're doing the right thing, but we know we're not 180° off course.”
The fact that he knew that his agency was headed in at least rough-
ly the “right” direction indicates that he had, to his own satisfaction,
identified the broad goals which society has handed down to health
planners.

Evaluation of the success of the agency in developing alternative
programs of action is somewhat more difficult, but remains in the
realm of the subjective. Here, evaluation takes the form, “Has the
agency identified all relevant alternatives and have they adequately
assessed the costs and benefits related to each?” Obviously, no mat-
ter how many alternatives have been listed and assessed by the
agency, at least one more can be thought of. Therefore, the planners
are not to be faulted for failing to see one of the (possibly obscure)
alternatives, but they do have the responsibility for identifying those
which obviously bear on the question at hand.

The third item above—making a choice from the alternatives based
on its practicality, feasibility, workability and cost—is perhaps the
most difficult one to evaluate. We've all heard some about program
planning and budgeting (PPB) and read more. Many can scoff
(albeit lightly) at cost-benefit analysis on the basis of the difficulty
of measuring the appropriate costs and benefits, but they can’t dis-
miss it, nor can they ignore it. It is here to stay. In fact, some very
interesting applications have been made to areas as esoteric and
diverse as research expenditures for specific disease entities, syphilis
control programs, etc. In these studies some very creative benefit
and cost measures have been devised and used which at least shed
some light on the question and may aid in the decision process.
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Typically PPB or cost-benefit analyvsis is an ex ante form of evalu-
ation. Alternatives are listed. benefits and costs of each computed,
and the “best” alternative (best is not an unambiguous word in this
context) chosen. In an ex post evaluation process. such as the one
under consideration here, the technique is similar. The question
you must answer first is, “What have I accomplished?” Listing ac-
complishments of an agency as complex as an areawide planning
agency is a difficult task, but at the same time a fundamental one.
The next question is, “How much has it cost?” This list may be
easier to make, but, to be complete, it should include, in addition
to dollar costs, what economists call “opportunity costs”—in this case
the alternative accomplishments foregone as a result of the program
choice or policy which has been adopted. The last step—at the same
time the most important and most difficult one—is obtaining an
answer to the question, “Was it worth it?” This should not be a sub-
jective answer. True “hard-nosed” evaluation procedures require
that the validity of your answer to the question “was it worth it” be
objectively demonstrable to all concerned. This requirement should
not be threatening to planning agencies. If the purpose of an agency
is to effect change in the health services system, that change should
be describable and measurable. If the role of the planning agency
is to change relationships within the system or views concerning the
system, again such changes should be identifiable. In fact, in the
absence of such objective means of evaluation, the whole question
of whether or not planning agencies should be evaluated becomes
meaningless.

Evaluation of a planning agency with respect to the fourth com-
ponent—encouragement of implementation—is closely tied to evalu-
ation of the third. If the alternatives have been appropriately chosen,
and if the agency has been successful in their implementation, it has,
by definition, been effective.

A crucial point with respect to evaluation is that most proposed
programs of evaluation or sets of criteria by which to accomplish it
are based on the question, “What is being done today?” That, cer-
tainly, is an important question. But a far more important question,
and the one upon which evaluation should be based in the future,
is “What might we do that we are not doing and what are the costs
of not doing it?”



